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Abstract:

Objectives: To assess the prevalence of Premenstrual Dysphoric Disorder (PMDD) and assess knowledge, attitude,
and practice regarding Egyptian females.

Methods: This study used a cross-sectional, descriptive design to collect data from a gynecological outpatient clinic
at  Al-Azhar  University  Hospital  in  Damietta  and  the  Obstetrics  and  Gynecology  Specialty  Center  in  Mansoura
University Hospital. The study was conducted from April 2022 to August 2022. A self-administered questionnaire and
screening  tools  were  used  for  data  collection.  The  tools  used  were  the  Premenstrual  Symptoms  Screening  Tool
(PSST),  attitudes  and practices  related  to  PMDD care.  Multivariate  logistic  regression  analysis  was  conductedto
predict PMDD knowledge.

Results & Discussion: The prevalence of PMDD was 10% among the 150 women who agreed to participate in this
study.  About  47%  (n  =  70)  of  the  women  had  good  PMDD  knowledge.  High  educational  level  was  a  significant
predictor of knowledge about PMDD. The majority of females (98%) believed that PMDD awareness is essential and
that PMDD symptoms are caused by life stressors. Around half of the women who are diagnosed with PMDD (47.0%
of the 10% of those diagnosed with PMDD) reported discussing the disorder with family members, and about one-
third thought that this conversation was extremely beneficial. Husbands and friends were the most common source of
social support (42.9%). Only 20% discussed the issue with a doctor, majority of who(66.7%) were psychiatrists.

Conclusion: PMDD is prevalent among Egyptian females; however, they have adequate knowledge and a positive
attitude toward PMDD. There is a need to establish a maternal mental consultation at the reproductive and maternal
health  care  unit  to  prevent  and  promote  mental  well-being  and  contact  with  PMDD  and  similar  female  mental
problems.

Synopsis: The majority of the participants reported having adequate knowledge of PMDD and a positive attitude
toward  the  significance  of  raising  awareness  of  it.  The  significant  predictor  of  PMDD knowledge  was  university
education. Talking to family and friends was useful to overcome the symptoms of PMDD.
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1. INTRODUCTION
The  reproductive  system  of  females,  unlike  males,

shows regular cyclic changes [1]. Over 200 psychological,
physiological,  and  behavioral  alterations  occur  in  the
female  body  due  to  the  menstrual  cycle  [2].  During  the
menstrual  cycle,  sex  hormones  are  responsible  for
physiological changes in the reproductive organs, as well
as changes in the female’s physical and mental condition
[3].  The  majority  of  females  go  through  at  least  one  of
these changes,  such as  irritation,  mental  instability,  and
physical symptoms like headache or bloating, particularly
during the luteal phase. Premenstrual Dysphoric Disorder
(PMDD)  is  a  diagnosis  given  when  a  patient's  mental
symptoms  are  severe  enough  to  affect  their  ability  to
function in social situations and other areas of their life,
such as their ability to work efficiently [4].  In 20-40% of
females, these symptoms may indicate a psychopathology
that can significantly affect a female’s quality of life [5].

Premenstrual  Syndrome  (PMS)  and  Premenstrual
Dysphoric  Disorder  (PMDD)  are  two  forms  that
characterize  the  changes  in  the  mental  health  status  of
females due to hormonal disturbances, as aforementioned
[6].  PMS  refers  to  a  set  of  emotional,  somatic,  and
behavioral  symptoms  that  occur  cyclically  only  in  the
luteal  phase  and  subside  with  the  onset  of  menstrual
bleeding.  In  contrast,PMDD  is  a  severe  form  of  PMS
manifested  by  more  intensified  emotional  symptoms
affecting a subset of menstruating women with a disease
burden  compared  to  other  depressive  disorders  [7].
Premenstrual  Dysphoric  Disorder  (PMDD)  criteria  are
mentioned in section II (Diagnostic Criteria and Codes) in
the DSM-5TR, under the depressive disorders part of this
section.  The  female  must  have  premenstrual  dysphoric
symptoms during the majority of menstrual periods in the
past year. These symptoms should begin five days before
menses,  improve  during  menses,  and  fade  away  after
three days of menses. The female must have at least five
premenstrual  dysphoric  symptoms  to  be  diagnosed  as  a
case of PMDD. At least one of the five symptoms must be
one  of  the  following:  labile  mood,  irritability  or  anger,
depressed mood and anxiety and tension. Other symptoms
include  decreased  interest,  concentration  difficulties,
fatigue,  change  in  appetite,  change  in  sleep  habits,
instability, and physical symptoms. The physical symptoms
include breast tenderness, swelling, joint or muscle pain,
and weight gain. These symptoms do not attribute to other
physical  or  psychological  disorders  or  medications  and

