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ABSTRACT

INTRODUCTION Primary dysmenorrhea is defined as pain during the menstrual cycle, recurrent cramping type in the absence of an
identifiable cause. It can negatively affect the quality of life of those who suffer from it. The objective is to determine the association
between pain intensity in primary dysmenorrhea and the impact on quality of life related to menstrual health, presenteeism, and

sexual function in adult Chilean women.

METHODS Cross-sectional observational study. A sample of 392 women with painful menstruation in the last six months. A self-
reported survey was distributed on social media between January and June 2024, consisting of sociodemographic questions, pain
intensity and perception, the EQ5D-3L quality of life questionnaire, the Stanford Presenteeism Scale, and the Women's Sexual

Function Questionnaire adapted to the study.

RESULTS The mean age was 29.2 +/- 8.2 years, and the mean pain intensity was 6.7 +/- 2.04 points. High pain intensity was associated
with greater impairment. Those with severe or extreme pain experienced a significant impact on their quality of life related to
menstrual health. Among the compromised aspects, the most notable were the performance of usual activities (OR 9.99), lower work
performance (lack of concentration), and decreased social activities. The most common mitigation measures used were local heat

(96.7%), herbal teas (63.5%), and medication (90%).

CONCLUSIONS Dysmenorrhea impacts different dimensions of quality of life. Despite its high prevalence, it is often underestimated,
and women often normalize pain by employing various methods to mitigate it. The concept of menstrual health is a subjective and
multidimensional experience. The results suggest the importance of comprehensively updating the management of dysmenorrhea
and incorporating new studies on economic evaluation, prevalence, and self-image to delve deeper into the subject.
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INTRODUCTION

Menstrual health is a state of complete physical, mental, and
social well-being. It is not merely the absence of disease
or infirmity related to the menstrual cycle. This includes
access to accurate information and education about menstrual
management, as well as the ability to manage pain and
menstrual hygiene safely and with dignity [1].
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One of the most common menstrual health problems
experienced by women of reproductive age is primary
dysmenorrhea. This is defined as recurrent cramp-like pain
during the menstrual cycle, in the absence of an identifia-
ble pelvic cause. The pain interferes with daily activities and
negatively affects a woman’s quality of life [2-4].

Its prevalence varies due to its multidimensional nature,
approach, sample selection, and methodological designs in
different studies on dysmenorrhea. It is estimated that it affects
between 45% and 91% of menstruating women, and 2% to 29%
experience severe pain [5-7]. Despite the high percentages, it is
underdiagnosed, inadequately treated, or normalized [5].

Physiopathologically, it is characterized by an alteration in
prostaglandin F2a (PGF2a) and prostaglandin E2 (PGE2) levels
during endometrial shedding. This causes uterine hypercon-
tractility, restricts blood flow, and leads to the production of
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Menstrual management and the impact of primary dysmenorrhea

MAIN MESSAGES

« Thereis little national evidence regarding quality of life in women with dysmenorrhea, which limits informed clinical and

public policy decision-making.

« Aninnovative approach is proposed that incorporates health-related quality of life, presenteeism, and sexual function,

which are absent in previous studies.

- Dismenorrhea was found to affect multiple dimensions of quality of life in women who suffer from it, and it is an under-
diagnosed clinical condition that leads women to use coping strategies, which are sometimes unregulated.

« The research has limitations, such as non-probabilistic sampling and information bias resulting from an online survey, but
it provides useful findings for future research and interventions.

anaerobic metabolites, uterine muscle ischemia, and hypoxia,
which subsequently stimulate pain receptors [5,8]. Its percep-
tion results from multiple dynamic mechanisms of the central
and peripheral nervous systems, which inhibit or facilitate
nociceptive stimuli and responses [9].

The intensity and duration of pain can vary significantly
among women, beginning between 48 and 72 hours before
menstruation and lasting up to three days. The first episode may
occur between 6 and 24 months after menarche, increasing in
intensity during adolescence. This highlights the importance of
addressing this condition in its early stages [5,8,10]. The average
intensity of menstrual pain is approximately 6 points on a visual
analog scale (VAS), and it is associated with other symptoms
such as headache, fatigue, digestive symptoms, musculoskeletal
pain, abdominal distension, and sleep disorders, among others
[10-12].

Because of its physical symptoms, dysmenorrhea affects
women’s overall quality of life. On the one hand, it alters
health-related quality of life, especially regarding mobility and
usual activities [10,11,13]. In addition, it impacts women'’s direct
costs in terms of menstrual management and indirect costs
by inducing a decrease in academic performance and work
efficiency due to absenteeism [1,14].

We consider health-related quality of life as an individu-
al's perception of how their health status affects their daily
functioning, ability to maintain independence, and physical,
psychological, and social well-being within their environment
[13,15].

Presenteeism is understood as workers being physically
present at their workplace, even though they have some
unfavorable medical condition that would typically require rest
and absence from work. This decreases their performance,
reducing productivity [16,17].

