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ABSTRACT 

Aim: The aim of this study was to investigate the experiences of New Zealand women regarding 

the osteopathic management of their dysmenorrhea.  

Design: Qualitative descriptive exploratory study. 

Methods: A convenience sample of eight women with dysmenorrhea (age 25-46 years) from 

osteopathic clinics and support groups in Auckland, New Zealand, participated in semi-structured 

face-to-face interviews between March and July 2021. Voice recordings of interviews were 

transcribed verbatim and coded. Data analysis involved a thematic framework approach to identify 

themes. 

Results: Thematic analysis of women’s responses identified three main themes: impact of 

dysmenorrhea on women’s quality of life, osteopathy as an effective strategy for managing 

dysmenorrhea, and barriers to beginning osteopathic management. 

Conclusion: This research contributes to the currently limited literature on women’s experiences 

of osteopathic management for their dysmenorrhea. While osteopathy cannot cure dysmenorrhea, 

it seems to be an effective management tool for the symptoms that accompany it. Alternative 

therapies such as osteopathy should be recommended to more women who are suffering in silence 

from this condition. 

Impact: Dysmenorrhea affects an estimated 45%-95% of women aged 13-50 years old worldwide. 

However, dysmenorrhea is still commonly disregarded by health care professionals and women 

themselves. This leads to women not taking their dysmenorrhea seriously and continuing to suffer 

from their symptoms, leading to other medical conditions later in life. Female participants in this 

research found osteopathy to be an effective strategy for managing symptoms of dysmenorrhea. 

These findings can help inform researchers and health practitioners on how osteopathy may be 

useful in managing women’s dysmenorrhea symptoms. 

Keywords: dysmenorrhea, osteopathy, quality of life, osteopathic management, pain management 
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INTRODUCTION 

Dysmenorrhea, more commonly known as painful menstruation, is experienced by many women 

and female adolescents around the world (Coco, 1999; Latthe et al., 2006). In this thesis, the term 

“women” will refer to adults and adolescents aged 13-50 years old who menstruate regularly. 

Research suggests that 45%-95% of women experience dysmenorrhea (Chen, et al., 2018; Proctor 

& Farquhar, 2006). Dysmenorrhea is prevalent, however, many women do not seek out treatment 

for their condition (Chen, et al., 2018). The condition has become normalised by most women and 

health care professionals and therefore, sufferers of dysmenorrhea think their symptoms are not 

severe enough to justify seeking medical treatment (Chen, et al., 2018). In addition, this is often 

due to either a lack of knowledge about available treatment options, embarrassment, and/or the 

fear of not being taken seriously (Chen, et al., 2018). Hewison and van den Akker (1996) reported 

that approximately 23% of women with dysmenorrhea visited their general practitioner (GP) for 

treatment and two-thirds of these women were unhappy with the treatment offered to them. This 

can make it challenging for women to get the care they need and could discourage these women 

from seeking care.  

 

Evidence suggests that an osteopathic approach might be effective in managing dysmenorrhea 

(Pirritano, 2004; Schwerla et al., 2014). However, the research on dysmenorrhea is limited, 

particularly in New Zealand, and there has not been any specific research on osteopathic 

management of dysmenorrhea. There has however been a study on the prevalence of dysmenorrhea 

in Wellington (Pullon et al., 1987) which is an earlier study, reinforcing the need for more research. 

 

In the case of the question “What are the experiences of New Zealand women about osteopathic 

management for their dysmenorrhea?” this research attempted to provide insight on what 

osteopathic management involved, whether it helped women with their condition and whether 

osteopathic management had shown the potential benefits for dysmenorrhea. The findings of this 

study may provide health care practitioners with evidence-based advice to help manage this often-

overlooked condition. This may inform a potential management strategy for women experiencing 

dysmenorrhea and ultimately help improve their overall quality of life.  
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The thesis is presented in three sections. Section one is a review of the literature. Dysmenorrhea 

as a condition is defined in detail in this section while also providing background and current 

literature on the prevalence and impact of dysmenorrhea. Furthermore, it indicates how osteopathy 

and other therapies might be beneficial for reducing symptoms associated with dysmenorrhea. The 

second section outlines different methodological approaches in the qualitative framework. In this 

study, a descriptive approach was chosen and semi-structured interviews were used for data 

collection. The concepts of a descriptive approach and qualitative rigour are also explained in this 

section. The third section is the manuscript of the current thesis which will be submitted to a peer-

reviewed journal for publication. The manuscript provides detailed information about the study 

methods and data analysis, followed by a comprehensive discussion of the results. Following this 

section, all appended resources including evidence of ethics approval and forms and recruitment 

materials are presented. 
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SECTION ONE: LITERATURE REVIEW 
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PART ONE: BACKGROUND LITERATURE 

 

Dysmenorrhea 

Dysmenorrhea is the most common gynaecological condition which affects women of 

reproductive age (Klein & Litt, 1981; Osayande & Mehulic, 2014). The condition presents in 

different intensities of abdominal pain before and/or during menstruation (Ballantyne & Cousins, 

2013), and is the most common reason for women and female adolescents taking sick leave from 

work or school (Iacovides et al., 2015).  

 

There are two categories of dysmenorrhea which are known as primary and secondary 

dysmenorrhea (Ju et al., 2014). Primary dysmenorrhea is defined as menstrual pain without an 

underlying condition (Ju et al., 2014). Primary dysmenorrhea tends to be recognised after 

menarche (menstruating for the first time) with the duration of pain lasting a few hours to a few 

days each month (Ballantyne & Cousins, 2013; Friederich, 2017; Osayande & Mehulic, 2014). 

Secondary dysmenorrhea is caused by a pelvic pathology, such as endometriosis or adenomyosis 

(Bernardi et al., 2017). Furthermore, secondary dysmenorrhea is more common in women over the 

age of 20 years old (Lobo et al., 2021). Despite the prevalence of both primary and secondary 

dysmenorrhea, it is commonly disregarded by pain researchers, medical professionals and even 

women themselves (Iacovides et al., 2015). This is concerning because this condition can greatly 

impact an individual’s ability to perform day-to-day tasks.. Women may reduce their physical 

activity, lose sleep, and have an overall decreased quality of life (QOL) because of their 

dysmenorrhea (Iacovides et al., 2015). Since this condition is so normalised by both women and 

society, those that experience this condition do not often seek the care they need and as a result, 

many cases remain undocumented (Gould, 1998).  

 

Diagnosis and Natural History 

Diagnosing dysmenorrhea is generally performed through a pelvic examination, ultrasound and/or 

laparoscopy when deemed necessary (Osayande & Mehulic, 2014). More specifically, 

primary dysmenorrhea is commonly diagnosed through a full case history coupled with a physical 
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pelvic examination (Hori, 2008; Osayande & Mehulic, 2014). An ultrasound and/or laparoscopy 

can be utilised to assist with the diagnosis of primary (or secondary) dysmenorrhea. It is common 

for the pain in primary dysmenorrhea to be experienced in the lower abdomen or pelvic region, 

which appears shortly before menstruation occurs (Proctor & Farquhar, 2006). However, if women 

present with abnormal uterine bleeding, dyspareunia, pain without menstruation or a change in 

pain intensity, further investigations are required for an accurate diagnosis (Osayande & Mehulic, 

2014). 

