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Abstract 

Background: Childhood abuse and neglect have been associated with premenstrual disorders (PMDs), including 
premenstrual syndrome (PMS) and premenstrual dysphoric disorder (PMDD). However, the associations of other 
adverse childhood experiences (ACEs) and the cumulative number of ACEs with PMDs remain to be explored.

Methods: To evaluate the associations of the cumulative number and types of ACEs with PMDs, we conducted 
a cross‑sectional analysis with a subsample of menstruating women within the Stress‑And‑Gene‑Analysis (SAGA) 
cohort, assessed for PMDs and ACEs (N=11,973). The cumulative and individual exposure of 13 types of ACEs was 
evaluated by a modified ACE‑International Questionnaire. A modified version of the Premenstrual Symptom Screen‑
ing Tool was used to identify probable cases of PMDs, further sub‑grouped into PMS and PMDD. Prevalence ratios 
(PRs) of PMDs in relation to varying ACEs were estimated using Poisson regression.

Results: At a mean age of 34.0 years (standard deviation (SD) 9.1), 3235 (27%) met the criteria of probable PMDs, 
including 2501 (21%) for PMS and 734 (6%) for PMDD. The number of ACEs was linearly associated with PMDs (fully‑
adjusted PR 1.12 per ACE, 95% CI 1.11–1.13). Specifically, the PR for PMDs was 2.46 (95% CI 2.21–2.74) for women 
with 4 or more ACEs compared with women with no ACEs. A stronger association was observed for probable PMDD 
compared to PMS (p for difference <0.001). The associations between ACEs and PMDs were stronger among women 
without PTSD, anxiety, or depression, and without childhood deprivation and were stronger among women a lower 
level of social support (p for interaction<0.001). All types of ACEs were positively associated with PMDs (PRs ranged 
from 1.11 to 1.51); the associations of sexual abuse, emotional neglect, family violence, mental illness of a household 
member, and peer and collective violence were independent of other ACEs.
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Background
Premenstrual disorders (PMDs), encompassing premen-
strual syndrome (PMS) and premenstrual dysphoric 
disorder (PMDD), refer to a wide range of psychological 
and physical symptoms which cyclically occur 7–10 days 
before the onset of menstruation [1]. PMDs are associ-
ated with psychiatric comorbidities such as depression 
and anxiety [1], substantially impaired quality of life [2], 
and negative health outcomes, such as suicidal behavior 
[3] and hypertention [4]. The prevalence is estimated to 
be 20–40% for PMS and 5–8% for PMDD among women 
of reproductive age worldwide [5]. Similar prevalence 
rates of PMDs have been documented in teenage girls 
[6, 7]. Our recent study found that about 70% of women 
with PMDs reported symptom onset in adolescence [8], 
lending support to an early-life origin of PMDs. However, 
the vast majority of previous studies have focused on risk 
factors in adulthood, such as dietary factors (e.g., lack of 
calcium/vitamin D) [9], obesity [10], and smoking [11]. It 
is therefore of paramount importance to identify other 
risk factors, which are commonly experienced in child-
hood and adolescence, for PMDs.

About 56% of American women are exposed to at least 
one adverse childhood experience (ACE), and 14% report 
experiencing 4 or more ACEs [12]. A growing body of 
evidence suggests that ACEs are associated with numer-
ous negative health outcomes and social behaviors, such 
as PTSD, depression, and anxiety [13–15]. However, evi-
dence on the association of ACEs and PMDs remains 
scarce. One case-control study assessed the history of 
5 types of ACEs and found a higher prevalence of PMS 
among those endorsing 2 or more ACEs [16]. Retrospec-
tive data suggest a positive association between child-
hood abuse, particularly physical and emotional abuse, 
and PMDs [17] as well as childhood neglect and premen-
strual symptoms [18]. To our knowledge, no study has 
addressed the relationship between other types of ACEs 
or the cumulative number of ACEs and PMDs.

Evidence suggests that neuroendocrine activation in 
early life may play a role in the development of PMDs 
after ACEs. For instance, individuals who are exposed to 
ACEs show dysregulation in the hypothalamic-pituitary-
adrenal (HPA) axis in early life, which may lead to higher 
susceptibility to developing premenstrual symptoms via 
traumagenic dynamics and emotional dysregulation [17, 

19, 20]. Moreover, posttraumatic stress disorder (PTSD) 
is a key psychopathology after trauma [21], which has 
also been associated with PMDD independently of the 
number or type of previous traumatic events among 
trauma survivors [22]. Additionally, it is well-docu-
mented that ACEs are associated with increased risks of 
depression and anxiety in adulthood [23] and PMDs are 
often comorbid with depression and anxiety [24]. There-
fore, an observed association between ACEs and PMDs 
may be moderated by psychiatric comorbid conditions, 
although few studies have to date addressed this issue 
[17, 18]. Finally, good social support may help mitigate 
the negative influence of ACEs [25] and may modify the 
risk of developing PMDs in adulthood. However, few 
studies have explored the potential moderation on the 
association between ACEs and PMDs [17].

Methods
Study population
The Stress-And-Gene-Analysis (SAGA) cohort is a pro-
spective cohort in Iceland launched in 2018. All women 
aged 18–69 years and residing in Iceland as of March 
2018 (n=104,197) were invited to participate, followed 
by an electronic questionnaire collecting information on 
trauma history and health response. All questions in the 
questionnaire were in Icelandic and the response alter-
natives for all questions included “can’t/don’t want to 
answer. In total, 31,064 women consented to participate 
and 26,905 (86.6%) completed the baseline questionnaire. 
The demographics of the participants were comparable 
to the Icelandic female population (manuscript). From 
among 14,625 women reporting menstruation in the 
past year and under age 60 at the time of responding, 
we excluded individuals with >3 missing symptom items 
on the assessment of PMDs (n=224) and those who did 
not complete the assessment of ACEs (n=2428), leaving 
11,973 individuals for analysis (Additional file 1: Fig. S1).

Ascertainment of adverse childhood experiences
A modified Icelandic version of the World Health Organ-
ization (WHO) ACE-International Questionnaire (ACE-
IQ) was used to assess exposure to ACEs before age 18 
[26]. The ACE-IQ consists of 39 items on 13 types of 
ACEs and has been qualitatively tested in six culturally 
diverse settings [23]. As exposure to war or collective 

Conclusions: Our findings suggest that childhood adverse experiences are associated with PMDs in a dose‑depend‑
ent manner. If confirmed by prospective data, our findings support the importance of early intervention for girls 
exposed to ACEs to minimize risks of PMDs and other morbidities in adulthood.

