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Resumo 

 

 

A presente investigação pretende analisar o impacto dos sintomas do ciclo menstrual no desempenho 

das mulheres no trabalho. Para tal foi utilizada a metodologia de investigação exploratória sequencial 

de métodos mistos. Foram realizadas entrevistas qualitativas (N = 19) e que permitiram aferir as 

experiências subjetivas do ciclo menstrual das mulheres e descrever, por exemplo, como os sintomas 

intrusivos têm um impacto sobre suas vidas, e porque o ciclo menstrual é um problema potencialmente 

estigmatizante para as mulheres no local de trabalho. Por outro lado Instrumentos quantitativos (N = 

63) permitiram medir dados somatoformes, ansiedade, depressão, saúde e variáveis comportamentais, 

bem como o stress ocupacional e que permitiram identificar problemas para futuras intervenções 

psicológicas. Os resultados qualitativos identificaram o tema principal do “Ser diferente devido à 

imposição de sintomas,” relacionado aos sintomas que experimentam, lidar com os sintomas, procurar 

respostas, experimentar sintomas no trabalho, e as questões de discriminação de género. “Mascarar” 

sintomas surgiu como uma categoria e esta pode ser compreendida como uma resposta social ao medo 

de represálias. Uma “Menstrual Symptom Intervention Loop” foi desenvolvida através da análise de 

codificação qualitativa. Através da estatística descritiva identificou-se que as dores abdominais 

(69,8%), fadiga (61,9%), mal-estar geral (58,7%), inchaço (49,2%), dores nas costas (47,6%), 

alterações de humor (47,6%), fadiga psicológica (46,0 %), dificuldade de concentração (42,9%), 

irritabilidade persistente (38,1%), e uma sensação de estar sobrecarregado (38,1%) foram os dez 

sintomas relatados que têm um impacto sobre o funcionamento durante a relação laboral. Foram 

encontradas correlações significativas entre sintomas somatoformes, a ansiedade, os sintomas de 

depressão, o stress e a tensão, embora não tenha sido possível determinar alguma causalidade. 

Correlações negativas entre os recursos pessoais e sintomas somatoformes, ansiedade e depressão 

sugerem que os recursos pessoais são variáveis importantes para consideração. A análise de regressão 

múltipla identificou que níveis mais elevados de depressão estão significativamente associados a papéis 

ocupacionais (β = 0,43, p < 0,01), maiores níveis de ansiedade estão associados a um menor nível de 

recursos pessoais (β = - 0,35, p < ,01) e níveis mais elevados de depressão estão associados a níveis 

mais elevados de tensão pessoal (β = 0,54, p < 0,01). Os resultados demonstram que as mulheres que 

sofrem com sintomas do ciclo menstrual graves e intrusivos podem experimentar um impacto no 

desempenho no trabalho. As mulheres querem igualdade e não querem ser vistas como diferente no 

local de trabalho. Igualmente as questões do ciclo menstrual podem estar associadas à estigmatização 

e discriminação de género. Proporcionar às mulheres formas de intervenção especializadas aumentaria 



a sua capacidade de analisar os sintomas e obter tratamento adequado.      

 

Palavras-chave: ciclo menstrual, local de trabalho, saúde da mulher, métodos mistos 

  



 

 

Abstract 

 

 

 The primary aim of this research was to explore women’s personal experiences of difficult 

menstrual cycle symptoms and how these symptoms may have an impact on functioning while at 

work.  The methodology used was the exploratory sequential mixed methods model. Qualitative 

interviews were conducted (N = 19) and allowed access to the subjective experiences of women’s 

menstrual cycle symptoms and described, for example, how intrusive symptoms had an impact on 

their lives, and how the menstrual cycle is potentially stigmatizing for women in the workplace. 

Moreover, quantitative instruments (N = 63) measured somatoform, anxiety, depression, health and 

behavioral variables, as well as occupational stress. Problems were identified for future 

psychological interventions. Qualitative results identified the main theme of "Being different due 

to imposing symptoms” related to the symptoms they experience, coping with symptoms, looking 

for answers, experiencing symptoms at work, and issues of gender discrimination. "Masking 

symptoms” emerged as a category, and this can be understood as a social response related to fear 

of reprisals. A "Menstrual Symptom Intervention Loop" was developed through analysis of 

qualitative coding. The use of descriptive statistics identified that abdominal pain (69.8 %), fatigue 

(61.9 %), general discomfort (58.7 %), bloating (49.2 %), back pain (47.6 %), mood swings (47.6 

%), psychological fatigue (46.0 %), difficulty concentrating (42.9 %), persistent irritability (38.1 

%), and a feeling of being overwhelmed (38.1 %) were the top ten reported symptoms that have an 

impact on functioning during the employment relationship. Significant correlations were identified 

between somatoform symptoms, anxiety, symptoms of depression, stress and strain, although it 

was not possible to determine any causality. Negative correlations between personal resources and 

somatoform symptoms, anxiety and depression suggest that personal resources are important 

variables for consideration. A multiple regression analysis identified that higher levels of 

depression are significantly associated with occupational roles (β = 0.43, p < 0.01), higher levels 

of anxiety are associated with a lower level of personal resources (β = - 0 .35, p <. 01) and higher 

levels of depression are associated with higher levels of personal strain (β = 0.54, p <0.01). The 

results indicate that women who suffer with severe menstrual cycle symptoms may experience an 

impact on functioning while at work. Women want equality and do not want to be seen as different 

in the workplace. Further, issues of the menstrual cycle may be associated with stigma and gender 

discrimination. Providing women with specialized forms of intervention would increase the ability 



to analyze symptoms and obtain appropriate treatment. 

  

Keywords: menstrual cycle, the workplace, women's health, mixed methods 
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CHAPTER ONE 

INTRODUCTION 

  



 

 

Chapter One: Introduction 

 

 

 This study addresses biological, psychological and psychosocial issues related to the 

menstrual cycle and how these issues may have an impact on women while at work. The 

purpose of this exploratory sequential mixed methods design was to generate a taxonomy of 

relevant issues for consideration. Phase one of the study consisted of a qualitative exploration 

of women’s personal experiences of menstrual cycle symptoms and how they had an impact on 

their personal lives, as well as how symptoms had an impact on them in the workplace.  

Quantitative data was concurrently collected during phase one. Phase two, the quantitative 

phase, followed up on the qualitative phase to provide measured variables to support the theme 

and categories that were developed from phase one. Phase one also informed the further 

development of a questionnaire, and confirmed that the two standardized quantitative tools were 

helpful in supporting variables identified in phase one as topics were similar. The reason for 

collecting qualitative data was that most workplace-related menstrual cycle studies have not 

incorporated sufficient qualitative information, relevant instruments were not available to 

specifically inquire about how symptoms impact women on the workplace, and variables were 

not fully known. This research did not cover issues such as menopause, partners of women with 

menstrual disorders, and cross-cultural comparisons. In addition, this study did not include 

interviews with women with amenorrhea (absence of menstrual cycle). The focus of the 

qualitative interviews was specifically focused on women who had experienced difficult 

symptoms at some point in their lives.  This chapter begins with a brief description of the scope 

of the rationale behind this research, and issues for consideration related to the menstrual cycle, 

including the importance of research in the area for women’s health. Also, it provides an 

overview of issues such as occupational health and underlying issues which will be covered in 

the following chapters. The chapter ends with a description of the research questions.  

 

The Scope of the Issue 

 

 Physical and emotional symptoms of the menstrual cycle may affect the lives of some 

women. From a bio-psychosocial perspective, this may impact some women’s physical well-

being, mood, and relationships at home and at work. Currently, most mixed methods health 

research studies are limited to the single context of combining qualitative methods and 



randomized controlled trials (O’Cathain, Murphy, & Mitchell, 2007) and much of the research 

on the menstrual cycle has been based on student populations (Anson, 1999; Bachmann & 

Kemman, 1982; Chandra & Chatuverdi, 1989; Rasheed & Saad Al-Sowielem, 2003; Singh  et 

al., 2008; Whitehead, Busch, Heller, & Costa, 1986), studies of the nursing profession (Chung, 

Yao, & Wan, 2005; Hatch, Figa-Talamanca, & Salerno, 1999; Labyak, Lava, Turek, & Zee, 

2002; Lawson et al., 2011; Lin, Lin, & Shiao, 2007) or has focused on environmental 

occupational health issues (Christiani, Niu, & Xu, 1995; Hsieh, Wang, Cheng & Chen, 2005;  

Mergler & Vezina, 1985; Messing, Saurel-Cubizolles, Bourgine, & Kaminski, 1993; Thurston 

et al., 2000; Yao et al., 2009). Few studies have relied on non-clinical or non-occupation 

specific studies, and qualitative studies focusing on women’s experiences of their menstrual 

cycle are minimal, few have used mixed methods, and only a few qualitative studies exist which 

have identified important psychosocial issues. According to Jane Ussher, a feminist 

psychologist and specialist in the field of women’s health research, the field of premenstrual 

symptom studies has been overly-reliant on quantitative research and medically focused results. 

She notes that this has resulted in a lack of qualitative research in the area, and highlighted that 

“Questionnaire or observational studies and qualitative research are rarely used, as they are seen 

as failing to meet criteria of objectivity and reliability”  (Ussher, 2009, para. 9).While it may 

be more “scientific” to measure symptoms quantitatively, such studies lack a personal 

perspective where we can consider “what quantified variables actually feel like,” how they may 

manifest themselves in real life contexts, and how “real” issues can be.   

 

Gender Issues 

 

 Sex and gender differences of men and women have an influence on various health and 

workplace issues. In Eve’s Rib (2002), a ground-breaking book that looked at how women and 

men process disease differently, Dr. Marianne Legato, a pioneer in gender-specific medicine 

stated:  

Biological sex is overlaid by the roles, rules, and expectations society sets for its 

members.  The combination of our biological sex with the impact of our environment 

on our health and behavior as men or women is called gender.  Health is affected as 

much by environment as by genes and hormones, and it can be virtually impossible to 

determine whether biology or the way people live in their particular communities is 

responsible for their health. (p. 4)  

 



 Gender specific occupational health studies are important. Messing et al. (2003, p. 619) 

identified three types of problems in the way occupational health research has dealt with sex 

and gender: 

 Hazards in women’s work have been underestimated. (Rosenstock & Lee, 2000; 

Baackman & Edling, 2001; London et al., 2002, McDiarmid & Gucer, 2001)  

 Women have been less often studied by occupational health scientists (Zahm et al., 

2001; Messing, 1998a; Niedhammer et al., 2000)  

 Under-reporting and under-compensation, recognized problems in occupational health 

(Biddle et al., 1998; Davis et al, 2001; Harber et al., 2001), may be more of a problem 

for women (Lippel & Demers, 1996; Gluck & Oleinick, 1998)  

 

 Does the menstrual cycle widen the divide between the differences of men and women? 

Are difficult menstrual cycle symptoms valid health issues? How do you “prove” that difficult 

symptoms can have an impact on functioning? What can be done to help women who suffer 

with difficult symptoms on a regular basis? 

 

 

The Menstrual Cycle and the Workplace 

 

 

 A study on work loss and the 28-day cycle of women (Ichino & Moretti, 2008) reviewed 

personnel data from a large Italian bank. The researchers found that the probability of an 

absence due to illness increased for female employees, (compared to male employees), 

approximately 28 days after a previous illness. The difference “disappeared” for workers aged 

45 and older: 

 In most countries women take more sick days than men. We argue that an important 

 cause of this gender difference may be the menstrual cycle. Absenteeism of those 

 women in our sample who are 45 or younger displays a systematic pattern with a cycle 

 of approximately 28 days. Absenteeism of women who are 45 or older shows no such 

 cyclical pattern. Overall, a third of the gender gap in days of absence, and two-thirds 

 of the gender gap in the number of absence spells, appears to be due to the menstrual 

 cycle. The incidence of cyclical absenteeism remains significant even for those 

 workers who one would expect to be less likely to shirk, namely managers and 

 workers who are in line for a promotion.  (p. 32) 

  

 The study by Ichino and Moretti (2008), “Biological Gender Differences, Absenteeism 

and the Earning Gap,” was conducted by economists after an audit of absenteeism records. Men 

were found to miss work more often due to “shirking.” The researchers identified that higher 



absenteeism due to the 28-day cycle explained an 11.8% difference in earnings between men 

and women.  

Not all women miss work because of menstrual cycle symptoms, but for some women, 

the symptoms are very real and can be debilitating and external issues should be considered.  

 

Issues to Consider 

 

 Family and work-related stress are important issues to include as they may increase 

menstrual-related problems and cause changes in the menstrual cycle (Hatch, Figa-Talamanca, 

& Salerno, 1999; Kuczmierczyk, Labrum, & Johnson, 1992). Messing et al. (2003) noted that 

reasons for longer times for women’s work-related sick leave could be related to issues where 

women may heal more slowly due to domestic responsibilities or to differences in treatment.   

“Women may have less opportunity to adjust their work demands to their health status, less 

access to modified duties following injury (Stock, 1997) and less access to rehabilitation 

programs” (Alexanderson & Östlin, 2001, as cited in Messing  et al. 2003). Further, it has been 

suggested that women’s claims for industrial disease are often greeted with skepticism (Lippel, 

2003; Reid, Ewan, & Lowy, 1991; as cited in Messing and Östlin, 2006).  

  The Encyclopedia of Occupational Health and Safety (1998) covered many of these 

issues. In Chapter 15, Health Protection and Promotion, Last (1998) stressed the importance of 

considering women’s health issues in the workplace. She noted that three particularly important 

categories of health concerns for women are menstrual disorders, cervical and breast cancer and 

osteoporosis. There are many health promotion programs that highlight the areas of cervical 

cancer, breast cancer and osteoporosis, but yet there are few programs to encourage women to 

consider that they may have menstrual disorders that could be underlying their stress, mental 

and physical health issues. 

 

 

 

 

 

 



 

 

Importance of Menstrual Cycle Studies 

 

 

 Worldwide, young women are starting their menstrual cycles at younger ages 

(Steingraber, 2007, p. 26), and there are reasons for concern in terms of physical, emotional, 

psychological and sociological issues. It has been considered that the age of the onset of 

menstruation is an important predictor of women’s health across the lifespan. Wise, Palmer, 

Rothman, and Rosenberg, (2009) noted that early age at puberty is associated with earlier age 

of sexual activity and is a risk factor for several adult conditions, including gynecologic 

disorders (p.460). Early puberty has been linked to a strong association with increased rates of 

breast cancer. In a report created in 2007 for the Breast Cancer Fund (USA), “The Falling Age 

of Puberty in U.S. Girls: What We Know, What We Need to Know,” Steingraber describes that 

several studies have indicated that as age of menstruation onset decreases, overall risk of breast 

cancer increases (Anderson, 2007; Clavel-Chapelon, 2002; Hsieh, 1990; Iwasaki, 2007; Kelsey, 

1993; Okobia & Bunker, 2005; Rosner, 1994; Shantakumar, 2007; Stoll, 1998, as cited in 

Steingraber, 2007). This report suggested that possible reasons for earlier puberty rates could 

be linked to exposure to toxic pollutants, excessive television viewing, and increased obesity 

rates. In addition, a population-based prospective British study involving 15,807 women (aged 

40-79) in 1993-1997 (followed up in 2007 for cardiovascular disease events, and in 2008 for 

mortality) found that women who had started menstruating before the age of twelve were more 

likely to have an increased risk of cardiovascular disease events and cardiovascular disease 

mortality (Lakshman et al., 2009).  

 

Abuse and Trauma Links 

 

 One disturbing theme from a review of the literature was the link between sexual abuse 

and menstrual disorders (Girdler et al., 2004; Golding & Taylor,1996; Golding, Taylor, 

Menard, & King, 2000; Kaliray & Drife, 2004; Paddison et al., 1990; Peschers et al. 2003; Wise 

et al., 2009). As well as emotional trauma, some studies have considered that the act of sexual 

abuse causes physical damage to the woman, and this could cause gynecological problems later 

in life. These issues are covered in Chapter Two of this study. While this study does not 

investigate histories of abuse and trauma, these issues are noteworthy considerations for 

psychologists working with women who present with menstrual disorders.  



 

Influential Study 

 

 In a study conducted by researchers for the Centers for Disease Control and Prevention 

(2005), Strine, Chapman, and Ahluwalia concluded that menstrual-related problems pose 

substantial implications for public health. The research suggested that healthcare providers 

should examine mental health concerns in women reporting menstrual-related problems. The 

data was based on information from non-institutionalized women aged 18-55 in the United 

States (N=11,648) collected from the National Health Interview Survey (2002). The study 

highlighted that women with menstrual-related problems were significantly more likely than 

those without to report frequent anxiety and depression, insomnia, excessive sleepiness, and 

pain (over a previous 12-month period). Women with menstrual-related problems were also 

significantly more likely to report feeling sad, nervous, restless, hopeless, or worthless and that 

everything was an effort all or most of the time during the previous 30 days. Cigarette smoking, 

drinking heavily, and being overweight or obese were also more frequently reported among 

women with menstrual-related problems than those without.   

 

Stigmatization 

 

 There may be concerns that the “menstruation issue” will stigmatize women. Women 

have enough challenges in the workplace, but for those who suffer with severe physical or 

emotional menstrual cycle symptoms on an on-going basis, their voices are lost. In a study of 

women with endometriosis, Markovic, Manderson, and Warren (2008, p. 350) highlighted the 

following:  

  Feminist arguments that pain, discomfort and varying levels of flow are natural 

 (Boston Women’s Health Collective, 1984) and the rejection of medicalization of 

 women’s normal bodily experiences (Meyer, 2001) have also made it difficult for 

 women to question the dimension of pain and to consider medical advice (Hurskainen 

 et al., 2001). Given this, women who experience severe menstrual pain are caught in a 

 dilemma. Their task is to distinguish their experience of menstruation from those of 

 other women (Fournier, 2002), to acknowledge the possibility of a medical rather than 

 a social basis to this anomaly (Bransen, 1992), and to convince a doctor- or a number 

 of doctors- that their subjective experience or sensibility is ‘real’ and requiring further 

 attention.  (Cox et al., 2003b) 

 

 Korea is the only country that has allowed women paid menstruation leave. Under the 

Labour Standards Act (1997), Article 71, a female employee is entitled to one day leave per 

month for menstruation. No request from the employee is required (International Labour 



Organization). This legislation occurred because The Korean Women Workers Associations 

United (KWWAU), trade unions and women's organizations acknowledged that:  

Over 50% of women experience physical symptoms during menstruation, including 

vomiting, dizziness, diarrhea, nausea, abdominal pains, waist and hip pains, general 

discomfort, psychological fatigue and depression and mental strain. Among these 

women, 25% feel pain severe enough to obstruct every day activity, and 40.4% of 

women workers note abnormal changes in their menstruation after quitting their jobs. 

(Korean Women Worker’s Association, n.d., para 1) 

 

Other countries offer menstruation leave as well, such as Japan (who initiated it in the 

1920s), the Philippines and Indonesia. However, the issue of menstruation leave is a 

controversial one, but it is an example of how legislation recognized the issue as a valid 

occupational health concern for some women. Ichino and Moretti (2008) suggest that: 

Forcing employers, rather than women to bear the monetary burden associated with 

 menstruation may be counterproductive. Whether society should address this 

 biological difference with a gender-based wage subsidy depends on voters’ tastes for 

 redistribution.  Clearly this is not a case of market failure, and the rationale for the 

 subsidy would be redistribution rather than efficiency.  A gender-specific public 

 subsidy financed out of general taxation would shift part of the costs of menstrual-

 related absenteeism from women to men. (p. 3) 

 

 

Occupational Health Issues 

 

 

The previous issues clarify that making considerations for women’s health is important 

for occupational health and policy development. Workplace environmental issues such as 

exposure to extreme temperatures and toxic chemicals can have an impact on the menstrual 

cycle and women’s reproductive health. Studies conducted in food processing roles in France 

and Canada showed that women subjected to cold and/or irregular schedules have specific, 

sometimes incapacitating problems associated with their menstrual cycles (Mergler & Vezina, 

1985; Messing et al., 1992; 1993 as cited in Messing & Östlin, 2006, p. 7).  Messing and Östlin 

(2006) further note that: 

These problems can result in absence from work. Such absences could be 

 appropriately treated through the occupational health and safety system, yet women 

 have never argued for this.  In fact, trade unionists approached about the issue have 

 felt that it would not be a good strategy to argue for inclusion of work-related 

 menstrual problems in the occupational health and safety system, due to fears of a 

 negative effect on employment possibilities for women. (pp. 7-8) 



 

Masking Symptoms 

 

 Difficulties experienced due to the menstrual cycle may require time off of work for 

some women, but are often not declared. According to Last (1998): 

For the great majority of women, menstruation is a ‘natural’ process that presents few 

difficulties. The menstrual cycle may be disturbed by a variety of conditions which may 

cause discomfort or concern for the employee. These may lead her to take sick absence 

on a regular basis, often reporting a ‘cold’ or ‘sore throat’ rather than a menstrual 

problem, especially if the absence certificate is to be submitted to a male manager. 

However, the absence pattern is obvious and referral to a qualified health professional 

may resolve the problem rapidly. Menstrual problems that may affect the workplace 

include amenorrhea, menorrhagia, dysmenorrhea, the premenstrual syndrome (PMS) 

and menopause. (p. 1549) 

 

Underlying Health Issues 

 

 In terms of women’s health, Legato (2002) advised that there are six diseases that can 

intensify in relation to menstrual disorders for some women: asthma, arthritis, migraine 

headaches, diabetes, depression, and epilepsy (p. 52). Legato (2002) highlighted several health- 

related concerns: 

 Women with epilepsy often have seizures just before or on the first day of their 

menstrual period. (p. 12)  

 Women with asthma often have attacks at the beginning of their menstrual cycles. (p. 

12)   

 Many women report that the symptoms of their autoimmune symptoms worsen during 

specific times of their menstrual cycle. (p. 124)   

 Women diagnosed with arrhythmia are more prone to bursts of rapid heart rate just 

before their menstrual cycle. (p. 111)   

 Women’s hormone shifts can have a significant impact on the way that they process 

medications- this can be especially dangerous for women who have epilepsy. (p. 66)   

 These are significant issues. How often do health professionals ask women with asthma, 

arthritis, diabetes, and epilepsy if they also experience difficult menstrual periods?  

 

Defining Menstrual Disorders 

 

 Menstrual disorders can be difficult to categorize. Scambler and Scambler (1985) 

studied menstrual disorder symptoms and attitudes and showed that many women with difficult 

menstrual symptoms did not consult their doctors. Scambler and Scambler (1993) further noted 

that menstruation is a “prime candidate for further medicalization”: 



The extent to which this occurs will depend on many factors, but menstruation’s 

 candidature owes much to continuing medical uncertainty about the menstrual cycle 

 and putative disorders associated with it (Laws 1990). This uncertainty gives 

 generalist and specialist physicians considerable latitude in  diagnosing and treating 

 disorders such as amenorrhea, menorrhagia, dysmenorrhea and premenstrual 

 syndrome. Medical irrationality in this context is a function of the already increasing 

 medicalization of menstruation against a background of uncertainty. The lack of clear 

 criteria enabling differentiation between ‘normal’ and ‘abnormal’ menstrual 

 phenomena is of fundamental significance. Almost any presenting menstrual problem 

 couched in an appropriate vocabulary of distress could potentially attract a diagnosis 

 of menstrual disorder, quite independent of knowledge of etiology or capacity for 

 curative or palliative intervention. (p. 24) 

 

It is possible that many symptoms are misdiagnosed, or not screened appropriately.  This 

could lead to mismanagement and inappropriate treatment interventions for women who suffer 

with symptoms on an on-going basis. In a study of reasons for referrals to gynecology clinics, 

Warner et al., (2001) found differences in reasons for referrals between women and general 

practitioners. Women were more likely to cite pain as a reason and the general practitioner was 

more likely to cite heavy bleeding (p. 26). This implies a difficulty with coding on medical 

records, an issue that can have an impact on insurance coverage and occupational health in the 

workplace, particularly where absenteeism requires explanation. 

 

Coding 

 

 The International Classification of Diseases (ICD-10) is used for defining and coding 

disease and medical conditions. A list of common menstrual disorders is provided, some of 

them are billable to insurance, while others are not. Considering the impact of menstrual cycle 

symptoms such as heavy bleeding, dysmenorrhea and emotional symptoms that may have an 

impact on women in the workplace, there is a need to consider proper diagnosis and treatment. 

This includes consideration for returns to work and appropriate treatment options of imposing 

symptoms- emotional or physical.   

 

Research Questions 

 

 This study was designed to answer three main questions, using an exploratory sequential 

mixed methods design: 

 1. How do menstrual disorders affect women in the workplace? 

 2. What are the physiological and psychological effects of menstrual disorders? 



 3. Are there underlying issues to consider? 

 

This chapter supports the real and significant needs of research in the area of women’s 

health, and the lack of mixed methods research in menstrual cycle studies that include both 

qualitative and quantitative features that provide insight into women’s personal experiences, as 

well as measured variables of symptoms. This includes the consideration that most studies on 

the menstrual cycle have focused mainly on reproductive health issues, are medical based, or 

occupation-specific. This study aimed to investigate how difficult menstrual cycle symptoms 

affect women personally, how menstrual cycle issues can impact on work, and an exploration 

of underlying issues for consideration. This study acknowledged biological, psychological, and 

psychosocial effects of menstrual conditions as valid health concerns that require attention. 

Further, this study is the first to explore menstrual cycle issues in an Irish context using an 

exploratory sequential mixed methods design. Women who experience difficult symptoms 

deserve a voice and validation. This research enabled women to describe their symptoms and 

highlighted the importance of access to information, and coping skills for women to find 

appropriate treatment. This research also explored why the menstrual cycle is a potentially 

stigmatizing issue for gender inequality at work. Chapter Two begins with a brief overview of 

menstruation in history, followed by descriptions of menstrual disorders, and reviews of 

relevant research. Chapter Three describes the method, design and analysis used in the study. 

Chapter Four provides results from the qualitative study, Chapter Five provides results from 

the quantitative study, and finally, Chapter Six combines the methods, including a discussion, 

limitations of the study, conclusions, and recommendations for further research.  
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Chapter Two: Literature Review  

 

 

 This literature review provides perspectives from medical and social science. Health 

professionals who may be involved with menstrual cycle issues from the medical field include 

gynecologists, endocrinologists, biologists, general practitioners, and pharmaceutical scientists. 

This area of research is also relevant for occupational, social, clinical, rehabilitation, health, 

feminist and counseling psychologists. Within this framework, relevant variables for menstrual 

cycle research include physical and emotional symptoms, psychosocial issues and gender. Most 

research on the menstrual cycle and the workplace has been medico-scientific with a focus on 

reproductive health or quantifying symptoms. Few have used mixed methods to investigate 

both objective and subjective variables to incorporate social concerns which expose gender 

discrimination in the workplace regarding menstrual cycle issues. This mixed method study 

consists of quantitative and qualitative measures with weighting on qualitative results. Medical 

definitions are provided to fully define the physical and emotional variables that are measured 

in this study. In addition, psychological and sociocultural issues are explored in order to provide 

a gender focus which is supported by qualitative findings.   

 This review starts with a brief summary of menstruation in history since the 

development of gynecology up to the modern era in order to frame the context of the menstrual 

cycle using a gender lens. As the main theme of the qualitative research was “being different”, 

and considering that women experience physical and/or emotional symptoms, and cope with 

symptoms on personal levels, categories are described as they relate to research variables from 

micro to macro analysis. Hence, physical and emotional symptoms are explored first, followed 

by workplace issues. Physical symptoms of the menstrual cycle are described, starting with the 

separate phases of the menstrual cycle, followed by descriptions of common menstrual 

disorders. Emotional symptoms are covered as well, including abuse and trauma which were 

surprising links to menstrual disorders, discovered during the literature review.   Critical 

reviews of studies are not provided in the physical and emotional symptoms sections as specific 

menstrual disorders were not studied as a singular focus. These sections are meant to provide 

an overview of relevant findings as they link into the variables covered in the research. Gender, 

occupational health and social issues are explored in more depth, incorporating theoretical 



perspectives, and finally, critical reviews of relevant menstrual cycle and workplace studies are 

provided at the end of this chapter.   

 Throughout history, issues of women’s health have often been misunderstood, but 

modern medical advances have provided more insight. How have things changed? What has 

modern research revealed, and how has it helped? The following sections will explore these 

issues.   

 

 

Menstruation in History 

 

 

According to Freidenfelds (2009) in The Modern Period: Menstruation in Twentieth-

Century America, “there was no broad consensus amongst medical researchers about the 

purpose of menstruation or the relationship of menstruation to ovulation until the 1930s” (p. 

44). The author further noted that “between 1843 and the early 1930s, however, there was little 

agreement about just how menstruation was related to ovulation, and what the purpose of 

menstruation could be” (Freidenfelds, p. 45). Early professionals in the field of gynecology had 

strong opinions about women’s health, and it could be argued that many of these attitudes still 

hold true in many respects for women’s health today. The field of gynecology was developed 

in the 1850s when female hysteria was a common medical diagnosis, and women were often 

prescribed opiates for their symptoms. For the purpose of this paper, one document has been 

exceptionally helpful to illuminate attitudes about women in the early days of gynecology. In 

an extensive review of literature from the nineteenth century entitled “Menstrual Fictions: 

Languages of Medicine and Menstruation, c. 1850-1930,” Strange (2000) provided detailed 

perspectives of the medical community of the era and noted, “In the rhetoric of medical ‘truths,’ 

menstruation was defined as a ‘disability,’ a physical ‘illness’ and a threat to emotional 

stability” (p. 607). Strange (2000) highlighted the following: 

As early as 1853, Dr Edward Tilt suggested that hysteria could be counted as one of the 

“well known cerebral symptoms of menstruation.”  He advised that women who 

frequently displayed nervous or hysterical symptoms in relation to menstruation ought 

to be incarcerated for their own safety and for the good of society (Lancet, 1853). (p. 

616)  



 Phrases such as “hystero-psychosis,” “hystero- epilepsy,” and “menopausal madness” 

were common. There was a prevailing theme of loss for those women who were unable to have 

children. Strange (2000, p. 611) eloquently highlighted that:  

 As procreation was the manifest purpose of femininity and marriage, potential 

 infertility necessarily jeopardised nubility.  Primary amenorrhoea was particularly 

 worrying in that it suggested the possibility of a congenital difference or “deformity,” 

 such as absence of the vagina, uterus and/or ovaries.  Women who were diagnosed as 

 “deformed” were usually advised by doctors to avoid marriage as infertility precluded 

 the chance of a “happy union.”  Barren brides were “a matter of some social 

 importance,” not only for the future of the race but for the stability of society; healthy 

 ovaries were perceived as the essence of femininity and therefore a necessary 

 prerequisite for a woman to appeal to the opposite sex. (Bland-Sutton, Lancet,  

 1856)  

 

 Menopause was defined as the termination of social worth. According to Strange 

(2000): 

 In 1855, Dr Edward Tilt, a pioneer in gynaecological medicine, went so far as to liken 

 the menopausal woman to ‘those animals who die when once they have transmitted 

 life to others’ (Lancet, 1855). Hence, the menopause was defined exclusively in terms 

 of loss; with the passing of fertility, women simultaneously sacrificed their social 

 status (p. 612). 

 On the topic of women and education, Strange (2000, p. 612) pointed out that an 

American doctor, Edward Clarke: 

 ...argued that the “woman question” was one of physiology rather than of ethics, not of 

 “shall” women enter education but “how.” With reference to a number of his own  case 

 reports, Clarke aimed to illustrate how education without due attention to the labours 

 of the menstrual cycle would enfeeble health and damage the reproductive 

 organs. According to Clarke, women possessed a limited amount of blood and energy 

 in comparison to men, especially during the period of growth at adolescence, and thus 

 “by nature” had “less disposable brain power” than men. The woman who pursued 

 intellectual stimulus: “made her brain and muscles work actively, and diverted blood 

 and force to them when her organisation demanded active work, with blood and force 

 for evolution in the reproductive region. (Clarke, 1873) 

  

 Freidenfelds (2009, p. 45) noted that between 1843 and the early 1930s, “Many 

researchers explained menstruation as the equivalent of ‘heat’ in animals; they theorized that 

menstruation was like the vaginal bleeding of dogs in estrus, signaling that they were fertile.  

Most believed that ovulation occurred simultaneously with menstruation.”   

 

 



 

Early Symptom Treatment   

 

 In Substance and Shadow: Women and Addiction in the United States, Kandall (1999) 

reviewed historical drug use and addiction of women. In the nineteenth and early twentieth 

century, women were prescribed various narcotics for menstrual symptoms and “neurosthenia.”  

Symptoms of neurasthenia were based around nervousness and ranged from physical bodily 

sensations such as tenderness of the scalp, tenderness of the spine and of the whole body, vague 

pains and flying neuralgias, flushing and fidgetiness, tremulous and variable pulse and 

occasional palpitations, losing strength in legs, sensitivity to cold or hot water, sensitivity to 

weather changes, a feeling of profound exhaustion, heat flashes, head pain, floating specks of 

the eyes, creeping sensations of the skin and a nervous stomach. Mental symptoms were 

diagnosed around vague conditions such as partial failure of memory, sexual exhaustion, 

deficient mental control, changes in the expression of eyes and countenance, mental depression 

and timidity, “morbid fears of various kinds,” head pain, floating specks of the eyes, and social 

fears (Kandall, 1999). When reading the list of symptoms, how do these symptoms compare to 

the twenty-first century and the prescription of anti-depressants and benzodiazepines? 

 During the nineteenth and early twentieth century, narcotics were more acceptable than 

alcohol. Kandall (1999, p. 24) described that “the most common use of opiates to alleviate 

women’s organic troubles, however, was in the treatment of ‘female complaints.’ Proprietary 

concoctions and opiate-containing prescription drugs were considered ‘women’s friends’ in the 

relief of gynecological problems.”  Opium eaters took it in the form of paregoric and laudanum, 

and smoking of opium at the time was considered a lower-class occupation.  Kandall (1999, p. 

35) noted that “cocaine, like opiates, was also used to treat gynecological disorders.” Marijuana, 

ether, chloral hydrate, and chloroform were also prescribed to women for female complaints.   

 In Opium and the People- Opiate Use and Drug Control Policy in the Nineteenth and 

Early Twentieth Century England, Berridge (1999, p. 68) commented on the use of opiates in 

the treatment of female complaints:  

 It was used for the “nervous disorders” which were thought to be specifically sex-

 linked.  Indeed, it was the medical administration, and consequent self-administration, 

 of hypodermic morphine to “hysterical women” later in the nineteenth century which 

 was said to have originated the problem of hypodermic morphine abuse.  

 



 Leading figures in the field of gynecology during the nineteenth century were strong 

advocates of opium for the treatment of women’s health issues. According to Kandall (1999, p. 

24): 

 Dr. T. Gaillard Thomas, the august president of the American Gynecological Society 

 declared that, “for the relief of pain, the treatment is all summed up in one word, and 

 that is opium. This divine drug overshadows all other anodynes…you can easily 

 educate her to become an opium-eater, and nothing short of this should be aimed at by 

 the medical attendant. There is a natural tendency in the human race to take opium.” 

 (1879:316)  

 

 How have things changed since the development of gynecology as a profession? How 

are “female complaints” treated today? How do we define and treat symptoms of menstrual 

cycle-related issues? Have opiates been replaced by other drugs? To explore such issues, it is 

firstly important to define the menstrual cycle from a medical perspective.  

 

 

Physical Symptoms 

 

 

 This section provides an overview of physical symptoms of the menstrual cycle.  

Because of medical advancements, the menstrual cycle is now better understood. The physical 

processes occurring in the body are quite complex and symptoms can be influenced by many 

variables. To discuss issues about the menstrual cycle in relation to health and psychological 

issues, this section relies heavily on medical definitions to better describe complex functions.  

In Hacker & Moore’s Essentials of Obstetrics and Gynecology, Laufer and Gambone (2010) 

define the menstrual cycle as follows:  

 The human menstrual cycle is unique as a physiologic process in that it involves 

 mechanisms that change on a daily basis rather than remaining stable.  This process of 

 change is carried out through the many intricate hormonal interactions between the 

 hypothalamic region of the brain, the pituitary gland, the ovaries, and to some extent, 

 the adrenal glands and the pancreatic islets of Langerhans.  To a large degree, the 

 subject matter of reproductive endocrinology deals with disturbances of this inter-

 glandular hormonal communication that may result in irregular or absent menstrual 

 cycles. (p. 386) 

 



 

Description of the Menstrual Cycle 

 

 Various health, physical, and psychological issues may have an impact on functioning 

and quality of life. What’s going on inside a female’s body that is different from a male’s?  To 

begin with, it could be observed that females menstruate and males do not due to sex 

differences, and this involves different levels of fluctuating hormones. According to Rosen and 

Cedars (2007) in Greenspan’s Basic & Clinical Endocrinology: 

The menstrual cycle is regulated by complex interactions between the hypothalamic-

pituitary-ovarian (HPO) axis and the uterus. Briefly, the hypothalamus secretes 

gonadotropin-releasing hormone (GnRH), which stimulates the pituitary to release FSH 

and LH. These gonadotropins then trigger the ovary to release an oocyte that is capable 

of fertilization. Concurrently, the ovary secretes hormones, which act on the 

endometrial lining of the uterus to prepare for implantation. In addition, the ovarian 

hormones feed back to the hypothalamus and pituitary, regulating the secretion of 

gonadotropins during the phases of the menstrual cycle. (p. 508)  

 

Follicular Stimulating Hormone (FSH) and Luteinizing Hormone (LH) are key 

hormones involved with this process. The changes that occur within a normal menstrual cycle 

have implications for various endocrine functions that can affect a woman. From a medical 

context, Rosen and Cedars (2007) offer the following: 

In summary, the ovary has two phases during the menstrual cycle: the follicular phase 

and the luteal phase. The endometrium has three phases and is synchronized by the 

ovary. The complex feedback loops between the hypothalamic-pituitary axis regulate 

the menstrual cycle. During the follicular phase, the ovary excretes estradiol, which 

stimulates the endometrium to undergo the proliferative phase. After ovulation (luteal 

phase), the ovary secretes estrogen and progesterone, which maintains the endometrial 

lining and promotes the secretory phase. (p. 517) 

 

The menstrual cycle consists of two major phases: the Follicular Phase (Proliferative), 

and the Luteal Phase (Secretory). Levels of hormones fluctuate throughout the cycle and may 

have an influence on cognition and behaviors. From a medical perspective, Rosen and Cedars 

(2007) define the phases of the menstrual cycle as follows: 

The follicular phase is characterized by growth of the dominant follicle and ovulation. 

It typically lasts 10-14 days. It is, however, this phase that is variable in duration and 

most often accounts for the variability in menstrual cycle length in ovulatory women. 

The luteal phase starts after ovulation and is the period when the ovary secretes 

hormones that are essential to accommodate conceptus implantation. This phase is 

relatively constant and averages 14 days (range, 12-15 days) in duration. (p. 510) 

 

 

 



 

 

Figure 1. The Menstrual Cycle. Adapted from “Menstruation,” Encyclopedia Britannica 

Online. Copyright 2008. 

 

 

 Follicular Phase. Estrogen levels are at their highest during the late follicular phase 

which has been linked to cognitive and behavioral changes. Korol (2004) identified that 

estrogen alters learning strategies for solving tasks, as well as modulating memory, which 

influence the quality of information processed in the brain. Some studies have indicated that 

hormones have an influence on addictive behaviors across the menstrual cycle, particularly 

during the follicular phase. In relation to smoking, Allen, Bade, Center, Finstad, and Hatsukami 

(2008), found that women who attempted smoking cessation during the follicular phase had 

less success at quitting than women who attempted to quit smoking during the luteal phase. 

Further, Allen, Allen and Pomerleau (2009) identified that sex hormones (and menstrual cycle 



phase) influence smoking cessation outcomes. This suggests that women who want to quit 

smoking might benefit from monitoring their cycle.   

The follicular phase and estrogen levels may also have an impact on susceptibility to 

drug use. Increased subjective responses to cocaine (Evans, Haney, & Foltin, 2002; Sofuoglu, 

Dudish-Poulsen, Nelson, Pentel, & Hatsukami, 1999) and amphetamine use (Justice & de Wit, 

1999; White, Justice, & de Wit, 2002) during this time in the cycle have been reported. In a 

study on sex differences and hormonal influences on acquisition of cocaine self-administration 

in rats, Jackson, Robinson, and Becker (2006) reported that female rats showed significantly 

more cocaine-induced locomotor behavior and self-administration during (estrogen) estradiol 

peaks than during other stages of the menstrual cycle. Estradiol administration to rats without 

ovaries enhanced the acquisition of cocaine self-administration.  Concurrent administration of 

estradiol and progesterone to female rats repressed cocaine seeking. (Castrated male rats given 

estradiol did not increase cocaine seeking behaviors).  Jackson, Robinson, and Becker (2006) 

concluded that this implies gender-specific considerations for health:  

Inherent sex differences in brain organization and sex differences in the effects of 

circulating ovarian hormones are likely to be important contributing factors to women’s 

more deleterious patterns of cocaine abuse. Effects of circulating ovarian hormones may 

facilitate the acquisition of a cocaine habit for women, while organizational brain 

differences may keep women vulnerable. As the likelihood of developing a lifetime 

dependence on cocaine is greater for women than men (Kandel et al, 1995), 

incorporating considerations of gender and hormonal status is critical to designing 

appropriate prevention, intervention, and treatment strategies for women. (p. 136) 

 

The follicular phase may have an impact on cognitive functions. Hampson (1990) 

provided extensive sets of cognitive and motor skills tests to a group of normally cycling 

women during menstruation and during the late follicular phase of the menstrual cycle.  Results 

confirmed changes across the menstrual cycle on specific tasks. The researcher observed 

enhanced performance on speech and language and fine motor skills during the late follicular 

phase (a few days before ovulation), with poorer performance on tests of spatial ability during 

this phase (compared to performance during menstruation). Hampson concluded that sex 

differences in human cognitive and motor skills may be linked to organizational or activational 

effects of sex hormones in relation to the brain. Variations in estrogen levels across these two 

phases were suggested as reasons for the different outcomes (where estrogen is higher during 

the late follicular phase and lower during menstruation). According to the study by Hampson, 

during the follicular phase, due to hormonal and neural organization, women may be better with 

verbal/ communication skills and fine motor skills, but may have more difficulty focusing on 



spatial tasks. This further suggests that monitoring the cycle could offer explanations for days 

when performance levels may not be at their best.  

Memory skills may be increased during the follicular phase. Protopopescu et al. (2008), 

studied hippocampal structure changes during the menstrual cycle using magnetic resonance 

imaging and Jacobian-modulated voxel-based morphometry (VBM). Participants consisted of 

10 women with Premenstrual Dysphoric Disorder and 11 without premenstrual symptoms. 

They were provided with a 360-item computerized recognition task (with 120 distractor words). 

After scanning each person during the late-follicular phase (a time of higher levels of estrogen) 

and during the (premenstrual) late-luteal phase (one to five days before the start of 

menstruation) they found that verbal declarative memory was increased during the late 

follicular phase (compared to the premenstrual phase). They observed structural hippocampal 

changes (gray matter volume changes) due to estrogen, indicating structural brain changes.   

This indicates that cognitive skills such as the ability to remember facts and knowledge may be 

enhanced during the follicular phase. The researchers concluded that  “[the] results illustrate 

the high degree of structural plasticity of the normal human brain even over short intervals, and 

call attention to the importance of careful evaluation and consideration of menstrual status when 

interpreting neuroimaging findings” (Protopopescu et al., 2008, p. 988). This study consisted 

of a fairly small sample, but it does indicate that estrogen changes across the menstrual cycle 

may be linked to cognitive abilities. In addition, there are implications here for the timing of 

taking an important test, and the timing of important scans.  

The late follicular phase is when women are at their most fertile and this time has been 

discussed in terms of risk-taking. In a study to investigate neurophysiological effects of 

hormones on the human reward system, and using functional MRI and an event-related 

monetary reward paradigm, Dreher et al. (2007) identified that ovarian steroids modulate 

reward-evoked neural activity. Using money as a reward, participants played a type of slot 

machine. The researchers observed that for women, the brain’s reward system was more 

responsive during the follicular phase both at time of rewarded outcome and during reward 

anticipation. Noting that the orbitofrontal cortex and amygdala connection have a role in 

arousal, autonomic, and endocrine functions (linked to the hypothalamus and ventral tegmental 

area), Dreher et al. (2007) stated: 

Because addictive drugs and gambling share common mechanisms for reinforcing 

properties (Fiorillo, Tobler, & Schultz, 2003), our results suggest that the orbitofrontal 

cortex and amygdala may be crucial sites of hormonal modulation that could underlie 

women’s greater subjective responses to addictive drugs during the follicular phase 

(Evans, Haney, & Foltin, 2002; Jackson, Robinson, & Becker, 2006; Justice & de Wit, 

1999). (p. 2468) 



  

Dreher et al. (2007) further highlighted the following: 

It is interesting to note that, from an evolutionary perspective, the increased availability, 

receptivity, and desire that may occur during the ovulatory period has been thought to 

facilitate procreation. Thus, increased activity of specific components of the reward 

system during the follicular phase may modulate basic behavioral functions of reward, 

such as approach behavior during reward anticipation as well as consummatory and 

hedonic behavior at the time of reward delivery. This may elucidate the neurobiological 

substrates of menstrual cycle influence on different types of motivated behavior (e.g., 

sexual preference and drug abuse), as evidenced by women’s stronger attraction to 

testosterone-dependent traits (masculine voice and virile face shape) during the most 

fertile time of the menstrual cycle (late follicular) (Feinberg et al., 2006).  (p. 2469) 

 

Economic behaviors may be based on hormones. In an economist study on bidding 

behaviors, Chen, Katuščák, and Ozdenoren (2009) observed that women placed higher bids 

than men during all phases of their menstrual cycles in first price auctions (where bidders 

submit bid in concealed manner), but not in second price auctions (where highest bidder wins 

but pays only the second-highest bid). The use of contraceptives had an impact across the cycle. 

For the first price auctions, women who used oral contraceptives bid higher during the follicular 

phase and lower in the luteal phase. Chen, Katuščák, and Ozdenoren (2009) stated the 

following: 

Our results imply that an individual’s current biological state may be important for 

 economic decisions in strategic as well as non-strategic environments.  To the extent 

 that this biological state fluctuates predictably over time and with sufficient 

 knowledge about its effect on behavior, one may be able to optimally time important 

 economic events and decisions such as investment decisions and portfolio allocation, 

 negations over job compensations, school exams and so on. (p. 15) 

 

Conversely, in a different economist study, Pearson and Schipper (2009) found that 

women bid significantly higher than men in their menstrual and premenstrual phases, but not 

in different phases of the menstrual cycle. Pearson and Schipper (2009) stated “We suggest an 

evolutionary hypothesis according to which women are genetically predisposed by hormones 

to generally behave more riskily during their fertile phase of their menstrual cycle in order to 

increase the probability of conception, quality of offspring, and genetic variety” (p. 1).   

Women may also be more concerned about their safety during fertile phases.  Chavanne 

and Gallup (1999) identified a statistically significant decrease in risk taking behavior during 

times of fertility, suggesting that women selectively reduce behaviors that expose them to the 

risk of rape. Bröder and Hohmann (2003) supported their findings in a more developed study 

with the following conclusion: “The results…indicate that individual women do indeed change 

their behavior over the ovarian cycle, by selectively reducing activities that expose them to risk 



of sexual assault at times close to ovulation” (p. 397).   They found that women increased non-

risky activities at times close to ovulation (during fertile phases). Such activities may involve 

watching TV at home (non-risky) rather than being accompanied home after a date with a man 

(p. 394).   

Hormones may also have an impact on women’s attractiveness during the follicular 

phase. Bryant and Haselton (2009) studied vocal cues of ovulation in women. They collected 

vocal samples from 69 normally ovulating women, one sample was collected during the 

follicular phase and one set during the luteal phase (low fertility phase). Women’s vocal pitch 

increased during the follicular phase (a period of high fertility) compared to the luteal phase.  

The difference in pitch was greatest during the two days before ovulation. Bryant and Haselton 

(2009) interpreted their finding as “evidence of a fertility-related enhancement of femininity 

consistent with other research documenting attractiveness-related changes associated with 

ovulation” ( p. 12). Such findings suggest further menstrual cycle phase impact due to biological 

changes linked to hormonal fluctuations.  

 Ovulation.  The process of ovulation was caught on film by Belgian gynecologist, 

Jacques Donnez of the Catholic University of Louvain while performing a partial hysterectomy 

in 2008.  The process took 15 minutes.   

 

 

Figure 2. Ovulation. Adapted from “Human egg makes accidental debut on camera,” 

Geddes (2008).  



The images in Figure 2 changed perceptions about ovulation. During the follicular 

phase, the follicle develops through different phases and adheres to the surface of the ovary. 

With an array of enzymes involved, a weakness is created in the wall of the ovary creating a 

protuberance that assists with the release of the ovum. When the ovum is released, it is about 

the size of a period point at the end of a sentence, for example: ( . ). According to Gambone 

(2010a), in Hacker and Moore’s Essentials of Obstetrics and Gynecology:  

Before ovulation, a general dissolution of the entire follicular wall occurs, particularly 

the portion that is on the surface of the ovary…With degeneration of the cells on the 

surface, a stigma forms, and the follicular basement membrane finally bulges through 

the stigma...Ovulation is now known from ultrasonic studies to be a gradual 

phenomenon, with the collapse of the follicle taking from several minutes to as long as 

an hour or more. (p. 40) 

 

 Some women may experience pain during ovulation (known as “mittelschmertz”) or 

mid-cycle/ovulation pain. Cysts may occur as well which may cause pelvic and/or back pain.  

Nelson and Gambone (2010), in Hacker and Moore’s Essentials of Obstetrics and Gynecology 

defined this further:   

 Dozens of ovarian follicles form the “cohort of follicles” of each menstrual cycle. To 

 be classified a functional cyst, the follicle must reach a diameter of at least 3 cm.  

 Functional cysts may cause pelvic pain, a dull sensation, or heaviness in the pelvis. A 

 follicular cyst, lined by one or more layers of granulosa cells, develops when an 

 ovarian follicle fails to rupture. Similarly, a lutein cyst may develop if the corpus 

 luteum becomes cystic, grows to larger than 3 cm, and fails to regress normally after 

 14 days. Hemmorrhagic cysts, especially corpus luteum cysts, are more likely to 

 cause symptoms and are more vulnerable to rupture towards the end of the menstrual 

 cycle. (p. 249). 

 

 During the follicular phase, considerations of hormonal status are important for 

designing prevention, intervention and treatment strategies for women especially if they have 

addiction issues (Jackson, Robinson, & Becker, 2006). Although cognitive functions such as 

enhanced speech and language skills, better fine motor skills and increased memory skills may 

occur during this phase, women may be more prone to risk taking which has implications for 

making economic decisions during this time. This suggests another reason why monitoring the 

menstrual cycle may be important, especially for women with bipolar disorder (for example) 

who may be more vulnerable to risky behaviors during a manic phase.  



 

 

Figure 3. Ovulation. Adapted from “Ovary: Steps of Ovulation,” Encyclopedia Britannica 

Online. Copyright 2008. 

 

 Luteal Phase. The luteal phase is associated with premenstrual symptoms. McFarlane, 

Martin, and Williams (1988) found that women recalled more pleasant moods in the follicular 

phase and more unpleasant moods in the premenstrual and menstrual phases. It has been 

suggested that the presence of progesterone at the early luteal phase of the menstrual cycle is 

required for premenstrual symptoms to occur (Redei & Freedman, 1995). The luteal phase 

occurs after ovulation (days 14 to 28). According to Gambone (2010a): 

During the luteal phase, both LH and FSH are significantly suppressed through the 

 negative effect of elevated circulating estradiol and progesterone. This inhibition 

 persists until progesterone and estradiol levels decline near the end of the luteal phase 

 as a result of corpus luteal regression, should pregnancy fail to occur. The net effect is 

 a slight rise in serum FSH, which initiates new follicular growth for the next cycle.  

 The duration of the corpus luteum’s functional regression is such that menstruation 

 generally occurs 14 days after the LH surge in the absence of pregnancy. (pp. 35-36) 
 

  

 After ovulation, estrogen levels drop. The gonadotropins follicular stimulating hormone 

and luteinizing hormone drop as well. This occurs approximately two weeks before the onset 

of bleeding. During these two weeks, the lining in the uterus changes, and mid-phase, both 

estrogen and progesterone increase, with higher levels of progesterone. During this time, 

women may experience a wide range of premenstrual symptoms (PMS). Women may 



experience altered eating behaviors during this phase. In a study on premenstrual depression, 

Wurtman, Brzezinski, Wurtman, and Laferrere  (1989) observed eating behaviors linked to 

mood and serotonin:  

 Consumption of a carbohydrate-rich, protein-poor evening test meal during the late 

 luteal phase of the menstrual cycle improved depression, tension, anger, confusion, 

 sadness, fatigue, alertness, and calmness scores (p less than 0.01) among patients with 

 premenstrual syndrome. No effect of the meal was observed during the follicular 

 phase or among the control subjects during either phase. Because synthesis of brain 

 serotonin, which is known to be involved in  mood and appetite, increases after 

 carbohydrate intake, premenstrual syndrome subjects may overconsume 

 carbohydrates in an attempt to improve their dysphoric mood state. (p. 1) 

 

Other researchers have highlighted serotonin, energy levels, mood and cravings as well 

during the luteal phase. According to Dye and Blundell (1997): 

Fluctuations in appetite, cravings and energy intake during the menstrual cycle may 

 occur in parallel with cyclical rhythms in serotonin, which can be accompanied by 

 affective symptoms. The premenstrual phase can be considered as a time when 

 women are especially vulnerable to overconsumption, food craving and depression; 

 this is often associated with low serotonin activity. (p. 1) 

 

This indicates the importance of diet to counter mood. Women with underlying mood 

disorders or disordered eating behaviors may be especially vulnerable during the luteal phase.   

Women who have a tendency towards comfort and binge eating, and women with bulimia and 

anorexia might benefit from monitoring the cycle to be more aware of vulnerabilities at this 

time. Awareness might be helpful in wellness action planning.   

Sleeping patterns may also be affected during the luteal phase due to changes in 

melatonin secretion. Parry et al. (1990) observed that women with premenstrual syndrome may 

have chrono-biological abnormalities of melatonin secretion, suggesting that circadian 

abnormalities may contribute to the development of premenstrual syndrome. The topics of 

premenstrual syndrome and premenstrual dysphoric disorder are further discussed in the 

Emotional Symptoms section.   

If different cognitive and behavioral issues can be linked to neuroendocrine/hormonal 

changes throughout the menstrual cycle, and if menstrual disorders can have an impact on the 

lives of some women, could women learn how to manage symptoms with interventions such as 

improved methods of communicating with doctors (self-identifying symptoms to describe and 

communicate), monitoring the cycle, and psychological interventions? Are these important 

issues to consider? Why should health promotion programs offer women more information on 

the subject, and why is this issue potentially stigmatizing? These issues are explored in the 

following sections.  



 

 

Bleeding Issues 

 

 

 Heavy bleeding or menorrhagia, often described as heavy periods or “flooding” is one 

of the most common reasons for seeking treatment. Heavy bleeding can cause embarrassment 

and can be a significant inconvenience for women who experience it. Considerations for 

sanitary products and access to toilets can be a concern, and a lack of preparation can lead to 

the staining of clothing. One cause is dysfunctional uterine bleeding, as defined by gynecologist 

Gambone (2010b): 

 Dysfunctional uterine bleeding (DUB) is defined as abnormal uterine bleeding (AUB) 

 in women between menarche and menopause that cannot be attributed to medications, 

 blood dyscrasias, systemic diseases, trauma, uterine neoplasms, or pregnancy.  This 

 form of AUB is almost always caused by aberrations in the hypothalamic-pituitary-

 ovarian hormonal axis resulting in anovulation…The bleeding is generally from a 

 proliferative or discordant (mixed), endometrium. In most cases, it is associated with 

 anovulatory or oligo-ovulatory ovarian cycles (e.g. polycystic ovary syndrome), and 

 estrogen levels are frequently unopposed by progesterone. On occasion, it occurs with 

 apparently normal ovulatory cycles. It is one of the most common problems dealt  with 

 in the gynecologic clinic or private practice… Most DUB occurs during the years 

 around the menarche (11-14 years of age) or menopause (45 to 50 years of age). (p. 

 368) 

  

 Fibroid tumors are also important to include in relation to heavy bleeding. Also known 

as uterine leiomyomas, these are benign tumors that may grow from muscle cells within the 

uterus. They can vary in size and can cause excessive bleeding, pelvic pressure, pain and 

infertility. Most fibroid tumors cause no symptoms, but women may complain of pelvic 

congestion, bloating, a feeling of heaviness in the lower abdomen, or lower back pain. 

Excessive bleeding may result in anemia, weakness, shortness of breath and even congestive 

heart failure. Severe pain may be experienced with some types of fibroids. They may cause 

infertility in some cases, as well as pain during intercourse. Women with fibroids may 

experience both heavy bleeding and painful cramps (Nelson & Gambone, 2010a, p. 243).   

 Medical terminology referring to bleeding issues considers bleeding patterns and 

volume of blood, common reasons for women to seek treatment. In Hacker and Moore’s 

Essentials of Obstetrics and Gynecology,  Gambone (2010b, p. 368) outlines common abnormal 

bleeding patterns, which may be the result of polymenorrhea (abnormally frequent menses at 

intervals of less than 24 days), menorrhagia, also known as hypermenorrhea, (excessive and/or 



prolonged menses with more than 80ml of blood loss with a duration of more than seven days 

occurring at normal intervals), metrorrhaghia (irregular episodes of uterine bleeding), 

menometrorrhagia (heavy and irregular uterine bleeding) and inter-menstrual bleeding, (scant 

bleeding at ovulation for one or two days).    

 

Menorrhagia 

 

 Heavy bleeding may lead to higher rates of help-seeking. Cȏté, Jacobs, and Cumming 

(2003) found that women who experienced heavy menstrual bleeding were more likely to use 

health care than women who experienced normal bleeding. In a study to explore the relationship 

between symptom severity, psychological distress and medical treatment amongst women with 

increased bleeding issues, Shapley, Jordan, and Croft (2002) identified that women presenting 

to primary care with increased vaginal bleeding were more likely to have psychological issues 

than women from the community or those consulting with another illness. The authors stated 

that one of the difficulties in comparing studies on menstrual symptoms and psychological 

status is that they differ in case definition and methods of assessment (p. 112). Shapley, Jordan, 

and Croft (2002) offered possible reasons for this: 

 Menorrhagia may cause depression and consultation with menorrhagia; depression 

 may cause menorrhagia through a physical mechanism giving consultation with 

 menorrhagia; or depression may result in increased bodily awareness resulting in 

 consultation with a physical complaint rather than a mental disorder. (Shapley et al. 

 2002, p. 112) 

 Shapley et al. (2002) suggested that clinicians should focus on alleviating the way that 

symptoms interfere with a woman’s life as the goal of therapy. The management and cost of 

medical care is also a consideration, as pointed out by O’Flynn and Britten (2004): 

 The management of menstrual disorders in primary care has attracted increased 

 attention over the last decade. This has been in part due to the high cost of treatment 

 of these disorders (Stirrat, 1999). Menorrhagia or heavy bleeding, has been the main 

 focus of this attention. Widespread variation in management of menorrhagia in 

 primary care has been demonstrated (Grant et al., 2000) and efforts have concentrated 

 on improvements in prescribing practice (Fender et al., 2001). There is evidence, 

 however, that in the case of menorrhagia diff-iculties (sic) for practitioners may lie not 

 in lack of knowledge about treatments (Fender, et al., 2001; Grant et al., 2000) but in 

 the conceptualisation and assessment of the disorder (Warner, et al., 2001). (p. 353)   

  

 Heavy bleeding can also have an impact on women who work. In a study on menstrual 

flow and work loss (N = 3,133), Cȏté, Jacobs, and Cumming (2002) identified that compared 



to women who had low or normal flow, women with heavier menstrual cycles were more likely 

to be younger, less likely to be white, were less educated, more likely to be single, and more 

likely to be in a family of more than two members. Women who reported low or normal flow 

perceived their health as excellent or very good in higher rates than women who reported heavy 

menstrual periods. The lower the perception of health, the less likely the woman was to be 

working. This suggests the importance of considering a woman’s social status when assessing 

menstrual cycle symptoms.  Women who have fewer supports or who are marginalized in any 

way may be more vulnerable to stress or ill health and have less access to supports for health 

services (including time and/or money). In relation to work loss, Cȏté, Jacobs, and Cumming 

(2002) conducted an economic analysis and found that: 

 The results show that, on any given week, women who have increased uterine flow are 

 72% as likely to be at work as are women with lighter or steady menstruation. Taking 

 the unadjusted employment rate for those with normal menstrual flow at 73.5%, then 

 during a typical week, the above statistic translates into a 6.9% reduction in 

 employment associated with heavy bleeding. (Cȏté, Jacobs, & Cumming, 2002, p. 

 684) 

  

 Cȏté et al. (2002) estimated that such time off work would amount to 3.6 weeks per year 

for women who had heavy bleeding issues. In an estimate of lost wages, their study found that 

work loss from increased blood flow was estimated to be 1,692 US Dollars annually per female 

employee. Although these calculations are from 2002, it is noteworthy to consider that some 

women do take time off from work due to heavy bleeding, and it can be a costly affair in terms 

of products, treatment and management.   

 Some women may have underlying blood disorders related to heavy bleeding. Kadir, 

Sabin, Pollard, Lee, and Economides (1998) found that in women with inherited bleeding 

disorders:  

 Thirty-nine per cent reported having cut down on the amount of time spent on work 

 and other activities as a result of their menstruation; 47% felt that they accomplished 

 less than they would like during this period, 38% felt that they were limited in the kind 

 of work and other activities that they could do, and 40% found that it took extra effort 

 to perform their work. Fifty-one per cent experienced moderate, severe or very severe 

 dysmenorrhea. (p. 1) 

 

 One inherited bleeding disorder, von Willebrand’s disease, can be challenging to 

diagnose. According to Pesicka (2004): 

 An estimated 1.5% of the populations of Europe and the United States and 25% of 

 women who are referred for evaluation of menorrhagia have von Willebrand's disease 

 (vWD) (Roque, Funai, & Lockwood, 2000), the most common inherited bleeding  



 disorder worldwide (Dilley & Crudder, 1999)…Common symptoms include easy 

 bruising, frequent nosebleeds, bleeding gums, heavy menstrual periods, and prolonged 

 bleeding after cuts or surgery. (Introduction, para.1)   

 

Von Willebrand’s disease is very difficult to diagnose and symptoms are often mild or 

go unnoticed. Kim, Hayashi, and Gambone (p.133, 2010) defined it as “an inherited 

coagulopathy characterized by a prolonged bleeding time due to factor VIII deficiency.” 

According to Lee (1999), the disorder is undiagnosed in 99% of patients who have it: “even 

though 5% of women aged 30-49 consult their general practitioner and 12% of gynecology 

referrals are for menorrhagia, the diagnosis is difficult” (Lee, 1999, p. 1). Lee’s study used a 

pictorial bleeding assessment chart (PBAC) to screen 150 women reporting menorrhagia and 

found that an inherited bleeding disorder was diagnosed in 17% of the participants. Lee (1999) 

found that: 

Menorrhagia with onset at the menarche was predictive of an inherited bleeding 

 disorder in 65% of von Willebrand's disease (vWD) and 67% of factor XI (FXI)-

 deficient patients. A retrospective survey in patients with inherited bleeding disorders 

 using the PBAC showed menorrhagia in 74% of patients with vWD, 57% of carriers 

 of hemophilia A or B, and 59% of FXI-deficient patients, compared with 29% of 

 control individuals. Menorrhagia was the most common symptom in 60% of patients 

 with FVII deficiency studied. (p.1) 

 

 The researcher suggested that bleeding disorders are important considerations 

underlying menorrhagia and should be investigated before invasive procedures such as 

hysteroscopy and hysterectomy, due to postoperative bleeding issues (Lee, 1999). Considering 

this, one immediate question requires contemplation: How many people actually know their 

blood type or are aware of any inherited blood disorders? Might abnormalities in menstrual 

cycle function lead to the identification of underlying and undiagnosed health problems? In 

general, heavy bleeding can have an impact on some women’s quality of life and there are 

implications for women at work as heavy bleeding can cause fatigue and anemia. Can the 

menstrual cycle serve as a “red flag” to indicate unidentified health issues?  

 Amenorrhea. While women who experience heavy bleeding and pain may consider the 

lack of a menstrual cycle a blessing, amenorrhea or the absence of a menstrual bleeding period 

in women of reproductive age, may have more sinister implications. This involves issues for 

younger women when the menstrual cycle doesn’t start, and the absence of the menstrual cycle 

in a woman with a previous history of menstruation. The lack of a menstrual cycle for women 

of reproductive age is of concern for those who want to conceive, and not having a menstrual 

cycle can indicate underlying causes. Amenorrhea is medically classified into two categories, 



primary and secondary. Alexander, Mathur, Laufer, and Azziz (2010), in Hacker and Moore’s 

Essentials of Obstetrics and Gynecology offer the following definition:  

Amenorrhea, or the absence of menses, is a common symptom of several 

pathophysiologic states.  This condition traditionally has been divided into primary 

amenorrhea, in which menarche (the first menses) has not occurred, and secondary 

amenorrhea, in which menses has been absent for 6 months or more….The diagnosis of 

primary amenorrhea is made when no spontaneous uterine bleeding has occurred by the 

age of 16 years. (p. 355) 

 

In a study of women who did not experience menstrual headaches, painful periods, 

heavy bleeding or premenstrual syndrome, Ferrero et al., (2006) found that over 50% of the 

participants in their study (N = 270) would prefer less frequent menstrual cycles and 

approximately half of the participants stated they would prefer amenorrhea. Three quarters of 

the participants felt that their menstrual cycles interfered with their sex life, 28.8% reported a 

preference for not having their menstrual cycle while at work, and 27.8% reported a preference 

for a reduction in the frequency of cycles. Seventy three percent of the women who reported a 

preference for fewer cycles stated that they would take a medication to reduce menstrual 

frequency. The implication here is that even for women without intrusive symptoms, menstrual 

management can be a concern. Availability for one’s partner and attending to hygiene needs 

(including planning and preparation) are issues here.  

For women who have active jobs, amenorrhea can be a result of physical activity. 

Amenorrhea has been associated with women having vigorous jobs like athletes (Roupas & 

Georgopoulos, 2011; Toriola & Mathur, 1986) and ballet dancers (Frisch, Wyshak, & Vincent, 

1980; Warren et al., 2003). The Female Athlete Triad is a syndrome that occurs in physically 

active girls and women which involves disordered eating, amenorrhea and osteoporosis. This 

may include issues such as the pressure to achieve or maintain unrealistically low body weight 

and maintain a lean physique (Otis, Drinkwater, Johnson, Loucks, & Wilmore, 1997). A study 

on ballet dancers showed that high-intensity training was associated with late onset of 

menstruation, menstrual disorders, lower weight and height development, and abnormal eating 

behaviors (Castelo-Branco, Reina, Montivero, Colodron, & Vanrell, 2006).  

The presence of a menstrual disorder may indicate disordered eating, and can offer an 

opportunity for intervention. Andersen and Ryan (2009) suggested that eating disorders such 

as anorexia nervosa, bulimia nervosa, and eating disorders not otherwise specified (NOS), may 

present to obstetrician-gynecologists clinically as menstrual dysfunction (such as amenorrhea). 

Symptoms may also include low bone density, sexual dysfunction, miscarriage, pre-term 

delivery or low birth weight of children. The authors advised that visits to obstetricians and 



gynecologists could offer practitioners an opportunity for early intervention and prevention, 

given that “ninety percent of eating disorders develop before the age of 25 in otherwise healthy 

young women, a group that characteristically seeks the majority of their health care from ob-

gyns” (p. 1). This also offers the opportunity to refer clients for psychological and/or nutritionist 

treatment.  

 Diet. Choice of diet is another area of concern in relation to menstrual disorders.  

Inappropriate dieting often induces amenorrhea in young women and may cause ovarian 

dysfunction during reproductive years (Branca, 1999; Koebnick, Strassner, Hoffman, & 

Leitzmann, 1999). A study on nutrition, hormone concentration and bone density of vegetarian 

and non-vegetarian women found that the frequency of menstrual irregularity was significantly 

higher in vegetarians (Lloyd, Shaeffer, Walker, & Demers, 1991). Also, menstrual regularity 

can be influenced by dietary nutrition, which may have an impact on hormones. As observed 

by Pedersen et al. (1991) “premenopausal vegetarian women as a group have decreased 

circulating estrogen concentrations. Our observation that vegetarian women are more likely to 

have irregular menstrual periods also suggests that vegetarian women may have decreased 

reproductive capability” (p. 884). Proper nutrition is a key factor for women’s health in general, 

and problems with the menstrual cycle may indicate underlying health issues.  

 Hyperandrogenism.  Another issue linked to amenorrhea is hyperandrogenism which 

can cause hirsuitism, an issue for women who may work with the public and also a personal 

issue relating to one’s perception of the self. As indicated by the Ferriman-Gallwey Scale 

(Appendix A), such hair growth would be undesirable as it can involve male hair growth 

patterns. Alexander, Mathur, and Azziz (2010) provide a medical definition: 

 Hyperandrogenism is the clinical manifestation of elevated levels of male hormones in 

 women. Features may range from mild unwanted excess hair growth and acne to 

 alopecia (hair loss), more extensive hirsuitism and masculinization and virilization…  

 Virilization is the addition of temporal balding, deepening of the voice, and 

 enlargement of the clitoris to any of the previous signs of excess male hormones. (p. 

 362) 

 

 Polycystic Ovary Syndrome. Another issue linked to amenorrhea and hormones is 

polycystic ovary syndrome (PCOS), which may also involve unwanted hair growth. 

According to Rosen and Cedars (2007):  

 Approximately 50% of women with PCOS are obese, and most have polycystic 

 ovaries present on sonography (para. 1, p. 528)....The diagnosis of PCOS is typically 

 based on clinical features (irregular menstrual cycles, acne and hirsuitism), although 

 additional information may be obtained with biochemical testing and sonographic 

 examination. (para. 2, p. 528) 

 



  Lifestyle interventions to prevent hypertension, such as diet and exercise, should be 

considered for women with PCOS (Sasaki et al., 2011). In addition, PCOS can have an impact 

on ovulation.  According to Rosen and Cedars (2007): 

Hyperandrogenic anovulation accounts for more than 30% of cases of amenorrhea and 

up to 75% of all cases of anovulation.  Most often it is due to polycystic ovarian 

syndrome (PCOS).  The reported prevalence of PCOS depends on the criteria used to 

define it. (p. 527) 

 

Polycystic ovary syndrome may have an impact on quality of life. Hahn et al. (2005) 

studied the extent of PCOS symptoms and the impact on quality of life, psychosexual well-

being and sexual satisfaction and observed “changes in outer appearance, particularly obesity 

and excessive body hair, but not the presence of acne, were significantly associated with 

specific aspects of quality-of-life and sexual satisfaction” (p. 153). Hahn et al.(2005) further 

noted that “hirsuitism does indeed affect women with PCOS, but this appears to be limited to 

specific areas of quality-of-life, including the sexual domains, possibly linked with problems 

concerning female identity and sexual self-worth” (p. 153). Such issues may arise in therapy 

and a woman may not know that she has PCOS. Appropriate treatment interventions may be 

available and women who are not comfortable with male characteristics may find comfort in 

finding solutions.  

 Bleeding issues related to menstrual disorders can have an impact on quality of life, and 

the lack of a menstrual cycle can have an impact on ovulation function, which may in turn 

impact fertility. Women who wish to start a family would have to monitor the cycle, and the 

issues covered so far, in this document, have offered insight into important health factors that 

should be observed. Menstrual cycle function may be affected by internal as well as external 

influences. The next section looks at an additional factor: Pain (which can coincide with heavy 

bleeding).   

 

 

 

 

 

 

 

 

 

 

 



 

Pain Symptoms 

 

 

One of the most debilitating physical symptoms of the menstrual cycle that can affect a 

woman’s quality of life is pain. The etiology of pain related to the menstrual cycle can be 

difficult to discern. Exploratory surgical procedures such as a laparoscopy may indicate no 

obvious cause, which may be frustrating for women looking for answers to symptoms.  

Dysmenorrhea or painful periods (cramps), chronic or pelvic pain, and endometriosis are some 

of the conditions that medical professionals may treat in practice. Dysmenorrhea has been 

linked to college class absenteeism, limitations on social, academic, sports and daily activities 

(Singh et al., 2008). Pelvic pain can cause significant disruptions for some women. Rapkin and 

Gambone (2010) offer a modern gynecologic perspective: 

Pelvic pain is a frequent complaint in gynecology. It may be cyclic and associated with 

menstruation, sudden in onset (acute), or chronic, lasting for more than 6 months.  Half 

of all menstruating women are affected by painful menstruation or dysmenorrhea, 

making it the most common type of pelvic pain. Ten per cent of these women have 

severe symptoms necessitating time off from work or school. (p. 256)  

 

 Depression and anxiety have been associated with menstrual pain, and the loss of social 

support has been cited as a significant contributor to menstrual symptoms. Alonso and Coe 

(2001) found that women with more disruptions in their social networks experienced more 

menstrual symptoms than women with stable support, as observed over the preceding year: 

“Emotional distress also had an effect on the experiencing of menstrual symptoms.  Women 

scoring high on either depression or anxiety alone, or on the combined measure of distress, 

manifested more symptoms than did women scoring low on these variables” (p. 414).  The 

researchers identified that depression and anxiety were strongly associated with menstrual pain, 

and highlighted the importance of considering specific aspects of social support systems, based 

on the fact that “women who no longer had access to their prior support providers manifested 

more symptoms than did women with stable social relations” (Alonso & Coe, 2001, p.1). Pain 

has an impact on quality of life and can affect mood.  

