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Abstract
Adverse childhood experiences (ACEs), including abuse, neglect, and 
household dysfunction, are known to shape long-term psychological and 
emotional outcomes. However, their impact on women’s reproductive 
health, especially in how they manage premenstrual symptoms, remains 
underexplored. In sociocultural contexts where sexuality is regulated by 
restrictive and patriarchal norms, the internalization of sexual myths may 
further mediate the effects of early trauma on adult well-being. This study 
examines the relationship between ACEs and women’s strategies for coping 
with premenstrual symptoms, focusing on the mediating role of sexual myths 
as internalized belief systems that may reflect the long-term consequences 
of interpersonal trauma. A total of 640 women aged 18 to 36 living in Turkey 
participated in this cross-sectional study conducted online between March 
and November 2024. Participants completed validated Turkish versions of 
the ACEs Questionnaire, the Sexual Myths Scale, and the Premenstrual 
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Coping Measure. Women with higher ACE scores reported significantly 
lower use of communicative coping strategies and a greater endorsement 
of sexual myths. Mediation analyses revealed that belief in sexual myths 
significantly mediated the relationship between ACEs and both emotional 
awareness/acceptance and self-care in managing premenstrual symptoms. 
Socioeconomic hardship and growing up in large families were also associated 
with stronger endorsement of sexual myths. These findings suggest that 
internalized sexual myths may serve as a psychosocial pathway through 
which early trauma continues to shape women’s embodied and emotional 
experiences in adulthood. Trauma-informed and feminist-informed 
interventions are essential for addressing the lingering effects of childhood 
violence and promoting healthier coping strategies in reproductive health.

Keywords
adverse childhood experiences, premenstrual syndrome, sexual myths, 
coping, trauma, women

Introduction

Adverse childhood experiences (ACEs) represent significant early-life stress-
ors that can disrupt psychological, emotional, and physiological development. 
These experiences, ranging from abuse and neglect to household dysfunction, 
have been linked to a wide spectrum of long-term mental and physical health 
consequences, including depression, anxiety, and difficulties in emotional 
regulation (Petruccelli et al., 2019; World Health Organization [WHO], 2020). 
ACE can disrupt early brain development and jeopardize the functioning of 
the nervous and immune systems, and intense stress can lead to serious prob-
lems such as alcoholism, depression, eating disorders, unsafe sex, HIV/AIDS, 
heart disease, cancer, and other chronic diseases (WHO, 2020).

Although it is quite difficult to access data on violence against children in 
Turkey, UNICEF’s 2022 Turkey child research report published by the 
Turkish Statistical Institute draws attention to the fact that 54.1% of the dis-
ciplinary methods applied to children between the ages of 1 and 17 are disci-
plinary methods involving psychological or physical violence (UNICEF, 
2022). In its 2024 press release, UNICEF stated that there are over 370 mil-
lion girls and women in the world who have been raped or sexually assaulted 
as children (UNICEF, 2024).

In the Turkish context, disciplinary practices and family structures are 
often shaped by traditional norms emphasizing obedience and family honor, 
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which may influence the prevalence and forms of ACEs. Compared to 
Western societies where emotional expression is more openly encouraged, 
Turkish culture may normalize certain disciplinary behaviors or emotional 
suppression, potentially affecting how individuals experience and report 
childhood adversity. This cultural framework should be considered when 
interpreting ACE data and its long-term psychological outcomes.

These striking figures regarding ACEs in the world and in our country 
naturally lead researchers to investigate the current lives of adult individuals 
with ACEs. Today, we know that all kinds of positive and negative experi-
ences in the early stages of life can affect individuals physically and mentally 
(McKay et al. 2021; Paslı 2020; Petruccelli et al. 2019; Struck et al, 2021). 
While the physical and psychological effects of ACEs are well established, 
less is known about their impact on specific domains of women’s reproduc-
tive and emotional health, particularly in relation to premenstrual symptoms 
and culturally embedded beliefs about sexuality.

