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Introduction

Approximately 300 million individuals presumed female 
at birth (PFAB), including cisgender women and girls, 
transgender, gender-diverse, and intersex people, menstru-
ate each day, making menstrual health (MH) a critical 
determinant of physical, mental, and social well-being.1,2 
MH encompasses access to accurate information, men-
strual products, water, sanitation, and hygiene (WASH) 
infrastructure, supportive care, and a stigma-free environ-
ment that allows full participation in daily life.3 Earlier 
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MH research focused largely on adolescents in school set-
tings, particularly in sub-Saharan Africa and South Asia.4–9 
More recent scholarship has responded to calls for expan-
sion to older age groups and broader geographic regions, 
reflecting a growing recognition of the need for a more 
inclusive understanding of menstrual experiences across 
the life course.10,11

Young adults aged 18–24 have emerged as an important 
population in this shift. This life stage is often marked by 
key transitions, such as entering higher education, joining 
the workforce, or becoming more independent, which can 
shape and complicate MH needs.12 For university students 
in particular, MH challenges such as pain, stigma, or inad-
equate support can hinder concentration, class attendance, 
and academic performance.13,14 This is significant as 
higher educational attainment in this age group is strongly 
associated with long-term health, social, and economic 
outcomes.15–17 A recent United Kingdom-based study 
found that gynecologic pain, including dysmenorrhea, 
impacted the educational engagement of predominantly 
young adults. Many participants reported difficulty access-
ing healthcare and navigating institutional support sys-
tems, citing the normalization of symptoms and dismissive 
provider interactions.18

While university students have increasingly become the 
focus of global MH research, important knowledge gaps 
remain, especially regarding how young adults experience 
menstruation in different cultural and regional contexts. It 
is important to note that while many young adults are 
enrolled in higher education, this population also 
includes those engaged in employment or other commu-
nity settings. As such, understanding MH in this group 
requires attention not only to academic environments but 
also to broader aspects of daily life. Systematic reviews 
have highlighted the global burden of primary dysmen-
orrhea (PD) among students, estimating prevalence as 
high as 74.9% among PFAB university attendees.13,14 
Dysmenorrhea, more generally, is associated not only 
with disruptions to academic performance, such as 
attendance and classroom concentration, but also with 
reduced participation in exercise, social interaction, and 
general well-being.14,19–23

However, these reviews have included very limited 
research from the Latin America and the Caribbean (LAC) 
region, with just one study each from Mexico represented 
in both student-focused reviews.24,25 Similarly, a broader 
review of adolescent MH across 45 countries included 
only five studies (11%) from LAC.26 Although MH 
research in the region does exist, for example, a recent 
study among Mexican PFAB university students found a 
high prevalence of PD (78.9%) and reported that symptom 
severity significantly interfered with academic perfor-
mance,27 much of the available literature remains scattered 
and underrepresented in global syntheses.

Given that LAC comprises 33 countries with diverse 
social, economic, and cultural contexts,28 region-specific 
insights are essential for understanding how MH affects 
young adults’ academic engagement, social participation, 
and daily life. The LAC region faces persistent challenges in 
menstrual hygiene management, including limited access to 
WASH infrastructure and menstrual products, as well as 
insufficient MH education, which are essential factors in 
MH.29 Moreover, public health systems in several LAC 
countries face structural limitations that may restrict access 
to menstrual-related healthcare, particularly for youth and 
marginalized populations.30–32 While MH research in the 
region is growing, a comprehensive regional overview 
among the young adult population could support future 
practice, policy, and research efforts. The primary aim of 
this scoping review is to address this gap by summarizing 
and synthesizing available literature on MH among young 
adults PFAB aged 18–24 in the LAC region. Specifically, 
the review is guided by the following objectives:

1.	 To explore the reported experiences of MH among 
young adults in LAC,

2.	 To examine how these experiences influence par-
ticipation in academic and daily life.

Methods

This review followed the Arksey and O’Malley33 frame-
work and is reported in accordance with the 2018 Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews criteria.34 The 
protocol was registered with the Open Science Framework 
https://doi.org/10.17605/OSF.IO/4YU35.

Search strategy

A systematic search was conducted on March 23, 2023, 
using the population, concept, and context framework to 
structure the main concepts guiding the review aim, objec-
tives, and eligibility criteria.35 The search was updated on 
October 23, 2024. Our population was young adults PFAB 
aged 18–24 years old, the concept involved MH experi-
ences, emphasizing the lived experiences of menstruation, 
such as menstrual practices, attitudes, and challenges like 
PD and premenstrual syndrome (PMS) faced during the 
cycle, and the context were studies from LAC, including 
the Caribbean, Mexico, Central and South America. 
Databases searched included Medline via Ovid, ERIC via 
ProQuest, Latin America & Iberia Database via ProQuest, 
Psycinfo via Ovid, Web of Science, and Scopus, with 
search strategies adapted per database. The search strategy 
was externally reviewed by a senior health librarian for 
accuracy. Full search strategies are available in 
Supplemental Materials 1 and 2.

https://doi.org/10.17605/OSF.IO/4YU35)


Jones et al.	 3

Eligibility criteria

Detailed inclusion and exclusion criteria are available in 
Supplemental Material 3, with key areas expanded upon 
below.