 

 

 

 

 

 



 

Dysmenorrhea and Pelvic Pain 

 

 Dysmenorrhea can be defined on two levels, both of which can have an impact on 

women of working age. Primary dysmenorrhea may be attributed to no easily identifiable cause 

or may be secondary to organic pelvic disease. This typically affects women between the ages 

of 17 and 22, whereas secondary dysmenorrhea is more common in older women (Rapkin & 

Gambone, 2010, p. 256). Rapkin and Gambone (2010) list medical treatment options for 

primary dysmenorrhea such as non-steroidal anti-inflammatory drugs (NSAIDS), 

contraceptives (including hormone-releasing intrauterine devices and vaginal rings), 

progestins, tocolytics (anti-contraction medication), and analgesics. They further suggest other 

measures such as transcutaneous nerve stimulation, acupuncture, psychotherapy and 

hypnotherapy (Rapkin & Gambone, 2010, Box 21-2 p. 257). Secondary dysmenorrhea can 

involve identifiable causes and can affect a woman’s sex life in terms of pain during intercourse 

(dyspareunia). Underlying issues such as cysts may be present, and symptoms can occur at 

differing times throughout cycle phases. Endometriosis, which can cause severe pain and 

infertility, is also an issue here. Characteristics of some causes of secondary dysmenorrhea are 

as follows (from Rapkin & Gambone 2010, p. 258): 

 Endometriosis: Pain extends to premenstrual or postmenstrual phase or may be 

continuous; may also have deep dyspareunia, premenstrual spotting, and tender pelvic 

nodules... onset is usually in the 20s and 30s but may start in teens. 

 

 Pelvic Inflammation: Initially pain may be menstrual, but often with each cycle it 

extends into the premenstrual phase; may have intermenstrual bleeding, dyspareunia, 

and pelvic tenderness.  

 Adenomyosis, Fibroid Tumors: Uterus is generally clinically and symmetrically 

enlarged and may be mildly tender; dysmenorrhea is associated with a dull pelvic 

dragging sensation. 

 

 Ovarian Cysts (Especially Endometriosis and Luteal Cysts) should be clinically evident. 

 

 Pelvic Congestions: A dull, ill-defined pelvic ache, usually worse premenstrually, 

relieved by menses; often a history of sexual problems.  

 

 One disease which can be especially elusive is endometriosis. Endometriosis can cause 

severe pelvic pain, and may involve heavy bleeding and pain during intercourse. A laparoscopy  

 



is often required for diagnosing, which is a concern for women who have bleeding disorders. 

According to Rosen and Cedars (2007, p. 544): 

 Endometriosis is the presence of endometrial glands and  stroma outside of the 

 uterus. There may be no manifestations other than infertility, or  symptoms may 

progress to include severe pelvic pain, dysmenorrhea, and  dyspareunia. The diagnosis is 

suspected if findings on surgical exploration show  characteristic  lesions.  

 

 Endometrial tissue may move throughout the body and attach to different organs.   

Endometrial tissue has even been found on the brain (Sarma et al., 2004). An endometriosis 

diagnosis survey (N = 2,956), conducted by Endometriosis UK, (2011) found that it takes an 

average of over seven and a half years to diagnose endometriosis. Getting help can involve 

delays.  More specifically, Endometriosis UK identified that: 

 Women wait nearly two years before visiting their general practitioner about their 

symptoms. 

 GPs then took on average 4 years to refer the patient to a specialist. 

 It then takes a further 1 year 9 months to get a formal diagnosis. 

 Over 50% of participants waited more than 6 years for a diagnosis. 

 Less than 20% of those who responded received a diagnosis within two years. 

 One third of respondents waited at least 10 years, and 15% waited for over 15 years, 

to be diagnosed. 

 Women who experience pain in the abdominal region would benefit from medical 

advice. Other causes of pelvic pain for women include cysts, infections, and pregnancy 

complications. Rapkin and Gambone (2010, p. 258) outlined other causes of acute pelvic pain: 

 Gynecologic: Adnexal accidents (e.g., ovarian cyst torsion, rupture, hemorrhage); 

Acute infections (e.g., endometritis, pelvic inflammatory disease); Pregnancy 

complications (e.g., ectopic gestation, abortion) 

 

 Non-gynecologic: Gastrointestinal (e.g., appendicitis, enteritis, or intestinal 

obstruction); Genitourinary (e.g., cystitis, ureteral stones, urethral syndrome) 

 

 Other: Pelvic thrombophlebitis, vascular aneurysm, porphyria  

 

 Chronic Pelvic Pain. Persistent abdominal pain can have an impact on functioning and 

may cause relentless disruption in women’s lives. For example, postural differences have been 



recognized in some women with chronic pelvic pain (Montenegro et al., 2009). Chronic pelvic 

pain (CPP) and endometriosis are important considerations for women who work in jobs where 

functional capacities require standing or sitting  for extended periods of time, as well as lifting, 

bending and stooping (as only a few examples). A lower quality of life has been associated with 

higher pain scores in women with chronic pain symptoms (Souza et al., 2011). Rapkin and 

Gambone (2010) offer a gynecology practitioner perspective:  

Chronic pelvic pain (CPP) refers to pelvic pain of more than 6 months’ duration that 

 has a significant effect on daily function and quality of life…Although CPP is an 

 enigmatic entity, it is one of the most common presenting complaints in gynecologic 

 practice. As a health problem, it results in great cost to society in terms of hospital 

 services, loss of productivity, and human misery. (p. 259)  

 

The impact of chronic pelvic pain can extend to psychological factors: 

  A pathologic diagnosis may not be made in about one third of patients with CPP, 

 even after laparoscopy, which has led to the postulation that psychological factors may 

 be etiologic…When subjected to the Minnesota Multiphasic Personality Inventory 

 (MMPI), these patients have shown a greater degree of anxiety, hypochondriasis,  and 

 hysteria than control subjects. The profiles are similar, however,  in patients who 

 have chronic pain with organic pathology, indicating that chronic  pain per se 

 engenders a complex, debilitating, psychological response. (Rapkin &  Gambone, 

 2010, p. 262) 

  

 Negative pain-related cognitions may be manifested in imagery about symptoms.  Berna 

et al. (2011) studied mental imagery linked to CPP in a small sample of 10 female participants. 

They found that although some interviewees had mild pain intensity, with severe interference 

related to pain, there was a tendency towards high catastrophizing. All participants reported 

negative mental imagery associated with symptoms (p. 1091). The researchers concluded that 

negative cognitions about chronic pain could be manifested in mental imagery, leading to 

suggestions of using cognitive behavioral therapy to target imagery as an intervention. This 

offers an interesting angle to discuss symptoms with a person, perhaps through re-framing the 

perspective of symptoms.   

 As described so far, diagnosing menstrual disorders can be challenging, and underlying 

psychological issues should be considered. Hypochondriasis and hysteria are not necessarily 

words that women who suffer from chronic pain symptoms would like to hear, and such terms 

seem vaguely similar to those applied in the nineteenth century. Pain can have an impact on 

quality of life, and endometriosis and chronic pelvic pain are areas where women may need 

assistance to identify symptoms. This includes awareness that such extreme symptoms are not 

normal and require further investigation.   



 

 

Underlying Physical Health Issues 

 

 

 Some diseases can intensify in relation to the menstrual cycle for some women, such as 

asthma, arthritis, migraines, diabetes, depression and epilepsy (Legato, 2002). There are many 

other underlying health conditions that may be affected by the menstrual cycle, such as 

rheumatoid arthritis, irritable bowel syndrome, hereditary angioedema, mouth ulcers, Behçet’s 

syndrome, acute intermittent porphyria, paroxysmal supraventricular tachycardia, multiple 

sclerosis, glaucoma, hives, erythema multiforme, and myasthenia gravis (Laufer & Gambone, 

2010, p. 389). This list of symptoms incorporates swelling of the limbs, face, intestinal tract 

and airway (angioedema), skin and mouth irritations, bursts of rapid heart rate (tachycardia), 

and autoimmune system disorders. Considering both physical and emotional symptoms, 

underlying endocrine disease should also be a concern. According to Webb and Baxter (2007): 

 Several principles should be considered in evaluating endocrine diseases. Symptoms 

 are often vague and attributable to anxiety or depression or to nonendocrine causes. 

 Early presentation of these disorders can be masked further by compensatory 

 responses. The clinical presentation of a given condition can differ depending on its 

 chronicity, and a severe deficiency state can present as an acute and severe problem in 

 a patient. (p. 29) 

 

 Symptoms of endocrine disease can include abdominal pain, amenorrhea or 

oligomenorrhea, anemia, anorexia, constipation, depression, diarrhea, fever, hair changes, 

headache, hypothermia, libido changes, nervousness, polyuria (urge to urinate), skin changes, 

weakness and fatigue, weight gain and weight loss (Appendix B, Examples of Manifestations 

of Endocrine Disease). When reading the list of endocrine disease symptoms, consider that 

many of these symptoms seem very similar to characteristics of menstrual disorder symptoms. 

In terms of physical health issues, disruptions in the menstrual cycle or physical symptoms may 

indicate underlying health problems. Some of these may have implications for women’s health 

specifically. Perhaps on a positive note, the menstrual cycle offers women a unique opportunity 

to read into their health: if the cycle isn’t right, maybe something is wrong somewhere else. 

While physical symptoms can often be observed or identified by medical procedures, the next 

topic will cover the more controversial issue of emotional symptoms and the menstrual cycle.  



 

 

Emotional Symptoms 

 

 

Premenstrual symptoms typically occur during the luteal phase of the menstrual cycle, 

just after ovulation, and this is when some women may experience emotional symptoms.   Like 

physical symptoms, emotional symptoms related to the menstrual cycle can vary in intensity 

and differ individually. Premenstrual symptoms are considered to exist on a spectrum: from no 

symptoms, mild to moderate (premenstrual syndrome, PMS), to severe symptoms which are 

now defined clinically as premenstrual dysphoric disorder (PMDD).  Premenstrual symptoms 

may have a cyclical impact on activities of daily living and personal relationships as mood 

fluctuations, anxiety, fatigue, sleep disturbances, appetite changes and feelings of being 

overwhelmed may be experienced. Where, how and if a woman gets treatment for menstrual 

cycle-related symptoms will depend upon whether she has recognized an ongoing pattern 

related to cyclical changes. Women who do seek treatment for such symptoms may experience 

the offer of anti-depressants, anxiolytics, or oral contraceptives.  There may be a history of 

help-seeking where she has consistently tried to find answers to ongoing and frustrating 

symptoms. Without monitoring the cycle, it may be difficult to identify patterns.   

Premenstrual “disorders” have a history, and as mentioned in the historical review, this 

involves some controversy. Offman and Kleinplatz (2004), offered a good basic summary:  

 The first mention of menstrual cycle-related changes in the medical literature is 

 attributed to Frank (1931) who used the term “premenstrual tension” to describe a 

 constellation of menstrual cycle-related changes experienced by women during the 

 second half of the menstrual cycle. Dalton and Greene (1953) coined the term 

 “premenstrual syndrome,” initiating what Chrisler and Caplan (2002) characterize as a 

 major step forward in the medicalization of the menstrual cycle. (p.18)  

 

 Symptoms are diverse and extensive. Not all women experience premenstrual 

symptoms, but for those who do, there may be an impact on functioning and personal 

relationships. These issues are discussed in the following sections.  

 Menstrual mood disorders can be difficult to define. In 1994, the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV, 4th ed., American Psychiatric Association) 

introduced PMDD into the sphere of clinical diagnosis. While the phrase premenstrual 

syndrome had existed for quite some time, the menstrual cycle became linked with mental 

illness. (Premenstrual syndrome is not listed in the DSM-IV,1994, 4th ed.). Premenstrual 



dysphoric disorder was initially called late luteal phase dysphoric disorder (LLPD), denoting 

the menstrual cycle phase where symptoms are expected to occur. Considering that symptoms 

exist from mild to severe, I will first discuss premenstrual syndrome (PMS) and then 

premenstrual dysphoric disorder (PMDD).  

 

Premenstrual Syndrome 

 

 The degree of premenstrual symptom severity may fluctuate within different 

populations and may be influenced by sociocultural factors. The list of PMS symptoms is 

diverse and extensive. The American College of Obstetricians and Gynecologists (2011) 

offered an overview of basic PMS symptoms: Emotional symptoms may include depression, 

angry outbursts, irritability, crying spells, anxiety, confusion, social withdrawal, poor 

concentration, insomnia, increased nap taking, and changes in sexual desire. Physical symptoms 

may include food cravings (thirst and appetite changes), breast tenderness, bloating and weight 

gain, headache, swelling of the hands or feet, aches and pains, fatigue, skin problems, 

gastrointestinal and abdominal pain (Frequently Asked Questions, FAQ057 Gynecologic 

Problems).   

 Premenstrual symptoms may have an impact on quality of life. It has been observed that 

women with premenstrual distress report more stressful life events (Fontana & Badawy, 1997; 

Fontana & Palfai, 1994), and experience an impact on relationships (Kuczmierczyk et al., 

1992). Gannon, Luchetta, Pardie, and Rhodes (1989) found that chronic stress accounted for a 

significant amount of variance in premenstrual symptoms. Researchers have reported that PMS 

has an impact on sleep (Ozisik, Tanriverdi, & Defirmenci, 2012), and can cause daytime 

tiredness and fatigue when women are symptomatic (Baker & Colrain, 2010). In a study on the 

health and economic impact of PMS, Borenstein et al., (2003) found that women with PMS 

reported reduced work productivity, interference with hobbies and took more days off from 

work due to health reasons, including an increased frequency of health care provider visits. A 

history of depression is also an important consideration as it may make women more vulnerable 

to symptoms (Bancroft, Rennie, & Warner, 1994). Underlying mental health issues should be 

considered and evaluated if possible.  

 Oral contraceptives and reproductive hormones may have an impact on depression.  

Forrester-Knauss, Zemp Stutz, Weiss, and Tschudin (2011) studied the relationship between 

moderate to severe PMS and major depression. A random sample was compiled from 

participants in the Swiss Health Survey (2007) (N = 3,518) of women under the age of 55 



without hysterectomies. Participants were assessed for depression and PMS symptoms. Major 

depression was identified through DSM-IV (1994, 4th ed.) criteria through the World Health 

Organization’s Composite International Diagnostic Short Form (CIDI-SF). A modified version 

of the Premenstrual Symptoms Screening Tool (PSST) was used to assess PMS. Of the women 

who had both major depression and PMS, 74.4%  reported low perceptions of perceived 

personal control (mastery), poor self-rated health (25.8%), high psychological distress (33.5%), 

and 33.6% of the participants reported sleeping difficulties. Over a quarter of the women 

(27.1%) with co-morbid depression and PMS reported part satisfaction to extreme 

dissatisfaction at work. Compared to women who didn't use contraceptives, women who did 

use contraceptives were found to be more likely to experience major depression symptoms. The 

use of combined sleeping pills and antidepressants was more common in women with 

depression and PMS, and women who reported moderate to severe alcohol use were found to 

be at a lower risk of reporting PMS. The researchers suggested practitioners should be aware 

of a higher possibility of depression in women who use oral contraceptives: 

 The relatively high prevalence of women reporting both PMS and major depression, 

 as found in our study, sustains the hypothesis of the contribution of reproductive 

 hormones and thus might be an explanatory factor for the higher prevalence of 

 depression in women compared to men. (Forrester-Knauss et al., 2011, Prevalence of 

 both disorders, para. 3)  

 

 It may be difficult to discern whether depression is a primary reason for symptoms or if 

premenstrual symptoms are being exacerbated by underlying depression. In addition, 

occupational stress and personal issues should be explored in combination with monitoring the 

cycle in order to distinguish whether emotional symptoms are caused by exogenous or 

endogenous triggers. For the women who experience extreme premenstrual symptoms, 

diagnosing can be complicated and may involve medications such as anti-depressants, 

anxiolytics and hormonal interventions. How many women have been wrongly prescribed anti-

depressants when symptoms could be linked to cyclical hormonal fluctuations?   

 

Premenstrual Dysphoric Disorder 

 

  Premenstrual dysphoric disorder is identified in the DSM-IV (1994, 4th ed.) as a severe 

form of premenstrual distress, and differentiating between PMDD and PMS may be 

problematic. Such symptoms are linked to the late luteal phase. According to the DSM-IV 

(1994, 4th ed.), the diagnosis of PMDD requires the following: 



Five (or more) of the following symptoms must have been present most of the time 

 during the last week of the luteal phase, with at least one of the symptoms being one 

 of the first four: 1) feeling sad, hopeless, or self-deprecating; 2) feeling tense, anxious 

 or ‘on edge;’ 3) marked lability of mood interspersed with frequent tearfulness; 4) 

 persistent irritability, anger, and increased interpersonal conflicts; 5) decreased 

 interest in usual activities, which may be associated with withdrawal from social 

 relationships; in usual activities, which may be associated with withdrawal from 

 social relationships; 6) difficulty concentrating; 7) feeling fatigued, lethargic, or 

 lacking in energy; 8) marked changes in appetite, which may be associated with 

 binge eating or craving certain foods; 9) hypersomnia or insomnia; 10) a subjective 

 feeling of being overwhelmed or out of control; and 11) physical symptoms such as 

 breast tenderness or swelling, headaches, or sensations of ‘bloating’ or weight gain, 

 with tightness of fit of clothing, shoes, or rings.  There may also be joint or muscle 

 pain. The symptoms may be accompanied by suicidal thoughts. (p. 715) 

 

 Luteal phase hormonal fluctuations may have a considerable impact on functioning 

which in turn may have an impact on others in a woman’s life as she copes with symptoms, 

with a tendency to withdraw. This involves internal mood and physical changes as well as 

difficulty concentrating, and feeling overwhelmed. Women may seek help from health 

professionals, and there are many additional issues that should be taken into consideration when 

clients present with severe symptoms. Researchers have found that premenstrual dysphoric 

disorder has been linked to suicidal ideation (Hong et al., 2012; Pilver, Libby, & Hoff, 2013; 

Wittchen, Becker, Lieb, & Krause, 2002), physical illness and being underweight (Hong et al., 

2012), poor physical health and psychological distress (Tschudin, Bertea, & Zemp, 2010), 

absenteeism (Omu, Al-Marzouk, Delles, Oranye, & Omuc, 2011), and sleep disturbances 

(Hong et al., 2012). Some researchers have highlighted comorbidity with underlying mental 

health issues such as bipolar disorder (Grillo, Passos, Beviláqua, Lopez, & Nardi, 2012; Joffe 

et al., 2006), anxiety, mood and somatoform disorders (Wittchen et al., 2002), and personality 

disorders (Sassoon, 2011). Several biological theories have been proposed including the 

involvement of serotonin, reproductive hormones, and endogenous opiates (Laufer & 

Gambone, 2010), genetics (Huo et al., 2007) and neuroendocrine interferences (Poiana, Musat, 

Carsote, & Chirita, 2009).   

Women may seek help from different types of professionals to cope with various 

symptoms. Dr. Meir Steiner (Professor Emeritus, Psychiatry and Behavioral Neurosciences and 

Obstetrics and Gynecology, McMaster University in Canada), has been quoted as stating: “I 

believe PMS and PMDD are on a spectrum. PMDD is primarily what we psychiatrists are 

dealing with, which are primarily the mood syndromes, whereas PMS is something 

[obstetricians and gynaecologists] see more of, which are primarily physical symptoms” 

(Muirhead, 2009, para. 3). Dr. Steiner is a significant figure in relation to menstrual mood 



disorders as he was involved with early studies regarding the use of Prozac to treat symptoms 

(his research was funded by Lilly, the makers of Prozac). He has also served as a consultant for 

the inclusion of PMDD in the new Diagnostic and Statistical Manual of Mental Disorders, 

(DSM-V, 5th ed., American Psychiatric Association, in press). Dr. Steiner’s statement is notable 

as it places premenstrual symptoms in the context of help-seeking. It is most likely that women 

would discuss such issues initially with their general practitioner, and they may be unaware of 

the cyclical nature of symptoms and therefore vulnerable to being prescribed medications for 

severe symptoms which may be diagnosed as depression or anxiety. 

 While PMDD may be used to bundle, diagnose and treat symptoms from a bio-medical 

perspective, where a woman lives and the culture she was raised in may also have an impact on 

how she responds to symptoms. Culture, environment, and exposure to previous trauma are 

important psychosocial issues to evaluate when discussing premenstrual symptoms. The social 

constructionists consider these issues. Joan Chrisler, a feminist psychologist, suggests that PMS 

and PMDD are both culture-bound syndromes (Chrisler, 1996). In “The Strange Case of Dr. 

Jekyll and Ms. Hyde: How PMS Became a Cultural Phenomenon and a Psychiatric Disorder,” 

Chrisler and Caplan (2002) described the history of PMS and its transformation into a 

psychiatric disorder. Highlighting methodological weaknesses in menstrual cycle studies and 

how pharmaceutical companies have been involved with PMDD (e.g., funding studies and 

promoting pharmaceuticals), the authors also offered specific considerations for therapists to 

consider. According to Chrisler and Caplan (2002, pp. 284-285): 

To say that an illness is culture-bound is not to say that the phenomena that comprise 

 it are illegitimate or imaginary. Women in any part of the world may experience 

 tension, sadness, irritability, water retention, or constipation prior to menstruation.  

 However, only in Western societies (and more often in some than in others) do 

 women think that their premenstrual emotional state is abnormal and might signify a 

 need for professional intervention. The social construction of femininity and the 

 motherhood mystique tell us that good women, and especially good mothers, are 

 always soft-spoken, patient, receptive, nurturing, and kind. Any woman who is 

 turned inward or otherwise unapproachable is thought to have something wrong with 

 her. (Chrisler & Johnston-Robledo, 2002)  

 

 Chrisler and Caplan (2002) pointed out that different cultures report differing 

premenstrual symptoms (e.g., American women do not report cold sensitivity, and Chinese 

women rarely report negative affect, p. 285). The authors cited a study by Paige (1973) who 

found that “the most severe menstrual complaints came from strict Catholics and Orthodox 

Jews, both of whom strongly adhered to the traditional feminine gender role” (as cited in 

Chrisler & Caplan, 2002, p. 286). Issues on the cultural history of menstruation are covered in 

greater detail elsewhere (see Delaney, Lupton, & Toth, 1988). Additionally, considering the 



impact of culture from a social constructionist view broadens the scope to incorporate 

psychosocial influences. In relation to culture-bound syndromes, the DSM-IV (1994, 4th ed.) 

states: 

Although presentations conforming to the major DSM-IV categories can be found 

throughout the world, the particular symptoms, course, and social response are very 

often influenced by local cultural factors.  In contrast, culture-bound syndromes are 

generally limited to specific societies or culture areas and are localized, folk, diagnostic 

categories that frame coherent meanings for certain repetitive, patterned, and troubling 

sets of experiences and observations. (p. 844, para. 4) 

 

 The suggestion here is that premenstrual behaviors are socially learned and influenced 

by external influences rather than internal. This includes a dynamic view that looks at the 

interaction between people and their environments. This incorporates cognitive, behavioral and 

environmental influences as people learn from others. Using a medical model with a gender-

specific mental illness category keeps women in “the other” category and maintains old ideas 

about hysteria. Social constructionists would remind us that women may learn about the 

menstrual cycle from sources such as mothers, sisters, friends, and the media. Through external 

influences, women learn that menstrual cycle symptoms are problematic. The language and 

attitudes regarding menstrual cycle issues may be an issue, and popular women’s magazines 

may perpetuate negative beliefs about the menstrual cycle (Chrisler & Levy, 1990; Oinas, 1998) 

and menstrual cycle symptoms may often be viewed as negative. A qualitative study of 

undergraduate women (about experiences of the menstrual cycle) revealed that none of the 

participants had previously considered any positive menstrual cycle related experiences, and 

the management of menstruation was emphatically viewed as an inconvenience. The study 

concluded that there is a “lack of positive discourse for the menstrual cycle which needs to be 

developed and more attention needs to be paid to menstrual management because it is of great 

concern to women but is currently not discussed openly” (Choi & McKeown, 1997, p. 1).  

McFarland, Ross, and DeCourville (1989) found that the more a woman believed in menstrual 

distress, the more she recalled negative symptoms of her last period, suggesting that women 

exaggerated the degree of menstrual changes. A Saudi Arabian study of college students (N = 

464) identified that a maternal history of PMS had a significant influence on the occurrence of 

premenstrual symptoms in daughters. Women who had mothers who suffered from PMS had 

higher premenstrual scores than women whose mothers did not suffer from PMS. Self-

perception of mental stress in daily life was also closely associated with premenstrual symptom 

frequency (Rasheed & Saad Al- Soweilem, 2003, pp.382-383).    



 Crying is often associated with premenstrual symptoms. Van Tilburg, Becht, and 

Vingerhoets (2003) conducted two studies on self-reported crying during the menstrual cycle.  

The first study consisted of retrospective reports from women (N = 2,447) aged 16-28 from 33 

countries (Western and non-Western). Oral contraceptive use was higher in Western countries 

than in non-Western countries. Participants (mainly students) reported an increased tendency 

towards crying during the premenstrual phase and menstrual phase compared to postmenstrual 

(days 1to14) and ovulation. Women from non-Western countries were less prone to report an 

association between crying and the menstrual cycle. Mood was reported to be lower with self-

reported crying days. Women who did not use oral contraceptives cried more often because of 

either positive experiences or personal inadequacy. Oral contraceptive (OC) users more often 

cited physical state as a reason for crying.  

 The second study by Van Tilburg, Becht, and Vingerhoets (2003) involved 82 Dutch 

students who kept diaries to document mood and crying for two sequential menstrual cycles.  

Women who used contraceptives were more likely to cry throughout the menstrual cycle. Non-

OC users cried more often due to feeling inadequate or because of positive feelings. The 

researchers concluded that self-reported crying was linked to implicit theories where the social 

environment has an impact on expected behaviors. As well as the social environment, the issues 

raise the questions of what facilities and medications are available to cope with symptoms: what 

resources (pills, positive actions, planning and products) are available to women? Do women 

have access to medical care, support systems, medication, and counseling? Also, what 

information and education opportunities are available to provide further insight into “problem” 

symptoms? At what point does the menstrual cycle become a problem in a woman’s life? The 

social constructionist perspective is important to consider, in addition to biological issues as it 

includes the immediate environment as an influence.  However, it should not act as a stand-

alone model as it has its limitations as well.  

 In “Premenstrual Syndrome: Fact, Fantasy or Fiction,” feminist psychologist Jane M. 

Ussher provided a detailed review of the pitfalls of PMS research and methodological concerns. 

She offered insightful considerations regarding positivist and social approaches towards PMS. 

Ussher (2009) stated that: 

 One of the main problems is that in adopting a social constructionist perspective, or in 

 arguing that “PMS” exists entirely at a discursive level, we are implicitly denying the 

 influence of biology-of factors such as menstruation, hormonal changes, or 

 endocrine changes- or we may appear to relegate the body to a passive subsidiary 

 role, which has meaning or interpretation imposed on it (Turner, 1984; Yardley, 

 1996).  Although the emphasis on social and discursive phenomena is understandable 

 as a reaction to biological reductionism, positioning the body as irrelevant in the 



 aetiology, interpretation, or meaning of PMS or premenstrual symptomatology is 

 clearly inappropriate. Other material aspects of women's lives may also be negated in 

 a discursive analysis: the influence of age, social class, race, sexual identity, personal 

 relationships and social support, or a prior history of sexual abuse, among other 

 factors. (The limitations of discursive and social constructionist analyses, para.2) 

 

 A symptom suggests a departure from the norm, where there is something that is causing 

a problem. In a very descriptive article about Sarafem, (an anti-depressant popular in the United 

States prescribed for menstrual symptoms), Paula Caplan pointed out that: 

 The problem with PMDD is not the women who complain of premenstrual emotional 

 problems, but the diagnosis of PMDD itself. Excellent research shows that these 

 women are significantly more likely than other women to be in upsetting life 

 situations, such as being battered or being mistreated at work. To label them mentally 

 disordered – to send the message that their problems are individual, psychological 

 ones – hides the real, external sources of their trouble. (Caplan, 2001, para. 17) 

 

 The bio-psychosocial model offers considerations for both physical and emotional 

symptoms, also incorporating issues from the environment. As each woman has an individual 

set of personal and health experiences, each woman’s unique situation must be considered.   

What are other potential sources of real, external troubles?    

 

 

Abuse and Trauma 

 

 

 One disturbing theme from a review of the literature has been the link between trauma 

and gynecological disorders. Sexual difficulties and sexual and physical abuse issues are 

common among gynecology patients. Women who have experienced abuse may present with 

gynecologic problems such as dysmenorrhea, menorrhagia, and sexual dysfunction. Related 

factors include a history of sexual assault (Golding, Wilsnack, & Learman, 1998), chronic 

pelvic pain (Collett, Cordle, Stewart, & Jagger, 1998; Lampe et al., 2000; Reiter & Gambone, 

1990; Walling et al., 1994); sexually transmitted infections (Jenny et al., 1990) and unwanted 

pregnancies (Glander, Moore, Michielutte, & Parsons, 1998; Holmes, Resnick, Kilpatrick, & 

Best, 1996). Personal histories of abuse and trauma can have a significant impact on mental 

wellness, both physically and emotionally.  

 A history of abuse affects psychological and physical aspects of women’s health which 

may impact symptom severity. In relation to premenstrual syndrome, Lustyk, Widman, and 

Becker (2007) studied the interrelationships between abuse history, perceived stress and PMS 



severity of female college students (N = 91), aged 18-25. Although the sample was small, abuse 

was indicated by 44% of the participants. They noted a significant positive relationship between 

abuse, stress and PMS severity. Similarly, Golding, Taylor, Menard, and King (2000) found 

that 95% of women seeking treatment for severe PMS (participants in a clinical trial) had 

experienced an attempted or completed sexual abuse experience. Out of the 77 participants, 

81% reported completed penetration against their will and 85% of these experienced physical 

threat or harm. The researchers pointed out that: 

 Compared to prior studies of sexually abused women in general populations, these 

 women were abused earlier in life, more frequently and by similar types of offenders. 

 Most of the abused women (65%) were estimated to have post-traumatic stress 

 disorder (PTSD). Most abused women (83%) had never disclosed the abuse to a health 

 practitioner. The findings suggest that a history of sexual abuse, particularly in 

 childhood or adolescence, may be extremely common among women seeking 

 treatment for severe PMS, and that substantial undiagnosed PTSD may also be present 

 in this population. (p. 1) 

 

 

Studies have shown that women with a history of sexual abuse are often more likely to 

suffer from anorexia nervosa (Carter, Bewell, Blackmore, & Woodside, 2006; Romans, 

Gendall, Martin, & Mullen, 2001), bulimia nervosa (Wonderlich, Brewerton, Jocic, Dansky, & 

Abbott, 1997), have post-traumatic stress disorder (Briggs & Joyce, 1997), suffer from 

depression (Cheasty, Clare, & Collins, 1998) and attempt suicide (Davidson, Hughes, George, 

& Blazer, 1996).   

A history of pelvic pain or gynecological surgery should also be considered. Kirkengen, 

Schei, and Steine (1993) found that over a quarter (28%) of female gynecologic patients in a 

general practice setting had experienced child sexual abuse (N = 85). The authors observed that 

a history of pelvic pain or gynecological surgery showed a significant association with reported 

childhood sexual abuse. The issue of somatization was highlighted by the authors: “as adverse 

sexual experiences may lead to somatization as a coping strategy, certain findings might be 

indicators of unknown childhood sexual abuse in patients presenting for gynecological 

disorders” (p. 1). If chronic pain symptoms are difficult to diagnose, it is important to evaluate 

any underlying psychological issues and trauma. In addition, health practitioners should be very 

aware that special considerations should be made for women with a history of sexual abuse as 

they may be re-traumatized during pelvic examinations, vaginal ultrasounds, pregnancy and 

childbirth (Mayer, 1995; Weijenborg, de Koning, & van Roosmalen, 2001).  Health 

practitioners working with women who have menstrual disorders would benefit from an 



understanding of these unique issues to better assist women with coping strategies for 

symptoms.  

 While the issues of abuse and trauma are not covered in this research, this topic is worth 

mentioning. Health practitioners should consider such issues in relation to menstrual disorders 

bearing in mind that some victims of childhood maltreatment are at an increased risk for 

financial and employment-related difficulties in adulthood, including increased rates of 

unemployment and poverty (Zielinski, 2009). From a bio-psychosocial perspective, it is 

important to consider individual differences, the context of a person’s situation (past and 

present), and potential medical issues (including underlying endocrine disease, and pre-existing 

conditions). This offers a more comprehensive scope of exploration for menstrual cycle-related 

symptoms and how to identify methods to cope. If the medical model provides categories which 

can be used to code for insurance purposes, is this necessarily a bad thing for everyone? In one 

respect, women who suffer from severe symptoms can be taken seriously and diagnosed under 

medical guidelines, but the stigma of mental illness persists.    Using pure medical models may 

lead to further medicalization of symptoms.   

 So far, information has covered women’s health in history, the inner workings of a 

woman’s body during the menstrual cycle and relevant physical, emotional, and cultural   

issues. With these issues in mind, it is important to explore how such matters transfer into the 

workplace, where people spend a good amount of time interacting with others, and where 

performance may be measured and monitored. What happens when symptoms have an impact 

on functioning? What external variables should be considered? The workplace is an area where 

further bio-psychosocial issues may have an impact on a person’s well-being. 

 

 

The Workplace: Gender and Occupational Health Issues 

 

 

 The core of this study is to highlight that difficult symptoms relating to the menstrual 

cycle are valid issues to consider in women’s health and in occupational health. This study in 

no way means to stigmatize women because of difficult symptoms or indicate that symptoms 

cause women to be the weaker sex. Gender inequalities exist across cultures and may extend 

into the work environment. The type of work that a person does may have an impact on various 

health issues, depending on functional capacities required to perform the role.  Working under 

stressful conditions may cause ill health and exacerbate any pre-existing health conditions. 



Environmental hazards of the work environment may cause additional stress and health 

problems. Once a person enters the workplace, they bring their own unique set of personal 

values, attitudes, skills and abilities. This section explores gender and occupational health 

issues, as well as gender and sex differences. The chapter ends with an in-depth overview of 

relevant studies on the menstrual cycle and the workplace. According to Moreno and Eijkemans 

(as cited in Messing & Östlin, 2006, Preface, v): 

 Work-formal and informal, paid and unpaid- plays an important part in determining 

 women’s and men’s relative wealth, power and prestige. This generates gender 

 inequalities in the distribution of resources, benefits and responsibilities. The 

 workplace can be a setting where gender inequalities are both manifested and 

 sustained, with consequent impacts on health….Working under pressure with little 

 power to change the work environment can cause psychological and physical distress. 

 

 Adult women between move through various life span phases.  During this time, 

biological changes shift from reproductive fertility into menopause. Women may be exposed 

to a vast array of environmental and interpersonal stressors which may have an impact on 

health. In the workplace, this can include differences in exposures to biological, chemical and 

physical risks which may have an impact on the menstrual cycle and reproductive functions. 

Ergonomic risks such as musculoskeletal job demands may have a lasting impact on functional 

capacities. Occupational roles involving pace of work, job demands, monotonous work, and job 

control may cause stress. Within a workplace environment, women may experience 

discrimination, bullying and sexual harassment, and  

lack of access to further professional development. Further, long hours and working time 

flexibility may have an impact on non-occupational roles. Occupational stress and strain may 

drain personal resources which may affect one’s time for recreation, self-care, social support, 

as well as rational and coping skills. According to Warr (1987) there are nine environmental 

determinants for psychological well-being: 

1. Opportunity for control 

2. Opportunity for skill use 

3. Externally generated goals 

4. Environmental variety 

5. Environmental clarity 

6. Availability of money 

7. Physical security 

8. Opportunity for interpersonal contact 

9. Valued social position 

 

 The workplace can offer opportunities and security, and can be a source of self-esteem 

as well as conflict. Lack of control relates to not being able to choose your own behavior, and 



understanding the relationship of consequences of behavior as bad results can lead to conflict 

(Warr, 1987). With less decision latitude combined with a high level of psychological demands, 

there is an increased risk for illness (Theorell, 2003). According to Warr (1987), the lack of 

opportunities to use existing skills and/or to develop new skills can lead to internal conflict. 

Externally generated goals offer challenges and stimulation- a workplace that lacks such 

stimulation can lead to apathy which can de-motivate people. Environmental variety offers new 

challenges. A lack of variety can lead to reduced skills as repetitive work causes monotony and 

poorer mental health.  Environmental clarity means that rules and standards are clear which 

links into appropriate feedback for behaviors- if a job description is not clear then it can lead to 

bad performance. Warr (1987) further noted that having access to money does not mean that 

more money means better mental health, the lack of money decreases the amount of control and 

choices a person has when making decisions.  Physical security ensures that health and safety 

procedures are in place at work and that a person has access to a home environment which is 

free from harm, with a place to sleep and access to food. Without physical security, mental 

health can be affected severely (Warr, 1987). An opportunity for interpersonal contact is 

important for social and emotional fulfilment to meet social needs- Individuals working in 

isolation may miss out on team support and regular human contact which can have an impact 

on mental health (Warr, 1987). On the other hand, conflict within a workplace can cause 

additional stress (Warr 1987). Valued social position links to self-esteem, which relates to a 

person’s need for a sense of social purpose; without work an individual may feel like they no 

longer have a place in society and may feel purposeless which can contribute to low self-esteem 

and can diminish mental health (Warr, 1987).    

 Stress reactions can involve physical, affective and behavioral responses. In the short 

term, these can manifest themselves in physiological symptoms, mood and/or cognitive 

disturbances, accidents, and decreased performance. Long term and consistent stressors can 

result in physical illness and disease as well as poor well-being and mental health problems. In 

turn, such responses can cause interpersonal conflicts in the workplace and can result in 

increased turnover and absenteeism rates. Research in gender and the workplace has looked at 

differences in absenteeism, rehabilitation and compensation, work stress, and the impact on 

diseases and reproductive health. Defining gender differences in research is important.  

 

Gender and Sex Differences 

 

 For the sake of research, how do we make distinctions between the terms “gender”  



and “sex”? Biologically speaking, women menstruate, and men do not. Snow (2007) pointed 

out that “it is the phenotype of sex, or whether an individual is judged to look male or female 

by others, that evokes a constellation of gendered social expectations, responsibilities and 

obstacles; such a gendered experience incurs health risks unrelated to chromosomal sex itself” 

(p. 4).  According to the World Health Organization, in “Women and Health: What Do We 

Mean by Sex and Gender”: 

“Sex” refers to the biological and physiological characteristics that define men and 

women. “Gender” refers to the socially constructed roles, behaviours, activities, and 

attributes that a given society considers appropriate for men and women. To put it 

another way: “Male” and “female” are sex categories, while “masculine” and 

“feminine” are gender categories. Aspects of sex will not vary substantially between 

different human societies, while aspects of gender may vary greatly. (n.d., para. 1) 

 

Many issues of women’s health and the workplace are explored in depth in another 

World Health Organization publication entitled “Gender Equality, Work and Health: A Review 

of the Literature,” compiled by Messing and Östlin (2006). This comprehensive document 

covers environmental threats to reproductive health in great detail, such as toxins, temperature 

and ergonomics, variables that are not being explored in this research. In relation to the 

menstrual cycle, the authors stated that: 

While women in non-traditional jobs are at special risk, those in traditional jobs are also 

subject to discrimination on the basis of sex.  In both situations, women may be reluctant 

to argue for full protection for their health, especially where the health problems 

concerned imply male/female differences, whether social or biological. (Messing & 

Östlin, 2006, p.7)  

 

 Biological, psychological and social factors have an impact on workers’ lives, their 

health, and well-being. When a person enters into an organizational system, they also enter into 

a new bio-psycho-socio-cultural environment, and underlying health issues may be intensified. 

From a lifestyle perspective, it has been identified that high blood pressure, linked to being 

overweight and physical inactivity, is the leading health risk factor for adult women (World 

Health Organization, 2009, p. 57). Mental health problems are major causes of disability for 

women of all ages, and this has been linked to women’s low status in society, their burden of 

work, and violence that may be experienced which may contribute to these issues (World Health 

Organization, 2009). Sex and social class can be important predictors of many categories of 

health problems, especially during the reproductive years (Gijsbers van Wijk, Kolk, van den 

Bosch, & van den Hoogen, 1995), and suicide has been cited a leading cause of death for women 

between the ages of 20 and 59 (World Health Organization, 2009, p. 57). Due to gender-specific 



occupational roles, such as office and kitchen work, women may have higher rates of carpal 

tunnel syndrome, burns, sprain and fractures compared to males (Islam, Velilla, Doyle, & 

Ducatman, 2001). Nutrition and hormones have an impact on body fat and muscle ratios. 

Improper nutrition and exercise can have an impact on the secretion of sex hormones which 

causes menstrual cycle disruption, such as in women who have amenorrhea, as a result of 

disordered eating and extensive exercising (Messing & Östlin, 2006, p. 25). Health risk factors 

include those in the immediate environment and those that may seem beyond control.   

 

The Economic Crisis and Impact on Women 

 

 The global financial and economic crisis has led to millions of job losses worldwide and 

has created new patterns in economic emigration. The International Labour Organization (ILO) 

report “Global Employment Trends for Women” (ILO, 2012), provides information on gender 

differences between men and women, highlighting areas where women are disadvantaged in 

unemployment, employment, labor force participation, vulnerability, and sectoral and 

occupational segregation. This section provides an overview from this document.   

 Between 2007 and 2012, twenty nine million jobs were lost worldwide due to the 

economic crisis, and the ILO estimates that a further 2.5 million jobs could be lost in 2013.    

The global economic crisis has led to an increase in the gender gap in unemployment from 0.5 

to 0.7 percentage points as of 2012. This has resulted in the loss of 13 million jobs for women. 

Predictions for unemployment up to 2017 do not indicate any significant reductions in 

unemployment for women in the near future.    

 Regional variations in unemployment rates show that the crisis has worsened gender 

gaps in unemployment globally. Pre-crisis (2002-2007), women had higher rates of 

unemployment than men in Africa, South-East Asia, and Latin America, but areas such as East 

Asia, Central and Eastern Europe had higher male unemployment rates than females. The 

gender gap in labor force participation (reflecting demographics, increases and decreases in age 

participation in labor market and behaviors) shows that the gap in labor force participation has 

remained constant in the past decade with both male and female participation rates falling 

equally. According to the ILO, reasons for decreases in participation rates are education for 

younger age cohorts, aging, and a discouraged worker effect.    

 In developing countries, women are seeking out more higher education, which has 

delayed labor participation. In the long term, this means that women have more access to higher 

productivity and income, but in the short term decreased participation rates in the labor market. 



Vulnerable employment for women, comprised of unpaid work and family work, is linked to 

the multiple roles of women. As of 2012, a global gender gap of 2.3 percentage points indicated 

that more women were in vulnerable employment (50.4 % compared to 48.1% for men). North 

Africa, the Middle East and Sub-Saharan Africa had the highest disparities (24, 15 and ten 

points) whereas the Asian regions indicated between zero and 10 percentage points. Central and 

Eastern Europe, Latin America and the Caribbean had smaller shares of women in vulnerable 

employment (compared to men). More women are “contributing family workers” where men 

are more likely to be own account workers, resulting in more women who are working in roles 

without any health and safety nets and exposing women to higher risks of illness and injury 

(ILO, 2012).  

 Globally, as of 2012, more women have entered into service work. In terms of sectoral 

segregation, in advanced economies, this has meant that more than 85 percent of women have 

moved into education and health roles where women’s employment in industry halved. In 

developing economies, women are moving out of agriculture and into services. Occupational 

segregation has been persistent in the past ten years. Women have been more likely to be in 

mid-skill occupations (clerk, service, shop and sales roles), whereas men have been over-

represented in trade-dependent, craft, machine operations, managerial and legislative roles.  

Such changes have had an impact on role-specific careers where the economy has hit hard and 

a new population of economic migrants have had to re-locate their lives and families to find 

work. What this means is that millions are out of work and the impact has had wave-like effects 

on the economy. Unemployment and adjusting to workplaces where staff numbers have been 

reduced has created additional stress for people in their work and personal lives.  Aging 

populations mean that there are older people to care for, adding an additional element to the 

multiple roles of women and men as well (ILO, 2012).   

 

The Physical Environment 

 

 The workplace may cause conflicts regarding role overload, role insufficiency, role 

ambiguity, role boundary, responsibility, and the immediate physical environment. Messing 

(2004) identified that environmental effects of women’s work can be placed into three 

categories: (a) musculoskeletal and cardiovascular, often in factory and service work, (b) the 

impact of sex- and gender-specific toxins in the workplace, and (c) interactions between work 

and domestic responsibilities. While the physical environment may have an impact on physical 

structures of the body, there are also social issues to consider. 



 Biological, psychological and social factors have an impact on health changes across 

the lifespan. The World Health Organization (2009) highlighted the following issues for women 

in the workplace:  

 Because they are less likely to be part of the formal labour market, women lack access 

 to job security and the benefits of social protection, including access to health care.  

 Within the formal workforce, women often face challenges related to their lower 

 status, (Ahluwalia, Schmid, Kouletio, & Kanenda, 2003) suffer discrimination and 

 sexual  harassment, (Pathmanathan, 2003) and have to balance the demands of paid 

 work and work at home, giving rise to work-related fatigue, infections, mental ill-

 health and other problems (George, 2008). (p. 10)  

 

Absenteeism 

 

 A common finding in workplace research is that absenteeism rates are higher for women 

than for men. Ichino and Moretti (2008) identified that higher absenteeism rates in women were 

linked to 28-day cyclical patterns, suggesting a link to the menstrual cycle (compared to men 

who tended to be absent from work due to shunning duties, shirking). Messing and Östlin 

(2006) warned that: “Biological sex differences should not be used erroneously to justify 

segregation or inequitable health promotion measures” (p. 8). One suggestion for higher rates 

of women’s absenteeism is that is it more acceptable for women to take time off from work due 

to external duties (Patton & Johns, 2007). “Absence culture” is a term that has been proposed 

by researchers looking at organizations where absenteeism is accepted. Some researchers have 

considered absence culture as an additional consideration for workplace absenteeism research 

(Martocchio, 1994; Nicholson & Johns, 1985). Nicholson and Johns (1985) pointed out that: 

 Absence cultures can be imagined to operate in several ways. First, they may exert a 

 very direct effect on the level and patterning of absence for a given collection of 

 workers. This is easiest to conceive when the content of the culture involves a specific 

 norm regarding the level of absence that is tolerated….For instance, workers may 

 observe the absence behavior of others and the reactions of various constituencies to 

 this behavior and then adopt a pattern or level of absence that reflects these 

 observations. (p. 398) 

 

 This relates to social influence and to workplace cultures where norms dictate “good 

attendance” and “bad attendance.”  Where outlying variations in cultural societal values and 

beliefs have an influence on norms and acceptable levels of absenteeism, subcultures may also 

exist within organizations. In other words, individual behavior may also be affected by cultural 

norms within organizations and these issues should be taken into consideration for absenteeism 

rates. This places gender into a social category rather than an individualized characteristic 

where gender can be seen as socially constructed and influenced by context.   



 

Women’s Multiple Roles 

 

 Gender stereotyping has been suggested as having a role in women’s higher rates of 

absenteeism. Absenteeism has been explained in terms of women’s multiple roles and the 

perception that it is more acceptable for women to be absent in the workplace because of 

additional duties and external stressors. Household and domestic tasks can be frequent and 

repetitive in nature and often require immediate attention. Multiple roles can involve unpaid 

work- domestic duties such as cooking, cleaning, laundry, taking care of children or family 

members that are ill, and being a partner. This can lead to additional stress and less leisure time 

for women, and these ongoing duties lead to inequality in the family. Gender-specific 

psychosocial factors have been identified in relation to absenteeism (Bekker, Rutte, & van 

Rijswick, 2009; Väänänen et al., 2003; VandenHeuvel & Wooden, 1995). A few issues are 

covered briefly in the following sections to identify areas where a woman’s family and work 

commitments may lead to gender inequalities in terms of rewards, resources and status.   

 In previous research, the phrase “the maternal wall” (Crosby, Williams, & Biernat, 

2004) has been used to describe gendered expectations on roles and stereotypical thinking about 

mothers. The “double burden” of women has also been used to describe women’s multiple roles 

and research has often looked into separating the effects of gender roles of wife and mother 

leading to observations of inequalities within families. Romito (1994) found that for mothers 

of young children, employment may have a negative effect on the physical health of working-

class mothers and a positive effect on middle-class mothers. In a study of white collar workers 

comprised of a sample of 430 women and 400 men living in partner relationships (with at least 

one child), Lindfors, Berntsson, and Lundberg (2006) identified that for women, increased 

unpaid work was associated with decreased levels of self-acceptance and environmental 

mastery, and paid work was associated with increased levels of personal growth and decreased 

levels of purpose in life. Women’s psychological well-being was found to be impacted by 

having one or more preschool child, lack of husband involvement, child care difficulties and 

women’s concerns over their professional status. Hill (2005) found that working fathers 

experienced less work-family conflict, less personal stress, better satisfaction with family, 

greater marital satisfaction and life satisfaction than mothers who worked. Lundberg and 

Frankenhaeuser (1999) identified that high level female managers’ stress levels remain higher 

after work than high level male managers; women with children had significantly higher stress 

levels after work. Higher levels of burnout for women have been associated with increased 



absenteeism, particularly if the household has children under the age of six and/or if there are 

issues with child care arrangements (Erickson, Nichols, & Ritter, 2000). Conversely, women 

with more children have been associated with lower absenteeism (Bratberg, Dahl, & Risa, 2002; 

Zaccaro, Craig, & Quinn, 1991), and multiple roles including having children have been shown 

to have no impact on absenteeism rates (Mastekaasa & Olsen, 1998). Mastekaasa and Olsen 

(1998) observed that absenteeism is more likely to be based on health conditions or personality 

differences, which should be considered in absenteeism research over women’s multiple roles.  

 It has been considered that employment and marriage provide similar resources in terms 

of income and social support. Waldron, Weiss, and Hughes (1998) found that while 

employment has beneficial effects on the health of unmarried women, there was little or no 

effect on the health of married women. The authors found very little evidence that the 

combination of employment and motherhood had a harmful effect on health. Further, married 

women and mothers may have lower absenteeism rates when given flexible (versus rigid) work 

schedules (Krausz & Freibach, 1983). Perhaps what is more important to point out is the 

changing profile of a worker’s household.   

 

Intersectionality: Incorporating Diversity 

 

 Statistics on family profiles differ across cultures, and the traditional family is no longer 

the norm. An emerging perspective in research is intersectionality. This involves the importance 

of the meaning and consequences of multiple categories of identity, differences and 

disadvantage. This includes bearing in mind the differences among groups, the interacting 

social factors of people’s lives looking at social locations, health status and quality of life.  With 

this perspective, it is not about understanding the combination of identities as  

increasing a burden, rather as producing substantively distinct experiences. It is not about 

victimization but meant to clarify differences and similarities to overcome discrimination 

(Garry, 2011).   

 From a workplace perspective, this means an acceptance that many households may 

consist of heterosexual or same-sex couples with or without children (“childfree by choice”), 

single parents, single-earner households (including career-focused individuals), people with 

disabilities, and homes with extended families, to name only a few potential diverse 

perspectives. So, what is intersectionality?  

 Intersectionality is a feminist theory, a methodology for research, and a springboard 

 for a social justice action agenda.  It starts from the premise that people live multiple, 

 layered identities derived from social relations, history and the operation of structures 



 of power.  People are members of more than one community at the same time, and can 

 simultaneously experience oppression and privilege. (Symington, 2004, pp. 1-2) 

 

 It is important to consider additional layers of identity and the social context as 

discrimination goes beyond gender. Other factors for discrimination include race and skin color, 

caste, age, ethnicity, language, ancestry, sexual orientation, religion, socio-economic class, 

ability, culture, geographic location, migrant status, indigenous person, refugee, internally 

displaced child, a person living with HIV/AIDS, living in a conflict zone, in combination with 

looking at the social environment where a person lives (Symington, 2004, p. 1). Garry (2011) 

suggested that intersectionality should be a framework rather than a methodology or theory of 

power or oppression. The author advised that this framework or strategy should more 

importantly be used to consider how oppressions and privileges interact in societies, people’s 

lives and theories and should be more modest, inclusive and support practical needs. The 

extreme form would lead to further widening of any discrimination gaps. If such additional 

layers are not considered, it may lead to intersectional discrimination. As people may live their 

lives in multiple identities, the social context calls for multiple viewpoints as discrimination 

may take place at work on many levels.  

 

 

The Social Context 

 

 

Social cognitive theories offer insight into the complex dimensions of the workplace 

environment. According to Bandura (1989): 

Much social learning occurs either deliberately or inadvertently by observing the 

 actual behaviors of others and the consequences for them. However, a great deal of 

 information about behavior patterns and the effects they have on the environment is 

 gained from models portrayed symbolically through verbal or pictorial means…in 

 observational learning a single model can transmit new ways of thinking and behaving 

 simultaneously to many people in widely dispersed locales. There is another aspect of 

 symbolic modeling that magnifies its psychological and social effects. During the 

 course of their daily lives, people have direct contact with only a small sector of the 

 environment. (pp. 21-22) 
 

  

 The following sections explore the social context of the workplace from theoretical 

perspectives, considering stereotyping, sexism, modeling influences, stigmatization, health care 

and help-seeking, compensation, self-efficacy, personal resources, social support and equality.  



 

Gender Stereotypes 

 

 Expectations for behaviors are influenced by stereotypes. According to Patton and Johns 

(2007), beliefs and stereotypes concerning women as a social category may be more important 

than actual health problems or family situations in relation to actual absence by women 

(p.1586). For women in the workplace, gender stereotyping has a particular impact: 

Gender stereotyping has long been linked to distinct employment issues for women, 

 who must deal with evaluation bias, greater pressure on their performance, exclusion 

 from certain jobs and promotional opportunities, differential supervision, 

 overprotection, unprofessional sexual remarks, incivility and harassment, unequal 

 employment rewards, and gender segregation between and within occupations. 

 (Steinberg, True, & Russo, 2008, p. 657) 

 

 Gender inequality and equity in health are socially governed. Nelson and Burke (2002) 

highlighted how gender stereotyping may be based on categories where women are expected to 

be more emotional, nurturing, passive and relationship-oriented whereas men are more 

technically competent, competitive, aggressive and rational. Deaux (1987) proposed that 

gender-related behavior is variable, impacted by external factors, and context dependent.  Social 

identities enable us to label or categorize groups of people on the basis of shared features. 

Category labels can involve cognitive beliefs, emotions, and behavioral consequences.  

According to Deaux (2001):   

 Social identification is the process by which we define ourselves in terms and 

 categories that we share with other people. In contrast to characterizations of personal 

 identity, which may be highly idiosyncratic, social identities assume some  

 commonalities with others… “Identity” is a term that is widely used and, as a  

 consequence, can mean many different things to different people. Identity is  

 sometimes used to refer to a sense of integration of the self, in which different aspects 

 come together in a unified whole. (p. 1059) 

 

 Deaux (2001) identified five distinct groups of social identification which have an 

impact on how people relate to other groups and social categories: (a) ethnic and religion, (b) 

political affiliation, (c) vocations and avocations, (d) relationships, and (e) stigmatized 

identities (p. 1060). The author noted that in adapting a perspective of “gendered identities,” a 

concept that recognizes that multiple social identities may be influenced by one’s gender, “one 

acknowledges that multiple identities are shaped by one’s gender, and that social identities can 

intersect and overlap with one another” (Deaux, 2001, p. 1060). Social identity involves 

cognitive, emotional, motivational and behavioral aspects as well (Deaux, 2001, pp. 1062-

1063). Social perspectives translate into occupational health:  



 Like other social relations, gender relations as experienced in daily life, and in the 

 everyday business of feeling well or ill, are based on core structures that govern how 

 power is embedded in social hierarchy. The structures that govern gender systems 

 have basic commonalities and similarities across different societies, although how 

 they manifest through beliefs, norms, organisations, behaviours and practices can 

 vary…Sex and society interact to determine who is well or ill, who is treated or not, 

 who is exposed or vulnerable to ill-health and how, whose behaviour is risk-prone or 

 risk-averse, and whose health needs are acknowledged or dismissed. (Sen, Östlin, & 

 George, 2007, xii) 

 

Sexism 

 

 Some women may benefit from gender stereotyping where such identities as being 

nurturing, delicate and relationship-oriented may actually work to an advantage. Glick and 

Fiske (1996) developed the Ambivalent Sexism Scale, a 22-item tool which measures sexist 

attitudes with separate “hostile” and “benevolent sexism” scales. Glick and Fiske (2001) 

provided an excellent review of theory and empirical research on hostile sexism and benevolent 

sexism, in “An Ambivalent Alliance: Hostile and Benevolent Sexism as Complimentary 

Justifications for Gender Inequality.” According to Glick and Fiske (2001): 

 Hostile sexism is an adversarial view of gender relations in which women are 

 perceived as seeking to control men, whether through sexuality or feminist ideology.  

 Although benevolent sexism may sound oxymoronic, this term recognizes that some 

 forms of sexism are, for the perpetrator, subjectively benevolent, characterizing 

 women as pure creatures who ought to be protected, supported, and adored and whose 

 love is necessary to make a man complete. This idealization of women 

 simultaneously implies that they are weak and best suited for conventional gender 

 roles; being put on a pedestal is confining, yet the man who places a woman there is 

 likely to interpret this as cherishing, rather than restricting her (and many women may 

 agree). (p. 109) 

 

 Glick and Fiske (2001) pointed out how women are rewarded when they embrace 

conventional gender roles and power relations, but punished with hostile sexism when they 

challenge the status quo. Differences exist across countries and nationalities, but patriarchy 

persists. Where people justify social systems composed of social hierarchies, a disadvantaged 

group status reinforces prejudice, remaining in a reciprocal feedback loop between antipathy 

and social inequality. Accepted views of men in power positions (independent, ambitious and 

competitive) and women in subordinate roles (nurturing, helpful and warm) reinforce women’s 

lower status. Hostile sexism (male superiority which is threatened when women take on “male 

qualities,” including activities, roles and positions of authority) and benevolent sexism (women 

have their place in reproductive roles, are nurturers and caregivers) are linked to gender 

inequality. Both roles support male dominance and female submission.   



 What should women do and not do? Dominant groups become patronizing to 

subordinates who “know their place,” and rebelling is subversive. Benevolent sexism is 

described as a subtle form of prejudice and women who endorse it are more likely to tolerate 

rather than challenge sexist behavior when the sexist’s motivation can be interpreted as being 

protective (Glick & Fiske, 2001, p. 110). The authors noted that: (a) men are typically accorded 

more status and power than women; (b) men and women are often differentiated in terms of 

social roles and trait ascriptions; and (c) male-female relations are conditioned by sexual 

reproduction, a biological constant that creates dependencies and intimacy between the sexes 

(p. 111). The combination of patriarchy, gender differentiation, and sexual reproduction lead to 

both hostile and benevolent attitudes toward the other sex. Together, this leads to the ambivalent 

sexism model where harassment is comprised of men’s ambivalent motives toward women and 

the complexities of gender role stereotypes of women (including occupational roles). Women 

may perform traditional, non-traditional, or professional roles, but stereotypes and expectations 

persist. To put it simply, women who exhibit more independent, ambitious and competitive 

qualities (i.e. act more like men) may be more prone to snide and derisive remarks from men 

who have higher hostile sexist qualities. However, some women may benefit from gender 

stereotyping where such identities as being nurturing, delicate and relationship-oriented may 

actually work in their favor. There are two benefits to this: acceptance of benevolent sexism 

may allow for protection (without sexist hostility), or it may be a form of self-protection in 

response to male sexism:   

 The irony is that women are forced to seek protection from members of the very group 

 that threatens them, and the greater the threat, the stronger the incentive to accept 

 benevolent sexism’s protective ideology. This explains the tendency for women in the 

 most sexist societies to endorse benevolent sexism more strongly than men.   

 Furthermore, the countries in which women (as compared to men) rejected benevolent 

 sexism as strongly as hostile sexism were ones in which men had low hostile sexism 

 scores. As sexist hostility declines, women may feel able to reject benevolent sexism 

 with fear of a hostile backlash. (Glick & Fiske, 2001, p. 115) 

 

 The reason this is important is because the menstrual cycle, although linked to the 

reproductive function, is often a point of blame, ridicule and unpleasant remarks such as 

“What’s wrong with you- are you on your period?” or “She’s just being bitchy because she’s 

on her period.” (What happened to the warm, sweet, nurturing, and loving person?) Does 

benevolent sexism benefit women in the subordinate role when they themselves joke about “bad 

PMS” or blame “out of character” behaviors on the menstrual cycle? Further, how do women 

deal with rude remarks regarding menstrual cycle symptoms from male co-workers?  

 



 

Microaggressions and Micro-Inequities 

 

 Small comments can have a corrosive effect over time. Chester Pierce, an African 

American professor at Harvard Medical School, proposed the idea of microaggressions in 1970 

in response to demeaning comments and subtle insults against minorities. In 1974, Mary Rowe 

proposed the ideas of micro-affirmations and micro-inequities which consider attitudes of 

sexism that maintain discrimination and inhibit affirmative actions in companies. While 

working as an economist at MIT, the author was given the task of analysing areas where the 

workplace could be improved. The author observed behaviors that had an impact on men and 

women of color, women in general, people with disabilities, and a person’s sexual orientation. 

“Little issues” such as acts of disrespect, failures in performance feedback, names being left off 

of a list, people not introduced at meetings, inequitable job assignments and inappropriate 

comments were observed (Rowe, 2008, p.1). Rowe (2008) defined micro-inequities as 

“apparently small events which are often ephemeral and hard-to-prove, events which are covert, 

often unintentional, frequently unrecognized by the perpetrator, which occur wherever people 

are perceived to be ‘different’” (p. 2). The author compared the corrosive effect of cumulative 

remarks to bits of sand and ice and how they have an impact on professional relationships. 

These can be small and unintentional acts designed to degrade and a target of such behaviors 

may have difficulty in discerning insensitivity and intentional hostility. This relates to off-

handed remarks. Glomb, Steel, and Arvey (2002) defined microaggressions as:  

 Mildly aggressive acts can have a great impact when they are experienced in 

 quantity….These overlapping effects build on each other, augmenting their impact.  

 Eventually, repeated mild aggression can create considerable distress and oppression 

 itself, such as that seen after periods of prolonged provocation or threat. (p. 229) 

 

 It can therefore be considered that rude gender-related remarks in the workplace that 

persist over time could have a build-up effect where they may have an impact on a woman’s 

self-esteem. If higher level male employees perform such acts, the impact may create a culture 

where this is acceptable.   



 

Modeling Influences 

 

 Workplace environments offer modeling influences which have an impact on behaviors. 

According to Bandura (1998): "Social learning influences shape the form of cultural evolution 

by favoring behavioral variants that are efficacious in particular milieus” (p. 73). Bandura 

(1998) considered that (a) people learn by observation through modeling, and the consequences 

that the model receives affect the behavior of the observer, if punishment is involved, a behavior 

is less likely to take place; (b) people are more likely to perform the behavior they observe if 

the model is similar to them; (c) an error in evaluating the context of a situation can have 

negative consequences. This may involve being labelled as a person with a problem. For 

example, a woman with menstrual problems in a non-absence culture environment (or male-

dominated work environment) may be perceived as unreliable due to taking time off from work 

because of symptoms. To avoid stigmatization, the woman may choose to mask symptoms (and 

behaviors) modelled on others to avoid repercussions (a fear of reprisals such as being 

stigmatized or a potential loss of opportunities for career advancement).  Whitehead, Busch, 

Heller, and Costa (1986) observed that specific types of menstrual symptoms seem to be 

learned. In a sample of nursing students (N = 351), the authors identified that acceptance of the 

modelling of the menstrual sick role was correlated more highly with symptom reports, clinic 

visits and absenteeism for menstrual symptoms, compared to non-gynecological symptoms. 

Women who had been allowed to adopt a sick role for menstrual symptoms, or whose mother 

modelled menstrual distress, reported significantly more menstrual symptoms, clinic visits, and 

disability days as adults. Although this is only one example, it indicates how social learning can 

also have an impact on adapted health behaviors, and offers additional considerations regarding 

personal behaviors within a workplace culture. Similarly, workplaces where women are more 

supportive of each other and where it is acceptable to discuss menstrual cycle issues might be 

more supportive about difficult symptoms and related absenteeism.  

 

Stigmatization 

 

 A common theme in the literature is the medicalization of women’s menstrual cycle 

symptoms (Chrisler & Caplan, 2002; Scambler & Scambler, 1993, Scambler & Scambler, 1995; 

Ussher, 2010). Although there is much literature on the subject, the Merriam-Webster Online 

Dictionary defines medicalize as: “to view or treat as a medical concern, problem, or disorder” 



(Medicalize, n.d.) In this regard, and considering the menstrual cycle, making it a medical issue 

denies the social issues related to the topic; connected to this, there is also social stigma. Women 

may experience social stigma for several different reasons, Russo and Tartaro (2009) 

highlighted the following:   

 Stigmatization associated with stressful life events can affect women’s willingness to 

 seek help for dealing with those events, undermine their mental health, and increase 

 risk for depression.  Depending on the norms of the community, women can be 

 stigmatized for being victims of childhood sexual abuse, being raped, losing their 

 virginity, staying single, having more than one sexual partner, having menstrual 

 cramps, being a lesbian, having a child when not married, being childless, being 

 battered by their husband, being too fat, having an abortion, placing a child for 

 adoption, working when her children are young, being a “bad” mother, and being 

 menopausal among other things. (p. 471) 

 

Health Care and Help-Seeking 

 

 Health care interactions take place in a number of contexts and can include 

interpersonal, cultural, organizational and political (i.e. policy) contexts. Interpersonal 

interactions with health professionals may involve gender differences in communication. A 

person’s goals, communication skills, perceptions and emotions can have an impact on help-

seeking for treatment of health conditions. Somatic, anxiety and depression symptoms (the 

SAD Triad), have been associated with neurotic traits, and pain symptoms have been associated 

with catastrophizing about symptoms. Some research in women’s health has linked neuroticism 

to menstrual and premenstrual symptoms (Kendler et al., 1992), perimenstrual mood and 

history of depression (Bancroft, Rennie, & Warner, 1994), and anxiety, depression and pain 

processes (Vossen, van Os, Hermens, & Lousberg, 2006). Catastrophizing about symptoms has 

been linked to studies on endometriosis (Martin, Johnson, Wechter, Leserman, & Zolnoun, 

2011), depression and musculoskeletal pain (Linton et al., 2011), menstrual and premenstrual 

symptoms (Kendler  et al., 1992), hypochondriasis, hysteria and chronic pain (Applegate et al., 

2005), more intense subjective menstrual disorder symptoms and increased requests for 

hysterectomy (Echlin, Garden, & Salmon, 2002) and personality disorders and chronic pain 

(Conrad et al., 2007). Crombez, Beirens, Van Damme, Eccleston, and Fontaine (2009) 

suggested that researchers who use self-report instruments should not use the term somatization, 

(even if the scale uses the term). Crombez et al. (2009) advised that “multiple physical 

symptoms” is more appropriate so as not to psychologize physical symptoms (p. 31).    



 

Compensation 

 

 Women’s illness claims are not taken as seriously as men’s, and health professionals 

should consider the subjective experiences of women during consultations. Messing and Östlin 

(2006) noted that women’s claims for industrial disease are sometimes greeted with skepticism. 

The authors highlighted that women’s occupational injuries are underdiagnosed and women’s 

claims for compensation are often refused (p. 14). Many researchers have highlighted the 

importance of listening to the subjective experiences of women during consultations, especially 

for menstrual disorders (Scambler & Scambler, 1985, Scambler & Scambler, 1993), chronic 

pain (Werner & Malterud, 2005), and in evaluating for sick leave (Upmark, Borg, & 

Alexanderson, 2007). More positive experiences have been conveyed regarding rehabilitation 

when clients report being believed in or being taken seriously (Klanghed, Svensson, & 

Alexanderson, 2004). A focus on topics such as identity, personal values and resources may 

improve rehabilitation and health outcomes (Haugli, Maeland, & Magnussen, 2011). In 

addition, the subjective experiences of women should be considered as important factors in 

sick-leave rates (Upmark et al., 2007; Werner & Malterud, 2005).     

 

Self-Efficacy 

 

 Self-efficacy is a common topic in health research. Perceived self-efficacy is about a 

person’s beliefs regarding their capabilities to produce effects (Bandura, 1994).   

According to Bandura (1989): “Among the types and thoughts that affect action, none is more 

central or pervasive than people’s judgments of their capabilities to exercise control over events 

that affect their lives. The self-efficacy mechanism plays a central role in human agency” (p. 

59). Self-judgments determine behaviors, thoughts, and emotional reactions.  “Because acting 

on misjudgements of personal efficacy can produce adverse consequences, accurate appraisal 

of one’s own capabilities has considerable functional value” (Bandura, 1989, p. 59). This 

involves a person’s judgments about what they believe they are capable of doing, and how they 

respond: “People’s judgments of their capabilities additionally influence whether their thought 

patterns are self-hindering or self-enhancing, and how much stress and despondency they 

experience during anticipatory and actual transaction with the environment” (Bandura, 1989, 

p. 60). Such perceptions can extend into health behaviors.  From Bandura’s perspective, a great 

amount of human stress is caused while learning how to exercise control over external demands 



from the environment, and during the process of developing and expanding competencies 

(Bandura, 1998, p. 5).   

 

Personal Resources 

 

 Bandura (1998) highlighted the importance of personal resources and how a low sense 

of self-efficacy can have an impact on depression:  

 A low sense of self-efficacy to exercise control over things one values highly 

 produces depression in several ways. One route is through unfulfilled aspirations.  

 People who impose on themselves standards of self-worth they judge they cannot 

 attain drive themselves to bouts of depression. A second route to depression is 

 through a low sense of self-efficacy to develop social relationships that bring 

 satisfaction to one’s life, and cushion the adverse effects of chronic stressors. Social 

 support reduces vulnerability to stress, depression, and physical illness. But social 

 support is not a self-forming entity waiting around to buffer harried people against 

 stressors. People have to go out and find, and create, supportive relationships for 

 themselves. This requires a strong sense of self-efficacy. (p. 5) 
 

 

Social Support 

 

 Higher rates of external stress and lower rates of support systems can have an impact 

on well-being. The context of social support may include friends, family, co-workers, and other 

employees within a workplace. With lower levels of social and emotional support, less life 

satisfaction, and frequent mental distress, women are less likely to see a doctor for routine 

check-ups (Willet, Hayes, Zaha, & Fuddy, 2012). Lower levels of social support have been 

associated with smoking, physical inactivity, being over-weight, and poor self-perceptions of 

health status for both men and women (Croezen et al., 2012). In the workplace, social support 

has been negatively associated with burnout and positively associated with job satisfaction and 

productivity (Baruch, Brondolo, Ben-Dayan, & Schwarz, 2002). Although supervisory style 

may affect job satisfaction and not absenteeism (Zaccaro, Craig, & Quinn, 1991), a lack of 

supervisor’s support in the workplace has been associated more with women’s longer 

absenteeism (Väänänen et al., 2003). The social context of a working environment therefore 

may have an impact on stress and well-being, particularly where there are conflicts with 

superiors. Within this context, for women with difficult menstrual cycle symptoms, the loss of 

social support may lead to more emotional distress and menstrual pain (Alonso & Coe, 2001).  

Social support is a variable that is measured in this study and important to take into 

consideration for workplace stress and the impact on the menstrual cycle.   



 

Equality 

 

 For equality in the workplace to occur, biological, social, psychological and cultural 

issues are all factors that must be considered for well-being, productivity, and quality of life.  

Suggestions for gender equality in the workplace have been covered extensively in other 

documents (Becker, Rutte, van Rijswijk, 2009; Glick & Fiske, 2001; Islam, Velilla, Doyle, & 

Ducatman, 2001; Mastekaasa & Olsen, 1998; Messing & Östlin , 2006; Messing et al., 2003; 

Nelson & Burke, 2002; Sen & Östlin, 2007). For the sake of the menstrual cycle in relation to 

the workplace, the social environment must be considered. Sen and Östlin (2007) proposed that: 

 Working towards gender equality challenges long-standing male dominated power 

 structures, and patriarchal social capital (old boys’ networks) within organisations. It 

 crosses the boundaries of people’s comfort zones by threatening to shake up existing 

 lines of control over material resources, authority, and prestige. It requires people to 

 learn new ways of doing things about which they may not be very convinced and from 

 which they see little benefit to themselves, and to unlearn old habits and practices.  