Premenstrual syndrome (PMS), a recurring set of physical and psycho-
logical symptoms experienced during the menstrual cycle, has been increas-
ingly understood as influenced not only by hormonal shifts but also by 
psychosocial and cultural factors (Özkan & Koç, 2020). Childhood traumas 
that women face in the first years of their lives have an important place 
among the psychosocial factors that predispose to psychopathology (Rosada 
et al., 2023). Psychological symptoms such as irritability, depressive mood, 
anxiety, crying, tension, concentration disorders, and forgetfulness are con-
sidered among the basic components of PMS (Çoban & Karlı, 2023). PMS 
may also be related to gender roles attributed by society, social attitudes 
toward women with PMS, and even violence. Accordingly, if there are wide-
spread beliefs in a society that women are “strange and dangerous” due to the 
psychological and behavioral symptoms caused by PMS, social attitudes may 
restrict their social, political, and professional development, trigger a ten-
dency to keep them in traditional gender roles, and cause violence, especially 
in heterosexual relationships (Özkan & Koç, 2020). In societies where emo-
tional expression is stigmatized or femininity is pathologized, PMS can be 
further complicated by social expectations and gender-based norms.

From a psychosocial perspective, beliefs about sexuality may intersect 
with perceptions of menstruation and PMS. For instance, myths suggesting 
that “women are irrational or overly emotional during menstruation” or that 
“sexual activity during menstruation is harmful” can reinforce stigma and 
negative attitudes toward women’s emotional expression (Kukulu et  al., 
2009; Oğur et  al., 2016; Torun et  al., 2011). Such myths may exacerbate 
shame and self-blame in women experiencing PMS, influencing both their 
symptom perception and coping behaviors.



4	 Journal of Interpersonal Violence 00(0)

Women’s perceptions of sexuality and PMS experiences can thus be 
shaped by cultural and social myths. According to the Turkish Language 
Institution, “myth” means a concept or person that has become legendary, a 
folk tale with an allegorical narrative that spreads traditionally or changes its 
form under the influence of the imagination of the society. “Sexual myths” 
are beliefs and thoughts about sexuality that affect the attitudes and behaviors 
of individuals, are exaggerated, thought to be true, have no scientific value, 
are often passed from ear to ear, and become extraordinary as they are passed 
on (Kukulu et al., 2009; Oğur et al., 2016; Torun et al., 2011). Sexual myths 
embedded in society can have a profound impact on how women perceive 
their own bodies and health, their emotional experiences, and their percep-
tions of their own lives, and can have negative effects on the management of 
PMS. Although sexual myths are widespread in our country, studies have 
shown that many individuals, especially at a young age and shaped according 
to the society they live in, have high levels of belief in sexual myths despite 
their lack of sexual experience (Karaçam Yılmaz et al., 2024; Gül & Şimşek 
Çetinkaya, 2024). In cultures where sexuality is treated as taboo, such beliefs 
may be internalized more deeply by women with trauma histories, particu-
larly when open discussion about sexual health is absent.

This study aimed to examine the effects of women’s ACEs on their coping 
styles with premenstrual syndrome and their beliefs in sexual myths and to 
determine whether sexual myths mediate the relationship between ACEs and 
coping with premenstrual symptoms. In this context, the findings are expected 
to provide guidance for supportive intervention strategies that health profes-
sionals, particularly psychiatric nurses, can offer to women under their care. 
Focusing on the intersection of early trauma, cultural norms and emotional 
coping, this research seeks to illuminate how women’s health behaviors are 
shaped by both personal and social narratives. By focusing on how ACEs 
may continue to shape adult women’s emotional and reproductive health, the 
study also highlights the enduring psychological patterns that link early 
trauma to later coping and belief systems. Understanding these complex 
dynamics is especially critical for designing nursing and psychiatric interven-
tions that are both culturally competent and gender-sensitive.