interfere  significantly  with  social  and  work  life  [8].
Treatment  of  PMDD  may  take  the  pharmacological  and
nonpharmacological options. The last option is preferable
among  females  [9].  Nonpharmacological  strategies  are
cognitive  behavioral  therapy,  dietary  modification
(restricted salt, restricted caffeine, and restricted alcohol),
moderate  regular  exercise,  stress  management,  and
supportive  therapy  [9].

Studies showed that PMDD predisposes the onset and
exacerbation of other mental health disturbances, such as
depression,  dysthymia,  and  generalized  anxiety  disorder,
and  increases  the  risk  of  antenatal  peri-menopausal
depression  [10].  Studies  showed  that  the  12-month
prevalence  of  PMDD  is  1.8–5.8%  among  menstruating
women  [5].  However,  the  severity  of  symptoms  may  vary
among women suffering from PMDD, which has also been
addressed by the literature, leading to higher rates of PMS
and  PMDD:  15.0-20.0%  and  3.0-8.0%,  respectively.  Such
rates are also dependent on the developmental phase of the
female. For example, in a study targeting female university
students  during their  exam time,  we found that  PMS was
92.3%  and  that  PMDD  was  7.7%  [11].  Such  figures  are
considered  alarming  to  mental  health  and  reproductive
health professionals due to serving consequences on quality
of life and functionality [12]. Thus, healthcare professionals
need to be aware of and well-equipped with knowledge and
skills to detect and manage PMS and PMDD.

The figures of PMS and PMDD indicate the need to be
aware of the impact of the long-term effects of the situation
and the  attitude of  women towards  seeking psychological
counseling as needed. Previous reports showed that women
suffering  from  PMS  or  PMDD  rarely  seek  medical
counseling  and  that  among  those  who  do,  a  sufficient
response to their needs is not obtained in a large proportion
of  cases  [13,  14].].  Such  a  negative  attitude  and  low
tendency  to  seek  appropriate  counseling  may  delay
treatment and contribute to the exacerbation of symptoms,
leading  to  further  biological,  psychological,  and  social
problems. Attitude however, largely depends on the level of
knowledge  of  women  and  considered  the  keystone  to
appropriate  practice.  Lack  of  knowledge  could  be  one
significant  reason  for  not  considering  psychological  and
medical counseling [15]. This would suggest that assessing
females'  attitudes,  knowledge  and  practices  utilizing  the
KAP model would enlighten the health professionals about
the severity of such a mental situation and enable them to
manage it appropriately.
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Egypt  is  a  highly  populated  country  that  suffers
unequal  distribution  of  health  services.  Mental  health
problems  among  females  are  considered  one  of  the
significant issues in Egypt; however, this requires females
themselves  to  beware  and  very  literate  about  female-
related mental health problems such as PMS and PMDD.
Globally, mental disorders are stigmatized, and people do
not  explicitly  declare  their  mental  health  needs.  This
situation  is  much  more  evident  among  the  Egyptian
population  and  might  contribute  to  further  obstacles  to
seeking mental health services. Nevertheless, efforts are
directed toward the enhancement of mental health literacy
as one proving step toward improving the use and access
to  mental  health  services.  Investigating  the  knowledge,
attitudes,  and  practices  of  Egyptian  females  is  one
cornerstone to improving mental health literacy, use and
access  to  mental  health  services.  This  study  came  to
respond to this important need and steps and attempt to
extend  our  understanding  regarding  the  knowledge,
attitudes, and practices of Egyptian females toward PMS
and PMDD in Egypt.

2. MATERIALS AND METHODS

2.1. Study Design
This  cross-sectional  survey  was  conducted  in  the

gynecological  outpatient  clinic  at  Al-Azhar  University
Hospital  in  Damietta  and  Obstetrics  and  Gynecology
Specialty  Center  in  Mansoura  University  Hospital.  The
study  was  conducted  from  April  2022  to  August  2022.