 

When screening for secondary dysmenorrhea, it is important to ask the same questions as primary 

dysmenorrhea regarding pain characteristics (Proctor & Farquhar, 2006). To diagnose secondary 

dysmenorrhea, the practitioner will inquire about the pain, in particular the timing, character and 

intensity. Key characteristics to inquire about are pain with urination, menstruation lasting longer 

than 7 days, intermenstrual bleeding, and bleeding after intercourse (Proctor & Farquhar, 2006). 

Secondary dysmenorrhea is commonly diagnosed through a pelvic ultrasound, as it is less invasive 

than a laparoscopy. Ultrasounds are commonly used in this case to find ovarian cysts, congenital 

malformations and the first four stages of endometriosis to determine the severity of endometriosis  

(Proctor & Farquhar, 2006). However, a laparoscopy or laparotomy can be used as an alternative 

diagnostic tool for endometriosis and is often observed as best practice (French, 2012). 

Laparoscopies are often necessary for differentiating between primary and secondary 

dysmenorrhea. This screening process is important because if primary or secondary dysmenorrhea 

is left untreated it can lead not only to pain and suffering but also to impaired sexual function 

and/or fertility (Stoelting-Gettelfinger, 2010). 

 

Pathogenesis  

There are a variety of factors that can influence the development of dysmenorrhea. These include 

extreme contractions of the uterus, changes in the blood supply, prostanoid levels, and 

abnormalities in the pelvis (Mrugacz, et al., 2013). During endometrial shedding, endometrial cells 

produce prostaglandins as soon as menstruation occurs (Proctor & Farquhar, 2006). 

Prostaglandins, which are inflammatory mediators, stimulate ischemia and cause contractions of 

the uterus. When these mediators are elevated, it results in abnormal contractions (Proctor & 
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Farquhar, 2006), that decrease the blood flow to the uterus and deprives the organ of oxygen. The 

lack of oxygenated blood in the area makes it challenging for the uterus to continue its normal 

function. It is this process that causes dysmenorrhea. Prostaglandins tend to increase the most in 

the first two days of menstruation and this is why dysmenorrhea is more commonly experienced 

during the beginning of menstruation (Mrugacz et al., 2013; Omidvar et al., 2015; Proctor & 

Farquhar, 2006).  

 

Aetiology and Risk Factors  

The cause of dysmenorrhea is unknown; however, some factors can increase the risk. These 

include high or low body mass index, smoking, family history of dysmenorrhea, early menarche, 

long and heavy menstruations and psychological factors such as depression (Joshi et al., 2015; Ju 

et al., 2014; Sundell et al., 1990). The most common symptom of dysmenorrhea is pain and 

cramping in the lower abdomen and back. Other symptoms may include dizziness, nausea, 

vomiting, diarrhoea, fatigue, fever and headache (Coco, 1999; Mrugacz et al., 2013; Rainone, 

2007; Proctor et al., 2006). There is a slight variance in the presentation and risk factors of primary 

and secondary dysmenorrhea. Primary dysmenorrhea results in dull, cramping, or spasmodic pain 

in the lower abdomen, which can move to the lower back and middle of the thighs (Proctor et al., 

2006; Rainone, 2007). Symptoms of primary dysmenorrhea can also involve diarrhoea, headaches, 

fatigue, anxiety as well as nausea and vomiting (Rainone, 2007). Secondary dysmenorrhea 

presents similarly with a dull ache in the lower abdomen, accompanied by a headache, pain in the 

lower back, depression and fatigue (Proctor et al., 2006; Rainone, 2007). The main difference 

between the two is their timeline. Primary dysmenorrhea symptoms occur just before or as soon 

as menstruation occurs. This contrasts with the symptoms of secondary dysmenorrhea which can 

present several hours to several days before menstruation occurs (Proctor et al., 2006; Rainone, 

2007). 

 

Epidemiology 

Dysmenorrhea affects approximately 855 million women global (Iacovides et al., 2014). In the 

United States dysmenorrhea has been reported in over 50% of women, however, statistics are 

estimated to go as high as 90% in women 8-45 years old (Jamieson & Steege, 1996). A large study 



7 

 

conducted in Australia investigated the prevalence of dysmenorrhea in high school students and 

found that 93% of 1,051 girls aged 15-19 years old reported menstrual pain (Parker et al., 2010). 

Another study with 408 participants by Grandi et al. (2012) found that 84% of the young women 

experienced menstrual pain, and 43% of them reported that this occurred during each menstrual 

cycle, compared to the other 41% reported pain only occurring during some of their periods 

(Grandi et al., 2012). There have been reports that lifestyle factors, such as smoking, can have an 

impact on the prevalence of dysmenorrhea. According to Qin et al. (2020), there is strong evidence 

suggesting that cigarette smoking can increase the risk of dysmenorrhea (1.45 times more likely) 

among women of reproductive age (Qin et al., 2020). This was also found in a longitudinal study 

conducted on 9,067 Australian women. The authors found that women who started smoking from 

13 years onward had a 60% increased risk of developing chronic dysmenorrhea (Ju et al., 2016).  

 

In New Zealand, there is limited statistical data on how many women experience dysmenorrhea. 

A study on the prevalence of dysmenorrhea was conducted in Wellington, New Zealand in 1987. 

Of the 1826 women involved in the study, 913 of the women had some mild dysmenorrhea, while 

a further 520 had severe dysmenorrhea (Pullon et al., 1987). It is important to note that this is an 

older study and therefore, results are likely to have changed since then. The age of the study 

reinforces the need for this current study to provide more current data.  

 

Prevalence in Adolescents 

Dysmenorrhea can be relatively detrimental to younger women of the reproductive age. Despite 

the prevalence of this condition, studies have suggested that not many female adolescents seek 

medical care for their dysmenorrhea (Chan et al., 2009). Zegeye, Megabiaw and Mulu (2009) 

performed a cross-sectional survey-based study on 612 Ethiopian school girls aged 14-19 years. 

The authors reported that 72% of these girls had dysmenorrhea and 29% of them had moderate to 

severe symptoms (Zegeye et al., 2009). Chan et al. (2009) also performed a study on adolescents 

with dysmenorrhea. The majority of these adolescents would commonly ask their mothers and 

friends for advice before seeing a health care professional. Having support from family members 

and friends about menstruation is vital because a lack of support can lead to suffering and 

unnecessary acceptance of menstrual pain (Chan et al., 2009). Researchers have discussed that if 
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women are experiencing menstrual pain, it should be mandatory for healthcare professionals to 

discuss this topic with them alongside therapeutic options (Johnson, 1988). The authors also found 

that gynaecological conditions can severely impact adolescents’ QOL. Identifying these QOL 

impacts early could allow for the provision of health care services and education to improve this 

(Johnson, 1998). These studies suggest that dysmenorrhea is highly prevalent among adolescents 

and can affect their overall QOL if it is not managed appropriately. 

 

Impact of Dysmenorrhea 

 

Physical Impact 

The common physical symptoms described by women experiencing dysmenorrhea are cramping, 

aching, soreness, and dull pain (Grace & MacBride-Stewart, 2007). Dysmenorrhea can physically 

impact women before, during, and after menstruation. Berkley and McAllister (2011) investigated 

the impact dysmenorrhea can have on women’s pain sensitivity and observed that sometimes 

dysmenorrhea still had a negative impact on the participants even after their cycle had finished. 