Keywords: Adverse childhood experiences, Childhood maltreatment, Household dysfunction, Violence, Premenstrual 
disorders, PMS, PMDD
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violence is extremely rare in Iceland, ACE-IQ was modi-
fied by adding one screening question on collective vio-
lence. The exposure to each type of ACE was defined 
according to the Guidance for Analyzing ACE-IQ (fre-
quency version) provided by the WHO [26]. In accord-
ance to the guidelines, the specific type of ACEs was 
counted as exposed if the required minimum frequency 
of events was met (Additional file 1: Table S1). For exam-
ple, a person was classified as being physically abused 
if she answered “many times” on at least one of the two 
questions regarding physical abuse, while an individual 
was classified as having a history of sexual abuse if she 
“ever” experienced any of the 4 items enumerated for sex-
ual abuse.

The accumulative number of ACEs was calculated by 
summing all ACEs (range: 0–13). The accumulative num-
ber of ACEs was calculated by summing all ACEs (range: 
0–13). The distribution of ACEs score was summarized 
in Additional file  1: Fig. S2 and then divided into the 
categories of 0, 1, 2, 3, ≥4 ACEs, as commonly done in 
previous studies [27]. We also categorized the 13 types 
of ACEs into 4 categories as suggested by the WHO: (1) 
abuse: including physical, emotional, and sexual abuse; 
(2) neglect: emotional and physical neglect; (3) house-
hold dysfunction: witness of family violence, parental 
separation, substance abuse, and incarceration or mental 
illness of a household member; and (4) other violence: 
community violence, peer violence/bullying and collec-
tive violence/exposure to war.

Ascertainment of premenstrual disorders
A modified version of the Premenstrual Symptoms 
Screening Tool (PSST) was provided to all participants 
to assess PMDs [28]. The modifications included: 1) com-
bining three separate questions on decreased interest in 
work, home, and social activities into one question and 
2) combining five separate questions assessing the inter-
ference of symptoms with work efficiency, relationships 
with coworkers and family, social life activities, and home 
responsibilities into one question. The modified PSST 
assess current premenstrual symptoms and includes 
12 items on physical and affective premenstrual symp-
toms, and one item on the impact of symptoms on daily 
life, work, and relationships. Each item was rated from 
0 (absent) to 3 (severe). Missing symptom items (if <3) 
were imputed with mean imputation (N = 140, 0.1%). 
The psychometric properties of the PSST have proven 
excellent in this study (Cronbach alpha = 0.93) and oth-
ers (positive predictive value of 81–94%) [29, 30].

Using an established classification method [28], proba-
ble cases of PMDs were classified as (1) at least one of the 
four core symptoms (mood swings, irritability, anxiety, 
depression) reported as moderate to severe; (2) at least 

4 of 12 symptoms reported as moderate to severe; and 
(3) the functioning interference reported as moderate or 
severe. Furthermore, PMDs were sub-grouped into PMS 
and PMDD. Probable PMDD cases were classified based 
on DSM-IV criteria: [31] (1) at least one of the four core 
symptoms rated as severe and (2) functioning impair-
ment reported as severe. A premenstrual symptom score 
was calculated and converted to z score as a secondary 
outcome.

Ascertainment of psychiatric symptoms and social support
Current symptoms of posttraumatic stress disorder 
(PTSD) were assessed with the PTSD Checklist for 
DSM-5 (PCL-5) [32]. A validated cutoff score of 33 was 
used as the threshold for a probable diagnosis of PTSD 
[33]. The 9-item depression module of the Patient Health 
Questionnaire (PHQ-9) and the 7-item Generalized 
Anxiety Disorder scale (GAD-7) were used to assess past 
2-week symptoms of depression and anxiety. A cutoff 
score of 10 was used to define probable cases of depres-
sion and anxiety, respectively [34, 35]. Social support may 
reduce the negative impact of ACEs on mental health [25] 
and PMDs [11]. Current perceived social support was 
assessed with the 12-item Multidimensional Scale of Per-
ceived Social Support (MSPSS) and the total score was 
categorized with quartiles [36]. Missing items for PCL-5 
(if ≤6), PHQ-9 and GAD-7 (if≤2 each), and MSPSS (if<3) 
were imputed with mean imputation, separately.

Covariates
Information on demographics including participants’ 
age, height and weight, highest educational level, employ-
ment status, current monthly income, marital status, and 
data on risk factors for PMDs including age at menarche, 
parity, smoking status, and excessive drinking was col-
lected with the questionnaires [1, 8]. Outliers in height 
and weight (beyond mean±3 SD) were coded to missing. 
Excessive drinking was measured as 4 or more drinks on 
any day (one drink corresponds to a single measure of 
spirits) [37]. Parity was defined as the number of preg-
nancies that resulted in a live birth. Due to the known 
correlation between childhood deprivation and ACEs 
[38], childhood deprivation was assessed with the ques-
tion, “Was your family’s economic situation ever so bad 
that you suffered deprivation? This refers to e.g. lack of 
nutritious food and/or warm clothes and appropriate 
footwear during the winter months”. The categoriza-
tion of covariates is summarized in the Additional file 1: 
Materials.

Statistical analysis
We first compared demographic characteristics 
between women with and without PMDs using t-test 
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for age at the survey and chi-square test for other 
covariates shown in Table  1. We estimated preva-
lence ratios (PRs) and 95% confidence intervals (CIs) 
of the accumulative number of ACEs by fitting a log-
binomial regression via the robust Poisson regression 
model [39], since, arguably, PRs are easier to interpret 
and are of greater clinical relevance. We also compared 
women who endorsed different numbers of ACEs (1, 
2, 3, ≥4) to women without ACEs. To visualize the lin-
ear relationship between ACEs and PMDs, we plotted 
standardized risk and 95% CIs of PMDs over the total 
number of ACEs using the stdReg package in R [40]. All 
analyses were adjusted for age and childhood depriva-
tion in Model 1. We additionally adjusted for marital 
status and socioeconomic factors including educational 
level, employment status, and income in Model 2. In 
Model 3, we additionally adjusted for risk factors for 
PMDs [8, 10, 11, 41], including age at menarche, par-
ity, excessive drinking, smoking status, and BMI. In an 
additional analysis, we restricted the participants to 
those with complete information on PMDs assessment. 
For simplicity, we only employed Model 3 for subse-
quent analyses.

To shed light on the relationship between ACEs and 
different subtypes of PMDs, we calculated PRs for PMS 
and PMDD, separately, and compared the difference [42].

Premenstrual symptom z-score is another proxy of 
symptom severity, we then estimated regression slopes 
(βs) and 95% CIs of ACEs using linear regression.