Inclusion criteria.  The search included studies published 
between January 1, 1980, and October 23, 2024, starting 
from the publication of the Menstrual Attitude Question-
naire in 1980.36 Although the Menstrual Distress Question-
naire (MDQ) was developed earlier in 1968,37 focusing on 
studies from 1980 onwards reflects contemporary prac-
tices and accounts for advancements in the field, including 
tools such as the Beliefs about and attitudes toward Men-
struation Questionnaire (BATM)38 and the Premenstrual 
Symptoms Screening Tool (PSST).39 Studies published in 
English, Spanish, Portuguese, and French were eligible for 
inclusion to align with the linguistic diversity of the LAC 
region. Dutch and officially recognized Indigenous lan-
guages were excluded from full review due to the author-
ship team’s language limitations, though no studies in 
these languages appeared in our search.

Primary studies were included if they examined any 
aspect of MH among young adults PFAB aged 18–24 in 
university or non-university contexts, such as health ser-
vices or community settings. Studies covering broader age 
ranges were included if they involved participants aged 
18–24. The term community broadly encompasses work-
places, households, and other environments where specific 
settings were not identified, reflecting young adults’ 
engagement in diverse activities.40,41 MH experiences did 
not need to be the primary study outcome. Eligible studies 
had to be LAC-based, as defined by the World Bank 
Group,28 and could include qualitative and/or quantitative 
designs.

Exclusion criteria.  We excluded validation-only studies, 
secondary studies, and research limited to abstracts (e.g., 
conference abstracts). Research reporting MH experi-
ences from partners or physicians (e.g., gynecologists) 
was omitted to prioritize first-hand accounts. Experimen-
tal intervention studies and those focusing on menarche 
experiences were also excluded.

Studies conducted in secondary school settings were 
excluded, even if they included individuals PFAB aged 
18–24, to focus on young adults in post-school environ-
ments such as universities and community settings. 
Specialized populations, such as airline staff, incarcerated 
individuals, detainees, and refugees, were excluded due to 
their context-specific needs. Migrant-focused studies were 
reviewed for potential inclusion given significant migra-
tion patterns in LAC, particularly among Venezuelans in 
Brazil, Chile, Colombia, Ecuador, and Peru,42,43 although 
migrants in informal settlements or in the process of trave-
ling across borders were excluded. Studies on individuals 

PFAB with diagnosed affective disorders or disabilities 
were also excluded to account for their unique experi-
ences.44 Studies on athletes were excluded due to their 
unique physical and training demands, which may not 
reflect the general young adult population. Similarly, 
research focusing exclusively on smaller minority groups 
or distinct indigenous populations was excluded to main-
tain broader applicability and comparability of findings 
across the LAC region.

Studies on eumenorrhea (normal menstrual bleeding 
every 21–35 days) were included to assess typical MH 
experiences. However, studies solely focused on condi-
tions such as endometriosis, polycystic ovarian syn-
drome, chronic pelvic pain (CPP), moderate-severe PMS 
or premenstrual dysphoric disorder (PMDD), abnormal 
uterine bleeding, menorrhagia (heavy bleeding or bleed-
ing for 7+ days), amenorrhea, or irregular, short, or long 
cycles were excluded, as these conditions affect less than 
30% of the global population PFAB.45–53 This threshold 
was set to maintain a focused scope on the most common 
MH conditions, which are more likely to have wide-
spread implications for academic and daily life in this 
population. Studies on PMS (mild-moderate) and PD 
were included due to their high prevalence, with 80% of 
reproductive-age individuals PFAB experiencing PMS 
symptoms and 50%–90% reporting PD.54–57 While stud-
ies focused on amenorrhea-related experiences were 
excluded, those exploring attitudes toward menstruation, 
including views on contraceptive-induced amenorrhea, 
were assessed for potential inclusion due to their broader 
relevance to menstrual attitudes. Studies focusing solely 
on sexual function or sleep quality were excluded unless 
linked to quality of life or other daily life outcomes, as 
the menstrual cycle’s influence on these areas58,59 was 
outside the review’s scope.

Data extraction

One author (L.I.J.) initially removed duplicate records 
using Bramer et al.’s60 method by Gore,61 a widely used 
approach for systematic and thorough deduplication in 
EndNote20. Two authors (L.I.J. and N.R.) then indepen-
dently screened titles and abstracts in Endnote20, resolv-
ing discrepancies through discussion. During the full-text 
review, both authors refined and finalized the inclusion 
and exclusion criteria. The updated search was managed 
through Covidence software,62 where duplicates were 
automatically removed, and L.I.J. screened titles and 
abstracts. Decisions during both screening and full-text 
review were discussed collaboratively with the authors.

A data charting table was developed following an 
adapted Arksey and O’Malley33 approach to systemati-
cally record key variables: author(s), year, study location 
(including remoteness), setting, sample size, participant 
descriptor (reported participant identity), age range (mean 
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and standard deviation (SD)), study design, focus of MH 
experience, and its impact on academic and/or daily life. 
Academic impacts included absenteeism and effects on 
performance, concentration, task completion, and produc-
tivity. Daily life impacts encompass partner and family 
relationships, domestic, professional, functional, social 
activities, exercise/sports, quality of life, and general daily 
functioning. Missing data were requested from authors 
twice over 4 weeks via email (if contact information was 
available); unresponsive or unavailable data were classi-
fied as unknown.