 Resistance to gender-equal policies may take the form of trivialisation, dilution, 

 subversion or outright resistance, and can lead to the evaporation of gender equitable 

 laws, policies or programmes. (p. xvii) 

 
 

 With such issues in mind, the next section covers prominent menstrual cycle studies, 

highlighting relevant issues that apply to the workplace. Few studies have focused on social 

issues related to the menstrual cycle and the workplace to expose gender inequalities (including 

microaggressions and fear of reprisals and reasons for masking symptoms). Most studies have 

been sex-based and fertility-focused without considering women’s subjective viewpoints.   

 

Relevant Workplace and Menstrual Cycle Studies 

 

A review of the literature exposed very few mixed methods or qualitatively focused 

studies to provide women’s own stories relating to the menstrual cycle and the workplace.   As 

mentioned in Chapter One, most studies of menstrual cycle and occupational issues have been 

based on student populations, the nursing profession, environmental occupational hazards (such 

as factory workers), clinical studies, and research projects funded by drug companies or the 

medical community. Other studies have focused on occupation-specific areas, limiting the 

scope of participants to specific populations.     

 Menstrual cycle function and patterns are often studied because of the impact on 

fertility. Menstrual cycle function may be affected by several factors such as hormones, age, 



smoking, body weight, exercising, race, life events, stress, environmental issues, and 

underlying health conditions. This study looks at menstrual cycle symptoms that may have an 

impact on women while at work, and considers stress and underlying health issues supported 

by qualitative interviews to explore the social issues that impact well-being. Relevant studies 

linked to symptoms and stress are reviewed and evaluated in the following sections.  

 

Menorrhagia and Pain  

 

 Heavy bleeding and pain are the most common reasons that women seek help for 

problem symptoms. A study on menstrual symptoms conducted by Santer, Wyke, and Warner 

(2007) combined information from a previous study (a cross-sectional postal survey, Santer, 

Warner, & Wyke, 2005), and used a free text questionnaire, and qualitative interviews.  

Participants consisted of 2,833 women who were recruited from 19 general practice offices in 

Lothian, Scotland. Their community survey asked: “How heavy are your periods?” The 

symptoms were scaled by light loss, moderate loss, heavy loss, or very heavy loss (over the 

previous six months). Out of this sample, 906 women reported heavy or very heavy. These 

women were sent a free text question: “What bothers you most about your periods?”  Responses 

were coded, and coding schemes were developed after a review of 100 questionnaires. Over a 

quarter (27.4%) reported pain, 19.6% reported heaviness, 17.4% mood changes/tiredness, 

10.8% reported irregularity or other issues of timing, 5.7% reported general inconvenience, 

2.8% reported breast pain/swelling, 1.3% reported accidents, 4.5% other (pains in legs, 

sickness, diarrhea, headaches), and 10.4% left answers blank. The researchers found that even 

amongst women who had reported heavy or very heavy menstrual bleeding, pain remained the 

first concern for these women.   

 Interviews were conducted with 32 women (aged 27 to 45) who reported their periods 

as heavy or very heavy on the questionnaire. Almost half of the participants (14) reported 

marked or severe pain. Interviewees who reported heavy periods were asked whether they felt 

their periods were a problem for them and responses indicated the degree of impact that the 

menstrual cycle had on quality of life. According to the researchers: “Inability to fulfil usual 

roles at home or in the workplace were central to discussions of periods as a problem” (Santer, 

et al., 2007, “Perception of menstrual ‘problem’”, para.1). The researchers found that:  

 Women reporting heavy menstrual bleeding wrote that they were as bothered by 

 menstrual pain as they were by heavy loss. Qualitative interviews with women 

 reporting heavy periods suggested that some found it difficult to distinguish which of 

 their menstrual symptoms was the main cause of the impact of their periods on 



 everyday life. Perceptions of periods as a problem was related to the impact of a 

 range of symptoms on everyday life which, in turn, was linked to individuals’ 

 social circumstances such as type of employment or degree of flexibility around 

 domestic responsibilities. (Discussion section, para.1) 

 

 This demonstrates the importance of qualitative interviews, which clarified that women 

with heavy bleeding may also experience pain symptoms, and the impact that such symptoms 

may have on activities of daily living and at work. The researchers concluded:  

 Women with heavy periods are bothered by a range of menstrual symptoms and their 

 impact on everyday life. Clinical emphasis should be on clarifying the presenting 

 problem and providing help and advice for this, as well as on excluding serious 

 disease. Sometimes simple approaches such as help with analgesia is all that is 

 required. (Santer et al., 2007, Conclusion section, para. 1) 

 

 The authors suggested that patient-centered consultations provide a better understanding 

of an individual’s experience, and contribute to their satisfaction and outcomes (Santer et al, 

2007). This supports the importance of women’s needs for being taken seriously about their 

symptoms: 

This suggests that women would be helped by clinicians listening to women’s accounts 

of their menstrual problems in their broadest sense, clarifying presenting symptoms and 

their impact on everyday life, and offering help and advice for these.  Further research 

would help to explore different ways of delivering information to women to support self 

care and help them to manage menstrual problems themselves, as far as possible. (Santer 

et al., 2007, Conclusion section, para. 1) 

 

 Relevant information gleaned from the qualitative interviews in the study conducted by 

Santer et al. (2007) related that women mentioned the importance of flexibility at work to be 

able to change shifts, rest if necessary, make extra trips to the toilet or stay close to a toilet 

(Santer et al., 2007, “Perception of menstrual ‘problem,’” para. 1). Another concern mentioned 

was inability to sleep which could have an impact on work the following day (Santer et al., 

“Perception of menstrual ‘problem,’” para.1). The qualitative results identified that “the degree 

of impact on everyday life was therefore highly dependent on social context, such as 

employment status, type of work, extent of domestic responsibility and level of support for 

these” (Santer et al., 2007, “Perception of menstrual ‘problem,’” para. 1). The authors also noted 

that “it was not always clear from women’s accounts exactly what aspect of menstrual 

experience was a problem for them. Interviewees often did not or could not distinguish between 

the impact of symptoms such as menstrual pain or general malaise and heavy menstrual 

bleeding” (Santer et al., 2007, “Perception of menstrual ‘problem,’” para. 1). One of the 

strengths of the study was the size of the sample and access to participants from different levels 

of the community. One limitation of study was that it focused primarily on more chronic 



symptoms of menorrhagia. However, the qualitative focus of the study provided insight into 

participant’s own experiences. The questionnaires provided measured data on bothersome 

symptoms.  

 

Menstrual Cycle Patterns and Stress 

 

 Higher job stress has an impact on menstrual cycle patterns, specifically linked to fewer 

ovulatory phases. The nursing population is often studied for women’s health issues because of 

the high representation of females in the role, which suggests a reproductive health focus. One 

of the most quoted studies in the literature is a study conducted by Hatch et al. (1999). At the 

time of the study, the authors stated that “empirical data on occupational stress and the 

menstrual cycle are still limited, in part because measurement difficulties, subjective factors, 

and cultural attitudes have hampered the assessment of both putative work stressors and the 

type and severity of menstrual dysfunction” (pp. 144-145). The study looked at work stress and 

menstrual patterns among American (n = 99) and Italian (n = 25) nurses. Daily diaries were 

used to monitor menstrual function, which measured basal body temperature and menstrual 

bleeding status. (Basal body temperature measurements can identify evidence of ovulation, 

which helps to identify menstrual phase). Nineteen core questions were used which included 

one question about the perceived level of work stress. Job stress was evaluated by objective 

environmental and work characteristics (patient care demands, system issues including 

overtime, shift changes, staff changes, policy changes, staff rotation and staff relationships) and 

subjective perceived stress (one question measured on a five point Likert scale). Hatch et al. 

(1999) found that nurses in high stress units had an increased risk for long and monophasic 

(anovulatory) cycles, meaning less ovulation which can impact fertility. Women who perceived 

their stress at work to be high or who reported strenuous work activity had higher risks of longer 

cycles. The study by Hatch et al. focused exclusively on nurses and only stress and menstrual 

cycle function were studied, the authors did not use a standardized tool for measuring stress. 

No qualitative interviews were conducted to explore other issues of the menstrual cycle (such 

as pain) or further details on the personal lives of the nurses. However, it is noteworthy as it 

was one of the first studies to conclude that menstrual function may be affected by stressful 

work conditions.  

 Psychological stress has an impact on menstrual cycle length rather than anovulation.  

Another study on psychological stress in the workplace and menstrual function, published by 

Fenster et al. (1999) also remarked that “available research on the effects of work-related 



psychological stress on menstrual function is extremely limited” (p.127), similarly relating to 

the Hatch et al. (1999) study observation around the same time. The participants consisted of 

276 healthy premenopausal women (aged 18 to 39) who collected daily urine samples, and 

monitored menstrual cycle symptoms with daily diaries for five menstrual cycles. Menstrual 

cycle function was measured by length of bleeding time, cycle length, and follicular phase 

length. Telephone interviews were conducted using an abbreviated form of Karasek’s Job 

Content Questionnaire, a standardized measure, to evaluate psychological job stress and social 

support at work (based on the concepts that job stress results from high psychological demands 

in combination with low control over those demands, and that social support at work can 

ameliorate the effects of stressful work). Fenster et al. found that stressful work (high demand 

in combination with low control) was not strongly related to an increased risk for anovulation 

or cycle variability. However, the authors did find that women who worked in stressful jobs 

had a more than double risk for short cycle length compared with women not working in 

stressful jobs (adjusted odds ratio = 2.24, 95% confidence interval 1.09-4.59). Two strengths of 

the Fenster et al. (1999) study were that it used information from a non-occupation specific 

population (the women had been participants in the California Women’s Reproductive Health 

Study, 1990-1991), and the authors used a validated tool to measure stress. Although medical 

in nature (using urine samples), and only focused on menstrual cycle function, the study 

identified that women in more stressful jobs had experienced issues with their menstrual cycles.  

 Perceived high job stress is associated with irregular menstrual cycles, and single and 

unmarried women may experience more abnormal cycles. A study on the impact of perceived 

job stress on menstrual patterns among Taiwanese nurses (Lin, Lin, & Shiao, 2007) found that 

self-perceived high job stress was significantly associated with irregular menstrual cycle length 

and regularity. Nurses (N = 746, aged 20 to 45) from five psychiatric facilities and four general 

hospitals were given structured self-administered questionnaires and the Job Content 

Questionnaire (JCQ). The authors found that the level of self-perceived job stress was 

associated with a risk of irregularity in menstrual cycles and a risk of prolonged menstrual 

bleeding periods. Compared to married women, single and unmarried participants were more 

likely to have abnormal menstrual cycles, suggesting that married women may have more 

support at home to relieve stress. The researchers stated that one limitation of their study was 

that the study was cross-sectional, relying on women’s recall and it was difficult to ascertain 

definitive causal relationships, stating that “menstrual problems might have caused low job 

performances, which consequently lead to a high level of self-perceived job stress” (Lin et al., 

p. 713). In addition, the study conducted by Lin et al. only focused on nurses, and only focused 



on menstrual cycle patterns and stress. The study did not consider other issues such as pain and 

emotional symptoms. However, it did measure stress using a standardized measure and 

considered stress and the impact on menstrual cycle patterns. From an intersectionality 

framework, the findings regarding single and unmarried women experiencing more abnormal 

symptoms offers an interesting social angle.  

 Other similar studies of nurses and menstrual cycle function exist, but also only focus 

on menstrual cycle patterns. Shortridge, Lemasters, Valanis, and Hertzberg (1995) found an 

association between menstrual dysfunction and the handling of cancer drugs in participants 

aged 30 to 45. Additional risk factors significantly associated with menstrual irregularity were 

stress level of work and the interaction of smoking and stress. Liu, Gold, Lasley, and Johnson 

(2004) studied risk factors associated with menstrual cycle characteristics for 309 working 

women aged 20 to 44 and found that women aged 35 years or older (compared with women 

less than age 35) had a significantly decreased adjusted mean cycle length. Age modified the 

effects of smoking, physical activity, ethnicity, and alcohol consumption on mean follicular 

phase length. Compared with women who did not consume alcoholic drinks, women who did 

consume alcoholic drinks had a significantly shorter adjusted cycle length. The authors 

concluded that potentially modifiable risk factors are associated with menstrual cycle 

characteristics that may in turn be related to subsequent disease risk.   

 

Lifestyle Factors  

 

 Life stress may be associated with pain and heavy bleeding. The relationship between 

work-related or life event stress and menstrual disorders was examined in a study of 170 healthy 

premenopausal civilian and military employees of the United States Air Force. Gordley, 

Lemasters, Simpson, and Yinn, (2000) administered a comprehensive questionnaire to  evaluate 

the associations between race and job factors such as job stress, handling chemical mixtures 

and being a military or civilian employee of the U.S. Air Force. Multiple logistic regression 

analysis of questionnaires indicated no statistically significant association between work-

related stress and menstrual disorders, but life event stress was significantly associated with 

dysmenorrhea and hypermenorrhea. Having one or more menstrual disorder was significantly 

associated with life events by race interaction. Non-Caucasian participants in the study had 

significantly increased risks of hypermenorrhea and abnormal cycle length. The prevalence of 

menstrual disorders in the sample was 31.2% for dysmenorrhea, 17.9% for hypermenorrhea, 

and 12.0% for abnormal cycle length (Gordley et al, 2000). The results of the study indicated 



that while work stress was not an important factor in determining menstrual disorders, life stress 

was.   

 Rowland et al. (2002) studied the influence of medical conditions and lifestyle factors 

on the menstrual cycle. Cross sectional data were collected from 3,941 premenopausal women 

participating in an Agricultural Health Study in the United States (aged 21 to 40).  Lifestyle 

variables were age, body mass, state, race, education, smoking, alcohol consumption, and age 

at menarche. Medical factors considered were self-reported history of physician diagnosed 

rheumatoid arthritis, diabetes, stroke, high blood pressure treated with medication, depression 

treated with medication, goiter, thyrotoxicosis/Graves disease/excessive thyroid hormone and 

other thyroid disorders. The authors identified that self-reported Grave’s disease was associated 

with more than a fourfold increase in odds of long cycles, depression treated with medication 

was associated with nearly a doubling of inter-menstrual bleeding and irregular cycles and long 

cycles. A history of diabetes was associated with increased odds of irregular and long cycles. 

Histories of drug-treated high blood pressure, rheumatoid arthritis, stroke, goiter and other 

thyroid problems were not associated with menstrual cycle patterns. Having irregular cycles 

was associated with an increased risk of never having been pregnant, and long or irregular 

cycles were each associated with more than twice the odds of infertility (Rowland et al., p. 671). 

Although the study did not consider workplace issues, it highlighted that Grave’s disease, 

depression and diabetes were underlying health issues associated with differences in menstrual 

cycle function. This confirms the importance of considering underlying physical and mental 

health issues which may have an impact on the menstrual cycle.  

 In a study of randomly selected women veterans, Barnard, Frayne, Skinner, and Sullivan 

(2003) found that women veterans who reported one or more menstrual symptom, such as 

irregular menses, heavy bleeding, dysmenorrhea and PMS, had significantly lower health status 

compared with those reporting no menstrual symptom. Menstruating women (N = 1,744) were 

chosen out of a sample of 3,632. The women’s socio-demographic information, military 

experience details, current physical symptoms, medical conditions, and mental health status 

data were collected using a postal survey. Mental health status was measured by the Medical 

Outcomes Short Form, SF-36. The SF-36 variables include energy, vitality, physical 

functioning, bodily pain, general health perceptions, physical role functioning, emotional role 

functioning, social role functioning and mental health. Women with menstrual symptoms had 

significantly lower scores for all variables of the SF-36, (p < 0.01), except energy and vitality 

(p < 0.05), both before and after adjusting for socio-demographic, psychosocial, and 

comorbidity variables. Although the study focused on former military personnel specifically, a 



standardized measure was used, and physical functioning, bodily pain, general health 

perceptions, physical role functioning, emotional role functioning, social role functioning, and 

mental health issues were considered.  

 In a study of women serving aboard U.S. Navy ships, Kritz-Silverstein, Wingard, and 

Garland (1999) reported that smokers were at an increased risk of cramps or pain requiring 

medication or time off work. Information on the women’s weight, height, smoking, alcohol 

consumption and exercise was collected through self-administered surveys. Women were asked 

to indicate, whether over the previous 90 days, they had experienced cramps or pain during 

their period requiring medication or time off work, bleeding between periods, excessive 

frequency of periods, heavy periods, periods lasting for longer than a week, scanty menstrual 

flow, and irregular periods. Participants consisted of 2,912 women aged 18 to 49. Younger 

women were more likely to report menstrual cycle symptoms and disorders. Compared to non-

drinkers, women who consumed more alcoholic drinks had a higher prevalence rate of heavy 

periods. Compared to women who exercised less than twice per week, women with a higher 

frequency of exercise were more likely to have excessive frequency of periods (Kritz-

Silverstein et al., 1999). Interestingly, officers, who represented 5% of the sample in the study 

were less likely to report several categories of menstrual symptoms. The study only focused on 

an occupation-based sample, and although it explored lifestyle factors, there was no explanation 

of possible underlying stress conditions that had an impact on the lifestyle factors.  

 

Dysmenorrhea and Stress 

 

 A population-based prospective study conducted by Wang et al. (2004) found a 

significant association between stress and dysmenorrhea. The researchers stated that 

“dysmenorrhea is the most common gynaecological disorder in women of reproductive age. 

Despite the association between stress and pregnancy outcomes, few studies have examined the 

possible link between stress and dysmenorrhea” (p. 1021). Participants consisted of 388 full-

time female Chinese textile workers, aged 20 to 34, who were newly married, and who had 

obtained permission to have a child under China’s Family Planning policy.  

 In the Wang et al. (2004) study, menstrual pain was defined as abdominal or low back 

pain during menstrual bleeding, and dysmenorrhea was defined as two or more days of 

menstrual pain within a menstrual cycle. Dysmenorrhea for each prospectively observed 

menstrual cycle was based on daily diary records where women recorded the occurrence of 

menstrual pain (yes or no). Past history of dysmenorrhea was assessed by a baseline 



questionnaire which asked “Did you experience dysmenorrhea during your menses during the 

past 12 months?” Perceived stress was assessed by the use of a daily diary during the menstrual 

cycle, in which each woman answered the question “How would you describe your level of 

stress?” with not stressful, a little stressful, or very stressful. Daily stress was coded as low, 

medium and high. Cycle-specific stress was defined during three phases: during the entire 

menstrual cycle, during the follicular phase, and during the luteal phase. Within each phase, 

high stress was defined as one or more day of reported high stress.   Medium stress was defined 

as one or more day of reported medium stress but no reported high stress. Low stress was 

defined as no reported high or medium stress. Cycle-specific stress variables were used to 

predict the occurrence of dysmenorrhea in the subsequent menstrual cycles (p. 1023). The 

researchers found that the overall incidence of dysmenorrhea was 28% over 1,160 prospectively 

reported cycles, where rates of dysmenorrhea increased with increasing levels of perceived 

stress. Dysmenorrhea was reported by 21.9% of the women with low stress, 28.7% for women 

with medium stress, and 43.9% for women with high stress.  Wang et al. (2004) observed that: 

 Perceived stress in the follicular phase of the menstrual cycle appeared to have a 

 greater influence on subsequent dysmenorrhea than did stress in the luteal phase; 

 stress during both phases was associated with the highest risk of dysmenorrhea in the 

 following cycle. A history of dysmenorrhea either in the preceding cycle or as 

 reported at baseline, appeared to strengthen the association between stress and 

 dysmenorrhea in the subsequent cycle. (p. 1024) 

 

 The weakness in the study by Wang et al. (2004) was that it relied on self-reports of 

perceived stress rather than the use of a standardized instrument. The study also relied on 

women’s own self-descriptions of pain symptoms, and only focused on an occupation-specific 

population. However, the study is relevant as it was a workplace based study, and indicated an 

association between stress and menstrual pain.   

 In another study of nurses in Taiwan (N = 151), Chung, Yao, and Wan (2005) used 

questionnaires and life/work diaries to consider the association between menstrual cycle 

function, dysmenorrhea, lifestyle and working conditions. Participants consisted of nurses aged 

21 to 44, working in wards, emergency rooms, intensive care units, outpatient departments and 

operating theaters. Pregnant women and women planning to become pregnant were excluded 

from the study. Questionnaires collected demographic data, lifestyle data (smoking, passive 

tobacco exposure, drinking behavior, coffee consumption, self-perceived life satisfaction, self-

perceived life stress, and major stressors), menstrual history, experience of dysmenorrhea, and 

Basal Body Temperature measurement over a year. Participants were given a life diary to 

monitor daily life events (sleep hours, exercise frequency, number of cold drinks), menstrual 



bleeding times, perceived bleeding amounts, and dysmenorrhea symptoms.   The work diary 

included the number of patients the nurse cared for, working hours, shift work, self-perceived 

work satisfaction, self-perceived work stress, and major stressors. More than 90% expressed 

satisfaction in their current lives, and 16% felt strong life stress, particularly those who worked 

in the Intensive Care Unit. Main sources of stress were reported from home life such as 

housekeeping work, taking care of family and maintaining family relationship (Chung et al., 

2005, p. 150). The researchers found that  lifestyle factors such as passive tobacco smoke 

exposure, perceived life satisfaction, perceived stress, and working factors (such as years 

worked, perceived work satisfaction and perceived work stress) were not significantly related 

to menstrual cycle regularity (length, duration, and amount of bleeding).  However, Chung et 

al. (2005) found that around 70% of the nurses complained of occasional or frequent 

dysmenorrhea (p.155). Most of the nurses who complained of dysmenorrhea were single young 

single nurses or nurses with lower body weight/Body Mass Index. Sixty percent of the nurses 

with regular menstrual cycles and fixed night shifts had a menstrual cycle of less than 25 days 

(noting that this could be attributable to the regulation of endocrine at night time).  

Dysmenorrhea was related to age (p < 0.01), marital status (p < 0.01), and perceived life 

satisfaction (p < 0.05). The study was only focused on an occupation-based sample (nurses) 

and a weakness of the study is that it relied on self-report data (life diaries) and a questionnaire 

rather than the use of standardized tools. Nevertheless, the study by Chung et al. (2005) is 

relevant as it indicated that sources of stress, which had an impact on symptoms, were more 

likely to be caused by stress in the home.  

 

Effort Reward Imbalance and Menstrual Disorders 

 

 In a study designed to explore the separate and the combined effects of work and family 

stress on menstrual disorders and fibrocystic changes, Zhou et al. (2010), found that the risk of 

menstrual disorders was significantly increased in relation to work and family stress. Menstrual 

disorders, but not fibrocystic changes, were associated with stress from work and family life in 

working women. Participants consisted of 1,642 full time female railway workers in China, 

aged 20 to 55, who had a menstrual cycle in the previous 6 weeks. Women who were excluded 

from the study were those who had used contraceptives in the past 12 months, had a history of 

pregnancy or abortion in the past 12 months, or had any diagnosed reproductive disease other 

than menstrual disorders or fibrocystic changes.   



 Zhou et al. (2010) used two standardized measures. Work stress was measured by the 

Effort- Reward Imbalance Questionnaire (ERI). The ERI consists of 23 items, with three sub-

scales: effort (six items), reward (11 items covering salary, promotion prospects, esteem and 

job security) and over-commitment (six items measuring a personal pattern of coping with work 

demands. The items on the ERI are scaled on a four point Likert scale: strongly disagree to 

strongly agree. The Family Stress Scale measured relationship and conflict with family 

members, care giving, household workload, and economic burden (using a Likert scale, from 

strongly disagree to strongly agree). Menstrual and breast conditions were evaluated by a 

gynecologic interview and medical examination. The diagnosis of menstrual disorders was 

based on individual interviews conducted by a female gynecologist. Three categories of 

menstrual disorders were identified: (a) abnormal cycle length (interval between cycles less 

than 24 or greater than 35 days), (b) hypermenorrhea (either excessive bleeding of more than 

seven days or the amount of menstrual bleeding reported as heavy) and (c) dysmenorrhea 

(presence of menstrual pain severe enough to have an impact on women’s daily activities). 

Fibrocystic issues of breast tissue were measured by near-infrared transillumination breast 

spectroscopy (TIBS). Rates of menstrual disorders in the sample were 59.3%, and fibrocystic 

changes at 54.8%. Women who had menstrual disorders reported significantly higher effort, 

over-commitment, effort-reward imbalance, family stress, and significantly lower reward than 

those who did not (Zhou et al., p. 363). No significant relationships were found regarding 

fibrocystic changes. The researchers found the following:   

 Consistent associations between menstrual disorders and both work and family 

 stress even after adjustment for demographic and gynecological confounding 

 factors. Moreover, a combined exposure to high work stress and high family stress 

 was observed to be associated with menstrual disorders, though no association 

 between stress and fibrocystic changes was found. Similar results were observed by 

 examining the associations between stress and three types of menstrual disorders 

 (abnormal cycle length, hypermenorrhea and dysmenorrhea). (Zhou et al., 2010, p. 

 364) 

 

 The strengths of the Zhou et al. (2010) study were: (a) the use of two standardized tests 

(i.e. the ERI and the Family Stress Scaled), (b) the large sample population, and (c) the presence 

of a gynecologist to assist in the definitions of menstrual disorders for clinical diagnoses. 

Limitations of the study were the focus on occupation-based participants, and not considering 

education, lifestyle factors and physical health issues. The authors stated that their results called 

for:  

 Tailored intervention measures to reduce the burden of stressful psychosocial work 

 and family environment on working women. Practical measures should focus on, 

 raising an awareness of stress recognition among working women,  improving career 



 prospects (continuous training, appropriate remuneration, and harmonious 

 interpersonal relations); and offering services by the organization (work- family 

 balance arrangements, flexible work schedule, and coping education). Such 

 measurements are an important prerequisite for women’s reproductive well-being. 

 (Zhou et al., 2010, p. 365) 

  

 A unique study using a large scale sample from the general population was conducted 

by László and Kopp (2009) who also indicated that, “despite the high prevalence of 

dysmenorrhea and the plausibility of the relationship, little attention has been paid to the 

association between work-related stress and menstrual pain” (p. 157). The authors also noted 

that most studies have focused on specific occupations such as nurses, cotton mill workers, 

textile workers and airforce workers (p. 161). László and Kopp (2009) found that work stress 

was associated with dysmenorrhea. Participants consisted of 821 pre-menopausal working 

women, who were not pregnant. Work stress was measured by an abbreviated version of the 

Effort-Reward Imbalance Questionnaire (ERI). This measure consists of fifteen items which is 

divided into three scales, effort (three items: time pressure, frequent interruptions and 

disturbances, and increasing demands on the job), reward (six items: job promotion prospects, 

undesirable changes in the work situation, job security, respect and monetary gratification). The 

effort scale consists of two answers. Respondents answer whether they are exposed to different 

stress factors, and if yes, indicate the extent of distress. The over-commitment scale consists of 

six items assessing the inability to withdraw from work obligations. Items are scaled on a four 

point Likert scale: strongly disagree to strongly agree. The Family Stress Scale measured 

relationship and conflict with family members, care giving, household workload, and economic 

burden (using a Likert scale, from strongly disagree to strongly agree). Demographic data 

consisted of occupational class, personal and mother’s education, marital status, attempts at 

conception, number of children, smoking, weight, height, and Body Mass Index. Engagement 

in physical activity was also documented.  

 In the study by László and Kopp (2009), depression symptoms were assessed using an 

abbreviated version of the Beck Depression Inventory. To assess menstrual pain, participants 

were asked the question: “Does menstrual pain limit your daily activity?” to which the response 

was Yes or No. The researchers found that after controlling for age, occupational class, mother’s 

education, marital status, number of children, unsuccessful conception of one year, previous 

miscarriage, smoking, body mass index, physical activity and depressive symptoms, that effort-

reward imbalance and over-commitment were associated with an increased risk of menstrual 

pain. The researchers suggested that the relationship between work-related psychosocial factors 

and painful menstruation should be further investigated to determine factors that may explain 



this situation. The researchers noted that “it is plausible that mental health does not act only as 

a confounder in the relationship between work stress and dysmenorrhoea, but also as a potential 

mediator of this association” (László & Kopp, 2009, p. 161). The researchers also suggested 

that “behavioural risk factors may also mediate between work stress and primary 

dysmenorrhea” (p. 161), and found that “the association between work stress and dysmenorrhea 

was not influenced by health behaviours” (p. 161).  László and Kopp (2009) concluded that: 

 The relationship between work-related psychosocial factors and painful menstruation 

 needs to be further investigated to determine factors that may explain this relationship.  

 If a causal relationship between work stress and dysmenorrhea is supported by future 

 studies, workplace stress programs aiming to reduce stress at work might attenuate the 

 negative effects of this menstrual disorder and will reduce the costs burdening society. 

 (p. 162)   

 

 One of the limitations of the study was that the assessment of menstrual pain was limited 

to one question: “Does menstrual pain limit your daily activity?” (Yes or No).  However, the 

study was unique as it also combined psychosocial theory and offered several new 

considerations for conducting future studies.   

 

Summary 

 

 In the literature review I covered topics relevant to the variables covered in this study.   

Several factors have been described, including medical, socio-cultural, and workplace issues.  

It was necessary to cover physical and emotional symptoms from a broader perspective and in 

less depth (rather than explicit details) because this study was not about a specific type of 

menstrual disorder. More focus was placed on studies that have looked at the menstrual cycle 

and stress issues. Similarly, stress variables were measured in this study using a validated tool. 

In general, most menstrual cycle studies with a workplace focus have been based around 

reproductive issues and/or stress, with little consideration of broader psychosocial issues, and 

mostly excluding in-depth qualitative elements. To investigate the subjective experiences of 

women who experience chronic symptoms, and workplace issues, this study used an 

exploratory sequential model, with the weighting on the qualitative data where interviews 

exposed issues of gender discrimination. The next sections describe the methods and results, 

and conclude with a discussion. What happens when difficult menstrual cycle symptoms are 

experienced in the workplace, and what are the psychosocial issues that may occur within the 

workplace? 
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Chapter Three: Methods 

 

 

 This chapter starts with an overview of the study design, followed by qualitative 

methods, quantitative methods, and descriptions of the quantitative measures used in the study. 

The study was an exploratory sequential mixed methods design; therefore the qualitative and 

quantitative segments are discussed separately. Mixed methods research, also known as “The 

Third Methodological Movement,” is a fairly new research method, and growing in popularity 

in social, behavioral and health studies. According to Teddlie and Tashakkori (2009), “The MM 

research tradition is less well known than the QUAN or QUAL traditions because it has 

emerged as a separate orientation during only the past 20 years” (p. 7). Creswell and Plano 

Clark (2007) further described mixed methods: 

 Mixed methods research is a research design with philosophical assumptions as well 

 as methods of inquiry. As a methodology, it involves philosophical assumptions that 

 guide the direction of  the collection and analysis of data and the mixture of 

 qualitative and quantitative approaches in many phases of the research process. As a 

 method, it focuses on collecting, analyzing, and mixing both quantitative and 

 qualitative data in a single study or series of studies.  Its central premise is that the use 

 of quantitative and qualitative approaches in combination provides a better 

 understanding of research problems than either approach alone. (p. 5) 

 

A Definition of Mixed Methods Research 

 

 There are several reasons for considering a mixed methods study, bearing in mind that 

both qualitative and quantitative methods alone have specific weaknesses: 

 Mixed methods research provides strengths that offset the weaknesses of both 

 quantitative and qualitative research. This has been the historical argument for mixed 

 methods for the last 25 years (Jick, 1979). The argument goes that quantitative 

 research is weak in understanding the context or setting in which people talk. Also, 

 the voices of participants are not directly heard in quantitative research. Further, 

 quantitative researchers are in the background, and their own personal biases and 

 interpretations are seldom discussed. Qualitative research makes up for these 

 weaknesses. On the other hand, qualitative research is seen as deficient because of 

 the personal interpretations made by the researcher, the ensuing bias created by this, 

 and the difficulty in generalizing findings to a large group because of the limited 

 number of participants studied. Quantitative research, it is argued, does not have these 

 weaknesses. (Creswell & Plano Clark, 2007, p.9) 

 
 



 Mixed methods designs may either be fixed or emergent. “In a fixed design, the methods 

are predetermined at the start of the research process…In an emergent design (or cyclical) 

design, the methods emerge during the process of the research rather than being predetermined 

at the outset of the study” (Creswell, Klassen, Plano Clark, & Clegg Smith, 2011, p. 7).   

 

Philosophical Foundations 

 

 According to Creswell and Plano Clark in Designing and Conducting Mixed Methods 

Research (2007): 

 Pragmatism is typically associated with mixed methods research. The focus is on the 

 consequences of research, on the primary importance of the question asked rather  than 

 the methods, and multiple methods of data collection inform the problems under 

 study. Thus it is pluralistic and oriented toward “what works” and “practice.” (p. 23) 

 

 In relation to pragmatism, the authors further explained that “It draws on many ideas, 

including employing ‘what works,’ using diverse approaches, and valuing both objective and 

subjective knowledge” (p. 26).  Creswell and Plano Clark (2007) cited Tashakkori and Teddlie 

(2003, pp. 26-27) who suggested that: 

 1. Both quantitative and qualitative research methods may be used in a single study. 

  

 2. The research question should be of primary importance- more important than either 

      the method or the philosophical worldview that underlies the method. 

 

 3. The forced-choice dichotomy between postpositivism and constructivism should be 

     abandoned. 

 

 4. The use of metaphysical concepts such as “truth” and “reality” should also be    

     abandoned.  

 

 5. A practical and applied research philosophy should guide methodological choices. 

 

    In “Best Practices for Mixed Methods Research in the Health Sciences,” Creswell, 

Klassen, Plano Clark, and Clegg Smith (2011) stated that “optimally, all studies draw upon one 

or more theoretical frameworks from the social, behavioral or biological sciences to inform all 



phases of the study. Mixed methods studies provide opportunities for the integration of a variety 

of theoretical perspectives” (p. 4).   

 

 

Exploratory Sequential Design 

 

 

 Considerations were made from the beginning of this project to use mixed methods, but 

I was uncertain about the appropriate quantitative tools to use. It was hoped that a concurrent 

study would inform the development and utility of quantitative tools and also to collect data in 

a more efficient manner as mixed methods studies can be time consuming.  This study was an 

exploratory sequential emergent design, with parallel quantitative data collection.   

     

 

 

 

 

 

 

     PHASE ONE          PHASE TWO  

 

Figure 4. Exploratory Sequential Design 

 

Objective of the Study and Research Questions    

 

 This study addresses menstrual cycle symptoms, how they may have an impact on 

women while at work, and underlying psychosocial and health issues that should be considered.  

Three research questions informed this study: 

 1. How do menstrual disorders affect women in the workplace?   

 2. What are the physiological and psychological effects of menstrual disorders?  

 3. Are there underlying issues to consider?   
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 The primary aim of this research was to explore women’s personal experiences of 

difficult menstrual cycle symptoms and how these symptoms may have an impact on 

functioning while at work. The secondary aim was to collect quantitative data on possible 

underlying issues that may also be present, in the form of measured variables. To explore the 

research questions in greater depth, the exploratory sequential mixed methods model was used. 

According to Creswell and Plano Clark (2007): 

 This design is based on the premise that an exploration is needed for one of several 

 reasons: Measures or instruments are not available, the variables are unknown, or 

 there is no guiding framework or theory.  Because this design begins qualitatively, it is 

 best suited for exploring a phenomenon (Creswell et al., 2003). This design is 

 particularly useful when a researcher needs to develop and test an  instrument because 

 one is not available (Creswell, 1999; Creswell et al., 2004) or identify important 

 variables to study quantitatively when the variables are unknown.  It is also 

 appropriate when a researcher wants to generalize results to different groups 

 (Morse, 1991), to test aspects of an emergent theory or classification (Morgan, 1998), 

 or to explore a phenomenon in depth and then measure its prevalence….

 Researchers using this design build on the results of the qualitative phase by 

 developing an instrument, identifying variables, or stating propositions for testing 

 based on an emergent theory or framework. These developments connect the initial 

 qualitative phase to the subsequent quantitative component of the study. Because the 

 design begins qualitatively, a greater  emphasis is often placed on the qualitative data. 

 (pp. 75-77) 

 

 The taxonomy development model uses the qualitative phase to identify important 

variables to develop a classification system or develop an emergent theory and the quantitative 

phase studies these in more detail. This model was used during this research project to 

categorize topics and follow up with measured variables using quantitative tools.  

 

Weighting 

 

 The exploratory sequential design focuses on qualitative data, with quantitative data to 

support findings. According to Creswell and Plano Clark (2007),  

 Morgan (1998) advised that the weighting in a study be based on the strength of 

 which data collection method (quantitative or qualitative) is best suited to address the 

 study’s goals or purpose. The weighting is thus influenced by the goals, the research 

 question(s), and the use of procedures from research traditions such as quantitative 

 experimental designs or qualitative case study designs. (p. 82) 

 

 

 

 



 

Challenges in Using This Design 

 

 Concerns for this study were time, lack of funding, lack of resources, and working 

independently. Creswell and Plano Clark (2007) stated that “it takes more resources to 

implement a study that gives equal weighting to the two methods. Therefore, with limited 

resources, a researcher may choose to prioritize one method (quantitative or qualitative) and 

devote fewer resources to the secondary method (qualitative or quantitative)” (p. 82). It was 

decided to place the weighting on the qualitative study to gather rich, descriptive subjective 

data, with quantitative data to support the taxonomy developed from the interviews. 

Quantitative tools were provided to the qualitative interviewees during phase one for 

considerations of time and also to consider whether the tools were appropriate, also to further 

develop the Participant Information Form for data gathering. According to Teddlie and 

Tashakkori (2009), for sequential mixed designs, “the research questions and procedures for 

one strand depend on the previous strand. QUAL and QUAN phases are related to one another 

but may evolve as the study unfolds” (p. 143). By providing the Patient Health Questionnaire 

and the Occupational Stress Inventory during the first phase, much was learned about the 

logistics of providing the tests, and this process assisted in the acknowledgement that the tools 

were appropriate for the variables that had been identified as the interviews progressed. By the 

completion of phase one, the categories and themes that had emerged seemed to match the 

variables that were to be measured by these tools and informed the further development of the 

Participant Information Form. Adaptations were only made for the Participant Information 

Form for online use.  

 

 

 

Qualitative Methods 

 

 

Participants 

 

  Participants for phase one (QUAL) were women living in the Republic of Ireland who 

had experienced difficulties with their menstrual cycles. They were recruited from the general 

population. Participants were recruited through Gumtree (an online community classifieds 



service) which offers free advertising services for six months. An advertisement was placed 

under the topic of “Jobs” and the sub-topic of “Volunteering & Charity Work” (Appendix D). 

A second advertisement was paid for and placed on Active link (www.activelink.ie), an online 

network for non-profit organizations under the network’s volunteering section, using the same 

advertisement. Data from three pre-study interviews of women in Ireland were included in the 

qualitative sample.  

  Interested persons were sent a Participant Information Form for screening (Appendix 

E). Participants were chosen if they indicated three or more menstrual cycle symptom 

difficulties that were either physical or emotional in nature. Participants were sent an informed 

consent form to participate in the research (see Appendix H) which described the research 

project and clarified boundaries of the research (as described in the Ethics section of this study). 

If individuals were interested in participating in this study, after reviewing the documentation, 

they were sent the Patient Health Questionnaire (see Appendix L), which they brought with 

them to the interview or filled out in person if they didn’t have access to a printer. Participation 

in this study was voluntary and participants were given the option to cease participation at any 

time. Participants were offered to attend an interview at my home clinical counseling practice 

or at a location of the participant’s choice. Nine interviews were conducted at the participant’s 

home, eight were conducted at my counseling practice, and two interviews were conducted over 

Skype.  

 Three pre-study interviews, which I conducted in May of 2010, were transferred into 

this study. Recruitment and interviews four through nineteen took place from February to 

December of 2011. It was difficult to source participants as I was working in private practice 

without access to an organization, and perhaps because the topic is quite specific.  Recruitment 

was sought from the general public rather than through doctor’s offices or clinical populations. 

Also there was a limited budget. Another consideration was that busy working women or 

working mothers may not have had much time for volunteering. Also, people have busy 

personal and working lives to tend to. Recruitment was challenging throughout both the 

qualitative and quantitative phases of this research project.    

 Participants were recruited through the community and considered if they felt that they 

had mood symptoms related to their menstrual cycle (before, during or after), had experienced 

discomfort and difficulties related to the menstrual cycle, had difficulties at work and with 

personal relationships related to their cycle, and lived and had experience of working in Dublin. 

Applicants were screened through the Participant Information Form, and selected if they 

indicated that they had experienced heavy bleeding, bothersome cramping or loss of period (not 



pregnancy related) and at least three symptoms (emotional and/or psychological) that had an 

impact on their lives while at work. Participants were required to be living Dublin so that 

participants could be interviewed in person (to facilitate access). One person lived in a different 

county and wanted to participate, so she was interviewed through Skype. All ages over eighteen 

were considered to explore a diverse population and to gather varied perspectives.  

 Participants were not eligible if currently pregnant, living outside of the Republic of 

Ireland, under 18, or from a clinical population. Participants were not recruited through medical 

practices or through organizations (specific businesses or special interest groups). Purposive 

sampling was used to gain access to individuals who could relate experiences about difficult 

symptoms experienced with their menstrual cycle.  

 

Qualitative Phase One 

 

 

 

 

 

 

 

 

Figure 5. Qualitative Phase One 

 This project was initiated in January of 2010. During the first 11 months, theoretical 

perspectives, research methodology, programme design and the development of interview 

questions were considered. Bio-psychosocial and gender issues were also taken into account.  

A few basic questions were developed for a pre-study to gain insight into issues of menstrual 

disorders considering physical, emotional and psychosocial factors. The pre-study was used to 

develop an Interview Guide.  

 

Pre-Study  

 

 Six pre-study interviews were conducted from April 28th - May 30th of 2010.  Interviews 

were digitally recorded with a laptop, a microphone, and a free open source software 

programme called Audacity to record the interviews. Audacity is an audio editor and recorder 

for Windows, Mac OS X, GNU/Linux and other operating systems. Audacity can be used to 
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record live audio, convert tapes and records into digital recordings or CDs, edit sound files, and 

change the speed or pitch of a recording (Audacity Audio Editor, Version 2).  

Purposive sampling was considered in terms of physical and emotional symptoms 

relating to the menstrual cycle. Three expatriate women living and working in Munich, 

Germany (researcher place of residence at the time) were interviewed initially. These three 

participants had experienced menstrual symptom difficulties due to diagnosed gynecological 

issues- specifically, ovarian tumors, adenomyosis with menorrhagia, and fibroid tumors.  

Participants were recruited by word of mouth. Participants were given choice of where to 

interview.  One participant in Germany was interviewed at her home. 

 Travel to Ireland was required to interview two working Irish residents. The third Irish 

resident was interviewed via Skype, which was recorded. Skype posed a difficulty when 

interviewing. Breaks and overlaps in conversation occurred which were distracting and 

interrupted the flow of the interview. There was a difficulty in discerning certain words when 

transcribing and there was a considerable amount of frustration involved with breaks in 

conversation with an increase of pauses and disruptions caused by technical issues (that do not 

occur in person). All interviews were transcribed and coded using grounded theory 

methodology, which is further described in the Grounded Theory Analysis section.  

 Initial interview questions were open-ended and considerations were made for how to 

screen participants in the wider study once back in Ireland. From a bio-psychosocial 

perspective, areas of interest were in underlying health conditions and socioeconomic 

conditions that might have an impact on women’s health and menstrual cycles.  Considerations 

were made for the grim economic conditions in Ireland that could impose on psychosocial 

issues and stress levels. Interviews ranged in time from 10-30 minutes. Pre-study interview 

questions: 

 During the past 12 months, have you had any menstrual problems, such as heavy 

bleeding, bothersome cramping, or premenstrual syndrome (PMS/PMT)? 

 

 Do you have any diagnosed health conditions?   

 

 What menstrual related symptoms have you experienced which particularly affect 

you?  (Ex: cramps, heavy bleeding, mood) 

 

 Describe any experiences you have had of your menstrual cycle affecting your life: 

(Ex: missing work or social events, effects on relationships). 

 

 How has the economic crisis affected you?   



 The results from the pre-study provided a few observations for the development of the 

qualitative questions and for the choice of quantitative tools. Six out of six women interviewed 

had been diagnosed/medically treated for other ailments. Four out of six had major surgeries. 

All had at least a bachelor’s degree. Four out of six felt that premenstrual symptoms had 

affected their lives in the past. Five out of six felt that cramps had affected their lives in the 

past. Two out of six felt that heavy bleeding had affected their lives. Two out of six (both in 

Dublin) had felt the effects of the economy. The economy was more of a conversation piece for 

the Irish participants who had been affected mostly by changes in government and business 

issues such as funding, budget cuts, and staff reductions. Four out of six felt that their menstrual 

cycle had impacted on their social lives in the past and decisions about going out.  

 These initial questions were evaluated and further developed for the remainder of the 

study. It was decided not to include the questions about PMS as it was considered that the 

question could influence women's descriptions and perspectives of their symptoms. It was also 

considered that PMS is thought to be a Culture-Bound Syndrome and better to allow women to 

name or describe symptoms themselves. Also, this study was not particularly about PMS. 

Glaser suggested that researchers should guard against forcing interview data into preconceived 

categories (Glaser, 1978) and this was taken into consideration while developing the interview 

guide.  

 As this study was focused on women in Ireland, coded data (excerpts) from interviews 

that were conducted in Munich were not included in the final study but were used to consider 

research questions and early themes. (Data coded from the three interviews conducted with 

women living in Dublin were incorporated into the final qualitative data set). Three areas were 

considered: physical symptoms, emotional symptoms and psychosocial issues (also considering 

the economic crisis in Ireland which had major implications on people in the Republic). These 

early themes were put into a coding paradigm and used to consider relevant qualitative 

questions and to think about appropriate quantitative tools for the larger project.   

 

Special Concerns 

 

 Considerations were made about the difficulties of linking symptoms to external 

influences such as psychosocial issues. Perceptions of experiences are an issue for retrospective 

studies where issues of recall accuracy of the participant can be a concern.  Reflection took 

place on recruitment, how to access information, and how to validate details.  According to 

Flick (2009): 



 Biographical research is an example of retrospective studies in which retrospectively 

 from the point in time when the research is carried out, certain events and processes 

 are analyzed in respect of their meaning for individual or collective life histories.  

 Design questions in relation to retrospective research involve the selection of 

 informants who will be meaningful for the process to be investigated. They also 

 involve defining appropriate groups for comparison, justifying the boundaries of the 

 time to be investigated, checking the research question, deciding which (historical) 

 sources and documents should be used in addition to interviews. Another issue is how 

 to consider the influences of the present views on the perception and evaluation of 

 earlier experiences. (p. 136) 

  

 Flick (2009) advises that “One danger in any retrospective research is that the current 

situation (in which an event is recounted) influences overlaps with the earlier situation (which 

is recounted) or influences any assessment of past events” (p. 136). But what do the phenomena 

of the causes (physical and emotional symptoms and psychosocial issues) really indicate and 

how could they be measured? Stress was a consideration as well as methods of how to measure 

stress and any underlying health issues (affordably). The following issues were considered in 

this exploratory design: 

 How to access personal experiences of the person from initial onset of the menstrual 

cycle up to the present. 

 

 How to gain information on underlying health conditions that may exist or 

contribute to physical or emotional symptoms that may occur during the menstrual 

cycle.   

 

 How to gather information on experiences of the person of experiencing symptoms 

that may impede on work performance or personal lives. 
 

 How to recruit and sample. 

 

 

Interview Guide 

 

 

 The Interview Guide was developed from June to October of 2010. Considerations were 

made to match research questions and appropriate quantitative tools during this time as well. 

The initial question for the qualitative interview used a conversational entry to encourage 

participants to speak freely about themselves, their experiences and to gain insight into the 

subjective experiences that women had of their menstrual cycles from onset up to working age. 

General prompting questions were used to gain insight into how women have coped with 



symptoms. Process orientation was used to further understand what was going on in the 

participants’ lives. Specific prompting was helpful to gain more detailed information, and 

problem centering to gain personal perspectives on specific topics (Appendix F, Interview 

Guide). Rationale and methods for the Interview Questions can be found in Appendix G). Two 

questions about differences between women and men were asked: “From your own perspective 

and experience, how do you feel that women's health needs differ from men's?” And “From 

your own perspective and experience, how do women's needs in the workplace differ from 

men's?” These questions were asked to gain insight into gender differences and Glaser’s 

warning about “forcing interview data into preconceived categories,” was considered when 

coding. The theme of being different came through all of the categories in terms of experiencing 

and coping with symptoms, temporary impairment and workplace issues. These issues are 

explained in the Qualitative Analysis section. 

 

Interview Process 

 

 To explore women’s personal experiences of their menstrual cycles, semi-structured 

interviews were conducted and analyzed using the constant comparison method of grounded 

theory. Interviews were digitally recorded using Audacity with a laptop and microphone.  

Transcripts were typed up by the researcher which enabled in-depth analysis of the data to 

consider themes and codes and the ability to listen closely to participant responses. Each 

participant filled out a Participant Information Form, a Patient Health Questionnaire (PHQ), 

and the Occupational Stress Inventory-Revised (OSI-R). Participants were emailed the 

Participant Information Form and the PHQ and brought them with along when attending for 

interview. The OSI-R was given to the participants after the interview process. Interview times 

ranged from 40 minutes to 3 hours (including the OSI-R). Each interview was analyzed line by 

line to identify emerging themes using the constant comparative method of grounded theory.  

 

Grounded Theory Analysis 

 

 According to Charmaz (2010), “Grounded theory methods consist of systematic, yet 

flexible guidelines for collecting and analyzing qualitative data to construct theories ‘grounded’ 

in the data themselves” (p.2). Grounded theory analysis involves line-by-line analysis of 

content to identify emerging themes from a data set. Codes are extracted from the text and then 

grouped into concepts leading to categories, which are the basis for the creation of a theory or 



theme set. Further, grounded theory enables the researcher to enter into the interviewee’s 

subjective world: 

 Grounded theorists collect data to develop theoretical analyses from the beginning of a 

 project. We try to learn what occurs in the research settings we join and what our 

 research participants' lives are like. We study how they explain their statements and 

 actions, and ask what analytic sense we can make of them. (Charmaz, 2010, pp. 2-3) 

 

 Charmaz (2010) views grounded theory methods as a set of principles and practices, not 

as prescriptions or packages (p. 9). Research participants’ implicit meanings, experiential views 

and researchers’ finished grounded theories are constructions of realities; constructing 

grounded theory offers an interpretive portrayal of the studied world, not an exact picture of it 

(Charmaz, 2010, p. 10). She also suggests that grounded theorists’ background assumptions and 

disciplinary perspectives alert them to look for certain possibilities and processes in their data 

(Charmaz, 2010, p.16).    

 In terms of background assumptions and disciplinary perspectives, as both a counseling 

professional and a researcher, it was important for this researcher to consider clear boundaries 

between interviews and therapy sessions. Consideration was made to ensure that   interviews 

were about research and data-focused in a safe environment where personal information was to 

be shared freely without therapeutic intervention. Also, as a professional with many years of 

counseling experience, it was important while coding interviews not to impose any 

preconceived ideas into the data. Therefore, the following was considered:  

 Grounded theorists evaluate the fit between their initial research interests and their 

 emerging data. We do not force preconceived ideas and theories directly upon our 

 data. Rather, we follow leads that we define in the data, or design another way of 

 collecting data to pursue our initial interests. (Charmaz, 2010, p.17) 

 

Charmaz further notes: 

Our respect for our research participants pervades how we collect data and shapes the 

content of our data. We demonstrate our respect by making concerted efforts to learn 

about their views and actions and try to understand their lives from their perspectives. 

This approach means we must test our assumptions about the worlds we study, not 

unwittingly reproduce these assumptions. It means discovering what our research 

participants take for granted or do not state as well as what they say and do. (Charmaz, 

2010, p. 19) 

 

Charmaz’s  summarized constructivist stance provided helpful guidelines (2010, p. 178): 



 The grounded theory research process is fluid, interactive, and open-ended. 

 

 The research problem informs initial methodological choices for data collection. 

 

 Researchers are part of what they study, not separate from it.  

 

 Grounded theory analysis shapes the conceptual content and direction of the study; 

the emerging analysis may lead to adopting multiple methods of data collection and 

to pursuing inquiry in several sites. 

 

 Successive levels of abstraction through comparative analysis constitute the core of 

grounded theory analysis. 

 

 Analytic directions arise from how researchers interact with and interpret their 

comparisons and emerging analyses rather than from external prescriptions.  

 

 Phase one of this exploratory sequential study employed two differing approaches:  a 

constructivist perspective where qualitative data were gathered inductively with participant 

views from the bottom-up (to identify themes that emerged through constant comparison) and 

a pragmatic perspective, considering real world orientation and problem centering with a bio-

psychosocial worldview. 

 

Bias Awareness 

 

 According to Charmaz (2010), “When the interviewer and participant are both women, 

class, age, and/or race and ethnic differences may still influence how the interview proceeds” 

(p. 28). Bias awareness was a concern for a few reasons: being a female researcher, personal 

experience of endometriosis, clinical experience as a counselor, and training in rehabilitation 

counseling (which could influence the perspective as a researcher in qualitative analysis and in 

interviewing). The importance of being a female researcher, understanding issues of painful 

menstruation symptoms personally, and offering a sense of familiarity on the topic seemed to 

allow participants the ability to speak more freely about it during the interviews. The topic of 

difficult menstrual cycle symptoms was a personal one, and this was taken into consideration. 

Charmaz (2010, p. 28) notes the following: 

 



 Nonetheless, women from diverse backgrounds often volunteer to be interviewed for a 

 variety of sensitive topics. The quality of women's responses may range widely when 

 other people had silenced them about the interview topic. Their responses to the 

 interview may range from illuminating, cathartic, or revelatory to uncomfortable, 

 painful, or overwhelming. The topic, its meaning, and the circumstances of the 

 participant's life, as well as the interviewer's skills, affect how women experience their 

 respective interviews. (see also Reinharz & Chase, 2001) 

 

 Several of the women interviewed mentioned that having the option to discuss their 

symptoms freely was a good feeling. Two of the participants who discussed pain conditions 

were in contact approximately a year after their interviews to state that they had subsequently 

been diagnosed with gynecologic conditions. One had been diagnosed with endometriosis, the 

other with a very large ovarian cyst (which had also been causing back pain).   

 

Ethical Dilemma 

 

 Some ethical items of concern did occur. According to the British Psychological 

Society’s “Code of Ethics and Conduct,” (2009) the psychologist should:  

 Ask research participants from the first contact about individual factors that might 

reasonably lead to risk of harm, and inform research participants of any action they 

should take to minimise such risks. (p. 19) 

 

 Obtain the considered and non-subjective approval of independent advisors whenever 

concluding that harm, unusual discomfort, or other negative consequences may follow 

from research, and obtain supplemental informed consent from research participants 

specific to such issues. (p. 19) 

 

 Inform research participants when evidence is obtained of a psychological or physical 

problem of which they are apparently unaware, if it appears that failure to do so may 

endanger their present or future well-being. (p. 20)  

 

 Throughout the research process, dissertation supervisor and clinical counseling 

supervisor were consulted to discuss boundaries between counseling and research methods and 

issues regarding duty of care. Issues of disclosure and the dual roles of being a counselor and 

researcher were areas of concern where clients disclosed very personal information and some 

disclosed very significant clinical issues where care had not been sought. Being aware that the 

interviews were not therapy sessions and not there to provide an intervention or counseling 

session was very important. Clinical supervision by a PhD level psychologist was utilized to 

discuss any issues regarding duty of care where there was concern about participant’s welfare 

post-interview. In these cases, participants were provided with feedback in relation to specific 



areas of concern. Information on specific resources and details of any relevant local services 

were provided. (For example, public information resources were provided on issues such as 

managing PMS/PMDD and how to get help). During the interview process, four research 

participants were informed about areas of concern. After a discussion with clinical supervisor, 

it was decided to offer a free counseling consultation (any time, post-interview) to 

confidentially discuss the issues with them and to refer to appropriate professionals. One 

declined, and three others were sent information relating to the relevant issues of concern.   

 

Ethics and Informed Consent 

 

 An “Informed Consent to Participate in Research” document (Appendix H) was 

provided to all participants before the research process to provide information about the study.  

(Documents to the Irish residents used British English for the local population). Participants 

were informed: “Your participation is entirely voluntary and you can refuse to participate or 

stop participating at any time.” This form stated:  

 It is possible that talking about your experience in this way may cause some distress.  

 

 You may experience emotional or psychological discomfort. You will be interviewed by 

a qualified counsellor who can provide you with information on support services that are 

available to you in your area.   

 

 Participants signed the Informed Consent to Participate in Research document after a 

review and were encouraged to ask any questions. The Informed Consent form stated: “The 

purpose and nature of the study has been explained to me verbally and in writing,” as well as: 

I agree to the following: 

 

 I am participating voluntarily. 

 I give permission for my interview with Kimberly Fitzgerald to be tape-recorded. 

 I understand that I can withdraw from the study, without repercussions, at any time, 

whether before it starts or while I am participating. 

 I understand that I can withdraw permission to use the data within two weeks of the 

interview, in which case the material will be deleted. 

 I understand that anonymity will be ensured in the write-up by disguising my identity. 

 I understand that disguised extracts from my interview may be quoted in the dissertation 

and any subsequent publications. 

 I agree to quotation/publication of extracts from my interview.  



 

Risks and Benefits 

 

 Participation was fully voluntary. No monetary compensation was provided but travel 

was paid for by the researcher if participant used public transportation. Participants were 

informed of the risks and benefits of participation in the research; the following statement was 

noted on the Informed Consent form:  

 This is a research study and, therefore, not intended to provide a medical or 

 therapeutic diagnosis or treatment. The intervention provided in the course of this 

 study is not necessarily equivalent to standard methods of prevention, diagnosis or 

 treatment of a health condition. 

 

Member Checks 

 

  All participants were sent their transcripts by email for review, comments, and 

clarification. They were given two weeks to review and provide feedback or make corrections 

as explained in the Informed Consent to Participate in Research document. They were given 

the option to opt out of the research at any time. Corrections, clarifications, and additions were 

added to the final transcripts based on these member checks.    

 

 

Quantitative Methods 

 

 

 

 

 

 

 

 

 

Figure 6. Quantitative Phase Two 
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Participants 

 

 Data for the quantitative sample incorporated the quantitative data from the 19 

qualitative participants from phase one and the remaining forty- four from phase two. 

Participants for phase two were recruited from the general public as opposed to approaching 

clinical populations or specific companies or occupations. Participants were recruited through 

a paid advertisement in Activelink, an online network for Irish non-profit organizations 

(Appendix I) starting in December of 2011 under “volunteering.” To be eligible for the study, 

women were required to be living in the Republic of Ireland, over the age of 18 (with workplace 

experience), had identified that they had mood symptoms related to their menstrual cycle 

(before, during or after), or experienced difficulties related to the menstrual cycle, or who had 

experienced difficulties at work and with personal relationships related to their cycle.    

Young women (under the age of 18) were excluded from this study, considering that younger 

women may not have as much work experience.   

 Purposive sampling and snowball sampling were used for phase two, considering that 

it was difficult to source participants. Participants who responded to the advertisement assisted 

in recruitment by referring friends and colleagues to contribute to a women’s health study. 

Participants were not recruited through any online forums. This ensured that the participants 

were female, lived in Ireland, and were who they said they were. This probably made the 

recruitment process more time consuming and more difficult, but it ensured that the sample did 

consist of females living in Ireland and also excluded Internet trolls. Internet Protocol (IP) 

addresses were traceable during phase two from Survey Monkey to confirm the participant’s 

location.  

 

Measures 

 

 A self-designed questionnaire (Participant Information Form), the Occupational Stress 

Inventory-Revised (OSI-R), and the Prime MD Patient Health Questionnaire (PHQ) were used 

to collect quantitative data. For phase one, quantitative data were gathered concurrently during 

the qualitative interview process (participants one-nineteen) using paper-based tests (OSI-R and 

PHQ). Phase two consisted of participants 20-63. Three of these participants filled in paper-

based OSI-R and PHQ reports. Phase one informed phase two of this study in the following 

ways  (a) adaptation of the Patient Information Form, (b) confirmation that the OSI-R and the 



PHQ were appropriate tools to apply (considering variables identified in phase one), and (c) 

considerations for increasing the completion of the tests and making the quantitative tools more 

accessible (ease of use). Phase one involved interviews as well as filling in the three quantitative 

tools and this was very time consuming for the participants and the process in general. The 

remaining participants were provided the three quantitative tools online through Survey 

Monkey. The following sections describe quantitative data collection.    

 

Participant Information Form   

 

  This form was a self-designed questionnaire after six pre-study interviews.  Its   purpose 

was to (a) gather demographic information (b) screen participants, and (c) ask specific questions 

regarding symptoms. This form asked about psychological issues, health behaviors, work 

situation, and most importantly two questions that ask about how menstrual cycle symptoms 

have an impact on the participants when at work as no validated tool was available. Two forms 

were developed, a paper-based form (which was provided to participants in phase one), and an 

online version (for phase two).  

 For Phase One, Participants were emailed the Participant Information Form (Appendix 

E) and signed the Informed Consent form at the time of the interview. Phase one informed the 

development of this form for phase two. Unknown variables before the study were identified 

during the interviews and new questions were added to match data that was collected in phase 

one so that phase two could also measure these variables. One question was deemed 

unimportant for the study and was removed as it was not a common topic of focus during the 

interviews: “Do you have private health insurance?” 

 For Phase Two (Online Version), The revised Participant Information Form was 

provided online through Survey Monkey, which facilitated data collection and also made it 

easier for participants to access (Appendix J). Not only did the online version facilitate access, 

but it assisted to store data and review information from the Participant Information Form 

statistically. This also facilitated the monitoring of the completion of the surveys. As the 

interviews in phase one had provided rich data and more details, this form was adapted to gather 

the same information so that variables identified in phase one would also be measured in phase 

two. For the online version, the following questions were added: 

 What age were you when your menstrual cycle started? 

 How many children do you have? 

 What type of industry are you working in? 



 What is your current job title? 

 Do you have any diagnosed health conditions? 

 Please describe any health issues that you may have (ex: depression, allergies, etc.). 

 Are you currently taking any medications? (Including anti-depressants, birth control 

pills). 

 If you are taking any medications, please describe the type of medication and reason 

for taking it.  

 Research was conducted for online research ethics. A new consent form for the online 

study was created for electronic consent, similar to the consent form for phase one (Appendix 

J).    

 

Occupational Stress Inventory-Revised 

 

 To consider any work-related stress, strain and coping resources, the Occupational 

Stress Inventory-R (OSI-R), (Osipow, 1998) was used (Appendix K). This assessment tool was 

chosen because it additionally measures important personal variables such as resources, self-

care, social support, and rational/cognitive issues which were of interest for this study as 

psychosocial variables. The OSI-R measures three dimensions of occupational adjustment: 

occupational stress, psychological strain, and coping resources. Applications were made to the 

test providers, (Par Inc. for the paper-based tests, and Sigma Assessment Systems, Inc. for the 

online provision) to purchase tests and get clearance for using them. (This involved the 

provision of relevant qualifications and academic information). OSI-R scales assess three 

dimensions of occupational adjustment: 

 Occupational stress is measured by a set of six scales that make up the Occupational 

Roles Questionnaire (ORQ). The ORQ scales measure the following stress-inducing 

work roles:  Role Overload (RO), Role Insufficiency (RI), Role Ambiguity (RA), Role 

Boundary (RB), Responsibility(R), and Physical Environment (PE). 

 

 Psychological strain is measured by a set of four scales that make up the Personal Strain 

Questionnaire (PSQ). The PSQ scales reflect affective responses in four major 

categories: Vocational Strain (VS), Psychological Strain (PS), Interpersonal Strain (IS), 

and Physical Strain (PS). 

 

 Coping resources are measured by four scales that make up the Personal Resources 

Questionnaire (PRQ): Resources (RE), Self-Care (SC), Social Support (SS), and 

Rational/Cognitive Coping (RC). (Adapted from Par Inc. 2012) 



  

 Completion of the OSI-R takes approximately 30 minutes. The Occupational Stress 

Inventory Revised Edition™ (OSI-R™) Professional Manual (Osipow, 1998, p. 6) provides 

the following guidelines for the paper-based test: 

 

 The OSI-R test materials include an item booklet, a rating sheet, and profile 

 forms. The item booklet contains instructions to the respondent and the140 OSI-R 

 items. The front cover and page 3 of the item booklet contain instructions for the 

 respondent.   

  

 The rating sheet (Form HS) is designed for hand-scoring.  Each rating sheet is a two-

 part, carbonless form…. Two types of OSI-R profile forms are provided. The gender 

 profile form has a male profile grid on one side and the female profile grid on the 

 other side. The generic profile form can be used with the T-scores for total normative 

 sample or from an occupational group…Raw scores are transferred to the area 

 provided at the bottom of the appropriate profile form and then plotted on the profile 

 grid above.    

  

 Results from the paper-based tests were hand scored according to the guidelines 

provided in the test booklet.  The Occupational Stress Inventory Revised Edition™ (OSI-R™) 

Professional Manual advises against interpreting the total scores of the questionnaires ORQ 

(Occupational Roles), PSQ (Personal Strain), and PRQ (Personal Resources) because the 

individual scales provide detailed profiles of each domain and allow a more exact analysis of 

current stresses, strains, and resources (Osipow, 1998, pp. 8-9):   

 For the ORQ and PSQ scales, high scores suggest significant levels of occupational 

 stress and psychological stress, respectively. Because scores above 70T only occurred 

 in approximately 2% of the normative sample, scores at or above 70T indicate a strong 

 probability of maladaptive stress, debilitating strain, or both. Scores in the range of 

 60T-69T suggest mild levels of maladaptive stress and strain. Scores in the range of 

 40T-59T are within one standard deviation of the mean and should be interpreted as 

 being within normal range. Scores below 40T indicate a relative absence of 

 occupational stress or psychological strain…For the PRQ scales, high scores indicate 

 highly developed coping resources. For these scales, scores below 30T indicate a 

 significant lack of coping resources. Scores in the range of 30T-39T suggest mild 

 deficits in coping skills. Scores in the range of 40T to 59T indicate average coping 

 resources, whereas higher scores (i.e. ≥ 60T) indicate increasingly strong coping 

 resources.  

 

 According to the Occupational Stress Inventory Revised Edition™ (OSI-R™) 

Professional Manual, intercorrelations between the total questionnaire scores and the separate 

ORQ, PSQ and PRQ scores indicated the following:  

 As would be expected from the underlying model, a substantial and significant 

 negative correlation (-.54) was found between the PRQ and PSQ total scores, and a 



 similar negative correlation was found between the ORQ and PRQ total scores (-.33).  

 Conversely, a positive correlation was found between the ORQ and PSQ total scores 

 (.59). This finding was also supported by the pattern of correlations among  

 individual scales. Thus, high levels of coping were correlated with low levels  

 of strain and stress, supporting the model that resources (PRQ) correlated   

 negatively with stress (ORQ) and strain (PSQ). (Osipow, 1998, p. 24)   

 

 This tool was chosen to measure stress, strain and personal resources to consider 

psychological, physical, interpersonal and vocational issues. The psychological impact of stress 

and strain and the influence on affect and behaviors were of particular interest for this study. 

Osipow (1998) states that: 

 Given the individual who is unable to cope effectively with the various stresses in the 

 workplace, it has been postulated that strains will result that can be classified into four 

 major categories: (a) psychological, (b) physical, (c) interpersonal, and (d) vocational.  

 The four scales to measure these facets of strain make up the Personal Strain 

 Questionnaire of the OSI/OSI-R. (p. 22) 

 

 Osipow (1998, pp. 21-22) offers further concerns for measuring occupational stress and 

strain: 

 The strain resulting from occupational stress manifests itself in many different areas 

 and is not restricted to vocational behaviors. Psychological strain is reflected in 

 affective, subjective responses of various types. Examples include anxiety, 

 depression, and lethargy. Physical strains include the development of psychogenic-

 based disorders. Often these have cardiovascular implications. Sleep and eating 

 disorders and substance abuse may be present. Interpersonal and behavioral strains 

 involve behaviors that include withdrawal, isolation, anger, and  irritability toward 

 others. Finally, vocational strain is seen in the area of work  productivity, attendance, 

 and satisfaction. 

 

 As women with menstrual disorders often experience physical and emotional symptoms 

and may withdraw to cope with symptoms, the OSI-R was deemed a relevant tool as it measures 

personal resources in addition to occupational stress and strain.  

 Reliability. Reliability estimates were determined by test-retest and internal 

consistency analyses.  The OSI-R was administered to 62 Air Force Cadets with test-retest 

correlations ranging from a low score of .39 for Self-Care (SC) to a high score of .74 for the 

total PSQ score (Lombard, 1997). Only two correlations were less than .50, and all correlations 

between the two administrations were significant at the .01 level (Osipow, 1998, p. 24). The 

second reliability estimate used was an internal consistency analysis with a normative sample. 

Alpha coefficients for the OSI-R total questionnaire scores were .88 for ORQ, .93 for PSQ, and 

.89 for PRQ. Coefficients for individual scales ranged from .70 to .89 (Osipow, 1998, p. 24). 



 Validity. The Occupational Stress Inventory Revised Edition™ (OSI-R™) Professional 

Manual, states that validity data for the OSI and the OSI-Revised were derived from five 

principle sources: (a) convergent validity studies; (b) factor analyses; (c) correlational studies 

of the relationships of the scales to variables of practical and theoretical importance; (d) studies 

using the scales as outcome measures following stress reduction treatment; and (e) studies of 

the stress, strain, and coping model employing comparisons of selected criterion groups. 

Detailed information can be found in the manual. To compare the original OSI to this revised 

version: 

 …data were collected on a sample of 45 highway patrol cadets using both the OSI and 

 OSI-R (Elam, 1997)...Each of the 17 correlation coefficients was equal to or greater 

 than .63 and all were statistically significant. Overall,  3 correlations were in the .60 

 to .69 range, 10 in the .70 to .79 range, 3 in the .80 to .89 range, and 1 in the .90 or 

 above range. (Osipow, 1998, p. 24) 

 

 The results suggested considerable agreement between the two forms. The 

Occupational Stress Inventory Revised Edition™ (OSI-R™) Professional Manual, highlights 

various studies that have used the OSI-R and some have provided moderate to strong support 

of the validity of the OSI.  

 Phase One Procedures. Participants one through nineteen were provided paper-based 

OSI-R tests to fill out after the interview. Out of this qualitative sample, two of the participants 

did not complete the test. All tests were analyzed manually as outlined above. The female 

gender profile form was used. For the gender profile, T-scores were calculated by entering the 

participant’s raw scores onto the appropriate area of the form and referring to a vertical column 

to identify the T-score. Raw scores from each scale were converted to standardized, gender-

specific T- scores using the OSI-R Profile Form for Females with a mean of 50 and a standard 

deviation of 10. Raw scores and T-scores were later entered into SPSS for analysis.  

 Phase Two Online Procedures. Two of the participants for this phase were posted a 

paper based test (which included a self-addressed stamped envelope), and the remainder took 

the test online. The online OSI-R was provided online through Sigma Assessment Systems, Inc. 

to the remaining participants.  This made the test more accessible as it had proved challenging 

to motivate participants to complete the tests. These participants were sent an email with an 

access code and could complete the test through the testing website on their own time. Upon 

completion, an email was sent back to researcher’s email address and progress was documented. 

Sigma Assessment Systems, Inc. automatically stores test results and data which can be 

transferred electronically for external analysis. Although it was more costly than the paper-



based tests, it made data collection more efficient, easier to manage, and more accessible for 

participants.  

 

Patient Health Questionnaire 

 

 The Patient Health Questionnaire (PHQ) is a self-administered shortened version of the 

Primary Care Evaluation of Mental Disorders (PRIME-MD). The PRIME-MD was developed 

in the early 1990s by Robert Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues at 

Columbia University to diagnose common types of mental disorders. The PHQ was produced 

to provide a more efficient method of data collection considering time of administration 

required by the PRIME-MD. The PHQ was downloaded directly through the PHQ Screeners 

website (Appendix L). 

 The PHQ was used in this study to measure self-reported somatic and mental health 

symptoms. The PHQ assesses common types of mental disorders: somatoform, depression, 

anxiety, and disordered eating. It also provides insight into alcohol use/abuse and there is a 

question to indicate impairment. The PHQ consists of three main sub-scales: the PHQ-15 

measures somatoform symptoms; the PHQ-9 section is the depression scale, and the GAD-7 

measures anxiety. (These scales can be used separately but are all incorporated into the PHQ).  

The PHQ is available in several languages as a free download online.   

 The somatic scale was of interest as it not only measures menstrual cramps and problems 

with periods, but also measures symptoms such as back pain, feeling tired or having little 

energy, sleeping problems, pain during intercourse, headaches, dizziness, fainting spells, bowel 

problems and nausea which are common symptoms related to menstrual disorders. The 

depression and anxiety scales were relevant as many of the symptoms are similar to emotional 

symptoms experienced during the menstrual cycle.   

 Inappropriate Supplement. Although the main PHQ is a three-page diagnostic 

assessment tool, an additional fourth page is available (but not often used) which includes 

questions about menstruation, pregnancy and childbirth, and recent psychosocial stressors. This 

fourth page was not used as the researcher did not feel comfortable with two of the psychosocial 

questions: 

In the last 4 weeks, how much have you been bothered by: 

 (j) Thinking or dreaming about something terrible that happened to you in the past- 

like your house being destroyed, a severe accident, being hit or assaulted, or being 

forced to commit a sexual act. 