We also conducted analyses for type-specific ACEs. To 
adjust for the interrelatedness of different types of ACEs 
[43], we additionally adjusted for the other 12 types of 
ACEs to examine the independent association between 
each type of ACEs and PMDs. ACEs are correlated with 
psychiatric disorders [23] and the prevalence of psychi-
atric comorbidities is high among women with PMDs 
[24]. To examine whether ACE-associated risk of PMDs 
was modified by psychiatric comorbidities, we performed 
stratification analyses by adding an interaction term 
between ACEs and PTSD, depression, and anxiety sepa-
rately in the model, and estimated PRs in the presence 
and absence of psychiatric comorbidities. Childhood 
deprivation is clustered with ACEs and is associated 
with various adverse health outcomes, we therefore also 
stratified by childhood deprivation. Moreover, to test the 
potential influence of recall bias and explore whether the 
association between ACEs and PMDs diminishes with 
the time from childhood, we estimated the PRs in differ-
ent age groups. Last, social support is a protective factor 
for adverse outcomes after ACEs [25] and may modify 
the risk of PMDs. Few studies have explored the role of 
social support for the ACEs-PMDs association [17]. Data 
was prepared and analyzed in RStudio (Version 1.2.5033) 

Table 1 Characteristics of women with and without 
premenstrual disorders (PMDs), number (%) or mean±standard 
deviation

No PMDs PMDs

All 8732 3235

Age (mean±SD)* 36.2±9.4 34.0±9.1

Childhood deprivation*

 Never 7172 (82) 2211 (68)

 Rarely 795 (9) 402 (12)

 Sometimes 532 (6) 403 (12)

 Often 224 (3) 213 (7)

 Unknown 9 (0) 6 (0)

Educational level*

 Primary 772 (9) 530 (16)

 Secondary school 2099 (24) 916 (28)

 College or equivalent 3050 (35) 1004 (31)

 Postgraduate 2480 (28) 628 (19)

 Unknown 331 (4) 157 (5)

Monthly income (USD)*

 ≤$2527 2432 (28) 1305 (40)

 $2528–$4212 2525 (29) 998 (31)

 $4213–$5897 2150 (25) 569 (18)

 ≥$5898 1357 (16) 264 (8)

 Unknown 268 (3) 99 (3)

Employment status*

 Employed 7687 (88) 2628 (81)

 Unemployed 1016 (12) 583 (18)

 Unknown 29 (0) 24 (1)

Marital status

 Single/divorced/widowed 2044 (23) 803 (25)

 Married/in a relationship 6665 (76) 2413 (75)

 Unknown 23 (0) 19 (1)

Age at menarche, years*

 <10 114 (1) 80 (2)

 10–11 1524 (17) 697 (22)

 12–13 4324 (50) 1556 (48)

 14–15 2409 (28) 784 (24)

 ≥16 361 (4) 118 (4)

Parity*

 0 2652 (30) 1148 (35)

 1 1425 (16) 542 (17)

 2 2316 (27) 762 (24)

 3 1717 (20) 549 (17)

 4 388 (4) 147 (5)

 ≥5 62 (1) 35 (1)

 Unknown 172 (2) 52 (2)

Excessive drinking*

 No 7079 (81) 2354 (72)

 Yes 1629 (19) 869 (27)

 Unknown 24 (0) 12 (0)

Smoking*

 Never 5212 (60) 1491 (46)
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with the statistical significance set at the nominal two-
sided 5% level.

Results
Among 11,973 women (mean age of 35.6 and stand-
ard deviation of 9.4 years), 3235 (27%) were classi-
fied as probable PMDs, including 2501 PMS (21%) and 
734 PMDD (6%). Compared to women without PMDs, 
women with PMDs were more likely to have suffered 
childhood deprivation, had lower educational levels or 
income, and be unemployed and single/widowed at the 
time of responding. Women with PMDs were younger 
at menarche, obese, had fewer children, more excessive 
drinking and smoking, and had probable depression, anx-
iety, and PTSD (Table 1).

A total of 9211 (77%) women reported at least one 
ACE. The accumulative number of ACEs was positively 
associated with PMDs in a graded fashion (fully-adjusted 
PR 1.12, 95% CI 1.11–1.13; Table 2 and Additional file 1: 
Fig. S2). The proportion of PMDs increased from 20% 
among women with no ACEs to 70% among those with 
≥4 ACEs (Additional file  1: Fig. S2). Specifically, com-
pared to women with no ACE, women who reported one 
ACE were about 43% more likely to have PMDs (PR 1.43, 
95% CI, 1.27–1.61), while the prevalence was more than 
two times higher among women with ≥4 ACEs (PR 2.46, 
95% CI, 2.21–2.74) (Table  2). A complete-case analysis 
yielded highly similar results (Additional file 1: Table S2).

We observed a stronger association for PMDD com-
pared to PMS (PR 1.19 for PMDD vs. 1.10 for PMS; p for 
difference <0.001; Table  3). The difference was particu-
larly evident for women who reported ≥4 ACEs (PR 3.44 
for PMDD vs. 2.23 for PMS; p for difference <0.001). In 
addition, positive associations were consistently found 
for the total premenstrual symptom z-score (Additional 
file 1: Table S3).

BMI, body mass index; PTSD, posttraumatic stress disorder

*p<0.001
a Depressive symptoms were assessed with the 9-item Patient Health 
Questionnaire (PHQ)-9 with a score of ≥ 10 points as the cutoff for a probable 
case
b Anxiety symptoms were assessed with the 7-item Generalized Anxiety Disorder 
(GAD-7) with a score of ≥ 10 as the cutoff for a probable case
c PTSD was assessed with the Post-Traumatic Stress Disorder Checklist for DSM-5 
(PCL-5) with a score of ≥ 33 as the cutoff for a probable case
d Current perceived social support was assessed by the Multidimensional Scale 
of Perceived Social Support (MSPSS) and categorized with quartiles (Q) (low, 1Q; 
medium, 2Q–3Q; high, 4Q)

Table 1 (continued)

No PMDs PMDs

 Ever 2339 (27) 1075 (33)

 Current 1115 (13) 639 (20)

 Unknown 66 (1) 30 (1)

BMI, kg/m2*

 <18.5 103 (1) 48 (1)

 18.5 to 24.9 3514 (40) 1063 (33)

 25 to 29.9 2609 (30) 925 (29)

 ≥30 2259 (26) 1083 (33)

 Unknown 247 (3) 116 (4)

Depressiona*

 No 6972 (80) 1156 (36)

 Yes 1756 (20) 2077 (64)

Anxietyb*

 No 7368 (84) 1580 (49)

 Yes 1361 (16) 1654 (51)

PTSDc*

 No 7080 (84) 1558 (49)

 Yes 1383 (16) 1647 (51)

Current social  supportd*

 Low 1487 (17) 950 (29)

 Medium 4425 (51) 1678 (52)

 High 2768 (32) 582 (18)

 Unknown 52 (1) 25 (1)

Table 2 Associations of accumulative adverse childhood experiences (ACEs) with premenstrual disorders (PMDs)

N, number; PR, prevalence ratio; CI, confidence interval
a The estimates were adjusted for age at the time of the survey and history of childhood deprivation
b The estimates were additionally adjusted for educational level, marital status, employment status, and income
c The estimates were additionally adjusted for age at menarche, parity, alcohol intake, smoking status, and BMI

Women, N PMDs, N (%) Model 1
PR (95% CI)a

Model 2
PR (95% CI)b

Model 3
PR (95% CI) c

Total number of ACEs (per 
ACE)

11,967 3235 (27) 1.14 (1.13–1.15) 1.13 (1.11–1.14) 1.12 (1.11–1.13)

By number of ACEs

 0 2756 389 (14) Ref. Ref. Ref.

