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CHAPTER I  

 

INTRODUCTION 

 
1.1 Background and Rational  

Since the first time that the definition of Premenstrual Syndrome    

       (PMS) was designated in 1931. Premenstrual Syndrome is a combination of  

       physiological, behavioral and psychological symptoms which are presented in the  

       late luteal phase of menstrual cycle in women at the reproductive age and will   

       disappear within several days after the start of the menstruation flow and repeat in  

       many cycles.P

[1]
P 

Menstrual cycle: P

[2]
P 

Menstrual cycle is the natural reproductive cycle in women with 

       childbearing age (15-49 years, WHO). It was separated by ovarian cycle and  

uterine cycle. 

The ovarian cycle is the change which occurs in the follicles of the ovary 

and the uterine cycle is the change in the endometrial lining of uterus. Both 

cycles can be divided into 3 phases.  

The ovarian cycle divided to: 

 The follicular phase 

 The ovulation phase 

 The luteal phase (this phase is the important phase which involves in the 

premenstrual syndrome). 

The uterine cycle divided to: 

 The menstruation phase 

 The proliferative phase 

 The secretory phase 
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Premenstrual Syndrome (PMS) 

PMS is the condition which one or more of the various symptoms to 

affect a daily life, job, and the person’s life style that performs and disappears 

after the menstruation.P

[3]
P The symptoms frequently described are mainly to 

stomachache, dyspnea, anxiety, depression, crying attacks, irritability and 

extremities swelling which all of these symptoms are arise within the last 7 or 10 

days of menstrual cycle.P

[4]
P The definition of PMS have varied over the years and 

it remains a condition that is not completely understood or accepted by all 

medical professionals. 

Epidemiological surveys had performed that the frequency of 

premenstrual related symptoms are quite high (approximated 80-90%) P

[5], [6]
P and 

5% are the severe symptoms which interfere personal and social relationships or 

work. In many cases required medication treatment. P

[7]
P 

PMS is a complicated condition which includes various mild-to-severe 

intensities of physical and psychological symptoms. Severe psychological of 

PMS is known as Premenstrual Dysphoric Disorder (PMDD).  

PMS has been defined by using the different criteria and different organizations. 

The three current most common diagnostic methods are as follows: P

[8]
P 

 The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 

 The American college of Obstetricians and Gynecologists (ACOG)  

 The WHO’s International Classification of Diseases (ICD-10) 

 Although the incidence of PMS is widespread and among menstruating 

women of all ages, the medication treatment needs are in the women over the 30 

years up P

[9]
P and usually report that the symptoms occurred for several years. 

PMS Assessment and diagnosis 

The etiology of PMS is still not clear or fully known. Premenstrual 

syndromes are heritable. Some research suggests that normal ovarian function is 

the cyclical trigger for biochemical events in the central nervous system and the 

other organs. The current consensus is that women with severe PMS or PMDD 

may have an altered serotonergic sensitivity to gonadal steroid fluctuations. P

[10]
P  
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Many premenstrual symptoms have been diagnosed but the most 

important of these symptoms are only the timing and severity. PMS symptoms 

must be sufficiently severe to interrupt the normal functions, quality of life, and 

the interpersonal relationships. Symptoms must occur in the luteal phase of the 

menstruation cycle and be relieved by menstruation flow.  

The classical symptoms are usually described as breast pain, bloating,  

back pain, headache, tension, irritability, depression, feeling out of control, 

aggression, and more food consumption needs. There are no biomedical tests 

available for PMS diagnosis. The diagnosis based on history and the patient 

subjective.P

[11] 
PMore studies performed that the PMS affected to reduce work 

productivity and more interfere with normal daily tasks and increased the absent 

working days of the women.  

The study from Borenstein Je et al.P

[12]
P  performed the survey from the 

women with PMS 28.7% compared to the women without PMS by using Mental 

Component Summary (MCS) and Physical Component Summary (PCS) scale 

scores of the Medical Outcomes Study Short Form-36. The score reported that 

MCS = 42.8 vs. 49.5, P<0.001 and PCS = 51.1 vs. 53.0, P = 0.04 respectively. 

Women with PMS reported that work productivity reduced, hobbies interference, 

and working day missing with the health reasons (P < 0.001). In addition, women 

with PMS experienced an increased the frequency of ambulatory health care 

provider visit (P = 0.04) and were more likely to increase > $500 in visit costs 

over 2 years (P < 0.006).  

Findings from this study suggest that premenstrual significant affect the  

quality of life and may increase health care utilization and decrease work 

productivity.P

[12]
P 

The study from Heinemann LA et al.P

[13]
P explored the effect of  

premenstrual symptoms in the women who suffering from moderate-to-severe 

premenstrual syndrome/premenstrual dysphoric disorder (PMS/PMDD) on work 

productivity, absenteeism, and daily life activities. Women aged 15-45 years from 

19 countries in North America, Latin America, Europe, Asia, and Australia were 

screened for suspected PMS and PMDD and invited to participate in this 2-month 
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web-based survey. Overall 4,032 women completed all questionnaires. Women 

who suffering from moderate-to-severe PMS/PMDD had increased work 

absenteeism and work productivity decreasing from premenstrual symptoms 

related whereas no perceived symptom with mild PMS.P

[13]
P 

The study from Lorraine Dennerstein et al. P

[14]
P assessed the effect of  

premenstrual symptoms to the quality of life by measured the impact symptoms 

on the activities of daily life (ADL) of the women. With 1,202 women aged 15-

49 years recruited by random sampling in the cities of Hong Kong, Pakistan, and 

Thailand. Premenstrual physical and mental symptom domains had similar 

negative effects on ADL. 74% of women were not affected or minimally affected 

in ADL, 17% had a clinically significant effect on ADL, and 9% were severely 

affected in ADL. ADL were predominantly affected by premenstrual symptom 

severity. From this study, the severity of premenstrual symptoms have a 

significant impact to ADLs with the type of the activity affected and reflecting 

how the women spend their time in the different cultures studied.P

[14]
P 

Almost premenstrual syndrome studies have focused on the subject in  

late adolescence or young adulthood.P

[15], [16], [17]
P It is known that women with 

PMS report a poorer health-related quality of life and PMS may affected to 

increase healthcare utilization and decreased work productivity. P

[12]
P More studies 

investigated the prevalence with the factor associated with PMS. Socio-

demographic data such as age, education level, marital status, occupation, 

income, or life style such as exercise pattern, food consumption as well as the 

menstrual history such as age of menarche, duration of bleeding, or attitude 

toward menstruation are focused as the factors associated with PMS which may 

affect to the quality of life as well. Few studies were conducted in the working 

women age group and conducted in Thailand. 

The study from Chyachinda et al.P

[18]
P performed 423 nurses in a university  

hospital during October 2005 to March 2006 to evaluate the prevalence and 

factor associate with PMS. Prevalence of PMS P

[12] 
Pwas determined using a 

validated Thai version of Premenstrual Symptoms Screening Tool (PSST). Study 

t-test and Chi-square test were used to analyze the factors associated with PMS. 
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Regarding to the Thai PSST, 25.1% of Thai nurses are suffering from PMS. 

More coffee consumption and negative attitude toward menstruation are the 

significant factors associated with PMS.P

[18]
P 

The study from Benjamaporn et al.P

[19] 
Pperformed 161 Thai nurses, with  

20-45 years old, were recruited from four hospitals in Bangkok. This study 

revealed the prevalence of PMS that the most common symptoms 16.8% being 

painful or tender breasts, bloating or swelling of abdomen, irritability, fatigue, 

anger, tension and rapid mood change. The findings suggest the symptom 

prevalence, intensity, and impact which were depended on the individual’s 

perceptions at that time. In addition, the most effective strategy or self-

management techniques were not found to manage any given disturbing 

symptoms. There is a variety of strategies and self-management techniques to 

manage PMS symptoms.P

[19]
P 

Because a few studies of premenstrual syndrome experience among the  

working women in reproductive age group have been conducted in Thailand, 

almost data are from the study, the medical students, or nurse. Therefore, the aim 

of this study will be investigate the prevalence and quality of life with 

premenstrual syndrome (PMS) among the working women in reproductive age 

group with the other populations such as the office worker in Bangkok’s area. 

Also currently, approximately 50% of the population in Bangkok (around 3 

million) is the women. And approximately 50% of the women population, in 

Thailand, is 15-49 years of age P

[20]
P. Because of their age, these women could 

possibly experience the effects of PMS. 

1.2 Research Questions 

 What are the prevalence and quality of life which associated with the 

Premenstrual Syndrome among the women in reproductive age group? 

 What are the factors associated with PMS among the working women in 

reproductive age group? 
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1.3 Study Objectives 

1.3.1 General Objective  

 To study the prevalence and quality of life among the working women in 

reproductive age group with PMS. 

1.3.2 Specific Objective     

 To access the prevalence of Premenstrual Syndrome among the working 

women in reproductive age group. 

 To explore the factors associated with Premenstrual Syndrome among 

the working women in reproductive age group. 

 To investigate the quality of life with Premenstrual Syndrome among the 

working women in the reproductive age group. 

 To test the association between Quality of life and Premenstrual 

Syndrome among the women in the reproductive age group. 
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1.4 Conceptual Framework 
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Figure 1: Conceptual Framework 

Socio-Demographic Factors: 

 Age 

 Education Level 

 Marital Status 

 Employee status 

 Income 

 Individual living status  

 Religion 

Factors associated with PMS: 

 Lifestyles  

(Exercise, working hour, 

sleeping hour) 

 Medical History: 

underlying disease 

 PMS History of mother-

sister(s)  

 Menstrual Features 

 

Quality of 

Life 

PMS 
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CHAPTER II 

 

LITERATURE REVIEW 

 In this chapter, the information has been reviewed from the previous  

studies or literatures to introduce the viewpoint the prevalence and the factors 

which involved in Premenstrual Syndrome (PMS) as well as quality of life among 

the women in reproductive age group who are the office worker. 

2.1 Menstrual Cycle  

 
 

Figure 2 : Menstrual Cycle 

 

 The Menstrual Cycle is the cycle of natural changes which occurs only in the     

      reproductive age of women. This cycle occurs repeatedly between the ages of  

    menarche when cycling begins until menopause.  

The length of the cycle varies ranging from 21 to 35 days but the average      

      length is 28 days which started from the first day of menstrual bleeding.  

      Stimulated by increasing amounts of estrogen in the follicular phase gradually,  

      discharges of blood slow then stop, and the lining of the uterus thickens. 

http://en.wikipedia.org/wiki/File:Figure_28_02_07.jpg
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Follicles in the ovary begin developing under the influence of an 

     interaction of both estrogen and progesterone hormone. In the mid of cycle, after   

     the Luteinizing Hormone (LH) releases, the dominant follicle will release an egg  

     which process called “ovulation”.  After ovulation, the egg lives only for 24 hours  

     or less without the fertilization. The body will have a primary function to produce  

     a large amount of progesterone, while the remains of the dominant follicle in the  

     ovary become a corpus luteum. 