 



 In the last year, have you been hit, slapped, kicked or otherwise physically hurt by 

someone, or has anyone forced you to have an unwanted sexual act? (Appendix M). 

 

 These questions were deemed inappropriate and too intrusive for this study, (if not 

harmful to participants who might be triggered by past or current events), especially considering 

evidence in the literature review regarding trauma links to gynecological disorders and the 

potential emotional impact that such questions may have caused. This study was not interested 

in a history of abuse or trauma; these issues have been explored in-depth in other studies. Also 

the menstrual cycle questions did not cover areas of interest for this study. The fourth page may 

be of use for other studies or in primary care to evaluate external influences on a person’s health 

as it asks questions about non-occupational issues.  

 Reliability and Validity. To determine the prevalence of mental disorders amongst 

obstetric-gynecologic (OB-GYN) patients and to assess the validity and utility of the PRIME-

MD Patient Health Questionnaire, Spitzer, Williams, Kroenke, Homyak, and McMurray (2000) 

assessed 3,000 patients through 63 clinicians at seven OB-GYN clinics. The main areas 

assessed were PRIME-MD PHQ diagnoses, psychosocial stressors, independent diagnoses 

made by health professionals, functional status measures, disability days, health care use, and 

treatment or referral decisions. This study found that: 

 Current mental disorders were fairly prevalent, present in 1 in 5 obstetric-

 gynecologic patients. Patients with PRIME-MD PHQ diagnoses had more functional 

 impairment, disability days, health care use, and psychosocial stressors than did 

 patients without PRIME-MD PHQ diagnoses (P<.005 for all measures). Although 

 most clinicians judged the PRIME-MD PHQ to be useful in management decisions, 

 the questionnaire diagnosis of mental disorder rarely led to therapeutic 

 intervention. (Spitzer et al, 2000, p.1) 

 

 Considering that such issues are present in the OB-GYN population and that the issue 

of mental disorder diagnoses rarely led to therapeutic intervention was of particular relevance 

to this study. Issues of validity and reliability of the Patient Health Questionnaire are most cited 

in reference to Spitzer, Kroenke, and Williams (1999), and Kroenke, Spitzer, and Williams 

(2001). Further, an American study suggested that the PHQ-9 could be used without adjustment 

in different racial/ethnic groups and was a useful tool to help meet the mental healthcare needs 

of diverse populations (Huang, Chung, Kroenke, Delucchi, & Spitzer, 2006).  The PHQ was 

originally developed using American English (AE), however, it has been used extensively with 

other English speaking cultures. The difference between American English and British English 

would more or less be in spelling where clinical definitions would be commonly known by the 

relevant practitioners. Only one study where the PHQ has been used in studies in the Republic 



of Ireland was found at this time. Ryan, Gallagher, Wright, and Cassidy (2012) used the PHQ-

2 in a sample of patients with advanced cancer to evaluate the utility of brief screeners to 

evaluate psychological distress. They found that the PHQ indicated the best performance for 

combined sensitivity and specificity compared to other measures (although validity and 

reliability was not considered for the Irish population specifically).   The PHQ has been used in 

the United Kingdom (who use similar English and similar tools in psychological assessments 

as in Ireland) where the tool was found to be valid and reliable (Hancock & Larner, 2009; 

Spiller et al., 2010). Foreign translations of the PHQ have also indicated validity and reliability, 

as it has been translated into Arabic, Assamese, Chinese (Cantonese, Mandarin), Czech, Dutch, 

Danish, Finnish, French, French Canadian, German, Greek, Gujarati, Hindi, Hebrew, 

Hungarian, Italian, Malay, Malayalam, Norwegian, Oriya, Polish, Portuguese, Russian, 

Spanish, Swedish and Telegu. Reliability and validity has been indicated in Chinese (Yu, 

Stewart, Wong, & Lam, 2011), and in German (Allgaier, Pietsch, Frühe, Sigl-Glöckner, & 

Schulte-Körne, 2012). It was found to be a reliable, valid and useful screening instrument to 

detect depression, generalized anxiety and panic disorders in Spanish the version (Navinés et 

al., 2012).    

 Phase Two Online Version Permission. To facilitate the provision of the PHQ for 

phase two, permission was granted through PHQ Screeners (www.phqscreeners.com) to 

transfer it online through Survey Monkey (Appendix N). Participants were emailed a link to 

take the questionnaire through Survey Monkey (Appendix O, Online PHQ). It was then possible 

to monitor the progress of the test takers and also to document completion. 

 

Quantitative Data Analysis 

 

 Data were analyzed using descriptive statistics (for the Participant Information Form), 

and SPSS 20 was used to analyze data sets from the Occupational Stress Inventory-Revised.  

Further details are provided in Chapter Five (Quantitative Results).  

 

Summary 

 

 In general, the first phase of the study involved time-consuming and rigorous analysis 

of qualitative data. A table of themes and categories was developed and quantitative data were 

collected at the same time. The first phase informed the further development of the Participant 

Information Form to ensure that similar date were to be gathered. After the completion of the 



qualitative analysis, data from the PHQ and OSI-R were reviewed from the qualitative 

participants. A very basic analysis confirmed that variables and topics covered in the interviews 

were being collected through the three quantitative tools (Patient Health Questionnaire, OSI-R, 

and the PHQ). Chapter Four will cover qualitative results, followed by quantitative results 

(Chapter Five), and finally a discussion including the mixing of the methods and limitations of 

the study (Chapter Six). The results Chapters Five and Six provide further details on how data 

were analyzed. Because this study involves both qualitative and quantitative data (two different 

methods), two separate chapters are provided to cover all procedures and analysis in greater 

depth. This is meant to better organize the structure of this paper, and to maintain better clarity 

of the two phases.  
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Chapter Four: Qualitative Results 

 

 

 This chapter provides details about the participants, recruitment, data analysis and 

qualitative results. Theme, categories and sub-categories are described, and excerpts from 

interviews are provided. The category of experiencing symptoms is described through physical 

symptoms such as pain, heavy bleeding, fatigue, and bloating. Emotional symptoms such as 

mood and withdrawal are described. Coping with symptoms is described regarding planning 

and preparation, coping with pain, heavy bleeding and emotional symptoms. Help seeking 

emerged as the category of looking for answers where women often experienced frustration 

while seeking help for intrusive symptoms. Experiencing symptoms in the workplace is 

described throughout this chapter, and the chapter concludes with an exploration of women’s 

subjective experiences of experiencing difficult symptoms. Symptom variables and stress are 

further described as measured variables in Chapter Five. The resulting qualitative categories 

were being different due to imposing symptoms, being different than other women, being 

different than men, equality and stigmatization, and masking symptoms.   The main theme that 

emerged from this qualitative research was “Being Different due to Imposing Symptoms.” An 

overview is provided at the end of the chapter, and a more detailed discussion is provided in 

Chapter Six where themes from the qualitative results are combined with the quantitative 

results.  

 

Points of View 

 

 Before exploring the results, it is important to explore perspectives and also to 

establish an appropriate method of communicating the qualitative results. This section will be 

written in the first person format. As this is a mixed methods study with the weighting on the 

qualitative, a few issues should be explained. According to Creswell and Plano Clark (2007):  

 The personal point of view is typically used in qualitative research. In this point of  

 view, personal pronouns such as “I” or “we” are used. In the impersonal point of 

 view, frequently used in quantitative research, the personal voice does not enter, and 

 terms such as the investigator or the researcher will prevail. The researcher is largely 

 in the background- an unseen and unheard voice. The point of view used in a mixed 

 methods study for the qualitative phase may differ from the point of view for the 

 quantitative phase…. In reference to points of view, consider several options. Both 



 points of view might be used, the personal for the qualitative components and the 

 impersonal for the quantitative aspects. Another approach relates to the point of 

 view to the design type and the weight given to the qualitative and quantitative 

 research in the design of choice. If quantitative research is the most heavily weighted, 

 then the impersonal point of view should probably be used throughout the study; if 

 qualitative, then the personal point of view. What if the two types of research have 

 equal weight, as in the Triangulation Design? In this case, the audience to whom the 

 study is directed will weigh heavily in the decision about point of view. (p. 153) 

 

Recruitment 

 

 Participants were recruited from the community using online volunteering websites 

(Appendix D for recruitment advertisement). Participants were screened using the Participant 

Information Form (Appendix E) and were chosen if they lived in the Republic of Ireland, had 

experienced at least three difficulties with menstrual cycle symptoms, were over 18 years old, 

and had experience of working. Participants signed an Informed Consent to Participate in 

Research document (Appendix H). Participants were given the choice to attend an interview at 

my clinical counseling practice, or in their own homes. No monetary reward was provided, but 

public transportation was paid for if travel was required to my clinical practice. A pre-study of 

six interviews took place in May of 2010. Three interviews from the pre-study were included 

in these results. The Interview Guide (see Interview Guide, Appendix F, and Appendix G, 

Interview Question Methods and Rationale) was developed prior to the full project from May 

2010 up until February of 2011 while considering the context of the topic, as well as relevant 

quantitative tools to use (Appendix R for Research Timeline). Recruitment and final interviews 

commenced in February of 2011, and nineteen were completed by the end of December of 

2011, as categories became saturated and no new topics emerged. As well as the Participant 

Information Form (to collect demographical information, and specific details), participants 

completed the Patient Health Questionnaire and the Occupational Stress Inventory-Revised 

(quantitative results are covered in Chapter Five).  Qualitative and quantitative data were 

collected concurrently.  

 

Participants  

 

 The participants included nineteen women between the ages of 22 and 58, with an 

average age of 35, all of whom had reported at least three difficulties with menstrual cycle 

symptoms, and lived in the Republic of Ireland (Appendix P for description of participants). 

All of the participants were educated above diploma level. Four had master’s degrees, eight had 



bachelor’s degrees, and seven had diploma level education. Fourteen of the participants 

reported pre-existing and diagnosed health conditions. Fifteen of the participants reported 

physical symptoms as having an impact on their lives; seven discussed how emotional 

symptoms had more of an impact on their lives. All of the women discussed both physical and 

emotional effects of the menstrual cycle. Thirteen of the women were in full-time employment 

(two of the women who were employed full-time were on Stress Leave at the time of the 

interview), four were working part-time, one was a full-time student, and one was a part-time 

student. Four of the participants had children; two reported “childfree by choice.”   Five of the 

participants were non-nationals (not born in Ireland) but living and working in Ireland. The 

sample therefore offered diverse perspectives.  

 

Data Analysis 

 

 Interviews were recorded using a laptop, a microphone, and Audacity recording 

software. I transcribed all of the interviews personally, which incorporated over 500 pages of 

data. Interview times ranged from 40 minutes up to three hours. I reviewed and coded each 

transcript line-by-line using grounded theory analysis. In this way, codes became categories, 

and a common theme emerged. Each transcript was compared to other transcripts, allowing for 

the constant comparative method to confirm codes, categories and themes. Member checking 

was employed as participants were provided their transcripts for review, and changes were 

made accordingly. I was very conscious of the importance of women’s own stories, and as this 

study relies on retrospective reports, the qualitative interviews do have limitations. However, 

variables discussed in the interviews are measured in the quantitative study, phase two. The 

importance of these qualitative interviews lies in issues that were exposed regarding personal 

experiences of symptoms and social issues, such as gender discrimination that would not have 

been revealed from pure quantitative data.  

 

Qualitative Themes 

 

 In order to gain more insight into women’s personal experiences of difficult menstrual 

cycle symptoms, and to further explore how these symptoms may impact women while at work, 

my research questions were: 

1. How do menstrual disorders affect women in the workplace?   

2. What are the physiological and psychological effects of menstrual disorders?   



3. Are there underlying issues to consider?   

Theme and Categories 

 Emergent data revealed many themes, some dissipated as each interview progressed, 

and some became core topics (Table 1). Five hundred and three pages of transcripts were 

analyzed; one core theme emerged, with three categories and eight subsequent sub-categories 

(Appendix Q for expanded codes). The main theme was “Being Different due to Imposing 

Symptoms.” The categories and sub-categories will be discussed in order; the main theme is 

discussed towards the end of this chapter. 

 
Table 1 

 

Theme, Categories and Subcategories of Qualitative Research 

 

Theme Sphere Category Sub-category 

 

Being Different 

due to Imposing 

Symptoms 

 

 

 

Biological 

 

 

Psychological 

 

 

 

 

 

 

 

Psychosocial 

Experiencing  

Symptoms 

 

Coping with  

Symptoms 

 

 

 

 

 

 

Experiencing  

Symptoms at Work 

 

 

Physical 

Emotional 

 

Planning and Preparation 

Pills 

Positive Actions 

Planning 

Products 

Looking for Answers 

Frustration 

 

Being Different than 

Other women 

Being Different than 

Men 

Equality Issues  

Stigmatization 

Masking Symptoms 

 

 

 

 

Experiencing Symptoms 

 

 

 This category represents the biological sphere of the study. Physical, emotional and 

underlying health considerations were described previously in Chapter Two. This section will 

provide women’s experiences and perspectives on symptoms and how they have had an impact 

on their lives. These are important to describe as they can extend into the workplace and there 



are implications for impairment where symptoms are debilitating, chronic and disruptive. 

Women described symptoms from when they were younger up to adulthood and shared stories 

about how imposing symptoms had affected them in their personal lives and at work. 

Experiencing symptoms means what it feels like when the symptoms occur. Both physical and 

emotional symptoms are described.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7. Experiencing Symptoms 

 

 Physical and emotional symptoms can start just before menstruation (post-luteal phase) 

and can last for one day or several days into the menstruation phase. In this study, women 

described how they personally experienced symptoms and how they had an impact on their 

lives. Experiencing symptoms is covered in brief to provide some examples; the issues are 

explored further in depth in later categories. Figure 7, Experiencing Symptoms indicates an 

individual who is experiencing both physical and emotional menstrual cycle symptoms and 

coping with symptoms.  

 

Pain 

 

 I asked women to describe their symptoms from the onset of the menstrual cycle up to 

the present time. Women related stories about difficulties with pain and how it had an impact 

Experiencing 
Symptoms 

Coping 
with 

Symptoms 



on their lives from young adulthood. Symptoms spilled over into personal and social lives.  

Women also discussed taking medications for symptoms with concerns about how they may 

have an impact on their bodies. Thirteen out of the nineteen interviewees described taking 

contraceptive tablets (“The Pill”).  Eight described the use of medications to cope with pain: 

over the counter tablets such as Nurofen, Panadol, paracetamol, and Dispirin), and prescription 

medication such as Ponstan. 

 Participant One started her menstrual cycle at age 11 and had a history of breast cancer, 

which she felt was linked to starting her period at an earlier age than her peers. She was always 

very active and felt that her cycle had an impact on her life over the years.  

 Describe any experiences you have had of your menstrual cycle affecting your 

 life: For example, missing work or social events, effects on relationships- in the 

 past. 

 ..it would have impacted on my sport- in the sense that the pain used to be so bad that 

 I used to have to go to bed and I was very active, I was Captain of the games at school, 

 I played a lot of sports, I played a lot of sports in (name of college) as well and that.. it 

 would have impacted on me in the sense that- until I went on The Pill – I just had to 

 opt out. I wasn’t able to cope with the pain. (51-59) 

 

 When asked to consider if it had ever had an impact on relationships, she related the 

following: 

 Yeah, it does, because I mean…it’s just not pleasant. And my husband would 

 know – like when we’d been away on holidays and things…I’m lying on the 

 floor, trying to deal with the pain because I never believed in pain killers- still don’t- 

 but he had to deal with the pain that I was going through and um… it does have an 

 impact on your relationship-  anything like that does. (Participant 1, 70-78) 

 

 Participant Six also had a long history of painful periods from the age of 14, although 

her cycle started at age 12.  She related how she had to plan her life around the pain.  

 But, um- every month up until now, like I am in agony for the first few hours when I 

 do start my periods and it’s just something I kind of plan my life around so it's always 

 there in back of my mind affecting me. I won't plan things at certain times of the 

 month because I know I won't be able to go here or I might have to cancel. So, it has 

 affected the things I've done in my life ... and just more so than anything – just the 

 pain of it. Nothing seems to really work for it. Obviously I can manage the pain a 

 little bit better - when it's coming I know when to take the pain killers...I find 

 maybe  that exercise helps a lot then as well with it but um, it's just really the pain - 

 excruciating for the first while. (Participant 6, 18-29) 

 

 Participant Eight described painful experiences as a young woman and as an adult, 

which also occurred in school.  Her physical symptoms included painful cramping, bowel 

problems, nausea and vomiting.   



 Usually just cramps- severe cramps. Sometimes, like, um- constipation or diarrhea 

 and occasional nausea if I haven't taken anything. I just find like, my body's trying to 

 cure itself...trying to expunge, you know. Because when I would vomit, I'd 

 vomit everything...if I'd take a sip of water- I'd vomit that up, and I'd be vomiting up 

 bile...it was just- obviously there was something wrong with my stomach, but my 

 body would just be trying to fix itself. But, that's my interpretation anyway. So, it's 

 frustrating, you know. (Participant 8, 70-79) 

 

 She further described the nausea which can be related to the pain, indicating that 

managing the pain and being prepared was important as well: 

 Nausea occasionally- not always. If I don't manage the pain, it gets to nausea...And 

 nausea would be kind of repeated as  well- it wouldn't go away. Mainly just pain- 

 doubling over pain- you know- and I  would  try and put heat there and just curl over. 

 (Participant 8, 537-542) 

 

We discussed how she coped with the pain at work: 

 I use those sticky pads - which are good...I try and go to the toilet just to have a sit 

 down! Sometimes you just can't. (Participant 8, 544-546) 

 

In terms of the work I'm doing now, it's pretty much, motor-muscle-motor and it doesn't 

involve much thinking...It does involve thinking, but it's pretty automatic thinking. I can 

do that; I can switch off and just do my job. But if I had to, I suppose- think a lot, I 

wouldn't be able to. Because it's just too distracting- the pain is too distracting. So, it 

would be a problem, not the job I'm in at the moment,  in terms of that I have to go in 

and that I can't call in sick. (Participant 8, 418-426) 

 

 She described how the pain could affect her cognitive abilities, but she still managed 

to use self-talk: 

When you were talking about how the pain can be distracting, do you ever find it 

is difficult to focus on your work because of the pain? 

Yeah, a little bit. Then I just assign myself tasks that don't involve much brainpower…. 

But, if I had to think about details, I'd just push it aside until I felt I had more energy or 

felt a bit better. I know like if I was in a meeting with someone it would be really hard. 

You'd have to keep reminding yourself to pay attention. Sometimes you get a bit stressed 

and a bit hot and you have to calm yourself down because you feel trapped in a situation. 

If I felt really far from painkillers, or heat- or whatever I needed, I'd really start to freak 

out. I'd really have to calm myself down. I don't mean physically far, but like in terms 

of “Its 2 hours until I can get to what I need.” You know- I would really have to “Relax, 

calm down, it's fine- forget it.” So, in those terms, a lot of mental power would go into 

that- controlling myself.   

 

So, focusing- 

Yeah, because you want to be professional.  You don't want to be running away from 

your job- what you need to do. (Participant 8, 444-464) 

 



 In general, she described the need to be prepared and a consistent concern about having 

to cope with painful symptoms that could have an impact on her performance.  The symptoms 

that she described and how she coped indicate that she is aware of changes in function that may 

occur, but she also indicated the importance of being professional, getting things done at work, 

in spite of such extreme impacts on her functioning.  

 Participant 10 felt that her menstrual cycle can have an impact on her ability to focus as 

well, because of physical symptoms: 

 I suppose it does have an impact in work… Obviously your attention span is not as 

 good or certainly mine isn't as good when I have my period and you know, you 

 have abdominal cramps and you're feeling uncomfortable, maybe nauseous. So, you 

 know- there has been occasion when I've either not gone into work or had to go home 

 early because of cramps. (Participant 10, 168-175) 

 

 Extreme abdominal pain was the only consistently cited reason throughout this study 

for any absence from work. Many women described how the pains could occur at random times, 

with imposing results. Participant 11 started her menstrual cycle at age 11 and reported very 

severe pain problems that she had not found answers for over the years: 

 It's really, really bad cramps sitting quite low down. Feeling like I always have to go 

 to the toilet, but I don't actually have to when I do go to the bathroom and sometimes 

 with nausea- not always- sometimes. Yeah- it's just  an overwhelming gripping pain 

 that I actually have to grimace at to work through it, you know. And it will come in 

 stabs and then it might be fine for a couple of hours and then it will come back again  

 really badly. It doesn't usually affect my back- I mean I do put the heat on my 

 back sometimes in the office so I can lean my back against the chair and put pressure 

 on it. It's the kind of pain that yeah- if I put pressure on it- push into it. If I'm at 

 home, I'll actually get on my hands and knees then sort of bend down as if I'm in a 

 fetal position on my knees and sometimes I'll get (name of partner) to push down on 

 my back and pressure helps to relieve it a bit. (Participant 11, 56-69) 

 

 Participant 14 mentioned how severe pain caused fainting and caused her to miss school 

when younger:   

 I started my period when I was 11 and I suppose throughout my teens I had really, 

 really troublesome periods. They were very, very heavy. I suffered a lot of very 

 severe stomach cramps and a couple of times I remember actually fainting. So, that 

 went on I think until I was about 23- I had really troublesome periods. I mean- it 

 affected my ability to go to school- it got to the point where I used to think that 

 everybody in school knew when I had my period because I'd be out of school for two 

 days. You know- every month nearly. Um, and I took painkillers, but it didn't seem to 

 work - it was just in excruciating pain- and that went on until I went on The Pill, when 

 I was about 22, 23. (Participant 14, 4 -14) 

 



 Some women described existing or pre-existing medical conditions. Participant 18 was 

diagnosed with Crohn’s disease at age 22. She had many surgeries and felt that her menstrual 

cycle symptoms had been worse since.  

 And then when I was three months pregnant, I then started having the symptoms of 

 Crohn’s Disease. So, that caused a lot of problems and after my son was born, I took 

 really unwell with the Crohn’s.  I was in and out of the hospital all the time- blood 

 transfusions- and they actually had to operate on me and take the whole of my large 

 bowel away. So since that, I’ve had really heavy problems with my period because 

 they had to move all of my reproductive organs to get into the bowels, to cut the bowel 

 away. So there’s a lot of scarring there. So, since that, that would have been from the 

 age of 22 in the first operation so I’ve probably suffered in the past nine years now 

 with my periods. (Participant 18, 12-22) 

 

And I can’t really blame it, just saying that it’s my periods- I think it’s because I had 

such a bad illness and the effects the operation and the surgeries have left on me has an 

effect on my monthly cycle. So, just really painful- I had a lot of scar tissue left.  And I 

was told- when I was diagnosed that they didn’t know if it was Crohn’s or colitis because 

they mimic one another. (Participant 18, 23-28) 

 

 She reported that she had continued to have difficult menstrual cycle symptoms 

(physical pain and heavy bleeding) even though her symptoms of Crohn’s disease were being 

managed: 

Until they just said “Enough is enough” and they had to go and give me an ileostomy 

bag because they had to cut the whole of the large bowel away, plus my rectum and 

everything else. They took my large bowel out first, to rest. And they were going to re-

connect everything but because the symptoms were still there, I had to go back in 2004 

to have my rectum removed. So, I have the bag for life. There was a lot of confusion 

about whether it was my menstrual cycle that was causing me pain or whether the 

Crohn’s was coming back just in the past year.  But they’ve now established that my 

Crohn’s is settled, it’s fine. (Participant 18, 245-255) 

 

Participant Seven described how a traumatic experience caused her period to stop completely: 

 Well, yeah- basically I was burnt in a fire when I was 18- it was the summer of my 

 Leaving Cert, 1997. And, I was trapped upstairs and my brother tried to get me out, 

 and he couldn't. And the fireman basically found me and rescued me and brought me 

 to the hospital. My heart stopped beating when I was in the fire, so they resuscitated 

 me on the lawn and I brought me to hospital. And they had to amputate both my legs 

 and my right hand... So, it's my left leg that was above the knee and my right leg is 

 below the knee. So, it was an awful lot to lose and you know- they thought I was 

 going to die for a long time... I was on a respirator and they were controlling all of my 

 bodily movements. But, my period stopped completely, which is very handy of the 

 body- to be that considerate. And they stopped until I got out of hospital. (Participant 

 7, 20-35) 

 



 Prior to her accident, she described difficult pain symptoms when younger and how 

learning more about The Pill helped: 

 I probably had really bad periods from the age of about 13 to I think probably about 

 17. And I was in a job and I was always missing certain days of particular months- it 

 was always my period. And my boss turned around and said “Well, why don't you 

 take The Pill.”  I only thought it was to prevent pregnancy- I'd never been told of the 

 possible effects that it might have on your cycle. And the minute I started taking The 

 Pill, it was all so much better- because it wasn't as heavy- it wasn't as painful. It 

 wasn't as disruptive to my life, because I'd be just curled up in a ball before that. So, 

 when I discovered The Pill- it was just brilliant. And of course it helped as well, when 

 I'd started to have sex at that stage- I think! So, it all just fit in together. But then of 

 course, then the accident happened- when I was 18.  And that really meant that 

 everything kind of stopped. (Participant 7, 5-18) 

 

 She got back on The Pill when her periods returned to cope with the pain: “It was only 

when I got back home…and again, I went back to the doctor and went back on the Pill so it 

wouldn't be as painful” (Participant 7, 52-55). The use of The Pill was an issue over the years, 

as she smokes, has high blood pressure, and monitoring her health while taking The Pill was 

important. She mentioned that constant changes in finding the right Pill had caused fluctuating 

menstrual cycle symptoms. She also described special hygiene issues for considerations as she 

also has to consider leakage going into her prosthetic leg liners: 

 And most recently, because of smoking and stuff- turning 30 and I've always had high 

 blood pressure since the fire. And of course, all the activities that I do- all the loads of 

 walking and everything else- never giving myself enough rest- that they've started to 

 get bad again…Basically, it's high blood pressure tablets. It never used to be a 

 problem until I turned 30. And then, I wasn't allowed to be on The Pill that I was on- 

 because of my smoking. So, they've put me onto another one.… I get a period 

 sometimes for like all month-which is crap. And it means you can't do anything either.   

 And it also means you've got to rinse out your liners a lot more- just more work…. 

 this one I'm on… it will stop the periods all the time and sometimes I'll get a period 

 and sometimes I won't. And the months that I don't, I worry then- you know?  

 (Participant 7, 55- 77) 

 

  Participant 19 had a back injury when she was in her 20s (L-2) and stated that her 

menstrual cycle symptoms had worsened since then. She had experienced several difficulties 

over the years related to her menstrual cycle. She shared the following in an email:  

Back in ‘95, I felt faint at home during menstruation, just while sitting in the arm chair, 

and went to go and lie down in my bedroom, but fainted and landed on the end of the 

bed breaking my front teeth while I was unconscious and knew nothing about it until 

my ex-husband found me some while later... I'm like a woman who has experienced 

child birth, as soon as I've gone through one menstrual cycle I pick myself up, dust 

myself off and get on with making up for the missed minimum three days where I 

haven't functioned properly and forget all about it... Until, some weeks later, suddenly I 

find that I can't remember the name of something or someone, then realize that I'm 



feeling a bit odd, and Oh Crap, it's that feeling of mini little spasms, and by the end of 

that day, sure I've been taken over and the cotton wool is in the brain and the back is 

weak and my energy levels are down. 

  

 During our interview, she explained gas-like pains and spasms that she experiences that 

make her feel faint and cause great pain:  

And that situation can happen to you morning, noon or night...it would happen in public 

places- a complete and utter embarrassment of ... it happening in numerous buses into 

town...just coming down the steps of the bus because it happened to me four times- with 

people thinking that you’re drunk at that hour of the morning. And they move away 

from you and you’re being left there and you’re picking yourself up off the street and 

the bus driver not wanting to deal with you…. and that was brought about from the 

cramping and it still happens to this day. (Participant 19, 49-62) 

 

 These examples illustrate how pain can be very real and debilitating for women who 

live with imposing physical symptoms. Although symptoms may not last for days on end, the 

unexpected nature of some symptoms indicated that they could have an impact on a woman’s 

ability to function, which in turn has an impact on Quality of Life. The fluctuating nature of 

symptoms is worthy of consideration. One may be unprepared (without medications to cope 

with pain) or unequipped, an issue that occurs with bleeding. 

 

Heavy Bleeding 

 

 Menorrhagia was described in Chapter Two. Heavy bleeding is another common 

physical symptom that was discussed during the interviews. This can be linked to fatigue, 

anemia, and personal embarrassment. Women described experiences of being unprepared, and 

experiences of having heavy periods.   

 Participant 10, and mother of two children, started her period at age 11 and had suffered 

from heavy bleeding over the years that had caused significant embarrassment: 

I would have had generally a heavy flow. It's lightened a little bit since I've had children. 

But, before that it would have been very heavy so you'd be paranoid that you'd 

be...leaking in work... I remember one time in college, standing up in the library... and 

I looked down and fecking- rivers of yuck everywhere! Which was a bit embarrassing! 

And like that... in social occasions- you'd nearly hate going out when you have your 

period. ....particularly when you were younger and you were single and you were out on 

the pull or whatever and you were thinking “Jesus now”- and suddenly you realize- 

these big red stains covered- at the most inopportune moments! ...Like now, you 

wouldn't give a damn, but when you're in your teens or your 20s, image is everything. 

You'd be absolutely mortified if you'd discovered that you'd leaked on your school skirt 

or something like that!  (Participant 10, 47-58) 

 



 Participant 17, also a parent, described lived with heavy bleeding for years, and found 

out that she had fibroid tumors when she was seeking IVF treatment: 

Really only it was with kind of starting trying to get pregnant -which I did through a 

fertility clinic…with insemination as far as IVF but in that context I kind of had scans 

and things where somebody said to me “Oh, you have a big fibroid in your uterus,” and 

“Oh, do I?  What does that mean?”  “Well, do you have heavy periods?” “Well, I do 

now, I suppose.”  I just had never thought of it as something that wasn’t like what 

everybody had- and I wish I’d never had it pointed out to me because now I completely 

can …. ah, – it’s an extraordinarily heavy period.  (Participant 17, 10-19) 

 

 Heavy bleeding is further explored in the Coping with Symptoms section. As bleeding 

is a basic element of the menstrual cycle, it can also be a source of embarrassment and requires 

preparation for “that time of the month.” Hygiene and the preparation of managing self-care at 

this time is an issue.  

 

Fatigue 

 

 Fluctuations in hormones and bleeding can also cause fatigue. Feeling worn down, tired, 

sluggish and weak can have an impact on women during the menstrual cycle as well. Participant 

12 mentioned that her menstrual cycle could sometimes make her feel sluggish:  

Has your menstrual cycle ever affected you at work? 

As far as taking time off or anything like that- no.  But I'd probably be a little more 

sluggish during the first day so I wouldn't be as likely to be full- on, a hundred percent. 

But it's just one day so its fine- it doesn't always fall on a workday.  But I never take 

time off for that.  (Participant 12, 231-236) 
 

Participant 13, described fatigue linked to anemia: 

... when I was age say-12 until 17 or 18 when I started going on The Pill, I used to miss 

school during it- pretty much every month. Or if I was in school I'd nearly have to go 

home because I felt sick, you know.  

 Okay- so tell me about your symptoms.  

 I used to feel quite nauseous and weak and just really tired and sore and everything.  

 Did you ever pass out? 

 At the time, I got anemia so I don't know if it was related- you know-iron 

 deficiency/anemia- so I was really weak (18-29). 

 You mentioned the anemia- 

 Obviously with anemia- yeah- everything would be worse - so run down. 

 So you feel fatigued- 

 Yeah- that'd be the biggest symptom of anemia- just so tired but I'm clear of that now.  

 Has your menstrual cycle ever affected you at work?  

 I haven't really worked that much but before I was on any pill- when I was in school - 

 yeah- it definitely did.  

 Missing school - how much school would you miss in a year? 



 Quite a lot to be honest- or if I was in school, I'd be sick in school- so, nearly once a 

 month.  

 Do you think it affected your school work- when you were in school- the ability to 

 focus and things like that? 

 It was probably a lot to do with the anemia though- I think it was probably linked. 

 (Participant 13, 101-116) 

 

 Participant 15 described how fatigue during her menstrual cycle could affect her at 

work. She mentioned that it could cause her to avoid people at times: 

 The tiredness probably.  I’d usually make it into work, I wouldn’t not go into work, 

 even with the tiredness, but sometimes you don’t even feel like talking to some 

 people. I think once I was very snappy with this guy for no reason and that’s one 

 incident I can remember- I was really horrible to him and it wasn’t normal for me to 

 be like that. (Participant 15, 150-156) 

 

 Fatigue has a double impact, not only can it have physical attributes, it can also have 

psychological attributes where one may choose to take time out for themselves to cope. Fatigue 

can have an impact on the ability to focus, and a woman’s Quality of Life.   

 

Bloating 

 

 Bloating and water retention was another physical symptom mentioned which was 

linked to body image and physical changes. Participant Nine reported that water retention was 

her main physical complaint and also linked to sluggishness: 

 And I suppose the water retention would bother me so that's maybe why as well, I 

 kind of like feel “Oh, nothing looks good on me.” The clothes thing... I might go 

 through three or four things going “Oh, I don't know what to wear.”... 

   So when your periods' coming, you have that feeling of water retention and 

 you're  thinking “Oh, I feel...” 

 Crap! Yeah. (Participant 9, 138-147) 

 

She felt that the water retention had an impact on her appearance and caused lethargy: 

 ...I feel nothing looks the same and everyone else probably thinks they wouldn't notice 

 a difference. But (name of boyfriend) would notice a bit of difference, definitely in my 

 face and my breasts definitely.   

 So it sounds like you've got a lot of kind of swelling feelings.  

 Yeah.   

 So are you feeling lethargic at the same time that you have the water retention? 

 Yeah- it's around that same time.   

 So you're really feeling kind of sluggish.  

 Slugglish- yeah. Definitely, I feel very different than the norm. (Participant 9,148-160) 



 Participant Seven described how bloating during her menstrual cycle had an impact on 

her prosthetics and the special concerns that she had to make during a heavy period, including 

coping with bloating. She described the use of special under garments.   

 But the only ones I've seen are the really super stretchy material and then you know- 

 sanitary products are not going to stick to it. And that's a huge concern.  I bought 

 these other pants as well- like that, I thought they'd help with the stomach area 

 especially when you get bloated. Because it can just be so hard, it's almost like you 

 kind of have to squash on my leg. Because that's another thing I suppose I didn't think 

 about- was affecting day-to-day life, like even trying to get the leg on - if I have a 

 really bad period. Because basically the entire- you know the way your entire 

 stomach would get quite bloated and stuff. But, that kind of extends down to my 

 above knee residual limb or stump. So, that gets swollen. And sometimes trying to 

 get a leg on can be really difficult.   

 So, during the certain times of the month -that's an issue for you, just in trying to 

 get the prosthetic on.  

 Mmmm-mmm- some times. Exactly. 

 Both legs or just the one? 

 Just the left.  

 So, that's all kind of connected in that it goes in -- 

 Exactly 

 So, how does your bloating go- does it go from here (pointing to abdomen) down 

 into the leg? 

 Kind of- yeah- more so at the top of the leg and the top of the leg is where the 

 attachment is really important. Because it's almost like if you don't pull it all the way 

 on, you know- like if you're only half pulling a shoe on- it'll just get all sweaty down 

 in the bottom and start to slide off during the day. But actually I have the opposite 

 problem at the moment, because my residual limbs have gotten really skinny. So it 

 means that my left one is quite loose at the moment. So it just feels like it is sliding 

 off all the time. (Participant 7, 230-261) 

 

 During her interview, she described an ongoing frustration with finding the right birth 

control pill and had become very frustrated with fluctuating symptoms. Bloating was an 

ongoing issue for her specific situation. Participant 15, who mainly described emotional 

symptoms relating to the menstrual cycle during her interview, described experiences of illness 

and issues about eating, she admitted to symptoms of anorexia when younger:   

I have asthma and when I was about 16/17, I got quite sick with a virus that I don’t know 

what it was but they put me on an awful lot of drugs...I was really sick....I kind of 

stopped eating. I got really, really thin- I must have been about five and half stone and 

so I had a bit of an eating disorder as well but luckily, I must have had some sort of 

coping mechanism because I didn’t really get treated for it. My mother brought me to a 

few doctors but they didn’t really do anything besides just weigh me and tell me to “go 

and eat” so, I think I was just shocked into eating again because I didn’t want my mother 

to have to go through this. (Participant 15, 99-110) 

 



 She further described how water retention led her to seek advice from a plastic 

surgeon around the time of her menstrual cycle: 

I was going through a really bad relationship and things weren’t going well and during 

my period I kind of physically changed- like I gained weight and I get water retention 

so I was convinced that I needed to get plastic surgery! So, I actually went to see a 

surgeon to get him to change parts of my face- my nose and stuff and I realized that it 

was actually kind of part of it because I went home and thought about it for the next 

week and it must have been a few days because I felt completely different – like “Why 

do I need to get plastic surgery!?  That’s completely irrational- I can’t believe I went to 

a surgeon!” Which was completely irresponsible of him to tell me to do anything in the 

first place, so that’s one of the instances that I have told very few people about- that’s 

definitely related to it. (Participant 15, 71-83)  

 

 Physical symptoms can range from painful abdominal cramps, fatigue, heavy bleeding, 

anemia, headaches, and bloating. Women described how these symptoms had an impact on 

their lives and how they spilled over into their private and social lives, and personal 

relationships. Varying perspectives were provided, but one thing was clear: physical symptoms 

can and do have an impact on the lives of some women during the menstrual cycle.  

 

Emotional Symptoms 

 

 The phases of the menstrual cycle were described in Chapter Two. The Luteal Phase 

(pre-menstruation) is a time with peaks in estradiol and progesterone (which lower as 

menstruation nears). The emotional symptoms in these interviews were generally described in 

terms of specific mood symptoms and often linked to physical symptoms such as feeling tired, 

bloated or feeling pain symptoms. There was a general understanding that symptoms would 

pass, although it can be difficult to be aware of menstrual cycle related emotional symptoms if 

experienced premenstrually. Women often described how they “forget” about bad symptoms 

as they fluctuate and are not always the same month to month. This section describes the impact 

of emotional symptoms and how they may have an impact on women’s lives. Women often 

described a desire for time out for themselves to cope with symptoms.  

Participant Two described how cramps and mood have a regular impact on her life: 

 It’s before my period, about 10 days- during the period and I think about a week 

 after my period as well.  

 So, mood and cramps-tell me about your mood 

 Well, for example, I would cry out of nowhere, just really, really emotional…yeah, 

 very much emotional ..yes.  

 So do you have mood symptoms before, during or after? 

 Before, during, even after... a few days. 

 So you have basically 2 weeks of the month that you are okay. 



 Pretty much! (Participant 2, 20-28) 

 

 She also reported suffering from very debilitating migraines from work-related stress 

which had an impact on her ability to concentrate at work and have caused her to attend many 

hospital visits over the past two years. She mentioned that she had missed work from stress 

related migraines and cramps. “I did miss work, I try my best not to, um, I have to go to work 

and it is affecting work-but I will do my best to go to work” (Participant 2, 32-33). She described 

how she gauged her abilities and made choices to engage or disengage when feeling unwell: 

 It’s not that I would not talk to anybody, but I would prefer not to engage in talking to 

 someone, or say, I would not prefer to have an important meeting in work because of 

 that.. I choose not to have an  important talk …. Because of my mood… yes, 

 definitely. 

 And how would you describe your mood, during that time? 

 Very low. Close to depression, I’d say. Very, very low- definitely.  

 So is that 2 weeks after or 2 weeks before? 

 It’s mainly before- and during- so I would say, its 2 weeks of the month would be  very 

 low.  

 How would you describe “low”? 

 Low… um… (pauses to think)… crying… feeling like crying- pretty much all the 

 time.  That’s what I would describe as “low.” (Participant 2, 42—53) 

 

 She described a feeling of consistent mood disturbance and pain from cramps.  

Menstrual cycle related symptoms seem to have taken up at least half of the month for her. 

Participant Three also described feeling tearful and more sensitive: 

 Erm, probably the worst for me was- well, the cramps I just get kind of on the day of 

 the period.  So, they’re fairly noticeable – it wouldn’t stop me from going to work or 

 anything like that. But mood- probably the PMS is the most severe for me. And I 

 would notice it as being really sensitive and  tearful and more agitated and just 

 those kind of things.  

 And how many days before your period, like a week... or?  

 It's definitely at least a week. Yeah, there would be days when I could be at work and 

 I would want to burst into tears, and other times I would like, cry myself to sleep for 

 something...you just kind of “get it out.” (Participant 3, 24-40) 

 

 She further described how emotional symptoms impacted her personally and also 

indicated the fluctuating nature of symptoms: 

 ...with relationships would be more kind of snappy and irritable, you know?  So that 

 would because you’re more kind of naturally cranky feeling like and you might just 

 burst into tears or something and they would go on something like that. Not probably 

 every month, but I’d always be kind of tearful every month.  I have had the odd time 

 when I’ve been off work because of cramping but it’s not a regular thing. But yeah, 

 but I definitely want to kind of curl up and hide away so I mightn’t go out as much, I 

 might just decide that I’m definitely not going out and because it is easier than having 

 to face a social situation.  (Participant 3, 44-53) 



 

 Participant Nine described how mood could have an impact on her life and also related 

recognition of symptoms: 

 I'd be a bit snappy and not as positive and very tired. I get extremely tired  actually- 

 yeah- and I'd feel like I have to have a nap and sometimes I can't obviously, if I'd be 

 working and whatnot but I'd feel absolutely wrecked. And just, yeah- tired.   

 

 Are they mood swings- do they affect your relationship with your boyfriend, or..? 

 

 He's very understanding. I know I cop on and go “Oh god, stop.” And I realize that 

 things are exaggerated. You know- how I feel about things, sensitive-wise. I'm quite 

 sensitive around it. But then I know what it is and I'm like “Okay.” I've learned to 

 recognize the signs I suppose. (Participant 9, 71-82)  

 

 Participant 10, who also described how physical symptoms have an impact on her 

attention span, described how emotional symptoms could affect her concentration at work: 

 ... let's say a few days  before hand- three to five days, I'd start to just kind of feel a bit 

 kind of down and fed up and very tired. And then, during my period- particularly in 

 the early days, I would get a lot of- quite a bit of PMT...I'd be quite teary, anxious and 

 ...let's say through work, not be able to concentrate as much as other times of the 

 month. And definitely more kind of very emotional and burst into tears for absolutely 

 no reason whatsoever!...you don't get stressed about it because you just know “it's just 

 the start of the symptoms of my period,” you know. And not every month...but I find 

 that if I have a particular heavy period, the mood is generally...is generally more 

 erratic- more irritable. And certainly, in the run up more to the period, than the actual 

 during the period itself so certainly about a week or so before. (Participant 10, 89-106) 

 

 She further described how the emotional symptoms could cause her to feel 

overwhelmed and anxious:  

 What's that like for you when you have PMT? 
 You should ask my husband!  It can be very debilitating. You're very emotional; you 

 can be very overwhelmed by even small little things. Very teary generally- you end 

 up bawling for absolutely no  reason at all. And you're just all over the place really.  

 You know- you can't focus on one thing and  you're quite anxious all the time. 

 (Participant 10, 467-473) 

 

 Participant 12 who reported endometriosis related a preference to choose personal time-

out (withdrawal): 

 I'm more quick to be angered and annoyed- I've less patience- especially as I get 

 older...more agitated, and more likely to want to just be by myself. (Participant 12, 39-

 42) 

  



 ...one of my boyfriends actually pointed it out! I didn't know it before then, so yeah- I 

 wouldn't have actually realized that I was actually more agitated- to other people- I 

 knew that I wasn't feeling the best. But I wasn't realizing that I was reflecting that to 

 other people until it was pointed out to me....  maybe that's why I like to be alone 

 because then I'm less likely to - you know- be cranky towards people. (Participant 12, 

 60-67) 

 

She also accepted that her symptoms are limited to one day: 

 So does that affect your relationships then- your relationship with your partner? 

 Well, I think maybe- yeah, I'd say he'd avoid me at least once a month! But no- I think 

 in the past, my boyfriends and my husband, they kind of just put it off as “She's 

 cranky- so we'll just leave her alone” because it's only just one day that it's really bad 

 for me. (Participant 12, 43-49) 

 

 During our interview, Participant 15 described difficulties when younger and had 

attended assessments for her emotional symptoms (which included diagnosis of bipolar 

disorder and a personality disorder- this is discussed in Looking for Answers). However, she 

noticed that her symptoms only occurred during specific times of the month: 

I started when I was fourteen; I think I was a bit older than some of my friends...I don’t 

think through my early teenage years I remember much of it, but as I got older with the 

hormones I think I started to have anger issues. And it was only until recently that I kind 

of realized that a lot of that was related to my menstrual cycle and through my teenage 

years I was very depressed and I self-harmed and I had a lot of problems with alcohol 

and drugs. But I kind of came through that and I think that a lot of these problems were 

in some way related to my period. (Participant 15, 1-12) 

 

It’s really obvious to people around me that sometimes I can’t control it. Like, I’ll have 

outbursts- if I have an argument with someone I’ll be completely irrational and I’ll walk 

outside the room. (Participant 15, 48-51) 

 

I have kind of smashed things- like I’m some sort of a demon. But it’s very short-lived- 

I change mood real quickly and the other thing that I experience with it is an extreme 

tiredness. It’s not a normal tiredness of someone who’s just been out the night before, 

it’s a tiredness that’s over-powering. It’s hard to get up, it’s hard to stay up and no matter 

how much coffee you drink, you’ll just get a real lag for the whole day and it probably 

did affect me at work a bit to be honest. (Participant 15, 51-58) 

 

Participant 16 discussed self-awareness as well, being different for a while: 

A few days before- I get headaches anyhow but before always three days before my 

periods, I’ll get a really bad headache and want to cry! Just all the time- I’ll definitely 

cry the day before, like maybe watching the news or something stupid- or something I’ll 

make in my head, a bad thing out of something really simple.  (Participant 16, 35-40)  

 

 I guess I feel really out of control of my emotions. I just feel irritable – everything 

 would annoy me. I would start feeling like everything is bad and I’d be really grumpy 

 and just want to hide away a little in  a little hole for a few days and talk to nobody. I 



 feel like I’m not safe to be around other people because I’ll just be cranky and horrible 

 and it’s just not worth me even talking to anyone because I just feel ‘Like- what’s the 

 point’ because I’m not really very good company- that kind of thing. (Participant 16, 

 52-59) 

 

Participant 18 also described the temporal nature of the symptoms: 

 It’s only a few days really- it seems to be just like the first three days prior to my 

 periods and it seems the minute that I start to bleed, that it’s as if there is a release.  

 You’d think that I would realize every month why I feel so down, but at the time I 

 don’t.  I just think “Ah, I’m not doing good enough here,” or I should click and realize 

 that my periods due and I’ll get over it in a couple of days. (Participant 18, 191-198) 

 

 Participant 19 reported that she experienced pain during her menstrual cycle and also 

emotional symptoms: 

 So, I’ve never-it’s only in the questions and in talking to you – to be quite honest- over 

 the years, as a  female- obviously you have these conversations with other girlfriends, 

 but factually looking at it, the negativity that – moves into the rest your life, I do seem 

 to realize influences, you know how it is- how it actually happens in a month as 

 opposed to stresses basically. So, when you’re not being stressed, it’s nowhere near as 

 bad and most of the time you wouldn’t even know it’s there. (Participant 19, 20-27) 

 

And she also acknowledged the temporal nature of the symptoms: 

 But, yeah- it’s just not me, but it’s for three days. The one thing that will get me 

 through everything is- the horrible part of everything- is it will only ever be three 

 days. It never goes past three, it never goes into five- you might be continuing with 

 a bleed- or something along that line, but the horribleness only ever lasts three days. 

 (Participant 19, 207-212). 

 

 It would be that you’d rise to somebody in a conversation that you wouldn’t normally 

 rise to. You’d pick on the negative side; you concentrate on the negative side- glass 

 half empty- not half full. And you know- you’re just not you. You’re cross, you’re 

 just so negative and you are. I have to say, I would have to admit it, I get so angry 

 inside- this amazing anger builds up. It’s just a true Jekyll and Hyde, it really is. 

 (Participant 19, 181-188) 

 

  Emotional symptoms relate to hormonal fluctuations and physical discomfort for a 

while, and some women have symptoms that last longer than others. While symptoms can be 

disruptive, women still do their best to get by. Many women described the temporal nature of 

symptoms, and emotional symptoms may appear unexpectedly. Symptoms such as feeling 

tearful or snappy/irritable and more sensitive were described. Hormonal changes occurring 

internally are not visible, yet symptoms can be self-identified or noted by others in their lives.   

Emotional symptoms can also be linked to pain. Experiencing symptoms (physical and 

emotional) is about how the menstrual cycle may have an impact on women’s lives. The next 



code category, Coping with Symptoms, explores the psychological and behavioral processes 

that women go through to cope. 

 

 

Coping with Symptoms 

 

 

 This category represents the psychological sphere. It describes psychological and 

functional behaviors to manage menstrual cycle symptoms. This category includes the sub- 

categories of Planning and Preparation, Looking for Answers and Frustration.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

   

     

     

Figure 8. Coping with Symptoms 

 

Planning and Preparation 

 

 For most women who experience regularity in their cycles and do not experience 

consistent disruption in their lives, Figure 8 represents a typical process to maintain menstrual 

hygiene and cope with the natural process of menstruation. Coping with Symptoms involves: 

Planning and Preparation (The 4Ps):  

 Planning and Preparation: Psychological processes that involve planning life around 

pain, monitoring the cycle, having painkillers and sanitary products 

Experiencing 
Symptoms 

Coping 
with 

Symptoms 

Planning and 
Preparation 
  The 4Ps: 

 Planning 
(Monitoring) 

 Products 

 Pills 

 Positive  
Actions 



 Products: Sanitary products, heat products such as sticky heat patches and even hot 

water bottles at work.   

 Pills: Taking medication such as The Pill, painkillers or supplements to control 

symptoms.  

 Positive Actions such as self-talk, exercise and the use of support systems.  Recreation, 

self-care, social support, and rational/cognitive strategies are issues here.  

 For women who may experience consistent disruption in their lives due to difficult 

menstrual cycles, there may be an added dimension: Looking for Answers. If no solutions are 

found, it can lead to frustration, but the cycle continues- perhaps with ongoing symptoms.  

When the person has given up altogether, they may continue to suffer with difficult symptoms 

and accept them as a “normal” part of their lives. Women adapt to these symptoms and still 

manage their lives around symptoms. The following may occur as a result: 

 Impact on Life:  Coping with symptoms often involves taking time out for the self in 

order to manage with symptoms (withdrawal) which can in turn impact significant 

others in a woman’s life. A behavior that was common in coping with both physical and 

emotional symptoms was a tendency to choose isolation, to suffer in silence more or 

less- in order to cope. Such issues impact a woman’s quality of life.  

 

 Looking for Answers and Frustration: activities such as seeking medical/professional 

advice, monitoring the cycle, and counseling. Frustration is a result of looking for 

answers if symptoms are progressive, constant or unpredictable, fluctuating or 

seemingly untreatable. When no obvious cause can be found, treatment seeking can be 

a circuitous cycle that often leads to frustration (see Figure 9).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Figure 9. Looking for Answers, Frustration 

 

 

 

Coping with Pain 

 

 Coping with pain symptoms most often involved some form of planning, what I’ll call 

The 4Ps: planning, products (e.g., sanitary products, heat patches, hot water bottles, heating 

pads),  pills (e.g., prescription or over-the- counter painkillers, The Pill, supplements, herbal 

tablets, etc.), and positive actions such as exercise, time with friends, and self-talk. Self-talk 

can be challenging when experiencing severe pain. One behavior which was common in coping 

with both physical and emotional symptoms was a tendency to choose isolation and withdraw. 

 During her interview, Participant Six described how she felt like she planned her life 

around pain which involved planning and pills and positive actions such as exercise when 

possible. She also indicated frustration where nothing seemed to work for pain symptoms.  

 But, um- every month up until now, like I am in agony for the first few hours when I 

 do start my periods and it’s just something I kind of plan my life around so it's always 

 there in back of my mind affecting me. I won't plan things at certain times of the 

 month because I know I won't be able to go here or I might have to cancel. So, it has 

 affected the things I've done in my life and stuff and just more so than anything - just 

 the pain of it. Nothing seems to really work for it. Obviously I can manage the pain a 
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 little bit better - when it's coming I know when to take the pain killers…I find 

 maybe  that exercise helps a lot then as well with it but um, it's just really the pain - 

 excruciating for the first while. (Participant 6, 18-29) 

 

 ...I do a lot of training ...like I've been to New York and London training people but 

 because I can organize it myself, I organize it when I know it's not going to happen. 

 So if I was away and something like that happened – I actually don't know what I'd do. 

 Actually I'd probably just hold up in a hotel room somewhere for a day or two... 

 (Participant 6, 95-100) 

 

 She even considered planning business trips around the cycle to be prepared. She had 

a strategy to cope, perceiving the pain as a threat- something that would cause suffering and 

stress. Planning for pain helped to be prepared and was a good strategy to perform well at 

work. Consequences of not being prepared could be unexpected pain which would impact on 

her ability to function. Like other participants, she also ensures that painkillers are readily at 

hand. She also tries to exercise and plans time to cope with pain:  

 I take Neurofen.  A lot of things like if I know it's coming and go out for a walk before 

 hand, a few days before hand - I'm not really sure how that  affects it but doesn't seem 

 to be as intense when it starts. When it starts then, what I do is curl into a ball on the 

 couch. For the first two hours I just can't move, I can't talk- can't do anything um then 

 after that I might have a hot bath but I'm still in pain at that stage, so for the next two 

 days then it will decrease I'll always be aware that it's there and its…a cramp right 

 across the bottom of my stomach feels like someone kind of ripping my insides out 

 you know, which is horrible but um...So really I make sure I have painkillers there, 

 make sure I'm not doing anything on the day make sure I have what I need in my  

 apartment so I don't need to go out. So, I'm always very prepared so I know when it is 

 coming. So, I don't know really what other way I could prepare for it.  

 So you're just living your life..managing your life around pain?   

 Yeah, yes. (Participant 6, 124-142) 

 

 She found that exercise was helpful in the time before her cycle, but often feels that 

fatigue can be inhibiting: 

 Yes, and now I do exercise coming up to it, but then I don't exercise after it- now I can 

 feel wiped out  after it. Like this week, I'm just wiped out all the time - I'm tired. And 

 at weekends, I'll just sleep- I could for 16 hours solid at the weekend...I don't know - 

 like, I know your body temperature raises when you have your period, but I'm just 

 roasting, generally around this time. So um, you know-afterwards then managing my 

 health is just - I don't exercise too much then afterwards. (Participant 6, 429-439) 

 

 She described an acceptance of symptoms and a sort of learned helplessness.  Without 

finding solutions to her pain problems, she described a preference to isolate herself:  

Well, I prefer to be on my own because I mean there's nothing anyone can do any way.  

So, I don't really like people to see me bunched up into a ball - it kind of scares people 



a little bit you know-  they don't understand that it will be okay and  fine in a few hours 

or tomorrow. ..it's tough really, but it's just really who I am now so... 

So you just have these days on your own where you're just... 

In pain... 

And what do you do, do you go into a dark room, or do you just go to bed or? 

Just curl up on the couch or just go to bed. I can't focus on anything, I can't watch TV 

or I can't think....I'll wake up curled into a ball- the arm would be stiff from whatever 

position I'd be lying in...after I wake up then that's when the pain starts to kind of 

decrease because maybe at that stage -because the pain killers have kicked in -or I'll take 

another one- when I wake up, so from then I'm on top of it and I can manage it.  

(Participant 6, 192-199) 

 

 Participant Five described how she would get up earlier in the day to prepare for pain 

and physical symptoms which we discussed in detail. She has endometriosis, and bowel 

problems are often symptoms related to this disease. She uses planning, positive actions 

(healthy eating), and pills (vitamins and mineral supplements): 

 Sometimes, yeah- sometimes, definitely and get up so I could get something to eat to 

 take tablets almost before the pain um, you know- the onset of pain so.. 

 And bowel problems too? 

 Yeah. 

 So did you find that on those mornings you'd also have more diarrhea 

 symptoms?  

 Yeah 

 And that takes a lot of planning doesn't it? 

 Yeah, and certainly during my period I always have funny tummies you know, like 

 loose bowels and feeling sick, not always actually throwing up, um.. often yeah, 

 throwing up, that nausea feeling- feeling nauseous.. and headaches and just feeling 

 kind of a bit dizzy and faint and definitely eating more during my period - lots of 

 bananas and things like that - eating a lot more to give me more strength and I know I 

 get- have to take iron supplements, my GP recommended them because I am a little 

 low in iron and I do try and take a lot of vitamins and iron supplements and minerals 

 and that, but I do notice that around the time of my period I need to up the dosage or 

 whatever because I do feel quite weak. (Participant 5, 900-921)  

 

 Participant Eight who described extreme abdominal pain symptoms and nausea in her 

interview relies on painkillers and sticky heat patches: 

 Currently...I can't take time off work...I was waitressing.. So, I took three  painkillers 

 before I started work, and I kept some in my pocket. And I kept taking two 

 more every- like, three 3 hours which-like I don't-I don't take painkillers any other 

 time.... But, I know that if I didn't have a sticky heat patch on, I would still be 

 conscious of it the whole time I was working. (Participant 8, 58-69) 

 

She further described anxiety symptoms related to the expectation of pain: 

 Also, I was looking at the other symptoms- so- a bit of anxiety? 

 Yeah- I definitely stress about pain…because it doesn't come every  month, just 

 worrying and then I'll look at my work schedule and think “I'm busy that weekend, I 



 can't take any time off” and just hope it isn't severe. Because sometimes, it 

 doesn't matter how many painkillers I take- well, I don't take eight at a time, but if I 

 take three every three hours, it doesn't matter- I'm still in complete pain. And I just 

 hope it's not one of those times. It does stress me out, that it could be a problem. 

 (Participant 8,  641-649)   

 

 She described the importance of being prepared- having medication and products 

available to cope: 

 So has it ever affected making it to social events or your relationships, that sort of 

 thing? 

 Um, yeah I guess so. In terms of, you know- I wouldn't go out. I'd want to be at home 

 where I'd have my supplies around me, you know. Like, if it's work, I'd go because I'd 

 have to, but if I didn't have to go anywhere, I wouldn't. You know- I'd stay at home, 

 and not do anything I suppose- yeah. (Participant 8, 100-106) 

 

 Participant 11 described how her pain symptoms affect her and how she copes. She 

worked in a supportive environment with mostly female employees where others were aware 

of her difficult symptoms. The female dominant environment seemed to be helpful for her with 

an awareness of severe symptoms and support. She stated that “every woman bleeds every 

month,” yet her symptoms are more extreme: 

 When I'm in work, it's kind of obvious when it hits. It's in an open plan office but 

 myself and the three others who are on the team- my boss and 2 other girls- we all sit 

 in a little cluster of desks so it's just obvious, just even from the expression on my face 

 that I'm in pain... I do not like drawing attention to it because every woman bleeds 

 every month, usually. So, it's just kind of awkward - I'm going down to make my hot 

 water bottle and stuff and it's just... of course they are all lovely people and go 

 “Are you okay?”  I'm like “Yeah, just feeling like crap today” so... “The new girl who 

 gets bad periods” that's what I'm known as! (Participant 11, 364-374)   

 

She uses medication to cope as well, and describes the side effects: 

 When I am in the workplace, I will take - I remember once I had 2 soluble Solpadine 

 and like if I take any kind of drug it makes me totally spaced out.... I just get really 

 spaced out. My boss looked at me and she said “Are you okay?”  I went “I just took 2 

 Solpadine to try and deal with the cramps” and she was like “Okay, if you need to take 

 a bit of time!” So yeah, I usually will have a Paracetemol on hand in the office or even 

 something much lighter like Dispirin just to cut through the edge. (Participant 11, 390-

 399)  

 

 Women often described how they could predict that their periods were on the way by 

reading into their own somatic symptoms, this can help with planning:  

 No, I just know myself, by how I’m feeling and I can tell- sometimes my periods kind 

 of jump around.... So if I start to feel that way, I can think “What day is it, right- they 

 must be due.”  But just when the pain is coming- the back pain- sometimes I suffer 



 quite a lot. And the pains down my leg here and when I know I start to get the pain in 

 my side too at  least then I know that they are coming. (Participant 18, 206-214) 

 

 Taking medications to cope with symptoms may be the only option for women if pain 

symptoms are severe and debilitating. More severe symptoms may require medication. Do these 

examples indicate significant and valid health issues? The workplace environment may have an 

impact with how a woman is able to cope with symptoms at work. With more females, there 

may be more support and understanding, such as the ability to openly discuss symptoms and 

use hot water bottles in public. It may be different for women who work in a mostly male-

dominated environment, or where women may not be able to admit to experiencing difficult or 

extreme symptoms.   

 

Coping with Heavy Bleeding 

 

 Heavy bleeding mostly requires planning and products; bleeding can be an unexpected 

surprise and is especially a concern for women who experience flooding. Women talked about 

the importance of access to toilets and products- this includes the importance of hygienic 

disposal bins, and  three of the participants described a lack of sanitary disposal bins in their 

workplace toilets (often where the workplace environment was male-dominated).  Bleeding and 

flooding are issues where women need to be prepared. Participant One had a history of heavy 

bleeding and painful cramps. Her menstrual cycle stopped when she was diagnosed with cancer. 

She also pointed out concerns for using tampons: 

 ... it’s a psychological thing as well- when you have heavy bleeding, it’s that you are 

 very conscious when you are going out- the clothes you wear, the color of the clothes 

 you wear—where you’re going... the whole area of tampons and wearing extra 

 protection...and there’s also the scare, way back in the ‘70s  when I would have been 

 having periods- is the whole Toxic Shock- of using  tampons as well, so there’s all 

 those things as well. So it was, um.... I was glad I have to say when... well, I wasn’t 

 glad to have cancer, but I was glad not to have any periods!  (Participant 1, 60-69) 

 

Participant Five considers wearing loose clothing for comfort and not wearing white clothing: 

 Yes, it does affect what you wear... I've never really had heavy bleeding.... once my 

 period gets going... maybe I would wear something a bit more loose fitting or my 

 comfy kind of things or something I feel- safe in wearing, you know like no white 

 trousers or skirts... when I was younger I never liked tampons, but... since my 

 early to mid- 20s I've used tampons-  actually I thought of using one of those cups 

 they're moon cups or something? I looked into that, I thought they were kind of 

 interesting, but um, I haven't tried one out. (Participant 5, 384-394) 

 



Experiences of embarrassment while in public were also common themes: 

 ...on occasion, some very heavy bleeding... especially when I was young- very heavy.  

 ... it would be frustrating in school- where... you can't go to the bathroom whenever 

 you'd need to. And you'd need to change something soon and you wouldn't be able to.  

 So, that would be very frustrating- especially at that age when you wouldn't have the 

 confidence to say “I need to go to the bathroom, I'm going to go to the bathroom!” 

 ... but it wouldn't be what I'd call a problem because I can manage it. I don't find it to 

 be a hindrance or anything, really. (Participant 8, 107-117) 

 

 I suppose probably a stressful situation was about four years ago. I didn’t intend it to 

 be stressful, it  was my sister’s wedding here... suddenly when I went to the bathroom 

 that night, one, I was completely unaware that I’d suddenly got a period and two- I 

 was drowned – absolutely and utterly drowned. So, having to go off and get another 

 dress, it was like I had been put back to being that secondary school kid- when you 

 were there – you couldn’t tell anybody else- and wondering why you’ve had to go and 

 change your dress. And all for the rest of that evening, I suppose the stress there would 

 be making sure that everybody was okay and I didn’t think it was because there was a 

 good team- everyone was working together. But like, when you think you’re 

 comfortable, it’s not necessarily true- therefore, it just manifests itself out of nowhere. 

 (Participant 19, 121-135) 

 

 The impact of coping with heavy bleeding is obvious, without products at hand, 

accidents can happen. Although menstruation is a natural process, women would prefer being 

prepared over embarrassment.    

 

Coping with Emotional Symptoms 

 

 Participant Eight and I discussed psychological fatigue and mental strain which could 

be related to her pain symptoms, she described positive actions such as Self-Talk: 

 Yeah, yes- like I said, I have to calm myself down and that's very tiring. So, I always 

 have to keep myself calm. 

 How do you do that- how do you calm yourself down? 

 Just mental power- if I find myself getting hot or looking at windows thinking “That 

 needs to be open!” There's no method I use, I just try and talk logic, I say “Listen, it'll 

 be okay- you'll finish this and then you'll get what you need and you'll be okay- so 

 just calm down, because that's not going to help-you don't need to be stressed 

 right now.” That kind of... babying myself nearly. Just trying to be logical about it, 

 which- I am a logical person, but... you do freak out every now and then. (Participant 

 8, 618-629) 

 

 Participant 16 described her feelings and the difficulties when being a parent, she also 

described a need for isolation to cope: 

 I guess on the worse two days I’d feel like I’d be dragging myself around. Obviously 

 you have to go do things, so I’d just feel like it’s such an effort to do anything- even 

 just to go out and drive somewhere- to do anything, cook a dinner and that kind of 



 thing so it just kind of feels like I’m just dragging myself around and nothing can 

 really get rid of my headache. I just need to lie down and I guess at that stage I 

 don’t even feel like really, really cranky because I’m not able to feel really cranky. I 

 just feel like I just need to lie down and make everything go away. And in the cranky 

 stages I just feel like I should be locked in a dark room and not be allowed to talk to 

 anyone or interact with the world because it’s not fair on them. And obviously it’s 

 difficult with a kid because you can’t do that. (Participant 16, 562-574) 

 

 But, I guess sometimes I feel a bit hard done by because it’s like I spend half of my 

 life feeling not great because of my hormones. So, I feel like I could be really 

 productive if I didn’t feel like this so- yeah. (Participant 16, 574-577) 

 

 Participant 17, who is a parent, clearly and vividly described the challenges of coping 

with emotional symptoms and positive actions such as Self-Talk and mindful meditation:   

 I would be very premenstrual. I’d know before my period would come and I’ve 

 always had that. Suddenly the world would just look black- just black and in my head 

 I can say to myself “Look, you’re probably just premenstrual,” you look in the diary 

 and you say “Yes, I’m having my menstrual cycle,” but still you think- it’s like having 

 these goggles on me- you could only see the black- you can only see the negative- 

 everything is terrible and I can’t do- whatever it is- and everything is very, very 

 bleak... Always a couple of days before the cycle, I would always have had that 

 tendency of getting very black, like literally like a switch. Like I can see it from the 

 outside- I can see- “Look, pull yourself together- you know what it is.” But it’s just 

 blackness for a couple of days.  (Participant 17, 107-121) 

 

 And how would you describe the blackness, it is a thinking pattern or feeling low, 

 wanting to avoid people? 
 Thinking patterns, very much of sort of- well, low self-esteem but also feeling very, 

 very irritable- very irritable and again being able to stand outside almost and see it- 

 “Look, just that there is just annoying you terribly because you’re like this,” but it still 

 annoys you terribly. I can’t get over; I can’t sit there and stop being annoyed at it.  

 (Participant 17, 125-132) 

 

 And you can’t- when you’re in that hole, you can’t see  yourself, that actually “Two 

 days ago actually- I was kind of grand,” you can’t actually remember because in that 

 space, you’re in just then- just kind of in that “This is how I’m feeling all the time.” 

 (Participant 17, 578-581)  

 

 Yeah and with even more than, also with the fatigue  I’d collapse- I’d put her in bed 

 at eight and I’d collapse. But also the mood thing- literally that being in that black 

 space where nothing- and you’d have a very short fuse and all that. I never give out to 

 her, I don’t think children need to be given out to. But at that time for a couple of 

 days, it’s just “Arrgh, stop.” You just want to…. And I don’t, but it’s very, very hard 

 work not to and that’s when I find the mindful meditation to be my saving grace. 

 (Participant 17, 613-621) 

 

 Participant 18 related how not having her family near, (a lack of a support system), had 

an impact on her: 



 When I know my periods are coming- maybe three days before my periods, I just feel 

 really, really depressed, really low- as if there’s point, tired and just want to be alone, 

 which is really hard when you have a child. And here I don’t have much support 

 because all of my family are in the (location). I do have a very good network of 

 friends and my boss is really good as well. So, I know that I’m very fortunate that I do 

 have good people around me but I don’t have my family. (Participant 18, 108-115) 

 

 She also described a need for isolation to cope, and also relief when menstruation starts: 

 So that can be quite tough so it’s just feeling tired, just feeling extremely low. Don’t 

 want to go anywhere- just have to put on my pajamas on and shut my door and just 

 kind of hide from the world for the first days. But then other months, I get really 

 irritated and angry so it just depends.  But at first, when my period comes, in the very 

 least I just go “Thank God they’re here,” and I start to feel more normal. (Participant 

 18, 115-121) 

 

Her symptoms involve pain and fatigue, she often feels overwhelmed: 

 I just feel a bit overwhelmed some times. Like I wish I didn’t need to go to work- I 

 can’t be bothered going to work or just feeling really tired or sometimes not being able 

 to play with my son. And I do feel really guilty about it.... but there are some days 

 that just getting up, getting my son ready for school, getting myself to work- packing 

 him up, helping him with his homework, making the dinner. It just feels kind of 

 overwhelming- just the simplest tasks that you do day to day. (Participant 18, 138-

 146).  

 

 These excerpts provide insight into how women experience physical and emotional 

symptoms related to the menstrual cycle- a natural process that affects some more than others.  

Living with monthly changes that are dictated by hormones can be more challenging for some 

women. This is what this research is all about. For women who live with difficult symptoms 

which are on-going and disruptive, coping with symptoms can lead to consultation with medical 

and health professionals. The next code that emerged was Looking for Answers which often 

led to frustration. Looking for answers involves a great amount of time and energy. No one 

wants to live with on-going, persistent pain and the women that I interviewed all indicated that 

they just want to get on with their lives and move forward in their careers- but often menstrual-

related health issues caused persistent and incapacitating effects on functioning. This is where 

the theme of “Being Different” emerged from this study and will be discussed in the final 

category section. What happens when symptoms consistently have an impact on functioning?  

 

 

 

 



 

Looking for Answers 

 

 

 Women described many actions for coping with symptoms, including the use of 

medications such as pain killers and birth control pills, and exploratory surgeries or 

assessments. Help seeking and medical consultation was a common topic. Participant Four 

described trying to find solutions to her symptoms: 

 I don't even think there were things like a Panadol that wouldn't even work for me, 

 basically... so, then I went to my doctor about it and he referred me to a gynecologist 

 and I had... a D & C but that didn't do anything either... it didn't work at all... and I've 

 been on The Pill- I don't think that works-it works maybe for the first month or two 

 and then it just goes back to-me being sore.  (Participant 4, 13-19) 

 

 But then the week coming up to... I always get this sort of burning sensation in my 

 stomach.... like a hot water bottle wouldn't help, but... some sort of pressure maybe on 

 my stomach and its just nice to just relieve the pain as such. I did take Ponstan- that 

 doesn't work... I was on Keral... that didn't work... nothing seems to work and my 

 gynecologist is male and he says “You're just going to have to stick up with it” and I'm 

 like “Thanks, thank you!” (Participant 4, 46-55) 

 

She had a laparoscopy which indicated nothing:  

 Yeah, just looking around but they can't find anything...I'm really happy obviously 

 that they can't find anything but then you sort of feel like “Oh God, I wish  they would 

 so they can give me something to cure it!” (Participant 4, 211-214) 

 

She felt a lack of understanding by a male doctor: 

 I'd love for men to actually feel what we go through, but I know that's never going to 

 happen- but anyway... it's very annoying when I go and see my gynecologist- he's 

 really like—so brushed off by it. You know, he's just like “Just take this, it’s fine” and 

 I'm just like “Look, there's actually something wrong with  me- do you think I like 

 having....” it’s not like he just doesn't care or- because he just doesn't understand- I 

 think. But like, how- there's no way that he's ever going to understand. So, I think 

 that's not fair basically! (Participant 4, 303-311) 

 

She considered that consulting a female doctor would perhaps be more helpful: 

 I think maybe it should be a woman. I don't really know-not in a sexist way. Like

 maybe women should go to women and men should go to men.... now that I think 

 about it, um,because my doctor's male but he's the family doctor and I've been going 

 to him for years so I just go to him. I have actually thought about moving... to go and 

 see a woman doctor, maybe she can throw some light on something different, but I 

 don't know. It is something to think about. (Participant 4, 395-403) 

 



She mentioned being frustrated; there was a sense of giving up: 

 I don't think enough attention is paid to the problems that some women have...I'm 

 nearly of the opinion where I just don't say anything anymore. Like, if I go to my 

 doctor, if I'm really bad- but sometimes I'd be like “There's actually nothing that you 

 can do about it, so I'm just not even going to talk about it.” So, you don't talk about it.  