2.2. Inclusion Criteria
Enrolled  participants  were  adult  females  of  repro-

ductive age with a history of regular menses in the last six
months and agreed to take part in this survey.

2.3. Exclusion Criteria
History  of  any  psychological  or  any  other  medical

disease,  history  of  taking  any  psychological  or
chemotherapy  treatment  or  any  other  drugs  that  may
contribute  to  psychological  symptoms  that  may  overlap
with PMDD and PMS or influence their ability to answer
the survey questions.

2.4. Sampling
To have a representative sample design, stratification

of the target population based on the number and weight
of  patients  attending  the  studied  hospitals  during  the
study  time  was  done,  i.e.,  Damietta  University  Hospital
(3000)  and Obstetrics  & Gynecology  Specialty  Center  in
Mansoura University Hospital (2000). This sample frame
provided access to a proper sample selection. A systematic
random sampling  methodology  was  used  to  conduct  our
study. In each hospital, women were selected randomly (1,
4,  7,  and  10,  etc.).  All  attendants  who  agreed  with  the
inclusion  requirements  were  hired  before  the  target
sample  size  was  met.

2.5. Sample Size
The minimum sample size required was 111, and this

number  was  rounded  to  150  to  compensate  for  any
dropout  of  case  or  incomplete  files  and  sampling  error.
The  sample  size  represented  (40%)  of  the  Obstetrics  &
Gynecology  Specialty  Center  in  Mansoura  University
Hospital  and  (60%)  of  Damietta  University  Hospital
patients.  The  sample  size  was  calculated  according  to
Stat-Calc  software,  Epi-info  version  7  -  based  on  a  95%
confidence level, 5% margin of error, and the prevalence
of  premenstrual  dysphoric  disorder  by  8%  [13]  in
literature  (Available  at  the  official  website  of  Egyptian
Central  Agency  for  Mobilization  and  Statistics)  [16].

2.6. Instrumentation
After  a  comprehensive  literature  search  in  Medline,

Embase, Web of Science, and Google Scholar, researchers
were able to pinpoint the crucial components of Egyptian
women's knowledge, attitudes, and practices about PMDD,
which were formulated in the form of a questionnaire. It
was  originally  developed  in  English  and  translated  and
distributed in the Arabic language according to the WHO
guidelines  for  tool  adaptation  and  translation.  Face,
content  and  construct  validity  were  conducted  using
experts in the field of mental health and women’s health to
appraise  the  developed  scales.  The  experts  were  also  to
authenticate  and  validate  the  questions  in  terms  of
relativity,  simplicity,  and  importance.  A  pilot  trial  was
conducted on twenty participants (excluded from the final
analysis)  to  test  for  clarity,  simplicity,  time  needed,
cultural appropriateness and practicality. The scales were
finalized  after  a  series  of  group  discussions  with  an
estimated completion time of about 10-15 minutes. In this
study,  the  scale  showed  good  internal  consistency  with
Cronbach's alpha of 0.638.

The tools were:
• The Premenstrual Symptoms Screening Tool (PSST)

for  clinicians  [17,  18]:  The  Premenstrual  Symptoms
Screening  Tool  applies  a  necessary  degree  of
measurement of the severity and impact of premenstrual
symptoms using an easy 4-point rating system (not at all,
mild,  moderate,  and  severe).  It  determines  whether
women  meet  the  criteria  for  PMDD  or  not.

• Knowledge domain (9 Items): Sources of knowledge
and  questions  about  the  clinical  presentation  of  PMDD,
comparing PMDD with PMS, and management of PMDD.
The  scale  showed  good  internal  consistency  with
Cronbach’s  alpha  of  0.71.

• Attitude domain (7 Items): PMDD awareness needs,
seeking  medical  and/or  psychiatric  advice,  attitude
towards  PMDD,  cause  of  symptoms,  and  management
support.  Responses  are  based  on  three  Likert  scales
(Agree,  Neutral,  &  Disagree).  The  scale  showed  good
internal  consistency  with  Cronbach’s  alpha  of  0.74.