This negative impact can increase the pain sensitivity of muscles and visceral structures inside or 

outside the uterus, subsequently increasing women’s pain intensity in general (Berkley & 

McAllister, 2011). Berkley and McAllister discussed how professionals who work with pain, such 

as gynaecologists, should acknowledge moderate to severe dysmenorrhea as a chronic pain 

condition. The authors also noted it is important to treat dysmenorrhea as early as possible and not 

disregard women who are suffering from this condition (Berkley & McAllister, 2011). However, 

there is contrasting research on the physical impact of dysmenorrhea. Kamel et al. (2017) reported 

that dysmenorrhea had no physical impact on the 269 participating women. The researchers 

investigated women’s physical activity levels during menstruation, which did not appear to be a 

factor in their pain levels. Researchers also compared pain levels during menstruation in physically 

active and sedentary women and found that physical activity did not have an impact on their pain. 

This study only included women who participated in physical activities, such as walking and 

aerobic and cardio exercises, therefore, it cannot represent all physical activities and experiences 

of menstruation (Kamel et al., 2017).  
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Psychological Impact 

Dysmenorrhea can have a psychological impact on women (Li et al., 2020). Psychological 

symptoms such as stress, anxiety and depression can increase the pain sensitivity levels of those 

experiencing dysmenorrhea (Rodrigues et al., 2011). These factors are influenced by work, school 

and overall mental health. Women with both dysmenorrhea and depression can experience an 

increased likelihood of feeling higher levels of pain intensity. The combination can also decrease 

some women’s responses to medication (Rodrigues et al., 2011). Consistent painful menstrual 

cycles can result in overstimulation of pain pathways going into the brain each month, known as 

central sensitisation. This phenomenon intensifies the experience of any pain and therefore, can 

have a negative effect on the QOL for women who experience dysmenorrhea (Bajalan et al., 2018). 

In turn, this can also have a negative impact on their psychological well-being. Due to the lack of 

current research on the psychological impact of dysmenorrhea, this section focuses on the 

psychological impact of chronic pelvic pain (CPP). CPP is a prevalent and disabling condition that 

also affects women of the reproductive age (Mathias et al., 1996). This condition is in the pelvis 

and results in recurrent pain lasting over 6 months (Fall et al., 2010), which can negatively affect 

people’s QOL.  

 

In 2003, Latthe et al. performed a systematic review investigating the factors that predispose 

women to chronic and recurrent pelvic pain. The findings of this review showed that over 60 risk 

factors were identified in 122 studies. Some of these risk factors were longer menstruation, 

endometriosis, possible pelvic inflammatory disease, childhood abuse, anxiety and depression. 

The researchers also found a strong link between CPP, pelvic conditions, abuse history, and a 

current psychological condition (Latthe et al., 2006). A similar study was performed by Miller-

Matero et al. (2015) who investigated the relationship between pain, psychological impact and 

functional impairment in women with CPP. The researchers found that psychological factors and 

impairment of normal activities are common issues for women with CPP (Miller-Matero et al., 

2015). Alappattu and Bishop (2011) suggest that psychological factors have a vital role in how 

women with CPP perceive pain. The authors mention that therapists should identify these 

psychological factors when they are screening each patient during the consultation, and this should 

influence their decisions on their treatment plan (Alappattu & Bishop, 2011). This is also supported 
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by Bajalan et al. (2018), who discussed how in order to accurately gauge a subject’s experience of 

pain, it is important to psychologically assess patients before choosing the correct treatment plan 

(Bajalan et al., 2018). These studies suggest that dysmenorrhea can have a psychological impact 

on women as it is a very similar condition to CPP, making the screening process of psychological 

conditions during consultations vital to women’s pain management.  

 

Impact on Quality of life 

Dysmenorrhea can severely affect women’s QOL. Chiu et al. (2013) investigated how 

dysmenorrhea affected nurses and found that of 252 nurses who reported having dysmenorrhea, 

approximately 20% of them could not go to work due to their symptoms. Furthermore, 62% could 

not concentrate at work due to their pain. Iacovides et al. (2014) found that when comparing 

women with pain-free menstrual cycles to those with primary dysmenorrhea, the latter experienced 

a severe amount of pain during menstruation and reduced QOL (Iacovides et al., 2014). Similarly, 

Unsal et al. (2010) performed a study on the prevalence of dysmenorrhea among university 

students and evaluated its effect on them and their QOL. Amongst the 623 participants, 73% had 

dysmenorrhea and 66% described their pain as moderate to severe and that dysmenorrhea 

negatively impacted their QOL. The authors concluded that dysmenorrhea is a common health 

problem that severely affected women’s QOL (Unsal et al., 2010). 

 

Women’s challenges in seeking health care professionals 

Women commonly face challenges in seeking the appropriate care for dysmenorrhea. Byles, 

Hanrahan, and Schofield (1997) investigated how women are affected by their menstrual 

symptoms, needs for health care, and their expectations and experiences when seeking care (Byles 

et al., 1997). The authors found that women had difficulty asking their doctors questions and 

having their symptoms taken seriously (Byles et al., 1997). This compares to a study by Hewison 

and van den Akker (1996), who explored the type of treatment used for dysmenorrhea. The authors 

found that less than one-third of the 70 participants in the study had visited their GP for treatment; 

however, two-thirds of those who had visited the GP were unhappy with the treatments that were 

offered (Hewison & van den Akker, 1996).  
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Overall, there are numerous reasons women do not seek health care for their dysmenorrhea. Chen 

et al. (2017) found that the main themes were perceived normality of symptoms, preferring self-

management, limited resources, believing that providers would not offer help, being unfamiliar 

with various treatment options, attempting to tolerate their symptoms, being cautious of other 

treatments, and being afraid to receive care or not receiving any health care in general (Chen et al., 

2018). Consequently, the authors suggested that health care providers’ lack of concern for 

dysmenorrhea can generate patient frustration, delay diagnosis, and result in inefficient and 

inadequate treatment (Chen, Draucker, et al., 2018). A more focused approach by the current health 

sector and health professionals is needed to develop and improve the current health care options 

that are available to improve the management of dysmenorrhea (Chen, Shieh, et al., 2018). 

However, the first step to understanding the management of women’s dysmenorrhea is to 

investigate their day-to-day experiences with dysmenorrhea (Chen, Draucker, et al., 2018). 
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PART TWO: CURRENT LITERATURE  

 

Current Treatment and Management  

The current management for dysmenorrhea includes Non-Steroidal Anti-Inflammatories Drugs 

(NSAIDs) and the oral contraceptive pill. Despite their potential effectiveness, NSAIDs and the 

oral contraceptive pill can also cause side effects. Side effects of prolonged use of NSAIDs include 

irritation of the gastrointestinal tract or kidney failure. However, there is also a possibility of 

NSAIDs being ineffective (Kapadi & Elander, 2020; Pountos et al., 2011). Side effects resulting 

from the oral contraceptive pill include breast tenderness, mood changes, skin changes, weight 

gain, headaches and breakthrough bleeding (Ministry of Health, New Zealand, 2020). Rather than 

using these treatments, some women will use alternatives such as a heat pack, movement, water 

and diet alterations to manage the pain (Aziato et al., 2015). Even so, these pain management 

mechanisms do not necessarily work for all women. Therefore, complementary and alternative 

medicine (CAM) may be required to combat the pain. Alternative forms of medicine have been 

largely accepted by many women (Byles et al., 1997), which may indicate why there has been an 

increase in its demand. 