 (Participant 4, 364-370) 

 

 Participant Five sought medical advice, which included referrals for tests, but she 

ended up frustrated: 

 ... I have had two ultrasounds... about my ovaries... and the first one I got was... 2005 

 and the second one was... maybe April 2008… the second one I definitely  wasn't on 

 The Pill... and I purposely did that because I wanted to see if that maybe the first 

 one... whether I was on the Pill or wasn't... maybe it had masked something... And 

 the second one - I had private health insurance so I went privately... and they told me 

 um, they couldn't actually find my right ovary and they were like “Oh that's perfectly 

 normal” you know... A lot of  women have that. It's probably there somewhere behind 

 the tubing and I was like “If you can't see it, how do you know it's not horrible?”.... 

 but they said it's fine and just left it but often when I get pain.... it's  this ache in my 

 side- very noticeable it's.... like someone's sticking... prodding in me like a sharp kind 

 of prod and it's just aching away there and it's always there- annoying and I'm 

 thinking, “Well maybe there is something wrong with it.” Because I don't think... it's 

 totally normal to have so much pain! But um, you know, I just left it. (Participant  5, 

 133-154) 

 

 Participant 11 suffered from pain symptoms, and described actions she had been taking 

to maintain her health, but couldn’t seem to find a cause: 

 And it's been getting worse now since I left that stressful situation in my last job. It 

 was almost like I had to run much stress to get through each day that everything else 

 just got forgotten about. Whereas now I don't have that same level of stress in my life, 

 but it's just overwhelming. So, I've been keeping an eye on foods that I'm eating... I do 

 suspect that there might be an IBS kind of thing going on, but I can't seem to find what 

 it is that is triggering it. I enjoy a few drinks like anybody else but I'm not excessive in 

 it...The time frame doesn't seem to fit around that- it could be foods, but I haven't 

 worked out exactly what it is yet. It happens every month regardless of whether I'm 

 paying attention to what I'm consuming or not. So, I'm not too sure exactly what the 

 connection is with it yet. (Participant 11, 38-52) 

 

She was disappointed after medical consultations found no obvious reasons: 

 ... what's been more interesting to see is when the really horrible pains are coming- 

 before I actually bleed which is usually around ovulation... when I was going to the 

 doctor and stuff trying to find some sort of answer to this... they suspected that maybe 

 there was some sort of cyst or you have endometriosis or there's something going on 

 there. I was delighted obviously that there's not- but I was kind of disappointed as well 

 because I can't find a reason why it gets so bad. (Participant 11, 148-157) 

 

Suffering was accepted, but questioned: 



 I mean, sometimes like I get really frustrated with myself when I have to take a 

 Dispirin or a Tramal or Panadol just to deal with the pain because I'm like “Women 

 have been doing this since civilization began - bleeding every month- it's a natural 

 condition of the female body to go through these changes every month.”  So, why 

 does it have to be such a big deal? You know- why am I finding it so difficult to deal 

 with this? And then also it's not a disease to be treated with lots of medication. It's just 

 a natural course of things. But yet, women have such huge issues on an ongoing basis 

 with it. So, I think probably it can be over-medicalized because it's like “Ah, you 

 shouldn't be suffering- take it.”  I had a doctor say that to me once- “You shouldn't be 

 suffering- so why won't you take it.”  I shouldn't be suffering but obviously there are 

 other reasons why I am. (Participant 11, 548-561) 

 

 Participant Six who described her physical pain symptoms throughout her interview had 

several bad experiences when looking for solutions to her symptoms, which started at a young 

age. At age 16, a doctor suggested that she have a baby to solve her pain problems: 

 When I was younger um, and the pain started, I was treated quite a lot for it and I went 

 to a first doctor - a few pain killers and that was about it. I don't think they really 

 knew what to do when I was younger. Then I went to another doctor who told me that 

 when I had a baby it would all be okay and I was sixteen at the time you know- I was 

 outraged. I was someone who always wanted to go to college and travel and here was 

 someone telling me...you can do all that as long as you have a baby so um, I finished 

 with her and I went through about a year of just agony and this was coming up to my 

 Leaving Cert and I went back to the first doctor I'd seen and I told him I wanted a 

 hysterectomy at the time. And then when they finally went to that level with me, they 

 referred me to a gynecologist. The gynaecologist was the one who then wanted me to 

 take the Ponstan two weeks before the period started and for a week after and she also 

 gave me - the first time I went to see her, Anadin- she was like “Take an Anadin” I 

 was like “I've been going through this for six years and you're here giving me an 

 Anadin!  I've waited six months to see you for a disappointment and you've given me 

 an Anadin?” So I basically said I didn't want to see her anymore and I wanted to be 

 referred to someone else so I was referred to someone else and they were the people 

 who started me on the blood thinners. So that took about three years for me to get to 

 that level where someone recommended those to me, maybe four years...I never 

 basically went back to see a doctor since that. (Participant 6, 246-271) 

 

 She mentioned that her difficulties didn’t make her feel different, but accepted her pain 

as a part of her identity: 

 But yeah, so it has really affected everything I've done but at the same time now 

 because I'm just so used to it like, I'm what nearly 20 years into it at this stage- it 

 doesn't really affect me anymore. You know I don't feel like it does, I don't feel bitter 

 because of it or I don't feel different from anyone else, like I have loads of girlfriends 

 who “not a problem” sisters- “not a problem,” mother... you know -they can't 

 understand where it comes from or what I go through. You know-they are very 

 understanding, at the same time there's not anything that anyone can do for it really, so 

 um, you know- it really doesn't affect me really these days anymore because it is just 

 part of who I am. (Participant 6, 167-178) 

 



 She admitted to participating in this study because she wanted to relate how debilitating 

it can be for some women to live with difficult symptoms: 

 I have a cousin who's about two years younger than me, who had the same problems 

 as I did growing up. Now, this would have only been discovered in my mid-20s... I 

 would never have known that this was something she went through. And I told her 

 about the blood thinners and stuff and that had never been explored for her-

 never. You know her parents never really brought her to the doctor because of period 

 pain - it was always, “You'll be alright- that's what every woman goes through- you're 

 just giving out a bit more than the average one.” So um, yeah, just more information 

 for people to know that this can be completely debilitating for people- it really can be.  

 Your life, your whole life can revolve around it and I think, I don't think people can 

 understand that because most  women who have their period are fine and there might 

 be a slight bit of discomfort, like I have friend with a slight bit of discomfort but 

 would still take a pain killer like I will for an absolute atrocious pain. So, just 

 more information- maybe more understanding for people who go through it as 

 well. So that's why I got involved, so yes--I hope you can help people. (Participant 

 6,771-789) 

 

 Looking for answers, (help-seeking) can occur when symptoms are severe and 

imposing. As described, many women often felt frustrated, some of them gave up, and some 

indicated that they had felt that health professionals had not taken their symptoms seriously.  

Many of the women in the interviews described pain symptoms since the onset of symptoms. 

What is the result of experiencing difficult symptoms, coping with symptoms, as well as looking 

for answers for symptoms? 



 

     Figure 10. Being Different due to Imposing Symptoms 
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 Before discussing the workplace, it is first important to consider the impact of the 

categories previously discussed- what may be going on in the personal lives of women who 

may experience difficult menstrual symptoms on a continuous basis. The main theme was 

“Being different due to imposing symptoms.” Categories described have included Experiencing 

Symptoms (physical and emotional), which included descriptions of women’s personal 

experiences of symptoms and how they had an impact on their personal lives and relationships. 

Coping with Symptoms described the processes which women may employ to manage 

symptoms (Pills, Planning, Products, Positive Actions), how women may choose isolation to 

cope (withdrawal), and Looking for Answers (help or treatment seeking) which may occur if 

there is awareness that symptoms are continuously having an impact on their ability to function. 
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Not finding solutions to imposing symptoms may lead to frustration and this can lead to a 

continuous loop where symptoms return and the process continues.   

 Being Different is a feeling that occurs as a result of experiencing symptoms, and coping 

with symptoms (including looking for answers and frustration). This is a sense of “Otherness” 

in comparison to other women and to men. Experiencing symptoms that have an impact on 

functioning and activities of daily living can extend to this sense of identity that leads to feeling 

misunderstood, not taken seriously, and a sense of disparity (from frustration). When a woman 

experiences these symptoms, it is similar to that of a hidden disability where impairment is not 

obvious although visibly others may see women suffering from symptoms. These symptoms 

may be disabling for some women, temporarily. Like hidden disabilities, such symptoms may 

be short-term or long-term, stable or progressive, constant or unpredictable and fluctuating, 

controlled by medication or another treatment or seemingly untreatable. More women are in 

the workplace than ever before and a small proportion of women in the workplace suffer in 

silence with menstrual cycle symptoms. These issues are discussed in the final categories- the 

focus of this research.  

 

 

Figure 11. Impact on Functioning 
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Being Different than Other Women 

 

 Experiencing difficult menstrual cycles can have an impact on the lives of some women. 

Figure 11 illustrates the combination of experiencing symptoms, coping with symptoms, and 

looking for answers. It can cause disruption and a sense of dissimilarity compared to other 

women where women may experience an impact on functioning and an impact on relationships 

with others. There is often a sense of feeling misunderstood. It can change one’s perspective on 

life at least temporally when planning and preparation are important to cope with disruptive 

symptoms that can have an impact on routine and daily functioning. As described, for some 

women who suffer with difficult symptoms, there is a sense of giving up- a sense of 

helplessness, if not a learned helplessness where women accept their symptoms as “normal” 

and continue on. Women who suffer with difficult symptoms can also feel that others don’t 

understand, and this can include other women. The following excerpts describe how women 

with difficult symptoms may feel compared to other women.  

   I often find that with girls, if they don't have personal experience- they don't 

 understand. Like they  say “Oh, my period,” and I'm like “You're saying that light-

 heartedly but don't understand.” I don't rub it in their face, but I just- in my head, I'm 

 thinking, “They don't know what they're talking about.” (Participant 8, 167-174) 

 

 And I think some people, women included, can be confused at why are you dying 

 absolutely in pain one minute and the next you're fine and it does seem illogical but 

 you know that's how your body works. (Participant 5, 986-989) 

 

 … and it’s so painful that you can't sit still- you're rocking back and forth and you're 

 rolling  around on the ground. You know, I don't think anybody can appreciate that- 

 even other women who have never had problem periods won't appreciate that 

 until they've experienced it themselves. (Participant 14, 439-442) 

 

 I kind of think that all women would understand but not everyone seems to experience 

 it. Some people seem to be fine so I find it’s kind of hard to use that as an excuse or 

 so I guess there’s a lot of pressure to be like- normal all the time. I think as women 

 we kind of work in monthly cycles as opposed to weekly ones. (Participant 16, 44-49) 

 

 So, I think it's just something in general I'm aware of and then obviously it's 

 heightened when I have my period or coming up to or in and around...when I 'm “in 

 the zone,” I have to say “I can't say that”- “I can't be like that” because not everyone 

 understands what you're going through, even if they're girlies...they don't understand 

 necessarily what, you know the pain- or why you're feeling like you're feeling that, 

 you know. (Participant 5, 357-367) 

 

Participant Eight compared her symptoms to disabling conditions: 



 Knowing what you know about living with pain and all that, from your own 

 perspective and experience, how do you feel that women's health needs differ 

 from men's? 

 I don't know. Men don't really have any equivalent. You know- and not all women do. 

 It's just some women. And I'd like to say it doesn't interrupt my work life, but it does.  

 As in, people with disabilities get allowance, like if you have a wheelchair, or 

 impaired sight- they can make compensation for you at work. It's not always an issue 

 with me, but sometimes and it should definitely be taken into account, I think. 

 (Participant 8, 804-816) 

 

 Experiences can be shared amongst women with difficult symptoms, where there can 

be support and understanding but when symptoms are extreme and disruptive to a woman’s 

life, there is an “Otherness” that may occur, a sense of differentiating the self from other women 

because of symptoms. What constitutes normal? When symptoms have an impact on 

functioning on an on-going basis, some women just accept it as “normal.” Participant Five 

described how being different due to difficult pain symptoms was unfair: 

 I'm sure a lot of women don't have routine in their periods but having two within five 

 weeks and then none for a few months- you know it's disruptive to your life and you 

 know your period shouldn't be like that, it should be... that it happens in and 

 around the time that you know you'd expect it to come... it lasts for a few days 

 whatever.. Okay, some pain but it's manageable - you know, you could take a 

 tablet if need be and just get on with life and not have to be... almost bedridden.... It's 

 not normal...and I am much, much better than I used to be but... sometimes when I've 

 talked to friends or even my cousins they're like “Aw , I just get a little bit of pain on 

 the first day and that's it.” And I'm like “That's not fair!” (Participant 5, 112-123) 

 

 Finding answers to symptoms enabled Participant 17 to realize that her symptoms had 

underlying reasons. She described her experience of finding out about having fibroid tumors 

which had caused her heavy bleeding: 

 ... I think it was a bit of an eye opener because of that thing of just thinking- “This 

 is how everybody lives,” you know? And “What a hassle,” and “But that’s what 

 everybody does for sure.” And that actually, “There is... there’s a reason”… or that “It 

 is worse,” actually yeah, probably that– well yes, it is worse- “You do have a right to 

 feel a bit sorry for yourself,” that “It’s that bad” kind of thing.  So it was in a way kind 

 of helpful to know at least that there was a reason and that I wasn’t being a wimp and 

 all the other women didn’t complain as much as me. (Participant 17, 229-239) 

 

 Participant 17 mentioned how the Patient Health Questionnaire made her think about 

her symptoms. She found relief after diagnosed fibroid tumors and subsequent treatment, but 

had related how emotional symptoms and heavy bleeding had an impact on her life. She uses 

mindful meditation to cope with her symptoms, but after being diagnosed realized how many 

years she had suffered and that her symptoms weren’t actually normal: 



 I think you wrote in something that you’d written there about you know- it can be 

 emotional or something- I can’t remember what you wrote- but actually I was kind 

 of surprised- you know, sitting down and thinking about this and thinking back when 

 we were planning and so on, and actually sitting down with it, and thinking- well 

 yeah- it is kind of – I can’t explain why, but it is emotional actually. Just God- how 

 many years did I live with that without knowing and not everybody has to go through 

 this – even that kind of thing of nurturing yourself a bit around that time and saying 

 what it is that you’re doing – it’s okay to put your feet up and you know, enjoy. 

 (Participant 17, 631-641) 

 

 Women reported making efforts to go into work in spite of difficult symptoms. The 

issue of being different compared to other women offers insight into the experiences that some 

women may have because of symptoms. Categories that came out of discussions about the 

workplace were about differences between women and men, equality and stigmatization and 

masking symptoms. Most of the women interviewed cited abdominal pain as reasons for 

missing work, but made efforts as much as possible to take medications to cope and to avoid 

absenteeism. When reading the descriptions of symptoms, the impacts that such symptoms can 

have on a woman’s ability to function become clearer.   

 Being different due to imposing symptoms can extend into the workplace. One 

consideration is that female managers may not empathize, if they haven’t had the experience of 

difficult menstrual cycles. Participant 10 described how menstrual cycle symptoms are often 

not taken seriously in the workplace: 

 ... there's a kind of an attitude -and it can be from female managers as well as male. 

 That you know- “Sure, what's wrong with you-it's only your period.”... and I can only 

 speak for myself. I just get the feeling that your employer- whereas if you're just 

 feeling sick, because you have a bug or something, you can go and say “Look, I'm not 

 feeling well and I need to go home.” But there's less understanding in general I think- 

 from employers to women when they have  issues related to their menstrual cycle. 

 You know- it's nearly seen as a big joke and it's not actually considered as a particular 

 ailment. I think people would see it nearly that you're skiving off rather than actually 

 that you're in significant pain and discomfort you know. And that's just the impression 

 I would get from not just my employer, but I think that would be across the board. 

 (Participant 10, 179-195) 

 

 When asked about disclosing symptoms at work Participant 12, who worked in a male 

dominated workplace stated: 

 I find that female bosses are less compassionate to other females. So, I would 

 definitely not tell a female boss that I wasn't feeling well.  

 Why is that? Why do you think that? 

 That they're less compassionate? I don't know- I'd have to figure that out. Maybe 

 because they feel you  are a threat or competition whereas they don't feel the same 

 with the men that are in their group. I'm not sure, but I would definitely not confide in 



 the previous female bosses that I had that I'm thinking of now. I would not 

 confide anything about not feeling well- no, no way. (Participant 12, 274-285) 

 

 Conversely, Participant 14 felt that there should be someone on-site in the workplace to 

confide in, preferably a woman: 

 Well, I mean in the workplace, I think it would be nice- and this is quite a burdensome 

 resource for a company to provide, but maybe if they could train somebody in the 

 company- preferably a female. From my perspective... if I had women's problems, I 

 would rather speak to a female. So maybe if there was a Health and Safety Officer on 

 site, and again this would form part of the policy. For instance, if it said in the policy 

 that “If you have any particular difficulties in relation to women's health problems, 

 please speak to such and such a person” who was nominated to deal with these issues.  

 So at least in this way you would know that you could speak in confidence with 

 somebody who is properly trained in how to deal with the issues and would do it in 

 confidence and you know- it’s not the type of thing you'd comfortably talk to a man 

 about. I wouldn't anyway. Yeah- just somebody on site who was nominated and had 

 been trained to understand women's particular health issues. (Participant 14, 410-427) 

 

Being Different than Men 

 

 In order to gain an insight into the perspectives of how the menstrual cycle differentiates 

men from women, I asked the questions “From your own perspective and experience, how do 

you feel that women's health needs differ from men's?” and “From your own perspective and 

experience, how do women's needs in the workplace differ from men's?” 

 Although this perhaps contributed to the development of the code, we have seen also how being 

different relates to symptoms, coping and treatment seeking. In this section, participants offer 

their perspectives on how women differ from men in health issues. The topics of “not being 

taken seriously,” “feeling misunderstood,” and “feeling dismissed” because of symptoms and 

a lack of empathy were common themes. Because men don’t have menstrual cycles, and hence, 

can’t understand what women go through, this section offers women’s perspectives on sex and 

gender differences, linked to the menstrual cycle: the social perspective. Participant 14 

described it what it felt like to be considered the weaker sex in the two excerpts below: 

 I'm inclined to think that from a health perspective, what divides men and women- for 

 the most part- is the fact that women have periods and men don't. And it's something 

 that we have to deal with on an on-going basis throughout our lives- well, at least until 

 menopause. You know, I sometimes think - the saying often goes...“If men had to 

 have babies or if men had to have periods I think both would be treated differently.”  

 ... in as far as women probably have the ability to empathize and I think that 

 perhaps if the shoe was on the other foot and we didn't menstruate and they did, I think 

 that probably it would be taken more seriously by women- even if it were happening 

 to men. And I think probably the reason for that is just that women by their nature are 

 better able to empathize with people. And I think it would probably be taken more 



 seriously.  I think men tend to- because they're not as good at empathy- having not 

 experienced periods, I think they tend to dismiss it…I think we probably just need 

 more understanding of this problem and I think that other women will understand it.  

 But I don't think men necessarily do- nor do they want to. I think that's the main 

 difference. (Participant 14, 294-322) 

 

 I genuinely think that the most understanding man in the world, with the best will in 

 the world will not know what a bad period pain feels like because he hasn't 

 experienced it and I think for that reason it’s very difficult for men to take it seriously.  

 I think a lot of men seem to think that women over-react or  because we're traditionally 

 considered to be the weaker sex that we're not able to cope with the pain, that it 

 really isn't that bad. So, I think it is very difficult to quantify what it feels like even if 

 you want to, unless you've experienced it yourself.  (Participant 14, 428-438) 

 

Participant 10, described a “flippant attitude” towards menstruation: 

 It's kind of hard on everyone, and hard on your partner because at the end of the day - 

 being a man…they try to understand, but they don't really have a clue!... I often say if 

 (husband's name) had to deal with this ever, just for one day in his life or if men in 

 general had to have a period for one day in their life, they might understand why we 

 are as irritable as we are! And to be fair to (husband's name), he doesn't go 

 “Oh, it's your period,”- but nothing annoys me more than men who go “Oh, what's 

 wrong with you- you've got your period,” because they don't have a clue of what 

 actually it involves... and the emotional and physical fatigue and that can be associated 

 with your menstrual cycle. And not that you should be able to take a week off of work 

 when you have your period, but I think that there is this kind of flippant attitude 

 towards menstruation that's like “Aw, sure- get up and get on with it” kind of thing. 

 And so, for a lot of women- your period can be very debilitating. You know… at 

 sometimes it's difficult to even get out of bed, and you don't even want to get out of 

 bed when you have it. (Participant 10, 108-126) 

 

Participant 15 felt that there wasn’t enough understanding around women’s health: 

 I don’t think people necessarily believe that PMS does exist and these period-related 

 problems do exist. I think women’s health issues are different in that way as well and I 

 think that we have a lot of more complex stuff to deal with- the fact that we can give 

 birth and there can be a lot of complications with that. I don’t think there’s enough of 

 an understanding of those things as well- especially in Ireland- I don’t know anywhere 

 else. (Participant 15, 255-262) 

 

 Other women described the complexities of women’s health issues. Participant 17, who 

works in an office with a predominantly female population, suggested the importance of health 

education in women’s issues and also a related how women can keep track of their symptoms 

with an awareness of their own bodies:  

 ... in some ways it’s like there’s more going on in women’s bodies…because there is 

 that monthly sort of cycle... and because of the possibility of childbirth and all, it’s 

 just like there’s more action so therefore there’s more things to know… even the 

 symptoms... and just knowing that just kind of it’s a nice feeling that you’re keeping 



 track of your body and you know what’s going on in your body just by knowing 

 actually “My breasts are a bit sore,” and “Alright, okay then I know this.” And that 

 that kind of level of health education, kind of around some of those things is 

 even more important for that reason for women than for men. But it’s all very 

 important for men that they understand-there are lots of things that men don’t 

 understand about their body either that would be very helpful for them to know about! 

 So, I think that just the detailed levels of sort of understanding… is a need, even more 

 so for women than for men. (Participant 17, 394-410) 

 

 The issue of hormones was mentioned as well. When asked about how women’s health 

needs differ from men’s, Participant Six, who suffers with pain symptoms and works in a male 

dominated office, stated: 

 Oh, I think they differ drastically. Because I think with women, your hormone levels 

 are constantly up and down. You know- in work, because I work with all fellas, I get 

 the whole time, the emotional side. “Why are you upset?” And you know, I think that 

 has a lot to do with hormones in your body. It's just, you're up, you're down- and 

 whether you're up and you have a great meeting, the air could be different  if 

 you're down and you have a great meeting. So, it's just completely different. 

 (Participant 6, 448-457) 

 

Participant 11 also brought up the issue of hormones: 

 I think when it comes to mental health...if we look at the mental health of women it's 

 just completely different from men-very stereotypically talking here, of course. And I 

 think it's probably the same for both sexes. You know, mental health affecting what 

 happens to you physically. But I think with women, there's a lot more to contend with 

 in that regard because our bodies do go through so much in a month with hormonal  

 fluctuations and all that kind of stuff. And then the very physical act of bleeding every 

 month as well-you know-men don't face that. (Participant 11, 488-498) 

 

 These excerpts described women’s perspectives on how the menstrual cycle can 

differentiate women from men- how women’s health needs are different, and how this can be 

linked to the menstrual cycle. Symptoms such as bleeding, pain, bloating, and hormonal 

fluctuations (which typically occur cyclically) may have an impact on functioning if they are 

irregular in any way. While it is a fact that women menstruate and men don’t, why is it such a 

stigmatizing issue?   

 

Equality and Stigmatization 

 

 The symptom most reported to cause women to miss work was severe pain. This was 

not always consistent, and did not contribute to frequent absenteeism. Women found ways to 

suffer through, but also discussed how the issue of the menstrual cycle could be an issue in the 

workplace. To introduce this topic, I will first provide excerpts from Participant 14 who had 



recently experienced difficulties at work with a male boss who had made statements which 

relate to this topic. Working in a very stressful job, in a high-level role, she described her 

experience: 

 Why do you think that is, that women are afraid to mention it at work?  

 ... because I've had an experience of my boss, who happens to be male- accusing me of 

 having difficulties in work with him because of a “woman thing.” Which, I presume- 

 he meant something hormonal. I was complaining because I was over-worked and 

 stressed out and he said, “What's wrong with you- always complaining- oh, is that a 

 woman thing?” And that really, really offended me… I think because men don't 

 understand periods and the genuine psychological effect it can have on women- I think 

 they tend to dismiss it as sort of being, you know- women if they do have 

 psychological problems as a result of it, that  they are dismissed as being slightly 

 hysterical and they're over-reacting and I think it’s just not taken seriously. Now, I 

 don't know if it's because of ignorance or because they don't want to take it seriously- 

 or they don't understand it. I don't know... I think it's stigmatized. It’s a bit like 

 suffering from depression, I think any sort of mental, psychological or emotional 

 issue- whatever the cause- has a stigma attached to it. And in particular when it comes 

 to menstruation, I think there is a particular stigma attached to that by men. I don't 

 know why that is. (Participant 14, 185-207) 

 

 Do you think that puts us at a disadvantage in the workplace? 

 Yes, I do.  

 Okay- can you tell me about that? 

 I think we're just not taken seriously. I think that legitimate grievances that women 

 might have in the workplace are dismissed because men think “Oh, she's just 

 hormonal, she's just over-reacting, it's not really a problem, she's having one of her 

 off days.” And the complaint... might be perfectly legitimate but I think it’s very easy 

 for men who don't want to deal with things to dismiss it as being hormone related: “If 

 you got her on another day it would be fine.” Again, my perception of that is probably 

 discolored by my experience with my boss. Now, not that I had, as I said- problems 

 with my mood directly related to my periods, but- you know- I have had comments 

 made about potential hormonal problems that might be dictating my mood when in 

 fact that's not at all what my problem was. But I think it was very easy for my boss to 

 dismiss any issues that I might have had with the workplace because I was 

 “hormonal.”... I worked with a lot of men, a company of engineers, and there'd be 

 throwaway comments- that kind of thing- “Oh God- she's just hormonal- she's a bit 

 hysterical” that kind of thing. And I don't think those kind of comments are ever made 

 towards men. So, I think that's the main difference between men and women in the 

 workplace. (Participant 14, 208-231) 

 

 And how did you feel when they were talking that way at work- how did it affect 

 you? 

 It belittled what I felt were genuine grievances. I don't think anybody likes to feel that 

 they are irrelevant or that genuine problems that they believe they have are not taken 

 seriously. Especially by somebody in authority whose job it is to look out for the 

 welfare of their employees. You know- and I really didn't like being dismissed as 

 “having a woman's problem.” And even if I had had a “woman's problem,” - let's call 

 it that- hormonal- I still don't think it's right to be dismissed because of that. So, I just 



 didn't like being made to feel like- like I wasn't being taken seriously. (Participant 14, 

 232-242)   

 

Participant 11 offered a social perspective: 

 I think if we just look at society as well, and look at how women are still in so many 

 ways, second class to men. Even in the First World countries that we've lived in. And 

 there is that difference of positioning, I suppose in communities and societies - in the 

 workplace. Which again- brings me back to whole mental health aspect of women 

 being different to men.  (Participant 11, 499-505) 

 

  Participant Eight who suffers with severe pain problems and nausea (who compared her 

symptoms to disabling symptoms) stated:  

 You know, the fact that I make an effort 99% of the time- to be in work on time and 

 do a good job.  And people have hangovers and call in sick with hangovers, and I don't 

 think I should be questioned when I have bad pain and need to have a sick day, you 

 know?  So yeah, in terms of that, I know I'd like an equal world where men and 

 women are treated equally. But, in this sense, I think we should be treated fairly. 

 That's my- well, I haven't really thought of it before, but that's my very incoherent 

 view! (Participant 8, 816-824) 

 

 In that sense, I think it is still different for women and girls. I will do everything a guy 

 can do, in terms of work, but in terms of relationships in work, I think there are still 

 issues and I think sometimes they're worse now because women want to be the same 

 as men. And they don't raise issues as they should.  I think it's kind of swinging back 

 the other way now, where it's too accepted. Before, women just didn't have the 

 status, now because we want our status too badly we don't want to seem weak. You 

 know-  we're afraid to seem weak. Where I don't see it as a weakness, I see it as 

 standing up and saying “That's not okay, treat me right, and then we'll be happy!”

 (Participant 8, 855-865)  

 

 She was working in the catering industry at the time of the interview and related the 

following: 

 Especially in the catering industry, the bar trade and waitressing- so much sexual 

 innuendo and it's joking 99% of the time - that's fine and just 1% of the time, it's not.  

 But I think girls just don't want to be like “a girl having a problem.” They don't want 

 to be seen “as a girl.” And I just don't think that's okay. I don't think it's a problem, I 

 think it's a problem if someone is not respecting you- if you're male or female. 

 (Participant 8, 844-850) 

 

Participant 16 shared her personal theory on the matter: 

 Well I just think basically, the whole of society is based on men’s way of doing things. 

 Everything - the working week is based on a weekly basis so you’re supposed to relax 

 at the weekend and work really hard for the five days or whatever. Whereas women’s 

 cycles are more monthly. So, I personally would rather work two whole weeks and 

 then have like a week off around my period than the week off and do this. So, I 

 think the way it’s all based- it’s just not great for women’s health because you’re 



 expected to keep going and work through feeling really rubbish and not feeling like 

 you can do your job properly. So, I think that puts pressure on people. Instead of 

 being able to not enjoy, but embrace being a woman and having menstrual 

 cycles, you’re supposed to just pretend that it doesn’t happen and cover up your 

 emotions and just yeah- pretend you’re not a woman basically. And if you do express 

 any of that like, “craziness that happens to women,” then they’re like “Oh gosh, 

 you’re  crazy” or you know- it’s not really an acceptable way to behave in the 

 workplace.  So I guess, yeah- that puts pressure and stress on women. (Participant 16, 

 324-341) 

 

 So do you feel like there’s a type of gender discrimination in the workplace when 

 you think about how women may have extreme symptoms and do you think there 

 may be a gender discrimination issue there against women who experience 

 difficult cycles? 

 Yeah, I think so...there’s no allowance in the law or anything for ... if you have say 

 this condition you get- say it happened every month for a day or two- you don’t get 

 twelve  days off a year for that when really you probably should.... without it affecting 

 your employment record or your credentials or whatever. You should be able to 

 embrace it and lounge around in your pajamas for a couple of days if you need to!  

 Because yeah- it’s like equal to or worse than being sick. I mean I guess I’m lucky in 

 that way in that I get cramps but I can just take a couple of Paracetamols and I’ll be 

 okay, I won’t feel like doing much but I can function. I know people that couldn’t 

 move for hours. I guess mentally it puts a lot of pressures on women. (Participant 16, 

 350-367). 

 

 And then even like calling in sick if you have really bad cramps you’re expected to 

 go... If you don’t get a sick note it looks really bad. So, you’re not going to go to the 

 doctor every time you get cramps and get a note for work so it looks bad on your 

 record... I think it’s just a lot of pressure to keep up with men with regards to being 

 able to be level-headed all the time. And you feel kind of weak when you’re not able 

 to do that. I think women just work in a different way. (Participant 16, 341-349) 

 

The issue of “normal symptoms” was also discussed: 

 What do you think of this statement: “Women’s health issues are over-

 medicalized?”  

 There is a truth element to it because in a sense, yes- it’s all what’s normal and so it’s 

 not a case as such, of making it into something that’s a big medical problem- a big 

 illness in that sense. And that’s not a goal in itself, but certainly to have an awareness 

 of that there’s a wider spectrum of what’s normal and so on- in women’s health. And 

 to have more communication about it and that so that you can- in those cases where 

 there is something that’s borderline a medical issue- you could tackle it better and get 

 more help you know. (Participant 17, 513-523) 

 

Masking Symptoms 

 

  If gender refers to the socially constructed roles, behaviors, activities, and attributes 

that a given society considers appropriate for men and women and masculine and feminine are 



gender categories, how does this translate into the workplace? Women deserve equal 

opportunities and Gender-Based Occupational Health considerations are important.    

Experiencing difficult symptoms such as pain can have an impact on the ability to function.  

Being Different due to imposing symptoms that can impact one’s life can have consequences 

in the workplace. Not feeling supported at work and a lack of understanding may lead to 

behaviors such as masking symptoms- not disclosing about difficult symptoms out of fear of 

reprisals. There is a concern about equality. The issue of disclosure is a tricky one; it could put 

you at a disadvantage. What is it about the menstrual cycle that makes people so uncomfortable?  

The issue of medicalizing women’s issues was an interest of mine, so I asked women about 

this. Participant 13 related the following:  

 What do you think of this statement- “Women's health issues are over-

 medicalized”? 

 I disagree- I don't think it is. 

 Tell me about that.  

 Um, I don't think people really talk about it- it’s kind of taboo. To be honest, I don't 

 think people discuss it or mention it- people don't take it seriously enough I think.  

 What do you think should be done about that? 

 Well, I think- get rid of the taboo involved.  I think that's the biggest thing. People 

 don't like to talk about periods or pain-it's embarrassing. People just- guys don't want 

 to hear about it and things like that. So, I think it would be changing people's 

 attitude. You know- just be more understanding about it. (Participant 13, 154-166) 

  

 Participant Five, who experienced painful abdominal cramps due to endometriosis, 

described an experience where she made it into work after coping with difficult symptoms, 

and yet had to cover up the reason why: 

 Um, I do remember somebody asking me- it was a guy friend- said “Where were you 

 this morning” and I was like “I wasn't feeling well this morning,” and he was like “Oh 

 and you're fine now,” I 'm like “Yeah, I'm fine now,” and I knew he didn't have a clue 

 about why I didn't feel well in the morning but I didn't want to tell him!... I 

 have no qualms but he doesn't need to know that I... had my period. I was really in 

 pain in the morning but am okay now. (Participant 5, 979-986) 

 

 There was an element of suffering in silence in many of the stories that were revealed.  

Participant 18 experiences heavy bleeding and painful cramps and related the following: 

 And don’t get me wrong- see that’s the thing, I feel as though I’m moaning –“I feel 

 this and I feel that” and “I feel the next thing,” but I can go into work and I can 

 function but sometimes just some days I’m more able than other days. Like when I 

 know I’m having my periods or I’m going through a hard time, it is difficult 

 when you’re trying to deal with other people’s problems. So for that aspect, some 

 days I can take on the whole world and there’s some days I could just “Just leave me, 

 I have enough going on.” (Participant 18, 413-421) 

 



 But I suppose I have missed a few days with pain so it would have affected my work 

 in that way. (Participant 18, 434) 

 

I asked her about how her symptoms affect her at work: 

 Has your menstrual cycle ever affected you at work, if so please elaborate.   

 Just pain. Because I’d be sitting at my desk and maybe sitting down too much or just 

 complaining that I’m in pain or just sometimes going into the office and really not 

 being in the humor to be there…you have to kind of put your mask on and you’re 

 doing…work with a range of groups… and you’re dealing with people who are 

 vulnerable so you have to be approachable and you have to be able to listen to 

 people’s problems. (Participant 18, 402-413) 

 

Participant 17 also works with multiple clients: 

 I don’t think I’ve probably taken time off of work… it has that element very much of 

 needing to be present and all that and certainly can be harder to do if I’m absolutely 

 feeling “It’s all totally meaningless!” You know, it’s just not terribly easy to sit with 

 somebody and actually try to be present in a very stressful experience in their life 

 when you’re feeling like that yourself- you know. So, sometimes I’m kind of wary of 

 it.  I might try and position clients a little bit around it, but it’s not so easy… But um, 

 yeah- certainly I don’t perform to standards those days, I know that. (Participant 17, 

 155-166) 

 

 These excerpts indicate the compensatory mechanisms that women enact to perform in 

their jobs in spite of imposing symptoms, also an acceptance that certain symptoms may be 

present and yet they still managed to cope and make efforts to perform at work at all costs. 

Making men feel uncomfortable and not wanting to appear as “weak” also emerged.  Participant 

Six who suffers with regular pain symptoms, worked in a job with flexible working hours. She 

worked in a male dominated workforce and admitted that sometimes her symptoms could be 

obvious to others. She described how severely her symptoms could impact her at work- and in 

fact were observed by others. What does it feel like to constantly mask symptoms? Luckily for 

Participant Six, she worked in an environment that was supportive and offered flexible hours 

and options to make up time. She felt that disclosing that her symptoms were menstrual-related 

might make others uncomfortable: 

 And what is that pain like for you at work, I mean, how do you feel when you're 

 at work, have you been at work when you've had that pain come on and... 

 Absolutely- gnawing pain and well, people clearly see I'm in distress and you know 

 they ask me what's wrong and I usually say a migraine and you don't want to go into it 

 all or kidney infection is a good one I use a lot as well- you find yourself coming up 

 with excuses because not more so that I'm embarrassed. I feel it would put other 

 people in a situation where they would be embarrassed by it you know- I find that a 

 male manager and women problems you only need to say “woman” and he's like 

 “'Yeah, yeah, yeah,'' it's grand you know.  So um, you know- the people I work with 



 are great, fantastic for that kind of thing, but um, it does affect you. (Participant 6, 

 82-94) 

 

 So, if you have ever experienced difficulties around your period- and you've 

 experienced a lot of  pain- have you ever felt that your boss or colleagues were 

 understanding or supportive? 

 Oh yeah, definitely yeah- I can't say that I've ever, ever said directly that “I'm going 

 home, I've got period problems or menstrual cycle,” but um, do you know at some 

 level really, I think that they know. Because I could be sitting there one minute- fine, 

 happy, joking with people and then an hour later I'm like slumped over the 

 desk, I'm sweating and then I'll say “Oh I'm actually going to go home early today,” 

 and they'd be like “Yeah that's no problem,” you just go.  So while no one will ever 

 mention it directly, they would be supportive.  I never get the well “Now, where do 

 you think you're going” you know- because I think it is so obvious that I am in pain 

 that people can't say no. (Participant 6, 351-365) 

 

 How would you describe yourself, or how would they describe you if they saw 

 you like that? 

 They'd be like- “Are you okay?” and I would say “God, no it's a migraine,” or “I think 

 I need to go home,” or I'd be fine in the morning. But, you know- I generally am fine 

 in the morning when I get up so, I don't know- maybe they probably do think at this 

 stage that I suffer from migraines because I've told them so often that I did. So, um 

 kidney  infections more so- I use when I ring in -that I'm not coming in. You know- 

 I'm at home and I've got a kidney infection.  So um, I don't like lying about it, I don't 

 like deceiving people about it, but I just feel it's better for everyone if you say 

 something like a migraine or a kidney infection. (Participant 6, 366-377) 

 

I asked her about this and she mentioned concerns about career advancement:  

 And why do you think that?  

 Just because I think they would be embarrassed. If I had a female boss, I would say it 

 to her, no problem. I would have no issues with it, but my manager is not old or- he's 

 got little kids and he's got a wife. I'm sure he's aware of issues, but it's just when you 

 say things like that directly to people- it's just um.. and in way then as well, I feel 

 sometimes if I did make out they would perceive me as being the weaker member of 

 the team “Oh, we'd better not ask (name) to do it because this time next month she 

 won't be around,” or something, you know- and I don't want to get into that kind of a 

 situation because it is competitive enough in work in a career when you're trying to 

 progress in a part of a team when everyone's trying to get to the next level so you 

 don't want to take any advantage away from yourself you now you don't want to say 

 here “I've got a condition- it's never going to end by the way, maybe when I hit 40 or 

 50 but for the foreseeable future, this is who I am so,” maybe I don't want them to 

 think that, so I think I say things like “This is a migraine.” You know, I don't want to 

 be disadvantaged in that kind of a way. (Participant 6, 378-396)  

 

 Issues of working in a male-dominated workplace were further described by the 

following participants: 

 If you have ever experienced difficulties during your periods, have you ever felt 

 that your boss or colleagues were understanding or supportive? 



 I wouldn't tell them because I wouldn't expect them to be understanding or supportive. 

 Especially now, because I work in a very male-dominated environment. Yeah, they 

 would freak out if you mentioned anything about your period! (Participant 12, 267-

 273) 

 

 So, if you’ve ever experienced difficulties during your period have you ever felt 

 that your boss or colleagues were understanding or supportive? 

 I don’t know, I don’t think they’d know. It would never occur to them. I usually kind 

 of put on a front anyway so they probably wouldn’t notice too much and in the last 

 job, they definitely wouldn’t have been understanding, I would say. It was kind of a 

 very male-dominated workforce; I don’t think they would have had time for anything 

 like that.  But in my job before that, any time I would get sick my boss was great but 

 I think he’s an exception. (Participant 15, 160-169) 

 

 Well, if it's a male colleague, I wouldn't even say it, I'd just say to him- that is.. if my 

 manager is male.. I'd just say “Look, I just don't feel well” and I don't do it all the time 

 so I think, you know- he's just not going to ask and if it is a female colleague, I just 

 say “I'm dying, I'm having really bad cramps... I'm gone or I'm going home” or 

 whatever.  (Participant 4, 261-266) 

 

 Participant Six worked in a male dominated working environment and found it easier to 

avoid conflict and reprisals of being at a disadvantage- being seen as a weaker member of the 

team, losing out on opportunities. For male colleagues, there is a different approach. This was 

shared by Participant Five who mentioned a male colleague who made a comment one morning 

when she was late for work (coping with symptoms in the morning). She still made it into work, 

but didn’t feel that he needed to know why. She chose to mask symptoms even though she 

didn’t particularly feel bad about it. Participant Six and Participant 12 related no need to 

disclose because it might have made male colleagues feel uncomfortable. Participant Eight who 

suffers with pain symptoms was definitely aware of her symptoms as valid health concerns, and 

embarrassment was definitely not an issue for her: 

 I'm a strong enough person where if someone made it-that it was a problem, I 

 wouldn't take it. I would kind of say it once, “Here, listen, I'm kind of feeling bad 

 today, I have my period, I'm going to try and stay, if I can't, I have to go.” If I got any 

 attitude, I wouldn't take it. You know, I think it is a legitimate problem and I'm not 

 embarrassed about it. I wouldn't have a problem saying it to a male co-worker. I'd  say 

 I was sick. If he gave me hassle, I'd go into it more. And then, if he gave me more 

 hassle, then I would just make a problem!  (Participant 8, 528-536) 

 

 In later interviews, I explored these issues more in depth as these topics emerged from 

developing categories, once the topic of masking symptoms emerged, in particular- the issue of 

equality.  

 Why do you think women might try to hide symptoms at work?  Maybe women 

 who go to work with pain and all that- 



 I guess not to appear weak or like you can’t do your job properly because of this thing 

 or just to appear as good as men-keeping level-headed and your behavior being 

 consistent and stuff like that-  keeping up. (Participant 16, 368-373) 

 

Participant 14 and I discussed the stigmatization of the “menstrual cycle issue.” 

 Why do you think men are afraid of it or don't want to know more about it? 

 Good question, I think they are afraid of it and I don't think they want to know more 

 about it. Again, I think it's just because of their- let's call it “lesser ability to 

 empathize” that I think they just don't want to understand something that they don't 

 have to. They don't really have to, they've gotten away with it this long…I just don't 

 think they have any interest in it genuinely because if it doesn't affect them, apart from 

 the fact that let's say a guy who's with a woman who suffered with very troublesome 

 periods - let's say she had endometriosis or polycystic ovaries or something that was 

 incredibly problematic for her and therefore directly affected him in some way. Then I 

 think the man has a vested interest in understanding, knowing, trying to find out about 

 what it’s really like but if it doesn't affect them I think they genuinely don't care- 

 because they don't have to. (Participant 14, 323-338) 

 

 

The Menstrual Symptom Intervention Loop 

 

 

 Combining the themes of the qualitative research, the outcome is the Menstrual 

Symptom Intervention Loop. Supported by the topics that emerged, including issues of help-

seeking, there are clinical intervention implications from this study. Underlying variables are 

important to explore, and this is where this mixed methods model is helpful. The Menstrual 

Cycle Intervention Loop is discussed further in Chapter Six, after quantitative results, which 

are provided in Chapter Five. It is important to highlight the evidence of symptoms that were 

provided to highlight the prominence of underlying variables in order to provide appropriate 

treatment for women with severe and imposing menstrual cycle symptoms.   

 



 

Figure 12.The Menstrual Symptom Intervention Loop 

  

Summary 

 

 This qualitative phase of the study investigated women’s subjective experiences of 

menstrual cycle symptoms and its impact on daily life and how symptoms translated into 

experiencing symptoms at work. The study identified how symptoms can cause women to feel 

different for a period of time, in response to the physical changes occurring during the menstrual 

cycle, and the main theme that emerged was Being Different due to Imposing Symptoms. All 

of the interviewees described at least one symptom that had an impact on functioning at some 

point in their lives. Pain was the most frequently cited symptom to be problematic (14/19 

participants), followed by mood symptoms (11/19 participants), and bleeding (9/19 

participants). These symptoms often occurred concurrently and it should be considered that 

nausea, bowel discomfort, and headaches may also be present during this time. The three main 

categories, labeled Experiencing Symptoms, Coping with Symptoms, and Experiencing 

Symptoms at Work included sub-categories indicating behavioral, cognitive, and social 
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responses. The workplace sub-categories identified social responses which served to indicate 

that while being different (because of symptoms) may cause an impact on functioning, some 

social rules are in place. This study also exposed subjective gender discrimination issues related 

to the menstrual cycle in the workplace. Not all women can relate to very difficult menstrual 

cycle symptoms, and men cannot relate to menstrual cycle symptoms because of sex 

differences. Masking symptoms occurs not only for privacy and avoidance of embarrassment, 

but as a social response for protective reasons, as being different may put one at risk and being 

seen as different could put one at a disadvantage (gender discrimination) or open to derision 

and comment. To explore these issues further, phase two of this mixed methods study measured 

other variables for consideration, and these are explored in Chapter Five. Chapter Six combines 

methods and explores the implications of this study in context. 
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Chapter Five: Quantitative Results 

 

 

  This chapter provides details about quantitative results of this study. The parallel 

collection of quantitative and qualitative data, combined with the sequential method served 

three purposes (a) phase one identification of constructs informed the further development of 

questionnaire for phase two (b) audit of chosen tools: experience of providing the Occupational 

Stress Inventory-Revised (OSI-R) and Patient Health Questionnaire (PHQ) after the qualitative 

interviews enabled the identification of problems with providing the tools and consideration for 

more efficient methods of collecting data, and (c) phase two recruitment required starting over 

to recruit for quantitative only. The research questions for this study were (a) How do menstrual 

disorders affect women in the workplace? (b) What are the physiological and psychological 

effects of menstrual disorders? (c) Are there underlying issues to consider? 

 

Phase One Identification of Constructs 

 

 Phase one informed further development of the Participant Information Form which 

assisted in ensuring that similar information obtained in the interviews could be obtained in the 

quantitative phase. Interview questions and the interview process provided access to more 

detailed health information, as issues that emerged as codes, categories and theme were linked 

to the research question: Are there underlying issues to consider? Teddlie and Tashakkori state: 

 What the data collection procedure looks like it measures (face validity) is not really a 

 good index of what it truly measures (construct validity). Face validity is not a true 

 indicator of the validity of an instrument.  In fact, the less a research instrument 

 reveals what it is intended to capture (i.e. the less obtrusive it is), the less respondents 

 will react to their awareness of the researchers’ objectives (i.e. subject reactivity).  

 (Teddlie & Tashakkori, 2009, p. 210) 

 

 Three of the interview participants stated that the PHQ had really made them think about 

their symptoms for the first time. Considering the affective element (emotional changes that 

may occur during the menstrual cycle), the PHQ offered an opportunity for them to define their 

symptoms further, in fact even acknowledge certain symptoms linked to temporal menstrual 

cycle phase occurrences (for example, anxiety and mood changes). While they may have been 

aware of what the PHQ was measuring, it actually seemed to help with expanding the 



exploration of symptoms. The PHQ was used as a reference during three interviews when 

struggling with discussing symptoms. So, at the end of phase one, the PHQ was deemed an 

appropriate tool to measure variables that had been identified.  

 

Audit of Chosen Tools 

 

  As noted, the PHQ was audited during phase one and proved to be reliable. During 

phase one, it was soon realized that providing the paper-based OSI-R was time-consuming. 

There was a lot of paper work for phase one applicants. Not only were they volunteering their 

time, but asked to fill out the Participant Information Form, the PHQ (about 5 minutes), and the 

OSI-R (approximately 30 minutes) as well as give up time for interviews to discuss personal 

issues. In relation to the paper-based OSI-R, one of the interview participants stated “I feel like 

I’m taking a test in school!”  Two of the interview participants opted out of taking the test. 

These two had already completed the PHQ (less time-consuming), and then after spending time 

in the interview, had to leave because of other commitments. They were given the OSI-R in a 

self-addressed stamped envelope but did not return them. Efforts to contact them were not 

successful so it was assumed that they had opted out, as was their right through the consent 

form. For phase two, the first two participants were given paper-based tests, but it still proved 

to be difficult to keep track of the paperwork. This experience led to identifying how to provide 

the OSI-R online (Sigma Assessment Systems, Inc.), and the use of Survey Monkey for the 

amended Participant Information Form and the PHQ. As the goal was to collect at least 50 

quantitative samples, the challenge for phase two was: How to cope with so much paperwork, 

how to save time, how to recruit, how to facilitate access, and how to keep it strictly 

quantitative?   

 

Quantitative Data Collection 

 

 The following challenges were experienced: (a) difficulties in recruiting (b) drop-out 

rate of participants (attrition) (c) OSI-R very time consuming and participants assigned the tests 

often didn’t start, complete or return them. This method required recruiting for two different 

procedures. Finding participants was challenging and time-consuming (Appendix R, Research 

Timeline). Some applicants for phase two enquired about interviews as well- they wanted to 

tell their stories, and some of them opted out. This was a positive sign as it indicated the 

importance of the study design- there were women out there who wanted to talk about their 



symptoms and also contribute to research in the area. The challenge then became encouraging 

participants to complete the online OSI-R.  Participants would complete the two Survey 

Monkey questionnaires (as they only took about ten minutes maximum to complete), but when 

sent an email through Sigma Assessment Systems, Inc. to take the OSI-R, many did not start or 

complete them. As each test was paid for, if they had not started or completed the assigned OSI-

R, the tests were reassigned after two months. With deadlines and slow response to recruitment, 

snowball sampling was employed. As the topic of menstruation is a women’s health issue, many 

participants referred friends or family members who wanted to contribute to the research and 

this widened the sample to include women who may not have been experiencing severe 

symptoms. As a final resort, with a self-imposed deadline of June 2012 to complete the 

quantitative data collection, and with several incomplete OSI-R tests, an incentive was added 

in February of 2012. At that time, with only 30 completed OSI-R tests, two €50 vouchers for a 

high end Dublin-based department store were offered in the form of a draw. This encouraged 

completion rates, and by the end of June 2012, 53 OSI-R tests had been completed (considering 

the inclusion of 17 from phase one).  Two draws took place at the end of June 2012, participant 

identification numbers were drawn at random and the vouchers were posted. Although this 

added to the research project expenses, it assisted with the ongoing challenge of recruitment 

and collection of final quantitative data.  

 

 

Quantitative Analysis and Results 

 

 

Statistical Procedures 

 

 Data were analyzed using SPSS 20.  For each variable, the numbers of non-missing 

values were used. By default, missing values were excluded and percentages are based on the 

number of non-missing values. By default, correlations were computed based on the number 

of pairs with non-missing data (pairwise deletion of missing data). For regression, by default, 

if values of any of the variables on the var subcommand are missing, the entire case was 

excluded from the analysis (i.e., listwise deletion of missing data). However, pairwise 

deletion of missing data was applied. In relation to the use of multiple regression, the interest 

was in exploring the relationship between a set of predictor variables and one outcome 

variable. The number of predictors was limited due to the small sample size. In terms of 



sample size indications provided by Stevens (1996) were followed, who suggested to use 15 

participants per one predictor. 

 

Data Collection 

 

 Descriptive statistics were collected from the Participant Information Form. The form 

collected demographic information, and asked questions about current health; health behaviors 

and symptoms (Appendix S, Participant Information Form Demographics).  More importantly, 

this questionnaire asked specifically which physical and emotional symptoms had an impact on 

them while at work. This form also gathered data to consider psychological symptoms. Data 

from the Participant Information Form and the PHQ were analyzed using SPSS 20 for 

frequencies. Data from the PHQ indicated in the following tables were Valid Percent measures 

(excluding missing answers). Combined data from the PHQ and the OSI-R were analyzed using 

Pearson product-moment correlation to identify relationships between variables. Although 

descriptive statistics are considered to have lower power in quantitative studies, this data 

supports reported symptoms that were identified and described in phase one interviews and the 

following research questions (a) How do menstrual disorders affect women in the workplace?  

(b) What are the physiological and psychological effects of menstrual disorders?  (c) Are there 

underlying issues to consider?   

  These data need to be approached with caution because of the small sample size which 

may not be transferrable to larger populations. As the focus of this exploratory sequential study 

was weighted on the qualitative results, this small sample was meant to support qualitative 

codes and also to identify further variables for consideration. According to Teddlie and 

Tashakkori (2009), “Descriptive methods are procedures for summarizing data, with the 

intention of discovering trends and patterns, and summarizing results for ease of understanding 

and communication. The outcome of these strategies is usually called descriptive statistics and 

includes results such as frequency tables, means, and correlations” (p. 257). The following 

sections present data from this small, supportive sample in the form of frequency tables, 

correlations, and multiple regression. One final note on the importance of the following data, 

and also on choice of using mixed methods, “A golden rule of making inferences in human 

research is know thy participants! Having a solid understanding of the cultures of the 

participants and the research context is a valuable asset in the process of making inferences” 

(Teddlie & Tashakkori, p. 289).   



 

 

Descriptive Statistics 

 

 

 Data collected from the Participant Information Form consisted of a sample of 63 

women between the ages of 22-59 (M=37). Data collected from the qualitative interviewees’ 

Participant Information Form were transferred into the online Survey Monkey Participant 

Information Form to combine and match results.   

 

Employment Status 

 

 Forty-five were full-time employees (71.4%), nine were part-time employees (14.3%), 

one participant was unemployed (1.6%), two were full-time students (3.2%), two were part-

time students (3.2%), two were retired (3.2%), and two of the full-time employees were on 

Stress Leave (Appendix S). 

  

Marital Status 

 

 Most of the participants were single, never married (38.1%, n=24), 28.6% (n=18) were 

married (first marriage), 19.0% (n=12) were living with partners, 6.3% (n=4) were single (after 

divorce/separation), two participants were divorced (3.2%), two participants were widowed 

(3.2%), and one person was separated from their partner (1.6%).  

 

Parity 

 

 Most of the participants in this study did not have children (61.9%, n= 39), 30.2% 

(n=19) had children, and 7.9% (n=5) reported being childfree by choice.  

 

Level of Education 

 

 All of the participants had at least a certificate or diploma level education and most were 

higher educated.  Over thirty-eight percent (38.1%) had masters degrees (n=24), 27% had 



bachelor’s degrees (n=17), 17.5% (n=11) had diplomas or certificates, 14.3% (n=9) had 

professional diplomas, and two were educated to PhD level (3.2%).   

 

 

Participant Information Form Results 

 

 

Physical Symptoms Impact While at Work 

 

 How do menstrual disorders affect women in the workplace? Twelve items on the 

questionnaire measured the extent to which physical symptoms related to the menstrual cycle 

had an impact on women while at work. To assess the impact that physical symptoms have on 

women while at work, the following question was asked: “Have you ever experienced any of 

the following symptoms in relation to your menstrual cycle that that you feel may have affected 

your work performance?” 

 

 Table 2 

 Physical Symptoms Reported to Have an Impact While at Work

 ________________________________________________________________________ 

 

 Variable    N     % 

 ________________________________________________________________________ 

 1. Abdominal Pains  44   69.8 

 2. General Discomfort  37   58.7 

 3. Bloating   31   49.2 

 4. Back Pains   30   47.6 

 5. Psychological Fatigue  29   46.0 

 6. Mental Strain   21   33.3 

 7. Nausea   20   31.7 

 8. Diarrhea   17   27.0 

 9. Dizziness   15   23.8 

 10. Joint Pain   13   20.6 

 11. None of the symptoms  12   19.0 

 12. Vomiting   9   14.3    

 _____________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 It is apparent from Table 2 that abdominal pains were reported to cause the most 

disruption for women while at work reported by 69.8% of the participants. General 

discomfort, a broad category, was reported by 58.7% of the participants. Therefore, over half 

of the participants reported that abdominal pains and general discomfort were the most 

imposing symptoms while at work. Bloating was reported to have an impact by 49.2% of the 



participants, followed by back pain (47.6%), psychological fatigue (46%), mental strain 

(33.3%), nausea (31.7), diarrhea (27%), dizziness (23.8%), and joint pain (20.6%). Vomiting 

was reported by nine participants (14.3%) and 19% of the participants indicated that none of 

the physical symptoms had an impact on them while at work, indicating that less than 1/5 

women in this sample experience the impact of physical symptoms related to the menstrual 

cycle that may impede their work performance. The results demonstrate that physical 

symptoms experienced during the menstrual cycle may have an impact on women while at 

work.   

 

Emotional Symptoms Impact While at Work 

 

 Eleven items on the questionnaire measured the extent to which emotional symptoms 

related to the menstrual cycle had an impact on women while at work. To assess the impact that 

emotional symptoms have on women while at work, the following question was asked: “Have 

you ever experienced any of the following symptoms in relation to your menstrual cycle that 

that you feel may have affected your work performance?” 

 

 Table 3  

 Emotional Symptoms Reported to Have an Impact While at Work 

 ________________________________________________________________________ 

  

 Variable    N    % 

 ________________________________________________________________________ 

 1. Fatigue   39   61.9   

 2. Mood Swings   30   47.6 

 3. Difficulty Concentrating 27   42.9 

 4. Persistent Irritability  24   38.1 

 5. Feeling of Being Overwhelmed 24   38.1 

 6. Change in Sleeping Patterns 23   36.5 

 7. Anxiety   21   33.3 

 8. Sadness   19   30.2 

 9. Withdrawal   18   28.6 

 10. Change in Appetite  17   27.0 

 11. None of the symptoms  19   12.0    

 ________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 

 Table 3 is revealing in many ways. Fatigue was indicated as the most disruptive 

emotional symptom while at work at 61.9%, (reported by 39/63 participants), followed by mood 

swings (47.6%), difficulty concentrating (42.9%), persistent irritability (38.1%), a feeling of 

being overwhelmed (38.1%), changes in sleeping patterns (36.5%), anxiety (33.3%), sadness 

(30.2%), withdrawal (28.6%), and changes in appetite (27.0%). Twelve percent of the 



participants reported that none of the symptoms had an impact on them in the workplace. 

Comparing Table 2 and Table 3, it should be considered that physical symptoms could cause 

fatigue, difficulty concentrating, irritability, feeling overwhelmed, changes in sleeping patterns, 

anxiety, withdrawal and changes in appetite. The symptoms may overlap and occur in tandem. 

The results demonstrate that emotional symptoms experienced during the menstrual cycle may 

have an impact on women while at work.   

 

 Presence of Menstrual Cycle Symptoms 

 

 What are the physiological effects of menstrual disorders? To evaluate the presence of 

menstrual cycle symptoms, four items on the questionnaire were used as a screening tool. This 

question also indicated physiological effects (impact) of symptoms. The following question 

was asked: “During the past 12 months, have you experienced any of these symptoms?” This 

question considered that the presence of cramping and heavy bleeding and could indicate 

dysmenorrhea and menorrhagia (respectively). Loss of period (not pregnancy related) could 

indicate amenorrhea or the use of birth control pills or other reasons (such as menopause or 

underlying health causes).   

 

 Table 4 

 Menstrual Disorder Screening Question 

 ________________________________________________________________________ 

 

 Variable     N                   % 

 ________________________________________________________________________ 

 1. Bothersome cramping   39    61.9 

 2. Heavy bleeding   27    42.9  

 3. None of the symptoms   16    25.4 

 4. Loss of period (not pregnancy related) 5    7.9 

 5. Loss of period (due to pregnancy) 1    1.6 

 ________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

  

 The results from Table 4 indicate that in the previous 12 months, 61.9% of the 

participants had experienced bothersome cramping, which is similar to results in Table 2, which 

shows that abdominal pains had an impact while at work (69.8%). Over forty percent (42.9 %) 

had experienced heavy bleeding (also confirming the presence of a menstrual cycle), 25.4% did 

not have problem symptoms, 7.9% reported loss of their menstrual cycle (not pregnancy 

related), and only one participant reported the loss of a period due to a pregnancy over the past 



twelve months. This study was identified as a menstrual cycle study so it was assumed that 

bothersome cramping was identified with the menstrual cycle, however, some could have been 

reporting bowel problems (which are covered in the PHQ results).  

 

Psychological Issues 

 

 Are there underlying issues to consider? Ten items on the questionnaire measured 

psychological symptoms. To assess psychological symptoms over the past year, the following 

question was asked: “During the past 12 months, have you experienced any of these 

symptoms?” 

 
 Table 5 

 Psychological Issues 

 ________________________________________________________________________ 

 

 Variable    N     % 

 ________________________________________________________________________ 

 1. Feeling Sad   36   57.1 

 2. Insomnia   31   49.2 

 3. Anxiety   28   44.4 

 4. Restlessness   25   39.7 

 5. Excessive Sleepiness  22   34.9 

 6. Feel that everything is an effort 22   34.9 

 7. Depression   19   30.2 

 8. Hopelessness   18   28.6 

 9. Nervousness   17   27.0 

 10. None of the symptoms  12   19.0   

              _____________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 5 shows an analysis of reported psychological symptoms reported over the 

previous 12 months in rank order. Feeling sad was reported by 57.1% of the participants.  

Insomnia (49.2%), anxiety (44%), restlessness (39.7%), excessive sleepiness (34.9%), feeling 

that everything was an effort at times (34.9%), depression (30.2%), hopeless (28.6%) and 

nervousness (27%) were also reported. Nineteen percent of the participants reported 

experiencing none of these psychological symptoms, whereas Table 3 (Emotional symptom 

impact at work) showed that 12% of the participants did not experience imposing symptoms.  

The 19% rate of absence of psychological symptoms in this table is similar to Table 2, where 

19% of the participants did not experience physical symptoms that had an impact on them in 

the workplace, suggesting that this sample included a population of women who did not 

necessarily experience problem periods or psychological issues (such as premenstrual 

symptoms).     



 

Health Behaviors 

 

 Table 6 represents health behaviors that could have an impact on well-being. Eight items 

on the questionnaire assessed health behaviors relating to alcohol use, smoking, exercise and 

weight gain or loss. Three scales asked the following question “During the past 12 months, have 

you experienced any of the following?” These variables were: Negative health behaviors 

(drinking more, smoking more, not exercising, none of the above), positive health behaviors 

(drinking less, quit smoking, exercising more, none of the above), and weight and stress (weight 

loss due to stress, weight gain due to stress, none of the above).  

 Table 6 

 Health Behaviors 

 ________________________________________________________________________ 

 

 Variable    N    % 

 ________________________________________________________________________ 

 1. Not exercising   23   36.5 

 2. Exercising more  18   28.6 

 3. Weight gain due to stress 17   27.0 

 4. Drinking less   12   19.0 

 5. Drinking more   9   14.3 

 6. Weight loss due to stress 7   11.1 

 7. Smoking more   6   9.5 

 9. Quit smoking   3   4.8 

             ________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 The most significant information from this table is not exercising, reported by 36.5% of 

the participants, which would raise the question of “Why not?” However, 28.6 % reported 

exercising more, and would suggest that these individuals had found time and motivation to 

exercise for personal well-being. Drinking more was reported by 14.3% of the participants, 

while 19% reported drinking less. Smoking more was reported by 9.5%, while 4.8% reported 

that they had quit smoking. Twenty-seven percent reported weight gain due to stress and 11.1% 

reported weight loss due to stress. Under Negative Health Behaviors (drinking more, smoking 

more, not exercising, none of the above), 50.8% of the participants answered none of the above, 

under Positive Health Behaviors (drinking less, quit smoking, exercising more, none of the 

above), 54% answered none of the above, and under Weight and Stress (weight loss due to 

stress, weight gain due to stress, none of the above), 58.7% answered none of the above, 

signifying that for over half of the participants, these issues were not relevant.  Overall, health 

behaviors represented by women in this sample showed that women were not exercising 



(36.5%), exercising more (28.6%), reported weight gain due to stress (28.6%), drinking less 

(19%), drinking more (14.3%), weight loss due to stress (11.1%), smoking more (9.5%), and 

that they had quit smoking (4.8%) over the previous year.  

 

Diagnosed Health Conditions and Taking Medications 

 

 To measure rates of diagnosed health conditions and the use of medications, two 

questions were asked: “Do you have any diagnosed health conditions?” and “Are you currently 

taking any medications? (Including anti-depressants, birth control pills).  

 Table 7 

 Diagnosed Health Conditions and Medications 

 ________________________________________________________________________ 

 

 Variable     N    % 

 ________________________________________________________________________ 

 Diagnosed health condition 

           Yes     24   38.1 

             No     39   61.9 

 Taking medications 

            Yes     20   32.3 

            No     42   67.7  

 ________________________________________________________________________ 

  

 Table 7 reveals that 61.9% of the participants did not have diagnosed health conditions, 

while 38.1% (n= 24) did. Almost seventy percent (67.7%, n=42) of the participants were not 

taking medications, and 32.3% (n=20) reported that they were.  Considering medications is 

important as medications can cause side effects, for example nausea can be a side effect of anti-

depressant medications, and oral contraceptives can have an impact on menstrual cycle 

function.  

 

Reported Health Issues 

 

 To collect details about underlying health issues, the following question was asked: 

“Please describe any health issues that you may have (ex: depression, allergies, etc.)” Data 

collected from the qualitative interviews were transferred into the online Survey Monkey 

Participant Information Form to combine results. A text analysis of the online questionnaire 

presented the following responses: 

1. Back problems (lumbar) 

2. Raised cholesterol (glucose intolerant) 



3. PMDD, PCOS, Underactive Thyroid 

4. Acne 

5. High cholesterol 

6. Fiber Muscular Hyper Dysplasia, prone to blocked arteries (genetic condition) 

7. Prolapsed disc in lower back 

8. High cholesterol 

9. Endometriosis, Anxiety disorder 

10. Hypertension 

11. Heavy bleeding, Crohn’s Disease 

12. History of Fibroid Tumours 

13. Depression 

14. von Willenbrand’s , Endometriosis 

15. Mild Cerebral Palsy 

16. Wheat Allergy 

17. High blood pressure, asthma, amputation 

18. Depression 

19. Panic Disorder, Nausea 

20. Asthma, frequent urinary tract infections 

21. History of breast cancer, bone and joint problems,  

22. Anaemia, uterine fibroid 

23. Bipolar disorder, history of eating disorder 

24. Ovarian cyst, migraines 

 

 This information informs the study to allow for the consideration that some of the 

participants had underlying health conditions. It also indicates that they had sought professional 

advice for their symptoms and were active in the identification of symptoms. As indicated in 

the literature review, many of these conditions may be affected by the menstrual cycle.   

 

Reported Medications 

 

 To gain an overview of the types of medication that the participants were using, and 

reasons for them, the following question was asked: “If you are taking any medications, please 

describe type of medication and reason for taking it.” Data collected from the qualitative 

interviews were transferred into the online Survey Monkey Participant Information Form to 

combine information. A text analysis of the online questionnaire revealed the following 

responses: 

1. 50mg Eltroxin every day of thyroid 20mg Fluoxetine 14 days prior to menses and 1st of 

menses 

2. Statin 

3. Ovranette for contraception and control of my acne. 

4. Contraceptive pill 



5. Lipitor for high cholesterol 

6. Qlaira contraceptive pill to stop heavy and painful periods. 

7. Blood thinners 

8. Cholesterol medication 

9. Yasmin contraceptive pill 

10. Clonipin for anxiety 

11. Sometimes take sleeping pills for insomnia. 

12. Medication for hypertension,  Evening primrose oil for hormonal balance/wellbeing 

13. Medication for menorrhagia 

14. Antidepressant for depression, anxiety and stress 

15. Neurofen for menstrual cramps 

16. Anti-depressant for depression 

17. Romep for nausea 

18. Medication for migraines 

 

 This information conveys that many of the participants were taking contraceptives, 

which may have controlled some of their menstrual cycle symptoms. It also indicates that the 

participants had taken an active role in the treatment of symptoms. Consideration of 

medications is important, as side effects could potentially have an impact on reported somatic 

and emotional symptoms.   

 

Employment Circumstances 

 

 To consider further external variables, and to provide further information about the 

participants, data about employment circumstances were collected. Table 8 provides a profile 

of the participant’s reported employment status.  

 

 

 

 

 

 

 

 



          Table 8 

 Employment Circumstances 

 __________________________________________________________________________ 

  

 Variable       N   % 

 __________________________________________________________________________ 

 1. None of these issues apply    21  33.3 

 2. Increased pressure at work    20  31.7 

 3. Heavier workload     17  27.0 

 4. Change of job (new employer)    14  22.2 

 5. Loss of job      4  6.3 

      6. Redundancy      4  6.3 

 7. Change of job (same employer)    4  6.3 

     8. Maternity Leave     3  4.8 

      9. Early Retirement     1  1.6 

      __________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 The results indicate that 33.3% did not experience increased pressure at work, heavier 

workload, change of job, loss of job, redundancy, maternity leave or early retirement. What’s 

relevant for this study is that 31.7% reported increased pressure at work, 27% reported heavier 

workloads, 22.2% reported change of job (new employer), 6.3% reported loss of job, 6.3% 

reported redundancy, and 6.3% reported change of job (same employer) indicating that many 

participants would have experienced elements of stress related to employment.  Whereas 4.8% 

reported maternity leave and one person took early retirement, both also indicating significant 

changes in a person’s life.  

 

Economic Crisis Impact 

 

 To consider external issues that may have an impact on the participants, and considering 

the current economic crisis that has had an impact in Ireland, the following question was asked: 

“Do you think that the current economic crisis has affected your health?”  Over eighty percent 

(80.6%, n=50) of the participants responded No, and 19.4% (n=12) responded Yes. This could 

be related to the demographic profile of this sample where most participants were in full-time 

employment (71.4%) and had at least certificate or diploma level education (38.1% with 

masters degrees, 27% bachelor’s degrees, 17.% diplomas or certificates, 14.3% professional 

diplomas, 3.2% with PhDs). This would imply that these participants would have had the 

buffering effect of education for facilitating access to particular types of careers. Career women, 

married women, and those living with partners may also have circumstances which would have 



provided them with more financial support in their households although not everyone is 

immune from the greater effects of economic stability.  

 

Access to Workplace Health Program 

 

 To assess whether or not the participants had access to workplace health programs, and 

access to support services (such as counseling), the following question was asked: “Does your 

company have an Employee Assistance Program (EAP)”? This question was also meant to 

assess participant’s awareness that such services are available or exist.  

            Table 9 

 Does your company have an Employee Assistance Program? 

 __________________________________________________________________________ 

  

 Variable       N   % 

 __________________________________________________________________________ 

 Yes       22  35.5 

     No       24  38.7 

      Don’t know       10  16.1 

      Don’t know what that is     6  9.7 

              __________________________________________________________________________ 
   

 

 Table 9 indicates that 35.5% of the participants had access to an EAP, suggesting that 

counseling and health promotion services were available to them. Almost forty percent (38.7%) 

of the participants did not have access to an EAP. Ten of the participants (16.1%) didn’t know 

if they had an EAP program (suggesting that either the EAP was not well promoted, or it could 

depend on the size of the company). Almost ten percent (9.7%) admitted that they did not know 

what an EAP service was. EAP programs vary in what they offer.  Basic EAPs provide helpline 

service and not all offer counseling. It is worthwhile considering as such services would be an 

available support for employees to cope with personal or workplace issues.  

 

Need for More Information 

 

 To assess the attitudes of the participants about the importance of women’s health 

promotion services, the following question was asked: “Do you think that Women’s Health 

Programs should offer more information about the specific mental and physical health issues 

of women?”  (Yes or No). All of the women (100%) answered Yes. This question focused on 

mental and physical health issues, as many health promotion programs are focused on broader 



categories of well-being or focus on gender-specific disease issues, versus gender-specific 

mental and physical health. The Literature Review covered the importance of gender-specific 

health issues, specifically relating to menstrual cycle issues- an area that is widely avoided in 

health promotion.   

 

Summary 

 

 The results from the Participant Information form answered the following research 

questions:    

 

How do menstrual disorders affect women in the workplace? 

 

 Abdominal pains have the most impact on women while at work, reported by 69.8% of 

the participants, followed by fatigue (61.9%), general discomfort (58.7%), bloating (49.2%), 

back pains (47.6%),  mood swings (47.6%), psychological fatigue (46.0%), difficulty 

concentrating (42.9%), persistent irritability (38.1%), feeling of being overwhelmed (38.1%), 

change in sleeping patterns (36.5%), mental strain (33.3%), anxiety (33.3%), nausea (31.7%), 

sadness (30.2%), withdrawal (28.6%), diarrhea (27.0%), change in appetite (27.0%), dizziness 

(23.8%), joint pain (20.6%), and vomiting (14.3%).  

 

 What are the physiological effects of menstrual disorders? 

 

 The presence of menstrual cycle symptoms may be manifested in a high percentage of 

women. Bothersome cramping was reported by 61.9% of the participants in this study, and 

heavy bleeding was reported by 42.9% of the women. However, not all women experience 

bothersome cramping or heavy bleeding. Over a quarter (25.4%) reported that they did not 

experience bothersome cramping or heavy bleeding.  

 

Are there underlying issues to consider? 