 1 2628 551 (21) 1.49 (1.32–1.67) 1.45 (1.29–1.64) 1.43 (1.27–1.61)

 2 2003 526 (26) 1.86 (1.65–2.09) 1.79 (1.60–2.02) 1.76 (1.56–1.97)

 3 1468 465 (32) 2.21 (1.96–2.49) 2.12 (1.88–2.38) 2.05 (1.82–2.30)

 ≥4 3112 1304 (42) 2.73 (2.46–3.04) 2.56 (2.30–2.85) 2.46 (2.21–2.74)
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All individual types of ACEs were positively associ-
ated with PMDs after adjustment for all covariates (PRs 
ranged from 1.11 to 1.51; Table 4); the strongest associa-
tion was observed for emotional neglect. After mutually 
adjusting for other types of ACEs, the associations atten-
uated substantially, yet remained significant for sexual 
abuse, emotional neglect, family violence, mental illness 
of a household member, and peer and collective violence 
(PRs ranged from 0.91 to 1.32).

To test whether the association between ACEs and 
PMDs was modified by psychiatric comorbidities, we 
performed stratification analyses and found greater PRs 
among individuals without probable PTSD, anxiety, or 
depression (p for interaction <0.001; Table  5). Similarly, 
we performed stratification analysis by social support 
levels and found greater associations among those with 
lower social support (p for interaction <0.001; Table  5). 
To alleviate the concern of potential recall bias and to 
explore the potential modifying role of age on the asso-
ciation between ACEs and PMDs, we conducted stratifi-
cation analysis and found comparable associations across 
all groups (Additional file 1: Table S4).

Discussion
To the best of our knowledge, this is the first study to 
comprehensively examine the associations between a 
cumulative range of ACEs and PMDs in a population-
based study. We illustrated a positive, linear relationship 
between the cumulative number of ACEs and probable 
PMDs. The association was stronger for the more severe 
subtype, PMDD, than for PMS. Moreover, the associa-
tions were also evident in the absence of common psy-
chiatric comorbidities. All types of ACEs were, albeit to a 
varying extent, positively associated with PMDs.

Since previous studies on the association between 
ACEs and PMDs have primarily focused on childhood 
abuse or neglect [16–18], a comprehensive assessment of 
the role of different types and numbers of ACEs is needed 
for an improved understanding of the role of early-life 
trauma in the development of PMDs. A positive associa-
tion between exposure to two or more ACEs and PMS 
was reported recently in a Japanese study [16]. How-
ever, the study was based on a clinical sample and the 
assessment ACEs only included five types. To date, our 
study is the first to document the associations between 
13 common types of ACEs and PMDs in a population-
based sample. Although the data on ACEs were collected 
retrospectively, the consistent findings on the linear and 
graded relationship between the accumulative number 
of ACEs and PMDs, as well as the stronger association 
observed for more severe PMDs (i.e., PMDD vs. PMS) 
lend support to the role of ACEs in PMDs development 
later in life.

We found that of all ACEs, emotional neglect was most 
strongly associated with PMDs, which is in line with pre-
vious findings indicating that emotional neglect predicts 
symptom severity of PMDs [18]. Depression, irritability, 
and anxiety symptoms are common complaints among 
individuals exposed to childhood emotional maltreat-
ment [18] and are core symptoms of PMDs [31]. Emo-
tional dysregulation has been reported as an important 
pathway towards adverse outcomes after childhood 
adversities [20]. Girls experiencing emotional neglect 
during childhood/adolescence may develop emotional 
dysregulation and impaired interpersonal relationships 
[44], which may exacerbate the impact of PMDs. More 
importantly, our findings add to the knowledge base that 
household dysfunction and violence experiences during 
childhood were also positively associated with PMDs. 

Table 3 Associations of adverse childhood experiences (ACEs) with premenstrual syndrome (PMS) and premenstrual dysphoric 
disorder (PMDD)

N, number; PR, prevalence ratio; CI, confidence interval
a The estimates were adjusted for age at survey, childhood deprivation, educational level, marital status, employment status, income, age at menarche, parity, alcohol 
intake, smoking status, and BMI

Women, N PMS PMDD P for difference

cases, N (%) PR (95% CI)a cases, N (%) PR (95% CI)a

Total number of ACEs 
(per ACE)

11,967 2501 (21) 1.10 (1.08–1.12) 734 (6) 1.19 (1.15–1.22) <0.001

By number of ACEs

 0 2756 319 (12) Ref. 70 (3) Ref. –

 1 2628 453 (17) 1.45 (1.27–1.66) 98 (4) 1.37 (1.01–1.85) 0.516

 2 2003 429 (21) 1.77 (1.55–2.03) 97 (5) 1.71 (1.26–2.32) 0.706

 3 1468 370 (25) 2.03 (1.77–2.33) 95 (6) 2.15 (1.59–2.92) 0.570

 ≥4 3112 930 (30) 2.23 (1.97‑2.53) 374 (12) 3.44 (2.63–4.50) <0.001
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The associations were particularly strong for mental ill-
ness of household members, which might, at least par-
tially, be explained by the genetic liability to psychiatric 
disorders and PMDs [45, 46]. Our findings on the asso-
ciation between peer-related and collective violence and 
PMDs highlight the importance of preventing bullying 
and affirm the devastating effect of collective violence, 
despite the low prevalence in this specific study popula-
tion of women.

ACEs are associated with childhood deprivation [47] 
and childhood deprivation has repeatedly been associ-
ated with adverse physical and mental health outcomes 
in adult life [48, 49]. However, previous studies on early 
life risk factors for PMDs lack information on childhood 
deprivation [16–18, 50–52]. Our findings indicated that 
the association between ACEs and PMDs was independ-
ent of (by adjustment) and particularly evident among 
those without childhood deprivation. These findings not 
only confirm the previously reported association between 
ACEs and PMDs, but also reinforce the role of ACEs as 

Table 4 Association of an individual type of adverse childhood 
experiences (ACEs) with premenstrual disorders (PMDs)

N, number; PR, prevalence ratio; CI, confidence interval
a The estimates were adjusted for age at survey, childhood deprivation, 
educational level, marital status, employment status, income, age at menarche, 
parity, alcohol intake, smoking status, and BMI
b The estimates were additionally adjusted for all other ACEs

Women, N Cases, N (%) PR (95% CI)a PR (95% CI)b

Abuse

 Physical

  No 11,427 2992 (26) Ref. Ref.