 

Complementary and Alternative Medicine  

CAM is a holistic and individualised form of health care and is not considered to be a part of 

modern medicine (Ben-Arye et al., 2008). There are a variety of different types of CAM therapies 

including acupuncture, massage, chiropractic, manipulative therapy, physiotherapy and 

osteopathy. Despite these therapies being classed as ‘alternative’, they share the same holistic view 

that health is represented through the body, mind and spirit (Ben-Arye et al., 2008). 

 

Acupuncture  

Acupuncture is a traditional form of Chinese medicine that commonly involves the insertion of 

needles into different points of the body (Acupuncture New Zealand, n.d.). This type of therapy 

has also been used to treat dysmenorrhea (Acupuncture New Zealand, n.d.; Hillen et al., 1999; 

Iorno et al., 2008; Liu et al., 2011; Yang et al., 2008). Iorno et al. (2008) conducted a study 
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investigating acupuncture on women who have pain resistance to NSAIDs. The study reported 

a substantial reduction in levels and duration of pain experiences and found participants reduce 

their NSAID use, concluding that acupuncture may be suitable to treat dysmenorrhea 

related symptoms (Iorno et al., 2008). Additionally, Witt et al. (2008) conducted a 

randomised controlled trial (RCT) to investigate the efficacy and cost-effectiveness of acupuncture 

for patients with primary dysmenorrhea. Witt’s trial found that acupuncture reduced 

participants’ pain levels, improved their QOL and was cost-effective (Witt et al., 2008). In 

contrast, Yang et al. (2008) reviewed clinically controlled trials and randomised controlled trials 

on the impact of acupuncture on treating primary dysmenorrhea. While there was some evidence 

to suggest the use of acupuncture is effective for treating dysmenorrhea (Yang et al., 2008), the 

quality of these studies was low and should be interpreted with caution (Yang et al., 2008). Smith 

et al. (2011) also conducted an RCT to investigate the effect of acupuncture on primary 

dysmenorrhea. Although they found that acupuncture improved mood-related symptoms of 

dysmenorrhea, the treatment effects were short-term (Smith et al., 2011). Despite the contrast in 

effectiveness, acupuncture remains an alternative treatment option for reducing pain levels for 

some women who experience dysmenorrhea. 

 

Massage  

Another form of alternative medicine that is used for treating dysmenorrhea is massage therapy. 

Massage includes the manipulation of soft tissue structures to promote health, well-being and 

endorphins stimulation (Bakhtshirin et al., 2015; Pujiati et al., 2019). This type of therapy may 

also have a positive impact on reducing dysmenorrhea symptoms. Reis, Hardy, & Sousa (2010) 

investigated the effects of connective tissue massage as a treatment option for primary 

dysmenorrhea in young women (mean age = 18.8). The 72 women involved in the study received 

cross and longitudinal muscle work performed on their sacral, lumbar, thoracolumbar junction, 

and subcostal regions. This was performed two times a week when the women were not 

menstruating for three months. The researchers found connective tissue massage could have a 

positive effect on reducing symptoms of dysmenorrhea. Approximately 90% of participants 

reported a decrease in their pain or no pain at all following three months of treatment. All 

participants used NSAIDs, but after one month, only 56% were using them, and only 35% were 
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using them at the end of the three months. This reinforces the idea that massage therapy may reduce 

the pain and NSAIDs intake associated with dysmenorrhea. However, the authors recommended 

more RCTs are needed to see if there is a placebo effect (Reis et al., 2010).  

 

Aromatherapy is another form of massage therapy, where therapists use aromatic oils on the skin 

and the aromas are also inhaled through the nose. Aromatherapy massage has also been proven to 

be effective in reducing dysmenorrhea symptoms. Azima et al. (2015) compared the effects of 

massage therapy and isometric exercises on women who suffered from primary dysmenorrhea 

(Azima et al., 2015). In the massage group, the participants would have effleurage (gentle massage) 

performed with lavender and olive oil on the upper part of the pubic symphysis and umbilicus 

region for 15 minutes. This would be performed on the participant’s most painful day of 

menstruation, which tended to be on day one. In the isometric group, the participants would 

perform various abdominal, core, adductor and breathing exercises approximately two times per 

day, five times per week, over eight weeks. Of the 102 participants that completed the study, both 

the massage and isometric exercise group showed a significant decrease in pain duration. However, 

the massage group had a greater decrease in pain intensity, duration and anxiety levels. The 

findings of the study illustrated that isometric exercises and aromatherapy massage may reduce 

pain intensity and duration short term. However, further studies are needed with bigger sample 

sizes and longer follow-up periods to determine the long-term effects of massage and isometric 

exercise on reducing the pain levels of women’s dysmenorrhea (Azima et al., 2015).  

 

Bakhtshirin et al. (2015) also performed a similar study to investigate the effects of lavender oil 

on primary dysmenorrhea during an aromatherapy massage. The researchers found positive results 

towards the lavender oil that it is effective in minimising the pain associated with primary 

dysmenorrhea (Bakhtshirin et al., 2015). This research is also supported by Sut and Kahyaoglu-

Sut (2017) who conducted a meta-analysis to evaluate the impact of aromatherapy abdominal 

massages on women’s dysmenorrhea. Across six studies comparing the intervention group 

“essential oils” and control group “placebo oils”, the authors reported aromatherapy massage with 

essential oils significantly reduced some women’s pain levels compared to the groups 

who received placebo oils (Sut & Kahyaoglu-Sut, 2017). Despite the research on massage and 
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aromatherapy being relatively novel, there are indications that it can be effective in treating the 

pain related to menstrual cramps and primary dysmenorrhea. 

 

Chiropractic  

Chiropractic medicine is a form of manual therapy that manipulates the spine, nervous system, and 

soft tissue structures in the body so it can function at its optimal capacity (Ernst, 2008). Walsh and 

Polus (1999) conducted a randomised cross-over trial on 23 women to investigate chiropractic 

treatment for the emotional, psychological and physical symptoms that occur a few weeks before 

menstruation starts (Walsh & Polus, 1999). Their findings showed a significant reduction in the 

symptoms following spinal manipulations and soft tissue work two to three times per week before 

they started menstruating over three cycles. Furthermore, 92% of participants reported a decrease 

in the symptoms after the treatment, with 61% of them having a >30% reduction in their original 

symptom scores. These findings exemplify that premenstrual symptoms can be reduced with 

chiropractic treatment by adjustments and soft tissue work (Walsh & Polus, 1999). This compares 

to Spears (2005) who also found chiropractic adjustments to be effective for reducing the 

symptoms associated with premenstrual symptoms.  

