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Abstract: Introduction: About 90% of menstruating women get advanced warning of an approaching period because of the
physical and/or psychological changes in the days before the period begins. Many women have mild symptoms and in a few it
may be severe. This study intends to find the commonest symptoms among students in health institutions in Zaria, Northern
Nigeria. Objective: To determine the commonest premenstrual symptoms among students in health institutions in Zaria.
Methods: A cross sectional study was carried out in some health institution in Zaria Northern Nigeria over a three month
period. A total of 300 students were interviewed using semi structured open ended questionnaires. Information about
premenstrual symptoms were sought. The criteria for the diagnosis of (Premenstrual Syndrome) PMS was based on the
Diagnostic and Statistical Manual of Mental Disorder (DSM IV Manual). Data was analyzed using computer software SPSS
version 20. Results: Medical students constituted 42.7%, Nursing 28.6%, Medical Laboratory 27.8% and Medical Records
0.9%.Their age range was 18 to 29 years with a mean age of 20 + 3 years. The mean age of menarche was 13.7 years (SD
2.1).The prevalence of PMS was 40.7%. The major tribes (Hausa/ Fulani, Igbo and Yoruba) were more likely to have the above
symptoms than both the Northern and Southern minorities. The commonest symptoms was abdominal pain/discomfort as seen
in 180 (70.6%) of the respondents. Tiredness 158 (61.0%) and painful/tender breasts 149 (57.1%) were also common. Fifty
seven percent (57.3%) 141 of them had severe symptoms warranting drug use while 8 (3.7%) had to be admitted in the hospital.
The use of drugs for the above symptoms as well as the hospitalization rate was not statistically significant. Conclusions: Both
physical and psychological premenstrual symptoms were found among these students which affected their quality of life. To
what extent these symptoms affect studies and family life in our environment requires further research.
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establishing the causes and generating effective treatments
for PMS. Its recognition is a twentieth-century event,
reflecting changes in our social structure and lifestyle. In the
past, the time between puberty and the menopause was filled
with many pregnancies when PMS disappears. Each was
followed by the cessation of ovulation caused by prolonged
breastfeeding.” "In the present day, with fewer pregnancies,
the effects of the menstrual cycle are more apparent.’

Studies have shown that most women experience
premenstrual symptoms during their reproductive years, but
not all perceive PMS as debilitating or distressing. However,
5-10% of women — approximately 1.5 million women in the
UK — suffer from such severe premenstrual symptoms or
premenstrual dysphoric disorder (PMDD) that their work,
relationships and social lives are impaired. "*

1. Introduction

Only recently was Premenstrual Syndrome (PMS)
accepted as a serious condition due to failure to distinguish
true PMS from milder physiological premenstrual symptoms
seen in majority the of women.' Premenstrual symptoms
occur in 95% of all women of the reproductive age while
PMS occurs in about 5% of these women.' Premenstrual
tension is the lay term in common use to describe PMS while
Premenstrual Dysphoric Disorder (PMDD) according to the
Fourth Edition of the Diagnostic and Statistical Manual of
Mental Disorder (DSM IV Manual) is the extreme
predominantly psychological end of the PMS estimated to
occur in 3% to 9% of women. *°

Over the last 60 years, research has been directed towards
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PMS is said to be a constellation of recurrent physical,

emotional or behavioural (psychological and or somatic)
symptoms occurring specifically during the luteal phase of
the menstrual cycle and resolving by the end of menstruation.
There must be a symptom free interval of at least one week
during the first half (follicular phase) of the menstrual cycle.
Although these conditions are not life threatening, the
symptoms can be so severe that they disrupt the patient’s
normal functioning, quality of life, mental health,
productivity and interpersonal relationships.”* '
Over 150 symptoms have been attributed to PMS. After
complaints of feeling "out-of-control”, anxious, depressed
and having uncontrollable crying spells, the most common
complaints are headache and fatigue. But symptoms may
vary from month to month and there may even be symptom-
free months. No woman present with all the PMS symptom:s.
Characteristically symptoms may be both physical and
emotional. They may include physical symptoms as headache,
migraine, fluid retention, fatigue, constipation, painful joints,
backache, abdominal cramping, heart palpitations and weight
gain. Emotional and behavioural changes may include
anxiety, depression, irritability, panic attacks, tension, lack of
co-ordination, decreased work or social performance and
altered libido."*"? Somatic symptoms include bloatedness,
breast swelling and pain, pelvic pain, headache, skin
disorders, and change in bowel habits and psychological
symptoms may include aggressiveness, inability to
concentrate, hypersomnia or insomnia, change in appetite
and specific food craving and increased craving for cigarette
smoking.'*"?