Progesterone is function for the endometrium changes to prepare for the  

     implantation to establish a pregnancy. If the implantation does not occur within 2  

     weeks, the corpus luteum will be shed in a process of “menstruation”. 

The first menstruation is termed “menarche”. It occurs typically around  

     age 12-13 years. The end of reproductive phase of life is termed “menopause”.  

     This commonly occurs between age 45 and 55 years. 

Each cycle of menstruation can be described into three phases based on       

the process in the ovary (termed “ovarian cycle”) or in the uterus (termed “uterine 

cycle”). Both cycles are controlled by the endocrine system and the normal 

hormonal changes. This process is essential for the eggs production and the 

uterine preparation for pregnancy. 

The Ovarian Cycle: consists of 3 phases as follows: 

1. Follicular phase: 

In this phase, the ovarian follicles mature and ready to release an egg. The 

latter part of this phase will overlap with the proliferative phase of the uterine 

cycle. 

During the first day of cycle, the influence of a rising of “Follicle Stimulating 

Hormone (FSH)”, a few ovarian follicles are stimulated. Because of the 

influence of several hormones, one dominant follicle in the ovary will 

continue to maturity and the others will stop growing. The maturity follicle 

contains the ovum. 

2. Ovulation phase:  

This phase is the second phase of ovarian cycle which a mature egg released 

from the ovarian follicles into the oviduct.  
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During the follicular phase, Luteinizing Hormone (LH) production from the 

pituitary gland is suppressed by Estradiol. When the egg has nearly matured, 

levels of estradiol reach a threshold above which this effect is reversed and 

the production of a large amount of LH is stimulated. This process, the LH 

surge, starts around day 12 of the average cycle and may last 48 hours. 

3. Luteal phase: 

This phase corresponds to the secretory phase of the uterine cycle. During 

this phase the pituitary hormones FSH and LH cause the remaining parts of 

the dominant follicle to transform into the corpus luteum which produce 

progesterone.   

The Uterus Cycle: consists of 3 phases as follows: 

1. Menstruation phase: 

The flow of menstruation normally serves as a sign of non-pregnancy. 

However, this cannot be taken as certainty as a number of factors can cause 

bleeding during pregnancy and some can cause heavy flow. 

Painful cramping in the abdomen, back, or upper thighs is common during 

the first few days of menstruation. Severe uterine pain during menstruation is 

known as “dysmenorrhea” and it is most common among adolescents and 

younger women (affecting about 67.2% of adolescent females).P

[21]
P When 

menstruation begins, symptoms of premenstrual syndrome (PMS) such as 

breast tenderness and irritability generally decrease. 

2. Proliferative phase: 

This phase is started when estrogen causes the lining of the uterus to grow or 

proliferate.  As they mature, the ovarian follicles secrete increasing amounts 

of estradiol and estrogen. Estrogens will initiate the formation of a new layer 

of endometrium in the uterus histologically identified as the proliferative 

endometrium. 

3. Secretory phase: 

This phase is the final phase and it corresponds to the luteal phase of the 

ovarian cycle. During this phase, the corpus luteum will produce 

progesterone which plays as a vital role in making the endometrium receptive 

to implantation of the blastocyst and supportive of the early pregnancy by 
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increasing blood flow and uterine secretions and reducing the contractility of 

the smooth muscle in the uterus. It also has the side effect of raising the 

woman’s basal body temperature. 

2.2 Premenstrual Syndromes (PMS)    

Up to 75% of women in reproductive age have the experience to some  

physical or psychological symptoms of premenstrual phase. This phenomenon is 

classified by the term of premenstrual syndrome (PMS) and refers to a 

combination of symptoms which appear during the week before menstruation and 

resolve within a week of onset of menses.  

For almost women, the symptoms are mild and able to manage.  

However, 3-8% of women report the premenstrual symptoms such as the tension, 

irritability, dysphoria and mood lability which interfere with their daily life and 

relationships seriously. We can classify the levels of the intensity for the women 

who are met the criteria of Premenstrual Dysphoric Disorder (PMDD) or simply 

PMS by the guideline assessment for premenstrual syndrome.P

[10]
P 

PMS Assessment and diagnosis: 

How do we Diagnose PMS? 

A diagnosis of PMS requires the presence of one or more negative mood,  

behavioral, or physical symptoms in the premenstrual phase of menstrual cycle. 

Women experience varies in the type and intensity of the symptoms. A series of 

the diagnostic criteria for PMDD will be found in the 4 P

th
P edition of the Diagnostic 

and Statistical Manual of Mental Disorder (DSM-IV) (American Psychiatric 

Association, 1994, p 715): 

A. Symptoms must occur during the week before menstruation and recover a few 

days after the menstruation start. Five of the following symptoms must be 

present and at least one must be the item (1), (2), (3), or (4). 

1. Depressed mood or dysphoria 

2. Anxiety or tension 

3. Affective lability 

4. Irritability 

5. Decreased interest in usual activities 

6. Concentration difficulties 
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7. Marked lack of energy 

8. Marked change in appetite, overeating, or food cravings 

9. Hypersomnia or insomnia 

10. Feeling overwhelmed 

11. Other physical symptom i.e. breast tenderness, bloating 

B. Symptoms must interfere with work, school, usual activities or relationships 

C. Symptoms must not merely be an exacerbation of another disorder 

D. Criteria A, B, and C must be confirmed by prospective daily ratings for at least 

two consecutive symptomatic menstrual cycles (*Modified DSM-IV criteria 

for PMDD) 

There are no objective diagnostic tests for PMS and PMDD. However,  

the Premenstrual Symptoms Screening Tool (PSST) is a simple and effective tool 

which is based on DSM-IV PMDD criteria and can measure the severity and 

impact of premenstrual symptoms (see Table 1). 

Table 1 : The Premenstrual Symptoms Screening Tool 

Symptom Not at all Mild Moderate Severe 

1. Anger/irritability 

2. Anxiety/tension 

3. Tearful/Increased sensitivity to   

    rejection 

4. Depressed mood/hopelessness 

5. Decreased interest in work  

    activities 

6. Decreased interest in home  

    activities 

7. Decreased interest in social  

    activities 

8. Difficulty concentrating 

9. Fatigue/lack of energy 

10. Overeating/food cravings 
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TABLE 1: The Premenstrual Symptoms Screening Tool (cont.) 

Symptom Not at all Mild Moderate Severe 

11. Insomnia 

12. Hypersomnia (needing more  

      sleep) 

13. Feeling overwhelmed or out  

      of control 

14. Physical symptoms: breast  

      tenderness, headaches,  

      joint/muscle pain, bloating  

      weight gain 

    

Have your symptoms, as listed 

above, interfered with: 

Not at all Mild Moderate Severe 

A. Your work efficiency or 

productivity 

B. Your relationships with 

coworkers 

C. Your relationships with your 

family 

D. Your social life activities 

E. Your home responsibilities 

    

Do you experience some or any of the following premenstrual symptoms that start 

before your period and stop within a few days of bleeding? (Please mark an “X” 

in the appropriate box).P

[10]
P 

What should be Ruled Out? 

If a diagnosis of PMDD or severe PMS is probable, we can rule out the  

psychiatric and/or medical conditions. All physical symptoms and psychological 

should be recorded on a daily basis for at least two consecutive symptomatic 

cycles. Daily prospective symptoms rating will confirm if a woman’s symptoms 
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are found largely during the premenstrual phase and are relatively absent during 

the follicular phase. If the symptoms occur across the cycle, it may indicate that a 

concurrent depression or anxiety disorder with premenstrual magnification is 

present. Also, medical conditions such as endometriosis, polycystic ovary disease, 

thyroid disorders, anemia, hyperprolactinemia and other endocrine disorders may 

mimic symptoms of PMS.P

[10]
P  

Etiology 

Over the past years many hypotheses have been proposed for the  

etiology of PMS based on the deficiencies of hormones such as progesterone and 

neurotransmitters such as serotonin, allopregnanolone, and gamma-amino butyric 

acid. Several researches have been carried out to determine the pathogenesis of 

PMS but a definite etiology has not been established yet.  

Women with PMS appear to have a form of the normal or physiological  

premenstrual symptoms making the hypothesis plausible that affected women are 

hypersensitive to their own endogenous normal progesterone level. This enhanced 

sensitivity to progesterone is thought to have a neurotransmitter basis possibly via 

serotonin deficiency. No associations have been found between PMS a parity, 

employment, education, or income but associations between the use of intrauterine 

contraceptive device, long menstrual cycles, and heavy menstrual flow. Also with 

the genetic factors are also relevant; studies about twin and family showed a high 

correlation between mothers and daughters and between mono- and di-zygotic 

twins. Moreover, a similarity of PMS/PMDD subtypes has also been reported 

between mothers and daughters. Therefore, the assumption that PMS results from 

an isolated neurotransmitter or hormonal disorder may be too simplistic and it is 

the secondary to a combination of etiological factors may be more realistic. 

What are Risk Factors for PMS? 

Risk factors for the development of PMDD include a past history of  

affective disorders and family loading for premenstrual symptoms.P

[10]
P 

2.3 Prevalence of Premenstrual Syndromes      

This syndrome is only seen in women with reproductive age and is not  
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performed before puberty, during pregnancy, or after the menopause.P

[11]
P 

The study from T.Takeda et al.,P

[6]
P this study was carried out to 

investigate the prevalence and the impact of premenstrual symptoms in 1,187 

Japanese women with the age between 20-49 years, who were seen at a clinic for 

uterine cancer screening in Osaka, were assessed their premenstrual symptoms by 

using PSQ “Premenstrual Symptom Questionnaire” which translated from DSM-

IV criteria into a rating scale with degrees of severity during July 2003 to July 

2004. 95% of these women suffer from PMS. The prevalence rates of moderate to 

severe PMS and PMDD in Japanese women were 5.3% and 1.2% respectively. 

These rates are lower than the study in the Western women. Only 5.3% of women 

with moderate to severe PMS and PMDD are treated. The result from this study 

also suggested that the race and the ethnicity may influence the expression of 

PMS and that current state of medical care for Japanese women with moderate to 

severe PMS and PMDD is not satisfactory.P

[6]
P 

The study from H.Farrokh-Eslamlou et al.P

[8]
P was to investigate the  

prevalence of PMS and to evaluate the hypothesis that PMS may effect to 

decrease a quality of life in 142 female medical students who study in Urmia 

University of Medical Sciences.  The data were compiled by using a PMS 

questionnaires based on the 4P

th
P edition of DSM-IV criteria, Premenstrual 

Syndrome Scale as well as the World Health Organization’s Quality of Life 

(WHOQOL-GREF) questionnaire. 

In total 56 from 142 (39.4%) female medical students met the DSM-IV  

criteria for PMS.  