Studies on the quality of life in adult women with dysmenor-
rhea are a neglected topic in women’s health. As stated by the
United Nations (UN), due to “persistent harmful sociocultural
norms such as stigma, misconceptions, and taboos surround-
ing menstruation, women and girls continue to experience
exclusion and discrimination” [14]. For these reasons, the
following study is relevant in attempting to answer the question
in the Chilean context: What is the impact of menstrual pain
intensity on the quality of life of Chilean adult women? Its

objective is to determine the association between pain intensity
in primary dysmenorrhea and the impact on quality of life
related to menstrual health, presenteeism, and sexual function
in this segment of the population.

In addition to determining the altered dimensions of quality
of life due to dysmenorrhea, we seek to describe the concomi-
tant symptoms and menstrual management of these women.

METHODS

An observational, cross-sectional, analytical study was
conducted following STrengthening the Reporting of OBser-
vational studies in Epidemiology (STROBE) guidelines for
observational studies [18]. The Ethics Committee of Diego
Portales University approved the research protocol.

Sample selection

Women aged 18 to 50 years, born and residing in Chile, who
had experienced menstrual pain in the last six months, were
included.

Those who reported pelvic trauma, endometriosis, or
amenorrhea in the last six months and users of copper
intrauterine devices were excluded. Recruitment was done
using non-probability convenience sampling through social
networks (LinkedIn, Facebook, Instagram) and women'’s forums
between January and June 2024. After applying exclusion
criteria, the final sample size was 392 participants. The findings
should be interpreted cautiously due to the selection bias
inherent in the sample design [19].

Data collection

A survey was developed with sociodemographic questions,
pain intensity using a visual analog scale, perception of
menstrual pain, the generic quality of life questionnaire
European Quality of Life 5 Dimensions 3 Level Version (EQ5D-3L,
version validated in Chile) [20,21], the Stanford Presenteeism
Scale (SPS-6) [22], and some items from the Changes in Sexual
Functioning Questionnaire short-form (CSFQ-14) [23], excluding
those related to lubrication due to menstruation.

To ensure the reliability of the data, the SPS-6 and CSFQ-14
questionnaires, which had not been previously validated in
the general Chilean population, were adapted and subjec-
ted to semantic validation through a pilot study with 10
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women with characteristics similar to those of the sample, who
were not gynecological health professionals. This allowed for
minor adjustments in wording, spelling, and punctuation. The
questionnaire showed high internal consistency (Cronbach’s a of
0.89) and an average response time of 25 minutes.

The content was evaluated by three experienced professio-
nals in women’s health, who were provided with a matrix
that assessed semantics, clarity, relevance, consistency, and
appropriateness. The experts' credentials are as follows:

«  E.1: Academic at an accredited Chilean university,
master’s degree in sexuality, director of a sexuality
institute, and member of national and international
sexuality societies.

«  E.2: Academic and director of an accredited Chilean
university, member of the scientific committee of an
international women's health society.

«  E.3:Specialist in menstrual health and sexualities, advisor
on menstrual care management, and member of the
board of directors of an institution dedicated to women’s
health.

An Aiken V score between 0.83 and 1 was obtained, indicating
high agreement among the experts. Based on their suggestions,
questions about menstrual management were added.

Finally, the questionnaire was distributed via self-reporting on
Google Forms between January and June 2024. The first page
explained the purpose of the online survey and presented the
digital informed consent form. This included confirmation of the
women’s willingness to participate, ensuring the confidentiality
of sensitive data by anonymizing it.

VARIABLES
Sociodemographic variables

The sample description included age, gender, sexual
orientation, sexual partner in the last six months, level of
education, employment status, region of residence, and habits
(tobacco, alcohol, and drug use).

Health insurance was also included, due to the mixed nature
of the health system. This consists of four categories in the
public system or National Health Fund (FONASA), designated by
letters A for the lowest income and D for the highest income,
and one category in the private system or Health Insurance
Institutions (ISAPRE), whose membership correlates with income
quintile distribution. In addition, a smaller percentage of the
population is served by the armed forces and law enforcement
agencies' systems. For this reason, the groups within the health
insurance system in Chile are considered a good approximation
of the economic income of their users [24]. Responses were
classified according to the category to which they belonged in
the six alternatives.

Dysmenorrhea variables
Perception of menstrual pain: The person was asked to rate
their perception of premenstrual pain on days 1 to 2 and 3 to 4

of the cycle, using a Likert scale with five categories: none, mild,
moderate, severe, and extreme.

Overall intensity of perceived menstrual pain: using a visual
analog scale numbered 1 to 10, the person was asked to select
the level that best represented the intensity of the symptom
during the menstrual cycle, where 0 is no pain and 10 is the
highest intensity [25]. To facilitate analysis, the obtained scores
were grouped into two qualitative categories: mild to moderate
pain (range 1 to 6 points) and severe to extreme pain (range 7 to
10 points).