• Practice domain (11 Items) was applied to gauge the
participants'  treatment  of  PMDD  if  they  indicated  a
positive  diagnosis.  Talk  to  those  around  you  about  the
problem,  the  direction  of  medical  care,  the  type  of
specialization  that  was  directed  toward,  and  how  to
overcome  this  problem,  pharmacologically  or  non-
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pharmacologically.  The  scale  showed  good  internal
consistency  with  Cronbach’s  alpha  of  0.68.

In addition, socio-demographics information, including
age, education, history related to obstetrics,  medication,
menstruation,  and  information  on  general  examination
such  as  the  BMI.

2.7. Statistical Analysis
Data  management  and  statistical  analysis  were  done

using  SPSS  version  28  (IBM,  SPSS).  Quantitative  data
were  assessed  for  normality  using  the
Kolmogorov–Smirnov  test  and  direct  data  visualization
methods.  According to normality,  quantitative data were
summarized as means and standard deviations or medians
and  ranges.  Categorical  data  were  summarized  as
numbers  and  percentages.  Quantitative  data  were
compared  according  to  the  occurrence  of  PMDD  and
PMDD  knowledge  using  an  independent  t-test  or  Mann-
Whitney U test for normally and non-normally distributed
quantitative variables, respectively. Categorical data were
compared using the Chi-square test. Multivariate logistic

regression analysis was done to predict PMDD knowledge.
Odds ratios and 95% confidence intervals were calculated.
All statistical tests were two-sided. P values less than 0.05
were considered significant.

3. RESULTS

3.1. Participants' Demographic Characteristics
The mean age of females was 29 ±6 years. The median

number  of  siblings  was  two,  ranging  from  0-6.  Most
females  were  married  (90.7%)  and  in  rural  residences
(78%).  More  than  one-third  were  housewives  (41.3%).
About  one-third  had  a  university  or  above  education
(32.7%), and about half had a secondary school education
(47.3%). Only 16.7% had basic education, and 3.3% were
illiterate.  The  mean  height  and  weight  were  166  ±7  cm
and  74  ±11  kg,  respectively.  Only  13.3% had  a  surgical
history.  The  most  frequent  contraceptive  method  was
IUCD (31.3%), followed by COCs (30%). About one-quarter
(21.3%)  did  not  use  a  contraceptive  method.  The
prevalence of PMDD was 10%, as demonstrated in Table
1.

Table 1. General characteristics of the studied females.

General Characteristics -

Age (years) 29 ±6
Number of siblings 2 (0 - 6)

Marital status -
Not married 14 (9.3)

Married 136 (90.7)
Residence -

Rural 117 (78)
Urban 33 (22)
Job -

Housewife 62 (41.3)
Working woman 88 (58.7)
Education level -

Illiterate 5 (3.3)
Basic 25 (16.7)

Secondary school 71 (47.3)
University or above 49 (32.7)

Height (cm) 166 ±7
Weight (kg) 74 ±11

Surgical history 20 (13.3)
Contraceptive method -

COCs 45 (30)
Injection 14 (9.3)

IUCD 47 (31.3)
Implant 9 (6)
Condom 1 (0.7)

Emergency bill 1 (0.7)
Tubal ligation 1 (0.7)

No contraception 32 (21.3)
PMDD 15 (10)

Note:  Data  were  presented  as  mean  ±SD,  median  (min-max),  or  number  (percentage);  COCS:  Combined  oral  contraceptive  pill;  IUCD:  intra-uterine
contraceptive device.
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3.2. Description of the Study Variables

3.2.1. Knowledge
About  half  of  the  studied  females  (46.7%,  n  =  70)

reported knowledge about PMDD. About one-third (30%, n
=  45)  stated  that  gynecologists  are  better  than
psychiatrists  in  treating  PMDD.  About  one-third  (34.3%,

n=  47)  reported  that  PMDD  does  not  require  medical
treatment.  Additionally,  most  females  (72.0%,  n  =  108)
reported  that  non-medical  methods  effectively  reduce
PMDD  symptoms.  Only  18.6%  (n  =  27)  reported  that
hormonal  therapy  is  not  used  in  treating  PMDD,  while
17.3% (n=27) stated that antidepressants are mandatory,
as demonstrated in Table 2.

Table 2. PMDD knowledge among the studied females.