Research Questions

1.	 Do ACEs have an effect on PMS?
2.	 Do ACEs have an effect on sexual myths?
3.	 Are sexual myths a mediator in the relationship between ACE and 

PMS?
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Methods

Aim

This study aimed to examine the effects of women’s ACEs on their coping 
styles with premenstrual syndrome and their beliefs in sexual myths, and to 
determine whether sexual myths mediate the relationship between ACEs and 
coping with premenstrual symptoms.

Sample Design and Setting

This descriptive study was carried out between March 1 and November 1, 
2024 using an online questionnaire created on Google Forms and distributed 
via WhatsApp.

Participants and Inclusion/Exclusion Criteria

A priori power analysis was conducted using G*Power 3.1 (Faul et al., 2009), 
a statistical power analysis software developed at Heinrich Heine University 
Düsseldorf, Germany, to determine the required sample size. Based on previ-
ous research, we anticipated an effect size of f = 0.175 (between small and 
medium) for our primary analyses. With α = .05 and power of 0.80, the analy-
sis indicated a minimum required sample size of 406 participants for detect-
ing differences between four income groups using one-way analysis of 
variance (ANOVA). For family structure comparisons using independent 
t-tests, 620 participants were required to detect small effects (d = 0.20) with 
the same parameters. The final sample of 640 participants exceeded these 
requirements, providing sufficient power to detect small effects (r = .10) 
across all analyses while accounting for potential missing data and unequal 
group sizes in demographic subgroup analyses.

Inclusion criteria: Above women aged 18 years, currently menstruating, 
able to read Turkish, and who provided informed consent.

Exclusion criteria: Participants who reported known pregnancy, current 
lactation, or history of gynecological surgery that prevents menstruation.

The sample consisted predominantly of young university students 
recruited through student and social networks; this has been explicitly 
acknowledged as a limitation for generalizability.

Data Collection (Google Forms and WhatsApp)

The questionnaire was administered via Google Forms and distributed 
through WhatsApp. This approach was selected due to the high smartphone 
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and WhatsApp usage rates among the target population and its practicality in 
reaching geographically diverse participants. Responses were collected 
anonymously; no identifying information was requested. Data were stored in 
an institutional Google account with restricted access and analyzed on pass-
word-protected devices.

Measures

Data collection tools used in the study:
Demographic information form: Developed by the researchers based on 

existing literature (Aydoğan et al., 2025; Oosterman et al., 2019); this form 
included questions on age, marital status, income, and residence. It also 
included items on health-related behaviors. The term “bad habits” referred to 
smoking and regular alcohol use. The question on age at first menstruation 
(age at menarche) was analyzed preliminarily but excluded from final media-
tion models as it was unrelated to main study variables.

Adverse Childhood Experiences Questionnaire (ACE): This tool was 
developed by Felitti et al. (1998), and the Turkish validity study was con-
ducted by Gündüz et al. (2018) The scale has 10 items, each about a different 
ACE, which are either marked “yes” or left blank. The total score varies 
between 0 and 10. There is no cut-off value; higher scores indicate a greater 
number of ACEs. The Cronbach’s α of the ACE was found to be .74 in the 
Turkish validity and reliability study and Cronbach’s α = .66 in this study. 
Example item: Before the age of 18, Did a parent or other adult in the house-
hold often or very often push, grab, slap, or throw something at you? Or did 
they ever hit you so hard that you had marks or were injured? If even one 
instance occurred, please check “Yes.”

Sexual Myths Scale (SMS): This scale developed by Golbasi et al. (2016) 
consists of 28 items and has a 5-point Likert type. The scale consists of sexual 
orientation, gender, age and sexuality, sexual behavior, masturbation, sexual 
violence, sexual intercourse, and sexual satisfaction sub-dimensions. The 
responses are “1- strongly disagree,” “2- disagree,” “3- undecided,” “4- 
somewhat agree,” and “5- strongly agree.” In the Turkish validity and reli-
ability study of the scale, Cronbach’s α = .91. Cronbach’s α in this sample 
was. 91. Example items: “Masturbation has harmful physical effects” or 
another question “Homosexuality must be treated.”