Menstrual management: all the elements that women and
menstruating people need to live their menstruation to the
fullest [1,12,26]. The responses were grouped into contracep-
tive methods, menstrual hygiene, and pharmacological and
non-pharmacological pain management strategies.

Concomitant symptoms: symptoms that accompany
menstrual pain [10]. Respondents were asked to select the
options representing users from a symptom list.

Quality of life variables

Rest: Volunteers were asked to assess their perception of how
their usual rest was affected compared to the period without
menstruation. Rest was rated on a five-point scale. Responses
were then grouped into three levels: low/none, moderate, and
considerable/a lot.

Menstrual health-related quality of life: This was assessed
using descriptive questions from the generic EQ-5D version 3L
questionnaire. This contains five health dimensions: mobility,
personal care, usual activities, anxiety/depression, and pain/
discomfort (only discomfort was considered for the study), with
three levels in each dimension according to the degree of
impairment [20,21].

This instrument has been adapted and validated in the
general population and groups of people with specific Chilean
pathologies. It takes approximately 2 to 3 minutes to complete
[20,27].

Presenteeism: measured using the SPS-6 instrument, which
considers two dimensions. The first relates to the efficiency
of completing work despite the clinical situation (questions
2, 5, and 6), with responses scored from 1 to 5. The second
dimension relates to avoiding distraction (questions 1, 3, and
4), with reactions scored inversely proportional to each other.
The total score ranges from 6 to 30 points, with higher scores
indicating a lower level of presenteeism. This means perceiv-
ing a greater ability to concentrate and perform work despite
health problems [22,23]. Respondents were asked how much
they agreed with the statement on a five-point Likert scale:

1. Strongly disagree.

2. Disagree.

3. Indifferent.

4. Agree.

5. Strongly agree [22,23].

For the analysis, the responses were grouped into three levels.
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Social activities: Volunteers were asked to evaluate their
perception of how social activities were affected compared to
the period without menstruation for family members/friends
and work/study colleagues, rating it in five categories. The
responses were then grouped into three levels: low/none,
moderate, and significant/much.

Sexual function: a multidimensional concept that includes
physical, psychological, emotional, and partner aspects of sexual
activity [28]. It was measured using the CSFQ-14 tool [23],
classifying the questions into three dimensions: arousal/desire,
orgasm, and satisfaction. As with the previous variables, a
five-category Likert scale was used, grouping the responses into
three levels: never/rarely, sometimes, and always/almost always.

Statistical analysis

The sample was characterized using frequency tables and
percentages. The mean and standard deviation were estimated
for age, pain intensity according to the visual analog scale, and
scores for each dimension of presenteeism.

The pain intensity variable was then categorized into two
groups according to the reported score, with a score of 1 to
6 considered mild/moderate and 7 to 10 considered severe/
extreme according to the visual analog scale. This is the group
of interest. For comparisons between groups, the Student’s
t-test was used to test for differences in means in the case of
quantitative variables (age and presenteeism dimension scores).
For categorical variables, Pearson’s chi-square test was applied.

Finally, the dimensions of the EQ5D-3L instrument and the
subdimensions of the SPS-6 and CSFQ-14 scales were analyzed
as dichotomous variables categorized according to the levels of
impact. To do this, a value of 1 was assigned to the category
with the greatest potential negative impact on pain intensity
and 0 to the rest. Binary logistic regression models were applied
to estimate the association between pain intensity and the
impact on health-related quality of life, presenteeism, rest, social
activities, and sexual function. The estimates were adjusted
for type of health insurance, pharmacological and non-pharma-
cological strategies for pain relief use, and hormonal contra-
ceptives. The results were expressed as odds ratios with their
respective 95% confidence intervals. SPSS version 30.0 software
was used for all analyses, and a p value < 0.05 was considered
statistically significant.

RESULTS

During the data collection period, 435 surveys were obtained.
After applying the exclusion criteria, 392 were considered valid
for the sample. The losses correspond to foreign women,
women with myxomatosis, users of the TCu380-A intrauterine
device, women diagnosed with endometriosis, and inconsis-
tent surveys. Of the total sample, 80.9% were women living
in metropolitan areas (Valparaiso, Biobio, and Metropolitan
regions). The average age of the sample was 29.9 + 8.2 years,
ranging from 18 to 50 years, of which 87.5% were under 40. Of
those surveyed, 98.2% identified as female and 1.8% identified

as non-binary. At the time of the survey, 59.9% of the volunteers
perceived their health status as good/very good. The character-
istics of the sample are presented in Table 1.

The average age of women with mild/moderate overall pain
intensity according to the visual analog scale was 28.5 +/- 7.5
years, and severe/extreme pain was 29.7 +/- 8.6 years, with a p
value of 0.13 on the T-test for mean differences.