For the PMS group, the intensities of PMS were performed as follows:  

60.6% mild, 25.1% moderate and 14.2% severe. The significantly high PMS was 

found in students who had a positive history of PMS in their first degree relatives 

and who used drugs to relieve PMS symptoms (p<0.05). Quality of life score 

was low in more than half of the medical students, especially in psychological 

and social component (p>0.05). However, the quality of life score means in 

mental health (p = 0.02) and environmental health (p = 0.02) decreases as the 

PMS score average increases. From this study, PMS prevalence is the common in 
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medical students and severity affects some domains of the quality of life. To 

improve the quality of life of the female in medical students need some 

interventions which related and not related to the PMS.P

[8]
P 

The study from G. Pinar et al. P

[22] 
Pwas to analyze the frequency of PMS,  

the factors affecting PMS and the effect of PMS on quality of life in 316 colleges 

student’s factors affecting PMS and the effect of PMS on quality of life in 316 

college students at Medical Sciences Faculty of Baskent University. The 

Questionnaire Form, PMS Rating Scale, and Life Quality Scale were developed 

for data collection. PMS was found in the students 72.1%. The most common 

symptoms found are low back pain, stress-discomfort, nervous-anger, distention, 

and breast tenderness. PMS was found significantly high in students who have 

menstrual irregularity, dysmenorrhea, assume 2 cups of coffee or more per day, 

and smoke and drink alcohol (p < 0.05). The relation of PMS and quality of life 

was evaluated. It was reported that quality of life decreases by PMS score 

average increase (p < 0.05). The finding from this study performed that PMS rate 

is high in the college students and affects the quality of life. It was revealed that 

the preventive, instructive, and consultancy roles from the medical staff became 

more to reduce the effect of the factors causing and/or aggravating these 

symptoms in order to decrease PMS incidence and to improve the quality of life 

of the students.P

[22]
P 

2.4 Working women       

In the past, women’s role was not defined as workers or money makers.  

Women were expected to hold on to their innocence until the right man came 

along so that they can start a family and inculcate that morality they were in 

charge of preserving. The role of men was to support the family financially. Yet 

at the turn of the 20P

th
P century, social attitudes towards educating young women 

were changing. Women in North America and Western Europe were now 

becoming more and more educated.P

[23]
P However, through the 20P

th
P century, the 

perception of the workforce changed to move to the office jobs increasingly and 

no more heavy labor job required. Also the women acquired the higher education 
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increasingly. Thus the rates of women, who working in the office, are more 

increased. 

Workforce participation by sector 

Women and men often participate in economic sectors in different  

proportions. An averaging of statistics gathered by the United Nations from 2004 

to 2007 reflects these differences (total may not add up to 100% due to 

rounding):P

[24]
P 

Table 2 : Sectorial distribution of employed persons, by sector and sex 

 (2004 through 2007) 

Region Agriculture Industry Services 

Africa 43% women / 

42% men 

11% women / 

20% men 

46% women / 

39% men 

Asia (excluding 

China) 

32% women / 

26% men 

12% women / 

25% men 

56% women / 

49% men 

Latin America 

and the 

Caribbean 

7% women / 

22% men 

13% women / 

27% men 

80% women / 

51% men 

Europe and 

other more 

developed 

regions 

6% women / 

8% men 

15% women / 

36% men 

79% women / 

55% men 

More statistic details showed large difference even within these regions.  

The figure showed the data of all regions that almost women are employed in the 

service sector. For example of the women in Asia (excluding China) are employed 

32% in agriculture, 12% in industry, and the most 56% in services sector while the 

similarity is also in Africa, Latin American and Europe.P

[24]
P 

Impact issues of female participation in the workforce 

In the British Medical Journal publication in 2008 found that 46% of  
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women were more to call in sick for short time periods than men and a third more 

likely than men to take short term     sick leave. But at 60 days or more, men and 

women were equal in terms of sick leave.P

[25]
P 

2.5 Women in Reproductive Age    

 According to the age classification from WHO for the Women Health,  

the “Reproductive age” of women is during 15-44 years and adult women is 20-59 

years.P

[26]
P 

2.6 Quality of Life 

One variable that relates to both diagnostic criteria and overall disease  

burden is quality of life. “Quality of life” is a multidimensional construct that 

includes a person’s subjective judgment of their overall life experience. 

Study investigating health related quality of life (HR-QOL) in women  

with PMS/PMDD has typically used symptom checklists such as those designed 

for diagnosis. For example, a woman with PMS may find that her affective 

changes interfere her relationships at work but she cannot value those 

relationships and therefore she is unaffected by cyclically intermittent 

interference with them. Recently several researchers have investigated the 

financial burden of PMS/PMDD. 

Dean and Borenstein (2004)P

[27]
P found that women with PMS reported  

more days missed at work and less work productivity than women without PMS, 

a pattern also found in women with PMDD (Robinson and Swindle, 2000).P

[28]
P 

Chawla et al. (2002)P

[29]
P also found that the economic burden of PMDD was due 

to reported decreases in productivity at work. Moreover, these researchers found 

that as symptom severity increased the healthcare utilization including 

emergency room visits and visits to primary care physicians.  

Similarly, Borenstein et al. (2003)P

[12]
P reported a financial burden of $500  

US dollars over a 2 years’ period attributed to physician costs for PMS care. 

More recently, Borenstein et al. (2005)P

[30]
P found the annual financial burden of 

absenteeism and decreased productivity while at work resulted in $4333 US 
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dollars lost per patient, whereas the cost for healthcare increased only $59 US 

dollars.  

The workplace difficulties and the resultant financial losses are  

associated as an indirect path which is a more significant burden to women than 

the direct path of increased medical expenses.P

[12]
P 

Another finding by Halbreich et al. (2003)P

[31]
P is estimated that the 

       burden of PMDD over the reproductive years of those diagnosed is 3.8 years of  

       disability. 

The cumulative effects of PMS/PMDD on a woman’s QOL are not  

restricted only to what is covered in a physical examination or assessed by 

symptom checklists but also missed workdays and affected relationships continue 

to add stress long past the end of the symptomatic period. 

Therefore, a true measure of burden should asses the effects of 

PMS/PMDD across various domains of life that are relevant to women in the 20-

40 years old age range when PMS symptoms are most prevalent. P

[32]
P 



 

 

CHAPTER III 

 

RESEARCH METHODOLOGY 

3.1 Study Design              

The study design is cross-sectional study. A self-report study is  

implemented to investigate the prevalence and the factors which involved in  

Premenstrual Syndrome (PMS) as well as quality of life among the women in 

reproductive age group who are the office worker. 

3.2 Study Populations and Area 

The study populations are the working women with reproductive age in  

Bangkok. The participants will be the frontline officers in the private company. 

The frontline staff is the key officers who drive the business running. Normally, 

their job schedules are managed as a shift to cover for all customer services 

including the satisfactions and relationships to the customers. The private 

company is the skin care business which provided the skin treatment based on 

medical knowledge and also with the modern technology. At the present, there are 

17 centers located in Bangkok. 

3.3 Sample Size Calculation 

This study is aimed to estimated prevalence of PMS. The estimated  

      prevalence is about 50% with 95% CI (confidence interval) of 50% ± 10%; a  

      sample of 96 women is required as shown below. 

  n    =   zP

2
PUpq 

                          dP

2 

          n = The sample size 

where 1-∝ = Confidence level = 0.95 

           ∝ = 0.05 (2-sided)   

   ZR0.025 R= 1.96         
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    where p = prevalence of PMS = 0.5 (reference) 

         q = (1-p) 

         d = Error in estimating prevalence = 0.1 

From the formula: 

  n = U1.96 x 1.96 x 0.5 x 0.5 

                                        0.1 x 0.1 

      n = 96.04 

       To compensate for 10% incomplete data, a sample of 110 women will be    

       recruited.  

  n = U96.04 

                               0.9 

  n = 106.7 

Sample size collected = 110 women. 

Based on the estimated prevalence of PMS of 50%, among 110 women there will 

be 55 women with PMS and 55 women without PMS. Using rule of thumb for 

sample size estimation in binary logistic regression i.e., 10 EPV (Event per 

Variable)P

[33] 
Pa sample of 55 women with PMS would be adequate if there are 5-6 

independent variable in the model. 

3.4 Sampling Technique 

The sampling technique is “Consecutive Sampling”. Participants are  

selected because they are accessible to the researcher. This technique seeks to 

include all accessible participants who agree to participate as part of the sample 

and meet the inclusion criteria. This is the non-probability sampling technique. It 

will select the participants until the required sample size achieved.P

[34],[35] 
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3.5 Measurable Tools 

3.5.1 Socio-Demographic and Factors associated with PMS Questionnaire  

This tool was developed to assess the Premenstrual Syndrome variables 

and socio-demographic variable. 

This questionnaire is totally consisting of 17 questions; 7 items to 

determine the demographical feature, 4 items to determine lifestyles feature 

and 6 items to determine medical and menstrual history feature. Some features 

in this questionnaire are considered as the factors which associated with PMS 

variable. The features of this tool were review and adjusted from (Hamidreza 

F. et al., 2014)P

[8]
P, (Serena S. et al., 2007)P

[11]
P, (Chayachinda C. et al., 2008)P

[18]
P 

Gul P. et al., 2011)P

[22]
P 

3.5.2 15TPremenstrual Symptoms screening tool (PSST)  

This tool is as a screening tool to identify women who suffer from severe 

PMS/PMDD and who are likely to benefit from treatment. P

[10], [18], [36] 

This tool includes a list of premenstrual symptoms as well as a measure 

of impairment in accordance with DSM-IV criteria for PMDD. A rating scale 

with the degrees of severity was translated from categorical DSM-IV criteria. 

The indicator of women seeking treatment (Angst et al., 2001) P

[5]
P  and the 

greatest number of symptomatic women (Smith et al., 2003) were suggested 

to capture by used the subjective reporting of severity of symptoms. It may be 

the most useful clinical diagnostic. The original PSST was authored by 

Dr.Meir Steiner, MaMaster University, Canada.P

[32]
P  

This questionnaire in Thai version is referred from (Chayachinda C. et 

al., 2008).P

[18] 
PPSST is a self-administered questionnaire. This tool is 

developed as a simplicity to identify women who meet DSM-IV criteria for 

PMDD as well as women who experience “clinical significant” PMS but do 

not qualify for the diagnosis of PMDD. PSST contains 19 items in three 

domains i.e., mental symptoms, physical systems, and impact of the disease. 

Each item is scored using four-point rating scales including not at all, mild, 

moderate, and severe. 



 23 

The conditions to identify PMDD, PMS, or No PMS / Mild PMS are as 

follows: 

PMDD: 

- At least one of the four core symptoms (anger/irritability, anxiety/tension, 

tearful/increase sensitivity to rejection, depressed mood/hopelessness) is 

reported as “severe”. 

- In additional at least of four of core symptoms (less efficiency at work, 

lack of household care, lack of social activities, concentration difficulty, 

fatigue, food craving, insomnia, hypersomnia, being overwhelmed) which 

presented in item 1-14 in PSST is reported as “moderate or severe”. 

- At least one of the five activities of daily living (work, colleagues, family, 

social life, housework) is reported as “severe”. 