  Yes 540 243 (45) 1.28 (1.16–1.42) 0.95 (0.85–1.06)

 Emotional

  No 10,095 2440 (24) Ref. Ref.

  Yes 1872 795 (42) 1.44 (1.34–1.54) 1.07 (0.99–1.17)

 Sexual

  No 8725 2056 (24) Ref. Ref.

  Yes 3242 1179 (36) 1.37 (1.29–1.46) 1.23 (1.16–1.31)

Neglect

 Physical

  No 11,051 2849 (26) Ref. Ref.

  Yes 916 386 (42) 1.22 (1.12–1.34) 0.96 (0.88–1.06)

 Emotional

  No 8609 1936 (22) Ref. Ref.

  Yes 3358 1299 (39) 1.51 (1.42–1.61) 1.29 (1.21–1.39)

Household dysfunction

 Family violence

  No 9150 2154 (24) Ref. Ref.

  Yes 2817 1081 (38) 1.38 (1.29–1.48) 1.10 (1.02–1.19)

 Parental separation or divorce

  No 7530 1795 (24) Ref. Ref.

  Yes 4437 1440 (32) 1.16 (1.09–1.23) 1.05 (0.99–1.12)

 Substance abuse

  No 8172 1965 (24) Ref. Ref.

  Yes 3795 1270 (33) 1.20 (1.13–1.28) 1.01 (0.95–1.08)

 Incarcerated household member

  No 11,292 2971 (26) Ref. Ref.

  Yes 675 264 (39) 1.11 (1.00–1.22) 0.91 (0.82–1.01)

 Mental illness

  No 7822 1658 (21) Ref. Ref.

  Yes 4145 1577 (38) 1.50 (1.41–1.60) 1.32 (1.23–1.41)

Violence

 Community violence

  No 11,502 3027 (26) Ref. Ref.

  Yes 465 208 (45) 1.31 (1.17–1.45) 1.10 (0.99–1.23)

 Bullying

  No 9876 2370 (24) Ref. Ref.

  Yes 2091 865 (41) 1.39 (1.30–1.49) 1.26 (1.18–1.35)

 Collective violence

  No 11,475 3017 (26) Ref. Ref.

  Yes 492 218 (44) 1.42 (1.29–1.58) 1.25 (1.13–1.38)

Table 5 Associations between accumulative number of 
adverse childhood experiences (ACEs) and premenstrual 
disorders (PMDs), stratified by childhood deprivation, psychiatric 
comorbidities and social support

N, number; PR, prevalence ratio; PTSD, posttraumatic stress disorder
a The estimates were adjusted for age at survey, childhood deprivation (except 
for when stratifying on childhood deprivation), educational level, marital status, 
employment status, income, age at menarche, parity, alcohol intake, smoking 
status, and BMI

Women, N PMDs, N (%) PR (95% CI)a

By PTSD

 No 8640 1558 (18) 1.12 (1.10–1.14)

 Yes 3034 1647 (54) 1.03 (1.02–1.05)

 P for interaction <0.001

By anxiety

 No 8951 1580 (18) 1.14 (1.12–1.16)

 Yes 3018 1654 (55) 1.03 (1.02–1.05)

 P for interaction <0.001

By depression

 No 8130 1156 (14) 1.12 (1.10–1.14)

 Yes 3837 2077 (54) 1.04 (1.03–1.06)

 P for interaction <0.001

By childhood deprivation

 Never or rarely 10,585 2613 (25) 1.14 (1.13–1.16)

 Sometimes or often 1373 616 (45) 1.05 (1.03–1.07)

 P for interaction <0.001

By social support

 Low 3351 582 (17) 1.15 (1.12–1.18)

 Medium 6104 1678 (27) 1.11 (1.09–1.12)

 High 2441 950 (39) 1.07 (1.06–1.09)

 P for interaction <0.001
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important risk factors for PMDs. Social support may help 
cultivate resilience among individuals exposed to ACEs 
and thereby mitigate adverse effects on mental health 
[26]. Indeed, our findings indicated a stronger association 
between the number of ACEs and PMDs among indi-
viduals with a lower level of social support. Future stud-
ies are needed to explore the impact of varying sources 
of social support on this association, such as from family, 
friends, or community.

ACEs are strongly associated with PTSD [53] and 
PTSD is associated with subsequent risk of PMDs [54]. 
Thus, it is possible that PTSD and other symptoms of 
psychopathology might account for the observed associa-
tion through a disrupted biological response to stress or 
emotional dysregulation [22, 55]. Our stratification anal-
ysis shows that the observed association between ACEs 
and PMDs is also present among individuals without 
psychiatric comorbidities, suggesting that the associa-
tion cannot be entirely explained by psychiatric comor-
bidities. The dysregulation of HPA axis after ACEs could 
lead to higher susceptibility to developing premenstrual 
syndromes [17, 44]. Larger amygdala volumes after child-
hood adversities, which is associated with abnormal 
cortisol response to psychosocial stress, are also noted 
among women with PMDs [19]. Nevertheless, future 
research is needed to understand potential biologic 
underpinnings.

Our study is nested within a large, nationwide-repre-
sentative cohort of women with detailed, validated meas-
ures of ACEs and PMDs. Yet, there are several limitations 
to be noted. First, recall bias may be introduced when 
assessing ACEs. However, we observed similar associa-
tions across different age bands, presumably, the bias is 
smaller in younger participants, relieving some concerns 
that a particular response style or (systematically) biased 
recall accounts for our findings [56]. Moreover, outcome-
dependent misclassification might also be introduced 
in cross-sectional data, assuming there is a general ten-
dency for women with PMDs to report ACEs. Yet, the 
observed association in the absence of other psychiat-
ric comorbidities argues against the general tendency 
assumption. Nevertheless, prospective longitudinal stud-
ies are needed to confirm the association between ACEs 
and PMDs. Third, the probable PMDs were not clini-
cally confirmed. However, given the high sensitivity and 
relatively low specificity of PSST [29, 30], the misclassi-
fication of PMDs would have led to attenuated estimates. 
The prevalence of PMS and PMDD in our cohort is also 
comparable to reports from other population-based 
studies [57, 58]. Last, we cannot exclude the possibility of 
unmeasured confounding. Risk factors of ACEs, such as 
low birth weight and birth defects [59], could be another 
class of covariates. However, it is unknown whether these 

factors impact on PMD risk, to be able to influence the 
observed associations.

Conclusions
Our findings suggest that the cumulative number of 
ACEs is positively associated with PMDs in adult women, 
in a dose-response fashion. If confirmed in future pro-
spective studies, these findings motivate refined efforts 
to prevent ACEs and early intervention for affected girls 
to reduce the risk of multiple adverse health outcomes, 
including PMDs.