Seventy-five percent of respondents reported moder-
ate/severe pain before menstruation, and 76.8% reported
severe/extreme pain in the first two days, a distribution that
can be seen in Figure 1. In addition, the average duration of
menstruation was reported as 5.7 + 2.7 days (2 to 20 days), with
39% reporting a regular amount of menstrual flow and 45.9%
reporting heavy flow, predominantly on days 2 to 3.

Of the sample, 20.6% reported being always/almost always
asked about their problems during routine gynecological
checkups, and 26.8% indicated that they were sometimes asked.
Of these, 27.4% were treated in the private (social security or
private health institutions) and 72.6% in the public (National
Health Fund). The use of hormonal contraceptives is a way
to control the length of the cycle and the amount of flow.
Menstrual management and pain relief methods can be seen
in Table 2.

Menstrual health-related quality of life is significantly
associated with the impact on the EQ5D-3L dimensions and
menstrual pain intensity. The data show that women with
severe/extreme pain have a higher concentration of responses
in the categories with the greatest impact in each dimension
(Table 3).

On the other hand, the sample has an overall SPS-6 score.
The sample was 13.21 +/- 3.33 points (range 6 to 24 points),
indicating a high level of presenteeism. In turn, the dimension of
avoiding distraction had a mean and standard deviation of 7.75
+/- 3.07 points in those with mild/moderate pain; and 5.79 +/-
2.17 in those with severe/extreme pain, with a mean difference
test with a p value < 0.001. On the other hand, for the dimension
of task completion, the score was 6.66 +/- 1.43 points for the
group of women with mild/moderate pain and 6.54 +/- 1.56
points for the group with severe/extreme pain, with a mean
difference test of 0.43.

In terms of sexual function, a significant association was
observed between pain intensity and the dimensions “lack of
arousal’, “sexual desire with a partner’, and “achievement of
orgasm both with a partner and through self-stimulation during
the menstrual period”.

Table 3 shows the distribution of frequencies in the sample
for each variable, grouped by the intensity of menstrual pain.
Meanwhile, other results not shown in the table indicate that
in 51.5% of the sample, dysmenorrhea has severely affected
their activities with family and/or friends, and in 42% with
coworkers. The odds ratios for these categories were 3.81
(2.45 to 5.92) and 4.4 (2.74 to 7.06), respectively, both signifi-
cant (p value < 0.001). Consequently, menstrual health-related
quality of life is impaired by dysmenorrhea. This is particularly
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Table 1. Characteristics of the sample (n =392).

Characteristics

N

%

Age

Mean +/- SD (range)

29.9 +/- 8.2 years (18 to 50 years)

Overall intensity of menstrual pain
perceived according to VAS

Mean +/- SD (range)

6.7 +/- 2.04 points (0 to 10)

Health insurance Fonasa A 54 13.8%
Fonasa B 120 30.6%
Fonasa C 50 12.8%
Fonasa D 70 17.9%
Armed forces 5 1.3%
ISAPRE 93 23.7%
Educational level Incomplete education 2 0.5%
Complete education 48 12.2%
Incomplete higher technical education 8 2.0%
Complete higher technical education 36 9.2%
Incomplete higher education 133 33.9%
Complete higher education 165 42.1%
Gender Female 385 98.2%
Male 0 0.0%
Non-binary 7 1.8%
Sexual orientation Heterosexual 288 73.5%
Homosexual 1 2.8%
Bisexual 80 20.4%
Other 13 3.3%
Had a sexual partner in the last 6 months  Yes 218 96.4%
No 74 3.6%
Childbirth Never given birth 272 69.4%
Given birth multiple times 120 30.6%
Habits Smokes 920 23.0%
Consumes alcohol 255 65.1%
Consumes marijuana 51 13.0%
Consumes other drugs 3 0.8%
Self-perception of current health status Poor/very poor 15 3.8%
Average 142 36.2%
Good/very good 235 59.9%

SD, standard deviation. VAS, visual analog scale. FONASA, National Health Fund. ISAPRE, system of private health insurance institutions.

Source: Prepared by the authors with the compiled data.

noticeable in women with severe/extreme pain, who are more
likely to experience severe impact compared to those with
moderate/mild pain. In this context, usual activities are the most
affected (Figure 2).

Women in the categories most affected by variables reflecting
presenteeism have significantly higher odds of severe/moderate
pain than those in the least affected categories as a whole
(Figure 3). Overall, each dimension shows that these women
have a greater impact on avoiding distraction than those with
mild/moderate pain, with an odds ratio of 3.15 (1.99 to 4.98),
with a p value < 0.001. On the other hand, in the “completing
the task” dimension, the odds ratio was 0.80 (0.5 to 1.3) with a p
value of 0.37.

Finally, the odds of severe/extreme pain are 1.7 times higher
in women who want to stay in their relationship than in those
who do not (Figure 4).