Data analysis

Findings are presented narratively and supplemented by a 
data charting table summarizing key study characteristics. 
The MH experience focus was classified based on the overall 
themes reported in the studies: menstrual cycle and bleeding 
characteristics, dysmenorrhea, management of menstrual-
related symptoms, PMS, attitudes toward menstruation, 
menstrual practices, and unclassified menstrual-related 
symptoms. We specifically note dysmenorrhea rather than 
PD, acknowledging that these are distinct concepts; how-
ever, for this review, studies referring to either were catego-
rized under the broader category of dysmenorrhea.

To visualize key findings, two evidence-gap maps were 
created. The first is a heatmap table illustrating the fre-
quency and percentage of studies addressing key study 
characteristics. Varying shades of green indicate study 
concentration, with darker shades representing a higher 
number of studies in that area. The second map displays all 
included studies according to their MH focus area and 
whether they assessed impacts on academic or daily life 
participation. An interactive online version of this evi-
dence-gap map was also developed using Kumu,63 allow-
ing readers to filter studies by remoteness, country, and 
setting, and to explore study details by clicking on nodes.

Results

Four thousand eighty-five records were identified. After 
removing duplicates (n = 1463), 2722 records were 
screened by title and abstract, resulting in 83 reports eligi-
ble for full-text retrieval. Eighty were assessed in full text 
for eligibility; three reports could not be retrieved. Forty 
studies were included. One study utilized the 2007 São 
Paulo Epidemiologic Sleep Study database,64 prompting 
further searches of related MH studies, which revealed two 
additional studies for inclusion. In total, 42 studies were 
included in this review (see Figure 1).

Study characteristics

Most studies included in this review used cross-sectional 
study designs (n = 39, 93%), with quantitative methods 

(n = 40, 95%) (Table 1 and Figure 2). Twenty-one studies 
(50%) originated from Brazil, 14 (33%) from Mexico, 2 
from Ecuador, and 1 each from Argentina, Belize, Haiti, 
Peru, and 1 study that combined data from Brazil and 
Mexico. Studies conducted in urban areas were predomi-
nant, accounting for 69% (n = 29), followed by a mix of 
urban and rural (n = 10, 24%) and solely rural (n = 2, 5%). 
Studies recruited young people in university (n = 11, 26%), 
community (n = 17, 41%), health services (n = 8, 19%), or 
a combination of both health services and university (n = 4, 
10%), health services and community (n = 1, 2%) or com-
munity and university (n = 1, 2%) settings. All participants 
were referred to as females or women, with seemingly no 
representation of transgender, non-binary, or intersex indi-
viduals. The final included studies were published and 
available in English (n = 38, 90.5%) or Spanish only (n = 4, 
9.5%). The studies addressed a range of MH experiences, 
including menstrual practices (n = 5, 12%), attitudes 
toward menstruation (n = 9, 21%), experiences of the men-
strual cycle and bleeding characteristics (n = 16, 38%), 
PMS (n = 10, 24%), dysmenorrhea (n = 13, 31%), unclassi-
fied MH experiences (n = 5, 12%), and symptom manage-
ment (n = 6, 14%). In addition, 41% of the studies (n = 17) 
explored the impact of MH experience on participation, 
including 12% (n = 5) examining the impact on academic 
participation, and 38% of the studies (n = 16) examining 
the impact of MH on participation in daily life.

The evidence-gap map in Figure 2 illustrates that most 
research on MH experiences among young adults in LAC 
regions is predominantly based on studies conducted in 
urban settings in Brazil, with a specific emphasis on the 
impacts of these experiences on daily life. Notably, of the 
33 countries in the LAC region, only 21%7 are represented 
in the literature. Larger population studies tended to focus 
on conditions associated with the menstrual cycle, while 
the smaller studies focused on a range of experiences, 
including menstrual practices and attitudes toward 
menstruation.

Synthesis of results

Studies are described below according to the focus of the 
MH experience and the impact on participation. These are 
visually represented in Figure 3, which represents a static 
image of the interactive evidence-gap map available online.

Menstrual practices.  Five studies examined menstrual 
practices.65–69 These studies defined menstrual practices in 
varying ways, focusing on the type of menstrual materi-
als used (n = 3), the factors influencing material selection 
(n = 2), and one of these also included a component on 
access to and disposal of menstrual materials (n = 1).