Moderate-to-Severe PMS: 

- At least one of the four core symptoms (anger/irritability, anxiety/tension, 

tearful/increase sensitivity to rejection, depressed mood/hopelessness) is 

reported as “moderate to severe”. 

- In additional at least of four of core symptoms (less efficiency at work, 

lack of household care, lack of social activities, concentration difficulty, 

fatigue, food craving, insomnia, hypersomnia, being overwhelmed) which 

presented in item 1-14 in PSST is reported as “moderate or severe”. 

- At least one of the five activities of daily living (work, colleagues, family, 

social life, housework) is reported as “moderate to severe”. 

No PMS / Mild PMS: 

- The criteria which are not met the criteria for the diagnosis. But this study 

aimed to investigate only the prevalence of PMS among the working 

women in reproductive age group,  

This tool will be focused to identify PMS and explain for the prevalence of 

PMS only. 
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3.5.3 WHOQOL-BRIEF (WHOQOL-short Form)  

This tool is developed to assess the Quality of life among the women in 

reproductive age group who are the office worker.P

[8], [22] 

The World Health Organization started to define the quality of life and  

developed WHOQOL-100 scale that allows for the cross-cultural comparisons  

by the contribution of 15 centers from various countries in 1980.  

The WHOQOL-BREF is a 26-item, self-administered, generic questionnaire 

that is a short version of the WHOQOL-100 scale. The response options range  

from 1 (very dissatisfied/very poor) to 5 (very satisfied/very good). 

Assessments are made over the preceding four weeks. It consists of domains 

and facets (or sub-domains). The items on “overall rating of QOL” (OQOL) 

and subjective satisfaction with health constitute the general facet on OQOL 

and health. The more popular model for interpreting the scores has four 

domains namely physical health (seven items), psychological health (six 

items), social relations (three items) and environment (eight items). 

Before answering this questionnaire, the purpose, confidentiality and ethical 

issues and benefits of this study will be explained. After getting the informed 

signed consents, the questionnaire will be done. The questionnaire was utilized 

to collect data as in the Appendix. The Thai version was translated from 

WHOQOL-BREF 1996.P

[37]
P 

The scoring interpretation instruction from WHOQOL-BREF, Thai 

version by Dr.Suwat M. et al, 2002P

[37]
P demonstrated the scoring cut point for 

the quality of life evaluation at the Table 3. 

Table 3 : Scoring of the Quality of Life 

Domain Low QOL Medium QOL High QOL 

Physical Health 7-16 17-26 27-35 

Psychology 6-14 15-22 23-30 

Social Relationship 3-7 8-11 12-15 

Environment 8-18 19-29 30-40 

Overall Quality of Life 26-60 61-95 96-130 
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3.6 Data Collection 

The data collection processes are placed in the skincare clinic which  

almost staff is the women in the reproductive age group. The sample size is not 

too big or too small. The questionnaires will be distributed by consecutive 

sampling. 

The tool, which used to pre-screen the accessible participant, is  

pre-screening log. This tool was created to support the researcher or research 

assistants to screen the accessible participants.  

A few research assistants support the researcher for pre-screening and  

data collection processes. To ensure the understanding and all the information will 

be passed through to the participants completely, all process processes and 

information of pre-screening and data collection will be explained to research 

assistants by the researcher before all the procedures started.  

Before inform consent obtaining, the researcher or research assistants  

will sit at the center of the skin care company to interview staff for pre-screening.  

The pre-screening and data collection processes will be carried on at center by 

center until the sample size achieved 110 cases.  

Upon signing the inform consent form, there was a notification to  

inform the participants that they were anonymous and confidentiality. Participants 

will be asked to complete and return questionnaires within 1-2 week(s) by put the 

completed questionnaires in the brown envelop for the confidentiality, and then it 

will be turned back directly to the researcher or research assistants. 

3.7 The eligibility criteria 

3.7.1 Inclusion Criteria 

1. Women age 18 – 49 years. 

2. Women with reproductive age who working in the office.  

3. Currently were having regular menstrual periods at least in the last two 

consecutive months. 

4. Willing to participate in this study. 
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3.7.2 Exclusion Criteria  

1. Less than six months since delivery, abortion, or lactation before this 

survey. 

2. Currently pregnant 

3. Currently using a hormonal method of contraception as follows: 

 Oral Contraceptive  

 Injectable Contraceptive 

 Implant Contraceptive 

 Hormonal Intra-Uterine device 

3.8 Measurable Variable 

3.8.1 Independent variables 

 Socio-Demographic Factors: 

 Age 

 Marital Status 

 Education Level 

 Employee status 

 Income 

 Individual living status  

 Religion 

 Factors associated with PMS:  

 Lifestyle (exercise, working hour, sleeping hour) 

 Medical History: underlying disease 

 PMS history of mother-sisters  

 Menstrual Features 

3.8.2 Dependent variables  

 PMS score 

 Quality of Life score 
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3.9 Statistical Analysis Plan 

The data were analyzed in SPSS version 16.0 package program. The  

descriptive statistics were evaluated by mean ± SD, percentage (n = %), odds ratio 

(OR) and 95% confidential interval (CI). Student’s t-test and chi-square (or 

Fisher’s exact test) were used to analyze continuous and categorical data 

respectively. Logistic regressions were used to identify the association between 

the dependent variables and independent variables. To determine the significant 

factors associated with PMS. All tests were two-sided, and had a significant level 

at a p-value < 0.05. 

3.10 Reliability and Validity Test 

   Premenstrual Symptoms screening tool (PSST): 

 Both English and Thai versions of PSST were permitted to use from 

McMaster University, Canada. The content of Thai version, which was 

received from McMaster University, is consistent with the version from 

(Chayachinda C. et al., 2008)P

[18]
P 

 The Cronbach’s Alpha coefficient which was calculated in order to 

determine the internal consistency of the scale was found more than 0.9 for 

all of domains.P

[18]
P 

   WHOQOL-BRIEF (WHOQOL-short Form): P

[36, 37] 

 Both English and Thai versions were permitted to use from World Health 

Organization (WHO).  

 The content of Thai version is consistent with the version which developed 

by Dr.Suwat M. et al, 2002P

[37] 
Punder the Department of Mental Health, 

Ministry of Public Health, Thailand.  

 Thai version of Dr.Suwat M. et al, 2002 was translated by the language 

experts and evaluated the content validity by a psychiatrist, psychologists, 

and a pharmacist. The translate procedure was reconsidered, pretested, and 

rectified for 3 times. 

 The Cronbach’s Alpha coefficient of this version was found 0.8406 and 

validity was found 0.6515 by compared with Thai version of WHOQOL-100 

which had been accepted by WHO. 
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3.11 Ethical Consideration 

Ethical consideration was obtained from Ethics Review Committee for 

Research Involving Human Research Subjects, Health Science Group, 

Chulalongkorn University, Thailand. 

   Participants will be received full explanation about this study, including 

the purpose, process and the benefits of this study. Informed consent will be 

taken by the researcher or research assistants before starting the processes which 

including the following consideration: 

 Willingness to participation 

 Freedom of withdrawal  

 Confidentially 

 Access to final report or results of this study if participants want.  

 Assurance to data not to use for other purpose 

3.12 Confidentiality 

All information obtained from the study will be kept confidentially in a 

secured place accessible only during the study and all of the answers will be 

anonymous. Code was used to identify the data collection forms. 

3.13 Expected Benefit and Application 

  To more understand the prevalence and the factors associated with 

Premenstrual syndrome which they affected to the quality of life among the 

women in reproductive age group. If a diagnosis of severity of PMS is probable, 

the researcher can then begin to rule out other psychiatric and/or medical 

conditions. If the symptoms occur across the cycle, it may indicate that a 

concurrent depression or anxiety disorder with premenstrual magnification is 

present. Also, medical conditions such as endometriosis, polycystic ovary 

disease, thyroid disorders, anemia, hyperprolactinemia and other endocrine 

disorders may mimic symptoms of PMS. It should be the awareness and concern 

for the women health in reproductive age group. 
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  The more previous studies found the premenstrual impairment may affect 

in occupational setting (i.e. absence from work), to reduce work productivity as 

well as life style and social relationships. The burden of illness of depression in 

the workplace has been well documented. Therefore, this study is also to finding 

the quality of life in this population. 

 



 

 

CHAPTER IV 

 

RESULT 

This chapter presents the results of the study according to the specific objectives as 

followings: 

4.1 To access the prevalence and quality of life among the working women in  

      reproductive age group with PMS 

4.2 To explore the factors associated with Premenstrual Syndrome among the  

      working women in reproductive age group. 

4.3 To investigate the quality of life with Premenstrual Syndrome among the  

      working women in the reproductive age group. 

4.4 To test the association between Quality of life and Premenstrual Syndrome  

      among the women in the reproductive age group. 

Evaluation Data: 

The data were analyzed in SPSS version 16.0 package program. The  

descriptive statistics were evaluated by mean ± SD, percentage (n = %), odds ratio 

(OR) and 95% confidential interval (CI). Student’s t-test and chi-square (or Fisher’s 

exact test) were used to analyze continuous and categorical data respectively. Logistic 

regressions were used to identify the association between the dependent variables and 

independent variables. To determine the significant factors associated with PMS. All 

tests were two-sided, and had a significant level at a p-value < 0.05. 
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4.1 To access the prevalence of Premenstrual Syndrome among the working 

women in reproductive age group. 

The questionnaires were collected until the calculated sample size of 110  

of women reached. The final sample size was 114 women who met the eligible 

criteria and completed inform consent. The prevalence of PMS was explored by 

self-reported from PSST questionnaire. The moderate to severe PMS was founded 

11.4%, PMDD was 0%, whereas the other (Mild/No PMS) was 88.6%. The data 

demonstrated at the Table 4. 

Table 4: The prevalence of Premenstrual Syndrome 

Prevalence Frequency (n) % 

Moderate to Severe PMS 13 11.4 

Mild PMS / No PMS 101 88.6 

Total 114 100 

 

4.2 To explore the factors associated with Premenstrual Syndrome among the 

working women in reproductive age group. 

One hundred and fourteen women in reproductive age group completed  

Socio-demographic and Factors associated with PMS questionnaire. Table 5 

demonstrated the characteristic of one hundred and fourteen participants. 

Table 5: Characteristics of 114 women in reproductive age group 
Characteristics Frequency (n) % 

Age (years)   

≤ 30 38 33.33 

> 30 76 66.67 

Marital Status   

Single 64 56.14 

Married/Divorce/Widow/Separated 50 43.86 

Education Level   

Primary & High School 50 43.86 

Bachelor & Master Degree 50 12.28 

Others: (Vocational) 14 43.86 
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Table 5: Characteristics of 114 women in reproductive age group (cont.) 