- n (%)

Knowledge about PMDD 70 (46.7)
The source of knowledge is TV * 35 (50)

The source of knowledge is symposium* 14 (20)
The source of knowledge is books* 24 (34.3)

Auditory hallucination is a PMDD symptom * -
Yes 2 (2.9)
No 65 (92.9)

I don't know 3 (4.3)
Headache is a PMDD symptom * -

Yes 62 (88.6)
No 5 (7.1)

I don't know 3 (4.3)
Suicidal tendency is a PMDD symptom * -

Yes 4 (5.7)
No 63 (90)

I don't know 3 (4.3)
PMDD is associated with suicidal attempts* -

Yes 9 (12.9)
No 46 (65.7)

I don't know 15 (21.4)
PMDD is associated with sleeping disorders* -

Yes 43 (61.4)
No 12 (17.1)

I don't know 15 (21.4)
Gynecologists are better than psychiatrists in treating PMDD* -

Yes 21 (30)
No 27 (38.6)

I don't know 22 (31.4)
PMDD does not require medical treatment* -

Yes 24 (34.3)
No 30 (42.9)

I don't know 16 (22.9)
Non-medical methods are effective in reducing PMDD symptoms* -

Yes 51 (72.9)
No 5 (7.1)

I don't know 14 (20)
Hormonal therapy is not used in treating PMDD* -

Yes 13 (18.6)
No 12 (17.1)

I don't know 45 (64.3)
Antidepressants are mandatory in treating PMDD* -

Yes 12 (17.1)
No 24 (34.3)

I don't know 34 (48.6)
Note: *Percentages were calculated based on 70 patients who had PMDD knowledge.
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3.2.2. Attitude
Most females (98%) agreed that PMDD awareness is a

must. Most females did not mind seeking medical advice
(79.3%),  psychiatrist  consultation  (64.7%),  or  family
support (68%) about PMDD. Most females (84%) preferred
dealing with PMDD by talking. In contrast, only 9.3% and
6.7%  preferred  dealing  with  hormonal  treatment  or

antidepressants, respectively. Most females (80%) agreed
that PMDD symptoms are due to life stress. Only 12%, 4%,
and  4.7%  agreed  that  PMDD  is  due  to  weakness  in
personality,  envy,  or  possession  by  spiritual  shades,
respectively. Most females (91.3%) agreed to change their
lifestyle if it would help overcome PMDD, as demonstrated
in Table 3.

Table 3. PMDD attitude among the studied females.

- n (%)

tdere must be awareness about PMDD -
Agree 147 (98)

Disagree 2 (1.3)
Neutral 1 (0.7)

I do not mind seeking medical advice about my PMDD -
Agree 119 (79.3)

Disagree 21 (14)
Neutral 10 (6.7)

I do not mind seeking a psychiatrist consultation if necessary -
Agree 97 (64.7)

Disagree 40 (26.7)
Neutral 13 (8.7)

I prefer dealing with PMDD symptoms by talking -
Agree 126 (84)

Disagree 23 (15.3)
Neutral 1 (0.7)

I prefer dealing with PMDD symptoms with hormonal treatment -
Agree 14 (9.3)

Disagree 135 (90)
Neutral 1 (0.7)

I prefer dealing with PMDD symptoms with antidepressant -
Agree 10 (6.7)

Disagree 139 (92.7)
Neutral 1 (0.7)

I do not mind seeking family support to overcome PMDD -
Agree 102 (68)

Disagree 33 (22)
Neutral 15 (10)

PMDD symptoms are probably due to weakness in personality -
Agree 18 (12)

Disagree 129 (86)
Neutral 3 (2)

PMDD symptoms are probably due to envy -
Agree 6 (4)

Disagree 141 (94)
Neutral 3 (2)

PMDD symptoms are probably due to possession by jen -
Agree 7 (4.7)

Disagree 140 (93.3)
Neutral 3 (2)

PMDD symptoms are probably due to life stress 120 (80)
Agree 27 (18)

Disagree 3 (2)
Neutral -

I am willing to change my lifestyle if this helps me overcome PMDD -
Agree 137 (91.3)
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- n (%)

Disagree 13 (8.7)
Neutral 0 (0)

Table 4. PMDD practice among females with PMDD.