Czekalski Lobascz et al.65 found disposable pads were 
the most common menstrual material among Brazilian 
university students (83%), a finding echoed by another 
Brazilian study (99.5%)69 and a Haitian study (92%).67 
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Although the Belize study did not specify material types, 
Khan et al.68 reported 98.3% of women had materials for 
period management; 97.8% of urban and 87.3% of rural 
women had private washing facilities. The Brazilian 
study identified key factors influencing material choice, 
rated from 1 to 10, with higher scores reflecting greater 
importance: product efficacy (9.56 ± 1.24), hygiene 
(9.42 ± 1.45), practicality (8.89 ± 1.84), vaginal health 
(8.80 ± 1.87), price (6.27 ± 2.92), sustainability 
(6.15 ± 2.98), and integrity of internal genitalia 
(2.76 ± 3.19).65 In Argentina, possible health risks asso-
ciated with the use of disposable options and environ-
mental concerns motivated participants to adopt reusable 
alternatives, such as menstrual cups.66 However, mixed 
feelings about menstrual cups persisted due to percep-
tions of genital manipulation,65,66 while Rupe et  al.67 
reported 40% of Haitian participants felt uncomfortable 
washing reusable materials in public.

Menstrual cycle related.  Various aspects of the men-
strual cycle were frequently examined across all studies. 
Nine studies focused on attitudes toward menstruation.70–78 
Sixteen explored experiences of the menstrual cycle and 

bleeding characteristics.65,69,71,72,79–90 Thirteen studies 
included aspects of dysmenorrhea,24,27,65,81–84,89,91–95 10 
investigated PMS,54,87,88,90,96–101 and 5 reported MH expe-
riences that were not otherwise classified.80,85,86,102,103 All 
but one of these studies utilized quantitative designs.

Menstrual bleeding was predominantly viewed nega-
tively in Brazilian studies.70–72,76,78 Between 61% and 
64.3% of women disliked menstruation, citing inconven-
ience and discomfort.71,72 Around 60% wished to postpone 
menstruation,76 and one-third preferred ‘never bleeding’.78 
Qualitative findings echoed these sentiments, with some 
describing menstruation as an ‘unnecessary nuisance’ and 
supporting suppression.70 However, a minority valued 
menstruation as a sign of health (37.4%) or as an indicator 
of non-pregnancy (33.9%),71 and others linked it to femi-
ninity, youth, and fertility.70

In Mexico, similar attitudes toward menstrual suppres-
sion were noted, with only 20.8% of undergraduate stu-
dents preferring to menstruate monthly.75 Mean 
‘annoyance’ scores on the BATM ranged from 3.65 to 3.69 
among urban women and 3.78 among rural women (rated 
on a five-point Likert scale, from 1 – disagree strongly to 
5 – agree strongly), indicating moderate annoyance with 

Figure 1.  PRISMA flow diagram.
EPISONO: São Paulo Epidemiologic Sleep Study; MH: menstrual health; PMS: premenstrual syndrome; PMDD: premenstrual dysphoric disorder; 
LAC: Latin America and the Caribbean; PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-Analyses. 
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Figure 2.  Evidence heatmap showing characteristics of included studies (n = 42), distributed by LAC country. Values within boxes 
indicate the number of studies, and bars show the percentage representation of each study characteristic.
LAC: Latin America and the Caribbean.

Figure 3.  Evidence-gap map of included studies (n = 42) categorized by MH experience and impact on participation.
Source: https://makrahe.kumu.io/menstrual-health-experiences-of-young-adults-in-latin-america-and-the-caribbean.
MH: menstrual health.

https://makrahe.kumu.io/menstrual-health-experiences-of-young-adults-in-latin-america-and-the-caribbean


Jones et al.	 9

menstruation in young women.73,74 Women with higher 
annoyance scores also reported more negative feelings 
toward menstruation (measured by the MDQ subscale) 
(p < 0.01).77 For the BATM’s ‘secrecy’ factor, urban wom-
en’s mean scores ranged from 2.08 to 2.33, while rural 
women scored 2.69, suggesting rural women were more 
likely to believe menstruation should remain private 
(p < 0.001).73,74 The theme of secrecy, while prominent in 
these findings, was not widely addressed in other studies.

General menstrual cycle and bleeding characteris-
tics were included across 16 studies. Some studies 
excluded these details due to inclusion criteria, such as 
having a regular menstrual cycle to be considered a 
participant. Among studies that reported data on regu-
lar menstrual cycle lengths (defined as 21–35 days), the 
prevalence of regular cycles varied widely, from 26% 
to 93.6%.65,79,81,82,84,86–90

Reported bleeding duration also varied across studies. 
In one study, 99% of participants experienced bleeding 
between 1 and 6 days,79 other studies reported 3–7 days for 
78.8%,80 3–5 days for 79.9%,85 4–5 days for 58.3%71 and 
58.4% of participants.72 One study simply noted over 
3 days for 78% 65 and another study under 7 days for 71.8% 
of participants.82 Average menstrual duration was reported 
at 4.4 days,83 and 4.9 ± 1.9 among those with 
dysmenorrhea.89

Among the reviewed dysmenorrhea studies, prevalence 
varied widely, ranging from 6% to 98.8%.65,82 In Brazil, 
Cândido et  al.82 reported 6% prevalence among female 
university students, while Czekalski Lobascz et  al.65 
observed a significantly higher prevalence of 98.8%. Other 
Brazilian studies indicated moderate prevalence, including 
72% with absent, mild, or moderate symptoms (30% 
absent or mild, 42% moderate).81 56%84 and 54% were 
reported among women health service users.83 In Ecuador, 
prevalence ranged from 8.9%91 to 26.6%,89 while in Peru, 
19% of women reported moderate pain.95 In Mexico, prev-
alence varied across university samples, including 52.1%, 
62.4%, 64%, and 78.9%.24,27,93,94