The main aim of this study was to assess and document the
prevalence of PMS among students in the Northern part of
Nigeria as few studies have been done in this area.

2. Methodology

Four institutions were randomly selected from a list of
Health Institutions in Kaduna State, Northern Nigeria after
the sample size was determined to be 300. This was a
descriptive cross sectional study using convenient sampling
in which semi-structured self- administered questionnaires
were given to female undergraduate students who gave their
consent in the Faculty of Medicine, School of Nursing,
School of Medical Laboratory Sciences and School of
Medical Records were interviewed. The questionnaires were
initially pretested in another school (not used in the study)
and modifications were made. Only students present at the
time of the interview were administered the questionnaires.
Ethic clearance was obtained from the Ahmadu Bello
University Teaching Hospital Ethics committee.

The criteria for the diagnosis of PMS were based on the
Diagnostic and Statistical Manual of Mental Disorder (DSM
IV Manual).

The data obtained was analyzed using SPSS 20.0 statistical
software. The P value of significance was set at 0.05.

3. Results

Of the 300 questionnaires administered only 262 were fit
for analysis after cleaning of the data.

Medical students were 112 (42. 7%), Nursing students
were 75 (28.6%), Medical Laboratory Science students were
73(27.8%) and Medical Records students were 2 (0.9%).See
Figure 1.
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Figure 1. Cadre of Students Interviewed

The Hausa /Fulani tribe were the largest in number; 95
(36.6%) followed by the Northern Minority; 72 (27.1%).
Most participants were unmarried 240 (91.7%). See Tables
land 2.

Table 1. Ethnic Groups

Ethnic Group Number Percentage
Hausa/Fulani 95 36.3
Yoruba 40 15.3
Igbo 38 14.3
Northern Minority 72 27.1
Southern Minority 17 6.5
Total 262 100

Table 2. Marital Status
Marital Status Number Percentage
Never Married 240 91.7%
Married 20 7.6%
Divorced 2 0.7

Their age range was between 18 and 29 years with a mean
age of 20 + 3 years. The mean age of menarche was 13.7
years with a standard deviation of 2.1. The prevalence of
PMS in this study according to the DSM IV criteria was
40.7%. There was no statistical difference in the occurrence
of symptoms across the groups.

The commonest symptoms was abdominal pain/discomfort
as seen in 180 (70.6%) of the respondents. Tiredness 158
(61.0%) and painful/tender breasts 149 (57.1%) were also
common. Fifty seven percent (57.3%) 141of them had severe
symptoms warranting drug use while 8 (3.7%) had to be
admitted in the hospital. One hundred and one (40.7%) of
these students said these symptoms interfered with their daily
activities. See Figure 2.
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Figure 2. Types of Symptoms experienced

There was a significant association seen when tribe was
cross tabulated with all the symptoms with weight gain,
tiredness, abdominal pain and mood changes being more likely
to occur among the major tribes (Hausa/ Fulani, Igbo and
Yoruba) than both the Northern and Southern minorities. The
use of drugs for the above symptoms as well as the

hospitalization rate was not statistically significant. See Table 3.

Table 3. Association Between Symptom And Tribe

Symptom P Value
Weight Gain 0.002
Tiredness 0.041
Abdominal Pain 0.017
Mood Changes 0.028
Use of Drugs 0.172
Hospitalization 0.173

Two hundred and fifty two (95.1%) had regular
menstruation. Fifty nine respondents (24.4%) were sexually
active.