 

 Underlying psychological symptoms should be considered. Psychological symptoms 

that may be experienced by women, (which are similar to those reported by women who 

experience premenstrual symptoms), were reported by women in this study. Feelings of sadness 

(57.1%), insomnia (49.2%), anxiety (44.4%), restlessness (39.7%), excessive sleepiness 



(34.9%), feeling that everything is an effort (34.9%), depression (30.2%), hopelessness 

(28.6%), and nervousness (27%) are underlying issues that should be considered when 

assessing menstrual cycle symptoms compared to other health issues.   

 Health behaviors such as not exercising, weight gain due to stress, weight loss due to 

stress, smoking, and drinking behaviors should also be considered as underlying issues related 

to cycle symptoms. Underlying health conditions may be present, which may not have been 

identified, and may also exacerbate menstrual cycle symptoms. Employment circumstances are 

additional underlying issues to consider such as increased pressure at work, heavier workload, 

change of job, loss of job, redundancy, change of job, maternity leave, and early retirement as 

these psychosocial variables may have an impact on women’s lives.  

 Although the economic crisis was not reported to have an impact on most of the 

participants in this study (80.6%), it was reported to have an impact on almost 20% of the 

participants (19.4%), which suggest that many women have been affected by the financial crisis, 

which would have an impact on stress levels. This implies that this is also an important 

underlying issue to consider, and socio-demographics should be considered to this effect.  

 Another underlying issue to consider is access to health services. The workplace may 

offer counseling and support through an EAP program which could offer some women 

counseling if they cannot afford it outside of work. A small proportion of the participants had 

access to a workplace support program (EAP), some of them were not aware of having one, and 

9.7% reported not knowing what an EAP was. This suggests that workplaces that do offer and 

EAP would benefit from better promotion of services.   

 Finally, access to information is a further underlying issue to consider. Women want 

health promotion programs to incorporate gender-specific mental and physical health 

information. Without appropriate education and information about menstrual cycle-specific 

issues (such as how to identify problem symptoms), how many women are suffering in silence? 

 

 

Patient Health Questionnaire Results 

 

 

 Descriptive statistics from the PHQ are provided in this section which covers 

Somatoform Symptoms, Depression, Panic Syndrome, General Anxiety, and Alcohol Abuse.  

Eating behaviors from the PHQ were not included in the correlation analysis but the descriptive 

details are provided briefly in the following section.  



 

Somatoform Symptoms 

 

 Are there underlying issues to consider? To collect data about multiple physical 

symptoms (somatoform symptoms), the following question was asked: “During the last 4 

weeks, how much have you been bothered by any of the following problems?” This data is from 

the PHQ-15 sub-scale of the PHQ. Thirteen somatoform variables are measured in this scale 

with ordinal responses of bothered a lot, bothered a little, and not bothered. The PHQ used in 

this study only had one question related to the menstrual cycle, which was one reason for 

choosing it. 

 

 Table 10  

 Somatoform Symptoms: Bothered a lot 

 __________________________________________________________________________ 

  

 Variable       n   % 

 __________________________________________________________________________ 

 1. Menstrual cramps or other problems with periods  18  31.6 

 2. Back pain      14  24.6 

 3. Constipation, loose bowels or diarrhea   12  21.1 

 4. Nausea, gas or indigestion    12  21.1  

 5. Stomach pain      9  15.8 

 6. Pain in arms, legs, or joints    8  14.0 

 7. Headaches      7  12.3 

 8. Dizziness      5  8.8 

 9. Pain or problems during intercourse   4  7.0 

 10. Chest pain      7  5.3 

 11. Shortness of breath     3  5.3 

 12. Feeling heart pound or race    2  3.5 

 13. Fainting spells     0  0.0 

             __________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 

 Table 10 represents the highest chronicity of symptoms, where participants indicated 

that they were bothered a lot by these symptoms. Menstrual cramps or other problems with 

periods were reported as the highest rated somatic symptom in this range of the scale at 31.6% 

(18/63 participants), indicating that this proportion of the sample had experienced significant 

impairment due to menstrual cycle symptoms. Back pain was reported by 24.6% of the 

participants, followed by constipation, loose bowels or diarrhea (21.1%), nausea, gas or 

indigestion (21.1%), stomach pain (15.8%), pain in arms, legs or joints (14%), headaches 

(12.3%), dizziness (8.8%), pain or problems during intercourse (7.0%), chest pain (5.3%), 

shortness of breath (5.3%), and feeling heart pound or race (3.5%). Fainting spells were not 

reported to be an issue. What is interesting here is that, in comparison to Table 2 (Physical 



Symptoms Reported to Have an Impact While at Work), symptoms 1-8 were similarly reported: 

abdominal pains (69.8%), back pains (47.6%), nausea (31.7%), diarrhea (27%), dizziness 

(23.8%) and joint pains (20.6%). This implies that chronic symptoms mostly relate to pains in 

the abdominal (including menstrual cramps and bowel distress which can co-exist) and back 

areas. Also noteworthy is nausea, stomach pains, and dizziness which could be related to 

abdominal or stomach distress.  

 

 Table 11 

 Somatoform Symptoms: Bothered a little 

 __________________________________________________________________________ 

 

 Variable       n   % 

 __________________________________________________________________________ 

 1. Headaches      24  42.1 

 2. Stomach pain      22  38.6 

 3. Menstrual cramps or other problems with periods  21  36.8 

 4. Pain in arms, legs, or joints    19  33.3 

 5. Feeling heart pound or race    18  31.6 

 6. Back pain      17  29.8 

 7. Dizziness      12  21.1 

 8. Constipation, loose bowels or diarrhea   12  21.1 

 9. Nausea, gas or indigestion    12  21.1 

 10. Pain or problems during intercourse   11  19.3 

 11. Fainting spells     6  10.5 

 12. Chest pain      4  7.0 

 13. Shortness of breath     3  5.3 

            _____________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 
  

  

 Table 11 represents a mid-range impact on function, bothered a little. This table 

demonstrates that headaches cause more somatic distress at 42.1%, followed by stomach pain 

(38.6%). Menstrual cramps or other problems with periods is ranked third at 38.6% (22/63 

participants). Participants reported being bothered a little by pain in arms, legs or joints (33.3%), 

feeling heart pound or race (31.6%), and back pain (29.8%). Dizziness, bowel problems, and 

nausea, gas or indigestion shared the same measurements (21.1%), while pain or problems 

during intercourse was reported at a higher rate than the previous table at 19.3%.  Fainting spells 

were more present here at 10.5%, followed by chest pain (7.0%) and shortness of breath (5.3%). 

These results represent somatic symptom mid-level measurements between bothered a lot and 

not bothered. What is interesting here is that head, stomach, abdominal, joint and back pain 

were reported more, symptoms often reported by persons under stress.  

 

 



            Table 12 

 Somatoform Symptoms: Not bothered 

 __________________________________________________________________________ 

 

 Variable       n   % 

 __________________________________________________________________________ 

 1. Fainting spells      51  89.5 

 2. Chest pain      26  87.7 

 3. Shortness of breath     45  78.9 

 4. Pain or problems during intercourse   42  73.7 

 5. Dizziness      40  70.2 

 6. Feeling heart pound or race    37  64.9 

 7. Pain in arms, legs, or joints    30  52.6 

 8. Stomach pain      26  45.6 

 9. Back pain      26  45.6 

 10. Headaches      26  45.6 

 11. Constipation, loose bowels or diarrhea   23  40.4 

 12. Nausea, gas or indigestion    23  40.4 

 13. Menstrual cramps or other problems with periods  18  31.6 

             __________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 

 Table 12 represents somatic symptoms that were reported not have to an impact on the 

participants, not bothered. These findings have higher frequencies than Tables 10 and 11, 

indicating that somatic symptoms were not an issue for a higher proportion of the participants. 

What is interesting is that menstrual cramps or other problem periods are represented in this 

section (not bothered) at 31.6% , compared to the same percentage of 31.6% who rated 

menstrual cycle symptoms under bothered a lot, whereas 36.6% stated that these symptoms 

bothered them a little. This suggests a fairly even range across the sample.  

 

Anxiety Symptoms 

 

 To collect data on anxiety symptoms, the PHQ sub-scale (GAD-7) was used. This 

section asks: “Over the past 2 weeks, how often have you been bothered by any of the following 

problems? This scale uses seven measures. Many of these symptoms are similar to Table 3, 

Emotional Symptoms Reported to Have an Impact While at Work: persistent irritability, 

fatigue, changes in sleeping patterns, difficulty concentrating, and feeling overwhelmed. 

 

 

 

 

 



 Table 13   

 General Anxiety: More than half the days  

 __________________________________________________________________________ 

 

 Variable       n   % 

 __________________________________________________________________________ 

 1. Becoming easily annoyed or irritable   12  21.1 

 2. Getting tired very easily     11  19.3 

 3. Feeling nervous, anxious, on edge or worrying a lot  10  17.5 

        about different things 

 4. Trouble falling asleep or staying asleep   8  14.0 

 5. Muscle tension, aches, or soreness   7  12.3 

 6. Trouble concentrating on things, such as reading a   4  7.0 

          book or watching TV        

 7. Feeling restless so that it is hard to sit still   1  1.8 

             __________________________________________________________________________ 

 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 

 Table 13 lists symptoms reported to have had an impact for more than half the days over 

the past two weeks which would suggest chronic and significant impact on functioning.  

Becoming easily annoyed or irritable was the most imposing issue (21.1%), followed by getting 

tired very easily (19.3%), feeling nervous, anxious, on edge or worrying a lot about different 

things (17.5%), trouble falling asleep or staying asleep (14.0%), muscle tension, aches, or 

soreness (12.3%), trouble concentrating on things (7.0%) and feeling restless (1.8%). Many of 

these issues have been linked to premenstrual syndrome.  

  

 Table 14  

 General Anxiety: Several days 

 __________________________________________________________________________ 

  

 Variable       n   % 

 __________________________________________________________________________ 

 1. Feeling nervous, anxious, on edge or worrying a lot  29  50.9 

         about different things 

 2. Muscle tension, aches, or soreness   29  50.9 

 3. Becoming easily annoyed or irritable   29  50.9 

 4. Getting tired very easily     27  47.4 

 5. Trouble falling asleep or staying asleep   27  47.4 

 6. Trouble concentrating on things, such as reading a   20  35.1 

       book or watching TV        

 7. Feeling restless so that it is hard to sit still   18  31.6 

             __________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 14 represents the higher mid-range impact on functioning, several days, with 

interesting results. Significantly, over 50% reported feeling nervous, anxious, on edge or 

worrying a lot about different things (50.9%), muscle tension, aches or soreness (50.9%), 

becoming easily annoyed or irritable (50.9%) for several days over the previous two weeks.  



Getting tired very easily and trouble falling asleep or staying asleep were both reported at 

47.4%. Trouble concentrating on things was reported by 35.1% followed by feeling restless at 

31.6%.   

  

 Table 15  

 General Anxiety: Not at all 

 ___________________________________________________________________________ 

 

 Variable       n   % 

 ___________________________________________________________________________ 

 1. Feeling restless so that it is hard to sit still   38  66.7 

 2. Trouble concentrating on things, such as reading a   33  57.9 

        book or watching TV 

 3. Trouble falling asleep or staying asleep   22  38.6 

 4. Muscle tension, aches, or soreness   21  36.8 

 5. Getting tired very easily     19  33.3 

 6. Feeling nervous, anxious, on edge or worrying a lot  18  31.6 

         about different things 

 7. Becoming easily annoyed or irritable   16  28.1 
 ______________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

  

 Table 15 represents the absence of symptoms, not at all, and this indicates that 

becoming easily annoyed or irritable as the lowest ranking symptom (28.1%). This is 

interesting as Table 13 (More than half the days) indicates this topic as the top ranking issue 

where 21.1% of the participants specified this symptom as the most imposing, where the 

higher mid-range (several days) presented at 50.9%. Well over half (66.7%) did not 

experience problems with restlessness, 57.9% did not have problems with concentration, 

38.6% did not have issues with falling or staying asleep, muscle tension, aches or soreness 

were not an issue for 36.8% of the participants, getting tired very easily was not an issue for 

33.3% and feeling nervous, anxious on edge or worrying was not an issue for 31.6 of the 

participants. These results indicate that many women do not experience anxiety-related 

symptoms. Many of the symptoms listed in the GAD-7 could be linked to everyday life 

situations and could be experienced by men and women.  

 

Other Anxiety: Panic Syndrome 

 

 The first question in Table 16 is a screening question for panic disorder, which is a sub-

scale to measure for other anxiety issues that may be present. Four questions ask specifically 

about symptoms. Twelve of the participants (21.1%) indicated that they had experienced an 

anxiety attack in the previous four weeks. Eight of these participants indicated that this had 



happened before, and four indicated that they had not experienced an anxiety attack before. 

Eight of the participants indicated that the anxiety attack had “come suddenly out of the blue,” 

in situations where they felt nervous and uncomfortable. Five of the participants indicated that 

the anxiety attacks bothered them a lot and were worried about having another attack. For this 

sub-scale, panic syndrome is diagnosed if all four questions are answered Yes. 

  

 Table 16  

 Other Anxiety: Panic Syndrome 

 __________________________________________________________________________ 

 

 Variable       n  % 

 __________________________________________________________________________ 

 In the last 4 weeks, have you had an anxiety attack- 

 suddenly feeling fear or panic? 

      No       45  78.9 

           Yes       12  21.1 

 Has this ever happened before? 

            No       4  33.3 

                   Yes       8  66.7 

 Do some of these attacks come suddenly out of the blue-  

 that is, in situations where you don’t expect to be  

 nervous or uncomfortable? 

          No       4  33.3 

           Yes       8  66.7 

 Do these attacks bother you a lot or are you worried 

 about having another attack? 

           No       7  58.3 

           Yes       5  41.7 

 __________________________________________________________________________ 

  

 The results from this table suggest that at least twelve of the participants had more 

severe forms of anxiety, specifically panic syndrome as assessed by this sub-scale.  

 

Panic Syndrome Symptoms 

 

 Table 17 represents participants who presented with panic syndrome symptoms. Within 

this sub-population of women who reported a recent anxiety attack, all of them reported feelings 

of heart racing, pounding or skipping, (n=12, 21.1 %), 50% reported chest pain or pressure, 

75% reported sweating, while 25% reported not sweating during the most recent anxiety attack. 

One participant reported a choking feeling, 50% reported hot flushes or chills, seven out of 

twelve reported nausea, an upset stomach or diarrhea, seven reported feeling dizzy or faint, four 

reported tingling or numbness, two reported trembling or shaking, and one reported feeling of 

a fear of dying when having an anxiety attack. 

  



 Table 17  

 Panic Syndrome Symptomology 

 __________________________________________________________________________ 

 

 Variable       n  % 

 __________________________________________________________________________ 

 Think about your last bad anxiety attack 

      Were you short of breath? 

                No       6  50.0 

                   Yes       6  50.0 

      Did your heart race, pound or skip? 

                No       12  100.0 

                  Yes       0  0.0  

      Did you have chest pain or pressure? 

               No       6  50.0 

           Yes       6  50.0 

      Did you sweat? 

               No       3  25.0 

               Yes       9  75.0 

      

 Did you feel as if you were choking? 

                No       11  91.7 

                   Yes       1  8.3 

      Did you have hot flushes or chills? 

                   No       6  50.0 

                    Yes       6  50.0 

      Did you have nausea or an upset stomach or the 

     feeling that you were going to have diarrhea? 

                No       5  41.7 

                   Yes       7  58.3 

      Did you feel dizzy, unsteady, or faint? 

                No       7  58.3 

                Yes       5  41.7 

      Did you have tingling or numbness in parts of your  

      body? 

                No       8  66.7 

                   Yes       4  33.3 

      Did you tremble or shake? 

               No        10  83.3 

                Yes       2  16.7 

      Were you afraid you were dying? 

                No       11  91.7 

                    Yes       1  8.3 

 ______________________________________________________________________________ 

  

 The results from the panic syndrome symptom sub-scale are interesting as this signifies 

that 12 participants in this study qualified for panic disorder under this scale.  Nausea, stomach, 

and bowel problems could potentially be side effects of medications used in treating anxiety. 

 



 

Depression 

 

 The PHQ-9 sub-scale measures depression symptoms and asks “Over the last 2 weeks, 

how often have you been bothered by the following problems?”   

  

 Table 18   

 Depression Symptoms: Nearly every day 

 __________________________________________________________________________ 

 

 Variable        n  % 

 __________________________________________________________________________ 

 1. Feeling tired or having little energy   10  17.5 

 2. Trouble falling or staying asleep, or sleeping too much 7  12.3 

 3. Poor appetite or overeating    7  12.3 

 4. Little interest or pleasure in doing things   6  10.5 

 5. Feeling down, depressed, or hopeless   4  7.0 

 6. Feeling bad about yourself- or that you are a failure or 4  7.0 

         have let yourself or your family down 

 7. Trouble concentrating on things, such as reading the 4  7.0  

        newspaper or watching television    

 8. Thoughts that you would be better off dead or of   1  1.8  

        hurting yourself?  

 9. Moving or speaking so slowly that other people could   -    - 

         have noticed? Or the opposite- being so fidgety or  
 ______________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 18 represents reported symptoms nearly every day over the previous two weeks, 

which suggests chronic and significant impact on functioning. Feeling tired or having little 

energy was reported by 17.5% of the participants. Trouble falling asleep, staying asleep or 

sleeping too much and poor appetite and overeating was reported by 12.3%. Little interest or 

pleasure in doing things over the past two weeks was reported by 10.5%. Feeling down, 

depressed or hopeless, feeling bad about yourself, or that you are a failure or have let yourself 

or family down, and trouble concentrating were reported by 7.0% of the participants. One 

person reported thoughts of self harm nearly every day for the previous two weeks, suggesting 

a serious concern for self-harm and suicidal thoughts. No participant reported symptoms of 

moving or speaking slowly, feeling fidgety.   

 

 

 

 



  

 Table 19   

 Depression Symptoms: More than half the days 

 ___________________________________________________________________________ 

 

 Variable        n   % 

 ___________________________________________________________________________ 

 1. Feeling tired or having little energy   12  21.1 

 2. Trouble falling or staying asleep, or sleeping too much 10  17.5 

 3. Poor appetite or overeating    8  14.0 

 4. Trouble concentrating on things, such as reading the  7  12.3 

        newspaper or watching television 

 5. Feeling bad about yourself- or that you are a failure or 6  10.5 

         have let yourself or your family down 

 6. Feeling down, depressed, or hopeless   5  8.8 

 7. Thoughts that you would be better off dead or of    3  5.3 

         hurting yourself?  

 8. Moving or speaking so slowly that other people could  2  3.5 

         have noticed? Or the opposite- being so fidgety or  

                  restless that you have been moving around a lot  

        more than usual 

 9. Little interest or pleasure in doing things   1  1.8 

 _____________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 19 represents individuals who reported symptoms for more than half the days 

over the previous two weeks. Over twenty percent (21.1%) reported feeling tired or having little 

energy, 17.5% reported trouble falling or staying asleep, or sleeping too much. Fourteen percent 

reported poor appetite or overeating, 12.3% reported trouble concentrating, 10.5% reported 

feeling bad about themselves, feeling like a failure or had let themselves or others down. A 

smaller percentage (8.8%) admitted to feeling down, depressed or hopeless for more than half 

the days over the past two weeks. What is significant compared to Table 18 is that more 

individuals reported thoughts of hurting themselves or being better off dead (5.3%) for more 

than half the days over the previous two weeks. Two participants (3.5%) reported moving or 

speaking slowly that others would have noticed or being fidgety and restless, and only one 

person (1.8%) reported little pleasure in doing things over the previous two weeks.  

  

 

 

 

 

 

 



 

 Table 20  

 Depression Symptoms: Several days 

 __________________________________________________________________________ 

 

 Variable        n  % 

 __________________________________________________________________________ 

 1. Little interest or pleasure in doing things   25  43.9 

 2. Feeling tired or having little energy   24  42.1 

 3. Feeling down, depressed, or hopeless   21  36.8 

 4. Trouble falling or staying asleep, or sleeping too much 21  36.8 

 5. Trouble concentrating on things, such as reading the  18  31.6 

         newspaper or watching television 

 6. Poor appetite or overeating    16  28.1 

 7. Feeling bad about yourself- or that you are a failure or 15  26.3 

        have let yourself or your family down 

 8. Moving or speaking so slowly that other people could  9  15.8 

                  have noticed? Or the opposite- being so fidgety or  

                  restless that you have been moving around a lot  

                  more than usual 

 9. Thoughts that you would be better off dead or of   5  8.8 

         hurting yourself?  

               ________________________________________________________________________ 

 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 20 is interesting in several ways. Compared to Tables 18, nearly every day, and 

19, more than half the days, the scores are higher, and indicate reported impairment for several 

days, (less extreme than nearly every day or more than half the days), but suggest that the 

participants had experienced significant depression symptoms for several days over the 

previous two weeks. The statistics indicate that 43.9% reported little interest or pleasure in 

doing things, 42.1% reported feeling tired or having little energy. Feeling down, depressed, or 

hopeless and trouble falling or staying asleep, or sleeping too much was reported by 36.8% of 

the participants. Trouble concentrating was an issue for 31.6% , poor appetite or overeating 

(28.1%), feeling bad about themselves, feeling like a failure or letting yourself down (26.3%), 

changes in function (moving slowly or being fidgety) was reported by a higher percent than the 

other scales  at 15.8% which could possibly indicate that other issues could have been related 

to this. And finally, significantly- five individuals (8.8%) reported suicidal thoughts for several 

days over the previous two weeks. Combining results from this table with Tables 18 and 19, 

nine individuals had been considering self-harm over the previous two weeks. These are 

significant mental health indicators within this sample of participants.  

  

 

 

 



 

 Table 21  

 Depression Symptoms: Not at all 

 __________________________________________________________________________ 

 

 Variable        n  % 

 __________________________________________________________________________ 

 1. Thoughts that you would be better off dead or of     48  84.2 

         hurting yourself?  

 2. Moving or speaking so slowly that other people could  46  80.7 

                  have noticed? Or the opposite- being so fidgety or  

                  restless that you have been moving around a lot  

                  more than usual 

 3. Feeling bad about yourself- or that you are a failure or 32  56.1 

         have let yourself or your family down 

 4. Trouble concentrating on things, such as reading the  28  49.1 

                  newspaper or watching television 

 5. Feeling down, depressed, or hopeless   27  47.4 

 6. Poor appetite or overeating    26  45.6 

  7. Little interest or pleasure in doing things   25  43.9 

 8. Trouble falling or staying asleep, or sleeping too much 19  33.3 

 9. Feeling tired or having little energy   11  19.3 

 __________________________________________________________________________ 
 Note:  These have been listed in order of frequency from highest to lowest (rank order) 

 

 Table 21 represents the absence of depression symptoms, not at all. On a more positive 

note, 84.2% reported not having thoughts of suicide or self-harm. Over eighty percent (80.7) 

did not experience slow movements or fidgetiness, 56.1% did not feel bad about themselves, 

that they were a failure or had let themselves down, 49.1% didn’t have problems with 

concentration, 47.4% did not feel down, depressed, or hopeless, 45.6% had no issues with poor 

appetite or overeating, 33.3% had no problems with falling or staying asleep, or sleeping too 

much. 19.3% did not feel tired or have little energy during the previous two weeks. These results 

indicate that many women in this study did not experience symptoms of depression, although 

the higher levels of severity indicate that some participants did.  

 

Eating Behaviors 

 

 The PHQ asks several questions about eating. For this sample, when asked “Do you 

often feel that you can’t control what or how much you eat?” Almost sixty-five percent (64.9%) 

answered No (n=37), and 35.1% answered Yes (n=20). This first question was a screening 

question for disordered eating behaviors. One participant in the study qualified under the 

diagnosis of an eating disorder, according to this scale. Eating behaviors were not a key focus 

of this study so results are only representative of data gathered from the PHQ and a 



consideration for health behaviors. It is noteworthy however, that eating behaviors have been 

linked to menstrual disorders such as amenorrhea and the Female Athlete Triad.  

 

 Table 22  

 Eating Behaviors 

 __________________________________________________________________________ 

 

 Variable       n  % 

 __________________________________________________________________________ 

 Do you often eat within any 2 hour period 

 what most people would regard as an unusually 

 large amount of food? 

           No       11  57.9 

                   Yes       8  42.1 

      Has this been as often on average as twice a week 

 for the last 3 months?  

                No       12  70.6 

                  Yes       5  29.4  

      In the last 3 months have you often done any of 

 the following in order to avoid gaining weight? 

           Made yourself vomit?   

     No       18  100.0 

           Yes        -     - 

     Took more than twice the recommended dose of 

 laxatives? 

               No       17  94.4 

               Yes       1  5.6 

      

 Fasted-not eaten anything at all for at least 

 24 hours?  

                 No       17  94.4 

                    Yes       1  5.6 

      Did you have hot flushes or chills? 

                No       6  50.0 

                    Yes       6  50.0 

      Exercised for more than half an hour specifically 

 to avoid gaining weight after binge eating? 

                No       17  94.4 

                   Yes       7  5.6 

      If you checked yes to any of these ways to avoid 

 gaining weight, were any as often on average,  

 twice a week? 

                No       5  83.3 

                Yes       1  16.7 

      ______________________________________________________________________________ 

 

Alcohol Abuse 

 

 

 The PHQ asks questions about alcohol use. For this sample, 93.0% disclosed that they 

were consumers of alcohol. Five measures are used to indicate alcohol abuse. According to this 



PHQ sub-scale, alcohol abuse is indicated if any of the following questions listed in Table 23 

are answered Yes.   

 

 Table 23  

 Alcohol Abuse 

 _____________________________________________________________________________ 

  

 Variable        n    % 

 _____________________________________________________________________________ 

 Have any of the following happened to you more than 

 once in the last six months? 

     You drank alcohol even though a doctor suggested    

      that you stop drinking because of a problem with your 

      health 

                No       52  98.1 

                   Yes       1  1.9 

      You drank alcohol, were high from alcohol, or hung over 

      while you were working, going to school, or taking care  

      of children or other responsibilities 

                No       37  69.8 

                   Yes       16  30.2 

      You missed or were late for work, school, or other  

      activities because you were drinking or hung over 

                No       45  84.9 

                   Yes       8  15.1  

      You had a problem getting along with other people while  

      you were drinking 

                No       49  92.5 

                   Yes       4  7.5 

      You drove a car after having several drinks or after  

      drinking too much 

                No       52  98.1 

                   Yes       1  1.9 

 ____________________________________________________________________________ 

 Note:  Alcohol abuse indicated if any of the above answers are ‘Yes’ 

 

 

 The most significant result from Table 23 was that alcohol abuse was positively 

indicated under each category, the most significant being that 30.2% admitted that they had 

consumed alcohol, were high from alcohol, or hung over while at work, at school, or while 

taking care of children or other responsibilities. While this scale may be punitive in judging 

alcohol abuse, it indicates a behavior (alcohol consumption) that may spillover into personal 

and working lives.  It is noteworthy to state that this study took place in the Republic of Ireland, 

where drinking alcohol is an acceptable social activity. Over a span of six months, there would 

have been a higher chance of many people experiencing hangovers as the result of drinking in 

social situations.   

 

 



Summary 

 

 The PHQ measured the following variables: multiple physical symptoms (somatoform), 

anxiety, panic syndrome, depression, eating behaviors, and alcohol abuse. The descriptive 

statistics highlighted several results to consider, which answered the third research question for 

this study: In terms of women’s health, and menstrual cycle issues, “Are there underlying issues 

to consider?” Additional underlying issues for consideration are somatic, depression, and 

general anxiety symptoms, panic disorder, eating behaviors, and alcohol use or abuse. These 

variables may have an impact on health, which may in turn have an impact on physical and 

emotional symptoms of the menstrual cycle or other underlying health issues.  Such variables 

may be difficult to assess separately. Monitoring the menstrual cycle may assist in providing 

insight into cyclical fluctuations of these symptoms. This may be helpful in assessing symptoms 

and with the provision of appropriate diagnosis and health interventions.  

 

 

Correlation and Regression Analysis: OSI-R and PHQ 

 

 

 To measure workplace variables, the OSI-R was used. The relationships between 

occupational roles, personal strain, personal resources (OSI-R) and somatic symptoms, 

depression, panic syndrome, general anxiety, alcohol abuse, impact on functioning (PHQ), and 

age were investigated using Pearson product-moment correlation. Preliminary analyses were 

performed to ensure no violation of the assumptions of normality, linearity and 

homoscedasticity. While correlations do not show causality, the relationships between the 

variables were observed for this study.   

 

Participants and Analysis 

 

 The OSI-R sample consisted of 52 completed tests. Data were analyzed using SPSS 

20. By default, correlations were computed based on the number of pairs with non-missing data 

(pairwise deletion of missing data). For regression,by default, if values of any of the variables 

on the var subcommand were missing, the entire case was excluded from the analysis (i.e., 

listwise deletion of missing data). However, pairwise deletion of missing data was used.  In 

relation to the use of multiple regression, the researcher was interested in exploring the 



relationship between set of predictor variables and one outcome variable. The number of 

predictors was limited due to the small sample size. In terms of sample size, indications 

provided by Stevens (1996) were followed, who suggested to use 15 participants per one 

predictor. Descriptive statistics and reliability of measures for the OSI-R and PHQ sub-scales 

were analyzed and are provided in the following sections under each scale (see p. 191). 

 

Occupational Roles Questionnaire (ORQ) 

 

 The ORQ consists of six sub-scales: role overload (RO), role insufficiency (RI), role 

ambiguity (RA), role boundary (RB), responsibility (R), and physical environment (PE). The 

Cronbach’s α coefficient for the ORQ was 0.88, indicating a good internal consistency. The 

Cronbach’s α coefficients for the sub-scales were: RO (.69), RI (.69), RA (.77), RB (.45), R 

(.83) and PE (.54). Definitions of what each scale represents are listed below (Adapted from 

Osipow, 1998, p. 12): 

 1. Role overload: increased work load, unreasonable work load, feeling of being 

 unsupported, feeling of not being well-trained or competent for the role, need for more 

 help in role, working under tight deadlines. 

 

 2. Role insufficiency: poor fit between skills and job, feeling that career is not 

 progressing, feeling of little future in the role, needs for recognition and success may 

 not be met, may report boredom and/or under –utilization. 

 

 3. Role ambiguity: unclear sense of what they are expected to do, how they should be 

 spending their time and how they will be evaluated, may experience conflicting 

 demands from supervisors, may report no clear sense of what they should do to 

 progress in their careers. 

 

 4. Role boundary: feeling caught between conflicting supervisory demands and 

 factions, not feeling proud of what one does in their job, not having a stake in the  

 company, being unclear about authority lines and having more than one person to 

 report to.  

 

 5. Responsibility: high levels of responsibility at work for activities and work 

 performance of junior staff, concerns that others will not perform well, sought out for 

 leadership and frequently have to respond to others’ problems. May have poor 

 relationships with people at work or feel pressure from working with difficult or angry 

 employees or the public. 

  

 6. Physical environment: exposure to high levels of noise, moisture, dust, heat, cold, 

 light, poisonous substances, or unpleasant odors.  Erratic work schedules or feeling 

 personally isolated.   



 

Table 24  

Occupational Stress Inventory and Patient Health Questionnaire Correlations 

Scale 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

 

1.Role Overload 

2.Role Insufficiency  

3.Role Ambiguity  

4.Role Boundary  

5.Responsibility  

6.Physical Environment  

7.Vocational Strain  

8.Psychological Strain  

9.Interpersonal Strain  

10.Physical Strain  

11.Recreation  

12.Self-Care  

13.Social Support  

14.Rational/Cognitive  

15.Somatic Symptoms  

16.Depression  

17.Panic Syndrome  

18.General Anxiety   

19.Alcohol abuse  

20.Impact on Functioning  

21.Age  

22.Occupational Roles  

23.Personal Strain  

24.Personal Resources  

1 

-.07 

.38** 

.44** 

.46** 

.18 

.27 

.43** 

.27* 

.32* 

-.23 

-.06 

-.11 

-.22 

.14 

.28 

-.42 

.24 

.04 

.25 

-.03 

.64** 

.41** 

-.23 

 

1 

.46** 

.45** 

-.12 

.05 

.61** 

.45** 

.40** 

.02 

-.30* 

-.15 

-.25 

-.16 

.15 

.42** 

-.24 

.17 

.16 

-.05 

-.37** 

.59**.

.43** 

-.32* 

 

 

1 

.43** 

0 

.09 

.63** 

.43** 

.39** 

.16 

-.44** 

-.20 

-.23 

-.54** 

.15 

.24 

-.34 

.19 

.18 

.19 

-.20 

.70** 

.47** 

-.51** 

 

 

 

1 

.30** 

.22 

.45** 

.49** 

.37** 

.27 

-.13 

-.17 

-.13 

-.13 

.23 

.39** 

-.21 

.22 

.24 

.04 

-.27 

.78** 

.48** 

-.21 

 

 

 

 

1 

.16 

.04 

.24 

.10 

.05 

.17 

-.06 

.02 

.02 

.06 

.21 

.13 

.27 

.08 

.05 

.06 

.49** 

.14 

.06 

 

 

 

 

 

1 

.03 

.22 

.14 

.17 

-.02 

-.06 

.08 

-.24 

.32* 

.25 

.09 

.30* 

-.01 

.37* 

-.19 

.35* 

.18 

-.08 

 

 

 

 

 

 

1 

.53** 

.54** 

.33* 

-.34* 

-.29* 

-.29* 

-.29* 

.29* 

.39** 

-.23 

.35* 

.24 

.12 

-.25 

.62** 

.71** 

-.45** 

 

 

 

 

 

 

 

1 

.66** 

.64** 

-.54** 

.26 

-.40** 

-.27 

.39** 

.76** 

.33 

.56** 

.08 

.37* 

-.25 

.65** 

.89** 

-.55** 

 

 

 

 

 

 

 

 

 

1 

.54** 

-.43** 

-.23 

-.58** 

-.19 

.37** 

.64** 

.07 

.56** 

.13 

.11 

-.38** 

.49** 

.83** 

-.55** 

 

 

 

 

 

 

 

 

 

1 

-.38** 

-.36** 

-.34* 

-.18 

.45** 

.52** 

-.49 

.48** 

.06 

.31* 

-.04 

.25 

.81** 

-.47** 

 

 

 

 

 

 

 

 

 

 

1 

.43** 

.41** 

.39** 

-.17 

-.46** 

.11 

-.45** 

.05 

-.33* 

.03 

-.29* 

-.52** 

.83** 

 

 

 

 

 

 

 

 

 

 

 

1 

.12 

.20 

-.10 

-.16 

.37 

-.32* 

-.20 

.02 

0 

-.20 

-.36** 

.62** 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.06 

-.34* 

-.54** 

.09 

-.45** 

-.04 

-.09 

-.02 

-.21 

-.49** 

.64** 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

-.36* 

-.12 

.12 

-.21 

-.03 

-.09 

.12 

-.35* 

-.28* 

.59** 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.45** 

.35 

.57** 

0 

.23 

-.21 

.26 

.47** 

-.37** 

Note: Significance level * p < .05; ** p < .01 

  



 

Table 24 

Occupational Stress Inventory and Patient Health Questionnaire Correlations (continued)  

Scale 16 17 18 19 20 21 22 23 24 

 

1.Role Overload 

2.Role Insufficiency  

3.Role Ambiguity  

4.Role Boundary  

5.Responsibility  

6.Physical Environment  

7.Vocational Strain  

8.Psychological Strain  

9.Interpersonal Strain  

10.Physical Strain  

11.Recreation  

12.Self-Care  

13.Social Support  

14.Rational/Cognitive  

15.Somatic Symptoms  

16.Depression  

17.Panic Syndrome  

18.General Anxiety   

19.Alcohol abuse  

20.Impact on Functioning  

21.Age  

22.Occupational Roles  

23.Personal Strain  

24.Personal Resources  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.07 

.71** 

.14 

.40** 

-.14 

.50** 

.72** 

-.50** 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.48 

-.14 

-.18 

.11 

-.30 

-.36 

.23 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.09 

.40** 

-.03 

.36** 

.61** 

-.55** 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.14 

-.36** 

.21 

.15 

-.07 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.02 

.18 

.30* 

-.18 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

-.29* 

-.27 

.06 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

.60** 

-.38** 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

-.62** 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

Note: Significance level * p < .05; ** p < .01 
 

 



 

 The OSI-R sub-scales were combined for a total scale result under Occupational Roles 

(Table 25). To consider the relationships between workplace issues and health issues, Pearson’s 

correlations supported research question three: “Are there underlying issues to consider?”  

  

Table 25 

Descriptive Statistics and Reliability for Occupational Stress Inventory and Patient Health Questionnaire 

Scale M SD Range Cronbach’s Alpha (α) 

Occupational Roles  

Personal Strain  

Personal Resources 

Role Overload  

Role Ambiguity  

Role Boundary  

Responsibility  

Physical Environment  

Vocational Strain  

Psychological Strain  

Interpersonal Strain  

Physical Strain  

Recreation  

Self-Care  

Social Support  

Rational/Cognitive  

Somatic Symptoms  

Depression  

Panic Syndrome  

General Anxiety   

Alcohol abuse  

Impact on Functioning 

Age  

 

138.30  

90.15  

128.61 

25.05  

22.76  

22.84  

25.61  

14.03  

18.67  

22.84  

22.55  

26.07  

26.78  

25.82  

41.75  

34.25  

7.03 

6.85 

7.91 

5.00  

.56  

.77  

36.81  

 

24.91  

23.29  

19.33 

6.94  

7.37  

5.66  

7.90  

3.79  

6.01  

8.07  

6.29  

8.25  

7.35  

6.70  

8.08  

6.64  

5.19  

6.06  

2.23  

3.41  

.86 

.79 

8.81 

 

90-195 

51-157 

76-167 

11-43 

10-43  

12-38 

10-42 

10-25 

10-37 

11-47 

12-43 

12-48  

11-40 

15-46 

14-50  

18-47 

0-24 

0-23  

5-12 

0-12 

0-3 

0-3 

22-59 

 

.88 

.82 

.86 

.69 

.77 

.45 

.83 

.54 

.53 

.74 

.40 

.67 

.74 

.69 

.87 

.79 

.85 

.91 

.86 

.86 

.50 

N/A 

.50 

 

 

 The results indicated a strong positive and significant relationship between depression 

and occupational roles (r = .50, p < .01), this means that increased pressure in occupational roles 

is correlated with increased depression. This indicates that the combined effects of increased role 

overload, role insufficiency, role ambiguity, role boundary, responsibility, and physical 

environment are correlated with increased depression.  



 There was a strong positive and significant relationship between occupational roles and 

role overload (r = .64, p<.01). This finding suggests that increases in occupational roles are 

correlated with increases in role overload. There was a strong positive and significant relationship 

between occupational roles and role insufficiency (r =.59, p<.01), which suggests that increases 

in occupational roles are correlated with increases in role insufficiency.  Occupational roles and 

role ambiguity showed a strong positive and significant relationship (r =.70, p<.01), this suggests 

that as occupational roles increase, role ambiguity does as well.  There was an even stronger 

positive and significant relationship between occupational roles and role boundary (r = .78, 

p<.01), this means that as occupational roles increase, role boundary issues increase as well.  

  A positive, moderate positive and significant relationship was found between 

occupational roles and responsibility (r = .49, p<.01), suggesting that as occupational roles 

increase, responsibility does as well. A moderate positive and significant relationship was found 

between occupational roles and physical environment (r = .35, p<.05), this means that as 

occupational roles increase, physical environment issues increase as well.   

 Other strong, positive and significant relationships were found between occupational 

roles and strain: vocational strain (r = .62, p<.01), and psychological strain (r = .65, p <.01).  This 

means that as occupational roles increase, vocational strain and psychological strain increase as 

well.  

 There was a moderate positive and significant relationship between occupational roles 

and interpersonal strain (r = .49, p<.01), suggesting that as occupational roles increase, 

interpersonal strain does as well. However, there was a weak correlation between occupational 

roles and physical strain (r = .25), and this is not surprising as none of the participants were 

working in roles that involved heavy physical labor.   

 The relationship between occupational roles and recreation showed a weak negative but 

significant relationship (r =.29, p<.05). As occupational roles increased, recreation decreased. 

Other weak negative relationships (without significance) were found between occupational roles 

and self-care (r = -.20), and social support (r = -.21). However, a moderate negative and 

significant relationship was found between occupational roles and rational/cognitive (r = - .35, 

p<.05). As occupational roles increase, rational/cognitive coping abilities decrease, or vice versa.  

 The results indicate that Occupational Roles are a relevant underlying issue to consider. 

Occupational Roles were positively and strongly correlated with depression and (r = .50, p < .01), 

role overload (r = .64, p<.01), role insufficiency (r =.59, p<.01), role ambiguity (r =.70, p<.01), 

role boundary (r = .78, p<.01), vocational strain (r = .62, p<.01), and psychological strain (r = 



.65, p <.01). As occupational roles increase, rates of depression, role overload, role insufficiency, 

role ambiguity, role boundary, vocational strain and psychological strain increase as well.  

 

Personal Strain Questionnaire (PSQ) 

 

 The PSQ includes four sub-scales: vocational strain (VS), psychological strain (PSY), 

interpersonal strain (IS), and physical strain (PHS). The Cronbach’s α coefficient for the PSQ 

was 0.82, indicating a good internal consistency. The Cronbach’s α coefficients for the sub-scales 

were: VS (.53), PSY (.74), IS (.40), and PHS (.67).   

According to Osipow (1998, p. 22),  

 Given the individual who is unable to cope effectively with the various stresses in the 

 workplace, it has been postulated that strains will result that can be classified into four 

 major categories: (a) psychological, (b) physical, (c) interpersonal, and (d) vocational.  

 The four scales to measure these facets of strain make up the Personal Strain 

 Questionnaire (PSQ). 

 

 The results indicated that personal strain was positively strongly and significantly related 

to general anxiety disorder (r = .61, p < .01) suggesting that as rates of personal strain increase, 

rates of general anxiety increase as well. Moderate, positive and significant relationships between 

personal strain were found with role overload (r = .41, p<.01), role insufficiency (r = .43, p<.01), 

and role ambiguity (r = .47, p<.01). As rates of personal strain increase, role overload, role 

insufficiency and role ambiguity increase as well. This suggests that personal strain is related to 

feeling overwhelmed in the work role, being in a job that is dissatisfying, where roles are not 

clearly defined.   

 Strong positive and significant relationships with personal strain were found between 

vocational strain (r =.71, p<.01), psychological strain (r =.89, p<.01), interpersonal strain (r = 

.83, p<.01), and with physical strain (r = .81, p<.01). This suggests that as personal strain 

increases, psychological strain, interpersonal strain, and physical strain do as well.  

 A strong negative and significant relationship was indicated between personal strain and 

recreation (r = -.52, p<.01). A moderate negative and significant relationship was found between 

personal strain and self-care (r = -.36, p<.01). A moderate negative and significant relationship 

was found between personal strain and social support (r = -.49 p<.01). A weak negative and 

significant relationship was indicated between personal strain and rational/cognitive (r = -28, 

p<.05). These negative relationships suggest that strain and personal resources offer insight into 

areas of interest.  



 Personal strain was positively, moderately and significantly related to somatic symptoms 

(r = .47, p< .01), this suggests that as personal strain increases, somatic symptoms increase as 

well. The results indicated that personal strain was positively strongly and significantly related 

to depression (r = .72, p < .01), suggesting that as rates of personal strain increase, rates of 

depression increase as well. 

 There was a negative and insignificant moderate relationship between personal strain and 

panic syndrome (r = -.36). There was a positive, strong and significant relationship between 

personal strain and occupational roles (r=.60, p<.01), this suggests that as personal strain 

increases, issues in occupational roles do as well.  

 This category demonstrated the impact of personal strain. The results suggest that as 

personal strain increases, rates of anxiety (r = .61, p < .01), somatic symptoms (r = .47, p< .01), 

and depression (r = .72, p < .01) increase as well. Other strong correlations were identified 

between personal strain and vocational strain (r =.71, p<.01), personal strain and psychological 

strain (r =.89, p<.01), personal strain and interpersonal strain (r = .83, p<.01), and personal strain 

and physical strain (r = .81, p<.01). This suggests that as personal strain increases, vocational 

strain, psychological strain, interpersonal strain and physical strain increase as well.   

 

Personal Resources Questionnaire (PRQ) 

 

 The PRQ includes four sub-scales: recreation (RE), self-care (SC), social support (SS) 

and rational cognitive (RC). The Cronbach’s α coefficient for the PRQ was 0.86, indicating a 

good internal consistency. The Cronbach’s α coefficients for the sub-scales were: RE (.74), SC 

(.69), SS (.87), and RC (.79).   

 The PRQ measures coping resources including (a) self-care behavior that emphasizes 

engagement in healthy activities; (b) social support systems, emphasizing relationships with 

family and friends as well as social groups; (c) cognitive skills that focus on the ability to reduce 

stress through the effective management of time and effort; (d) recreational activities that serve 

both as a distraction from stressful events and as a source of life satisfaction outside of work 

setting (Osipow, 1998, p. 22).  

 The results indicated many negative relationships in this category, suggesting that this 

category offers intriguing areas of interest. There was a weak negative relationship between role 

overload and personal resources (r = -.23). A moderate negative and significant relationship was 

found between personal resources and role insufficiency (r = -.32, p<.05), and a strong negative 



and significant relationship was found between personal resources and role ambiguity (r = -.51, 

p<.01).   

 A weak insignificant relationship was found between personal resources and role 

boundary (r = .21). A weak and insignificant relationship was found between personal resources 

and responsibility (r = .06). A weak and insignificant negative relationship between personal 

resources and responsibility was identified (r = -.08). A moderate negative and significant 

relationship was found between personal resources and vocational strain (r = -.45, p<.01). A 

strong negative and significant relationship was found between personal resources and 

psychological strain (r = -.55, p<.01). 

 A strong negative and significant relationship was indicated between personal resources 

and interpersonal strain (r = -55, p<.01). A moderate, negative and significant relationship was 

found between personal resources and physical strain (r = -.47, p<.01).  However, a strong 

positive and significant relationship was found between personal resources and recreation (r = 

.83, p<.01), suggesting that as personal resources increase, recreation does as well, perhaps 

indicating that those who have more personal resources (such as self-care, social support and 

rational/cognitive skills) tend to find more time for recreation.  

 A strong positive and significant relationship between personal resources and self-care 

was identified (r= .62, p<.01), suggesting that as personal resources increase, self-care increases 

as well. There was strong positive and significant relationship between personal resources and 

social support (r = .64, p<.01), this means that as personal resources increase, social support does 

as well. There was a strong positive and significant relationship between personal resources and 

rational/cognitive coping skills (r =.59, p<.01), this suggests that as personal resources increase, 

rational/coping skills increase as well.  

 The results indicated a strong negative significant relationship between personal 

resources and personal strain (r= - .62, p < .01). There was a strong negative and significant 

relationship between personal resources and general anxiety (r = -.55, p < .01). Also, personal 

resources were negatively, moderately and significantly related to depression (r = -.50, p < .01). 

The results indicated a significant moderate negative relationship between personal resources 

and occupational roles (r = -.38, p < .01). There was a significant moderate and negative 

relationship between personal resources and somatic symptoms (r = -.37, p < .01).   

 The personal resources category highlights the importance of self-care behaviors, social 

support systems, cognitive coping skills, and recreation outside of the workplace.   What is 

interesting here is the negative relationships between personal resources and role insufficiency, 

role ambiguity, vocational strain, psychological strain, interpersonal strain, physical strain, 



personal strain, general anxiety, depression, occupational roles and somatic symptoms. Also 

significant for this study is that as personal resources increase, self-care, social support and 

rational coping skills increase as well.  

 

Somatoform Symptoms 

 

 The Cronbach’s α coefficient for the PHQ Somatoform Symptom scale was 0.85, 

indicating a good internal consistency.   

 Weak insignificant positive relationships were identified between somatic symptoms and 

the following: role overload (r = .14), role insufficiency (r = .15), role ambiguity (r = .15), role 

boundary (r = .23), and responsibility (r = .06).  

 A moderate, positive and significant relationship was found between somatic symptoms 

and physical environment (r = .32, p<.05), suggesting that as somatic symptoms increase, the 

impact of the physical environment increase as well. A weak, positive and significant relationship 

was identified between somatic and vocational strain (r = .29, p < .05). There was a moderate, 

significant and positive relationship between somatic and psychological strain (r = .39, p<.01), 

suggesting that as somatic symptoms increase, psychological strain increases as well. There was 

a moderate, significant positive relationship between somatic and interpersonal strain (r = .37, 

p<.01), suggesting that as somatic symptoms increase, interpersonal strain increases as well. A 

moderate positive and significant relationship was found between somatic and physical strain, (r 

= .45, p<.01), suggesting that as somatic symptoms increase, physical strain increases as well.  

  Insignificant and weak negative relationships were found between somatic and recreation 

(r = -.17), and somatic and self-care (r = -.10). Somatic symptoms were negatively and 

moderately significantly related to social support (r = -.34, p <.05). There was a moderate 

negative and significant relationship between somatic symptoms and rational/cognitive coping,  

(r =-.36, p<.05).  

 The results indicated that somatic symptoms were positively strongly and significantly 

related to general anxiety disorder (r = .57, p < .01), this means that as somatic symptoms 

increase, general anxiety increases. There was a moderate positive and significant relationship 

between somatic symptoms and personal strain (r = .47, p < .01), this indicates that as somatic 

symptoms increase, personal strain increases as well. The results indicated a moderate positive 

significant relationship between somatic symptoms and depression (r = .45, p < .01), this suggests 

that as somatic symptoms increase, depression symptoms increase as well.  



 This category (somatoform symptoms) is significant as physical symptoms related to the 

menstrual cycle have been identified as the most intrusive (abdominal pains). What is interesting 

here is that as somatic symptoms increase, physical environment, vocational strain, psychological 

strain, interpersonal strain, physical strain, general anxiety, personal strain and depression 

increased as well. Also, the results indicate negative relationships between somatic symptoms 

and social support and rational coping. This could perhaps be representative of persons who 

chose to withdraw in order to cope with symptoms.  

 

Depression 

 

 The Cronbach’s α coefficient for the PHQ Depression scale was 0.91, indicating an 

excellent internal consistency.  

 Weak and insignificant positive relationships were found between depression and role 

overload (r = .28), role ambiguity (r = .24), responsibility (r = .21), and physical environment (r 

= .25). Weak and insignificant negative relationships were found between depression and self-

care (r = -.16) and depression and rational cognitive (r = -.12).   

 There was a moderate, positive and significant relationship between depression and role 

insufficiency (r = .42, p < .01), suggesting that as depression increases, role insufficiency 

increases as well. A moderate, positive and significant relationship was found between 

depression and role boundary (r = .39, p<.05), suggesting that as depression increases, role 

boundary increases as well. A moderate positive and significant relationship was found between 

depression and vocational strain (r = .39, p<.01), suggesting that as depression increases, 

vocational strain increases as well. One striking observation was in the relationships between 

depression and strain. A strong positive and significant relationship was found between 

depression and psychological strain (r = .76, p<.01). A strong, positive and significant 

relationship was found between depression and interpersonal strain (r = .64, p<.01). A strong, 

positive and significant relationship was found between depression and physical strain (r = .52, 

p<.01). These results indicate that as depression increases, psychological strain, interpersonal 

strain and physical strain increase as well.  

 A negative, moderate relationship was found between depression and recreation (r = -.46, 

p<.01). A moderate, positive and significant relationship was found between depression and 

somatic symptoms (r = .45, p< .01), suggesting that as rates of depression increase, somatic 

symptoms increase as well. Further, the results indicated a moderate positive and significant 



relationship between depression and impact on functioning (r = .40, p < .01), this suggests that 

as depression increases, the impact on functioning increases as well.  

 As rates of depression increase, role insufficiency, role boundary, vocational strain, 

psychological strain, interpersonal strain, and physical strain increase as well. Also interesting to 

note is the negative relationship between depression and recreation. More significantly, as 

depression increases, somatic symptoms increase as well. Depression was positively correlated 

with impact on functioning.  

 

Panic Syndrome 

 

 The Cronbach’s α coefficient for the PHQ Panic Syndrome scale was 0.86. There were 

no significant relationships in this category as it was a very small sample (n= 12).  

 

General Anxiety Disorder 

 

 The Cronbach’s α coefficient for this scale was 0.86, indicating a good internal 

consistency. Weak positive and insignificant relationships were found between general anxiety 

disorder and role overload (r = .24), role insufficiency (r = .17), role ambiguity (r =.19), role 

boundary (r =. 22), and responsibility (r = .27). A moderate positive and significant relationship 

was found between general anxiety and physical environment (r = .35, p<.05), suggesting that as 

general anxiety increases, the impact of the physical environment increases as well. The results 

indicated a significant moderate positive relationship between general anxiety disorder and 

occupational roles (r = .36, p<.01), suggesting that as general anxiety increases, occupational role 

issues increase as well.  

 The relationship between anxiety and strain was significant. There was a strong positive 

and significant relationship between general anxiety and psychological strain (r = .56, p<.01), 

suggesting that as anxiety increases, psychological strain increases. Similarly, there was a strong 

positive and significant relationship between general anxiety and interpersonal strain (r = .56, p 

<.01), and a moderate, positive and significant relationship was found between general anxiety 

and physical strain (r = .48, p<.01). This means that as general anxiety increases, interpersonal 

strain and physical strain increase as well.  

 A moderate negative and significant relationship was found between general anxiety and 

recreation (r = -.45, p<.01). A moderate negative and significant relationship was found between 



general anxiety and self-care (r = -.32, p<.05), and there was a moderate negative and significant 

relationship between general anxiety and social support (r = -.45, p<.01). 

 A weak and insignificant negative relationship was found between general anxiety and  

rational/cognitive (r = -.21). An insignificant positive relationship was found between general 

anxiety and panic syndrome (r = .48).  

 Two noteworthy observations were between anxiety and depression, and anxiety and 

somatic symptoms: There was a strong positive and significant relationship between general 

anxiety and depression (r = .71, p<.01), indicating that as general anxiety increases, rates of 

depression increase. There was a strong positive and significant relationship between general 

anxiety and somatic symptoms (r = .57, p<.01), suggesting that as general anxiety symptoms 

increase, somatic symptoms increase as well. Further, the results indicated a moderate positive 

and significant relationship between general anxiety disorder and impact on functioning (r = .40, 

p<.01), suggesting that as anxiety increases, there is a higher impact on functioning.  

 The results indicate that as general anxiety increases, psychological strain, interpersonal 

strain and physical strain increase. Very significant for this study are the indications that as 

anxiety increases, depression and somatic symptoms increase. Also noteworthy are the negative 

relationships between anxiety and recreation, self- care and social support, and impact on 

functioning. 

 

Alcohol Abuse  

 

 The Cronbach’s α coefficient for the PHQ Alcohol Abuse scale was 0.50, suggesting an 

unacceptable internal consistency. There was a significant moderate negative relationship 

between age and alcohol abuse (r = -.36, p<.01), as age increased, alcohol abuse decreased, 

indicating that younger participants were more likely to abuse alcohol.  

 

Age 

 

 The Cronbach’s α coefficient for age was 0.50, suggesting an unacceptable internal 

consistency in measuring against the two tools. Age was included to consider resilience. There 

was a negative and significant moderate relationship between age and role insufficiency (r = -

.37, p <.01). There was a negative, significant and moderate relationship between age and 

interpersonal strain (r = -.38, p<.01).   



 The PHQ somatic, anxiety and depression correlations with the OSI-R identified some 

interesting results which will be discussed in the next section, multiple regression analysis.   

 

Multiple Regression Analysis 

 

 Three independent regression models investigated the importance of general anxiety 

disorder, depression, somatic symptoms and age of participants in a better understanding of 

occupational roles, personal resources and personal strain.  

 The first model considered occupational roles as an outcome variable. Since no a priori 

hypotheses had been made to determine the order of entry of the predictor variables, a direct 

method was used for the multiple linear regression analyses. The four independent variables: 

general anxiety disorder, depression, somatic symptoms and age of participants explained 22% 

of variance in occupational roles (F (4, 45) = 4.53, p < .01). The only significant predictor of 

occupational roles was depression (β = .43) while controlling for other covariates in the model 

(Table 26). The results suggest that higher levels of depression are significantly associated with 

occupational roles.  

 

Table 26 

Regression Model of Predicting Occupational Roles 

  R2 
AdjR2 B SE β p value 

 

Model 

 

General Anxiety  

 

     .29 

  

.22 

 

 

 

.36 

 

 

 

1.44 

 

 

 

.05 

 

.00 

 

.81 

        

Depression    1.82 .73 .43 .02 

        

Somatic Symptoms    -.02 .74 -.01 .98 

        

Age    -.53 .38 -.19 .17 

  

In the second regression model, (Table 27) the analysis looked at the prediction of 

personal resources. The four independent variables explained 28% of variance in personal 

resources (F (4, 45) = 5.64, p < .01). General anxiety (β = -.35) made a unique significant 

contribution to the model while controlling for depression, somatic symptoms and age of 

participants. This indicates that higher levels of anxiety are associated with a lower level of 

personal resources. 



 

Table 27 

Regression Model of Predicting Personal Resources 

  R2 
AdjR2 B SE β p value 

 

Model 

 

General Anxiety  

 

     .33 

  

.28 

 

 

 

-2.03 

 

 

 

1.06 

 

 

 

-.35 

 

.00 

 

.05 

        

Depression    -.77 .54 -.24 .16 

        

Somatic Symptoms    -.28 .54 -.08 .61 

        

Age    -.11 .28 -.05 .69 

  

 The final model looked at the prediction of personal strain. The four independent 

variables: general anxiety disorder, depression, somatic symptoms and age of participants 

explained 53% of variance in personal strain (F (4, 45) = 14.71, p < .01). The only significant 

predictor of personal strain was depression (β = .54) while controlling for other covariates in the 

model (Table 28). This suggests that the higher levels of depression are associated with higher 

levels of personal strain. 

 

Table 28 

Regression Model of Predicting Personal Strain 

  R2 
AdjR2 B SE β p value 

 

Model 

 

General Anxiety  

 

     .57 

  

.53 

 

 

 

1.20 

 

 

 

1.04 

 

 

 

.17 

 

.00 

 

.26 

        

Depression    2.06 .53 .54 .01 

        

Somatic Symptoms    .47 .53 .11 .38 

        

Age    -.28 .27 -.10 .32 

 
 

Summary 

 

 The descriptive statistics, correlations and multiple regression results of this study 

reveal psychological, physical, and emotional variables that may be measured. The results 



suggest additional etiologies that may be considered for evaluating women’s health. While it is 

not possible to determine causality, each of the variables may have an impact on the health of 

an individual and may exacerbate menstrual cycle symptoms. The quantitative results support 

the research questions and qualitative categories, as well as offering insight into stress, strain, 

and personal resources. Emotional and physical symptoms of the menstrual cycle that may have 

an impact on women while at work were identified. Experiencing symptoms such as physical 

and emotional symptoms were measured. Underlying issues for consideration in women’s 

health were also identified. All of the variables measured support the importance of bio-

psychosocial issues related to women’s health issues. Chapter Six combines the mixed methods 

variables and explores the relevance of these findings. 

  

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER SIX 

METHODS AND DISCUSSION 

 

 

 

  



 

 

Chapter Six: Mixed Methods and Discussion 

 

 

 This chapter combines methods and includes discussions, strengths, limitations, 

recommendations and conclusions. The research questions for this study were (a) How do 

menstrual disorders affect women in the workplace? (b) What are the physiological and 

psychological effects of menstrual disorders? (c) Are there underlying issues to consider?  This 

mixed methods exploratory sequential study was weighted on the qualitative; therefore, there 

was a smaller quantitative sample. The quantitative sample identified underlying issues for 

consideration although it was not possible to determine causality. The use of qualitative 

interviews facilitated the identification of the psychological sphere that is experienced by women 

when coping with symptoms. This includes patterns of planning and preparation, help-seeking 

behaviors and frustration that some women may experience while living with on-going and 

intrusive symptoms. The use of qualitative interviews also exposed issues related to gender 

discrimination and how women felt about imposing menstrual cycle symptoms not being taken 

seriously as valid health issues. In the workplace, there is an underlying concern about equality 

and stigmatization because of fears of gender discrimination and fears of reprisals, where 

masking symptoms may occur. These topics would have been difficult to discern without 

interviewing women who had personal experiences of imposing symptoms. Therefore, subjective 

experiences were provided through qualitative interviews which further added a psychosocial 

dimension to this research where quantitative tools did not. Teddlie and Tashakkori (2009), offer 

the following suggestions for Chapter Six of a mixed methods study: 

 Present your research questions again, and answer them by making inferences based 

 on the tentative answers from Chapters 4 and 5. Integrate your QUAL and QUAN 

 inferences and expand your conclusions to a higher (more comprehensive, abstract) 

 level by comparing, contrasting, expanding, or limiting each answer based on the 

 others. Theories may be generated here, therefore, link your findings to the current 

 literature and offer a more comprehensive and cohesive understanding of the 

 phenomenon you are studying. (pp. 321-322) 

 

 These guidelines are followed within this chapter to combine methods and explore the 

implications of the results from this study. This chapter is written in first person format as the 

results were weighted on qualitative data. Through qualitative data and quantitative results, this 



chapter provides an overview of mixed methods data gathered. Each section will include a brief 

discussion related to the topics; a conclusion is provided at the end of this chapter.  

  This study provided insight into women’s health issues. I used purposive sampling to 

recruit women to discuss their subjective experiences of difficulties with their menstrual cycle 

for phase one (N=19). Women shared stories about their experiences of physical and emotional 

symptoms and how they had an impact on them personally and while at work. The interviews 

were analyzed using grounded theory. The main theme that emerged was “Being Different due 

to Imposing Symptoms.” This chapter explores each qualitative category and mixes themes with 

quantitative data where possible to highlight the importance of using mixed methods for this 

study.   

 

Table 29 

 

Theme, Categories and Subcategories of Qualitative Research 

 

Theme Sphere Category Sub-category 

 

Being Different 

due to Imposing 

Symptoms 

 

 

 

Biological 

 

 

Psychological 

 

 

 

 

 

 

 

Psychosocial 

Experiencing  

Symptoms 

 

Coping with  

Symptoms 

 

 

 

 

 

 

Experiencing  

Symptoms at Work 

 

 

Physical 

Emotional 

 

Planning and Preparation 

Pills 

Positive Actions 

Planning 

Products 

Looking for Answers 

Frustration 

 

Being Different than 

Other women 

Being Different than 

Men 

Equality Issues 

Stigmatization 

Masking Symptoms 

 

 

 

 

Being Different due to Imposing Symptoms 

 

 

 This section answers one of my research questions, which will combine qualitative and 

quantitative data to explore issues in women’s health: “Are there underlying issues to consider?” 



My qualitative research revealed the main theme of “Being Different due to Imposing 

Symptoms,” and the category of Experiencing Symptoms emerged. This includes the sub-

categories of Physical Symptoms and Emotional Symptoms which revealed underlying physical 

and psychological issues which are important issues for health practitioners to consider as they 

may have an impact on the lives of some women. The relevance of these variables lies in the 

application for appropriate treatment interventions in assessing symptoms, including 

psychosocial issues.  

 What is the thematic interpretation of “Being Different due to Imposing Symptoms” in 

the context of the findings? The Participant Information Form collected information on 

diagnosed health conditions, taking medications, the presence of menstrual disorders, 

psychological issues, negative health behaviors, positive health behaviors, and weight and stress 

issues. Over the previous twelve months, almost half (42.9%) of the participants (N=63) reported 

heavy bleeding, 61.9% reported bothersome cramping, 7.9% reported loss of period not 

pregnancy related, and one participant reported loss of period due to pregnancy. Psychological 

issues that were identified over the previous twelve months were anxiety (44.4%), depression 

(30.2%), insomnia (49.2%), excessive sleepiness (34.9%), nervousness (27.0%), restlessness 

(39.7%), hopelessness (28.6%), feeling sad (57.1%), and feeling that everything was an effort 

(34.9%). Out of these participants, 19% reported that they had not experienced any of these 

symptoms over the previous year. Issues such as drinking, smoking, exercising, and weight and 

stress concerns were also identified.   

Within this sample (N=63), it was revealed that 39.1% had diagnosed health conditions, 

and 32.3% were taking medications. It is noteworthy to mention that symptoms of certain 

underlying health conditions may be exacerbated during the menstrual cycle (Laufer & 

Gambone, 2010; Legato, 2002), and that symptoms of endocrine disease may be similar to 

physical and emotional symptoms of menstrual disorders. Symptoms of endocrine disease may 

include abdominal pain, amenorrhea or oligomenorrhea, anemia, anorexia, constipation, 

depression, diarrhea, fever, hair changes, headache, hypothermia, libido changes, nervousness, 

polyuria, skin changes, weakness and fatigue, weight gain and weight loss (Appendix B).   

 The Participant Information Form identified that over fourteen percent (14.3%) reported 

drinking more over the previous year, while 19% reported drinking less. Nearly ten percent 

(9.5%) reported smoking more, whereas 4.8% reported quitting smoking. Almost thirty seven 

percent reported not exercising over the previous twelve months (36.5%) and 28.6% reported 

exercising more. Over ten percent (11.1%) reported weight loss due to stress, and 27% reported 

weight gain due to stress. Over thirty percent (31.7%) reported increased pressure at work (Table 



8, p.191), 35.1% reported that they felt that they couldn’t control what or how much they ate, 

and 42.1% reported binge eating within a two hour period of time, “eating what most people 

would regard as a large amount of food.” Results from the Patient Health Questionnaire indicated 

a significant moderate negative relationship between age and alcohol abuse (r = -.36, p<.01), as 

age increased, alcohol abuse decreased, indicating that younger participants were more likely to 

abuse alcohol. Kritz-Silverstein, Wingard and Garland (1999) observed that younger women 

were more likely to report more menstrual cycle symptoms and disorders, and compared to non-

drinkers, women who consumed more alcoholic drinks had higher rates of heavy periods. 

Younger women who consume more alcohol might want to consider how this might have an 

impact on heavy periods, and this is a consideration for treatment.  

 The PHQ and Participant Information Form results are similar to those of Strine et al. 

(2006), where women with menstrual related problems reported frequent depression or anxiety 

(30.7%), insomnia or trouble falling asleep (30.7%), and excessive sleepiness during the day 

(22.8%) over the previous 12 months.  Their study found that women with menstrual disorders 

reported feeling so sad that nothing could cheer them up (5.7%), nervousness (8.3%), and that 

everything was an effort (9.3%), suggesting psychological issues. The Strine et al. (2006) study 

also noted that women with menstrual related problems reported insufficient leisure time and 

physical activity (65.3%), and that cigarette smoking, drinking heavily, and being overweight or 

obese were also more frequently reported among women with menstrual-related problems than 

those without.  Psychological, psychosocial, and health behaviors may have an impact on 

difficult symptoms.  

 Rowland et al. (2002) observed that underlying medical health issues and lifestyle factors 

may have an impact on the menstrual cycle. They observed that Grave’s disease (an autoimmune 

system disease), depression treated with medication and diabetes were underlying health issues 

associated with differences in menstrual cycle function, further suggesting that underlying health 

issues and medications should be considered in evaluating disordered menstrual cycles.  

 

Experiencing Symptoms: Physical Symptoms 

 

 This section answers two of the research questions: “What are the physiological and 

psychological effects of menstrual disorders?” and “Are there underlying issues to consider?” 

Various physical symptoms were revealed by the Patient Health Questionnaire (PHQ) under the 

somatoform sub-scale, and Cronbach’s alpha coefficients for the reliability of the somatic scale 

was good (.85). This scale measured stomach pain, back pain, pain in arms, legs/joints, menstrual 



cramps/problem periods, pain or problems during intercourse, headaches, chest pain, dizziness, 

and fainting spells. The PHQ revealed that 31.6% (n=18) of the participants were bothered a lot 

by menstrual cramps or other problems with periods, suggesting a psychological and/or physical 

impact.  Over thirty percent (36.8%, n=21) reported that they were bothered a little with 

menstrual cramps or other problems with periods, and 31.6% (n=18) reported that they were not 

bothered by menstrual cramps or other problems with periods. Stomach pain, back pain, pan in 

arms, legs or joints, problems during intercourse, headaches, chest pain, dizziness, fainting spells, 

and feeling heart pound or race were also measured. What is interesting here is that data from the 

Participant Information Form (Table 2, Menstrual Symptoms During the Past 12 months) 

indicated that 61.9% (n=39) declared to have experienced bothersome cramping over the 

previous twelve months. When adding up the number of participants from this scale who claimed 

to have been bothered a lot (n=18) and those who reported to have been bothered a little (n=21), 

the numbers match at 39 participants, suggesting that the menstrual cycle symptoms measured 

in this somatic scale could be measuring bothersome cramping as well. This also suggests that 

39/63 of the participants had been experiencing symptoms beyond the previous four weeks as 

measured by the PHQ. Figure 13 provides an overview of the results for the thirteen variables 

measured by the Somatoform scale of the Patient Health Questionnaire (PHQ).  



                                               

Figure 13. Patient Health Questionnaire Somatoform Symptoms 

 

 Somatoform symptoms were positively strongly and significantly related to general 

anxiety disorder (r = .57, p < .01). There was a moderate positive and significant relationship 

between somatoform symptoms and personal strain (r = .47, p < .01), and there was a moderate 

positive significant relationship between somatic symptoms and depression (r = .45, p < .01). 

What’s interesting here is the consideration of bothersome menstrual cramps and imposing 
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physical symptoms that may be interacting with anxiety symptoms and depression.  Are the 

somatic symptoms having an impact on functioning and causing disruption? Are the depression 

symptoms linked to premenstrual symptoms?   

 Women described various physical symptoms during the interviews. These symptoms 

often occurred in tandem. The following excerpts from the interviews further describe women’s 

personal experience of somatic symptoms. 

 Usually just cramps- severe cramps…Sometimes...constipation or diarrhea and 

 occasional nausea if I haven't taken anything. I just find like, my body's trying to cure 

 itself...trying to expunge...Because when I would vomit, I'd vomit everything...if I'd 

 take a sip of water- I'd vomit that up, and I'd be vomiting up bile.  

 

 Obviously your attention span is not as good or certainly mine isn't as good when I 

 have my period and you know, you have abdominal cramps and you're feeling 

 uncomfortable, maybe nauseous.   

 

 It's really, really bad cramps sitting quite low down. Feeling like I always have to go 

 to the toilet, but I don't actually have to when I do go to the bathroom and sometimes 

 with nausea- not always- sometimes.  

 

 It’s menstrual cramps, along with backache and sometimes I’d get a shooting pain – 

 deep inside-if I go to sit down I’d sometimes have to stand straight back up again 

 because I’d get a pain. 

 

 Women with difficult menstrual cycle symptoms may have a lower health status. Barnard, 

Frayne, Skinner and Sullivan (2003) found that women who reported one or more menstrual 

symptom such as irregular periods, heavy bleeding, painful periods and PMS had significantly 

lower health status than women who did not have difficult menstrual symptoms.  Women with 

menstrual symptoms had significantly lower scores on vitality, physical functioning, bodily pain, 

general health perceptions, physical, emotional and social role functioning and mental health. 

Given that menstrual problems/problem periods, back pains, and stomach problems were 

reported as the most disruptive symptoms in my sample, it should be considered that these 

symptoms may co-occur and may have an impact on functioning in general in women’s health. 

From a psychological perspective, it is important here to note that menstrual and premenstrual 

symptoms have been linked to neuroticism (Kendler et al., 1992), catastrophizing about 

symptoms in endometriosis (Martin, Johnson, Wechter, Leserman, & Zolnoun, 2011), 

hypochondriasis, hysteria and chronic pain (Applegate et al., 2005), more intense subjective 

symptoms and increased requests for hysterectomy (Echlin, Garden, & Salmon, 2002) and 

personality disorders and chronic pain (Conrad et al, 2007).  I suggest that such phrases should 

be avoided as category labels can involve cognitive beliefs, emotions and behavioral 



consequences and lead to gender discrimination. Crombez, Beirens, Van Damme, Eccleston, and 

Fontaine (2009) suggest that researchers should not use the term somatization, advising that 

“multiple physical symptoms” is more appropriate so as not to psychologize physical symptoms. 

However, to maintain consistency for this document and the PHQ measurements, the terms 

somatoform or somatic are used interchangeably throughout. The psychosocial realm of women 

with difficult and intrusive symptoms should not be overlooked.  

 

Experiencing Symptoms: Emotional Symptoms 

 

 This section refers to the third research question, “Are there underlying issues to 

consider?” The PHQ also measured anxiety and depression variables which supported the 

qualitative category of emotional symptoms. During the interviews, women described a range of 

emotional symptoms that they had experienced. Premenstrual symptoms (PMS) were not 

specifically addressed in the interview questions as I wanted to allow the participants to name 

their own symptoms. I considered the social constructivist perspective which considers that PMS 

may be a culture-bound syndrome (Chrisler, 1996; Chrisler & Caplan, 2002; Chrisler & 

Johnston-Robledo, 2002). It is noteworthy to identify that emotional symptoms of PMS include 

depression, angry outbursts, irritability, crying spells, anxiety, confusion, social withdrawal, poor 

concentration, insomnia, increased nap taking, and changes in sexual desire (American College 

of Obstetricians and Gynecologists, 2011). Physical symptoms may include food cravings (thirst 

and appetite changes), breast tenderness, bloating and weight gain, headache, swelling of the 

hands or feet, aches and pains, fatigue, skin problems, gastrointestinal and abdominal pain 

(American College of Obstetricians and Gynecologists, 2011).  