Half of the PMS studies reviewed reported preva-
lence among Brazilian populations, with findings vary-
ing significantly. Among female university students, 
PMS prevalence was reported at 46.7%96 and 49.9% in a 
separate study.90 In a combined health and university set-
ting, Petta et  al.54 found a prevalence of 60.3%. 
Community-based studies showed similar variation: 
60.3% of women self-reported PMS, with 25.2% meet-
ing criteria based on modified Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition scores 
requiring five or more symptoms.87 Another study 
reported 62.2% self-reported PMS, while 13.4% experi-
enced ‘moderate PMS’, defined as at least eight symp-
toms causing significant relationship impairment.88

Two Mexican community studies assessed PMS in rural 
and urban areas using the MDQ, focusing on symptom 

severity rather than prevalence. In the first study, 84% of 
rural women reported mild psychological-behavioral 
symptoms, with 8% reporting severe symptoms, compared 
to 64% mild and 32% severe in urban women.101 Physical 
symptoms were mild in 64% of rural and 70% of urban 
participants, with severe symptoms reported by 30% in 
both groups.101 The second study found urban women, par-
ticularly those engaged in professional studies, experi-
enced more severe premenstrual changes across multiple 
symptom areas compared to rural women, where a higher 
proportion reported no symptoms.100

In a study of 20–29 year old Brazilian women, partici-
pants were eligible only if they reported functional impair-
ment linked to PMS symptoms.98 Highly prevalent 
symptoms included anxiety or tension (98.4%), irritability 
or anger (98.2%), and depression or sadness (94.0%).

A community study in Mexico found that 35.8% 
reported at least one physical or emotional symptom dur-
ing their menstrual cycle, which intensified in the late 
luteal phase, though these were not explicitly classified as 
PMS or dysmenorrhea.85 Among participants with eumen-
orrhea, 19.5% scored as ‘cases’ on the General Health 
Questionnaire, indicating psychological distress despite 
typical menstrual patterns.80 A Brazilian university study 
noted that most young women experienced physical dis-
comfort during menstruation, with 40% reporting cramps 
and common premenstrual mood changes such as irritabil-
ity and anxiety, although dysmenorrhea and PMS were not 
specifically mentioned.86 Another Brazilian study found 
mild anxiety across menstrual cycle phases, with Beck 
Anxiety Inventory scores of 9.2 (SD ± 8.7) in the follicular 
phase, 9.1 (SD ± 7.4) in the luteal phase, and 9.7 (SD ± 8.0) 
during menstruation.102 These scores were similar in non-
menstruating (9.69, SD ± 8.69) and menstruating groups 
(10.9, SD ± 9.81).103

Management of menstrual-related symptoms.  Six studies 
reported strategies for managing menstrual-related symp-
toms.24,27,54,82,93,95 Brazilian and Mexican studies high-
lighted various coping strategies for menstrual disorders. 
In Mexico, three studies found that only 25.9% to 33.5% 
of women with dysmenorrhea sought medical consulta-
tion.24,27,93 Although 78.7% used prescribed medications to 
alleviate pain, the overall effectiveness was limited, with 
only 18.4% reporting complete relief from symptoms.24

Self-medication was common, with 61.7% to 64.9% of 
female students engaging in this practice, averaging 
6.0 ± 3.6 to 6.1 ± 3.8 cycles per year.24,93 Paracetamol 
was frequently used and demonstrated statistically signifi-
cant effectiveness compared to other options (p = 0.017).24 
Nonsteroidal anti-inflammatory drugs were also com-
monly used by those with dysmenorrhea.82 In urban 
Brazil, medication was the primary approach for manag-
ing PMS (33.3%), supplemented by relaxation and dis-
traction techniques.54 In rural Peru, 82.1% of women with 



10	 Women’s Health ﻿

dysmenorrhea reported using alternative and complemen-
tary treatments, followed by medication use (11.6%).95

Impact on participation
Academic.  Five studies from Brazil and Mexico exam-

ined the academic impacts of menstruation, including 
absenteeism (n = 3)24,27,94 and general interference with 
academic activities (n = 5).24,27,71,94,96 Dennerstein et  al.97 
and Rupe et  al.67 also reported impacts but included a 
broader age range (14–50 years and 14–24 years, respec-
tively), making it unclear if the findings pertain to univer-
sity or secondary school students, and are thus not included 
here. Among Mexican students with dysmenorrhea, 37.0% 
reported absenteeism across 2.6 ± 2.1 menstrual cycles per 
year,27 while another study noted 42.1% absenteeism in 
3.1 ± 2.2 cycles.24 A separate Mexican study found 19.8% 
absenteeism in 20–24 year olds.94

In Brazil, 22.2% of students reported menstrual inter-
ference with academic tasks.71 Over 30% of Brazilian stu-
dents with PMS reported that their symptoms moderately 
to severely hindered their academic productivity.96 In addi-
tion, 78.7% of students with dysmenorrhea experienced 
concentration difficulties, 69.0% reported a decline in per-
formance, and 49.3% believed their grades would improve 
without dysmenorrhea.27

Daily life.  Sixteen quantitative studies from Brazil and 
Mexico included a component examining the impact of MH 
experiences on daily life.24,27,54,71,73,74,76,77,83,90,92,96,97,99,102,103 
Despite variations in measurement instruments and outcome 
variables, these studies are grouped below according to their 
focus on MH experiences for clarity and consistency.