- n (%)

talking to family member(s) about PMDD symptoms 7 (46.7)
talking to husband * 3 (42.9)

talking to sister * 1 (14.3)
talking to friend * 3 (42.9)

The extent of this talking help in PMDD * -
Sometimes 4 (57.1)
Extremely 3 (42.9)

-
I discussed the topic with a doctor 3 (20)

The specialty of the doctor ** -
Psychiatrist 2 (66.7)

Other 1 (33.3)
I practiced non-medical methods to overcome PMDD 7 (46.7)

Type of non-medical methods * -
Sport 4 (57.1)
Music 3 (42.9)

The non-medical method was effective * 7 (100)
The doctor prescribed medication for me 1 (6.7)

I took the medication prescribed † 0 (0)
Type of medication prescribed † -

Antidepressant 1 (100)
Note: *Percentages were calculated based on 7 patients; **Percentages were calculated based on 3 patients; † Percentages were calculated based on 1
patient.

3.2.3. Practice
Only  15  patients  had  PMDD  and  were  asked  about

their practice. About half (46.7%, n = 70) reported talking
to  family  members  about  PMDD,  and  about  one-third  of
them (42.6%, n = 64) reported extreme help with this talk.
Husbands  and  friends  were  the  most  frequent  persons
(42.6%,  n=  46).  Only  20%  (n  =  30)  discussed  the  topic
with  a  doctor,  mainly  a  psychiatrist  (66.7%,  n  =  100).
About half (46.7%, n = 70) practiced non-medical methods
to  overcome  PMDD,  and  all  reported  these  methods'
effectiveness. The most frequent non-medical method was
sport (57.3%, n= 86), followed by music (42.6%, n= 64).
Only  one  female  reported  that  the  doctor  prescribed

medical  treatment  (antidepressant),  and  she  did  not
receive  it,  as  demonstrted  in  Table  4.

3.2.4. Factors Affecting PMDD Knowledge
Patients  were  classified  according  to  PMDD

knowledge. Seventy patients had PMDD knowledge, while
80  (53.3%)  did  not.  Those  with  PMDD knowledge  had  a
significantly lower number of rural residences (p = 67.1%
vs. 87.5%, p = 0.003), lower housewife number (20% vs.
60%,  p  <  0.001),  lower  number  of  university  education
level (35.7% vs. 95%, p < 0.001). No significant difference
was reported regarding age (P = 0.819), as demonstrated
in Table 5.

Table 5. Factors affecting PMDD knowledge.

- PMDD Knowledge -

- Yes (n = 70) No (n = 80) P-value

Age (years) 29 ±6 29 ±6 0.819
- - -
- - -

Married women 58 (82.9) 78 (97.5) 0.002*
Residence - - -

Rural 47 (67.1) 70 (87.5) 0.003*
Urban 23 (32.9) 10 (12.5) -

(Table 3) contd.....
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- PMDD Knowledge -

- Yes (n = 70) No (n = 80) P-value

Job - - -
Housewife 14 (20) 48 (60) <0.001*

Working woman 56 (80) 32 (40) -
Education - - -

Below university 25 (35.7) 76 (95) <0.001*
University or above 45 (64.3) 4 (5) -

Note: Data were presented as mean ±SD, median (min-max), or number (percentage); * Significant.

Table 6. Multivariate logistic regression analysis to predict PMD knowledge.

- OR (95% CI) P-value

Number of siblings 0.75 (0.47-1.21) 0.240
Marital status 1.25 (0.14-11.39) 0.838

Residence 2.03 (0.65-6.31) 0.222
Working female 1.92 (0.72-5.09) 0.190

University education 17.09 (5.11-57.12) <0.001*
Surgical history 3.17 (0.7-14.38) 0.134
Contraception 0.38 (0.09-1.55) 0.176

Note: * Significant; OR: Odds ratio; 95% CI: 95% confidence interval.

3.2.5. Predictors of PMDD Knowledge
All  significant  variables  on  the  univariate  level  were

included  in  a  multivariate  logistic  regression  analysis  to
predict PMDD knowledge. The only significant predictor in
the model was university education (OR = 17.918, 95% CI
= 5.112 – 57.124, p < 0.001), as demonstrated in Table 6.