 Considering that 32.3% of the participants reported taking medications (such as birth 

control pills, see Table 7, p. 188), medications may also have had an impact on symptoms.  

Forrester-Knauss, Zemp-Stutz, Weiss and Tshudin (2011) found that in women who had both 

major depression and PMS symptoms, 74.4% reported high psychological distress (33.5%), and 

33.6% of the participants reported sleeping difficulties. Over a quarter of the women (27.1%) 

with co-morbid depression and PMS reported part satisfaction to extreme dissatisfaction at work. 

The researchers also noted that women who used oral contraceptives more likely to experience 

major depression symptoms (than women without major depression or PMS). It may be difficult 

to discern whether depression is a primary reason for symptoms or if premenstrual symptoms are 

being exacerbated by underlying depression. Further, anti-depressants may have also caused 

other symptoms such as dizziness, nausea gas and indigestion. Within this population, twelve 



participants (out of 63) were identified as having panic syndrome (Table 16, p. 200) and one 

participant scored as having an eating disorder (Table 22, p. 206) through the PHQ. Even though 

this was a very small sample, these issues suggest that further research would be interesting on a 

larger scale to investigate levels of anxiety within a population of women who have severe 

menstrual cycle symptoms and an evaluation of any stress-related issues in their lives as well. 

Clarifying the causes of stress and anxiety would be best assessed from a person-centered level 

to identify underlying causes that may worsen symptoms. Figure 14 demonstrates the results of 

the seven variables from the PHQ General Anxiety symptoms scale.  

 

 

Figure 14. Patient Health Questionnaire General Anxiety Symptoms 
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 Anxiety. The Cronbach’s α coefficient for this scale was 0.86, indicating a good internal 

consistency. The results indicated a strong positive and significant relationship between general 

anxiety and depression (r = .71, p<.01), a strong positive and significant relationship between 

general anxiety and somatic symptoms (r = .57, p<.01), and a strong positive and significant 

relationship between general anxiety and psychological strain (r = .56, p<.01).  Anxiety was 

strongly positively correlated with psychological strain, as anxiety increased, psychological 

strain increased. Similarly, there was a strong positive and significant relationship between 

general anxiety and interpersonal strain (r = .56, p <.01). A moderate, positive and significant 

relationship was found between general anxiety and physical strain (r = .48, p<.01). A moderate 

negative and significant relationship was found between general anxiety and recreation (r = -.45, 

p<.01). A moderate negative and significant relationship was found between general anxiety and 

self-care (r = -.32, p<.05). There was a moderate negative and significant relationship between 

general anxiety and social support (r = -.45, p<.01).  General anxiety was positively and strongly 

correlated with somatic symptoms. Multiple regression analysis indicated that higher levels of 

anxiety are associated with a lower level of personal resources (β = -.35, p < .01), suggesting 

psychosocial influences. Further, the results indicated a moderate positive and significant 

relationship between general anxiety disorder and impact on functioning (r = .40, p<.01).   

 Participants described difficulties with sleeping and fatigue often linked to pain and 

irritability. The following excerpts from the interviews provide an insight into how symptoms 

may have an impact on women. Emotional symptoms often overlapped with physical symptoms, 

depending on menstrual cycle phase. Pain around the time of menstruation had a particular 

psychological impact on functioning. 

 And sometimes as well actually, I get insomnia. And then that's a hint that I'm getting 

 my period. And I'll kick myself the next day because I'm like, I'm lying in bed, I'm 

 tossing and turning, why am I not sleeping?!” And then next day, I'll get my period 

 and I'm like “There you go!'  

 I can't focus on anything, I can't watch TV or I can't think...I'll wake up curled into a 

 ball....after I wake up then that's when the pain starts to kind of decrease because 

 maybe at that stage -because the pain killers have kicked in -or I'll take another one- 

 when I wake up, so from then I'm on top of it and I can manage it.   

 

 In terms of, you know- I wouldn't go out. I'd want to be at home where I'd have my 

 supplies around me, you know. Like, if it's work, I'd go because I'd have to, but if I 

 didn't have to go anywhere, I wouldn't. You know- I'd stay at home, and not do 

 anything I suppose- yeah.  

  



 Depression was measured by the PHQ, which may have an impact on anxiety, stress and 

strain. The results of the nine variables measured by the PHQ Depression scale are demonstrated 

in Figure 15.  

 

 

Figure 15. Patient Health Questionnaire Depression Symptoms 
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between depression and physical strain (r = .52, p<.01). Further, the results indicated a moderate 

positive and significant relationship between depression and impact on functioning (r = .40, p < 

.01). A negative, moderate relationship was found between depression and recreation (r = -.46, 

p<.01). Multiple regression analysis in this study identified that higher levels of depression are 

significantly associated with occupational roles (β = .43, p < .01), and higher levels of depression 

are associated with higher levels of personal strain (β = .54, p < .01). As psychological, 

interpersonal and physical strain increased, rates of depression increased, suggesting that these 

types of strain are important considerations for occupational health.  

 Thinking patterns...low self-esteem but also feeling very, very irritable...again being 

 able to stand outside almost and see it- “Look, just that there is just annoying you 

 terribly because you’re like this,” but it still annoys you terribly…I can’t sit there and 

 stop being annoyed at it.  

 

 Well, maybe slightly avoid people because I'd be a little sad or depressed and I 

 wouldn't really want to be talking to anybody.  

 

...as I got older with the hormones I think I started to have anger issues. And it was only 

until recently that I kind of realized that a lot of that was related to my menstrual cycle... 

through my teenage years I was very depressed and I self-harmed and I had a lot of 

problems with alcohol and drugs. But I kind of came through that and I think that a lot of 

these problems were in some way related to my period. 

 

 Menstrual pain and menstrual bleeding are women’s health issues. Shapley, Jordan and 

Croft (2003), found that women who reported heavy periods interfering with life complained 

mostly of mood as being a reason for consulting to primary care. The Patient Health 

Questionnaire Instruction Manual (n.d.), states:  “...most primary care patients with depressive 

or anxiety disorders present with somatic complaints and co-occurrence of somatic, anxiety, and 

depressive symptoms (the SAD Triad) is exceptionally common” (p. 2).  However, such issues 

do not only occur for women. In a study of primary care clinic patients Lowe et al. (2008) found 

that comorbidities existed between depression, anxiety and somatization in over 50% of the cases 

in a mixed gender population and concluded that the contribution of SAD symptoms to functional 

impairment have important individual effects (separate from overlapping symptoms).  

 Psychosocial complaints and the SAD Triad are issues for men and women, so it is not 

necessarily a gender-specific issue. A study conducted by Haftgoli et al. (2010) researched the 

prevalence of depression, anxiety, and somatoform disorders among a mixed gender primary care 

patients with a physical complaint. They investigated the relationship between cumulated 

psychosocial stressors and mental disorders. Participants were recruited from twenty-one private 

practices in Switzerland (N=917). Using the PHQ, they found rates of depression at 20%, anxiety 



(15.5%), and somatoform disorders (15.1%) within the primary care population. They noted that 

psychosocial stressors were significantly associated with mental disorders, and that patients with 

an accumulation of psychosocial stressors were more likely to present anxiety, depression, or 

somatoform disorders with an increase of 2.2 fold for each additional stressor. (Psychosocial 

stressors were health, look, libido, partner, stress at home, stress at work, financial, support, bad 

recent events, and bad past events). A study of 1,046 participants conducted by de Waal, Arnold, 

Eekhof and Hemert (2004), “Somatoform Disorders in General Practice: Prevalence, Functional 

Impairment, Comorbidity with Anxiety and Depressive Disorders,” found that the prevalence of 

somatoform disorders was 16.1% within the general practice population: “…when disorders with 

only mild impairment were included, the prevalence increased to 21.9%. Comorbidity of 

somatoform disorders and anxiety/depressive disorders was 3.3 times more likely than expected 

by chance. In patients with comorbid disorders, physical symptoms, depressive symptoms and 

functional limitations were additive” (p. 470).    

 Comorbidities of somatoform, anxiety and depression symptoms exist in the general 

population on a significant scale. It should be considered that such issues are often linked to 

neuroticism (Kendler et al., 1992), catastrophizing (Martin, Johnson, Wechter, Leserman, & 

Zolnoun, 2011), hypochondriasis and hysteria (Applegate et al., 2005), and results from studies 

including both men and women suggest that these issues also exist for men. However, 

somatoform, anxiety and depression issues should be evaluated with women who have menstrual 

disorders, this is especially important as symptoms may not be evaluated as  cyclical and may be 

misdiagnosed as mental health issues. Women may be wrongly prescribed anti-depressants.    

 Monitoring the menstrual cycle may be helpful. During the follicular phase, fluctuations 

in estrogen may have an impact on cognitive abilities (Dreher, 2007; Hampson, 1990; Korol 

2004; Protopopescu et al., 2008), vulnerability to addictions (Evans, Haney, & Foltin, 2002; 

Jackson, Robinson, & Becker, 2006; Justice & de Wit, 1999; Sofuoglu, Dudish-Poulsen, Nelson, 

Pentel & Hatsukami, 1999; White, Justice, & de Wit, 2002 ), have an impact on smoking 

cessation (Allen, Bade, Center, Finstad, & Hatsukami, 2008), and may even have an impact on 

behaviors (Bröder & Hohmann, 2003; Chavanne & Gallup, 1999).    

 Some women may, however, have specific health concerns due to fluctuating hormones. 

During the luteal phase, the menstrual cycle phase associated with premenstrual symptoms, 

serotonin levels may have an impact on eating behaviors, mood, and over-consumption of 

carbohydrates (Wurtman, Brzezinski, Wurtman & Laferrere, 1989) women may experience 

fluctuations in appetite, energy levels, overconsumption, food cravings and depression (Dye & 

Blundell, 1997) and may experience disruptions in sleep due to fluctuations in melatonin 



secretion (Parry et al., 1990). Premenstrual symptoms may cause an impact on relationships 

(Kuczmierczyk et al., 1992), may have an impact on sleep (Ozisik, Tanriverdi, & Defirmenci, 

2012), and may cause tiredness and fatigue (Baker & Colrain, 2010). Further, women with 

premenstrual distress may also report more stressful life events (Fontana & Badawy, 1997; 

Fontana & Palfai, 1994), and chronic stress should also be evaluated as it can contribute to 

premenstrual symptoms (Gannon, Luchetta, Pardie, & Rhodes, 1989). 

 Depression and anxiety may have an impact on menstrual pain, and the loss of social 

support has been cited as a significant contributor to menstrual symptoms. Alonso and Coe 

(2001) identified that depression and anxiety were strongly associated with menstrual pain and 

that the loss of social support had an impact on menstrual symptoms. My results indicate that 

somatoform symptoms, anxiety, depression, and social supports are important variables to 

consider in evaluating menstrual cycle symptoms, especially considering that the results 

indicated a moderate negative and significant relationship between general anxiety and social 

support. It should be considered that social support may be an important factor for women who 

experience difficult symptoms. When withdrawing to cope, isolation may be preferred as 

symptoms may have an impact on functioning. Having access to social support may be important 

as a source of coping. A few questions arising from this research are: How does the lack of 

support have an impact on symptoms? What impact does this have on women psychologically? 

Do women with fewer support systems experience more extreme symptoms? Withdrawing to 

cope with pain for example, is often a necessary behavior – how many women suffer in silence 

for years before acknowledging that cyclical menstrual cycle symptoms have an impact on 

functioning? What can be done to help? 

 

Coping with Symptoms 

 

       This section refers to the research questions: “What are the physiological and psychological 

effects of menstrual disorders?” and “Are there underlying issues to consider?” Coping with 

Symptoms was an interesting category because it covers the psychological sphere, and the 

qualitative interviews provided insight into cognitive thinking processes and behavioral actions 

where the quantitative tools did not. Women described the impact that symptoms had on them 

personally, which often meant withdrawal and time out to cope with symptoms. The qualitative 

data was important in this area as it also identified patterns of help seeking behaviors, and how 

women compared their symptoms to other women, often accepted their painful symptoms and 

continued to suffer, or even worse, considered their chronic symptoms as normal. Without the 



qualitative interviews, these issues would not have been identified. This research project did not 

only identify and measure symptoms, but provides insight into women’s subjective experiences 

as a starting point.   Figure 16 represents a woman who is experiencing and coping with the 

menstrual cycle, which could include physical or emotional symptoms and a need to attend to 

basic hygiene functions. This would involve some form of planning and preparation, which could 

include monitoring the cycle, the consideration of sanitary products, tablets for pain or for the 

control of symptoms (such as oral contraceptives), and positive actions such as exercise, 

meditation, or rational/cognitive functions such as self-talk. It could even involve time with 

friends.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 16. Coping with Symptoms 

 

 
  

 Women who experience ongoing and disruptive symptoms may look for answers for 

difficult menstrual cycle symptoms, which would be defined as help seeking behaviors. This 

could end up in frustration, and where there are no solutions, the loop may continue (see Figure 

17).  
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Figure 17. Looking for Answers, Frustration 

 When combining these elements, Experiencing Symptoms (biological sphere), Coping 

with Symptoms, Looking for Answers,  and Frustration, (psychological sphere), I observed that 

the combination of experiencing difficult symptoms, coping with difficult symptoms, and the 

subsequent impact on functioning led to an identification of  Being Different due to Imposing 

Symptoms (see Figure 18).  
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Figure 18.Being Different due to Imposing Symptoms 

 

 

           

Figure 19. Impact on Functioning 
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 Being Different due to Imposing Symptoms can result in impairment, and can have an 

impact on relationships with others (Figure 19). Women who experience imposing symptoms, 

may withdraw to cope with symptoms, and if they have sought help and have found no answers, 

may end up frustrated and continue to suffer with symptoms, and accept them as normal and a 

part of their lives. The imposing symptoms can make them feel different (for a while at least) 

during the menstrual cycle. Pain, heaviness, mood changes/tiredness, irregular cycles, general 

inconvenience, breast pain and swelling, accidents and other pains have been reported as 

bothersome symptoms which may have an impact on functioning and may have an impact on 

women’s quality of life (Santer, Wyke, & Warner, 2007). In addition, it should be considered 

that women who experience severe premenstrual symptoms such as PMDD may have a tendency 

to withdraw from social relationships (DSM-IV, 1994, 4th ed., p. 715). Experiencing severe pelvic 

pain has been cited as requiring time off of work (Rapkin & Gambone, 2010), may be caused by 

endometriosis which may take up to ten years to diagnose (Endometriosis UK, 2011, 

Endometriosis Diagnosis Survey), and may be caused by other issues such as cysts, infections, 

cystitis and pregnancy complications (Rapkin & Gambone, 2010). Referral to relevant health 

professionals may be required and women would benefit from assistance to discuss and describe 

symptoms as many women with difficult menstrual symptoms often do not consult their doctors 

(Scambler & Scambler, 1985).  

 

Planning and Preparation. In general, processes related to menstrual cycle symptoms 

may revolve around planning (monitoring the cycle), the use of products and pills (medication), 

and positive actions. The following excerpts demonstrate these topics which were not identified 

through the quantitative tools but may be variables involved with coping with symptoms.    

 

Planning 

 

 I am in agony for the first few hours when I do start my periods and it’s just 

 something I kind of plan my life around so it's always there in back of my mind 

 affecting me. I won't plan things at certain times of the month because I know I won't 

 be able to go here or I might have to cancel. So, it has affected the things I've done in 

 my life and stuff and just more so than anything - just the pain of it. Nothing seems to 

 really work for it. Obviously I can manage the pain a little bit better - when it's 

 coming I know when to take the pain killers…I find maybe that exercise helps a lot 

 then as well with it but um, it's just really the pain - excruciating for the first while. 

  

 I do a lot of training and I would go to places like I've been to New York and 

 London training people but because I can organize it myself, I organize it when I  know 



it's not going to happen. So if I was away and something like that happened - I  actually 

don't know what I'd do. Actually I'd probably just hold up in a hotel  room somewhere for 

a day or two.  

 

Products and Pills 

 

  I took three painkillers before I started work, and I kept some in my pocket. And I  kept 

 taking two more every- like, three 3 hours which...I don't take painkillers any other 

 time... But, I know that if I didn't have a sticky heat patch on, I would still be 

 conscious of it the whole time I was working.  

 

If I felt really far from painkillers, or heat- or whatever I needed, I'd really start to freak 

out. I'd really have to calm myself down. I don't mean physically far, but like in terms of 

“It's 2 hours until I can get to what I need.” ...I would really have to “Relax, calm down, 

it's fine- forget it.” So, in those terms, a lot of mental power would go into that- controlling 

myself.   

 

...it’s a psychological thing as well- when you have heavy bleeding, it’s that you are 

 very conscious when you are going out- the clothes you wear, the color of the clothes 

 you wear. 

 

Positive Actions 

 

 I find the mindful meditation to be my saving grace. 

 

 I say “Listen, it'll be okay- you'll finish this and then you'll get what you need and  you'll 

be okay- so just calm down, because that's not going to help-you don't need to  be stressed 

right now.” That kind of – like... babying myself nearly.   

  

 I find maybe that exercise helps a lot. 

 

Looking for Answers 

 

 Yeah, just looking around but they can't find anything... which is.. I'm really happy 

 obviously that they can't find anything but then you sort of feel like “Oh God, I wish 

 they would so they can give me something to cure it!”  

 

 ...when I was going to the doctor... trying to find some sort of answer to this...they 

 suspected that maybe there was some sort of cyst or...endometriosis...I was delighted 

 obviously that there's not- but I was kind of disappointed as well because I can't find a 

 reason  why it gets so bad. 

 

 I went to another doctor who told me that when I had a baby it would all be okay and I 

 was sixteen at the time...I was outraged...I went back to the first doctor I'd seen and I 

 told him I wanted a hysterectomy at the time. And then when they finally went to that 

 level with me, they referred me to a gynecologist... the first time I went to see her, she 



 was like “Take an Anadin” I was like “I've been going through this for six years and 

 you're  here giving me an Anadin!  I've waited six months to see you for a 

 disappointment and you've given me an Anadin?” So I basically said I didn't want to 

 see her anymore and I wanted to be referred to someone else so I was referred to 

 someone else and they were the people who started me on the blood thinners. So that 

 took about three years for me to get to that level where someone recommended those 

 to me, maybe four years....I never basically went back to see a doctor since that.  

 

Frustration 

 

 … it's very annoying when I go and see my gynecologist- he's really like—so brushed 

 off by it...he's just like “Just take this, its fine” and I'm just like “Look, there's actually 

 something wrong with me… it’s not like he just doesn't care or- because he just 

 doesn't understand- I think.  But like, how- there's no way that he's  ever going to 

 understand. So, I think that's not fair basically.  

 

 But yeah, so it has really affected everything I've done but at the same time now 

 because I'm just so used to it like, I'm what nearly 20 years into it at this stage- it 

 doesn't really affect me anymore. You know I don't feel like it does, I don't feel bitter 

 because of it or I don't feel different from anyone else, like I have loads of girlfriends 

 who “not a problem” sisters- “not a problem,” mother...they can't understand where 

 it comes from or what I go through....they are very understanding, at the same time 

 there's not anything that anyone can do for it really...it really doesn't affect me really 

 these days anymore because it is just part of who I am.  

 

 Women who experience difficult and intrusive menstrual cycle symptoms have unique 

health needs. It should be considered that women’s claims for industrial disease may be greeted 

with skepticism (Messing & Östlin, 2006), and a focus on topics such as identity, personal values 

and resources may improve rehabilitation outcomes (Haugli, Maeland, & Magnussen, 2011). 

More positive experiences have been conveyed regarding rehabilitation when people feel they 

are being taken seriously (Klanghed, Svensson, & Alexanderson, 2004). Further, undiagnosed 

health conditions may be present which may have an impact on menstrual cycle function. Some 

important considerations are endometriosis, which could be causing extreme pain and bleeding 

symptoms (Rapkin & Gambone, 2010). Blood disorders (Kadir, Sabin, Pollard, Lee and 

Economides,1998; Pesicka, 2004), cysts (Nelson & Gambone, 2010), and fibroid tumors could 

cause heavy bleeding (Nelson & Gambone, 2010a). Also, it is important to consider undiagnosed 

mental health issues such as anxiety, depression, and eating disorders (Andersen & Ryan, 2009), 

endocrine disease  (Appendix B) and polycystic ovaries. This research highlights the importance 

of person-centered treatment interventions as each woman is unique. Symptoms are valid and 

real for those who suffer and women may look for answers to symptoms for many years before 

finding a diagnosis.   



 

The Menstrual Symptom Intervention Loop 

 

 

 Through my qualitative analysis, I identified a potential intervention method.  

If experiencing chronic symptoms which may or not be consistent, a woman may continue to 

suffer, and she may have accepted symptoms as a part of her identity. She may not know how to 

start a dialogue with a health professional, or may have given up after several attempts.  This can 

involve identifying the range of symptoms and the levels of impact including the biological 

(hormonal changes), psychological (coping) and psychosocial (stigmatization) factors that may 

be involved. This process can be a continuous cycle. The menstrual cycle starts (experiencing 

symptoms), one copes with symptoms (which involves planning and or preparation), which could 

proceed to looking for answers and/or frustration (if treatment seeking), but the process returns 

when another difficult menstrual cycle is experienced.   

  

 
Figure 20. The Menstrual Symptom Intervention Loop  

Looking for 

Answers

Frustration

Experiencing

Symptoms

Coping with

Symptoms

Planning & 

Preparation



 According to Creswell and Plano Clark (2007), “In an Exploratory Design leading to 

instrument development, a researcher might use the significant statements or quotes to help write 

specific items for the instrument: The codes would be major variables, and the themes would be 

constructs or scales on the instrument” (p. 145). Considering this, a potential tool for 

communicating with women is the Menstrual Symptom Intervention Loop which emerged from 

the qualitative findings. This incorporates categories identified in this study. These categories 

explore the bio-psychosocial issues described so far. There are five topics which include the 

presenting symptoms (physical or emotional), and psychological processes (cognitive-

behavioral). These could be scaled from 1-5 with the question “Considering your menstrual 

cycle, scale these issues from 1-5 (with 1 being the most imposing on your life right now, and 5 

being the least).”  This could facilitate a dialogue to establish an appropriate intervention plan to 

assist the woman with chronic symptoms.    

 Such issues could also be explored with young women, who are often not considered.  

Dorn et al. (2009) suggested that efforts to reduce menstrual symptoms should be considered 

from a young age, including considerations of mental health and issues such as smoking. The 

importance of menstrual health programs for adolescents has been advised for appropriate 

treatment (Sharma, Malhortra, Taneja, & Saha, 2008). Counseling interventions may be 

beneficial as well. Cognitive behavioral therapy has been suggested for premenstrual syndrome 

(Busse et al., 2009; Lustyk, Gerrish, Shaver, & Keys, 2009), PMDD (Lustyk, Gerrish, Shaver, & 

Keys, 2009; Lustyk & Gerrish, 2010) and chronic pelvic pain symptoms (Berna et al., 2011). 

Other treatment options for symptoms may involve anti-inflammatory drugs, contraceptives, 

progestins, anti-contraction medication, analgesics, transcutaneous nerve stimulation, 

acupuncture, psychotherapy and hypnotherapy (Rapkin & Gambone, 2010). Additional treatment 

options for PMS and PMDD include lifestyle changes such as aerobic exercise, diet modification 

and education (Lustyk & Gerrish, 2010, p. 1968). Non pharmacologic supplements such as 

magnesium, evening primrose oil, vitamin E, chasteberry fruit, calcium, vitamin B6, Black 

Cohosh and St. John’s Wort have also been advised as helping with PMS and PMDD symptoms 

(Lustyk & Gerrish, 2010, pp. 1968-1969).    

 Given that abuse and trauma have been associated with menstrual disorders (Lustyk, 

Widman, & Becker, 2007; Golding, Taylor, Menard, & King, 2000;Kirkengen, Schei, & Steine, 

1993), these underlying issues may or may not be present and may require additional 

psychological interventions especially considering that women may be re-traumatized during 

pelvic examinations, vaginal ultrasounds, pregnancy and childbirth (Mayer, 1995; Weijenborg, 

de Koning, & van Roosmalen, 2001). In addition, researchers have stressed the importance of 



considering the subjective experiences of women with menstrual disorders (Santer, Wyke, & 

Warner, 2007; Scambler & Scambler, 1993, Scambler & Scambler, 1995), chronic pain (Werner 

& Malterud, 2005), and premenstrual symptoms (Lustyk, Gerrish, Shaver & Keys, 2009; Lustyk 

& Gerrish, 2010). Stressful psychosocial work and family issues of women with menstrual 

disorders should also be evaluated for proper interventions (Zhou et al., 2010), as well as 

behavioral risk factors which may have an impact on stress and dysmenorrhea (László & Kopp, 

2009). 

 

 

Experiencing Symptoms at Work 

 

 

 Somatic, anxiety and depression issues were identified within this sample.  Considering 

the physical and emotional symptoms of the menstrual disorders and potential underlying issues, 

this section explores workplace issues, the core focus of this study.   This section answers my 

first research question: “How do menstrual disorders affect women in the workplace?”   Physical 

symptoms such as abdominal pain, general discomfort, bloating, back pain, psychological 

fatigue, mental strain, nausea, diarrhea, dizziness, joint pain, and vomiting can have an impact 

on functioning. My results revealed that 61.9% of the participants reported bothersome cramping 

(n=39) and 42.9% reported heavy bleeding (n=27) over the previous 12 months (Table 4), while 

over a quarter (25.4%) reported none of symptoms. This suggests that “problem periods” may 

have a significant impact on women’s functioning, similar to the findings of Santer, Wyke, and 

Warner (2007) who also used both quantitative and qualitative methods in their study. A review 

of the literature revealed very few mixed methods studies on menstrual cycle and workplace 

issues as most studies focus on menstrual cycle function rather than women’s personal 

experiences. My Participant Information Form was designed to specifically answer the questions: 

How do menstrual disorders affect women in the workplace? What are the physiological and 

psychological effects of menstrual disorders? 

 

 

 

 

 

 



 

Physical Symptoms 

 

 

Abdominal Pain 

 

 My quantitative results showed that 69.8% of the participants reported abdominal pains 

as causing the most impact while at work. Abdominal pain was the highest ranked physical 

symptom reported to cause an impact during the menstrual cycle while at work. The following 

excerpts describe these symptoms: 

 Well, the cramps I just get kind of on the day of the  period.  So, they’re fairly 

 noticeable – it wouldn’t stop me from going to work or anything like that.  

 

  I have had the odd time when I’ve been off work because of cramping but it’s not a 

 regular thing.  

 

 But I suppose I have missed a few days with pain so it would have affected my work 

 in that way.  

 

 Just pain. Because I’d be sitting at my desk and maybe sitting down too much or just 

 complaining that I’m in pain or just sometimes going into the office and really not 

 being in the humor to be there.  

 

General Discomfort 

 

 My results indicated that 58.7% of the participants reported general discomfort as 

having an impact while at work. General discomfort was the second most reported physical 

symptom to cause an impact during the menstrual cycle while at work. The following excerpts 

describe these symptoms: 

 You want to be professional. You don't want to be running away from your job- what 

 you need to do.  

 

 I did miss work.. I try my best not to...um.. I have to go to work and it is affecting 

 work—but I will do my best to go to work.  

 

 Because it just changes your whole outlook on stuff. You know- like if you're having a 

 really bad day with your period and you're in a job where you feel miserable and they 

 make you feel miserable- you just want to go into the toilet and cry and sometimes you 

 do. But if you're feeling supported, you know, you'll just say “Look, I'm going to go in 

 and have a cup of tea - I think I'm going to have some of those chocolate biscuits and 

 see if the sugar does anything.”  

 



Bloating 

 

 My results indicated that 49.2% of the participants reported that bloating had an impact 

on them while at work. Bloating was the third most reported physical symptom to cause an impact 

during the menstrual cycle while at work. The following excerpts describe these symptoms: 

 I suppose maybe those three days beforehand – it’s a build-up of mood changing,  build-

up of an anger, build-up of bloating and knowing that the body is getting into a  discomfort, 

knowing that you’re not going to be able to concentrate, they’re all-that  is my PMT. And what 

will happen, and the true menstruation- the bleeding will  come on and the bleeding and the 

bloating reaches its maximum, the anger will then  dissipate.  

 

 I can just tell. I do feel- I feel when I get it, it seems like I might have a week that I'm 

 perfect and then I can start feeling little bits of the signs. Little by little, as in cramps.  

 It would be sharp pains first, and then it would be the sleep. And then it would go to 

 probably a bit of bloating- water retention. And then I'd get my period and I'd be  okay. 

And then a week- I'm fine and the whole thing starts again.  

 

 I wonder is there something that I could take to stop this- the bloating. I tried those 

 little water retention tablets and nothing happened. And then some months it doesn't 

 happen....I definitely feel more snappy...Things would irritate me a lot easier and  that's 

not very fair on other people.    

 
 

Back Pain 

 

 My results found that 47.6% of the participants reported back pain during the menstrual 

cycle as having an impact while at work. Back pain was the fourth most reported physical 

symptom to cause an impact during the menstrual cycle while at work. The following excerpts 

describe these symptoms: 

 When I get period pain it affects parts of me that are painful any way and because I 

 was in a car crash, I got a bad neck and back- I mean they are fine now- I've learned 

 to deal with them, but I still get back pain and so - when I have my period -it  

 exacerbates the pain in my lower back, my middle back, my neck- and so I feel it  more. 

 

 Yeah, the back pains, sometimes they're quite severe, sometimes they're just mild 

 enough. 

 

 Every sort of, three or four periods, I might experience stomach cramps and really 

 bad back pain.... which makes me very uncomfortable and I've found, I find very 

 tiring, particularly when I have to sit for very long periods of time. I find the back pain 

 the hardest thing to deal with. 

 
  



Psychological Fatigue 

 

 My results showed that 46% of the participants reported that psychological fatigue had 

an impact on them during the menstrual cycle, while at work. Psychological fatigue was the fifth 

most reported physical symptom to cause an impact during the menstrual cycle while at work. 

The following excerpts describe these symptoms: 

 You know- and the emotional and physical fatigue and that can be associated with 

 your menstrual cycle. And not that you should be able to take a week off of work  when 

you have your period, but I think that there is this kind of flippant attitude  towards 

menstruation that's like “Aw, sure- get up and get on with it” kind of thing.  And so, for a 

lot of women, your period can be very debilitating.  You know- and  very- at sometimes 

it's difficult to even get out of bed, and you don't even want to get  out of bed when you have it.   

 

 Obviously with anemia- yeah- everything would be worse - so run down... 

 Yeah- that'd be the biggest symptom of anemia- just so tired but I'm clear of that  now. 

 
 

  

Mental Strain 

 

 My results found that 33.3% of the participants reported mental strain was an issue during 

the menstrual cycle and had an impact on them while at work. Mental strain was the sixth most 

reported physical symptom to cause an impact during the menstrual cycle while at work.  

 A few days before, I get headaches anyhow but before always three days before my 

 periods, I’ll get a really bad headache and want to cry!  Just all the time- I’ll 

 definitely cry the day before, like maybe watching the news or something stupid- or 

 something I’ll make in my head, a bad thing out of something really simple. 

 

 
 

Nausea 

 

 My results found that 31.7% of the participants reported nausea during the menstrual 

cycle which had an impact on them while at work. Nausea was the seventh most reported physical 

symptom to cause an impact during the menstrual cycle while at work. The following excerpts 

describe these symptoms: 

 Nausea occasionally, not always. If I don't manage the pain, it gets to nausea. It's  been 

about 4 years since I actually got sick. And nausea would be kind of repeated as  well- it 

wouldn't go away. Mainly just pain, doubling over pain, you know - and I  would try and put 

heat there and just curl over. 

 



 Yeah, well I suppose, but its more.. its mainly just nauseousness in your stomach and 

 in your head... like “Oh God” like you need to sit down or lie down, or have a glass of 

 water and you'd be fine, if there's a wave as such. But at work- no--God no. 

 

 Yeah, the nausea and then like, “Oh my God I'm going to be sick” and then I'm 

 thinking “You have to go through five security doors to get upstairs to the bathroom” 

 so I'm thinking “You'd better go now!” 

 
 

 

Diarrhea 

 

 My results found that 27% of the participants had experienced diarrhea symptoms during 

the menstrual cycle that had an impact on them while at work. Diarrhea was the eighth most 

reported physical symptom to cause an impact during the menstrual cycle while at work. The 

following excerpt describes these symptoms: 

 Yeah- the day that the period starts, not before anyway. Maybe there would be loose- 

 loose bowels leading up to it. It's not every time now.  

 

 I would have always had bowel problems- you know like- it would be bloated and  more 

gassy and more irritable in general around my periods and then it got worse  obviously 

with the cystitis and stuff. 

 
 

Dizziness 

 

 My results showed that 23.8% of the participants had experienced dizziness during their 

menstrual cycle, which had an impact on them while at work. Dizziness was the ninth most 

reported physical symptom to cause an impact during the menstrual cycle while at work. The 

following excerpts describe these symptoms: 

 Yeah, and certainly during my period I always have funny tummies. You know, like 

 loose bowels and feeling sick, not always actually throwing up...Often yeah, 

 throwing up, that nausea feeling- feeling nauseous, and headaches and just feeling 

 kind of a bit dizzy and faint. 

 

 ... just the cramping that goes on during that time, just putting you into a faint. And 

 that situation can happen to you morning, noon or night. You know, it would happen 

 in public places- a complete and utter embarrassment of, you know- of it happening 

 in numerous buses into town.   

 

 I had gone to the loo, was still feeling faint- very short corridor to head to my 

 bedroom, got into the bedroom door and obviously fainted there and then.  The 

 husband obviously heard the bang, comes down to the room and I had fainted on the 

 end of the bed- you know, one of these wooden beds with the top end on it and broke 

 my two front teeth. Now I didn’t know I had, because I was in a faint.  There you go, 



 I’m now paying for that- I got the bill for that the other day- to pay for it- because the 

 post is broken- four thousand to fix one tooth. 

 

 

Joint Pain 

 

 My results found that 20.6% of the participants experienced joint pain during their 

menstrual cycle which had an impact on them while at work. Joint pain was the tenth most 

reported physical symptom to cause an impact during the menstrual cycle while at work. The 

following excerpts describe these symptoms: 

 I've always had a lot of pain...really bad symptoms, feel like If I cut my legs off I would 

 have less pain. 

 

 And you just kinda get caught up in the moment- you actually do feel like if  

 somebody...sawed off your legs then you wouldn't feel that pain anymore...I mean 

 sounds absolutely insane when you say such things - like- “Why would you take your 

 legs off and then you'd feel less pain?”  

 
  

Vomiting 

 

 My results found that 14.3% of the participants experienced vomiting during the 

menstrual cycle which had an impact on them while at work. Vomiting was the least reported 

symptom to cause an impact during the menstrual cycle while at work. The following excerpts 

describe these symptoms: 

 Usually just cramps- severe cramps.  Sometimes, like, um- constipation or diarrhea 

 and occasional nausea if I haven't taken anything.  I just find like, my body's trying to 

 cure itself. You know- trying to expunge... Because when I would vomit, I'd  vomit 

everything.  You know, if I'd take a sip of water- I'd vomit that up, and I'd be  vomiting up 

bile.  You know, it was just- obviously there was something wrong with  my stomach, but my 

body would just be trying to fix itself.  But, that's my   interpretation anyway.  So, it's 

frustrating, you know. 

 

 The missing of work - where I'd always go into work but then there's a few  times 

I just had to leave and go home because I'd be white... I'd just be drained and  then I'd vomit 

and then- I just can't do it.  You can't if you just don't feel well, so.. that  would be the only 

time and it would be just purely- just nauseousness.   

 
 

No Impact of Physical Symptoms 

 

 My results found that 19% of the participants reported that none of the physical symptoms 

had an impact on them during their menstrual cycle while at work.   



 

 

 

Figure 21. Menstrual Cycle Physical Symptoms Impact at Work  

  

 My study revealed that 69.8% of the participants reported abdominal pains as causing the 

most impact while at work. General discomfort was reported by 58.7% of the participants.  

Bloating was reported to have an impact by 49.2% of the participants, followed by back pain 

(47.6%), psychological fatigue (46%), mental strain (33.3%), nausea (31.7), diarrhea (27%), 

dizziness (23.8%), and joint pain (20.6%). Vomiting was reported by nine participants (14.3%) 

and 19% of the participants indicated that none of the physical symptoms had an impact on them 

while at work, indicating that less than 1/5 women in this sample experienced the impact of 

physical symptoms while at work. These results indicate that women can experience a range of 

significant physical symptoms which may have an impact on them while at work. László and 

Kopp (2009) observed that work stress was associated with dysmenorrhea. The results from the 

correlation scores of the OSI-R and the PHQ combined in this study indicated significant 

relationships between somatic, anxiety, depression, and stress and strain variables. While it is not 

possible to indicate causality, it is noteworthy to point out that significant somatic, anxiety, 

depression and stress and strain correlations were indicated within this population and may have 

an impact on symptoms. This suggests the importance of evaluating these variables to identify 

appropriate psychological treatment interventions.   
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Emotional Symptoms 

 

 

Fatigue 

 

 My results found that 61.9% of the participants reported fatigue as a disruptive emotional 

symptom while at work. Fatigue was the highest ranked emotional symptom reported to cause 

an impact during the menstrual cycle while at work. According to the Merriam Webster 

dictionary, fatigue is defined as “weariness or exhaustion from labor, exertion or stress” 

(‘fatigue,’ 2012, Merriam Webster Online). The following excerpts describe these symptoms:

  

I mean, it would make you depressed when you’re feeling tired all the time and sick.  

 

So that can be quite tough so it’s just feeling tired, just feeling extremely low. Don’t 

 want to go anywhere- just have to put on my pajamas on and shut my door and just 

 kind of hide from the world for the first days. 

 

 As far as taking time off or anything like that- no. But I'd probably be a little more 

 sluggish during the first day so I wouldn't be as likely to be full- on, a hundred 

 percent. But it's just one day so its fine- it doesn't always fall on a workday. But I  never 

take time off for that. 

 

Mood swings 

 

 My results found that 47.6% of the participants reported mood swings during the 

menstrual cycle which had an impact on them while at work. Mood swings were the second most 

reported symptom to cause an impact during the menstrual cycle while at work. The following 

excerpts describe these symptoms: 

 Just- I'd be a bit snappy and not as positive and very tired. I get extremely tired 

 actually- yeah- and I'd feel like I have to have a nap and sometimes I can't obviously, 

 if I'd be working and whatnot but I'd feel absolutely wrecked..   

 

 I guess I feel really out of control of my emotions.  I just feel irritable – everything 

 would annoy me.  I would start feeling like everything is bad and I’d be really grumpy 

 and just want to hide away a little in  a little hole for a few days and talk to nobody.  I 

 feel like I’m not safe to be around other people because I’ll just be cranky and 

 horrible and it’s just not worth me even talking to anyone because I just feel  Like- 

“What’s the point” because I’m not really very good company- that kind of  thing. 



 

 It’s really obvious to people around me that sometimes I can’t control it.  Like, I’ll 

 have outbursts- if I have an argument with someone I’ll be completely irrational and 

 I’ll walk outside the room. 

 

Difficulty Concentrating 

 

 My results found that 42.9% of the participants reported difficulty concentrating during 

the menstrual cycle which had an impact on them while at work. Difficulty concentrating was 

the third most reported symptom to cause an impact during the menstrual cycle while at work. 

The following excerpts describe these symptoms: 

 I suppose maybe those three days beforehand. It’s a build-up of mood changing,  build-

up of anger, build- up of bloating and knowing that the body is getting into  a 

 discomfort, knowing that you’re not going to be able to concentrate, they’re all –  that 

 is my PMT. And what will happen, and the true menstruation- the bleeding will  come 

on and the bleeding and the bloating reaches its maximum, the anger will then  dissipate.   

 

 I'm just so out of it anyway, not thinking about anything but the pain or trying to 

 concentrate somewhat on something else. And not thinking about lots of other things 

 or- that I don't really think about the drowsiness only that when the pain goes, I'm 

 exhausted and I want to sleep.  And I'm not sure if it is because I've been thinking so 

 hard - like I've been using my brain so much, trying to concentrate on other things or 

 actual physical exhaustion or because I've been taking so many pain killers- I don't 

 know. Result is- I'm tired! 

 

 I suppose it does have an impact in work. I can't think of a specific example of maybe 

 when I couldn't function at work or- but yeah, it does. Obviously your attention span 

 is not as good or certainly mine isn't as good when I have my period and you know, 

 you have abdominal cramps and you're feeling uncomfortable, maybe nauseous. 

 

Persistent Irritability 

 

 My results found that 38.1% of the participants reported persistent irritability during the 

menstrual cycle which had an impact on them while at work. Persistent irritability was the fourth 

most reported symptom to cause an impact during the menstrual cycle while at work. The 

following excerpts describe these symptoms: 

 Or like feeling irritable and just feeling really antisocial- I just want to curl up in my 

 jammies on the couch and not do anything for a few days. And so I try and plan 

 around that because I know I’m going to feel that way so I try and not plan a big  night 

out because it is hard sometimes. 

 I'm more quick to be angered and annoyed- I've less patience- especially as I get  older. 

Yeah- definitely. I mean, yeah-absolutely- more agitated, and more likely to  want to just 

be by myself. 



 

 The mood swings would be actually that you….around menstruation- I would forget- 

 from one end of a month to another month that this happens- I presume it’s something 

 like child birth – that a parent would go back and have a child because she’s 

 completely forgotten about the level of the pain.  Likewise, I wouldn’t be thinking- I 

 wouldn’t be looking to see what else was going on…But just simply, I bark- I bark at 

 somebody.  You know- bark completely unnecessarily at them.   

 

Feeling of Being Overwhelmed 

 

 My results found that 38.1% of the participants reported feelings of being overwhelmed 

during the menstrual cycle which had an impact on them while at work. Feeling of being 

overwhelmed was the fifth most reported symptom to cause an impact during the menstrual cycle 

while at work. The following excerpts describe these symptoms: 

 I guess on the worse two days I’d feel like I’d be dragging myself around. Obviously 

 you have to go do things, so I’d just feel like it’s such an effort to do anything- even 

 just to go out and drive somewhere-to do anything, cook a dinner and that kind of  thing 

so it just kind of feels like I’m just dragging myself around and nothing can  really get rid 

of my headache. I just need to lie down and I guess at that stage I  don’t even feel like really, 

really cranky because I’m not able to feel really cranky. I  just feel like I just need to lie down 

and make everything go away. And in the cranky  stages I just feel like I should be locked in a 

dark room and not be allowed to talk to  anyone or interact with the world because it’s not 

fair on them.  And obviously it’s  difficult with a kid because you can’t do that. 

 

 I just feel a bit overwhelmed some times.  Like I wish I didn’t need to go to work- I 

 can’t be bothered going to work or just feeling really tired or sometimes not being 

 able to play with my son. And I do feel really guilty about it....but there are some  days 

that just getting up, getting my son ready for school, getting myself to work-  packing him 

up, helping him with his homework, making the dinner. It just feels kind  of overwhelming- 

just the simplest tasks that you do day to day. 

 

Change in Sleeping Patterns 

 

 My results found that 36.5% of the participants reported changes in sleeping patterns 

during the menstrual cycle which had an impact on them while at work. Changes in sleeping 

patterns were the sixth most reported symptom to cause an impact during the menstrual cycle 

while at work. The following excerpt describes these symptoms: 

 Sometimes it would come in the middle of the night and then, if it does- it would 

 usually come with pain, because the pain would wake me.  Sometimes it would be a 

 slight pain but that's fine, but I hate... that's the worst way to wake up- and then I'm 

 usually awake for like 3 hours after that. And sometimes as well actually, I get 

 insomnia. And then that's a hint that I'm getting my period.  And I'll kick myself the 



 next day because I'm like “I'm lying in bed, I'm tossing and turning, why am I not 

 sleeping?!” And then next day, I'll get my period and I'm like “There you go!”   

 

Anxiety 

 

 My results found that 33.3% of the participants reported anxiety symptoms during the 

menstrual cycle which had an impact on them while at work. Anxiety was the seventh most 

reported symptom to cause an impact during the menstrual cycle while at work. The following 

excerpts describe these symptoms: 

 I'd be quite teary, anxious and not able to, let's say through work, not be able to 

 concentrate as much as other times of the month. And definitely more kind of very 

 emotional and burst into tears for absolutely no reason whatsoever!   

 

 Like, it’s usually about three or four days before my period and four days into it that I 

 just feel angry and restless and don’t want to be around people to a certain degree 

 but I kind of have to because I get bored really easily as well.   

 

 So, I think you know a lot of mood swings...during my period have been heightened 

 because of you know my sort of.. anxiety levels and  depressed mood and that has  been 

sort of, kind of all comes to one you know. 

 

 You're very emotional; you can be very overwhelmed by even small little things. Very 

 teary generally- you end up bawling for absolutely no reason at all.  And you're just 

 all over the place really.  You know- you can't focus on one thing and you're quite 

 anxious all the time. 

 

Sadness 

 

 My results found that 30.2% of the participants reported sadness during the menstrual 

cycle which had an impact on them while at work. Sadness was the eight most reported symptom 

to cause an impact during the menstrual cycle while at work. The following excerpts describe 

these symptoms: 

 But mood- probably the PMS is the most severe for me. And I would notice it as being 

 really sensitive and tearful… and more agitated and…just those kind of things. 

 

 Yeah, there would be days when I could be at work and I would want to burst into 

 tears, and other times I would like, cry myself to sleep for something. 

 

 But mood- probably the PMS is the most severe for me. And I would notice it as being 

 really sensitive and tearful… and more agitated and…just those kind of things. 

 

 Yeah- more sensitive, more likely to cry- more likely to take offence to something  that 

 somebody might say or do and more likely to voice my opinion about that! 



 

Withdrawal 

 

 My results found that 28.6% of the participants reported withdrawal during the menstrual 

cycle which had an impact on them while at work. Withdrawal was the ninth most reported 

symptom to cause an impact during the menstrual cycle while at work. The following excerpts 

describe these symptoms: 

 Well, I prefer to be on my own because I mean there's nothing anyone can do any  way.  

So, I don't really like people to see me bunched up into a ball - it kind of scares  people a little 

bit you know-  they don't understand that it will be okay and  fine in a  few hours or 

tomorrow. 

  

 I wouldn't go out. I'd want to be at home where I'd have my supplies around me, you 

 know. Like, if it's work, I'd go because I'd have to, but if I didn't have to go anywhere, 

 I wouldn't.   

 

 When I know my periods are coming- maybe three days before my periods, I just feel 

 really, really depressed, really low- as if there’s point- tired and just want to be alone, 

 which is really hard when you have a child.   

 

 So that can be quite tough so it’s just feeling tired, just feeling extremely low.  Don’t 

 want to go anywhere- just have to put on my pajamas on and shut my door and just 

 kind of hide from the world for the first days. 

 

Change in Appetite 

 

 My results found that 27.0% of the participants reported changes in appetite during the 

menstrual cycle which had an impact on them while at work. Change in appetite was the tenth 

most reported symptom to cause an impact during the menstrual cycle while at work. The 

following excerpts describe these symptoms: 

 And I tend to eat crap as well- I’d eat a lot of chocolate and I wouldn’t eat normally- 

 I wouldn’t eat dinners.   

 

 I’m terrible too- crisps and chocolate. And there is something actually and I haven’t 

 mentioned it- but it is actual physical with me. With my periods, when I have that  heavy 

bleed-as soon as I wake up in the morning and I’m shaking and the first thing  that I go for 

is a cookie or a bar of chocolate to get that instant rush of sugar. Now, I  don’t know if that’s 

all in my mind- but I do feel much better. So when people are  reaching for corn flakes and 

a bit of toast, I’m just looking for sugar.   

 

 I also eat lots of terrible things- I eat chocolate!  When I want to eat three chocolate 

 bars a day I might look in the diary and go “Okay I know!” 



 

No Impact of Emotional Symptoms 

 

 Twelve percent of the participants reported that none of the symptoms described above 

had an impact on them while at work.  

 

 

Figure 22. Menstrual Cycle Emotional Symptoms Impact at Work  

  

 The findings of the Emotional Symptoms results reflect similar symptoms of PMS 

(American College of Obstetricians and Gynecologists, 2011) and PMDD (DSM-IV,1994, 4th 

ed.). My results found that fatigue was indicated as the most disruptive emotional symptom  while 

at work at 61.9%, reported by 39/63 participants, followed by mood swings (47.6%), difficulty 

concentrating (42.9%), persistent irritability (38.1%), a feeling of being overwhelmed (38.1%), 

changes in sleeping patterns (36.5%), anxiety (33.3%), sadness (30.2%), withdrawal (28.6%), 

and changes in appetite (27.0%). Twelve percent of the participants reported that none of the 

symptoms had an impact on them in the workplace.    

 Fatigue may be linked to heavy bleeding, and heavy bleeding may cause anemia. It is 

noteworthy to point out that anemia and fatigue are also symptoms of endocrine disease 

(Appendix B). Cȏté, Jacobs and Cumming (2003), found that women who experienced heavy 

menstrual bleeding were more likely to use health care than women who experienced normal 
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bleeding and researchers have identified that women who seek primary care consultations for 

increased bleeding were more likely to have psychological issues than women from the 

community or those consulting with another illness (Shapley, Jordan, & Croft , 2002). This is an 

interesting observation as women are often not referred to psychological services for such issues 

and women would benefit from therapeutic interventions to alleviate how symptoms interfere in 

their lives (Shapley, Jordan, & Croft, 2002). Lee and Lentz, et.al (1994) noted that fatigue was a 

significant health care issue in women’s health. They observed that internal demands such as 

depression and anxiety were more significantly related to fatigue and vitality than external 

demands such as negative life events or employment status. While their study was not about the 

menstrual cycle, the study pointed out that fatigue was an indicator of adaptation. The results 

from  my study are similar to those from Scambler and Scambler (1986) where they found that 

the most distressing symptoms reported premenstrually were (in rank order): Irritability, 

swelling, headaches, depression, moods, weight gain, tiredness, tension, backache, tender 

breasts, pain, and anxiety (as cited in Scambler and Scambler, 1993, p. 83). During menstruation, 

they found that the most distressing symptoms were (in rank order): Irritability, pain, tiredness, 

depression, moods, backache, headache, swelling, weight gain, anxiety, avoidance of social 

activity, and lowered performance (as cited in Scambler and Scambler, 1993, p. 84). They 

suggest: 

 These data are suggestive in at least two ways. First, they point to possible links 

 between psychiatric symptomatology and menstrual symptom reporting… Second, the 

 difference in menstrual symptom reporting between those displaying and those not 

 displaying psychiatric symptomatology is most obvious in relation to “psychological” 

 symptoms. (Scambler and Scambler, 1993, p. 85) 

 

 Diagnoses and medicalization symptoms aside, social factors should also be considered, 

especially considering the importance of women’s own perspectives.   

 This section combined qualitative and quantitative data and answered two of my research 

questions: “How do menstrual disorders affect women in the workplace?” and “What are the 

physiological and psychological effects of menstrual disorders?”  Further details on the 

physiological and psychological effects of menstrual disorders can be found in Chapter Four.  



 
 

Figure 23. Being Different due to Imposing Symptoms 

 

 

Women at Work 

 

 

 Considering the filter in Figure 23, and the outcome Being Different due to Imposing 

Symptoms, I identified psychosocial issues that might be encountered in the workplace. 

Experiencing Symptoms at Work was a category that emerged from this study which includes 

the sub-categories of Being Different than Other Women (because of difficult symptoms), and 

Being Different than Men (women menstruate and men don’t), Equality Issues and 

Stigmatization, and Masking Symptoms, a social response. Within this sample, 31.7% reported 

increased pressure at work over the previous year, and 27% reported a heavier workload, 22.2% 

reported change of job (new employer). The OSI-R was used to measure occupational stress, 

strain and personal resources. Cronbach’s alpha indicated good reliability and internal 

consistency for all three scales of the OSI-R: Occupational Roles (.88), Personal Strain (.82), and 

Personal Resources (.86). According to Osipow (1998), who developed the OSI-R: 

 The strain resulting from occupational stress manifests itself in many different areas 

 and is not restricted to vocational behaviors. Psychological strain is reflected in 

 affective, subjective responses of various types. Examples include anxiety, 

 depression, and lethargy.  Physical strains include the development of psychogenic-

 based disorders. Often these have cardiovascular implications. Sleep and eating 

 disorders and substance abuse may be present. Interpersonal and behavioral strains 
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 involve behaviors that include withdrawal, isolation, anger, and irritability toward 

 others. Finally, vocational strain is seen in the area of work productivity, attendance, 

 and satisfaction. (p. 22) 

 

 Significant correlations were identified within this population regarding stress and 

psychological variables, particularly depression, anxiety and strain.   

 

Occupational Roles 

 

 My results found that increases in occupational roles were correlated with increases in 

role boundary, role ambiguity, psychological strain, role overload, vocational strain, depression, 

and role insufficiency. Depression was strongly, positively and significantly related to 

occupational roles (r = .50, p < .01), indicating that as issues relating to role overload, role 

insufficiency, role ambiguity, role boundary, responsibility and the physical environment 

increased, rates of depression increased.  

 The results indicate that the participants in this sample found that role boundary was the 

most reported issue experienced at work. (This includes feeling that workload is increasing, 

unreasonable demands, feeling unsupported by needed resources, not feeling well trained or 

competent for the job, needing more help and working under tight deadlines). Role ambiguity 

(unclear sense of what one is expected to do, how to spend time at work, how they will be 

evaluated, not knowing where to begin on new projects, experience of conflicting demands from 

supervisors, no clear sense of what to do to get ahead), was the second most pressing issue 

experienced. Issues of psychological strain, role overload, vocational strain and occupational 

roles were also strongly correlated to occupational roles.   

 

Personal Strain 

 

 My results indicate that personal strain is positively, moderately, and significantly related 

to somatic symptoms (r = .47, p< .01). Considering that 69.8 % of the participants reported 

abdominal pain as having an impact on them while at work, and also considering the high rates 

of strain, my results are similar to those of Wang et al (2004) who found a significant association 

between stress and dysmenorrhea. They noted that the incidence of dysmenorrhea increased with 

increasing levels of perceived stress. The overall rates of dysmenorrhea were 28% in their sample 

of 1160 women. Rates of dysmenorrhea were 43.9% for women with high stress, 28.7% for 

women with medium stress, and 21.9% for women with low stress (Wang et al, 2004, p. 1024). 



Their study included variables such as cycle length, rotating shift work, perceived stress level 

(low, medium, high), education, dust exposure and noise exposure.  

 In this study, personal strain and general anxiety were positively, significantly and 

strongly related (r = .61, p < .01), and perhaps the most significant finding was that personal 

strain and depression were strongly, positively, and significantly related (r = .72, p < .01).  These 

results indicate that vocational strain, psychological strain, interpersonal strain and physical 

strain were strongly correlated with both anxiety and depression in this sample.  

 László and Kopp (2009) observed “Despite the high prevalence of dysmenorrhea and the 

plausibility of the relationship, little attention has been paid to the association between work-

related stress and menstrual pain” (p. 157). Given that much of the research on the menstrual 

cycle and the workplace has focused on menstrual cycle patterns (Fenster et al., 1999; Hatch et 

al., 1999; Lin, Lin, & Shiao, 2007; Shortridge, Lemasters, Valanis, & Hertzberg, 1995; Liu, Gold, 

Lasley, & Johnson, 2004), lifestyle factors (Barnard, Frayne, Skinner, & Sullivan, 2003;Gordley, 

Lemasters, Simpson, & Yinn, 2000; Kritz-Sliverstein, Wingard, & Garland, 1999; Rowland et 

al., 2002), few have focused on pain and workplace stress such as Wang et al. (2004), Chung, 

Yao and Wan (2005),  László and Kopp (2009) and Zhou et al. (2010). 

 László and Kopp (2009) suggested that the relationship between work-related 

psychosocial factors and painful menstruation should be further investigated. Their findings 

suggested that effort-reward imbalance and over-commitment were associated with an increased 

risk of menstrual pain, that “it is plausible that mental health does not act only as a confounder 

in the relationship between work stress and dysmenorrhoea, but also as a potential mediator of 

this association” (p. 161). Further, they suggested that:  

 The relationship between work-related psychosocial factors and painful menstruation 

 needs to be further investigated to determine factors that may explain this relationship.  

 If a causal relationship between work stress and dysmenorrhea is supported by future 

 studies, workplace stress programs aiming to reduce stress at work might attenuate the 

 negative effects of this menstrual disorder and will reduce the costs burdening society. 

 (p. 162)  

 

 Similarly, Zhou et al. (2010) found that the risk of menstrual disorders was significantly 

increased in relation to work and family stress. Although my results do not indicate any causal 

relationships, there are significant indicators regarding occupational roles, personal strain, and 

anxiety and depression, suggesting that these variables should be evaluated in relation to 

disordered menstrual cycle symptoms. This suggests implications for treatment interventions for 

working with women in a counseling capacity to explore the issues.  



 

Personal Resources 

 

 This scale measured coping resources: self-care, social support and rational/cognitive 

coping skills, and recreational activities outside of the workplace.  Negative correlations were 

identified between personal resources and role insufficiency, role ambiguity, vocational strain, 

psychological strain, interpersonal strain, physical strain, personal strain, general anxiety, 

depression, occupational roles and somatic symptoms. Increased personal resources such as 

recreation, self-care, social support, and rational cognitive skills lower rates of depression, 

physical strain, vocational strain, occupational role issues, somatic symptoms and role 

insufficiency. According to Osipow (1998), high scorers in rational/cognitive coping may 

represent with the following: 

 ... may report that they have a systematic approach to solving problems, think through 

 the consequences of their choices, and are able to identify important elements of 

 problems encountered. They may report being able to set and follow priories and 

 having techniques to avoid being distracted. They may also report being able to 

 reexamine and reorganize their work schedule. They put their jobs out of their minds 

 when they go home and feel that there are other jobs besides their present one that 

 they can do. (p. 13) 

 

Osipow (1998) suggests that high scorers in Social Support: 

 … may report feeling that there is at least one person they can count on, one who 

 values and/or loves them. They may report having sympathetic people with whom to 

 talk about work problems and may report having help to do important things and/or 

 things around the house. They also may report feeling close to another individual. 

 (p.13) 

 

 Alonso and Coe (2001) found that women with more disruptions in their social networks 

experienced more menstrual symptoms than women with stable support. They noted that 

depression and anxiety have been associated with menstrual pain and loss of social support has 

been cited as a significant contributor to menstrual symptoms. Lower levels of social support 

have been associated with smoking, physical inactivity, being over-weight, and poor self-

perceptions of health status for both men and women (Croezen et al., 2012).  Further, with lower 

levels of social and emotional support, less life satisfaction, and frequent mental distress, women 

are less likely to see a doctor for routine check-ups (Willet, Hayes, Zaha, & Fuddy, 2012). In the 

workplace, a lack of supervisor’s support in the has been associated more with women’s longer 

absenteeism (Väänänen et al., 2003) where social support has been negatively associated with 

burnout and positively associated with job satisfaction and productivity (Baruch, Brondolo, Ben-



Dayan, & Schwarz, 2002). Self-efficacy is an important consideration as well. Social support 

reduces vulnerability to stress, depression, and physical illness (Bandura, 1998), however, as 

Bandura (1998) highlights:  “People have to go out and find, and create, supportive relationships 

for themselves. This requires a strong sense of self-efficacy” (p. 5). This has special implications 

for women who suffer with extreme symptoms: If social support is helpful in many ways, how 

does the lack of social support have an impact on women with extreme menstrual cycle 

symptoms? Does the lack of friends, family and workplace support have an impact where 

isolation and withdrawal occurs and women suffer in silence?   

 

 

Gender Discrimination 

 

 

 Qualitative interviews reviewed issues of gender discrimination related to menstrual 

cycle issues and this includes relationships between other women and men in the workplace.  

These topics would not have been revealed through the quantitative tools used in this study.  

In “Are We Medicalizing Women’s Misery? A Critical Review of Women’s Higher Rates of 

Reported Depression,” Jane Ussher highlights the following: 

 Gender role stereotypes used by medical practitioners (see Sherman 1980) and gender 

 bias in psychometric instruments that categorize normative aspects of feminine 

 behavior (such as crying or loss of interest in sex) as “symptoms” (Salokangas et al., 

 2002) have been deemed to result in medical practitioners diagnosing depression in 

 women at higher rates than men (Potts et al., 1991). It has also been argued that many 

 women only label their unhappiness as “depression”, and as a result take up a 

 biomedical model to explain their “symptoms”, after receiving a medical diagnosis 

 and treatment (Gammell and Stoppard, 1999; Lafrance, 2007).  The discursive 

 construction of women’s unhappiness as depression in health policy (Gattuso et al., 

 2005), medical journals (Ussher, 2003b), self-help books (Gardner, 2003; Rittenhouse, 

 1991), drug company literature (Metzl and Angel, 2004); Munce et al., 2004), 

 women’s magazines (Gattuso et al., 2005) and other mass circulated literature (Blum 

 and Stracuzzi, 2004) also plays a significant role in women increasingly positioning 

 their distress as an illness, “depression.” (Ussher, 2010, p. 13) 

 

 In general, this is where the bio-psychosocial perspective is important in women’s health 

studies. While the theme of Being Different due to Imposing Symptoms may or not be an 

agreeable one to some, the results of my study have indicated that women do suffer from physical 

and emotional symptoms during the menstrual cycle and no other topic is prone to gender 

stereotyping than the menstrual cycle as women (and not men) experience this monthly change 

in their own bodies. Rules of menstrual etiquette have been identified previously through 



qualitative research (O’Flynn, 2006; Scambler & Scambler 1993).  O’Flynn’s insightful 

qualitative study, “Menstrual Symptoms: The Importance of Social Factors in Women’s 

Experiences” (2006) explored women’s experiences of menstrual disorders as well (N=43). This 

study involved two qualitative studies using semi-structured interviews with women who 

experienced heavy bleeding. Under “How This Fits In”, she states: 

 Many women treated for menstrual disorders do not have a discernible pathology. The 

 validity of their concerns has been questioned. It has been documented that women 

 are willing to undergo extensive medical or surgical treatment despite lack of 

 pathology. Women’s accounts indicate the presence of strong social pressures to keep 

 menstruation concealed. The most important part of menstruation that is concealed 

 relates to menstrual blood. The onset of new symptoms or changes in symptoms and 

 circumstances challenge women’s existing strategies of menstrual management. Such 

 changes often result in stress and can influence health-related behavior. (p. 951) 

   

 O’Flynn’s qualitative study identified “Perceived Social Rules Related to Menstruation” 

which are similar to my qualitative results (Coping with Symptoms: Planning and Preparation) 

and also further described how women deal with masking symptoms, and relate to other women 

and men. O’Flynn (2006, p. 952) identified the following social issues: 

 

Perceived Social Rules Related to Menstruation 

1. A woman must keep private that she is having a period by wearing suitable clothes and 

by changing usual activities to prevent any visible evidence of sanitary protection.  

2. She should avoid any episode of staining or leakage by changing activities, and/or by 

wearing adequate protection in advance of her period. 

3. A woman will not explain absence from work or difficulties in carrying out of duties by 

explaining that she is menstruating. 

4. If a woman feels she must give some explanation, she should say she has stomach cramps 

or that she is unwell. 

5. A woman will talk to other women about periods only if she knows the other person well, 

and if the other woman is judged to be understanding or to have helpful information and 

they are in private. 

6. A woman may speak to another woman who she does not know well if the alternative is 

breaking the rule that a period must be kept private.  

7. In relation to rules 5 and 6 above, the non-specific terms or euphemisms such as ‘time of 

the month’ are adequate. 

8. It is particularly important not to talk to men about periods; it is considered. appropriate 

to inform sexual partners about menstruation, but sexual intercourse at this time may be 

considered distasteful.  

9. Men and women may be aware that you are having a period, but they will abide by the 

rules and not mention it.  

 Several excerpts from my study relate to the social rules identified by O’Flynn (2006), 

such details might not be gleaned by quantitative studies alone. My study identified the following 



qualitative themes which support the impact of social norms relating to being different, equality 

and stigmatization, and masking symptoms:  

 

Being Different than Other Women 

 

 And I think some people, women included, can be confused at why are you dying 

 absolutely in pain one minute and the next you're fine and it does seem illogical but 

 you know that's how your body work. (Participant 5, 968-989) 

 

 I often find that with girls, if they don't have personal experience- they don't 

 understand. Like they  say “Oh, my period,” and I'm like “You're saying that light-

 heartedly but don't understand.”  I don't rub it in their face, but I just- in my head, I'm 

 thinking, “They don't know what they're talking about.” (Participant 8, 167-174) 

 

Being Different than Men 

 

 I genuinely think that the most understanding man in the world, with the best will in 

 the world will not know what a bad period pain feels like because he hasn't 

 experienced it and I think for that reason it’s very difficult for men to take it seriously.  

 I think a lot of men seem to think that women over-react or  because we're  traditionally 

considered to be the weaker sex that we're not able to cope with the  pain, that it really 

isn't that bad.  So, I think it is very difficult to quantify what it  feels like even if you want to, 

unless you've experienced it yourself. (Participant 14,  428-438) 

 

 It's kind of hard on everyone, and hard on your partner because at the end of the day - 

 being a man…they try to understand, but they don't really have a clue! You know-and 

 I often say if (husband's name) had to deal with this ever, just for one day in his life or 

 if men in general had to have a period for one day in their life, they might understand 

 why we are as irritable as we are!  And to be fair to (husband's name), he doesn't go 

 “Oh, it's your period,”- but nothing annoys me more than men who go “Oh, what's 

 wrong with you- you've got your period,” because they don't have a clue of what 

 actually it involves.  You know- and the emotional and physical fatigue and that can 

 be associated with your menstrual cycle. And not that you should be able to take a 

 week off of work when you have your period, but I think that there is this kind of 

 flippant attitude towards menstruation that's like “Aw, sure- get up and get on with it” 

 kind of thing. And so, for a lot of women- your period can be very debilitating.  You 

 know…at sometimes it's difficult to even get out of bed, and you don't even want to 

 get out of bed when you have it. (Participant 10, 108-126) 

 

 The stories are endless, they are still ongoing, and I'm nearly 45, but however  much 

all the physical stuff was hard to deal with, it was and still is, the mental  debilitation that is a 

nightmare.  By this I mean the complete inability to focus for  always a minimum of three 

days, and when it's real bad five days. As much as I'm very  pro “The Sisterhood,” and feel that 

we should be allowed more opportunities in the  man's world we live in, I'm fully aware of 



the “wooly headed” influence that  some of us women live under during this time. (Participant 

19, email,16-26) 

 

Equality and Stigmatization 

 

 I get a sense because I've had an experience of my boss, who happens to be male- 

 accusing me of having difficulties in work with him because of a “woman thing.”  

 Which, I presume- he meant something hormonal. I  was complaining because I was 

 over-worked and stressed out and he said, “What's  wrong with you- always 

 complaining- oh, is that a woman thing?”  And that really,  really offended me…I  think 

because men don't understand periods and the genuine psychological effect it  can have on 

women- I think they tend to dismiss it as sort of being, you know- women  if they do have 

psychological problems as a result of it, that they are dismissed as  being slightly hysterical and 

they're over-reacting and I think it’s just not taken  seriously.  Now, I don't know if it's because 

of ignorance or because they don't want to  take it seriously- or they don't understand it.  I don't 

know, but I do feel that- I just  think again, I think it's stigmatized.  It’s a bit like suffering 

from depression, I think  any sort of mental, psychological or emotional issue- whatever the 

cause- has a  stigma attached to it.  And in particular when it comes to menstruation, I think 

there is  a particular stigma attached to that by men.  I don't  know why that is. 

(Participant 14,  187-207) 

 

 I don't think anybody likes to feel that they are irrelevant or that genuine problems 

 that they believe they have are not taken seriously.  Especially by somebody in 

 authority whose job it is to look out for the welfare of their employees.  You know- 

 and I really didn't like being dismissed as “having a woman's problem.”  And even if I 

 had had a “woman's problem,” - let's call it that- hormonal- I still don't think it's right 

 to be dismissed because of that.  So, I just didn't like being made to feel like- like I 

 wasn't being taken seriously. (Participant 14, 232-242) 

 

 And then even like calling in sick if you have really bad cramps you’re expected to 

 go- in my work, anyway.  If you don’t get a sick note it looks really bad.  So, you’re 

 not going to go to the doctor every time you get cramps and get a note for work so it 

 looks bad on your record and I don’t know- I think it’s just a lot of pressure to keep up 

 with men with regards to being able to be level-headed all the time. And you feel kind 

 of weak when you’re not able to do that.  I think women just work in a different way. 

 In that sense, I think it is still different for women and girls. I will do everything a guy 

 can do, in terms of work, but in terms of relationships in work, I think there are still 

 issues and I think sometimes they're worse now because women want to be the same 

 as men.  And they don't raise issues as they should.  I think it's kind of swinging back 

 the other way now, where it's too accepted.  Before, women just didn't have the 

 status, now because we want our status too badly we don't want to seem weak.  You 

 know-  we're afraid to seem weak.  Where I don't see it as a weakness, I see it as 

 standing up and saying “That's not okay, treat me right, and then we'll be 

 happy!”(Participant 16, 341-349) 

 

 …there’s no allowance in the law or anything for you know- if you have say this 

 condition you get- say it happened every month for a day or two- you don’t get twelve 

 days off a year for that when really you probably should.  Maybe if you’re lucky, it 



 happens on your day off but you know- without it affecting your employment record or 

 your credentials or whatever. You should be able to embrace it and lounge around in 

 your pajamas for a couple of days if you need to!  Because yeah- it’s like equal to or 

 worse than being sick.  I mean I guess I’m lucky in that way in that I get cramps but I 

 can just take a couple of paracetamols and  I’ll be okay, I won’t feel like doing much 

 but I can function.  I know people that couldn’t move for hours.  I guess mentally it 

 puts a lot of pressures on women. (Participant 16, 350-367) 

 

 There is a truth element to it because in a sense, yes- it’s all what’s normal and so it’s 

 not a case as such, of making it into something that’s a big medical problem- a big 

 illness in that sense. And that’s not a goal in itself, but certainly to have an awareness 

 of that there’s a wider spectrum of what’s normal and so on- in women’s health.  And 

 to have more communication about it and that so that you can – in  those cases where 

 there is something that’s borderline a medical issue- you could tackle it better and get 

 more help you know. (Participant 17, 513-523) 

 

Masking Symptoms 

 

 Um, I do remember somebody asking me- it was a guy friend- said “Where were you 

 this morning” and I was like “I wasn't feeling well this morning,” and he was like 

 “Oh and you're fine now,” I 'm like “Yeah, I'm fine now,” and I knew he didn't have a 

 clue about why I didn't feel well in the morning but I didn't want to tell him! And um, I 

 have no qualms but he doesn't need to know that I have my...had my period. I was  really 

in pain in the morning but am okay now. (Participant 5, 979-986) 

 

 Um, I don't think people really talk about it- it’s kind of taboo. To be honest, I don't 

 think people discuss it or mention it- people don't take it seriously enough I think. 

 (Participant 13, 154-166) 

  

  People don't like to talk about periods or pain-it's embarrassing. People just- guys 

 don't want to hear about it and things like that. So, I think it would be changing 

 people's attitude.  You know- just be more understanding about it. (Participant 13, 

 163-166) 

 

 …people clearly see I'm in distress and you know they ask me what's wrong and I 

 usually say a migraine and you don't want to go into it all or kidney infection is a  good 

one I use a lot as well- you find yourself coming up with excuses because not  more so that 

I'm embarrassed.  I feel it would put other people in a situation where  they would be 

embarrassed by it you know- I find that a male manager and  women problems you only 

need to say “woman” and he's like “'Yeah, yeah,  yeah,'' it's grand you know.  So um, you 

know- the people I work with are great,  fantastic for that kind of thing, but um, it does affect 

you. (Participant 6, 82-94) 

 

 People learn by observation through modeling. The consequences that the model receives 

affect the behavior of the observer (Bandura, 1989). If punishment is involved, a behavior is less 

likely to take place. According to Bandura (1998): "Social learning influences shape the form of 

cultural evolution by favoring behavioral variants that are efficacious in particular milieus” (p. 



73). Deaux (2001, p. 1060) suggests the perspective of “gendered identities.”  This acknowledges 

that multiple social identities may be influenced by one’s gender, and by considering this, “one 

acknowledges that multiple identities are shaped by one’s gender, and that social identities can 

intersect and overlap with one another” (Deaux, 2001, 1060). This involves cognitive, emotional, 

motivational and behavioral aspects as well (Deaux, 2001, pp. 1062-1063). In this case, for a 

woman who has difficult symptoms who identifies another woman (who has difficult symptoms) 

who misses work- the external cues may lead to negative feedback and may relate to masking 

symptoms to avoid association with “the person who misses work” and then mask their 

symptoms out of a fear of reprisals.  This includes a consideration of equality issues in the 

workplace where being different may lead to stigmatization.  