In studies on attitudes toward menstruation, 27% of 
Brazilian women agreed that menstruation has a severe 
negative impact on their daily lives.76 In a separate study, 
43.3% of Brazilian women indicated that menstruation 
adversely affected their relationships with partners, 
although the impact was reported to be less pronounced 
on family relationships, social, and professional interac-
tions.71 Among Mexican young women, there was a some-
what neutral stance or slight disagreement regarding 
menstruation affecting daily activities, with a mean score 
of 2.23 (SD = 0.86) on the disability factor of the BATM.73 
A separate Mexican study showed similar findings 
between urban and rural women, with mean scores of 
2.4 ± 0.99 and 2.28 ± 1.25, respectively.74 In another 
Mexican study, higher agreement with the idea that men-
struation should be kept secret was associated with 
increased reports of behavioral change (MDQ subscale) 
(p < 0.01), indicating modifications in activities or social 
interactions due to discomfort or avoidance related to 
menstruation.77

Among Mexican university students, 65% to 90.4% 
reported that dysmenorrhea limited their daily life, affect-
ing 4.2 ± 2.9 to 4.4 ± 3.3 cycles per year.24,27 In Brazil, 
women with severe pain had greater difficulties with 

mobility (p = 0.003) and community participation 
(p = 0.030) compared to those with mild-to-moderate 
pain.83 However, functional capacities did not signifi-
cantly differ between those with and without dysmenor-
rhea, based on the World Health Disability Assessment 
Schedule.83 A separate Brazilian study using the World 
Health Organization Quality of Life (WHOQOL) BREF 
questionnaire reported lower physical domain scores in 
women with dysmenorrhea (62.5 ± 16.3) compared to 
those without dysmenorrhea (69.4 ± 16.6, p = 0.047, and 
Cohen’s d = 0.4).92 Another Brazilian study reported 
physical domain scores for healthy, non-dysmenorrheic 
women across menstrual phases as follows: 60.4 
(SD ± 11.2) in the follicular phase, 60.8 (SD ± 10.0) in 
the luteal phase, and 57.6 (SD ± 10.6) in the menstrual 
phase.102 For women during the menstrual phase versus 
those in another phase, the scores were 52 (SD ± 10.48) 
and 57.6 (SD ± 10.76), respectively.103 Among Brazilian 
students with unclassified menstrual symptoms, 8% 
reported canceling engagements or limiting their activi-
ties to only necessary tasks during times of physical 
discomfort.86

Among PMS studies, the community study conducted 
by Dennerstein et  al.97 revealed that 21.5% of Brazilian 
and 14.4% of Mexican participants with PMS reported that 
menstrual symptoms interfered with their daily life more 
generally. In another Brazilian study, women with PMS 
reported their symptoms affected partner relationships 
(58.9%) and family interactions (52.8%), as well as domes-
tic, professional, and social activities (42.3%).54 Moderate 
to severe impacts on family relationships and professional 
and social activities were also highlighted by Rezende 
et al.96 Furthermore, Victor et al.90 identified through the 
WHOQOL BREF questionnaire significant differences in 
mobility and community participation domains between 
students experiencing mild PMS and those without PMS 
(p = 0.010 and p = 0.009, respectively). In Mexico, women 
with PMS had a significantly higher PSST total score 
(20.13 ± 7.10) compared to the group without diagnosis 
(15.86 ± 8.51) (p < 0.001).99 Specifically, daily-life 
impairment was significantly greater in the PMS group 
(6.46 ± 2.29) compared to the group without diagnosis 
(2.56 ± 1.98) (p < 0.001).99

Discussion

This scoping review summarized evidence from 42 studies, 
with the majority coming from Brazil (50%) and Mexico 
(33%). This pattern likely reflects the presence of more 
research infrastructure and funding in these countries, as 
evidenced by the concentration of studies documenting 
diverse research efforts. Brazil’s comparatively high invest-
ment in research and development, reportedly quadrupling 
that of Mexico, may also contribute to its prominence in the 
literature.104 As a result, the findings are geographically 
skewed, and thematic saturation cannot be assumed.
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Moreover, key experiences in underrepresented coun-
tries or marginalized communities may differ signifi-
cantly from what is currently documented, with 69% of 
studies set in urban locations. This concentration leaves 
large portions of the region, especially rural areas, under-
studied. While rural MH has increasingly gained atten-
tion globally, as seen in Kashyap and Choudhari’s105 
review of 40 rural-focused studies, namely in India and 
Rossouw and Ross’106 analysis of rural–urban disparities 
across eight low- and middle-income countries, it seems 
the LAC region has not mirrored this trend. Nonetheless, 
we see similar broader infrastructural and sociocultural 
trends, for example, in our review, rural women reported 
approximately 10% lower access to private washing 
facilities,68 a higher tendency to keep menstruation 
secret,74 and greater use of complementary medicines.95 
These findings underscore the importance of context-
specific research, as the true extent and impact of MH 
within these populations remain unclear. Addressing this 
gap is essential for developing inclusive and contextually 
relevant MH policies in LAC.