Characteristics Frequency (n) % 

Employee Status   

Manager 10 8.77 

Staff 98 85.96 

Others: (house keeper) 6 5.26 

Income/month (THB)   

≤ 10,000 37 32.47 

> 10,000 – 30,000 50 43.86 

> 30,000 – 50,000 14 12.28 

> 50,000 12 10.53 

Individual living status 
 

 

  

With family 87 76.32 

With friend 4 3.51 

Alone 23 20.18 

Regular Exercise   

No 56 49.12 

Yes 58 50.88 

Sleeping hours/night   

≤ 8 hours 96 84.21 

> 8 hours 18 15.79 

Work hours/day   

≤ 8 hours 30 26.32 

> 8 hours 84 73.68 

PMS History of mother-sister   

Yes 19 16.7 

No 39 34.2 

Not sure 56 49.1 

Complaint of Dysmenorrhea   

Never 17 14.91 

Sometimes 70 61.40 

Always 27 23.68 

Menarche age   

≤ 12 years 35 30.70 

> 12 years 79 69.30 
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Table 5: Characteristics of 114 women in reproductive age group (cont.) 

Characteristics Frequency (n) % 

Bleeding Duration   

< 3 days 14 12.28 

3 - 5 days 79 69.30 

> 5 days 21 18.42 

Cycle Interval   

≤ 28 days 72 63.16 

> 28 days 42 36.84 

 

Table 6 demonstrated the characteristic of one hundred and fourteen  

participants associated with PMS. Logistic regression analysis demonstrated that 

age, marital status and education level are the factors which associated with PMS 

significantly (p < 0.05). The more prevalence of PMS is demonstrated in the 

younger age (mean 30.0 years) with OR (95% CI) = 0.61 (0.40 to 0.94). Age 

below or equal 30 years were found PMS 23.7% with OR (95%CI) = 5.59 (1.59 to 

19.58), whereas age above 30 years found PMS only 5.3%. It determined that the 

younger age had more experience with PMS than the older age significantly (p < 

0.05). 

PMS in a single founded 18.8% with OR (95%CI) = 11.31 (1.42 to 

90.24), whereas a married/divorce/widow/separated founded only 2.0%. Also in 

the high education as bachelor degree or more education level founded PMS 9% 

with OR (95% CI) = 5.27 (1.08 to 25.78) but the lower education level founded 

2.0%.  

For the other factors as employee status, income, Individual living status, 

religion, regular exercise, sleeping hours/night, working hours/day, PMS history 

of mother-sister, complaint of dysmenorrhea, and menstrual features (menarche 

age, bleeding duration, and cycle interval), it is not difference between PMS and 

no PMS group (p > 0.05).  Also in PMS group, there is not difference for the 

factors which mentioned above as well (p>0.05). But it was quite possible that 

more PMS was found in the participants who never exercise (14.3%), sleeping 

hours/night less than 8 hours (12.5%), and always complaint dysmenorrhea 

(18.5%). 



 34 

Table 6: Characteristics of 114 participants which associated with PMS 
Characteristics No PMS  

(n = 101) 

PMS 

(n = 13) 

p-value Crude OR  

(95%CI) 

Age (years) 35.1 ± 7.5 30.0 ± 8.0 0.025 0.61 (0.40, 0.94) 

≤ 30 29 (76.3) 9 (23.7) 0.007 5.59 (1.59, 19.58) 

> 30 72 (94.7) 4 (5.3) - 1 

Marital Status     

Single 52 (81.3) 12 (18.8) 0.022 11.31 (1.42, 90.24) 

Married/Divorce/Widow/ 

Separated 

49 (98.0) 1 (2.0) - 1 

Education Level     

Primary & High School 48 (96.0) 2 (4.0) - 1 

Bachelor & Master 

Degree 

41 (82.0) 9 (18.0) 0.040 5.27 (1.08, 25.78) 

Others: (Vocational) 12 (85.7) 2 (14.3) 0.187 4.00 (0.51, 31.37) 

Employee Status     

Manager 8 (80.0) 2 (20.0) 0.869 1.25 (0.09, 17.63) 

Staff 88 (89.8) 10 (10.2) 0.622 0.57 (0.06, 5.36) 

Others: (house keeper) 5 (83.3) 1 (16.7) - 1 

Income/month (THB)     

≤ 10,000 33 (89.2) 4 (10.8) - 1 

> 10,000 – 30,000 46 (92.0) 4 (8.0) 0.655 0.72 (0.17, 3.08) 

> 30,000 – 50,000 11(78.6) 3 (21.4) 0.334 2.25 (0.43, 11.66) 

> 50,000 10 (83.3) 2 (16.7) 0.594 1.65 (0.26, 10.38 

Individual living status 
 

 

    

With family 78 (89.7) 9 (10.3) 0.815 1.21 (0.24, 6.04) 

With friend 2 (50.0) 2 (50.0) 0.059 10.50 (0.92, 120.26) 

Alone 21 (91.3) 2 (8.7) - 1 

Regular Exercise     

No 48 (85.7) 8 (14.3) 0.346 1.77 (0.54, 5.77) 

Yes 53 (91.4) 5 (8.6) - 1 

Sleeping hours/night     

≤ 8 hours 84 (87.5) 12 (12.3) 0.049 2.43 (0.30, 19.94) 

> 8 hours 17 (94.4) 1 (5.6) - 1 

Work hours/day     

≤ 8 hours 27 (90.0) 3 (10.0)   0.778 0.02 (0.21, 3.21)  

> 8 hours 74 (88.1) 10 (11.9) - 1 
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Table 6: Characteristics of 114 participants which associated with PMS (cont.) 

Characteristics No PMS  

(n = 101) 

PMS 

(n = 13) 

p-value Crude OR  

(95%CI) 

PMS History of 

mother-sister 

    

Yes 15 (78.9) 4 (21.1) 0.593 1.47 (0.36, 5.98) 

No 33 (84.6) 6 (15.4) - 1 

Complaint of 

Dysmenorrhea 

    

Never 16 (94.1) 1 (5.9) - 1 

Sometimes 63 (90.0) 7 (10.0) 0.603 1.78 (0.20, 15.51) 

Always 22 (81.5) 5 (18.5) 0.259 3.64 (0.39, 34.21) 

Menarche age     

≤ 12 years 31 (88.6) 4 (11.4) 0.996 1.00 (0.29, 3.51) 

> 12 years 70 (88.6) 9 (11.4) - 1 

Bleeding Duration     

< 3 days 13 (92.9) 1 (7.1)  - 1 

3 - 5 days 70 (88.6) 9 (11.4) 0.639 1.67 (0.20, 14.34) 

> 5 days 18 (85.7) 3 (14.3) 0.523 2.17 (0.20, 23.25) 

Cycle Interval     

≤ 28 days 63 (87.5) 9 (12.5)  0.631 1.36 (0.39, 4,71) 

> 28 days 38 (90.5) 4 (9.5) - 1 

 

4.3 To investigate the quality of life with Premenstrual Syndrome among the 

working women in the reproductive age group. 

According to the WHOQOL-BREF questionnaire, 24-item of questions  

is classified to 4 domain scores. There are two items that are examined separately 

as defined as question 1; an individual’s overall perception of quality of life and 

question 2; an individual’s overall perception of their health. The 4 domain scores 

defined as an individual’s perception of quality of life in each particular domain. 

The mean score of items within each domain is used to calculate the domain 

score. The domain scores were converted to range 4-20, comparable with the 

WHOQOL-100. The frequency of the quality of life of the participants in the 

reproductive age group within the last four weeks is demonstrated at the Table 7. 

Mean score of “Physical Health” domain was 12.68 ± 1.52, for “Psychological” 
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domain was 13.79 ± 2.06, “Social Relationships” domain was 14.81 ± 2.59, and 

“Environment” domain was 13.43 ± 2.17. Individual’s overall perception of 

quality of life and health were not included in 4 domains classification but defined 

as Q1 and Q2 respectively. Mean score of question 1 was 3.40 ±0.73 and question 

2 was 3.36 ± 0.85. 

According to the domain scores which were converted to range 4-20, the  

data from the table 7 was determined that the quality of life of this population is 

medium. 

Table 7: Quality of Life score (WHOQOL-BREF) 

Domain N Min Max Mean SD 

Physical Health 114 8.57 16.57 12.68 1.52 

Psychological 114 8.00 18.67 13.79 2.06 

Social Relationships 114 8.00 20.00 14.81 2.59 

Environment 114 8.50 20.00 13.43 2.17 

Q1: Individual’s 

overall perception of 

quality of life 

114 1.00 5.00 3.40 0.73 

Q2: Individual’s 

overall perception of 

health 

114 2.00 5.00 3.36 0.85 

According to the scoring interpreted instruction of the WHOQOL-BREF  

Thai version, Dr.Suwat M. et al, 2002P

[37]
P, domain scores are scaled in a positive 

direction and negative direction. Total scores from the lowest to the highest are 26 

to 130 respectively. The quality of life is demonstrated with mean ± SD score at 

the Table 8. 

Mean score of “Physical Health” domain was 26.5 ± 3.82, “Psychological”  

domain was 22.16 ± 3.50, “Social Relationships” domain was 11.11 ± 1.94, and 

the last domain, “Environment” was 26.85 ± 4.34. Almost of 4 domains, the 

quality of life was determined as medium to high, except “Environment” domain. 

It was determined as medium.  
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For the overall, mean score is 93.38 ± 12.54. It determined that the  

quality of life of this population is medium. 

Table 8: Quality of life score (Dr.Suwat’s) 

Domain N Min Max Mean SD 

Physical Health 114 17 35 26.50 3.82 

Psychological 114 14 30 22.16 3.50 

Social Relationships 114 6 15 11.11 1.94 

Environment 114 17 40 26.85 4.34 

Overall 114 70 128 93.38 12.54 

4.4 To test the association between quality of life and Premenstrual Syndrome 

among the women in the reproductive age group. 

In the Table 9 demonstrated the association between quality of life and  

PMS. It performed that quality of life between PMS and non-PMS group is not 

different (p>0.05). In addition, there are no difference between each group of 4 

domains of quality of life (p>0.05). In PMS group, the data demonstrated that 

physical health was 12.40 ± 1.80, psychological was 13.23 ± 2.27, social 

relationship was 15.59 ± 2.80, and environment area was 13.35 ± 2.40. 

Table 9: Quality of life score associated with PMS  
Characteristics No PMS  

(n = 101) 

PMS 

(n = 13) 

p-value 

1. Physical Health 12.71 ± 1.48 12.40 ± 1.80 0.480 

2. Psychological 13.86 ± 2.03 13.23 ± 2.27 0.300 

3. Social relationship 14.71 ± 2.56 15.59 ± 2.80 0.249 

4. Environment 13.44 ± 2.15 13.35 ± 2.40 0.890 

Total 54.72 ± 6.80 54.56 ± 8.36 0.440 
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In a Figure 3, it demonstrated that the quality of life score of both PMS 

and no PMS group were not difference. The data were distributed in the middle 

score between a minimum value of 4 and maximum value of 20. It was 

determined that the quality of life is not difference between PMS and no PMS 

group (p > 0.05). 