Premenstrual Coping Measure (PCM): It was developed by Read et al. 
(2014) and adapted into Turkish by Abay and Kaplan (2020). This scale 
consists of 28 items including statements about coping with premenstrual 
syndrome symptoms. Each item of the scale, which consists of 5 sub-
dimensions in 5-point Likert type, is scored between 1 and 5. In the Turkish 
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validity and reliability study of the scale, Cronbach’s α value was found to 
be. 92. Cronbach’s α in this sample was .85. There is no evaluation on the 
total score of PCM. As the score obtained from the sub-dimensions of the 
measure increases, the ability to cope with premenstrual symptoms 
increases. The subscale items in the scale consist of avoiding harm (AH), 
awareness and acceptance of premenstrual change (AAPC), adjusting 
energy (AE), self-care (SC), and Communicating (Com). The communica-
tion sub-dimension of the PCM assesses individuals’ ability to express their 
premenstrual experiences and seek social or emotional support from others 
(e.g., family, friends, or partners) during the premenstrual period. Therefore, 
this subscale reflects communication specifically related to coping with 
PMS, rather than general interpersonal communication skills. Example 
items: I am aware that the changes I experience during the premenstrual 
period are temporary.

Ethics

Ethical approval for the study was obtained from the Non-Interventional 
Clinical Research Ethics Committee of Marmara University Faculty of 
Health Sciences (Date: 29 December 2022; Approval No: 164). Permissions 
for scale use were obtained via e-mail. All participants provided informed 
consent, and ethical principles of the Declaration of Helsinki were observed. 
Participation was entirely voluntary, and participants were assured of the 
confidentiality and anonymity of their responses in accordance with estab-
lished ethical research standards.

Data Analysis

Data were screened for completeness before analysis. Cases with more 
than 10% missing data were excluded, and mean substitution was applied 
for sporadic missing responses (<5%). Data were analyzed using SPSS 
v26.0 (IBM Corp., Armonk, NY, USA). Descriptive statistics summarized 
sample characteristics. Normality was evaluated via the Shapiro–Wilk 
test and skewness/kurtosis. Student’s t-tests and one-way ANOVA were 
applied for group comparisons. Pearson correlations tested variable rela-
tionships. Regression and Hayes’ PROCESS Model 4 were used to assess 
mediation (ACE → SMS → PCM). Binary logistic regression examined 
predictors of clinically significant premenstrual problems (self-reported 
interference with daily life). The dependent variable was binary (yes/no). 
Predictor variables included total SMS score and PCM subscale scores, 
examined to determine which factors were associated with greater or 
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lesser likelihood of premenstrual difficulties. The backward likelihood 
ratio method produced a parsimonious final model.

Results

Sociodemographic Characteristics of Participants

The mean age of the women included in the study was 20.97 ± 2.06 years 
(range: 18–36 years). 60.5% (n = 387) of the participants had middle income, 
89.4% (n = 572) had nuclear family structure, and 70.9% (n = 454) lived in the 
city the longest. The characteristics of the women participating in the study 
are presented in Table 1.

Results in Table 1 indicate several significant relationships between demo-
graphic characteristics and psychological measures. Income groups showed 
significant differences in ACE total scores (p = .037) and SMS total scores 
(p < .001), with income less than expenses showing the highest SMS total 
scores (M = 59.38, SD = 16.01). It was observed that the communication sub-
dimension scores of the coping with premenstrual syndromes scale were sig-
nificantly lower in those with low-income level (p < .05, M = 11.10, 
SD = 4.17). In the scale scores according to the longest place of residence of 
the participants, the score of PCM-AH was found to be significantly lower in 
participants living in towns. (p < .05, M = 17.00, SD = 5.29).

ACE Distribution

Family structure analysis revealed significant differences in ACE total scores 
(p = .007), with extended families reporting higher scores (M = 1.87, 
SD = 1.91) compared to nuclear families (M = 1.29, SD = 1.62). Living 
arrangements also showed significant variations in ACE scores (p = .015), 
with independently living participants showing notably higher scores 
(M = 3.50, SD = 1.87).