 

Manipulative Therapy 

Research has also investigated the effects of manipulative therapy for dysmenorrhea, with mixed 

results (Abaraogu et al., 2017; Kokjohn et al., 1992; Proctor et al., 2006). An RCT was performed 

by Kokjohn et al. (1992) who compared the effects of spinal manipulation and placebo 

manipulation on prostaglandin levels, abdominal and back pain, and menstrual distress in women 

with primary dysmenorrhea. A total of 45 women were involved in the study with a mean age of 

30. Manipulations were performed at the levels of T10 and L5 and S1 as well as the sacroiliac 

joints. The findings of this research included a significant reduction in the perception of pain and 

menstrual distress immediately after treatment in the experimental group. The researchers believe 

the reduction in pain would have resulted in a decrease in prostaglandins too. However, the control 

group had a similar prostaglandin decrease, therefore, suggesting a need for more research to 

determine whether there is a decrease due to the treatment. 
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In contrast, Proctor et al. (2006) established no compelling evidence to show spinal manipulation 

was effective for treating primary or secondary dysmenorrhea. Similarly, Abaraogu et al. (2017) 

found in their systematic review that manipulative therapy could be used to reduce pain related 

to dysmenorrhea, although it was mentioned that more research would be required to 

definitively argue its effectiveness. Additionally, Hondras, Long, and Brennan (1999) performed 

a randomised observer-blinded, clinical trial to investigate the effects of spinal manipulation as a 

treatment option for women with primary dysmenorrhea. The results of the study showed that 

spinal manipulation did not have any effect on reducing the participants’ dysmenorrhea (Hondras 

et al., 1999). Nevertheless, manipulative therapy can potentially be effective in treating 

dysmenorrhea, however, there is a need for higher quality research to establish its effects. 

  

Physiotherapy 

Physiotherapy is another form of manual therapy that uses techniques to restore function and 

movement to people who have an injury or disability (Physiotherapy New Zealand, n.d.). This 

alternative treatment method can also be effective for alleviating symptoms associated with 

dysmenorrhea. Kannan and Claydon (2014) performed a systematic review with meta-analysis of 

RCTs on physiotherapy treatment for dysmenorrhea on women’s pain and QOL levels. Eleven 

articles were included, suggesting physiotherapists should use yoga, transcutaneous electrical 

nerve stimulation and heat to manage the symptoms of primary dysmenorrhea as these techniques 

can help reduce women’s pain levels. The authors also pointed out that there were some benefits 

in acupuncture and acupressure groups, however, there was still a chance that placebo could have 

also been a factor (Kannan & Claydon, 2014).  

 

Similar results were found in an RCT by Ortiz et al. (2015) investigating the effects of a 

physiotherapy program for relieving symptoms of primary dysmenorrhea among women aged 18-

22 years old. The intervention group received a three-month exercise programme, involving Kegel, 

running, and relaxation exercises, and the control group received no intervention. The authors 

found that these exercises reduced the pain associated with dysmenorrhea if they are regularly 

performed by the participants (Ortiz et al., 2015). Lastly, López-Liria et al. (2021) conducted a 

systematic review investigating the effectiveness of physiotherapy treatment for primary 
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dysmenorrhea. The main techniques physiotherapists used in the included studies were exercises 

(isometric), massage, yoga, connective tissue manipulation, stretching, electrotherapy, strapping, 

relaxation exercises, and aerobic dance (López-Liria et al., 2021). The findings of the research 

found that physiotherapy treatment reduced the pain levels associated with dysmenorrhea 

compared to the groups with no intervention/placebo. These studies illustrate that physiotherapy 

can be an effective form of treatment for some women with dysmenorrhea. 

 

Osteopathy  

Osteopathy is a form of manual therapy that uses a range of techniques to assist in correcting 

abnormal physical conditions such as neck, back, joint and muscle pain (Osteopathic Council New 

Zealand, n.d.). Andrew Taylor Still, the founder of osteopathy, developed four osteopathic 

concepts that encompass the osteopathic approach. These include: the body is a unit, the body 

possesses self-regulatory mechanisms, structure and function are reciprocally inter-related, and 

rational therapy is based upon an understanding of these principles (Paulus, 2013). Osteopaths can 

identify several types of dysfunction in the human body and can treat them by using specific types 

of techniques such as soft tissue, mobilisation and manipulation to treat certain aspects of the body 

(Osteopathic Council New Zealand, n.d.). 

 

Osteopathy can be an effective form of treatment and management for dysmenorrhea (Boesler et 

al., 1993; Chadwick & Morgan, 1996; Pirritano, 2004; Schwerla et al., 2014). Boesler et al. (1993) 

investigated the effectiveness of high-velocity low amplitude techniques on patients with low back 

pain during menstrual cramping, and dysmenorrhea. The authors  found that osteopathic 

manipulative therapy with or without pharmacological assistance can benefit the patients’ pain 

relief for their dysmenorrhea (Boesler et al., 1993).  

 

Osteopathic management of primary dysmenorrhea 

Osteopathic treatment can be effective for the pain related to primary dysmenorrhea (Chadwick & 

Morgan, 1996; Pirritano, 2004; Schwerla et al., 2014). Chadwick and Morgan (1996) investigated 

the efficacy of osteopathic treatment for primary dysmenorrhea in 16 women. Approximately 75% 

percent of these women stated that they experienced a drastic decrease in their pain intensity, 
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suggesting the use of osteopathic treatment for reducing and managing symptoms of dysmenorrhea 

was effective (Chadwick & Morgan, 1996). Similarly, Pirritano (2004) investigated whether 

osteopathic treatment could reduce menstruation pains and the amount of medication used during 

women’s cycles. The intervention group received one treatment before their cycles started. This 

continued two more times (one treatment per cycle) and on their fourth visit they were only asked 

to rate their pain levels.. The control group received no treatment. A large decrease in pain was 

reported in the intervention group compared to the control group. In the intervention group, three 

out of ten participants were pain-free after the third treatment, four rated a score of three or less on 

the Mankoski 0-10 Pain Scale (Douglas et al., 2014), and the other three rated their pain level at a 

four or five, which was a significant decrease. Furthermore, the experimental group also had a 

decrease in medication intake, however, it was unclear if these results were long-lasting. 

 

Pirritano (2004) suggested that osteopathic treatment can reduce primary dysmenorrhea as well as 

reduce the amount of medication administered during a patient’s cycle. Schwerla et al. (2014) 

found similar findings, following an RCT to investigate the effectiveness of a variety of 

osteopathic techniques on patients (14 years or above) with primary dysmenorrhea. The main 

findings showed that the participants’ pain intensity in a Numerical Rating Scale (Haefeli & 

Elfering, 2006) decreased from 4.6/5 (start of their first cycle) to 1.9/5 (end of their last cycle) after 

implementing an osteopathic intervention. Furthermore, the duration of pain in the same group 

went from 4.5 days to 2.2 days. Additionally, the Short Form-36 QOL questionnaire scores showed 

an increase in both physical (31 to 50), and mental scores (38 to 52). Lastly, of the nine women 

who were taking painkillers during the trial, their pain killer intake dropped by 75% (2000mg-

280mg) by the end of their last cycles. Schwerla (2014) concluded that osteopathic manipulative 

treatment potentially has some benefits for women who have primary dysmenorrhea, and 

therefore, it is a valuable form of treatment. In sum, these findings suggest that osteopathy can be 

an effective treatment option for reducing pain associated with primary dysmenorrhea. 