 

Figure 3: Quality of life score 

Individual’s overall perception of quality of life which defined as 

question 1 and individual’s overall perception of health which defined as question 

2 were not included in 4 domains assessment. Table 10 demonstrated the scores 

and the difference between PMS group and no PMS group for Q1 and Q2. 

For the question 1 in no PMS group, high scores were neither poor nor  

good (48.5%) and good (41.6%), whereas in PMS group, high scores were neither 

poor nor good (61.5%). 

For the question 2 in no PMS group, high scores were satisfied (52.5%),  

whereas in PMS group, scores of dissatisfied and neither poor nor good were 

equally (38.5%).  

Overall, the individual’s overall perception of quality of life and health  

of this sample group are quite good in both PMS and no PMS group. Also, there is 

no difference for the individual’s overall perception of quality of life and health 

between PMS and no PMS group (p>0.05). 
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Table 10: Individual’s overall perception of Quality of Life and Health 

              associated with PMS 

Characteristics No PMS  

(n = 101) 

PMS 

(n = 13) 

p-value 

Q1: How would you rate your QOL?    

Very poor 2 (2.0) 0 0.144 

Poor 3 (3.0) 2 (15.4)  

Neither poor nor good 49 (48.5) 8 (61.5)  

Good 42 (41.6) 3 (23.1)  

Very good 5 (5.0) 0  

Q2: How satisfied are you with your health?    

Very dissatisfied 0 0 0.342 

Dissatisfied 20 (19.8) 4 (30.8)  

Neither satisfied nor dissatisfied 24 (23.8) 5 (38.5)  

Satisfied 53 (52.5) 4 (30.8)  

Very satisfied 4 (4.0) 0  
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CHAPTER V 

 

DISCUSSION 

5.1 Discussion  

Prevalence of PMS: 

One hundred and fifty-seven Thai women with reproductive age between  

18-49 years were pre-screened. Women with hormonal contraception used were 

excluded. Totally 114 women were enrolled to participate in this study. The mean 

age of the participants was 34.48 ± 7.75 years. The study reported the prevalence 

of PMS that moderate to severe PMS was 11.4%, No/Mild PMS was 88.6%, and 

PMDD was 0%.  

The study in USA, M.Steiner et al, 2003,P

[36]
P surveys in 508 women with  

the age between 18 to 55 years completed PSST. The prevalence was found that 

there is 20.7% of moderate to severe PMS, 65% of No/Mild PMS, and 5.1% of 

PMDD. 

The prevalence in Spain, José Luis Dueñasa et al, 2011, P

[38]
P surveys in  

1,554 women with the age between 15 to 49 years interviewed at home and 

completed the premenstrual symptoms screening tool – PSST. The study reported 

that 8.9% found for moderate to severe PMS, 91% for No/Mild PMS, and 1.1% 

for PMDD. In Asia, Takeda T. et al, 2006 P

[6]
P, the study surveys in Japanese 

women with the Premenstrual Symptom Questionnaire (PSQ) which translated 

DSMV-IV criteria into the rating scale with degree of severity of PMS. This study 

found only 5.3% of moderate to severe of PMS, 1.2% of PMDD, also around 95% 

of NO/Mild PMS.   

It determined that in the different ethnicity such as US, European, or  

Asian women, the prevalence of PMS is not different. But there is a bit higher 

PMS from the current study when compared with Spanish and Japanese. 

     The factors associated with PMS: 

Age, marital status, and education level were the factors which  
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associated with PMS significantly (p<0.05). 

The younger age had more risk to be PMS than the older age. Mean age  

of PMS group was 30.0±8.0 years, whereas the mean age of No/Mild PMS group 

was 35.1±7.5 years.  

Also the prevalence of PMS seems vary in the different population and  

the difference age as the study from Shu-Hui Cheng et al, 2013,P

[39]
P which reported 

that 39.85% the university students in Taiwan including undergraduate and 

postgraduate having PMS with mean age 21.58 ± 4.00 years. The study of 

Chenchit Chayachinda et al, 2008,P

[18]
P also conducted in Thai women with the age 

between 18-49 years but the population was restricted only in nurse. The result 

reported PMS was found 25.1% that this number is included the appearance of 

PMDD 5.7% as well. While the report from Ziba Taghizadeh et al, 2008,P

[40]
P 

which conducted in Iran adolescent girls, age between 15 – 17 years. The daily 

record showed the scale of severity that severe PMS was 28.89, moderate PMS 

was 62.22%, and mild PMS was 8.89%.  

The various ages of population as the adolescent, college student, and  

working women as a nurse or other occupation seem report that the younger age 

will have higher risk of PMS but the various occupation is not effected to the 

prevalence of PMS.  

About the marital status, a single has the risk to be PMS more than a  

married/divorce/widow/ separated as the data from Table 6. PMS in the single 

found higher than the married/divorce/widow/separated 11.31 times, (OR (95% 

CI) = 11.31 (1.42 to 90.24), significantly (p < 0.05). 

Education level, from this study presented that the higher education  

has the risk to be PMS more than the lower education as the data from Table 3. 

Bachelor degree and Master degree found PMS more than the primary and high 

school 5.27 times, (OR (95% CI) = 5.27 (1.08, 25.78), significantly (p < 0.05). 

The association between PMS and the other factors; i.e. the employee  

status, income, Individual living status, religion, regular exercise, sleeping 

hours/night, working hours/day, PMS history of mother-sister, complaint of 

dysmenorrhea, and menstrual features (menarche age, bleeding duration, and 

cycle interval) were found that there is not difference in each factor (p > 0.05). 
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But also in the current study found that it is quite possible in participants 

who never exercises would have more prevalence of PMS (14.3%) but not 

significant (p>0.05). There are few studies to support that exercise could be used 

to relief the symptoms of PMS. One is the study from Serena S. et al, 2007.P

[11]
P 

The lower PMS complaint was found among women who are regularly engaging 

in exercise or sporting activities, because the endorphins will be released after 

exercise. Also exercise is benefit for fluid retention, mood symptom, and breast 

tenderness when monitor prospectively for 6 months. The other study from Gul 

Pinar et al, 2011,P

[22]
P reported that the frequency of PMS decreases in the 

participants whose do exercise regularly, but this report is not significant (p>0.05) 

as the same as the current study.  Similar finding was performed in the study of 

Demir et al, 2006 P

[41]
P and Lustyk et al, 2004.P

[42]
P However, a result of their studies 

performed that the quality of life and stress had been direct affected by exercise 

but not in PMS. 

For the sleeping hours/night, in this study, the participant who has  

sleeping hours/night less than 8 hours was found more prevalence of PMS 

(12.5%) but not significant (p>0.05). A few study showed about sleeping 

disturbance in PMS. Shu-Hui Cheng et al, 2013,P

[39]
P demonstrated that the poorer 

quality of sleep was associated with PMS. Although sleep disturbance is listed as 

the one of criteria to diagnosis for PMS in the PSST, there is a few researched on 

the nature and severity of this sleep disturbance in PMS. Mauri et al, 1988,P

[43]
P 

found that women with PMS demonstrated poorer sleep quality in the luteal phase 

than in the follicle phase. In the contrast, Parry et al, 1995,P

[44]
P found that there is 

no difference between the late luteal phase and the follicle phase in terms of the 

duration of sleep or time spent awake. Baker et al, 2012,P

[45]
P women with 

premenstrual syndrome reported poorer subjective sleep quality when 

symptomatic in the late-luteal phase compared with the follicular phase (P < 0.05). 

But in objective sleep quality, there were no corresponding changes. The findings 

showed that women with premenstrual syndrome perceive their sleep quality to be 

poorer in the absence of polysomnographically defined poor sleep.  
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This study suggested that a better control of mood symptom in women 

with severe PMS may lead to a better subjective sleep quality, because a strong 

impact on sleep quality ratings is anxiety. 

For the medical history disease or underlying disease associated with  

PMS, the medical record of each participant was not verified, just the self-report. 

Also almost participants were the healthy volunteer. The sample size is not 

enough to compare the prevalence of PMS between the participants who reported 

medical history or no medical history; including Diabetes Mellitus, Hypertension, 

Heart disease, Depression, anxiety, and other psychiatric disorder are not 

significant (p>0.05). For this factor, medical history or underlying disease, could 

not be determined the different of PMS rate or what is the medical history which 

associated with more PMS. 

For the menstrual features (menarche age, bleeding duration, and cycle  

interval), this study is reported that no significant for the difference in PMS group 

between the participant whose menarche age is below or above 12 years (p>0.05).  

In study of Gul Pinar et al, 2011,P

[22]
P reported that prevalence of PMS was found 

higher in women with menarche age below 12 but not significant (p>0.05). Any 

bleeding duration such as less than 3 days, 3-5 days, or more than 3-5 days, this 

study reported that no significant for the difference in PMS rate (p>0.05). The 

cycle interval, this study reported that no significant for the difference PMS in the 

participant who has the cycle interval less than 28 days or higher (p>0.05). 

PMS in complaint dysmenorrhea, in this study reported that participant  

whose dysmenorrhea occurred every cycle had more PMS (18.5%) than 

participant who has dysmenorrhea sometime or never, but not significant 

(p>0.05). Similar results were found in Gul Pinar et al, 2011,P

[22]
P but significant. 

The PMS history complaint in mother – sister in this study is not the  

factor associated with PMS. There is no significant difference with the participant 

whose their mother or sister has PMS history complaint (p>0.05). However, the 

similar result from Gul Pinar et al, 2011,P

[22]
P there is no significant difference of 

PMS in the participants whose mother or sisters  have PMS or whose mother or 

sisters  have not PMS (p>0.05). Whereas, in study of Akyilmaz et al, 2003,P

[46]
P 

found PMS 69% of the participants who have PMS in their families and found that 
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it is higher than those who do not have PMS in their families significantly 

(p<0.05). Also the study of Demir et al, 2006,P

[41]
P performed 67% of the students 

have PMS complaints in their mothers or sister (p<0.05.) 

The association between Quality of Life and PMS: 

In this study, quality of life among women with reproductive age is not  

different between the PMS and no PMS group (p>0.05). Also in PMS group there 

is no significant for the different of prevalence PMS between 4 domains of WHO-

QOL BREF which classified as Physical Health (12.40±1.80), Psychological 

(13.23±2.27), Social relationship (15.59±2.80), and Environment (13.35±2.40), 

(p>0.05). While the study from Gul Pinar et al, 2011,P

[22]
P which surveyed in 

college students, age between 18-28 years, reported that PMS score average of 

Physical Health and Environmental domain had more PMS significantly 

(p<0.000). It determined that the physical health and environmental areas from the 

lower dimensions decreases along with the overall quality of life as PMS score 

average increases. The study from Lustyk et al, 2004.P

[42] 
Psurveyed in women age 

18-33 years, found that quality of life is significant low in the women who 

experience PMS complaints densely rather than the women who experience 

slightly. Whereas, Demir et al, 2006 P

[41]
P found that there is no significant 

difference between the frequency of PMS and lower dimensions of the quality of 

life (p>0.05). 

5.2 Limitation 

The characteristics of the participants in this study are not variety.  