4. DISCUSSION
This study emphasized the significant contribution of

PMDD  by  evaluating  the  prevalence  and  assessing  the
knowledge,  attitude,  and  practices  concerning  PMS.  We
found that the prevalence of PMDD was 10%. The results
of this study agree with other previous reports that found
that  PMDD  ranges  from  4.8%  to  18.0%  [19-21].  Such
variation might be related to methodological issues such
as the difference in sample and sampling and the cultural
context  of  the  selected  sample.  In  the  present  study,
approximately  half  of  the  participants  reported  having
good knowledge about PMDD. Although women in Egypt,
similar  to  other  neighboring  countries,  do  suffer  from  a
lack of health literacy in many health-related issues, they
were  able  to  identify  and  prove  that  they  have  the
appropriate  knowledge  regarding  one  significant  female
mental  illness  [22,  23].  Different  explanations  can  be
proposed  here  that  might  explain  the  good  knowledge
among women. For example, almost half of the women are
working and have a higher level of education. This might
have contributed to having them more exposed to different
resources  of  information  and  provided  them  with  the
opportunity  to be more oriented to symptoms that  could
explain their changes in mood. Being well-educated would
suggest  that  they could  seek and find information about
what  they  feel  from  different  resources.  The  results
suggest that education and being an active worker would
enhance women's  awareness  and be more literate  about

their  mental  health  status,  connecting  that  to  their
philological  functions.  The  results  support  previous
reports  that  women  with  higher  levels  of  education  had
higher  levels  of  PMDD  knowledge  [21],  who  discovered
that  higher  education  was  an  independent  predictor  of
PMDD  symptoms.  As  a  result,  raising  awareness  among
persons with limited education is critical, as they may not
have  enough  access  to  information  about  PMDD
symptoms.

The study of Delelegn et al. [24] revealed that PMDD
symptoms  were  connected  with  increased  severity  of
stress, which is consistent with the current study's finding
that  most  females  (80%)  reported  that  PMDD symptoms
are caused by life stress.

One significant contribution of this study to the body of
knowledge  is  the  high  level  of  awareness  about  seeking
psychological  care  for  PMDD when needed.  Almost  two-
thirds of women expressed that they do not mind receiving
medical advice, psychiatrist consultation, and seeking out
family support on PMDD. Such a high level of awareness is
considered  antistigma  behavior  that  would  enhance  the
general community's mental well-being. Unfortunately, no
comparative  studies  have  been  found  within  the  same
cultural context that have been published in spite of the
knowledge that stigma among Arabs, in general, is one of
the  most  significant  negative  factors  that  contribute  to
delay in seeking treatment and exacerbate the health and
wellbeing of those suffering mental health problems and
illnesses  [24-27].  The  good  knowledge  and  awareness
among women in this study also contributed reflected in
their  practices,  where  we  found  that  most  of  them
reported  talking  to  their  family  about  PMDD  symptoms
and  did  not  receive  help  with  such  initiation  of
communication  with  family  members.

One limitation of this study is related to the settings of

(Table 5) contd.....
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data  collection  in  which  two  medical  centers  have  been
included in our study. Therefore, the study findings cannot
be generalized to all women in Egypt. The PSST, which is
a  screening  rather  than  a  diagnostic  tool,  was  used  to
evaluate  PMDD.  This  may  also  contribute  to  the  high
prevalence  of  PMDD  among  the  current  sample.

CONCLUSION
This study reveals that around 10% of the women who

participated in this study have PMDD, and the majority of
those women believe that PMDD awareness is important
and advocate seeking medical advice. Higher educational
level  is  the  only  significant  predictor  of  good  PMDD
knowledge  in  the  present  study.  Talking  to  family
members, especially the husband, is helpful to overcome
the symptoms of PMDD. The results indicate that mental
health  literacy  is  one  significant  factor  that  needs  to  be
sustained  among  women.  Orientation  and  early
intervention mental health screening are required at the
obstetrics and gynecology outpatient unit. This will enable
assessing  and  intervening  earlier  to  prevent  the
development  of  symptoms  of  mental  disorders  if  not
treated and managed well. Further longitudinal research
is  needed  larger  sample  size  to  address  the  long-term
consequences of PMDD and identify skills of management
among women when they suffer symptoms. Variables such
as social support and psychological well-being have to be
addressed at every visit to maternal and child health care
centers.
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