 

Osteopathy management of secondary dysmenorrhea 

Secondary dysmenorrhea involves an underlying pathology in the reproductive system. Some 

studies have also suggested that osteopathic treatment can be effective for pain related to secondary 
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dysmenorrhea as well (Matsushita et al., 2020; Sillem et al., 2016). Silem et al. (2016) performed 

a pilot study investigating the effects of osteopathic treatment for patients with CPP and 

endometriosis (which is considered to be a form of secondary dysmenorrhea). The authors 

recruited 28 women who had painful tightness in their pelvic floor muscles. Approximately 50% 

had been diagnosed with endometriosis and were placed into one group, and the rest who did not 

have a medical diagnosis for endometriosis (but were experiencing symptoms) were placed into 

another group. The osteopath performed a variety of osteopathic techniques on all participants 

which included musculoskeletal, visceral and cranial techniques. Approximately 17 of the 22 

participants showed symptomatic improvement after their six sessions. The authors concluded that 

osteopathic treatment is a valuable form of CAM for treating endometriosis and CPP based on 

current research. However, the reliability of the study was limited due to the small sample size and 

lack of systematic follow up (Sillem et al., 2016). 

 

A case report by Matsushita et al. (2020) discussed various causes of secondary dysmenorrhea and 

how osteopathic treatment and lifestyle changes had helped. The patient received six treatments 

which occurred over five months. During these treatments, the patient and practitioner discussed 

other aspects of the patient’s life that may be affecting her pain levels. The patient’s pain severity 

decreased, and her hip and back pain reduced within the first two sessions. However, the symptoms 

associated with her dysmenorrhea were still present. During the last two sessions, there was a lot 

of work on the ligaments and membranes in the body, such as the diaphragm. The osteopath also 

focused on some psychological factors (stress and anxiety) in her life. After the treatment finished, 

the patient had pain free menstruation. The patient reported in her one year follow up that her 

symptoms fluctuated slightly over two months, however, they diminished again after those two 

months (Matsushita et al., 2020). Therefore, this study concluded that a multifaceted approach can 

be beneficial for reducing pain associated with secondary dysmenorrhea. Nevertheless, more 

research is needed to see if this can be replicated and applied to other women.  

 

Summary 

Dysmenorrhea is a prevalent condition that can have a negative impact on women’s lives. Research 

shows that women feel embarrassed and afraid to seek health care for their symptoms, as well as 
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being unaware of the treatment options. Furthermore, some women believe that medical 

professionals will not be able to help them with their condition. Despite the current medical 

interventions, some women have sought out alternative approaches for their dysmenorrhea as 

previous methods have been ineffective. Among these professions, there is a variety of research 

that shows how acupuncture, massage, chiropractic, physiotherapy, and osteopathic treatment can 

potentially help. Osteopathy provides a holistic, patient-centred approach and there is some 

evidence to suggest that this is an effective form of treatment and management for dysmenorrhea, 

however, more research is needed.  
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SECTION TWO: METHODOLOGY 
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OVERVIEW OF METHODOLOGY 

Ethnology, grounded theory, hermeneutic phenomenology, and interpretive description are 

examples of different methods used within the qualitative research framework (Teherani et al., 

2015). Ethnography investigates the social culture and organisation within the data, and grounded 

theory, the study of social organisation, builds theories from the data (Teherani et al., 2015). These 

two approaches were not considered for this study because the main goals for these methodologies 

did not relate to the current research. Hermeneutic phenomenology discovers the lived experiences 

of an individual or a group of people (Dowling, 2007). However, this approach does not explore 

the clinical relevance for health professionals that links with the aim of the current study. 

Interpretive description, developed in the mid-1990s, assists health care workers in understanding 

phenomena in research (Thorne, 2016). This approach looks into the description and interpretation 

of the themes that are found within data (Smythe & Giddings, 2007; Thorne, 2016). An interpretive 

description has been known to be the optimal method to provide descriptions of experiences and 

perceptions clearly and straightforwardly (Doyle et al, 2019; Sandelowski, 2010). This approach 

is a suitable research method that is incorporated when there is limited research on a particular 

subject. Instead of this approach being solely descriptive-based, the interpretive description also 

describes and analyses associations, patterns, and relationships (Doyle et al, 2019; Sandelowski, 

2010; Thorne, 2016). The results gathered from an interpretive descriptive approach should be 

used to enhance the common clinical ideas that provide an answer to a multidisciplinary approach 

to health care (Thorne, 2016). In a clinical setting, interpretive description intends to increase the 

quality of care that a patient obtains, not to improve the understanding of theories and concepts 

(Thomas & Magilvy, 2011). However, the researchers’ focus in this study was more on 

description, rather than interpretation of the qualitative data.  

 

A qualitative descriptive approach involves interpretation that is likely to result in an agreement 

between researchers, as it interprets the results without moving far from the verbatim description. 

This means that researchers using qualitative description stay closer to raw data during the 

systematic process and presentation of findings (Lambert & Lambert, 2012). Therefore, a 

qualitative descriptive methodology seemed to be the most suitable methodology to explore 

women's lived experiences of using osteopathy as a form of management for their dysmenorrhea.  
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Qualitative Approach  

Qualitative research is known as a form of social inquiry that incorporates a flexible data-driven 

research approach (Thomas & Magilvy, 2011). The purpose of qualitative research is to explore 

specific phenomena or experiences to build further knowledge that is rich and context-specific 

(Thomas & Magilvy, 2011). This approach uses semi-structured data to give priority to the role of 

subjectivity. A qualitative approach studies small amounts of cases in-depth and uses verbal 

analysis, as opposed to statistical analysis (Hammersley, 2013). The advantage of qualitative 

research is its ability to create close and trusting relationships that encourage disclosure at high 

levels (Tracy, 2013). Qualitative research involves looking into the description and clarification of 

the human experience, as it presents in real life (Polkinghorne, 2005). This can increase the 

knowledge of the topic or create a more patient-centred approach in practice that is sensitive to the 

research participants (Thomas & Magilvy, 2011). Qualitative data is accumulated through spoken 

or written words, as opposed to quantitative research which is primarily collected in numbers (Gill 

et al, 2008). Textual data includes interview transcriptions and/or conversations as one of its 

methods (Holloway, 2005).  

 

Semi-structured interview techniques are commonly used in healthcare-related research methods 

(DeJonckheere & Vaughn, 2019; Gill et al, 2008; Waugh, 2019). This type of interview is not 

restricted to close-ended questions that allow for yes or no responses, it also uses open-ended 

questions which allow for more questions to emerge throughout a discussion (DeJonckheere & 

Vaughn, 2019). This permits the researcher to receive unexpected and unanticipated data that is 

rich in quality (Holloway, 2005). In this study, a semi-structured interview technique seemed to 

be the most appropriate method of data collection as it aligns with the exploratory nature of the 

research question (DeJonckheere & Vaughn, 2019; Jamshed, 2014). 

 

Research (Creswell, 2013) suggests that for qualitative studies using semi-structured interviews, a 

requirement of 3-10 participants would be appropriate. Considering the requirements of a 90-credit 

thesis and in line with past qualitative descriptive theses (Chaise, 2017; Currie, 2017; Michael-

Anna, 2018; Waugh, 2019), eight participants were recruited and interviewed in this study to 

obtain the saturation (Thorne, 2009).  
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Qualitative Rigour  

In qualitative research, rigour refers to the efficiency and quality of the research. This is useful for 

establishing consistency of the study methods over time and provides a deeper understanding 

within a specific context to ensure the trustworthiness of the research findings (Thomas & 

Magilvy, 2011). The model of trustworthiness, proposed by Lincoln and Guba in 1985, addresses 

how researchers can build trust and validity into their qualitative investigation (Lincoln & Guba, 

1994; Thomas & Magilvy, 2011), and consists of four criteria: (1) Credibility, (2) Dependability, 

(3) Confirmability, and (4) Transferability (Thomas & Magilvy, 2011). 