Because the recruitment was restricted in only one private company; skincare 

clinic, therefore the pattern of work life or life style of each participant performed 

quite similar or in the same direction.  

The data analysis from this sample size is not enough to be a  

representative or covered for all Thai women with reproductive age group. The  

questionnaire completion by self-reported; the answers of each item in the 

questionnaires are the subjective data. Some data such as the medical history, the 

researcher did not review medical profile of each participant. 
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5.3 Conclusion 

The prevalence of PMS among the working women in reproductive  

age group, which determined by PSST, is defined as moderate to severe PMS. 

This study demonstrated that it is not quite high in this population as the same as 

the other ethnicity i.e. US, European, and also in Asian population such as 

Japanese or Thai (in the other studies). Age, marital status, and education level 

were the factors which associated with PMS significantly (p < 0.05). Whereas in 

the other studies, there are more factors associated with PMS such as the coffee 

assumption, alcohol consumption, etc. But this is not confirmed the all PMS could 

be effected from a few factors which found in the current study. More variable 

could be the factors which associated or not associated with PMS. Therefore, the 

study in the future should be explored for furthermore information about the 

association with quality of life. PMS is not affected to the quality of life for all 4 

domains of quality of life, and also for the individual’s overall perception of 

quality of life and health. Overall the participants in this sample group quite have 

the good quality of life. The quality of life is not difference in both PMS and no 

PMS group (p>0.05). 

5.4 Recommendation 

1. From this study, the prevalence of PMS was found higher in the younger age 

group. Therefore, recommended the government to educate or distribute the 

knowledge or information about PMS to the people especially in youth or 

young adult. Suggested the people who suffer from the PMS to adjust the 

behavior or avoid the risk factors which it may be affected to the PMS. Also 

recommended the treatment for PMS such as hormonal contraceptive pill 

using to relief the symptoms. 

2. Establish the guideline to instruct how to increase the Quality of Life in 

women with the reproductive age group. 

3. Awareness in the people who suffer with severe PMS occurs across the cycle. 

They should realize to check-up their physical annually. Because it may have 

the other medical condition concealing such as endometriosis, polycystic 
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ovary disorder, thyroid disorder, or other endocrine disorder. Those conditions 

may mimic the symptoms of PMS. 

4. In the previous and the current study, the population were not various, for the 

further research, it should be recommended to study in the other population 

groups such as the younger adult with the various society or the various 

occupations not only in the adolescent student, college student, medical 

student, or nurse. 
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APPENDIX A: SOCIO-DEMOGRAPHICAND FACTORS ASSOCIATED 

WITH PMS 

  

 

Questionnaire No._______ 

Date of the data: _______ / ________ / __________ (Date / Month / Year) 

Part I: Socio-Demographic Data 

1. Age: __________ years. 

 

2. Current Marital Status: 

 Single   Married  Divorced/Widow/Separated  

 

3. Education Level: 

 Primary School    High School 

 Bachelor Degree     Master Degree 

 Other: _____________ 

  

4. Employee status: 

 Director     Manager   

 Staff     Other: specify ___________ 

 

5. Income/month (Thai Baht): 

               < 5,000     5,000 – 10,000 

     > 10,000 – 20,000    > 20,000 – 30,000  

     > 30,000 – 40,000    > 40,000 – 50,000 

     > 50,000 
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6. Living with: 

     Family        Friends    Alone 

 

7. Religion: 

        Buddhism     Islam   

       Christ      Other: ______________ 

 

Part II: Factors associated with PMS  

Lifestyles: 

1. Regular Exercise: 

        None      ≤ 3 days / week   

       > 3 days / week     Everyday 

 

2. Exercise hour(s): 

        ≤ 30 minutes/day     > 30 minutes/day 

 

3. Sleeping hours/night: 

            ≤ 8 hours      > 8 hours 

 

4. Working hours/day: 

                   ≤ 8 hours       > 8 hours 
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Medical and Menstrual History 

1. Medical History: 

    - Diabetes Mellitus       Yes  No 

     - Hypertension        Yes  No 

    - Heart Disease       Yes  No 

    - Depression, anxiety, and other psychiatric disorders   Yes  No 

2. PMS history of mother-sister: 

     Yes     No    Not sure 

 

3. Complaint of dysmenorrhea: 

     None    Some cycles   Every cycles 

 

4. Menarche age: 

     ≤ 12 years       > 12 years 

 

5. Duration of bleeding: 

     < 3 days    3 – 5 days   > 5 days 

 
 

6. Interval of cycle:  

     ≤ 28 days       > 28 days 
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ข้อมูลทางสังคมประชากรและปัจจัยทีม่ผีลต่อกลุ่มอาการก่อนมปีระจ าเดือน 
 

แบบสอบถาม ชุดที่_______ 

วนัที่: _______ / ________ / __________ (วนั /เดือน / ปี) 

ส่วนที่ 1: ข้อมูลทางสังคมและประชากร 

1. อายุ: __________ ปี 

2. สถานภาพสมรส: 

 โสด   สมรส   หมา้ย / หยา่   / แยกกนัอยู ่ 

3. ระดบัการศึกษา: 

 ระดบัประถม      ระดบัมธัยม 

 ปริญญาตรี     ปริญญาโท 

 อ่ืนๆ: ระบุ ________________________ 

4. ต าแหน่งงาน: 

 ระดบัผูอ้  านวยการ     ระดบัผูจ้ดัการ           

 ระดบัพนกังาน     อ่ืนๆ: ระบุ ________ 

5. รายได้ต่อเดือน (บาท)   

 นอ้ยกวา่ 5,000      5,000 – 10,000 

 มากกวา่ 10,000 – 20,000    มากกวา่ 20,000 – 30,000 

 มากกวา่ 30,000 – 40,000    มากกวา่ 40,000 – 50,000 

 มากกวา่ 50,000 
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6. อาศัยอยู่กบั: 

     ครอบครัว        เพ่ือน   อยูค่นเดียว 

7. ศาสนา: 

        พุทธ     อิสลาม   

       คริสต ์     อ่ืนๆ; ระบุ ___________ 

ส่วนที่ 2: ปัจจัยที่มผีลต่อกลุ่มอาการก่อนมปีระจ าเดือน 

วถิีการด าเนินชีวติ: 

1. การออกก าลงักาย:  

                ไม่เคยออกก าลงักาย   นอ้ยกวา่หรือเท่ากบั 3 วนั/สปัดาห ์

          มากกวา่ 3 วนั/สปัดาห ์   สม ่าเสมอทุกวนั 

2. ระยะเวลาในการออกก าลงักาย: 

  นอ้ยกวา่หรือเท่ากบั 30 นาที/วนั  มากกวา่ 30 นาที/วนั   

3. ช่ัวโมงส าหรับการนอนหลบั: 

 นอ้ยกวา่หรือเท่ากบั 8 ชัว่โมง  มากกวา่ 8 ชัว่โมง 

4. ช่ัวโมงท างานต่อวนั: 

       นอ้ยกวา่หรือเท่ากบั 8 ชัว่โมง  มากกวา่ 8 ชัว่โมง 
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ประวตักิารเจบ็ป่วยและประวตัเิกีย่วกบัการมปีระจ าเดือน:   

1. มปีระวตักิารเจบ็ป่วย: 

- โรคเบาหวาน       ใช่  ไม่ 

- โรคความดนัโลหิตสูง       ใช่  ไม่ 

- โรคหวัใจ        ใช่  ไม่ 

- ภาวะซึมเศร้า วิตกกงัวลหรือภาวะทางจิตและประสาทอ่ืน  ๆ  ใช่  ไม่ 

2. มปีระวตัคินในครอบครัวเป็นกลุ่มอาการก่อนมปีระจ าเดือน เช่น มารดา พีส่าว 

น้องสาว: 

 ใช่    ไม่    ไม่แน่ใจ 

3. มอีาการปวดท้องประจ าเดือน: 

 ไม่เคยมี     มีบางรอบเดือน  มีทุกรอบเดือน 

4. ประจ าเดือนมาคร้ังแรกตอนอายุ: 

                นอ้ยกวา่หรือเท่ากบั 12 ปี     มากกวา่ 12 ปี 

5. ระยะเวลาที่มปีระจ าเดือน: 

      นอ้ยกวา่ 3 วนั   3 – 5 วนั   มากกวา่ 5 วนั 

6. ระยะห่างของการมปีระจ าเดือนในแต่ละคร้ัง: 

               นอ้ยกวา่หรือเท่ากบั 28 วนั     มากกวา่ 28 วนั 
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APPENDIX B: PREMENSTRUAL SYNDROME SCREENING TOOL  
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แบบสอบถามเก่ียวกบักลุ่มอาการก่อนมีประจ าเดือน 

กรุณาพิจารณาถึงรอบประจ าเดือนคร้ังล่าสุดของท่านและท าเคร่ืองหมาย “X” ในช่องท่ีเหมาะสม 

ท่านมีกลุ่มอาการใดดงัต่อไปน้ีUในช่วงก่อนการมีประจ าเดือนU และกลุ่มอาการน้ีจะหายไปใน
ช่วงแรกของการมีประจ าเดือน 
 

กลุ่มอาการ 
ไม่มอีาการ
ดงักล่าวเลย 

มอีาการ
ดงักล่าว
เลก็น้อย 

มอีาการ
ดงักล่าว 
ปานกลาง 

มอีาการ
ดงักล่าว 

อย่างรุนแรง 

1. โกรธ/หงุดหงิดง่าย     

2. วติกกงัวล/ตึงเครียด     

3. มีความรู้สึกอยากร้องไห้/มีความรู้สึก 
    อ่อนไหวต่อการถูกปฏิเสธ 

    

4. อารมณ์ซึมเศร้า/ความรู้สึกส้ินหวงั     
5. ความสนใจท่ีมีต่องาน/การเรียนลดลง     
6. ความสนใจท่ีมีต่อกิจกรรมทางบา้นลดลง     
7. ความสนใจท่ีมีต่อกิจกรรมทางสงัคม  
    ลดลง 

    

8. ไม่มีสมาธิ     
9. เหน่ือยลา้/ไม่มีแรง     
10. รับประทานอาหารมากข้ึน/อยากอาหาร 
      เพ่ิมข้ึน 

    

11. นอนไม่หลบั     

12. นอนหลบัมากกวา่ปกติ (ตอ้งการนอน 
      เพ่ิมข้ึน) 

    

13. มีความรู้สึกต่างๆเกิดข้ึนมากกวา่ปกติ 
      หรือไม่สามารถควบคุมตวัเองได ้

    

14. กลุ่มอาการทางกาย: คดัตึงเตา้นม, ปวด 
      ศีรษะ, ปวดขอ้/กลา้มเน้ือ, ตวับวม,  
      น ้ าหนกัเพ่ิมข้ึน 
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Uอาการต่างๆที่ท่านได้พจิารณาไปน้ันมีผลรบกวนกจิกรรมเหล่านีห้รือไม่ U: 
 

 ไม่มีผลเลย 
มีผล

เลก็นอ้ย 
มีผล 

ปานกลาง 
มีผล 

อยา่งมาก 
A. ประสิทธิภาพหรือประสิทธิผลในการ 
     ท างานของท่าน 

    

B. ความสมัพนัธ์กบัเพ่ือนร่วมงานของ 
     ท่าน 

    

C. ความสมัพนัธ์กบัสมาชิกในครอบครัว 
     ของท่าน 

    

D. กิจกรรมทางสงัคมของท่าน     

E. หนา้ท่ีความรับผิดชอบทางบา้นของ 
    ท่าน 

    

P

        © 
PCopyright, McMaster University, Hamilton, Ontario, Canada (2003) 

 
          Any further use or copying of this questionnaire must be authorized by a separate licensing agreement.  
      Please contact the McMaster Industry Liaison Office at McMaster University, email: 53TUmilo@mcmaster.caU53T  

for details. 