Abbreviations
PMDs: Premenstrual disorders; PMS: Premenstrual syndrome; PMDD: Pre‑
menstrual dysphoric disorder; ACEs: Adverse childhood experiences; ACE‑IQ: 
ACE‑International Questionnaire; SAGA : Stress‑And‑Gene‑Analysis; PRs: Preva‑
lence ratios; SD: Standard deviation; WHO: World Health Organization; PSST: 
Premenstrual Symptom Screening Tool; PTSD: Posttraumatic stress disorder; 
PCL‑5: PTSD Checklist for DSM‑5; PHQ‑9: The 9‑item depression module of 
the Patient Health Questionnaire; GAD‑7: The 7‑item Generalized Anxiety 
Disorder scale; MSPSS: Multidimensional Scale of Perceived Social Support; 
CIs: Confidence intervals; βs: Regression slopes; HPA axis: The hypothalamic‑
pituitary‑adrenal axis.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12916‑ 022‑ 02275‑7.

Additional file 1: Supplementary methods, Categorization of covari‑
ates. Figure S1. Flow chat. Figure S2. Distribution of ACE score. Figure 
S3. Standardized risk of PMDs over the total number of ACEs. Table S1. 
Required minimum frequency of events for ascertainment of ACEs. 
Table S2. Associations of accumulative ACEs with PMDs: complete‑case 
analysis. Table S3. Associations of ACEs with premenstrual symptom 
score. Table S4. Associations of the number of ACEs with probable cases 
of PMDs, stratified by age group.

Acknowledgements
Not applicable.

Authors’ contributions
QY, DL, and UAV designed the study. QY wrote the protocol, and DL, UAV, FF, 
and AS contributed to the protocol. UVA, AH, TA, EBÞ, JJ, GT, and HR contrib‑
uted to the data collection. GT generated the data for analysis. QY conducted 
the data analysis. TA, AS, TH, DL, and HBD contributed to the data analysis. QY, 
DL, and UAV drafted the manuscript, and all authors (QY, EBÞ, AH, TA, JJ, TH, 
GT, HR, HBD, ERBJ, AS, FF, DL, and UAV) participated in data interpretation and 
critical review of the manuscript. DL and UAV obtained the funding and super‑
vised the project. QY and DL had full access to all the data in the study and 
had final responsibility for the decision to submit for publication. All authors 
read and approved the final manuscript.

Funding
Open access funding provided by Karolinska Institute. The work is supported 
by the Erik and Edith Fernström Foundation (No. 2019‑00415 to Dr. Yang), the 
Chinese Scholarship Council (No. 201700260289 to Dr. Yang), the Icelandic 
Research Fund (No. 185287‑051 to Dr. Þórðardóttir), the Swedish Research 
Council for Health, Working Life and Welfare (FORTE) (No. 2020‑00971 to Dr. 
Lu), the Swedish Research Council (Vetenskapsrådet) (No. 2020‑01003 to 
Dr. Lu), and the Grant of Excellence from the Icelandic Research Fund (No. 
163362‑051 and 218274‑051 to Dr. Valdimarsdóttir) and European Research 
Council (No. 726413 to Dr. Valdimarsdóttir). Researchers are independent of 

https://doi.org/10.1186/s12916-022-02275-7
https://doi.org/10.1186/s12916-022-02275-7


Page 9 of 10Yang et al. BMC Medicine           (2022) 20:60  

the funders. The funding has no role in the design of the study and collection, 
analysis, and interpretation of data and in writing the manuscript.

Availability of data and materials
Data are stored in encrypted form in the data centers of the software com‑
pany SMART‑TRIAL and at the University of Iceland Computing Institute. The 
procedure was approved by the Icelandic Data Protection Authority. Data 
cannot be put into a public data repository due to regulations but can be 
accessed through applications. More information on data application can be 
found in the following link: https:// afall asaga. is/.

Declarations

Ethics approval and consent to participate
Informed consent was electronically signed by all participants and the study 
protocol was approved by the National Bioethics Committee of Iceland (VSN‑
17‑238) and the Swedish Ethical Review Authority (2020‑06109).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Medical Epidemiology and Biostatistics, Karolinska Institutet, 
SE‑171 77 Stockholm, Sweden. 2 Institute of Environmental Medicine, 
Karolinska Institutet, SE‑171 77 Stockholm, Sweden. 3 Center of Public 
Health Sciences, Faculty of Medicine, University of Iceland, IS‑101 Rey‑
kjavík, Iceland. 4 Department of Psychology, Reykjavik University, IS‑101, 
Reykjavik, Iceland. 5 Department of Biostatistics and Epidemiology, School 
of Public Health and Health Sciences, University of Massachusetts Amherst, 
Amherst MA‑01003, USA. 6 Department of Health Promotion and Policy, School 
of Public Health and Health Sciences, University of Massachusetts Amherst, 
Amherst MA‑01003, USA. 7 Department of Epidemiology, Harvard TH Chan 
School of Public Health, Boston MA‑02115, USA. 

Received: 16 June 2021   Accepted: 24 January 2022

References
 1. Yonkers KA, Simoni MK. Premenstrual disorders. Am J Obstet Gynecol. 

2018;218(1):68–74.
 2. Rizk DE, Mosallam M, Alyan S, Nagelkerke N. Prevalence and impact of 

premenstrual syndrome in adolescent schoolgirls in the United Arab 
Emirates. Acta Obstet Gynecol Scand. 2006;85(5):589–98.

 3. Yang Q, Sjolander A, Li Y, Viktorin A, Bertone‑Johnson ER, Ye W, et al. Clini‑
cal indications of premenstrual disorders and subsequent risk of injury: a 
population‑based cohort study in Sweden. BMC Med. 2021;19(1):119.

 4. Bertone‑Johnson ER, Whitcomb BW, Rich‑Edwards JW, Hankinson SE, 
Manson JE. Premenstrual Syndrome and Subsequent Risk of Hyperten‑
sion in a Prospective Study. Am J Epidemiol. 2015;182(12):1000–9.

 5. Epperson CN, Steiner M, Hartlage SA, Eriksson E, Schmidt PJ, Jones I, et al. 
Premenstrual dysphoric disorder: evidence for a new category for DSM‑5. 
Am J Psychiatry. 2012;169(5):465–75.

 6. Ogebe O, Abdulmalik J, Bello‑Mojeed MA, Holder N, Jones HA, Ogun OO, 
et al. A comparison of the prevalence of premenstrual dysphoric disorder 
and comorbidities among adolescents in the United States of America 
and Nigeria. J Pediatr Adolesc Gynecol. 2011;24(6):397–403.

 7. Rapkin AJ, Mikacich JA. Premenstrual dysphoric disorder and severe pre‑
menstrual syndrome in adolescents. Paediatr Drugs. 2013;15(3):191–202.

 8. Lu D, Aleknaviciute J, Bjarnason R, Tamimi RM, Valdimarsdottir UA, 
Bertone‑Johnson ER. Pubertal development and risk of premenstrual 
disorders in young adulthood. Hum Reprod. 2021;36(2):455–64.