Analysis of sibling relationships revealed significant differences in SMS 
total scores (p < .001), with participants having 6+ siblings showing the 
highest scores (M = 65.33, SD = 11.74) compared to only children (M = 47.68, 
SD = 10.59). Additionally, PCM-AAPC scores varied significantly by sibling 
count (p = .020), and PCM-SC scores showed significant differences across 
age groups (p = .016).

Approximately half of the women included in the study reported no ACE 
history (45%, n = 288). About 18.9% (n = 121) of women reported an ACE, 
15.3% (n = 98) had two, 7.8% (n = 50) had three, 6.7% (n = 43) had four, and 
6.2% (n = 40) had five or more ACEs. In line with prior ACE research, ACE 
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scores were categorized as “none” versus “one or more” to distinguish par-
ticipants with any history of childhood adversity, as subgroup sizes beyond 
this dichotomy were insufficient for stable comparison. The comparison of 
the scale scores of women according to the presence of ACEs is given in 
Table 2. As shown in Table 2, women without ACEs reported significantly 
higher SMS scores (p < .01), whereas women with one or more ACEs 
reported significantly lower Communication scores on the PCM (p < .01). 
No other subscales differed significantly by ACE history.

Mediation Analysis Results

The mediation analyses revealed several significant pathways between ACE 
total score and various PCM subscales through SMS total score in Table 3. A 
significant negative relationship was found between ACE and SMS (path a: 
b = −0.954, p = .010, 95% CI [−1.675, −0.233]). The analyses showed signifi-
cant indirect effects for PCM awareness (ab = 0.082, [0.013, 0.168]) and 
PCM self-care (ab = 0.024, [0.003, 0.058]), indicating mediation through 
SMS. For PCM energy adaptation, while both total (c = 0.141, p = .038) and 
direct effects (c’ = 0.156, p = .022) were significant, the indirect effect was not 
significant. PCM Communication showed significant total (c = −0.322, 
p = .002) and direct effects (c’ = −0.343, p = .001), but no significant media-
tion. No significant effects were found for PCM-harm avoidance.

Binary Logistic Regression Analysis

A binary logistic regression analysis was conducted using backward likeli-
hood ratio elimination method, and results are shown in Table 4.

This analysis was conducted to explore whether sexual myth endorsement 
and specific coping dimensions independently predicted the likelihood of 
experiencing clinically significant premenstrual problems, thereby extending 
the main mediation findings.

The initial model included six predictors: total SMS score, avoiding harm, 
awareness and acceptance of changes, energy adaptation, self-care, and com-
munication. After backward elimination, three significant predictors remained 
in the final model.

Results indicated that total SMS score (B = −0.018, SE = 0.005, p = .001, 
OR = 0.982, 95% CI [0.972, 0.993]) and communication (B = −0.057, 
SE = 0.019, p = .003, OR = 0.945, [0.910, 0.981]) were negatively associated 
with the outcome. In contrast, energy adaptation showed a positive relation-
ship (B = 0.062, SE = 0.029, p = .032, OR = 1.064, [1.005, 1.126]). For each 
unit increase in energy adaptation, the odds of the outcome increased by 
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6.4%, while increases in total SMS score and communication were associ-
ated with decreased odds of 1.8% and 5.5%, respectively.

Discussion

The findings of this study revealed that ACEs have significant effects on 
women’s beliefs in sexual myths and coping with premenstrual symptoms. 
Regarding the first research question of the study, “Do adverse childhood 
experiences affect PMS?”, no strong direct effects were observed except for 
the communication subscale of PMS. However, regression analyses showed 
that PMS communication subscale scores decreased significantly as ACE 
scores increased, suggesting that childhood traumas may negatively affect 
women’s coping skills, especially in the interpersonal communication dimen-
sion. This finding aligns with existing literature indicating that early trauma 
particularly emotional neglect and abuse can impair the development of 
secure ability to express their premenstrual experiences and seek social or 
emotional support from others (e.g., family, friends, or partners) during the 
premenstrual period interpersonal skills, leading to reduced emotional 
expressiveness and social help-seeking (Lipsky et al., 2022; McKay et al., 
2021; Rosada et al., 2023).