 

Credibility 

Credibility refers to the truthfulness (internal validity) of the research findings. To accomplish 

credibility and authenticity, the researchers need to ensure the compatibility of the research 

question with the methodological approach (Cypress, 2017). Every decision as to what direction 

the research takes always comes back to the original research question and ensures that the study 

stays true to its purpose (Cypress, 2017). In this study, the use of different approaches such as 

voice recordings of semi-structured interviews, using field notes, member checking and having a 

second researcher review interview transcripts strengthened the credibility and authenticity of this 

research.  

 

Dependability 

Dependability is the continuous critical reviewing of all the decisions made about data collection, 

data analysis and interpretation to assure that all information provided is staying true to the subject 

(Cypress, 2017). In this study, a dynamic process of transcriptions and repetitive reading ensured 

the criticality of the research. The researcher had a supervisor who had expertise in qualitative 

descriptive methods (but was not part of the data collection) to review the data collection and 

analysis process. This approach allowed for the production of trustworthy research findings. In 

addition, consistency of the findings was ensured by the use of independent researchers who 

individually analysed the data. 
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Confirmability 

In qualitative research confirmability is the honesty and probity within the data, for example, 

ensuring the participants’ views of the topic are represented as accurately as possible (Cypress, 

2017). To ensure confirmability of the current research, member checking and offering each 

participant an opportunity to review the transcriptions and validate their responses were applied 

by the researcher and supervisors. In addition, practice interviews with the researcher’s colleagues 

were conducted to foresee possible biases that may occur during actual interviews through the 

interviewees’ feedback.  

 

Transferability 

Transferability refers to the process of transferring the research findings or methods from one 

group to another (Lincoln & Guba, 1994). Although the findings of this study emerged from 

participants of a specific cohort, these findings could be appropriate in other contexts, such as other 

cohorts with a similar topic. 

 

Data Analysis 

Thematic analysis is commonly used for experience-based research to identify, analyse and 

document themes that are located within qualitative data (Braun & Clarke, 2006). This type of 

analysis is flexible as it allows for rich content to be organised and described while also making 

sense of the data that has been gathered (Braun & Clarke, 2006, 2014). The flexibility of thematic 

analysis makes it an appropriate method for this study. The six-stage thematic analysis approach 

was used in this study to discover themes within a narrative data set (Braun & Clarke, 2006) as 

follows: 

 

Stage 1 of data analysis, ‘Data Familiarity’ refers to researchers familiarising themselves with the 

data until they are conversant with its depth and comprehensiveness. In this stage, researchers 

review each interview transcript independently and repeatedly to gain a sense of depth within the 

data. The researchers also collaborate on their understanding of the data (Braun & Clarke, 2006). 
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Stage 2, ‘Generating Initial Codes’ involves producing codes from the data. More specifically, 

relevant phrases, sentences, and paragraphs that are related to the research question are selected 

from the data and given a code. This is a brief label that shows the significance of the text unit. 

Once the codes are discussed, refined and verified by the researchers, the codes are organised 

appropriately into a table (Braun & Clarke, 2006). 

 

Stage 3, ‘Identifying Themes’ involves sorting the codes into themes. Researchers separately 

identify codes and put them into broad overarching themes based on their similarities to one 

another. Once the themes are identified, an independent researcher comes in to discuss the data 

and agree on the themes. Visual representations are developed to explore the relationships within 

the codes among each of the themes (Braun & Clarke, 2006). 

 

Stage 4, ‘Reviewing Themes’ involves refining the identified themes. Once themes are identified 

and revised by the researchers, they are organised into a pattern. The narrative data set as a whole 

is re-examined by the second researcher to make sure that all relevant data is captured by one of 

the themes (Braun & Clarke, 2006). 

 

Stage 5, ‘Defining and Naming Themes’ involves identifying the essence of what each theme is 

and finding what aspect each theme captures. More specifically, themes are identified by a 

statement that captures a distinct, unique aspect of the topic (Braun & Clarke, 2006). 

 

Stage 6, ‘Producing a Report’ involves writing research findings that emerge from the data. The 

findings are reported in a way that answers the research question and matches with the 

methodology that is chosen. A detailed description of each theme that emerged from thematic 

analysis is then used in the write up of the report (Braun & Clarke, 2006).  

 

Summary 

There are a variety of methods within the qualitative research framework including ethnology, 

grounded theory, hermeneutic phenomenology, and interpretive description. A qualitative 

descriptive methodology was chosen for this study to explore women’s lived experiences of 
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osteopathic management for dysmenorrhea. A qualitative descriptive approach interprets results 

while not moving away from the verbatim description. The researcher employed this approach to 

gather unanticipated rich data while remaining closer to the raw data during the process and 

presentation of the findings. The semi-structured interview technique and thematic analysis 

seemed to be the most appropriate method of data collection and analysis as they align with the 

nature of the research question. The detailed information of the methods and data analysis used in 

this study are explained below in the Manuscript Section under “THE STUDY”. The manuscript 

has been prepared according to the guidelines of the Journal of Advanced Nursing (Appendix A). 
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ABSTRACT 

Aim: The aim of this study was to investigate the experiences of New Zealand women regarding 

the osteopathic management of their dysmenorrhea.  

Design: Qualitative descriptive exploratory study. 

Methods: A convenience sample of eight women with dysmenorrhea (age 25-46 years) from 

osteopathic clinics and support groups in Auckland, New Zealand, participated in semi-structured 

face-to-face interviews between March and July 2021. Voice recordings of interviews were 

transcribed verbatim and coded. Data analysis involved a thematic framework approach to identify 

themes. 

Results: Thematic analysis of women’s responses identified three main themes: impact of 

dysmenorrhea on women’s quality of life, osteopathy as an effective strategy for managing 

dysmenorrhea, and barriers to beginning osteopathic management. 

Conclusion: This research contributes to the currently limited literature on women’s experiences 

of osteopathic management for their dysmenorrhea. While osteopathy cannot cure dysmenorrhea, 

it seems to be an effective management tool for the symptoms that accompany it. Alternative 

therapies such as osteopathy should be recommended to more women who are suffering in silence 

from this condition. 

Impact: Dysmenorrhea affects an estimated 45%-95% of women aged 13-50 years old worldwide. 

However, dysmenorrhea is still commonly disregarded by health care professionals and women 

themselves. This leads to women not taking their dysmenorrhea seriously and continuing to suffer 

from their symptoms, leading to other medical conditions later in life. Female participants in this 

research found osteopathy to be an effective strategy for managing symptoms of dysmenorrhea. 

These findings can help inform researchers and health practitioners on how osteopathy may be 

useful in managing women’s dysmenorrhea symptoms. 