DISCUSSION

Our findings emphasize the negative impact of dysmenor-
rhea, observing a significant association between the level of
perceived pain and the deterioration of different dimensions

of women’s quality of life during the menstrual cycle. Thus,
their physical and psychological health is affected. In addition,
they are accompanied by various reported symptoms such as
headache (56.6%), lower back pain (70.4%), and mood swings
(79.6%), which add to this impact.

Menstrual management will depend on cultural aspects,
accessibility in the country, and the information available [1].
Regarding how to cope with dysmenorrhea, 90% of our sample
reported using some medication to relieve pain. Likewise,
87.73% reported non-pharmacological measures.

Of the sample, 57.9% reported severe/extreme pain during
the first two days, and 42.1% reported the most severe pain.
This reveals that they were 10 times more likely to be severely
affected in their ability to perform usual activities compared
to those with mild/moderate pain. Of the women with severe/
extreme pain, 55.9% reported having to stay in bed, and 57.7%
were unable to perform their usual tasks. In a mixed study by
Chen [29], some women reported being unable to sit, walk, or
stand when they had symptoms of dysmenorrhea. Others said
they could not leave the house and remained in bed [29].
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Figure 1. Perception of pain in the initial phase of the menstrual period (n = 392).
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Source: Prepared by the authors.

In terms of psychological impact, women with high levels of
distress or depression are 3.6 times more likely (95% confidence
interval: 2.3 to 5.59) to experience severe/extreme pain than
those without such levels of distress or depression. In line with
these results, the meta-analysis conducted by Rogers (2018)
on dysmenorrhea and psychological stress reports that there
is a significant association between higher levels of depres-
sive symptoms, anxiety, and overall psychological distress and
greater severity of dysmenorrhea [30].

On the other hand, a higher overall level of presenteeism
is associated with greater pain intensity, especially in terms of
concentration. Our results are consistent with those of Ortiz
[31] in healthcare students in Mexico, where 78.7% reported
impaired concentration and 69% reported impaired perform-
ance [31]. Cook (2023), in a sample of female workers in the
European Union, reported a significant association between the
severity of menstrual pain and presenteeism [32]. In addition,
he reports that informing one’s superior about one’s health
status is linked to a lower probability of presenteeism. A study
of women aged 15 to 45 in the Netherlands found an average
of 1.3 days of absenteeism per year and a loss of productivity
due to presenteeism of 23.2 days per year on average [33]. In
our study, 41.85% of women with severe/extreme pain reported
a decrease in sexual desire, and 11.45% reported difficulty
achieving orgasm with their partner. In addition, 10.57% of
them reported dyspareunia. Hjorth [34] reported a decrease in
sexual desire in 22.3% of his sample, dyspareunia in 9.8%, and
difficulty achieving orgasm in 12.3% [34].

Moderate

Severe Extreme

As a strength, this study contributes to a nuanced under-
standing of dysmenorrhea and identifies areas ripe for further
research. The data provided are relevant in highlighting the
multidimensional impact of this highly prevalent but under-
addressed condition. The inclusion of women over 40 years of
age, who are even more invisible in consultations on menstrual
health issues, emphasizes the comprehensive and gender-sen-
sitive approach to clinical care. This is particularly relevant
when health service providers are male-led and biased toward
a biomedical rather than a biopsychosocial perspective. We
hope to provide valuable information for healthcare provid-
ers, society, and decision-makers in line with the Sustainable
Development Goals, especially Goal 3 on well-being and Goal
5 on gender equality [1]. These refer to ending menstrual
poverty, as “poor menstrual health and hygiene undermine the
fundamental rights of women, girls, and people who menstru-
ate, such as the right to work and go to school” [35].

Within the limitations of this study are the lack of validation
in Chile of the Stanford Presenteeism Scale and the Sexual
Functioning Questionnaire. Added to this is an online survey,
which may have led to sample selection bias due to self-report-
ing and the study subjects’ access to the internet. The non-prob-
abilistic nature of the sample limits the generalizability of the
findings, as they cannot be extrapolated to the total popula-
tion. Finally, other variables that could be of interest were not
included in the sexual function dimension, such as intensity,
duration of desire and arousal, self-confidence, and perception
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Table 2. Menstrual management and symptoms associated with dysmenorrhea (n = 392).