PMS coping and sexual myth beliefs may appear conceptually distinct at 
first; however, both are influenced by early adverse experiences and share 
underlying mechanisms related to body awareness, emotional regulation, and 
internalized gender norms. From this perspective, women’s beliefs about sexu-
ality may shape how they perceive and cope with premenstrual changes, making 
sexual myths a relevant psychological pathway linking ACEs and PMS coping.

Analyses related to the second question of the study, “Does ACE affect 
sexual myth beliefs?” showed that there was a significant positive relation-
ship between ACE scores and sexual myth beliefs. This suggests that women 

Table 4.  Final Model: Binary Logistic Regression Predicting Clinically Significant 
Premenstrual Problems from Sexual Myths and Coping Subscales.

Variable B SE Wald df p OR 95% CI

SMS −0.018 0.005 10.963 1 .001 0.982 [0.972, 0.993]
PCM_AE 0.062 0.029 4.615 1 .032 1.064 [1.005, 1.126]
PCM-Com. −0.057 0.019 8.793 1 .003 0.945 [0.910, 0.981]
Constant 1.370 0.450 9.281 1 .002 3.935 —

Note. Final model after backward elimination. CI = confidence interval; OR = odds ratio; 
SMS = sexual myths scale; PCM-AE = premenstrual coping measure-adjusting energy; PCM-
Com. = premenstrual coping measure-communicating.
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who had traumatic experiences in childhood may develop more attachment to 
social myths. It is frequently emphasized in the literature that cognitive dis-
tortions that develop after trauma can also be effective in belief systems 
related to sexuality (Demir-Kaya et al., 2023, Petruccelli et al., 2019). The 
suppression of trauma and lack of open discourse about sexuality in conser-
vative or patriarchal family systems may lead to an increased reliance on 
culturally sanctioned myths as a means of psychological control or avoidance 
(Cetina 2024; Karaçam Yılmaz et al., 2024; Kukulu et al., 2009; Mohd Tohid 
& Haque, 2024). Especially in societies where issues related to sexuality are 
taboo, individuals’ inability to process and suppress their traumas may pave 
the way for further internalization of such myths.

In the final logistic regression model, higher sexual myth scores and lower 
communication coping scores significantly predicted the likelihood of expe-
riencing clinically significant premenstrual problems, even after accounting 
for other coping dimensions. Although the odds ratios indicate modest effects, 
these findings hold practical significance. Specifically, each unit increase in 
sexual myth endorsement was associated with approximately a 6% higher 
likelihood of reporting severe premenstrual difficulties, while each unit 
increase in communication coping corresponded to about a 5% reduction in 
this likelihood. This suggests that women who hold stronger sexual myths 
and who have difficulty expressing or discussing their symptoms with others 
are at higher risk of experiencing more severe PMS-related distress. Clinically, 
these results highlight the importance of addressing maladaptive sexual 
beliefs and strengthening communication-based coping skills in interven-
tions aimed at managing premenstrual symptoms. From a psychiatric nursing 
perspective, integrating psychoeducation targeting both trauma-informed 
sexual cognition and interpersonal expression may therefore enhance wom-
en’s emotional adjustment during the premenstrual phase.

The third and most striking finding was that sexual myths played a mediat-
ing role on some PMS coping sub-dimensions. Especially in the sub-dimen-
sions of “awareness and acceptance” and “self-care,” the effect of ACE was 
found to be significant indirectly through SMS. This finding suggests that 
trauma does not merely impair coping directly, but also operates through 
internalized belief systems that influence how women understand and man-
age their bodily experiences. When this finding is evaluated in the context of 
the PCM scale developed by Read et al. (2014), it coincides with the views 
that factors such as introversion, guilt, and low self-esteem that develop espe-
cially after trauma may impair communication skills.