While global reviews have similarly found that men-
struation adversely affects academic and daily life,13,14,26 
only five of the 42 included studies in this review addressed 
the impact on academic participation with varying instru-
ments for data collection. For example, one study used a 
visual analog scale adapted from pain assessment tools,71 
another applied the PSST,96 and a third used a custom 
questionnaire to explore concentration and performance 
impacts.27 These differences may reflect a broader chal-
lenge in MH research: the lack of standardized instruments 
for assessing academic outcomes. Munro et  al.13 global 
review similarly noted that while many studies reported 
impacts on absenteeism, concentration, and academic per-
formance, how these outcomes were measured varied. 
Tools ranged from general self-report items to menstrual 
diaries and symptom interference scales, with no studies 
validating student absentee responses against official aca-
demic records. The diversity of university environments, 
spanning disciplines, teaching formats, and attendance 
expectations further complicates efforts to systematically 
evaluate the academic impact of menstruation. Together, 
these factors could contribute to both the underrepresenta-
tion of higher education contexts in MH research in LAC 
and the limited understanding of how MH influences aca-
demic participation.

Notably, few studies employed longitudinal or qualita-
tive methods, limiting insight into how MH experiences 
evolve over time or intersect with life transitions such as 
entering university or employment. While cross-sectional 
and quantitative studies can identify prevalence and asso-
ciations at a single point in time, they often miss the 
dynamic, cumulative, and contextual nature of MH experi-
ences. By contrast, longitudinal research from high-income 
countries has shown how symptoms like menstrual pain 

and heavy bleeding can intensify over time and impact 
broader aspects of well-being, informing early screening 
and long-term care strategies.107,108 Qualitative studies 
offer depth and nuance, revealing how stigma, emotional 
discomfort, and social norms shape daily life and delay 
care, insights that have led to calls for integrated screening 
and stigma-reduction in primary healthcare.109 Similar 
research is urgently needed in LAC to generate context-
specific clinical and public health recommendations, 
alongside inclusive MH interventions that reflect the lived 
realities.

Product use patterns, particularly the widespread pref-
erence for disposable pads, align with findings among 
Latinas in the United States.110 However, only two LAC 
studies explored the reasons behind menstrual product or 
material choices.65,66 Broader literature suggests these 
decisions are shaped by cost, cultural norms, access, and 
environmental concerns.26 Importantly, several LAC coun-
tries, including Mexico, Ecuador, and Barbados, have 
recently eliminated menstrual product taxes.111 Yet, over 
half still impose such discriminatory taxation, with an 
average rate of 5.8% across the region.111 However, 
although tax removal is often framed as a step toward 
menstrual equity, its impact may be overstated. As King112 
notes, similar campaigns in the United Kingdom have 
unintentionally boosted profits for disposable product 
manufacturers without meaningfully reducing costs for 
consumers. These efforts rarely challenge the underlying 
market monopolies or profit structures that keep prices 
high, and they often overlook more sustainable, cost-effec-
tive alternatives like menstrual cups. Despite this, none of 
the included LAC studies explicitly examined how prod-
uct affordability or access influences participation in 
higher education or work, an important gap in understand-
ing the full impact of period poverty (defined as inade-
quate access to menstrual products and basic WASH 
infrastructure)113 on educational and economic inclusion.

Participation in higher education may also be influ-
enced by menstrual stigma, particularly around secrecy 
and concealment.11,114 Gender ideologies like machismo 
and marianismo in Latin America, which emphasize male 
dominance and female purity, could reinforce the notion of 
menstruation as shameful or impure.115 While few studies 
explicitly link such beliefs to academic or daily life 
impacts,116 our review suggests a generational shift. 
Younger urban women generally rejected the idea that 
menstruation should be kept secret.73,74 The same Marván 
et  al.73 study indicated that younger men also disagreed, 
whereas middle-aged participants tended to agree. These 
evolving attitudes signal potential for challenging and 
reducing entrenched stigma. Evidence from other contexts 
suggests that multifaceted approaches, including educa-
tion-based interventions, alongside community engage-
ment, may be more effective in reducing menstrual stigma 
by increasing bodily autonomy through MH literacy, 
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fostering supportive environments, and challenging gen-
dered power dynamics.117,118

Furthermore, a critical omission is the complete lack of 
studies on gender-diverse individuals. This gap is not 
unique to LAC, and global MH research often overlooks 
gender-diverse populations.13 However, this is particularly 
troubling in the LAC region, where rising political ten-
sions, anti-gender rhetoric, and widespread violence con-
tinue to marginalize sexual and gender minority 
communities. Unprosecuted hate crimes and experiences 
of systemic discrimination in healthcare, education, and 
daily life remain prevalent for lesbian, gay, bisexual, 
transgender, and queer students across Latin America.119 
Inclusive research that addresses the specific MH needs of 
all young people, regardless of gender identity, is essential 
to informing equitable policies.