n %
Menstrual management ~ Contraceptive methods Combined oral contraceptive 132 33.67%
Combined injectable 10 2.55%
Progestin-only injectable/progestin-only oral 18 4.59%
Subdermal implant/levonorgestrel IUS 19 4.85%
Ring/patch 7 1.79%
Condom (internal or external) 19 4.85%
Surgical sterilization 8 2.04%
None 179 45.66%
Menstrual hygiene Menstrual panties/cloth pad 96 24.49%
products Menstrual cup/menstrual disc 123 31.38%
Panty liner 108 27.55%
Tampon 78 19.90%
Conventional sanitary towel 284 72.45%
Other 8 2.04%
Non-pharmacological ~ Steam diffusers 19 4.80%
coping strategies Conventional hot water bottle 159 40.60%
Seed hot water bottle 220 56.10%
Herbal teas 249 63.50%
Massage with essential oils 29 5.10%
Yoga, acupuncture, Reiki, meditation 43 11.00%
Essential oil roll-on 9 2.30%
Others 26 6.60%
None 52 13.27%
Pharmacological Mefenamic acid 132 33.70%
coping strategies. Tranexamic acid 9 2.30%
Celecoxib 35 8.90%
Diclofenac 4 1.00%
Antispasmodic 41 10.50%
Ibuprofen 169 43.10%
Ketorolac 8 2.00%
Ketoprofen 64 16.30%
Naproxen 16 4.10%
Paracetamol 154 39.30%
Tramadol 12 3.10%
Others 13 3.30%
None 39 9.95%
Symptoms accompanying dysmenorrhea Appetite changes 174 44.40%
Mood changes 312 79.60%
Changes in bowel movements 21 5.40%
Headache 222 56.60%
Anal pain 119 30.40%
Lower back pain 276 70.40%
Fatigue 30 7.70%
Nausea 146 37.20%
Feeling of abdominal bloating 367 93.60%
Breast tenderness 187 47.70%
Vomiting 121 30.90%
Feeling of abdominal distension 367 93.60%
Breast tenderness 187 47.70%
Other 20 5.10%

CM: contraceptive methods. IUS: intrauterine system.

Source: Prepared by the authors based on the compiled data.

of orgasm, among others. This made it difficult to compare

between groups.

CONCLUSIONS

It is necessary to raise awareness and recognize the impact of

address it comprehensively. This includes implementing gender-

and rights-based public and labor policies that recognize and
accommodate the needs of women with dysmenorrhea, as well
as implementing and developing more effective, patient-cen-

dysmenorrhea on the lives of adult women to take measures to

tered treatments. In this regard, health professionals should be
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Table 3. Distribution according to overall intensity of perceived menstrual pain.

Overall intensity of perceived menstrual pain

Mild/moderate Severe/extreme
7 q
(n=165) (n=227) Pearson’s chi-
square p
Dimensions n % n % value
Rest and quality of life related to menstrual health
Rest Little/no effect 61 37.0% 15 6.6% <0.001
Regularly affected 56 33.9% 64 28.2%
Quite a lot/very 48 29.1% 148 65.2%
much affected
Mobility I have no problems 74 44.8% 47 20.7% <0.001
walking
I have some 66 40.0% 53 23.3%
problems walking
I have to stay in bed 25 15.2% 127 55.9%
Personal care I have no problems 110 66.7% 81 35.7% <0.001
washing or dressing
myself
| have some 43 26.1% 68 30.0%
problems washing
or dressing myself
lam unable towash 12 7.3% 78 34.4%
or dress myself
Daily activities | have no problems 72 43.6% 19 8.4% <0.001
performing my
usual activities
I have 74 44.8% 77 33.9%
some problems
performing my
usual activities
| am unable to 19 11.5% 131 57.7%
perform my usual
activities
Discomfort I have no discomfort 27 16.4% 1 0.4% <0.001
| have moderate 56 33.9% 25 11.0%
discomfort
| have severe 82 49.7% 201 88.5%
discomfort
Anxiety/depression lam not anxiousor 44 26.7% 27 11.9% <0.001
depressed
| am moderately 60 36.4% 46 20.3%
anxious or
depressed
lam very anxious or 61 37.0% 154 67.8%
depressed
Presenteeism
Dimension: avoid Q.1 Menstrual pain Disagree/strongly 31 18.8% 7 3.1% <0.001
distraction makes it harder for me disagree
to cope with the stress  Indifferent 53 32.1% 56 24.7%
of household chores. ~ Agree/strongly 81 49.1% 164 72.2%
work. or Study. agree
Q.3 Menstrual pain Disagree/strongly 38 23.0% 10 4.4% <0.001
has prevented me disagree
from enjoying my Indifferent 44 26.7% 39 17.2%
work/study. Agree/strongly 83 50.3% 178 78.4%
agree
Q.4 | feel discouraged  Disagree/strongly 30 18.2% 9 4.0% <0.001
from completing disagree
some work/study Indifferent 42 25.5% 33 14.5%
activities because of
my menstrual pain.
(Continued)
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(Continued)