Beyond individual-level effects, sociodemographic characteristics such as 
income, family type, and sibling number also shaped the observed patterns. 
Examining these variables provides important insight into how structural and 
cultural contexts influence women’s experiences of trauma, sexuality, and 
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menstrual coping. Although these analyses were not the primary focus of the 
study, they provide complementary evidence on how social and economic 
structures interact with psychological mechanisms.

In the analyses conducted according to income status, it was observed that 
the sexual myth scores of the participants whose “income is less than their 
expenses” were significantly higher. This finding coincides with the literature 
suggesting that low-income level may limit access not only to physical but 
also to cognitive and cultural resources, making individuals more open to 
traditional, myth-based belief systems (Oğur et al., 2016). A significant dif-
ference was also found between family type and ACE scores; individuals 
who grew up in extended families had higher ACE scores. This suggests that 
extended family environments may increase the frequency of negative expe-
riences that an individual may be exposed to, especially invisible traumas 
such as neglect and emotional abuse, which may be less noticeable in such 
structures (Struck et al., 2021). Similarly, it was observed that women living 
independently from their families had high ACE scores, and this group also 
had the lowest scores in the communication sub-dimension of PMS coping. 
This result suggests that individuals with a traumatic past both move away 
from social support systems and have difficulty in expressing their emotions 
(McKay et al., 2021).

When interpreted in a broader sociocultural framework, these patterns 
may reflect specific features of the Turkish context. Compared with studies 
conducted in Western populations, the average ACE scores in this sample 
appear slightly higher (McLaughlin et  al., 2020; Petruccelli et  al., 2019), 
which may be related to traditional family dynamics, multigenerational 
households, and cultural tolerance toward emotional neglect. Moreover, cul-
tural attitudes toward menstruation and sexuality in Türkiye—often shaped 
by patriarchal norms, modesty expectations, and limited sexual education—
may reinforce myth-based beliefs and restrict open communication about 
premenstrual symptoms (Karaçam Yılmaz et al., 2024; Kukulu et al., 2009). 
These cultural dynamics likely intersect with socioeconomic inequalities to 
influence both coping with PMS and the internalization of sexual myths, 
emphasizing that women’s psychological responses are deeply embedded in 
their social and cultural environments.

In terms of the number of siblings, the fact that the sexual myth scores of 
individuals with six or more siblings were significantly higher suggests that 
individual sexual education is neglected in crowded families, and myths are 
passed down from generation to generation. It is also noteworthy that PMS 
awareness and acceptance levels are lower in these individuals. These find-
ings suggest that not only psychological but also social structures play a role 
in the perception of PMS and sexuality (Kukulu et al., 2009).
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Finally, although the age variable did not show a significant difference in 
some sub-dimensions, it is noteworthy that the ACE score increased slightly 
as the age group increased. This may be related to a clearer recall of past 
traumas or increased awareness as age increases (Petruccelli et al., 2019).

In the light of these findings, it is understood that improving women’s 
coping competencies with PMS and their perceptions of sexuality may be 
possible not only through individual psychoeducation but also through mul-
tidimensional interventions that take into account cultural, economic, and 
social factors.

The findings of the study have important implications for psychiatric nurs-
ing practice. Instead of focusing only on symptom management in individu-
als with ACE, it is important to focus on the individual’s belief systems, 
especially false beliefs about sexuality and communication skills. 
Interventions including psychoeducation, trauma-focused cognitive behav-
ioral therapies, and gender sensitivity can both reduce their symptom burden 
and improve their functioning (Struck et al., 2021; WHO, 2020).

Some limitations of this study should also be considered. Data collection 
through self-report may be vulnerable to social acceptance bias. Moreover, as 
data were collected online, potential sampling bias toward younger, more digi-
tally connected women and data privacy risks may have influenced the results. 
In addition, since the study sample was limited to university-aged young women, 
its generalizability is limited. It is recommended that future studies should 
include different age groups and socioeconomic levels.
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