 9. Bertone‑Johnson ER, Hankinson SE, Bendich A, Johnson SR, Willett WC, 
Manson JE. Calcium and vitamin D intake and risk of incident premen‑
strual syndrome. Arch Intern Med. 2005;165(11):1246–52.

 10. Masho SW, Adera T, South‑Paul J. Obesity as a risk factor for premenstrual 
syndrome. J Psychosom Obstet Gynaecol. 2005;26(1):33–9.

 11. Bertone‑Johnson ER, Hankinson SE, Johnson SR, Manson JE. Cigarette 
smoking and the development of premenstrual syndrome. Am J 
Epidemiol. 2008;168(8):938–45.

 12. Merrick MT, Ford DC, Ports KA, Guinn AS, Chen J, Klevens J, et al. 
Vital Signs: Estimated Proportion of Adult Health Problems Attrib‑
utable to Adverse Childhood Experiences and Implications for 
Prevention ‑ 25 States, 2015‑2017. MMWR Morb Mortal Wkly Rep. 
2019;68(44):999–1005.

 13. Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton 
C, et al. The effect of multiple adverse childhood experiences on 
health: a systematic review and meta‑analysis. Lancet Public Health. 
2017;2(8):e356–e66.

 14. Anda RF, Croft JB, Felitti VJ, Nordenberg D, Giles WH, Williamson DF, 
et al. Adverse childhood experiences and smoking during adolescence 
and adulthood. JAMA. 1999;282(17):1652–8.

 15. Dietz PM, Spitz AM, Anda RF, Williamson DF, McMahon PM, Santelli 
JS, et al. Unintended pregnancy among adult women exposed to 
abuse or household dysfunction during their childhood. JAMA. 
1999;282(14):1359–64.

 16. Ito K, Doi S, Isumi A, Fujiwara T. Association between Childhood Mal‑
treatment History and Premenstrual Syndrome. Int J Environ Res Public 
Health. 2021;18(2):781.

 17. Bertone‑Johnson ER, Whitcomb BW, Missmer SA, Manson JE, Hankin‑
son SE, Rich‑Edwards JW. Early life emotional, physical, and sexual 
abuse and the development of premenstrual syndrome: a longitudinal 
study. J Womens Health (Larchmt). 2014;23(9):729–39.

 18. Wakatsuki Y, Inoue T, Hashimoto N, Fujimura Y, Masuya J, Ichiki M, et al. 
Influence of Childhood Maltreatment, Adulthood Stressful Life Events, 
and Affective Temperaments on Premenstrual Mental Symptoms of 
Nonclinical Adult Volunteers. Neuropsychiatr Dis Treat. 2020;16:1–10.

 19. Buss C, Pruessner JC, Mayberg H, Mletzko T, Nemeroff C, Heim C. Larger 
amygdala volumes after childhood trauma associated with depres‑
sion and cortisol response to psychosocial stress in adulthood. Eur J 
Psychotraumatol. 2012;3:1.

 20. Walsh K, Galea S, Koenen KC. Mechanisms Underlying Sexual Violence 
Exposure and Psychosocial Sequelae: A Theoretical and Empirical 
Review. Clin Psychol (New York). 2012;19(3):260–75.

 21. Wittchen HU, Perkonigg A, Pfister H. Trauma and PTSD ‑ an overlooked 
pathogenic pathway for premenstrual dysphoric disorder? Arch Wom‑
ens Ment Health. 2003;6(4):293–7.

 22. Pilver CE, Levy BR, Libby DJ, Desai RA. Posttraumatic stress disorder 
and trauma characteristics are correlates of premenstrual dysphoric 
disorder. Arch Womens Ment Health. 2011;14(5):383–93.

 23. Kessler RC, McLaughlin KA, Green JG, Gruber MJ, Sampson NA, 
Zaslavsky AM, et al. Childhood adversities and adult psychopa‑
thology in the WHO World Mental Health Surveys. Br J Psychiatry. 
2010;197(5):378–85.

 24. Yonkers KA, O’Brien PM, Eriksson E. Premenstrual syndrome. Lancet. 
2008;371(9619):1200–10.

 25. Sheikh MA, Abelsen B, Olsen JA. Clarifying Associations between Child‑
hood Adversity, Social Support, Behavioral Factors, and Mental Health, 
Health, and Well‑Being in Adulthood: A Population‑Based Study. Front 
Psychol. 2016;7:727.

 26. (WHO) WHO. Adverse Childhood Experiences International Questionnaire 
(ACE‑IQ) 28 January 2020 [Available from: https:// www. who. int/ publi 
catio ns/m/ item/ adver se‑ child hood‑ exper iences‑ inter natio nal‑ quest 
ionna ire‑(ace‑iq).

 27. Bellis MA, Hughes K, Ford K, Ramos Rodriguez G, Sethi D, Passmore J. 
Life course health consequences and associated annual costs of adverse 
childhood experiences across Europe and North America: a systematic 
review and meta‑analysis. Lancet Public Health. 2019;4(10):e517–e28.

 28. Steiner M, Macdougall M, Brown E. The premenstrual symptoms screen‑
ing tool (PSST) for clinicians. Arch Womens Ment Health. 2003;6(3):203–9.

 29. Henz A, Ferreira CF, Oderich CL, Gallon CW, Castro JRS, Conzatti M, et al. 
Premenstrual Syndrome Diagnosis: A Comparative Study between the 
Daily Record of Severity of Problems (DRSP) and the Premenstrual Symp‑
toms Screening Tool (PSST). Rev Bras Ginecol Obstet. 2018;40(1):20–5.

 30. Silva CM, Gigante DP, Carret ML, Fassa AG. Population study of premen‑
strual syndrome. Rev Saude Publica. 2006;40(1):47–56.

https://afallasaga.is/
https://www.who.int/publications/m/item/adverse-childhood-experiences-international-questionnaire-
https://www.who.int/publications/m/item/adverse-childhood-experiences-international-questionnaire-
https://www.who.int/publications/m/item/adverse-childhood-experiences-international-questionnaire-


Page 10 of 10Yang et al. BMC Medicine           (2022) 20:60 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 31. Association AP. Diagnostic and statistical manual of mental disorders. 5th 
ed; 2013.

 32. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The Posttrau‑
matic Stress Disorder Checklist for DSM‑5 (PCL‑5): Development and 
Initial Psychometric Evaluation. J Trauma Stress. 2015;28(6):489–98.

 33. Bovin MJ, Marx BP, Weathers FW, Gallagher MW, Rodriguez P, Schnurr PP, 
et al. Psychometric properties of the PTSD Checklist for Diagnostic and 
Statistical Manual of Mental Disorders‑Fifth Edition (PCL‑5) in veterans. 
Psychol Assess. 2016;28(11):1379–91.

 34. Spitzer RL, Kroenke K, Williams JB, Lowe B. A brief measure for assess‑
ing generalized anxiety disorder: the GAD‑7. Arch Intern Med. 
2006;166(10):1092–7.