 

 

 

 

 

 

 

  

mailto:milo@mcmaster.ca
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APPENDIX C: WHOQOL –BREF 

The World Health Organization Quality of Life (WHOQOL)-BREF 

© World Health Organization 2004 

All rights reserved. Publications of the World Health Organization can be obtained 

from Marketing and Dissemination, World Health Organization, 20 Avenue Appia, 

1211 Geneva 27, Switzerland (tel: +41 22 791 2476; fax: +41 22 791 4857; email: 

bookorders@who.int). Requests for permission to reproduce or translate WHO 

publications—whether for sale or for noncommercial distribution—should be 

addressed to Publications, at the above address (fax: +41 22 791 4806; email: 

permissions@who.int). 

The designations employed and the presentation of the material in this publication do 

not imply the expression of any opinion whatsoever on the part of the World Health 

Organization concerning the legal status of any country, territory, city or area or of its 

authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines 

on maps represent approximate border lines for which there may not yet be full 

agreement. 

The mention of specific companies or of certain manufacturers’ products does not 

imply that they are endorsed or recommended by the World Health Organization in 

preference to others of a similar nature that are not mentioned. Errors and omissions 

excepted, the names of proprietary products are distinguished by initial capital letters. 

The World Health Organization does not warrant that the information contained in 

this publication is complete and correct and shall not be liable for any damages 

incurred as a result of its use. 
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WHOQOL-BREF 

The following questions ask how you feel about your quality of life, health, or other 

areas of your life. Please choose the answer that appears most appropriate. If you 

are unsure about which response to give to a question, the first response you think of 

is often the best one. 

Please keep in mind your standards, hopes, pleasures and concerns. We ask that you 

think about your life in the last four weeks. 

 

 
 

The following questions ask about how much you have experienced certain things in 

the last four weeks. 
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The following questions ask about how completely you experience or were able to do 

certain things in the last four weeks. 
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The following question refers to how often you have felt or experienced certain things 

in the last four weeks. 

 

 
 

Do you have any comments about the assessment? 

[The following table should be completed after the interview is finished] 
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 69 

 
 

© Copyright: This document is not issued to the general public, and all rights are 

reserved by the World Health Organization (WHO). This document may not be 

reviewed, abstracted, quoted, reproduced, translated, referred to in bibliographical 

matter or cited, in part or in whole, without the prior written permission of WHO. NO 

permission of WHO. The WHOQOL Group, Programme on Mental Health, WHO, 

CH-1211 Geneva 27, Switzerland. 

 

“The World Health Organization (WHO) does not endose any specific companies, 

products or services.” 
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APPENDIX D: WHOQOL–BREF (Scoring Interpretation Instruction) 
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APPENDIX E: PRE-SCREENING LOG 

Prevalence and Quality of Life with Premenstrual Syndrome (PMS) among the 

working women in reproductive age group 

 

Participant no.:__________ 

 

Criteria for study eligibility: 

UInclusion criteria 

 Yes  No   1. Women age 18 – 49 years. 

 

 Yes  No   2. Women with reproductive age who working in the office. 

 

 Yes  No   3. Currently were having regular menstrual periods at least in 

the last two consecutive months. 

 

 Yes  No   4. Willing to participate in this study. 

 

UExclusion criteria 

 Yes  No   1. Less than six months since delivery, abortion, or lactation 

before this survey. 

 

 Yes  No   2. Currently pregnant. 

 

 Yes  No   3. Currently using a hormonal method of contraception as 

follows: 

 Oral Contraceptive 

 Injectable Contraceptive 

 Implant Contraceptive 

 Hormonal Intra-Uterine device 
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UEligibility status: 

 

Inclusion questions above are  not completely answered with Yes 

                         completely answered with Yes 

 

If not completely answered with Yes, do not enroll patient in the study. 

Exclusion questions above are  not completely answered with No 

                         completely answered with No 

 

If not completely answered with No, do not enroll patient in the study. 

 

Is participant enrolled in the study   No                    Yes 

 

The patient conforms to all inclusion criteria and none of the exclusion 

criteria apply.      

 

 

____ / ____ / _____              _________________ /___________________ 

Date (dd / mm / yyyy)           Signature of Researcher / Name of Researcher   

                                                                                            (in capital letters) 
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Prevalence and Quality of Life with Premenstrual Syndrome 

(PMS) among the working women in reproductive age group 

 

Participant Pre-screening Log 
For participants whom are pre-screened by investigator/Data Collector, 

but DO NOT reach stage of Informed Consent yet 

 

 

Investigator/Data Collector’s  

Name: _________________________ 

 

Place: ________________________ 

    

 

 

Pre-Screening Date 

(refers to the date of  the 

Investigator or Data collector has 

spoken to the potential participant 

regarding the thesis) 

Reason for Non Inclusion 

 

1 

  

 

2 

  

 

3 

  

 

4 

  

 

5 

  

 

6 

  

 

7 

  

 

8 

  

 

9 

  

 

10 

  

 

11 

  

 

12 

  

 

13 

  

 

14 

  

 

15 
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Uความชุกและคุณภาพชีวติของกลุ่มอาการก่อนมปีระจ าเดือน 

Uของผู้หญิงท างานวยัเจริญพนัธ์ุ 

อาสาสมัครหมายเลข.:__________ 

                                                                     

Uรายละเอยีดของกลุ่มประชากรหรือผู้มีส่วนร่วมในการวจัิย 

Uเกณฑ์การคัดเข้า: 

 ใช่  ไม่ใช่   1. ท่านมีอายอุยูใ่นช่วงระหวา่ง 18 – 49 ปี 
 

 ใช่  ไม่ใช่   2. ท่านเป็นผูห้ญิงวยัเจริญพนัธ์ุท างานในส านกังาน 
 

 ใช่  ไม่ใช่   3. ท่านมีภาวะประจ าเดือนท่ีมาปกติอยา่งนอ้ย  2 เดือนติดต่อกนั 
 

 ใช่  ไม่ใช่   4. ท่านยนิยอมท่ีจะเขา้ร่วมการศึกษาวจิยัน้ีดว้ยความสมคัรใจ 
 

Uเกณฑ์การคัดออก: 

 ใช่  ไม่ใช่   1. ท่านมีการคลอดบุตร ภาวะแทง้ หรืออยูใ่นช่วงใหน้มบุตรภายในระยะเวลา  
6 เดือนก่อนการส ารวจขอ้มูลน้ี 

 

 ใช่  ไม่ใช่   2. ท่านมีภาวะการตั้งครรภ ์
 

 ใช่  ไม่ใช่   3. ท่านใชย้าฮอร์โมนคุมก าเนิดในช่วงปัจจุบนั  ดงัน้ี 
 ยาเมด็คุมก าเนิด 

 ยาคุมก าเนิดชนิดฉีด 

 ยาคุมก าเนิดชนิดฝัง 

 ห่วงอนามยัคุมก าเนิดท่ีมีฮอร์โมน 
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Uเกณฑ์การคัดเลือก: 
 
ค าถามจากเกณฑ์การคัดเข้า   ไม่ตอบวา่ “ใช่”ทั้งหมด 

                    ตอบวา่ “ใช่”ทั้งหมด 
 
ถา้ตอบวา่ “ใช่” ทั้งหมด จึงผา่นเกณฑก์ารคดัเลือกเขา้การศึกษาวจิยั 
 

ค าถามจากเกณฑ์การคัดออก   ไม่ตอบวา่ “ไม่ใช่”ทั้งหมด 

                    ตอบวา่ “ไม่ใช่”ทั้งหมด 
 
ถา้ตอบวา่ “ไม่ใช่” ทั้งหมด จึงผา่นเกณฑก์ารคดัเลือกเขา้การศึกษาวจิยั 
 
อาสาสมคัรผา่นเกณฑก์ารคดัเลือก   ไม่ใช่                    ใช่ 

       
อาสาสมคัรผา่นเกณฑก์ารคดัเลือกทั้งหมดท่ีจะเขา้ร่วมการศึกษาวจิยั 
 
 
____ / ____ / _____              __________________ / ______________________________ 

วนัท่ี (วนั / เดือน / ปี)                          ลายเซ็นตผ์ูว้จิยั / ช่ือผูว้จิยั (ตวับรรจง) 
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ความชุกของกลุ่มอาการก่อนมีประจ าเดือนในผู้หญงิท างานวยัเจริญพนัธ์ุ 
และคุณภาพชีวติ    

แบบคัดกรองผู้เข้าร่วมการศึกษาวจัิย 

(ส าหรับคดักรองผูท่ี้มีคุณสมบติัก่อนท่ีจะยนิยอมเขา้ร่วมการศึกษาวจิยั โดยนกัวจิยัหรือผูเ้ก็บขอ้มูล) 

 

ช่ือนักวจิยั/ผู้เกบ็ข้อมูล: ____________________ 

 

สถานทีเ่กบ็ข้อมูล: ___________________ 

    
 

 

วนัทีค่ดักรอง 

(หมายถึงวนัท่ี ท่ีนกัวจิยัหรือผูเ้ก็บขอ้มูลมี

การสอบถามพดูคุยกบัผูท่ี้มีคุณสมบติัท่ีจะ

เขา้ร่วมการศึกษาวจิยัตามเกณฑข์อง

วทิยานิพนธ์) 

เหตุผลทีไ่ม่สามารถเข้าร่วมการศึกษาวจิยัได้ 

1   

2   

3   

4   

5   

6   

7   

8   

9   

10   

11   

12   

13   

14   

15   
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APPENDIX F: WORK PLAN AND TIMEFRAME 
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APPENDIX G: BUDGET 

Expenditure 

Estimated costs 

(Baht) 

Supplies 

1. Stationary 2,000 

2. Photocopy, printing  10,000 

3. Internet fee  1,000 

4.  Telephone/cell phone expense 3,000 

5. PSST Questionnaire copyright fee 6,500 

Administrative costs and others 

1. Data collector (80 THB/questionnaire) 80 x 120 Q.  9,600 

2. Travel cost (100 THB/day)  100 X 30 days 3,000 

3. Consultancy fee 2,000 

Grand Total 37,100 THB 
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