Overall intensity of perceived menstrual pain

Mild/moderate Severe/extreme
7 q
(n=165) (n=227) Pearson’s chi-
square p
Dimensions n % n % value
Agree/strongly 93 56.4% 185 81.5%
agree
Dimension:task Q.2 Despite menstrual Agree/strongly 1 0.6% 16 7.0% <0.001
completion pain. | was able to agree
complete my usual Indifferent 29 17.6% 98 43.2%
tasks. Disagree/strongly 135 81.8% 113 49.8%
disagree
Q.5 Despite menstrual Agree/strongly 25 15.2% 29 12.8% <0.001
pain. | was able agree
to concentrate on Indifferent 38 23.0% 38 16.7%
achieving my goals.  Disagree/strongly 102 61.8% 148 65.2%
disagree
Q.6 Despite menstrual Agree/strongly 19 11.5% 9 4.0% <0.001
pain. | felt energetic agree
enough to complete  Indifferent 51 30.9% 43 18.9%
my usual tasks. Disagree/strongly 95 57.6% 175 77.1%
disagree
Sexual function
Arousal and How often do you Almost always/ 17 10.3% 9 4.0% 0.682
desire feel sexually aroused  always
during your menstrual Sometimes 31 18.8% 47 20.7%
period? Never/almost never 117 70.9% 171 75.3%
How often do you Not applicable (no 30 18.2% 44 19.4% <0.001
want to engage partner in the last 6
in sexual activity months)
with your partner Almost always/ 56 33.9% 49 21.6%
during your menstrual always
period? Sometimes 35 21.2% 39 17.2%
Never/almost never 44 26.7% 95 41.9%
How often do you Not applicable 51 30.9% 64 28.2% 0.129
maintain your desire (never practiced)
for self-exploration Almost always/ 48 29.1% 58 25.6%
during menstruation?  always
Sometimes 18 10.9% 27 11.9%
Never/almost never 48 29.1% 78 34.4%
Orgasm How often do you Not applicable (no 65 39.4% 107 47.1% 0.006
have an orgasm with  partner/does not
a partner during your  practice during
period? menstruation)
Almost always/ 65 39.4% 53 23.3%
always
Sometimes 18 10.9% 41 18.1%
Never/almost never 17 10.3% 26 11.5%
How often do Not applicable 66 40.0% 81 35.7% 0.022
you have an (never practices/
orgasm through does not
self-stimulation practice during
during your period? menstruation)
Almost always/ 59 35.8% 63 27.8%
always
Sometimes 20 12.1% 32 14.1%
Never/almost never 22 13.3% 49 21.6%
Satisfaction How often do you Not applicable (no 65 39.4% 107 47.1% 0.075
maintain enjoyment  partner/does not
or pleasure in your sex
(Continued)
10.5867/medwave.2025.04.3013 Medwave 2025;25(04):e3013 Pg.9/14


https://doi.org/10.5867/medwave.2025.04.3013

Menstrual management and the impact of primary dysmenorrhea

(Continued)

Overall intensity of perceived menstrual pain

Mild/moderate Severe/extreme
0 .
(n=165) (n=227) Pearson'’s chi-
square p
Dimensions n % n % value

life with your partner  practice during
during your menstrual menstruation)
period? Almost always/ 79 47.9% 84 37.0%

always

Sometimes 13 7.9% 24 10.6%

Never/almost never 8 4.8% 12 5.3%
How often, compared Not applicable (no 65 39.4% 107 47.1% 0.003
to the rest of partner/does not
the month? Do practice during
you experience pain menstruation)
during sexual activity ~ Never/almost never 67 40.6% 58 25.6%
with your partner? Sometimes 19 11.5% 38 16.7%

Almost always/ 14 8.5% 24 10.6%

always
How often do Not applicable (no 30 18.2% 44 19.4% 0.011
you feel sexually partner in the last 6
and emotionally months)
misunderstood by Never/almost never 103 62.4% 108 47.6%
your partner because  Sometimes 16 9.7% 50 22.0%
of your menstrual Almost always/ 16 9.7% 25 11.0%

pain?

always

Notes: Data linked to variables related to rest, quality of life related to menstrual health, presenteeism, and sexual function (n = 392). Pearson’s
chi-square p value for sexual function.
Source: Prepared by the authors using the compiled data.

Figure 2. Comparison of severe/extreme pain in women with primary dysmenorrhea in Chile.

The odds ratio with a 95% confidence interval compares the odds of severe/extreme pain in women with the most affected categories of quality
of life and rest dimensions with the odds of severe/moderate pain in the rest of the categories. The odds ratio was adjusted for health care, using
mitigation measures (pharmacological and non-pharmacological) and hormonal contraception.

OR €195%
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* Significant p < 0.05 ** Significant p < 0.01.
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Source: Prepared by the authors.

aware of the impact of dysmenorrhea on women’s lives and be
prepared to address it appropriately.

Given that the perception of pain, the concept of qual-
ity of life, presenteeism, and sexual function are subjective
and multidimensional experiences, the results suggest the
incorporation of new longitudinal studies that evaluate the
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long-term impacts of better menstrual management. Research
should focus on socioeconomic and menstrual health outcomes,
prevalence, self-image, and, in more detail, sexual function. This
is in order to explore the topic further and identify new variables
to monitor that will improve the overall quality of life of women
suffering from dysmenorrhea.
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Figure 3. Comparison of severe/extreme pain in the most affected dimensions of severe/moderate presenteeism compared to the rest of the
categories.