 35. Kroenke K, Spitzer RL, Williams JB. The PHQ‑9: validity of a brief depression 
severity measure. J Gen Intern Med. 2001;16(9):606–13.

 36. Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric 
characteristics of the Multidimensional Scale of Perceived Social Support. 
J Pers Assess. 1990;55(3‑4):610–7.

 37. Alcoholism NIoAAa. Drinking Levels Defined [Available from: https:// 
www. niaaa. nih. gov/ alcoh ol‑ health/ overv iew‑ alcoh ol‑ consu mption/ 
moder ate‑ binge‑ drink ing#: ~: text= NIAAA% 20defi nes% 20bin ge% 20dri 
nking% 20as,)% 2C% 20in% 20abo ut% 202% 20hou rs.

 38. Sonuga‑Barke EJS, Kennedy M, Kumsta R, Knights N, Golm D, Rutter M, 
et al. Child‑to‑adult neurodevelopmental and mental health trajectories 
after early life deprivation: the young adult follow‑up of the longitudinal 
English and Romanian Adoptees study. Lancet. 2017;389(10078):1539–48.

 39. Chen W, Qian L, Shi J, Franklin M. Comparing performance between log‑
binomial and robust Poisson regression models for estimating risk ratios 
under model misspecification. BMC Med Res Methodol. 2018;18(1):63.

 40. Sjolander A. Regression standardization with the R package stdReg. Eur J 
Epidemiol. 2016;31(6):563–74.

 41. Bertone‑Johnson ER, Hankinson SE, Johnson SR, Manson JE. Timing of 
alcohol use and the incidence of premenstrual syndrome and prob‑
able premenstrual dysphoric disorder. J Womens Health (Larchmt). 
2009;18(12):1945–53.

 42. Altman DG, Bland JM. Interaction revisited: the difference between two 
estimates. BMJ. 2003;326(7382):219.

 43. Duke NN, Pettingell SL, McMorris BJ, Borowsky IW. Adolescent violence 
perpetration: associations with multiple types of adverse childhood 
experiences. Pediatrics. 2010;125(4):e778–86.

 44. Cloitre M, Khan C, Mackintosh MA, Garvert DW, Henn‑Haase CM, Falvey 
EC, et al. Emotion regulation mediates the relationship between ACES 
and physical and mental health. Psychol Trauma. 2019;11(1):82–9.

 45. Legge SE, Jones HJ, Kendall KM, Pardinas AF, Menzies G, Bracher‑Smith M, 
et al. Association of Genetic Liability to Psychotic Experiences With Neu‑
ropsychotic Disorders and Traits. JAMA Psychiatry. 2019;76(12):1256–65.

 46. Miller A, Vo H, Huo L, Roca C, Schmidt PJ, Rubinow DR. Estrogen receptor 
alpha (ESR‑1) associations with psychological traits in women with PMDD 
and controls. J Psychiatr Res. 2010;44(12):788–94.

 47. Marryat L, Frank J. Factors associated with adverse childhood experiences 
in Scottish children: a prospective cohort study. BMJ Paediatr Open. 
2019;3(1):e000340.

 48. Gershoff ET, Aber JL, Raver CC, Lennon MC. Income is not enough: 
incorporating material hardship into models of income associations with 
parenting and child development. Child Dev. 2007;78(1):70–95.

 49. Costello EJ, Compton SN, Keeler G, Angold A. Relationships between 
poverty and psychopathology: a natural experiment. JAMA. 
2003;290(15):2023–9.

 50. Girdler SS, Leserman J, Bunevicius R, Klatzkin R, Pedersen CA, Light 
KC. Persistent alterations in biological profiles in women with abuse 
histories: influence of premenstrual dysphoric disorder. Health Psychol. 
2007;26(2):201–13.

 51. Girdler SS, Sherwood A, Hinderliter AL, Leserman J, Costello NL, Straneva 
PA, et al. Biological correlates of abuse in women with premenstrual dys‑
phoric disorder and healthy controls. Psychosom Med. 2003;65(5):849–56.

 52. Golding JM, Taylor DL, Menard L, King MJ. Prevalence of sexual abuse 
history in a sample of women seeking treatment for premenstrual syn‑
drome. J Psychosom Obstet Gynaecol. 2000;21(2):69–80.

 53. Brockie TN, Dana‑Sacco G, Wallen GR, Wilcox HC, Campbell JC. The 
Relationship of Adverse Childhood Experiences to PTSD, Depres‑
sion, Poly‑Drug Use and Suicide Attempt in Reservation‑Based Native 

American Adolescents and Young Adults. Am J Community Psychol. 
2015;55(3‑4):411–21.

 54. Jung SJ, Roberts AL, Chocano‑Bedoya P, Whitcomb BW, Missmer SA, 
Manson JE, et al. Posttraumatic stress disorder and development of pre‑
menstrual syndrome in a longitudinal cohort of women. Arch Womens 
Ment Health. 2019;22(4):535–9.

 55. Handbook of PTSD. Science and Practice. Am J Psychiatry. 
2008;165(3):404–5.

 56. Kennedy Q, Mather M, Carstensen LL. The role of motivation in the 
age‑related positivity effect in autobiographical memory. Psychol Sci. 
2004;15(3):208–14.

 57. Cohen LS, Soares CN, Otto MW, Sweeney BH, Liberman RF, Harlow BL. 
Prevalence and predictors of premenstrual dysphoric disorder (PMDD) in 
older premenopausal women. The Harvard Study of Moods and Cycles. J 
Affect Disord. 2002;70(2):125–32.

 58. Qiao MQ, Zhang HY, Liu HM, Luo SP, Wang TF, Zhang JL, et al. 
Prevalence of premenstrual syndrome and premenstrual dysphoric 
disorder in a population‑based sample in China. Eur J Obstet Gyn R B. 
2012;162(1):83–6.

 59. Putnam‑Hornstein E, Needell B. Predictors of child protective service 
contact between birth and age five: An examination of California’s 
2002 birth cohort (vol 33, pg 1337, 2011). Child Youth Serv Rev. 
2011;33(11):2399–407.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking#:~:text=NIAAA%20defines%20binge%20drinking%20as,)%2C%20in%20about%202%20hours
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking#:~:text=NIAAA%20defines%20binge%20drinking%20as,)%2C%20in%20about%202%20hours
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking#:~:text=NIAAA%20defines%20binge%20drinking%20as,)%2C%20in%20about%202%20hours
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking#:~:text=NIAAA%20defines%20binge%20drinking%20as,)%2C%20in%20about%202%20hours

	Association between adverse childhood experiences and premenstrual disorders: a cross-sectional analysis of 11,973 women
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Ascertainment of adverse childhood experiences
	Ascertainment of premenstrual disorders
	Ascertainment of psychiatric symptoms and social support
	Covariates
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