  There are many social issues to consider. Women in the workplace may be exposed to 

gender discrimination and sexism (Glick & Fiske, 2001), and sexual harassment, and 

stigmatization (Russo & Tartaro, 2009). Although absenteeism has been proposed to be linked 

to the menstrual cycle (Ichino & Moretti, 2008), it should be noted that absence cultures do exist 

within some organizations. Nicholson and Johns (1985) note that absence cultures relate to norms 

regarding levels of absence tolerated and that workers may observe the absence of others and 

behave in similar ways if absence is tolerated. Patton and Johns (2007) suggested that one reason 

for women’s higher rates of absenteeism may be due to an acceptance of women missing work 

due to external duties. Perhaps in organisations with a higher proportion of women, there would 

be higher levels of discussing symptoms and higher rates of acceptance. As the menstrual cycle 

is a function of female reproduction, on a social level, it may create a shared identity. According 

to Deaux (2001), “Social identification is the process by which we define ourselves in terms and 

categories that we share with other people. In contrast to characterizations of personal identity, 

which may be highly idiosyncratic, social identities assume some commonalities with others” (p. 

1059). Conversely, women may experience social stigma for a range of reasons, even having 

menstrual cramps, which may undermine their willingness to seek help for dealing with stressful 

life issues which increases the risk for depression (Russo & Tartaro, 2009, p. 471).   

 Equality and stigmatization issues related to women’s health and the results from this 

study indicate the importance of the unique needs of women, and there are implications here for 

occupational health, especially considering that some (but not all) women may experience 

intrusive symptoms related to the menstrual cycle. In terms of policy, my findings regarding 

occupational stress and strain suggest that psychosocial pressures do exist for women in the 

workplace and may be linked to somatoform, anxiety and depression symptoms.   



 Women may have an underlying, undiagnosed menstrual disorder. The implications here 

for occupational health are in the type of role and functional capacities required for job duties. 

With a diagnosis through the ICD-10, job accommodations and modified duties are possible, and 

these may be temporary if recovering from a surgery. There are very important social issues to 

consider so that women are not further discriminated against, however, my results indicate that 

intrusive menstrual cycle symptoms are very real for many women and should be taken seriously.  

Providing women with more information on the specific health issues of women is advised and 

could be provided through employee health information programs.  

 In “Gender Equality, Work and Health: A Review of the Literature,” Messing and Östlin 

(2006), suggest the following: 

 Disorders resulting from psychosocial pressure at work should be better diagnosed and 

reported. (Section 5, p. 29) 

 The sphere of working life, in all its forms and domains, is probably one of the most 

important arenas for action if our objective is to improve the health status of populations in 

general and to reduce gender inequalities in health in particular. There is an urgent need to 

use available information and knowledge to intervene for the protection of the health of the 

working population. (Section 11, p. 30) 

 Workers should be given a more active role in developing policies to promote healthier 

workplaces, and men and women should have an equal place in the process. In countries 

and situations where women are not involved in unions or are not well represented by them, 

grass-roots women’s organizations representing women workers should be involved. 

(Section 16, p. 32) 

 Gender-sensitive national policies for health at work and development of policy tools 

should be developed and strengthened. Special concerns should be devoted to gender 

assessment of existing legalisation and policies including threshold limit values, physical 

work loads and risks within female- dominated occupations. Violence and harassment at 

work must be regarded as work related. (Section 18, p. 32) 

 My findings suggest the support of these policy implications. It should be considered that 

women’s multiple roles and domestic duties may cause additional stress (Lindfors, Berntsson, & 

Lundberg, 2006; Lundberg & Frankenhaeuser, 1999), may have an impact on health (Romito, 

1994), and may have an impact on work-related sick leave due to slower rates of rehabilitation 

(Messing et al., 2003) as multiple roles outside of the workplace may cause additional stress and 

strain. Further, I propose that rude or derogatory comments to women about their menstrual cycle 

symptoms may have a similar impact as microaggressions (Glomb, Steele, & Arvey, 2002) and 

micro-inequities (Rowe, 2008) considering that the social and physical environment of a 

workplace may have an impact on various health symptoms.   



 Health care providers should routinely ask questions about cycle-related problems 

(Ballagh & Heyl, 2008), and stress and menstrual pain should be evaluated (Wang et al., 2004). 

The reality is that menstrual disorders are diagnosable and valid health conditions under the 

medical model (Appendix C, Definitions of Menstrual Disorders), bringing such issues into the 

realm of rehabilitation and accommodations. In Menstrual Disorders, Scambler and Scambler 

(1993), noted that the medicalization of menstrual disorders (sick role) may be related to the 

social context. An employer with limited options may be challenged to accommodate a condition 

for rehabilitation. If local staff could cover the role during a time of recovery, a rehabilitation 

period would be easier to accommodate. Where there are many same skilled individuals available 

and able to perform the role, a rehabilitation option may put the person in a sick role- opting out 

and more towards a disability claim.   

 Although Menstrual Disorders was published by Scambler and Scambler in 1993, it still 

offers insightful advice that is currently relevant and also relates to the results of this study. The 

medicalization of menstrual disorders reflects gender inequalities between men and women, but 

could also offer women opportunities for appropriate diagnosis and treatment. Health 

practitioners should discuss options with women and if the symptoms are imposing, women have 

the right to make their own choices about what is best for them. Not getting a proper diagnosis 

or treatment for symptoms may lead to further suffering. “Name it and claim it” may mean that 

women can accept how they choose to proceed with treatment once provided with an informed 

choice.  

 With the International Classification of Diseases (ICD-10), many of these diagnoses are 

covered by insurance (billable), including menstrual migraine (G43.821), excessive and frequent 

menstruation with regular cycle (N92.0), excessive and frequent menstruation with irregular 

cycle (N92.1), dyspareunia (N94.1), and endometriosis (Appendix T). This means that women 

who do seek treatment, and receive a diagnosis, can also receive time off of work and receive 

proper treatment. My research identified that abdominal pain causes the most impact while at 

work. For women who do experience ongoing pain, they should consider that their symptoms 

may be due to underlying causes and many of these are diagnosable. A job analysis may reveal 

several functional capacities required for a role which may have an impact on symptoms. 

Accommodations could be provided in specific situations along with appropriate health 

education, considering occupational health standards. In response to the question “Do you think 

that Women’s Health Programs should offer more information about the specific mental and 

physical health issues of women,” on the Participant Information Form, 100% of the participants 



(N=63) answered Yes. Employee Assistance Programs and occupational health services could 

offer special information seminars on menstrual cycle issues. 

 

 

Strengths, Limitations and Conclusions 

 

 

Strengths 

 

 This was the first study to explore menstrual cycle issues using an exploratory sequential 

mixed methods design in an Irish context. Several aspects of the design and methods of this study 

enhance its contribution to current knowledge. First, by recruiting from a sample of participants 

from the community, I was able to explore issues from a more diverse perspective. This meant 

not recruiting directly from clinical populations, specific occupations or solely student 

populations, thereby providing a more diverse sample with varied perspectives. Second, the 

mixed methodology explored subjective issues and resulted in the development of themes and 

codes developed from grounded theory analysis from interviews with women who had reported 

difficulty with symptoms. This study was weighted on qualitative results where women provided 

their own personal perspectives on their experiences. This meant that emerging topics were 

identified out of the exploration of this data, which was developed from women who responded 

to my purposive sampling recruitment advertisement and who wanted to talk about their 

experiences and identified gender discrimination issues as well. Third, psychological and 

physical variables were measured quantitatively which further supported the issues which were 

identified during the qualitative phase. Workplace stress and strain variables were also identified 

and correlated with somatic, anxiety and depression symptoms which also assisted in 

consideration of psychosocial issues that were identified from the qualitative phase. This means 

that the theme of “Being Different due to Imposing Symptoms,” was not only an abstract concept, 

but was supported by the quantitative variables to demonstrate the presence of symptomology. 

In this sense, the physical and emotional symptoms reported and explored in this study were 

validated by the quantitative tools and also offered an insight into how these issues may translate 

into the psychosocial realm. When experiencing difficult symptoms and interacting with other 

people in any way, psychosocial issues come into the mix. This includes workplace stress and 

strain, and personal resources. Personal resources were shown to be very important as a factor in 

women’s lives. This also indicates the importance of social support systems and the fact that 



many women choose to withdraw to cope with symptoms- is this a choice, a social response or a 

necessity (if symptoms are imposing)? This suggests the importance of the consideration of bio-

psychosocial issues for women with intrusive menstrual cycle symptoms.   

 

Limitations 

 

 Despite the strengths, intrinsic limitations to the study suggest that caution should be 

taken when interpreting the findings. Reliance on biographical recall of events in qualitative 

studies is difficult to validate and this includes issues of self-reported data where menstrual 

symptoms may not be repetitive or continuous, and this may have contributed to bias. Also, as 

this study was a cross-sectional study to describe a specific population at a specific time period, 

the direction of causality is ambiguous. Although relationships were explored, no variables were 

manipulated, and measurements relied on self-reported prevalence of symptoms. This included 

measurements of menstrual cycle symptoms over the previous month (where imposing symptoms 

may or may not be present), and over the past twelve months, where issues of recall should be 

considered. The use of the Patient Health Questionnaire may have had an impact on the topics 

discussed during the interviews, although it also assisted in exploring symptoms further.  

 Another limitation was the small quantitative sample size which may not be 

representative of a larger sample where results may indicate different findings. Also, smoking 

and age of onset were not added to this study as these variables have been studied extensively in 

the past and often linked to menstrual cycle function which was not measured in this research 

project. I did not include these as variables as I considered that these issues are more medical in 

nature and were not the focus of this study. I was more interested in (a) subjective experiences 

of women (b) validating these issues and (c) I did not want to focus on topics that have been 

studied previously, as most studies seem to focus on menstrual cycle function, often linked to 

fertility issues. Furthermore, this study was not funded by any research grants and relied upon 

the energy and efforts of a sole researcher without the support of a team or funding.  

 It is also noteworthy to state that recruitment was challenging as this topic is quite 

specialized, and did not involve general monetary rewards (except for two vouchers to encourage 

completion of assessments). The women who participated in this study did so voluntarily, which 

suggests not only a personal interest in the topic, but also represents the interest of women to 

contribute to women’s health research to promote the importance of such issues.  



 

Recommendations 

 

 Most of the women who took part in this research had access to the Internet for the 

recruitment process. Many women who experience difficult symptoms may not have had access 

to the recruitment advertisement. This means that they may not have had the time or ability to 

access a computer, or perhaps did not even have an awareness of these issues as having an impact 

on their lives. Considerations must be made for certain populations that may have been excluded 

from this study such as: working women with busy schedules, women with other responsibilities 

of family care duties, and women from more diverse socioeconomic backgrounds. The issue here 

may be one of the identification of symptoms where women may have accepted symptoms as a 

part of their lives, may not have sought out medical advice, or may not even have the time to 

consider symptoms as imposing in their busy lives as many women may also have non-

occupational duties as well. This research suggests a few areas that require further investigation. 

It would be interesting to explore the relationship between higher levels of anxiety and lower 

levels of personal resources (recreation, self-care, social support and rational cognitive 

functioning). What are the interacting bio-psychosocial variables? Do women with more personal 

resources tend to withdraw less? Do they experience fewer extreme symptoms? Also, given that 

panic disorder was identified within this population, this is also an area that would benefit from 

mixed methods research. A study how derogatory comments to women about menstrual cycle 

symptoms in the workplace as microaggressions or micro-inequities and how this has an impact 

on women would also be interesting to further explore gender discrimination and why masking 

symptoms occurs. In general, more exploratory mixed methods studies on the menstrual cycle 

would be beneficial as most studies lack a focus on women’s subjective experiences.  

 

Conclusions 

 

 The results of this study support the importance of considering the unique needs of 

women’s health as some women may suffer with severe and debilitating symptoms related to the 

menstrual cycle such as abdominal pain, fatigue and general discomfort which may have an 

impact on functioning while at work. The applications of this study for psychologists relate to 

clinical intervention methods, suggesting the importance of evaluating bio-psychosocial issues 

such as somatoform, anxiety, depression, stress, strain, and personal resources for women with 

intrusive and difficult menstrual cycle symptoms. Personal resources such as rational/cognitive 



coping strategies and social supports are relevant variables for each individual assessment. 

Coping behaviors including processes, treatment seeking issues and health behaviors are other 

issues that should be explored. This section summarizes general observations. .   

 One unique feature of this study was validating the importance of the psychosocial realm 

of women who experience difficult and imposing menstrual cycle symptoms. This includes 

coping with symptoms and issues around withdrawal which suggests an impact on social 

supports. The subjective experiences of women indicated that emotional and physical symptoms 

may have an influence on functioning while at work leading to equality and stigmatization issues 

and behaviors such as masking symptoms. In the workplace social realm, masking symptoms 

may serve as protective sociological response to avoid reprisals (gender 

discrimination/microaggressions/micro-inequities). Feeling that imposing symptoms are not 

taken seriously are issues that may relate to social support. Withdrawal and isolation are coping 

mechanisms which may serve to avoid conflict and also offer a place of solace where symptoms 

may be misunderstood, misinterpreted, not taken seriously, or a way of minding the self in face 

of having to justify symptoms to others who may not understand the true depth of suffering.   

 Underlying health issues or underlying disease or medications may also have an impact 

on symptoms.  Imposing physical symptoms may be interacting with anxiety symptoms and 

depression related to coping.  There may be a fear of pain and how symptoms may have an impact 

on functioning.  Planning and preparation and communication related to symptoms may offer an 

interesting psychosocial realm to explore further in future studies.   

 This study identified that as psychological, interpersonal and physical strain increased, 

rates of depression increased. It could be considered that the workplace may offer additional 

stressors to an already physically stressed body due to menstrual symptoms which may be very 

imposing. This is of particular importance for women who suffer with ongoing and intrusive 

symptoms who have not yet found answers to their symptoms through help seeking behaviors. 

Missing work can be a difficult issue, especially as intrusive symptoms may not be taken 

seriously (or may not have been diagnosed).   

 What are important personal resources for women who experience imposing symptoms?  

The main theme of this qualitative research was “Being Different due to Imposing Symptoms,” 

which identified withdrawal and isolation as methods to cope with symptoms. These are areas 

where women may need more support, particularly if few personal resources are available.  This 

is especially important considering that 61.9% of the participants indicated that they had 

experienced bothersome cramping over the previous twelve months.  Insufficient leisure time 

and physical activity have been reported by women with menstrual related problems. Although 



not an ongoing and persistent issue for all women, the point here is that it is an intrusive area for 

many, more like a disabling set of symptoms at times, considering in addition the positive 

correlations between somatic, anxiety and depression symptoms that may occur in tandem.   

 Unique to this study was the use of the Occupational Stress Inventory which measured 

stress, strain and personal resources. The Personal Resources Questionnaire measured coping 

resources including (a) self-care (emphasizing engagement in healthy activities), (b) social 

support systems (relationships with family and friends, social groups), (c) cognitive skills 

focusing on ability to reduce stress (through effective management of time and effort), and (d) 

recreational activities (that serve as both a distraction from stressful events and as a source of life 

satisfaction outside of the workplace). The qualitative theme of coping with symptoms identified 

sub-themes of (a) planning and preparation (including the 4 Ps: pills, positive actions, planning, 

products, (b) looking for answers (help-seeking behaviors), and (c) frustration. This study 

identified several negative correlations between personal resources and role insufficiency, role 

ambiguity, vocational strain, psychological strain, interpersonal strain, physical strain, personal 

strain, general anxiety, depression, occupational roles and somatic symptoms. Further, this study 

identified that as personal resources increased self-care, social support and rational coping skills 

increase as well. 

 These are key areas of importance for psychologists when working with women who 

experience intrusive menstrual cycle symptoms as cognitive skills relating to self-care, social 

support systems, stress reduction and recreation are important areas to develop further coping 

skills.  Considering that planning and preparation, looking for answers and frustration may be 

psychological process involved as well, psychologists may offer women support in a further 

exploration of these areas to assist women in  person centered interventions to develop plans to 

better communicate with significant others as well as relevant health professionals according to 

their own unique needs.  If increased personal resources lower rates of depression, stress and 

strain, occupational role issues, somatic symptoms and issues around role insufficiency, then 

additional support to develop skills in these areas are very important psychosocial domains for 

women who experience an impact on functioning while at work due to imposing menstrual cycle 

symptoms.   

 This study has shown that Being Different due to Imposing Symptoms is a result of 

experiencing symptoms that are severe and imposing on a woman’s life. Women may accept 

imposing and debilitating symptoms as “normal” and yet realize that their symptoms can have 

more of an impact on their functioning than other women. Women may also feel a different 

identity from men because of the menstrual cycle and experiencing difficult symptoms. Gender 



discrimination and a fear of reprisals area social issues women with difficult symptoms may 

experience in the workplace. Lower health status, including emotional, physical and social role 

functioning lead to questions around: How many women suffer in silence for years without 

acknowledging that severe cyclical menstrual cycle symptoms are not “normal” which may have 

an impact on functioning? How does a lack of social support have an impact on symptoms? What 

impact does isolation have on women psychologically in terms of increased somatic, anxiety and 

depression symptoms? Such issues could be supported in a counseling capacity to support a 

woman’s unique needs, with the aid of a basic assessment and communication facilitation tool 

such as the Menstrual Cycle Intervention Loop. The variables identified for the Menstrual Cycle 

Intervention Loop may offer at best a very basic visual diagram to start a dialogue with a client. 

Experiencing symptoms, coping with symptoms, planning and preparation, looking for answers, 

and frustration are issues which may occur in varying degrees by women who experience 

imposing symptoms consistently. Even though this was a very small sample, these issues suggest 

that further research would be interesting on a larger scale to investigate levels of anxiety within 

a population of women who have severe menstrual cycle symptoms and an evaluation of any 

stress-related issues in their lives as well. 

 The reality is that women want equality and do not want to be seen as different in the 

workplace as menstrual cycle symptoms can be an easy target for ridicule and blame. If women 

experience chronic and severe, imposing menstrual cycle symptoms which have an impact on 

their lives, the symptoms should be considered as valid health concerns and women should be 

provided with appropriate options for treatment- not derision, ridicule and disbelief.    
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Appendix A 

Ferriman Gallwey Scale for Hirsuitism 

 

 
Source: Geneva Foundation for Medical Education and Research 

http://www.gfmer.ch/Cours/Images/Hirsut1.gif Accessed 4/9/2011 

 

http://www.gfmer.ch/Cours/Images/Hirsut1.gif%20Accessed%204/9/2011


Appendix B 

 Examples of Manifestations of Endocrine Disease 

 

Symptoms Disease 

Abdominal Pain Addisonian crisis; diabetic ketoacidosis; hyperparathyroidism 

 

Amenorrhea or 

Oligomenorrhea 

Adrenal insufficiency, adrenogenital syndrome, anorexia nervosa, Cushing’s 

syndrome, hyperprolactinemic states, hypopituitarism, hypothyroidism, 

menopause, ovarian failure, polycystic ovaries, pseudohermaphroditic 

syndromes 

Anemia Adrenal insufficiency, gonadal insufficiency, hypothyroidism, 

hyperparathyroidism, panhypopituitarism 

Anorexia Addison’s disease, diabetic ketoacidosis, hypercalcemia (e.g. 

hyperparathyroidism), hypothyroidism 

Constipation Diabetic neuropathy, hypercalcemia, hypothyroidism, pheochromocytoma 

Depression Adrenal insufficiency, Cushing’s Syndrome, hypercalcemic states, 

hypoglycemia, hypothyroidism 

Diarrhea Hyperthyroidism, metastatic carcinoid tumors, metastatic medullary thyroid 

carcinoma 

Fever Adrenal insufficiency, hyperthyroidism (severe: thyroid storm), hypothalamic 

disease 

Hair changes Decreased body hair (hypothyroidism, hypopituitarism,thyrotoxicosis); 

hirsuitism (androgen excess states, Cushing’s Syndrome, acromegaly) 

Headache Hypertensive episodes with pheochromocytoma, hypoglycemia, pituitary 

tumors 

Hypothermia Hypoglycemia, hypothyroidism 

Libido changes Adrenal insufficiency, Cushing’s syndrome, hypercalcemia, 

hyperprolactinema, hyperthyroidism, hypokalemia, hypopituitarism, 

hypothyroidism, poorly controlled diabetes mellitus 

Nervousness Cushing’s syndrome, hyperthyroidism 

Polyuria Diabetes insipidus, diabetes mellitus, hypercalcemia, hypokalemia 

Skin changes Acanthosis nigricans (obesity, polycystic ovaries, severe insulin resistance, 

Cushing’s syndrome, acromegaly), acne (androgen excess), hyperpigmentation 

(adrenal insufficiency, Nelson’s syndrome), hypothyroidism,  

hypopigmentation (panhypopituitarism), striae, plethora, bruising, ecchymoses 

(Cushing’s syndrome), vitiligo (autoimmune thyroid disease, Addison’s 

disease) 

Weakness and 

fatigue 

 

Addison’s disease, Cushing’s syndrome, diabetes mellitus, hypokalemia (e.g. 

primary aldosteronism, Bartter’s syndrome), hypothyroidism, 

hyperthyroidism, hypercalcemia (e.g. hyperparathyroidism, 

panhypopituitarism, pheochromocytoma) 

Weight gain Central nervous system disease, Cushing’s syndrome, hypothyroidism, 

insulinoma, pituitary tumors 

 

Weight loss 

Adrenal insufficiency, anorexia nervosa, cancer of endocrine glands, 

hyperthyroidism, type 1 diabetes mellitus, panhypopituitarism, 

pheochromocytoma 
 The manifestations do not occur in all cases, and the severity can vary markedly. (Adapted from Gardner & 

Shoback, Greenspan’s Basic & Clinical Endocrinology, 2007). 



Appendix C  

Definitions of Menstrual Disorders 

ICD 10 Definitions of Menstrual Disorders: Non-inflammatory disorders of the female genital tract 

Codes Definition Include Exclude 

N91 

 

N91.0 

 

 

N91.1 

 

 

 

N91.2 

 

 

 

N91.3 

 

 

 

N91.4 

 

 

 

N91.5 

 

N92 

 

N92.0 

 

 

 

N92.1 

 

 

 

 

 

 

 

N92.2 

 

 

 

 

 

N92.3 

 

 

N92.4 

 

 

 

 

 

 

Absent, scanty and rare menstruation 

 

Primary amenorrhea 

Failure to start menstruation at puberty 

 

Secondary amenorrhea 

Absence of menstruation in a woman who had 

previously menstruated 

 

Amenorrhea, unspecified 

Absence of menses for three months or more 

Absence or abnormal cessation of the menses 

 

Primary oligomenorrhea 

Menstruation which is scanty or rare from the 

start 

 

Secondary oligomenorrhea 

Scanty and rare menstruation in a woman with 

previously normal periods 

 

Oligomenorrhea, unspecified 

 

Excessive, frequent and irregular menstruation 

 

Excessive and frequent menstruation with 

regular cycle 

 

 

Excessive and frequent menstruation with 

irregular cycle 

 

 

 

 

 

 

Excessive menstruation at puberty 

 

 

 

 

 

Ovulation bleeding 

 

 

Excessive bleeding in the premenopausal period 

 

 

 

 

 

 

 

 

 

 

 

 

 

Absence of menstruation 

NOS 

 

 

 

 

 

 

 

Hypomenorrhea NOS 

 

 

 

 

 

 

Heavy periods NOS 

Menorrhagia NOS 

Polymenorrhea 

 

Irregular intermenstrual 

bleeding 

Irregular, shortened 

intervals between 

menstrual bleeding 

Menometrorrhagia 

Metrorrhagia 

 

Excessive bleeding 

associated with onset of 

menstrual periods 

Pubertal menorrhagia 

Puberty bleeding 

 

Regular intermenstrual 

bleeding 

 

Menorrhagia or 

metrorrhagia: 

Climacteric 

Menopausal 

Preclimacteric 

Premenopausal 

 

Ovarian dysfunction (E28) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Postmenopausal bleeding 

(N95.0) 



 

N92.5 

 

N92.6 

 

 

 

 

 

 

 

 

N93 

 

N93.0 

 

N93.8 

 

 

 

N93.9 

 

 

N94 

 

 

N94.0 

 

N94.1 

 

N94.2 

 

N94.3 

 

 

N94.4 

 

N94.5 

 

N94.6 

 

N94.8 

 

 

N94.9 

 

 

Other specified irregular menstruation 

 

Irregular menstruation, unspecified 

Deviations from the normal process; e.g. 

delayed, difficult, profuse, scanty, unusual 

bleeding 

 

 

 

 

 

Other abnormal uterine and vaginal bleeding 

 

Postcoital and contact bleeding 

 

Other specified abnormal uterine and vaginal 

bleeding 

 

 

Abnormal uterine and vaginal bleeding, 

unspecified 

 

Pain and other conditions associated with 

female genital organs and menstrual cycle 

 

Mittelschmerz 

 

Dyspareunia 

 

Vaginismus 

 

Premenstrual tension syndrome 

(applicable to Premenstrual dysphoric disorder) 

 

Primary dysmenorrhea 

 

Secondary dysmenorrhea 

 

Dysmenorrhea, unspecified 

 

Other specified conditions associated with 

female genital organs and menstrual cycle 

 

Unspecified condition associated with female 

genital organs and menstrual cycle 

 

 

 

 

Irregular bleeding NOS 

Irregular periods NOS 

 

 

 

 

 

 

 

 

 

 

 

Dysfunctional or 

functional uterine or 

vaginal bleeding NOS 

 

 

 

 

 

 

Irregular menstruation 

with  

Lengthened intervals or 

scanty bleeding 

 (N91.3-N91.5) 

Shortened intervals  

or excessive bleeding 

(N92.1) 

 

 

 

 

 

Neonatal vaginal 

haemorrhage (P54.6) 

Precocious puberty 

(E30.1) 

Pseudomenses (P54.6) 

 

 

 

 

 

 

 

Psychogenic dyspareunia 

(F52.6) 

Psychogenic vaginismus 

(F52.5) 

 

  



N80 

 

 

 

 

 

 

 

N80.0 

 

 

 

 

Endometriosis 

Condition in which tissue more or less perfectly 

resembling the uterine mucous membrane (the 

endometrium) and containing typical 

endometrial granular and stromal elements 

occurs aberrantly in various locations in the 

pelvic cavity 

 

Endometriosis of uterus 

 

 

 

 

 

 

 

 

 

 

Applicable to 

adenomyosis 

 

 

 

 

 

 

 

 

Stromal endometriosis 

 

  



Appendix D 

Recruitment Ad for Phase One Qualitative 

   

Do you suffer from difficulties around the time of your menstrual cycle? 
If you suffer from physical symptoms such as pain or heavy bleeding or emotional 
symptoms such as depression, anxiety, irritability, or mood swings, and these 
symptoms interfere with normal functioning or interpersonal relationships, you may 
qualify for a research study in women’s health.  
I’m looking for women who: 

 Feel that they have mood symptoms related to their menstrual cycle (before, 
during or after) 

 Experience physical discomfort and difficulties related to the menstrual cycle 

 Have experienced difficulties at work and with personal relationships related to 
their cycle 

 Live in Dublin and have worked in Dublin 
 
Interviews will be conducted by a qualified counsellor who is conducting research for a 
PhD dissertation in the strictest of confidence.   
If you would like to participate, please send an email to xxxxxxxxxxxxxxx@yahoo.ie for 
more information.  
 
  

mailto:xxxxxxxxxxxxxxx@yahoo.ie


Appendix E 

Participant Information Form for Phase One 

 

Participant Information Form 

Please provide the following information for statistical purposes. Your identity will remain anonymous.  

Thank you very much!   

 

What is your age?   _____  

 

Place an 'X' next to your answer for the following questions: 

 

Marital Status 

□ Single (never married) □ Single (after divorce/separation) 

□ Married (first marriage) □ Re-married  

□ Separated    □ Divorced 

□ Widowed   □ Living with partner 

Number of children 

□1 □2 □ 3 □ 4 □ 5 □ 6 or more 

□ No children □ Childfree by choice  □ No children because of gynaecological issues 

Employment Status 

□Working full time  □Working part time  □Unemployed 

□Student Full Time  □Student Part Time  □Looking after home/family 

□Retired   □Unable to work due to permanent sickness or disability 

Highest Level of Education obtained 

□ Leaving Certificate  □ Professional Diploma or Certificate  

□ Bachelor’s degree  □ Master’s degree 

□ PhD    □ Other______________________ 

Type of degree 

□  Science  □ Humanities     □ Language  □ Social Science 

□  Engineering □ Education  □ Other____________________ 

 Type of work:   

 

Questionnaire 
Please tick each box that applies to you 

1. Do you have private health insurance? 

□ Yes 

□ No 

2. During the past 12 months, have you experienced any of these symptoms? 

□ heavy bleeding 

□ bothersome cramping 

□ loss of period (not pregnancy related) 

□ none of the above 

3. During the past 12 months, have you experienced any of these symptoms? 

□ anxiety   

□ depression   

□ insomnia    

□ excessive sleepiness 

□ nervousness  

□ restlessness  

□ hopelessness  

□ feeling sad 

□ feel that everything is an effort most of the time 

□ none of the above 

 



 

4. During the past 12 months, have you experienced any of the following: 

□ drinking more  

□ smoking more  

□ not exercising  

□ none of the above 

5. During the past 12 months, have you experienced any of the following: 

□ drinking less  

□ quit smoking  

□ exercising more 

□ none of the above 

6. During the past 12 months, have you experienced any of the following: 

□ weight loss due to stress 

□ weight gain due to stress 

□ none of the above 

7. Have you ever experienced any of the following symptoms in relation to your menstrual cycle that 

that you feel may have affected your work performance?  

□ vomiting  

□ dizziness  

□ diarrhoea  

□ nausea   

□ abdominal pains 

□ back pains  

□ general discomfort   

□ psychological fatigue   

□ mental strain  

□ headaches    

□ joint pain   

□ bloating 

□ none of the above 

8. Have you ever experienced any of the following symptoms in relation to your menstrual cycle that 

you feel may have affected your work performance?  

□ sadness  

□ anxiety  

□ mood swings  

□ persistent irritability 

□ withdrawal  

□ difficulty concentrating 

□ fatigue 

□ change in appetite  

□ change in sleeping patterns 

□ feeling of being overwhelmed 

□ none of the above 

9. In the past 12 months, have you experienced any of the following: 

□ Loss of job 

□ Redundancy 

□ Maternity Leave 

□ Early Retirement 

□ Increased pressure at work 

□ Heavier Workload 

□ Change of job new employer 

□ Change of job same employer 

□ none of the above 

10. Do you feel that the current economic crisis has affected your health?  

□ Yes 



□ No 

 

11. Does your company have an Employee Assistance Programme (EAP)? 

□ Yes 

□ No 

12. If your company has an Employee Assistance Programme (EAP), have you ever    used any of its 

services? 

□ Yes 

□ No 

□ Not applicable 

13. Do you think that Women's Health Promotion Programs should offer more information about the 

specific mental and physical health issues of women? 

□ Yes 

□ No 

Interview Availability 
For the recorded interview location, you have the following options: 

A safe and quiet location of your choice without distractions. 

My home practice office, located two minute walk from (LOCATIN) (travel by DART or bus will 

be paid for).  

Skype option is available, but not preferred.  (I find that conversations can overlap or calls can be 

unclear which makes it difficult for full comprehension).  

 

What is your preferred option for interview location? 

 

 

Please indicate when you are available for interview: 

Day Times 

Mondays  

Tuesdays  

Wednesdays  

Thursdays  

Fridays  

Saturdays  

Sundays  

 

Are there any times or dates that you are not available for an interview?  (Because of family, work or 

holidays?) 

 

What's next? 

I will review your details and be in touch with you as soon as possible to schedule your interview.  

 

If you qualify for this study, I will post you an Interview Pack, which will include an Informed Consent 

Form and a Patient Health Questionnaire.  These forms will be filled out and brought to the interview.   

 

Thank you very much for your time, please do not hesitate to contact me if you have any questions, 

Kimberly Fitzgerald, Researcher 



Appendix F 

 Interview Guide 

 
 

 

Interviewee: 

Date:  

Time: 

Setting: 

Observations: 

 

Process 

 

1. Introduce Self and Overview of Interview:  
 "In this interview, I will ask you repeatedly to recount situations about experiences regarding your menstrual 

cycle and about specific experiences with health issues. " 

 

2. Explain Purpose of Study:   
"The purpose of this study is to explore current issues in women's health. Your feedback is greatly appreciated 

and will contribute to research in this area." 

 

3. Permission to Record 

 

4. Discuss Confidentiality & Sign Consent Form 

 

5. Qualitative Interview 

 

6. Fill out Occupational Stress Inventory 

 

7. Follow up Interviews if required 

 

Questions 

 

Tell me about your own personal experiences of your menstrual cycle- starting with the age you were when 

you started your period, up to now.   

 

 

Describe any experiences you have had of your menstrual cycle affecting your life.  (Ex: missing work or 

social events, effects on relationships, heavy bleeding and considerations of sanitary products, and choices of 

what to wear). 

 

 

Have you ever monitored your menstrual cycle, if so, has it helped you in any way?  Tell me more about 

it... 

 

 

Have you ever been treated by a doctor for any health issues?  Tell me more about it... 

If yes: 

 What was your personal experience of this diagnosis and treatment? (What was it like for you?) 

 What supports did you have? 

 What supports would you have liked? 

 Did you take any medications for this?  

 Are you currently taking any medications? 

 

 

 

 

 



 

Have you ever had any surgeries? 

 

 

If you currently have or have ever had any medically treated conditions, do you ever feel that your 

symptoms are worse in relation to your menstrual cycle? 

Ex: Do you have more migraines, seizures, asthma symptoms, back aches, etc. 

 

 

Has your menstrual cycle ever affected you at work?  If so, please elaborate- 

Ex: Do you ever re-schedule meetings? Does it affect your relationships with co-workers? Do you avoid people? 

Miss work? Have you ever had bad experiences with heavy bleeding? 

 

 

If you have ever experienced difficulties during your periods, have you ever felt that your boss or 

colleagues were understanding or supportive?   Tell me more about your experience with this... 

 

 

How has the 'economic crisis' affected you personally? 

Have you noticed any differences in your health or relationships since the economic crisis has affected Ireland?   

 

How has this affected the choices that you make? (Budgeting, not going out as much, gym memberships, etc.) 

 

 

How do you maintain your own health? 

Ex: Diet, medications physiotherapy, counseling, etc. 

 

From your own perspective and experience, how do you feel that women's health needs differ from men's? 

 

 

From your own perspective and experience, how do women's needs in the workplace differ from men's? 

 

 

In your opinion, what preventative services are important for women's health? 

 

 

What supports and considerations do you think are important for women's health services? 

 

 

What do you think of this statement: "Women's health issues are over-medicalized?"  Ex: Are women over-

prescribed medication? (Such as anti-depressants, etc.) 

 

 

Have you ever availed of counseling services in the past?  If so, did it help and what was it about the 

experience that made it helpful for you? 

 

 

Have you ever had a bad experience with a doctor? If so, from your own experience, what should medical 

practitioners consider when working with women?  Please explain. 

 

 

  



Appendix G 

Interview Question Methods and Rationale 

 
Tell me about your own personal experiences of your menstrual cycle- starting with the age you were when 

you started your period, up to now.   

 The Conversational Entry: To gain information on the participant’s experiences from onset to present, 

 to gather details about their perspectives on the experiences. (Ex: History and Physical details).  

 

Describe any experiences you have had of your menstrual cycle affecting your life.  (Ex: missing work or 

social events, effects on relationships, heavy bleeding and considerations of sanitary products, and choices of what 

to wear). 

 Specific prompting- to deepen the understanding on the part of the interviewer by mirroring 

 (summarizing, feedback, interpretation by the interviewer) what has been said, by questions of 

 comprehension, and by confronting the interviewee with contradictions and inconsistencies in his  or 

 her statements.   Here it is seen as important that the interviewer makes clear his or her substantial 

 interest - women's health in the workplace- and is able to maintain a good atmosphere in the 

 conversation. 

 

Have you ever monitored your menstrual cycle, if so, has it helped you in any way?   

 General prompting-provides further material and details of what has so far been  presented 

 

Have you ever been treated by a doctor for any health issues?  Tell me more about that... 

 If yes: 

 What was your personal experience of this diagnosis and treatment? ("What was it like for you?") 

 What supports did you have? 

 What supports would you have liked? 

 Did you take any medications for this?  

 Are you currently taking any medications? 

 

 Process Orientation- for the research process and in the understanding of the object of research 

 (women's health) 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

 When, how, and what consequences are they acting? 

 

Have you ever had any surgeries? 

 

If you currently have or have ever had any medically treated conditions, do you ever feel that your 

symptoms are worse in relation to your menstrual cycle? Ex: Do you have more migraines, seizures, asthma 

symptoms, back aches, etc. 

 

Has your menstrual cycle ever affected you at work?  If so, please elaborate- 

Ex: Do you ever re-schedule meetings? Does it affect your relationships with co-workers? Do you avoid people? 

Miss work? Have you ever had bad experiences with heavy bleeding? 

 

 Specific prompting- to deepen the understanding on the part of the interviewer by mirroring 

 (summarizing, feedback, interpretation by the interviewer) what has been said, by questions of 

 comprehension, and by confronting the interviewee with contradictions and inconsistencies in his or her 

 statements.   Here it is seen as important that the interviewer makes clear his or her substantial interest - 

 women's health in the workplace- and is able to maintain a good atmosphere in the conversation. 

 

 Process Orientation- for the research process and in the understanding of the object of research 

 (women's health) 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 



 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

 When, how, and what consequences are they acting? 

 

If you have ever experienced difficulties during your periods, have you ever felt that your boss or colleagues 

were understanding or supportive?   Tell me more about your experience with this. 

 Process Orientation- for the research process and in the understanding of the object of research 

 (women's health) 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

 When, how, and what consequences are they acting? 

 

How has the 'economic crisis' affected you personally? 

Have you noticed any differences in your health or relationships since the economic crisis has affected Ireland?   

How has this affected the choices that you make? (Budgeting, not going out as much, gym memberships, etc.) 

 Process Orientation- for the research process and in the understanding of the object of research 

 (women's health) 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

 When, how, and what consequences are they acting? 

 

How do you maintain your own health?  

Ex: Diet, medications physiotherapy, counseling, etc. 

 Process Orientation- for the research process and in the understanding of the object of research  

 (women's health) 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

 When, how, and what consequences are they acting? 

 

From your own perspective and experience, how do you feel that women's health needs differ from men's? 

 Problem centering - for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

From your own perspective and experience, how do women's needs in the workplace differ from men's? 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

In your opinion, what preventative services are important for women's health? 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

 

 



What supports and considerations do you think are important for women's health services? 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

What do you think of this statement: " Women's health issues are over-medicalized?"  Ex: Are women over-

prescribed medication? (Such as anti-depressants, etc.) 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

Have you ever availed of counseling services in the past?  If so, did it help what was it about the experience 

that made it helpful for you? 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 

 What is going on here?  (Issues, problems, concerns) 

 Who are the actors involved? 

 How do they define the situation? 

 What is the meaning to them? 

 What are the various actors doing? 

 Are their definitions and meanings different? 

Have you ever had a bad experience with a doctor?  If so, from your own experience, what should medical 

practitioners consider when working with women? 

 Problem centering for the researcher's orientation to the relevant social problem: issues in women's 

 health. 



Appendix H 

Phase One Informed Consent to Participate in Research 

 

Informed Consent to Participate in Research 

Universidade de Autónoma de Lisboa (UAL) 

 
 

Research based in Dublin, Ireland  

 
You are being asked to participate in a research study.  This form provides you with information about 

the study. The Researcher (the person in charge of this research) will provide you with a copy of this 

form to keep for your reference, and will also describe this study to you and answer all of your 

questions. Please read the information below and ask questions about anything you don’t understand 

before deciding whether or not to take part. Your participation is entirely voluntary and you can refuse 

to participate or stop participating at any time.  

 

Title of Research Study:  

 

Menstruation and the Workplace 

 

Researcher: 

Kimberly Fitzgerald, MBPsS, M.Ed. Voc.Rehab Counselling, MIACP, BACP (Accred), UKRCP, PhD 

Student  

 

Supervisor:  

Prof. Dr. Manuel Sommer 

 

Funding source:  Self-funded 

 

What is the purpose of this study?  

The purpose of this study is to determine physiological and psychological effects of menstrual 

conditions on women in the Irish workforce and in particular to explore misdiagnosis of these effects as 

physical and mental health conditions.   This research will explore psychological and physical issues in 

Gender-Specific Medicine in the management of disease and illness and examine individual 

experiences.  

 

What will the study involve?  

The study will involve confidential recorded interviews and questionnaires. Interviews will take place at 

an agreed upon location and will last approximately 40 minutes to one hour.  You will be interviewed at 

a safe place of your choice.  After the interviews are transcribed, you will be sent a copy of the 

transcription to review for any mistakes.   You will be given a Patient Health Questionnaire and an 

Occupational Stress Inventory to fill out.  The Occupational Stress Inventory will be completed during the 

interview and the Patient Health Questionnaire will be sent to you along with this document to fill out.  

You will have an opportunity to discuss any questions that you may have.  

 



*This is a research study and, therefore, not intended to provide a medical or therapeutic diagnosis or 

treatment. The intervention provided in the course of this study is not necessarily equivalent to standard 

methods of prevention, diagnosis or treatment of a health condition. 

 

What are the possible discomforts and risks? 

It is possible that talking about your experience in this way may cause some distress .You may 

experience emotional or psychological discomfort. You will be interviewed by a qualified counsellor who 

can provide you with information on support services that are available to you in your area. 

 

What are the possible benefits to you or to others?   

Your information will contribute to insight into women’s health needs, in particular what counsellors and 

health practitioners should consider for women who live with difficult menstrual cycles.  This information 

may contribute to the development of a Wellness Tool Kit for managing moods, diet, and pain 

management.  Workbooks and informational brochures could also be the result of this study for 

workplace health promotion programs. 

 

If you choose to take part in this study, will it cost you anything?   

The interviewer will travel to an agreed upon location for interview.  If location requires transportation by 

DART or Dublin Bus, at an agreed upon location, interviewee will be reimbursed for travel cost (only with 

valid ticket). No taxi or parking costs will be covered.   

 

Will you receive compensation for your participation in this study?  

There is no monetary compensation provided, but travel cost will be covered for public transportation. 

  

Do you have to take part? 

The answer is no!  Participation is voluntary. You will sign a consent form.   

You have the option of withdrawing before the study commences, even if you have agreed to participate 

or discontinuing after data collection has started. You will have the option of withdrawal within two 

weeks of participation and any data will be destroyed.  

 

Will your participation in the study be kept confidential? Yes. The Researcher will ensure that no 

clues to your identity appear in the dissertation.  Any extracts from what you say that are quoted in the 

dissertation will be entirely anonymous. 

 

What will happen to the information which you give? The data will be kept confidential for the 

duration of the study. On completion of the dissertation, they will be retained for a further six months 

and then destroyed. 

 

What will happen to the results? The results will be presented in the dissertation. They will be seen by 

a supervisor, a second marker and the external examiner. The dissertation may be read by future 

students on the course. The study may be published in an academic journal. 

 

Who has reviewed this study?  
Department of Psychology 

Universidade de Autónoma de Lisboa (UAL) 

Lisbon, Portugal  

 

How can you withdraw from this research study and who should you call if you have questions? 

 

If you wish to stop your participation in this research study for any reason, you should contact Kimberly 

Fitzgerald at NUMBER.  

 

You should also call Kimberly for any questions, concerns, or complaints about the research.   

Throughout the study, you will be notified of new information that may become available and that might 

affect your decision to remain in the study.  



 Interviews will be digitally recorded. 

 Recordings will be coded so that no personally identifying information is visible on them. 

 All written information and/or data will be kept in a secure place.  

 Recordings will be heard only for research purposes by the Researcher who will transcribe them 

personally. 

 Recordings will be erased after they are transcribed or coded. 

 

Thank you very much for your time and participation in this research.  

Your story is important and will contribute to valuable research in women’s health.  

 

Interview Availability 
For the recorded interview location, you have the following options: 

A safe and quiet location of your choice without distractions. 

My home practice office, located two minute walk from XXXX DART Station (travel by DART or 

bus will be paid for).  

Skype option is available, but not preferred.  (I find that conversations can overlap or calls can be 

unclear which makes it difficult for full comprehension).  

What is your preferred option for interview location? 

 

Please indicate when you are available for interview: 

Day Times 

Mondays  

Tuesdays  

Wednesdays  

Thursdays  

Fridays  

Saturdays  

Sundays  

 

Are there any times or dates that you are not available for an interview?  (Because of family, work or 

holidays?) 

What's next? 

I will review your details and be in touch with you as soon as possible to schedule your interview.  

If you qualify for this study, I will post you an Interview Pack, which will include an Informed Consent 

Form and a Patient Health Questionnaire.  These forms will be filled out and brought to the interview.   

Thank you very much for your time, please do not hesitate to contact me if you have any questions, 

Kimberly Fitzgerald, Researcher 

 

*Material available in Alternative Formats if required. 

 

  



Appendix I 

 Recruitment Ad Phase Two  

 
Women’s Health Study: Survey based & Online 

Do you suffer from difficulties around the time of your menstrual cycle? 
If you suffer from physical symptoms such as pain or heavy bleeding or emotional 
symptoms such as depression, anxiety, irritability, or mood swings, and these 
symptoms interfere with normal functioning or interpersonal relationships, you may 
qualify for a research study in women’s health.  
I’m looking for participants who: 
 

 Live in the Republic of Ireland 
 Feel that they have mood symptoms related to their menstrual cycle (before, 

during or after) or 
 Experience physical discomfort and difficulties related to the menstrual cycle 
 Have experienced difficulties at work and with personal relationships related to 

their cycle 
This phase of this research project is fully online and survey-based. Interested 
participants will be contacted by telephone at an agreed upon time to discuss any 
queries. There is no monetary compensation, but your input would greatly contribute to 
research in women’s health issues.  
If you would like to participate, please send an email to XXXXXXXXXX@yahoo.ie for 
more information.  
Serious enquiries only.  
 



Appendix J 

Online Informed Consent and Participant Information Form 

  



 

  



 

  



 

  



 

  



 

 

  



 

 

 
 

 



Appendix K  

Occupational Stress Inventory-Revised (OSI-R) 

 

 

 
  



 

 

  



 

 

 
  



 

 
  



Appendix L 

Patient Health Questionnaire (PHQ)

 
 



 

 

 
 

 

 

 



 

 

 
  



Appendix M 

Patient Health Questionnaire (PHQ) Fourth Page (Supplement) 

 
  



Appendix N 

Patient Health Questionnaire (PHQ) Permission 

 

Subject:  Re: PHQ Question  

From:  Questions PHQ (questions@phqscreeners.com)  

To:  kimberlyfitzgerald@ 

Date:  Tuesday, 15 November 2011, 13:31  

 
Hello, 

The PHQ is held in public domain and is freely available for use. No 

additional permissions are needed for your project. 

Kind regards, 

Donna 

Donna Burgett 

Administrative Assistant to Kurt Kroenke, MD 

 

On Wed, Oct 26, 2011 at 4:18 AM, Kimberly Fitzgerald 

wrote: 

 To whom it may concern: 

 

 I am a PhD research student based in Dublin, Ireland and am  using the 

 Patient Health Questionnaire in my research for a women’s health study. I 

 have reviewed many studies that have used the PHQ and have found that the 

 PHQ-9 has been transferred onto a touch screen computer. 

 

 Example: 

 http://www.mendeley.com/research/depression-screening-using-the-patient-health-questionnaire9-administered-on-a-touch-

screen-computer/ 

 I have read your copyright information and I understand that: 

 ‘All PHQ, GAD-7 screeners and translations are downloadable from this 

 website and no permission is required to reproduce, translate, display or 

 distribute them. Relevant articles and a bibliography are also freely 

 available.’ 

 ‘Except as expressly provided above, you may not otherwise copy, display, 

 download, distribute, modify, reproduce, republish or retransmit any 

 information, text or documents contained in this Web site or any portion 

 thereof in any electronic medium or in hard copy, or create any derivative 

 work based on such images, text or documents, without the express written 

 consent of Pfizer.’ 

 I have a small budget and would like to facilitate the access to the 

 quantitative phase of my study. I’m also using another tool which is 

 available electronically but I haven’t seen the PHQ in electronic format. 

 I would like to enquire about the possibility of translating the PHQ to 

 electronic form via Survey Monkey. (I could also consider using a different 

 survey facility). 

 

 This process would involve translating the PHQ paper form into an electronic 

 questionnaire (without any changes to the PHQ text or format). The 

 electronic format would be sent as a link by email to screened 

 participants.Data would be transferred to my personal Survey Monkey 

 account. The results would then be coded individually by hand for analysis 

 according to the coding procedures cited. 

 

 I could send you a sample of an e-form for review. 

 Is there a particular process that I would need to follow in order to get 

 approval for this? 

 Thank you very much for your time, I look forward to your feedback. 

 Sincerely, 

 Kimberly Fitzgerald, MBPsS, M.Ed., MBACP (Accred.), MIACP 



     Appendix O 

Online Patient Health Questionnaire (PHQ) 

 
Patient Health Questionnaire (PHQ) 

This section will ask you questions about various health issues. Responses will be coded and translated 
statistically. 

 

1. Participant Code (Please enter your assigned Participant Code). 

 
 

2. Age  

 
 
3. During the last 4 weeks, how much have you been bothered by any of the following problems: 

 Not bothered Bothered a little Bothered a lot 

Stomach pain 
   

Back pain 
   

Pain in your arms, 
legs, or joints 
(knees, hips, etc.) 

   

Menstrual cramps or 
other problems with 
your periods 

   

Pain or problems 
during intercourse    

Headaches 
   

Chest pain 
   

Dizziness 
   

Fainting spells 
   

Feeling your heart 
pound or race    

Shortness of breath 
   

Constipation, loose 
bowels, or diarrhea       

Nausea, gas, or 
indigestion    

 

4. Over the last 2 weeks, how often have you been bothered by any of the following problems: 

 Not at all Several days 
More than half the 

days 
Nearly every day 

Little interest or 
pleasure in doing 
things 

    

Feeling down, 
depressed, or 
hopeless 

    

http://www.surveymonkey.com/MySurvey_EditPage.aspx?sm=XrTq5F7uohavOrzOwaQRNEEjJGVYGJjaSNwoozqQhLoeu7AlgpONTCL93Flwxj8R&TB_iframe=true&height=450&width=650
http://www.surveymonkey.com/MySurvey_EditPage.aspx?sm=XrTq5F7uohavOrzOwaQRNEEjJGVYGJjaSNwoozqQhLoeu7AlgpONTCL93Flwxj8R&TB_iframe=true&height=450&width=650
http://www.surveymonkey.com/MySurvey_EditPage.aspx?sm=XrTq5F7uohavOrzOwaQRNEEjJGVYGJjaSNwoozqQhLoeu7AlgpONTCL93Flwxj8R&TB_iframe=true&height=450&width=650


 Not at all Several days 
More than half the 

days 
Nearly every day 

Trouble falling or 
staying asleep, or 
sleeping too much 

    

Feeling tired or 
having little energy     

Poor appetite or 
overeating     

Feeling bad about 
yourself, or that you 
are a failure, or 
have let yourself or 
your family down 

    

Trouble 
concentrating on 
things, such as 
reading the 
newspaper or 
watching television 

    

Moving or speaking 
so slowly that other 
people could have 
noticed? Or the 
opposite- being so 
fidgety or restless 
that you have been 
moving around a lot 
more than usual. 

     

Thoughts that you 
would be better off 
dead or hurting 
yourself in some 
way. 

    

 

5. In the last 4 weeks, have you had an anxiety attack-suddenly feeling fear or panic? 

No 

Yes 
 

6. Has this ever happened before? 

No 

Yes 
 

7. Do some of these attacks come suddenly, out of the blue- that is, in situations where you don't expect to 
be nervous or uncomfortable? 

No 

Yes 
 

8. Do these attacks bother you a lot or are you worried about having another attack? 

No 

Yes 
 

9. Think about your last bad anxiety attack 
 No Yes 

Were you short of 
breath?   

Did your heart race, 
pound, or skip?   



 No Yes 

Did you have chest 
pain or pressure?     

Did you sweat? 
  

Did you feel as if 
you were choking?   

Did you have hot 
flashes or chills?   

Did you have 
nausea or an upset 
stomach, or the 
feeling that you 
were going to have 
diarrhea? 

  

Did you feel dizzy, 
unsteady, or faint?   

Did you have 
tingling or 
numbness in parts 
of your body? 

  

Did you tremble or 
shake?   

Were you afraid you 
were dying?   

 

10. Over the last 4 weeks have you been bothered by feeling nervous, anxious, on edge, or worrying a lot 
about different things 

Not at all 

Several days 

More than half the days 
 

11. Over the last 4 weeks, how often have you been bothered by any of the following problems: 
 Not at all Several days More than half the days 

Feeling restless so 
that it is hard to sit 
still 

   

Getting tired very 
easily    

Muscle tension, 
aches, or soreness    

Trouble falling 
asleep or staying 
asleep 

   

Trouble 
concentrating on 
things, such as 
reading a book or 
watching TV 

   

Becoming easily 
annoyed or irritable    

 

12. Do you feel that you can't control what or how much you eat? 

No 

Yes 
 

13. Do you often eat, within any 2-hour period what most people would regard as an unusually large 
amount of food? 



No 

Yes 
 

14. Has this been as often, on average, as twice a week for the last 3 months? 

No 

Yes 
 

15. In the last 3 months have you often done any of the following in order to avoid gaining weight: 
 No Yes 

Made yourself 
vomit   

Took more than 
twice the 
recommended dose 
of laxatives 

  

Fasted- not eaten 
anything at all for at 
least 24 hours 

  

Exercised for more 
than an hour 

specifically to avoid 
gaining weight after 

binge eating  

 

 

16. If you checked "YES" to any of these ways of avoiding gaining weight, were any as often, on average as 
twice a week? 

No 

Yes 
 
17. Do you ever drink alcohol (including beer or wine) 

No 

Yes 
 

18. Have any of the following happened to you more than once in the past 6 months? 
 No Yes 

You drank alcohol 
even though a 
doctor suggested 
that you stop 
drinking because of 
a problem with your 
health 

  

You drank alcohol, 
were high from 
alcohol, or hung 
over while you were 
working, going to 
school, or taking 
care of children or 
other 
responsibilities 

    

You missed or were 
late for work, 
school, or other 
activities because 
you were drinking 
or hung over 

  



 No Yes 

You had a problem 
getting along with 
other people while 
you were drinking 

  

You drove a car 
after having several 
drinks or after 
drinking too much 

  

 

19. If you checked off any problems on this questionnaire, how difficult have these problems made it for 
you to do your work, take care of things at home, or get along with other people? 

Not difficult at all 

Somewhat difficult 

Very difficult 

Extremely difficult 

 



Appendix P: Qualitative Participant Descriptions 

 
No. Age Highest   Type  Occupation Job  Type   Marital   No.    Underlying  Age              Key symptoms 
  level   of    status of  status  children     health               of  onset       that had  
  education degree     work                              issues               of       impact  
  obtained                                                                                                                        diagnosed or menstrual       
                  declared cycle             

1 58         Masters  Social  HR &      PT- Contract  Married  None     Breast     11        Pain 
   degree  Science  disability FT          cancer         Bleeding   
      consultant                 Mood             
  
2 42 Bachelors Social  Office   FT Administrative Single  None     Migraines    13        Pain  
    Science  manager            Ovarian cyst                          Mood 
                        Headaches 
 
 
3 33 Bachelors Engineering Senior  FT Engineering Living  None     Recurrent    11         Mood  
  degree    professional    with       urinary          Pain 
      engineer     partner       infections          Bloating  
                  Irritable 
                  bowel syndrome 
                  Asthma 
  
4 34 Professional Business  Bank  FT Banking  Single  None     Depression    13         Nausea 
  diploma      Sick          Stress from          Pain 
        Leave          work           Vomiting  
                  Nausea 
 
5 28 Professional Interior  Medical  FT Medical  Single  None     Depression     13         Mood 
  diploma  design  transcriptionist           Anxiety          Pain  
                  Musculoskeletal         Bleeding 
                  (car accident) 
 
6 29 Bachelors Science  Applications FT IT/Banking Single  Child-free  Dysmenorrhea     12               Pain 
  degree  Science  Analyst       by choice           Vomiting   
                         Nausea 
                   
7 32 Bachelors Language Administrator FT Charity  Living  None     Amputee     13               Bleeding 
  degree         with       Asthma           Bloating 
           partner       High blood           Pain  
           (engaged)      pressure  
 
  
      



 
No. Age Highest   Type  Occupation Job  Type   Marital   No.    Underlying  Age              Key symptoms 
  level   of    status of  status  children     health               of  onset       that had  
  education degree     work                              issues               of       impact  
  obtained                                                                                                                        diagnosed or menstrual       
                  declared cycle             
       

8 27 Bachelors Architecture Waitress  FT Catering  Living  None     Wheat      14        Pain 
  degree       industry  with       allergy         Mood 
           partner       Depression                      Nausea  
                  Dysmenorrhea 
  
9 31 Diploma  Childcare Nanny  PT Caring  Living  None     Water          13            Bloating 
           with       retention         Mood 
           partner       Fatigue  
 
10 36 Masters  Humanities Administrator FT Administrative Married  2     Cerebral      11            Bleeding 
  degree                palsy                                      Mood  
                  PMT                                     Headaches 
                  Migraines 
 
11 34 Diploma  Not given Volunteer FT Education Living  None     Dysmenorrhea      11             Pain 
      Management    with                                         
           partner  
        PT          Musician 
 
12 43 Bachelors Social  Technical FT   Married  None      von                      13              Pain 
                                                                                                                                                                                                              Willebrand’s  
  degree    Science  Writer             Hip dysplasia 
                   Endometriosis  
    
13 22 Bachelors Science  Student  FT Research Single  None       Anemia       12            Pain 
  degree                        Bleeding   
 
14 38 Diploma  Science  Quality  FT Medical  Divorced None      Depression       11            Pain 
      Assurance Sick           Stress from         Bleeding 
      & Regulatory Leave           work 
      Affairs   
 
15 26 Bachelors Humanities Student  PT   Single  None      Asthma         Mood 
  degree                 Emotional        14     
 
16 31 Masters  Social  Community PT Health  Single  1      Emotional        12        Mood  



 
No. Age Highest   Type  Occupation Job  Type   Marital   No.    Underlying  Age              Key symptoms 
  level   of    status of  status  children     health               of  onset       that had  
  education degree     work                              issues               of       impact  
  obtained                                                                                                                        diagnosed or menstrual       
                  declared cycle             
       

17 41 Masters  Social   Social  FT Health  Single  1     Fibroid   14        Bleeding 
  degree  Science  Worker   care  after       tumors         Mood 
           divorce/       Heavy    
           separation      Bleeding  
  
18 31 Professional Community Community PT Health  Living  1     Crohn’s    12         Pain 
  diploma  Development Support   care  with       disease          Bleeding  
      Worker     partner       Abdominal pain 
                  Heavy bleeding  
                  Polycystic 
                  ovaries   
 
19 44 Professional Social   Community PT Health   Single  Childfree    Back injury         12         Bleeding  
  Diploma  Science  Support   care  after  by choice    Abdominal pain         Pain 
             divorce/            Mood  
        PT  Student  Separation    
        



Appendix Q 

 Expanded Codes 

Category Subcategory Description Axial Coding 

Experiencing 

Symptoms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Physical 

Symptoms 

Heavy Bleeding Biological 

Sphere Cramps 

Pain and no heavy bleeding 

Amenorrhea 

Bowel problems 

Nausea 

Vomiting 

Fatigue 

Blacking Out 

Bloating 

Water retention 

Emotional 

Symptoms 

Crying 

Tearful 

Worry 

Snappy 

Irritable 

Agitated 

Being more vocal about 

opinions 

Feeling sensitive 

PMT/PMS 

Anger 

Hormonal changes not linked to 

the Pill 

Hormonal changes linked to the 

Pill 

Experiences 

when Younger 

Precocious Puberty 

Missing School 

Underlying 

Health Issues 

Other ailment 

History of Trauma 

History of surgeries 

Stress 

Financial 

Taking the Pill 

 

  



 

 

Category Subcategory Description Axial Coding 

Coping with 

Symptoms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Looking for 

Answers 

Seeking medical advice Psychological 

Sphere Monitoring Cycle 

Counseling 

Planning and 

Preparation 

Planning life around pain 

Monitoring Cycle 

Having Painkillers 

Having sanitary products 

Hot water bottle 

Sticky Heat Patches 

Taking 

Medication 

Painkillers 

The Pill 

Blood thinners 

Antidepressants 

Positive 

Actions 

Self Talk 

Exercise 

Support Systems 

 

Being 

Different 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Than other 

women 

Because of  

different/difficult symptoms 

Psychosocial 

Sphere 

Getting Advice 

Than Men- 

because of sex 

differences- 

women have 

periods, men 

don't.  

Different 

hormones and 

experience of 

symptoms that 

can impact on 

life.  

Because of menstrual cycle (sex 

differences) 

At work- gender issues 

Equality  issues 

Missing work because of 

periods 

Embarrassment 

Emotional issues 

Feeling Dismissed 

Pain 

Because of 

Symptoms 

such as 

fainting, 

vomiting, 

nausea, 

bloating, water 

retention, 

weight gain, 

mood,   

Impact on Others 

Feeling misunderstood 

Not taken seriously 

 

 



 

 

Category Subcategory Description Axial 

Coding 

The 

Workplace 

Workplace 

Culture 

 

Issues of 

inferiority & 

equality 

Male managers Psychosocial 

Sphere Not being taken seriously- not 

considered a valid ailment 

Feeling dismissed 

Equality- being different than 

men, career advancement 

concerns 

Other women at work with 

problems 

Occupational 

Health 

Absenteeism 

Productivity- ability to focus 

Impact of symptoms 

Workplace Accommodation 

Policy 

 

A good workplace makes a 

difference 

Economy Stress Leave 

Unemployment 

Under-employment 

Job Security 

Masking It- 

not  disclosing 

Being seen as weak 

Being at a disadvantage 

Embarrassment 

saying that they have other 

problems: kidney, migraines, 

etc. 

 

 

  



Appendix R 

Research Timeline 

Date Aim 

January-March 

2010 

 

 

Literature Review 

Clarify definitions of menstrual disorders for focus of study. 

Define target population. 

Consider method and design. 

Develop APA writing skills. 

April-June 

2010 

Literature Review extended to cover research design issues.  

Consider and develop questions for qualitative tool. 

Pre-study: 6 participants 

Transcribe, code and analyse interviews. 

June- October 

2010 

Survey Design and research methods 

Develop Interview Guide 

Study mixed methods 

Consider appropriate quantitative tool 

November 2010- 

January 2011 

Literature Review and Methods writing. 

Quantitative tools: Occupational Stress Inventory-Revised and 

Patient Health Questionnaire 

Finalise outcome measurement issues. 

 

February- December 

2011 

Exploratory Sequential Design implementation 

Recruit participants 

Qualitative interviews and concurrent quantitative samples. 

Complete qualitative interviews (n= 19) December 2011. 

Code and analyse data 

Develop Code Book 

Continued correlation and wider analysis. 

Literature Review and Methods writing 

December 2011- 

March 2012 

Implement Phase Two Quantitative Sample  

Recruit participants  

Gather data 

Quantitative sample goal n=50 

Continue writing Literature Review, Methods. 

May 2012 Present work in progress at conference.  

Work on Results and Writing Up.  

June 2012 Cease accepting subjects for data collection. 

Analyse statistics. 

Start writing Results section for dissertation. 

Literature Review and Methods writing. 

August 2012 Start statistical Analysis training 

August 2012 Submitted literature review for publication in UAL journal.  

 

September 2012 Statistical Analysis & SPSS training 

October 2012 Writing Up, Statistical Analysis & SPSS Training.  

October-July 2013 Writing Up 

 

 



Appendix S 

Participant Information Form Demographics Table 

Scale Frequency % 

 

Employment Status 

     Full-time 

     Part-time 

     Unemployed 

     Student full-time 

     Student part-time 

     Retired 

     On stress leave  

Marital status 

     Single (never married) 

     Single (after divorce/separation) 

     Married (first marriage) 

     Separated 

     Divorced 

     Widowed 

     Living with partner 

Children 

    No 

    Yes 

    Childfree by choice 

Number of children 

    0 

    1 

    2 

    3 

Level of Education 

    Professional diploma 

    Diploma or certificate 

    Bachelor’s degree 

    Master’s degree 

    PhD 

Type of Degree 

   Science 

   Humanities 

   Language 

   Social Sciences 

   Engineering 

   Education 

Diagnosed Health Conditions 

   Yes 

   No 

 

 

 

 

 

45 

9 

1 

2 

2 

2 

2 

 

24 

4 

18 

1 

2 

2 

12 

 

39 

19 

5 

 

3 

5 

11 

3 

 

9 

11 

17 

24 

2 

 

10 

9 

2 

16 

2 

3 

 

24 

39 

 

 

 

 

 

71.4 

14.3 

1.6 

3.2 

3.2 

3.2 

3.2 

 

38.1 

6.3 

28.6 

1.6 

3.2 

3.2 

19.0 

 

61.9 

30.2 

7.9 

 

13.6 

22.7 

50.0 

13.6 

 

14.3 

17.5 

27.0 

38.1 

3.2 

 

23.8 

21.4 

4.8 

38.1 

4.8 

7.1 

 

38.1 

61.9 

 

 

 



Taking Medications 

    Yes 

    No 

Screening Questions 

     Heavy Bleeding 

     Bothersome Cramping 

     Loss of Period (not pregnancy related) 

     Loss of Period due to pregnancy 

     None of the Above 

Psychological Issues 

     Anxiety 

     Depression 

     Insomnia 

     Excessive Sleepiness 

     Nervousness 

     Restlessness 

     Hopelessness 

     Feeling Sad 

     Feel that everything is an effort 

     None of the above 

Negative health behavior 

     Drinking more 

     Smoking more 

     Not exercising 

     None of the above 

Positive health behavior 

     Drinking less 

     Quit smoking 

     Exercising more 

     None of the above 

Weight and stress 

     Weight loss due to stress 

     Weight gain due to stress 

     None of the above 

Physical symptoms & work  

     Vomiting 

     Dizziness 

     Diarrhea 

     Nausea 

     Abdominal Pains 

     Back Pains 

     General Discomfort 

     Psychological Fatigue 

     Mental Strain 

     Headaches 

     Joint Pain 

     Bloating 

     None of the above 

 

 

 

20 

42 

 

27 

39 

5 

1 

16 

 

28 

19 

31 

22 

17 

25 

18 

36 

22 

12 

 

9 

6 

23 

32 

 

12 

3 

18 

34 

 

7 

17 

37 

 

9 

15 

17 

20 

44 

30 

37 

29 

21 

26 

13 

31 

12 

 

 

 

32.3 

67.7 

 

42.9 

61.9 

7.9 

1.6 

25.4 

 

44.4 

30.2 

49.2 

34.9 

27.0 

39.7 

28.6 

57.1 

34.9 

19.0 

 

14.3 

9.5 

36.5 

50.8 

 

19.0 

4.8 

28.6 

54.0 

 

11.1 

27.0 

58.7 

 

14.3 

23.8 

27.0 

31.7 

69.8 

47.6 

58.7 

46.0 

33.3 

41.3 

20.6 

49.2 

19.0 

 

 



Emotional symptoms & work 

     Sadness 

     Anxiety 

     Mood Swings 

     Persistent Irritability 

     Withdrawal 

     Difficulty Concentrating 

     Fatigue 

     Change in Appetite 

     Change in Sleeping Patterns 

     Feeling of Being Overwhelmed 

     None of the above 

Employment circumstances 

     Loss of job 

     Redundancy 

     Maternity Leave 

     Early Retirement 

     Increased pressure at work 

     Heavier workload 

     Change of job (new employer) 

     Change of job (same employer) 

     None of the above 

Economic Crisis Impact 

     Yes 

     No 

Employee Assistance Programme 

     Yes 

     No 

     Don’t know 

     Don’t know what that is 

Importance of Women’s Health Promotion 

     Yes 

     No 

 

19 

21 

30 

24 

18 

27 

39 

17 

23 

24 

12 

 

4 

4 

3 

1 

20 

17 

14 

4 

21 

 

12 

50 

 

22 

24 

10 

6 

 

62 

0 

 

30.2 

33.3 

47.6 

38.1 

28.6 

42.9 

61.9 

27.0 

36.5 

38.1 

19.0 

 

6.3 

6.3 

4.8 

1.6 

31.7 

27.0 

22.2 

6.3 

33.3 

 

19.4 

80.6 

 

35.5 

38.7 

16.1 

9.7 

 

100 

0 

 

*Valid percent reported  



Appendix T 

ICD 10 Menstrual Cycle and Related Symptoms Diagnoses and Billable Codes 

Codes Definition Billable for medical 

claim 

G43.821 

 

 

 

N91 

 

 

 

N91.0 

 

 

 

 

N91.2 

 

 

 

 

 

N91.3 

 

 

 

 

N91.4 

 

 

 

 

 

N91.5 

 

 

 

N92 

 

 

 

N92.0 

 

 

 

 

N92.1 

 

 

N92.2 

 

 

N92.3 

 

 

 

 

Menstrual migraine 

G43.821 is a billable ICD-10-CM code that can be used to specify 

a diagnosis. 

 

Absent, scanty and rare menstruation 

N91 is not a specific ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis. 

 

Primary amenorrhea 

Failure to start menstruation at puberty 

N91.0 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Amenorrhea, unspecified 

Absence of menses for three months or more 

Absence or abnormal cessation of the menses 

N91.2 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Primary oligomenorrhea 

Menstruation which is scanty or rare from the start 

N91.3 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Secondary oligomenorrhea 

Scanty and rare menstruation in a woman with previously normal 

periods 

N91.4 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Oligomenorrhea, unspecified 

N91.5 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Excessive, frequent and irregular menstruation 

N92 is not a specific ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis. 

 

Excessive and frequent menstruation with regular cycle 

N92.0 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Excessive and frequent menstruation with irregular cycle 

N92.1 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Excessive menstruation at puberty 

N92.2 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis 

 

Ovulation bleeding 

N92.3 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

 

 

Yes 

 

 

 

 

 

 

 

Yes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Yes 

 

 

 

 

Yes 

 

 

 

 

 

 

 

 

 



 

N92.4 

 

 

 

N92.5 

 

 

 

N92.6 

 

 

 

 

N93 

 

 

 

N93.0 

 

 

 

N93.8 

 

 

 

N93.9 

 

 

 

N94 

 

 

 

 

N94.0 

 

 

 

N94.1 

 

 

 

N94.2 

 

 

 

N94.3 

 

 

 

 

N94.4 

 

 

 

 

N94.5 

 

 

Excessive bleeding in the premenopausal period 

N92.4 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Other specified irregular menstruation 

N92.5 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Irregular menstruation, unspecified 

Deviations from the normal process; e.g. delayed, difficult, 

profuse, scanty, unusual bleeding. 

N92.6 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Other abnormal uterine and vaginal bleeding 

N93 is not a specific ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis. 

 

Postcoital and contact bleeding 

N93.0 is a billable ICD-10-CM code that can be used to specify a 

diagnosis 

 

Other specified abnormal uterine and vaginal bleeding 

N93.8 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Abnormal uterine and vaginal bleeding, unspecified 

N93.9 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Pain and other conditions associated with female genital 

organs and menstrual cycle 

N94 is not a billable ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis 

 

Mittelschmerz 

N94.0 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Dyspareunia 

N94.1 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Vaginismus 

N94.2 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Premenstrual tension syndrome 

(applicable to Premenstrual dysphoric disorder) 

N94.3 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Primary dysmenorrhea 

N94.4 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Secondary dysmenorrhea 

N94.5 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Yes 

 

 

 

Yes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Yes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



N94.6 

 

 

 

N94.8 

 

 

 

 

N94.9 

 

 

 

 

N80 

 

 

 

N80.0 

 

 

 

 

N80.1 

 

 

N80.2 

 

 

 

N80.3 

 

 

 

N80.4 

 

 

 

N80.5 

 

 

 

N80.6 

 

 

 

N80.8 

 

 

 

N80.9 

 

 

 

 

Dysmenorrhea, unspecified 

N94.6 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Other specified conditions associated with female genital organs 

and menstrual cycle 

N94.8 is not a billable ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis 

 

Unspecified condition associated with female genital organs and 

menstrual cycle 

N94.9 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis 

N80 is not a billable ICD-10-CM diagnosis code and cannot be 

used to indicate a medical diagnosis. 

 

Endometriosis of uterus 

N80.0 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis of ovary 

N80.1 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis of fallopian tube 

N80.2 is a specific ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis of pelvic peritoneum 

N80.3 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis of rectovaginal septum and vagina 

N80.4 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis of intestine 

N80.5 is a specific ICD-10-CM diagnosis code that can be used to 

specify a diagnosis. 

 

Endometriosis in cutaneous scar 

N80.6 is a billable ICD-10-CM code that can be used to specify a 

diagnosis 

 

Other endometriosis 

N80.8 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

Endometriosis, unspecified 

N80.9 is a billable ICD-10-CM code that can be used to specify a 

diagnosis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Yes 

 

 

 

 

 

 

 

Yes 

 

 

 

Yes 

 

 

 

 

 

 

 

Yes 

 

 

 

Yes 

 

 

 

 

 

 

 

Yes 

 

 

 

Yes 

 

 

 

Yes 

 

Note: Billable= medical code that can be used to specify a diagnosis on a reimbursement claim 

 