4. Discussion

Premenstrual Syndrome primarily affects those in their late
twenties and early thirties without racial, socioeconomic or
other demographic predilection. '®'*This was seen in our
study as most of the respondents were in their 20s. Severe
PMS is more common between the ages of 30 and 40 years,
and in women with young children. PMS is rarely
encountered in adolescents."” It is said to affect the quality of
life of up to 40% of women of childbearing age. >

The prevalence of PMS in this study according to the DSM
IV criteria was 40.7%. This was slightly higher than 37.0%
seen in another African study by Tolossa et al in Ethiopia.”'

PMS is said to be commoner among whites and smokers
and in the obese (BMI above 30), there is a three-fold risk for
the development of this disorder. 22 Women with PMS are
also said to be at a greater risk of menopausal hot flushes,
depressed mood, poor sleep and decreased libido.23
Hysterectomized patients can still have PMS if at least one
ovary is present. 2, 7, 24

Some studies have shown prevalence of over 50% of
symptoms that include irritability, abdominal discomfort,

nervousness, headache, breast pain and fatigue. 3. 2526 The
commonest symptoms in our study were abdominal pain,
tiredness, painful breasts, depression and irritability.

Contrary to Western findings it has been shown in Africa
that a significant majority of women with PMS reported
more physical than emotional complaints. This is explainable
in terms of the widely held view that psychic conflicts in the
indigenous African are often somatised. This was illustrated
in our study as respondents had more physical symptoms
(abdominal pain, tiredness and painful breasts) than
emotional (irritability and depression); though the occurrence
of the emotional symptoms was also significant.

Marriage and history of pregnancy have suppressing
effects on the premenstrual physical complaints, mood
disturbance and impairment of social functioning. This
psychosomatic buffering might be due to higher premium
attached to marriage and child bearing as indices of fulfilled
living in traditional setting in Africa.”’

The actiology of PMS is unknown. Changes in the levels of
some hormones and their metabolites such as Prolactin,
Oestrogen, Progesterone, Endorphins, and Prostaglandins, and
their interactions with neurotransmitters and neurohormonal
systems such as Serotonin, GABA, Cholecystokinin and the
Renin-angiotensin-aldosterone system have been proposed. >
Many current treatments aim to alter the levels of these
hormones such as the use of oral contraceptives, Progesterone,
Bromocriptine, Prostaglandin synthetase inhibitors (especially
mefenamic acid) and danazol.” Treatments that suppress
ovulation have been found to be effective for premenstrual
symptoms.”” ** Some authors in an Australian study have
suggested some psychological coping methods. 3

Because PMS continues after hysterectomy if the ovaries
are conserved, but disappears during pregnancy, with drug-
suppressed ovulation and after the menopause when the
ovaries are removed, gonadal hormones seem to be causal.
However, no significant hormonal differences between those
with PMS and those without the disorder have been found. *’
The current consensus is that PMS is the result of reaction to
normal hormonal, biological and environmental change in
susceptible women. The pathogenesis is said to involve
altered central neuroregulation and disordered homeostasis.
This viewpoint has encouraged the investigation of neuro-
endocrine modulated central neurotransmitters and the role of
the hypothalamic-pituitary-gonadal axis in PMDD. 27.29

The absence of specific tests for PMS and inconsistent
acknowledgement of over 150 symptoms contribute to the
difficulty in diagnosis, which relies on charting the timing of
symptoms and menstruation hence the wide range of
symptoms seen in our study was not unexpected. Symptoms
arise during the luteal phase of the menstrual cycle. If
behavioural symptoms persist throughout the menstrual cycle
then the disorder might be psychological or psychiatric.’

5. Conclusion

Both physical and psychological premenstrual symptoms
were found among students in Northern Nigeria which
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affected their quality of life. This shows that PMS actually
exists in our environment. To what extent these symptoms
affect studies and family life in our environment need further
research.
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