Odds ratio with 95% confidence interval. The odds ratio was adjusted for health expectations, mitigation measures (pharmacological and non-phar-
macological), and hormonal contraception.

OR 95% ClI

Q.1 Menstrual pain makes it... I L 1 2.42 ( 1.56 - 3.75 )**
g Q.2 Despite menstrual pain. ... H&— 0.24 ( 0.15 - 0.38 )**
B
§ Q.3 Menstrual pain has... I L i 3.31 ( 2.09 - 5.22 )**
g Q.4 | feel discouraged from... ' & 1 3.08 ( 1.91 - 4.95 )**
)
A
S, Q.5 Despite menstrual pain. I... —— 1.23 ( 0.81- 1.89)

Q.6 Despite menstrual pain. I... k L 4 1 220 ( 1.40 - 3.46 )**

0.00 1.00 2.00 3.00 4.00 5.00 6.00

OR Adjusted

* Significant p < 0.05 ** Significant p < 0.01
Source: Prepared by the authors.

Figure 4. Comparison of severe/extreme pain with the most affected categories of severe/moderate sexual function compared to the rest of the
categories.

Odds ratio with 95% confidence interval. The odds ratio was adjusted for health status, mitigation measures (pharmacological and non-pharmaco-
logical), and hormonal contraception.

OR 95% CI
- How often, compared to the rest of the month? Do you experience pain during sexual... 119 ( 059 - 2.39)
% How often do you feel sexually and emotionally misunderstood by your partner because of... ' Py . 1.21 ( 067 - 2.18)
é How often do you maintain enjoyment or pleasure in your sex life with your partner during... f . | 109 ( 041 - 2.87)
7,3: How often do you have an orgasm through self-stimulation during your period? I & | 161 ( 092 - 2.83)
“\%_) How often do you have an orgasm with a partner during your period? 1.21 ( 067 - 2.18)
2 How often do you maintain your desire for self-exploration during menstruation? e 120 ( 077 - 1.88)
‘§ How often do you want to engage in sexual activity with your partner during your 170 [ 1.09 - 2.67 )*
é How often do you feel sexually aroused during your menstrual period? Py 042 ( 018 - 100 )*
o
0.00 0.50 1.00 1.50 2.00 2.50 3.00 3.50
OR Adjusted
* Significant p < 0.05 ** Significant p < 0.01
Source: Prepared by the authors.
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Menstrual management and the impact of primary dysmenorrhea

Gestion menstrual e impacto de la intensidad de dismenorrea
primaria en la calidad de vida: estudio transversal en mujeres
chilenas

RESUMEN

INTRODUCCION La dismenorrea primaria es definida como dolor durante el ciclo menstrual, tipo célico recurrente en ausencia de
una causa identificable. Esta puede afectar negativamente la calidad de vida de quienes la padecen. El objetivo es determinar la
asociacion entre la intensidad del dolor en la dismenorrea primaria y el impacto en la calidad de vida relacionada con la salud
menstrual, presentismo y funcion sexual, en mujeres adultas chilenas.

METODOS Estudio observacional transversal. Muestra de 392 mujeres con menstruaciones dolorosas en los Gltimos seis meses.
Encuesta auto reportada difundida en redes sociales entre enero y junio de 2024, compuesta por preguntas sociodemogréficas,
intensidad y percepcién del dolor, cuestionario de calidad de vida EQ5D-3L, escala de presentismo de Stanford y el cuestionario de
cambios del funcionamiento sexual de la mujer adaptados al estudio.

RESULTADOS La media de edad de las participantes fue de 29,2 +/- 8,2 afios. La intensidad media del dolor fue de 6,7 +/- 2,04
puntos. La alta intensidad del dolor reportado se asocié con un mayor deterioro. Aquellas personas con dolor severo/extremo

vieron afectada su calidad de vida relacionada con la salud menstrual. Entre los aspectos perjudicados destacan la realizacion de
actividades habituales (Odds ratio 9,99), menor desempefio laboral (desconcentracién) y disminucién en el drea social. Como medidas
de mitigacion utilizadas destacan en 96,7% calor local, 63,5% infusiones de hierbas y 90% algin medicamento.

CONCLUSIONES La dismenorrea impacta en diferentes dimensiones de la calidad de vida. A pesar de su alta prevalencia, es
infravalorada y las mujeres normalizan el dolor utilizando diferentes formas de mitigarlo. La concepcidn de salud menstrual en sus
diferentes aristas son experiencias subjetivas y multidimensionales. Los resultados sugieren la importancia de actualizar el manejo
integral de la dismenorrea, asi como la incorporacién de nuevos estudios en torno a evaluacién econémica, prevalencia y autoimagen
para profundizar en esta tematica.
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