Finally, healthcare access for menstruation-related con-
cerns remains limited. Across the reviewed studies, while 
many participants reported symptoms like dysmenorrhea, 
few sought care,24,27 and even fewer found relief.24 While 
health systems across the LAC region vary significantly 
and face major challenges, including access to sexual and 
reproductive health, limited health insurance schemes, and 
a high financial burden of accessing care,30 these limita-
tions are not unique to the region. European research, for 
instance, has documented issues such as feeling unheard 
by providers and dissatisfaction with treatment,120 which 
are issues reported across LAC’s fragmented health sys-
tems. Identifying these barriers is essential for developing 
targeted interventions to mitigate their impact, highlight-
ing the need for further research, while also continuing to 
address the broader implications of healthcare access to 
support gender equality across LAC.

In sum, this review reveals that while MH research in 
LAC has grown, it remains geographically and themati-
cally narrow. To strengthen the evidence base, future 
research must:

1.	 Expand into rural areas and underrepresented 
countries,

2.	 Develop and apply standardized, validated tools to 
measure MH outcomes in higher education 
settings,

3.	 Incorporate longitudinal study designs and qualita-
tive methods,

4.	 Explore menstrual material/product access (includ-
ing its influence on higher education or work),

5.	 Include transgender, gender-diverse, and intersex 
people, and

6.	 Explore healthcare experiences for MH.

Our findings also underscore the need to implement 
stigma-reduction campaigns through education and com-
munity engagement, and improve access to culturally 

sensitive, gender-inclusive healthcare. Advancing these 
priorities will help ensure that MH initiatives, interven-
tions and policies reflect the diverse needs of young people 
PFAB across LAC and promote greater equity and 
inclusion.

Strengths and limitations

Despite a comprehensive search strategy, some relevant 
studies may have been missed due to inconsistent termi-
nology and classification of MH conditions. This review 
included studies on dysmenorrhea and PMS, including 
those that did not specify whether dysmenorrhea was pri-
mary or secondary, or whether PMS severity was mild or 
moderate. While PD and mild-to-moderate PMS were 
within scope, studies explicitly focused on secondary dys-
menorrhea, often associated with underlying conditions 
like endometriosis,121 and PMDD, a severe form of PMS 
affecting 3%–8% of the population,122 were excluded. This 
inclusive approach aimed to capture a broader range of 
MH experiences by accommodating studies that may not 
use clinical classifications, while still maintaining a focus 
on common, non-pathological symptoms.

We also included relevant components from studies, 
even when some outcomes did not meet our inclusion cri-
teria. For example, studies focusing on CPP were excluded 
due to the lower prevalence of this condition (< 26.6%).49 
However, since dysmenorrhea is a common cause of cyclic 
CPP, we included two Ecuadorian studies89,91 that identi-
fied PD as a subtype of CPP, and we analyzed only the 
PD-related findings. Similarly, in the study by Meza-
Moreno et  al.,99 which addressed healthy menstruating 
individuals, PMS, and PMDD, we focused solely on the 
data related to healthy menstruating individuals and PMS. 
We took a similar approach for studies that reported on 
eumenorrhea and menorrhagia, and one survey validation 
study that also included a separate qualitative component. 
This approach allowed us to capture a wider range of MH 
experiences while maintaining focus on our primary 
outcomes.

Our review primarily examined MH experiences across 
a broad range of young adult populations. However, we 
acknowledge the importance of studies that focus on spe-
cific indigenous groups, such as Aymara women in 
Northern Chile,123 whose experiences are influenced by 
unique sociocultural and generational factors. While we 
included studies with participants from broader cohorts, 
many of whom are Mestizo, reflecting the region’s mixed 
ancestry, this approach may limit the representation of spe-
cific Indigenous perspectives. As such, we recommend 
that future research place greater emphasis on distinct 
Indigenous perspectives to further enrich our understand-
ing within the region.
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Finally, our scope excluded studies conducted in sec-
ondary school settings to maintain our focus on young 
adults. In cases where the educational setting was ambigu-
ous, we used contextual information to make inferences. 
For example, in the study by Pedrón-Nuevo et  al.,94 
although the setting was not explicitly stated, participants 
aged 20–24 were assumed to be university students. 
Similarly, Morales-Carmona et  al.80 noted recruitment 
from various settings, including secondary schools, but the 
mean age of 23 suggested that most participants were not 
secondary school attendees.

Conclusion

This scoping review provides a critical overview of MH 
experiences among young adults in the LAC region, high-
lighting both the growth and limitations of current research. 
Understanding these experiences is essential for address-
ing gender inequalities in health, education, and economic 
participation. The review identifies significant gaps in 
geographic coverage, methodological diversity, and popu-
lation inclusion, particularly the underrepresentation of 
rural communities, transgender and nonbinary individuals, 
and the impact on participation in academia for university 
students. Addressing these gaps is vital to inform inclu-
sive, context-specific initiatives, interventions and policies 
that promote MH equity and support the well-being and 
opportunities of young people PFAB across LAC.
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