Keywords: dysmenorrhea, osteopathy, quality of life, osteopathic management, pain management 
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INTRODUCTION 

Dysmenorrhea, more commonly referred to as “menstrual cramps” but is a far more serious 

condition, is experienced by many women and female adolescents around the world (Coco, 1996; 

Latthe et al., 2006; Iacovides et al., 2014). Research suggests that 45%-95% of women aged 13-

50 years, experience dysmenorrhea (Chen, Shieh, et al., 2018; Proctor & Farquhar, 2006), which 

can severely affect their quality of life (QOL) (Iacovides et al., 2014). QOL is known as an 

individual’s health, comfort, and ability to participate in and enjoy life (Carr et al., 2001). Despite 

the prevalence of dysmenorrhea, many women do not seek out treatment for their condition (Chen 

et al., 2018). The condition has become normalised by some women (Chen, et al., 2016) and health 

professionals and therefore sufferers of dysmenorrhea may believe their symptoms are not severe 

enough to justify seeking medical treatment (Chen et al., 2018). This is either due to unawareness 

about available treatment options or feeling embarrassed to talk about dysmenorrhea (Chen et al., 

2018; Chan et al., 2016). Additionally, some women believe their dysmenorrhea is untreatable, 

whereas others are only aware of pharmaceutical options (Chen et al., 2018). 

 

Hewison and van den Akker (1996) reported that less than one-third of women with dysmenorrhea 

visited their general practitioners (GP) for treatment and two-thirds of those women were unhappy 

with the treatment offered to them. Thus, causing challenges for women to receive the care they 

need, while also discouraging them from seeking care in the future. Although evidence suggests 

that osteopathy can be an effective tool to manage dysmenorrhea, research in this area is limited 

(Pirritano, 2004), particularly in New Zealand. Local research is important as it may highlight 

specific geographical or cultural factors which could be missed in international studies.  

 

This study investigated the experiences and perspectives of New Zealand women who used 

osteopathic management for their dysmenorrhea, with the goals to provide insight into what 

osteopathic management involves. Whether the osteopathic management helps New Zealand 

women with their condition, and whether there are barriers to stopping them from seeking 

osteopathic care. The findings from this study may notify researchers or health care practitioners 

of a potential management strategy for women with dysmenorrhea, which could contribute to 

improving their overall quality of life. 
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Background  

Dysmenorrhea is a medical term defined as painful menstruation/cramps, and is a prevalent 

condition worldwide, affecting approximately 45%-95% of women (Proctor & Farquhar, 2006; 

Chen, Shieh, et al., 2018). Previous studies with small sample sizes investigated the prevalence of 

dysmenorrhea among women in various countries. In a sample of Australian high school students, 

93% of 1,051 girls aged 15-19 year-olds reported menstrual pain (Parker et al., 2010). Furthermore, 

Grandi et al. (2012) found that 84% of female university students experienced menstrual pain. 

Additionally, 43% of the total cohort reported that dysmenorrhea occurred during each menstrual 

cycle, compared to 41% reporting pain only occurring during some of their periods (Grandi et al., 

2012). Another study conducted with Iranian women reported an 89% prevalence of dysmenorrhea 

in women who were 18-27 year-olds (Ju et al., 2016).  

 

Dysmenorrhea can also affect women’s QOL. Unsal et al. (2010) reported that of the 623 female 

university students sampled, 73% experienced dysmenorrhea with 66% describing their pain as 

moderate to severe. In New Zealand, there is limited statistical data on how many women 

experience dysmenorrhea. Pullon et al. (1987) found that of 1826 Wellington women surveyed, 

913 had mild dysmenorrhea, and a further 520 had serious dysmenorrhea. Despite the prevalence, 

dysmenorrhea is commonly overlooked by many women and health care professionals (Chen et 

al., 2018). This may result in women not receiving an appropriate management plan for their pain. 

 

Women with dysmenorrhea often turn to alternative pain coping strategies such as using a heat 

pack, having more water, or altering their diet to manage their pain (Aziato et al., 2015). This may 

indicate that many women are open to trying alternative strategies rather than mainstream medical 

treatment and pain killers. Schwerla et al. (2014) found that osteopathic techniques reduced 

women’s dysmenorrhea-related pain intensity and duration. Nine participants who took 

pharmaceutical pain relief had a 75% reduction in their intake by the end of the trial because of 

decreased pain levels, showing osteopathic treatment provided enough symptomatic relief that 

participants decreased the consumption of their medications (Schwerla et al., 2014). Although 

evidence suggests osteopathic treatment and management can be effective in managing 

dysmenorrhea (Pirritano, 2004; Schwerla et al., 2014), there is limited research on dysmenorrhea 

in New Zealand. Only one study (Pullon et al., 1987) investigated the prevalence of dysmenorrhea 
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in Wellington, however, no research is conducted on the use of osteopathy for managing 

symptoms.  

 

THE STUDY 

Aims 

The aim of this study was to investigate the experiences of New Zealand women who have 

incorporated osteopathic care into managing their dysmenorrhea. The question guiding this study 

was “What are the experiences of New Zealand women about osteopathic management for their 

dysmenorrhea?” 

 

Design 

The present study used a qualitative descriptive exploratory methodology. Qualitative research 

explores participants’ lived experiences on a specific topic. This increases the knowledge of the 

topic and creates a more patient-centred approach in practice (Thomas & Magilvy, 2011). A 

qualitative descriptive approach focuses more on description, rather than interpretation of the 

qualitative data. It includes interpretation that probably results in an agreement between 

researchers without moving far from the verbatim description (Lambert & Lambert, 2012). 

 

Sample  

A sample of eight New Zealand women who had dysmenorrhea was recruited using convenience 

sampling. Research suggests that for qualitative studies using semi-structured interviews, a 

requirement of 3-10 participants would be appropriate (Thorne, 2009; Creswell, 2013). The 

inclusion criteria were; (1) Females aged 18-50 years old who were New Zealand permanent 

residents/citizens and lived in New Zealand; (2) Females with dysmenorrhea (on medical record 

or based on their self-judgement); (3) Females who have had at least one session of osteopathic 

treatment within 12 weeks for their dysmenorrhea. This has been suggested as the maximum 

amount of time people can accurately recall information (Waugh, 2019). Females under the age of 

18-years were excluded due to ethical considerations. Furthermore, females over 50-years of age 



50 

 

were not included as this is the most common age for the onset of menopause (Manero et al., 2009; 

Waugh, 2019).  

 

Recruitment and Data Collection 

The study was advertised by posting recruitment posters (Appendix B) on social media platforms 

such as Facebook support groups. Posters were also placed in different communities and various 

osteopathic clinics across New Zealand. Initial communication with potential participants who 

were interested in taking part in the study was performed via phone and/or email. To ensure 

participants’ eligibility, screening was conducted via a phone call at a time convenient to each 

potential participant and the researcher. Participants who met the inclusion criteria then received 

a ‘Participant Information Form’ (Appendix C) and a ‘Participant Consent Form’ (Appendix D) to 

read and give consent by signing the consent form, returning it via email or in person. Participants 

were then invited to face-to-face interviews to answer a series of questions (Table 1).  

 

Table 1 

 Semi-structured Interview Questions 

1. Can you please describe to me what it is like to live with dysmenorrhea? 

2. How did you manage your day-to-day symptoms of dysmenorrhea before considering 

osteopathic care?  

3. What led you to seek osteopathic care for your dysmenorrhea, and how did you hear about 

osteopathy?  

4. Were there any barriers that prevented you from seeking and/or continuing osteopathic care? 

5. Can you tell me about your first contact with osteopathy? (Probe - Can you please describe 

your initial impressions of osteopathy?) 

6. Can you describe what your osteopathic appointment consisted of?  

7. Can you describe your overall experience of the osteopathic care that you have received? 

8. What part did osteopathy play in managing your dysmenorrhea?  

9. How has your overall experience of dysmenorrhea changed since receiving osteopathic care?  

10. Would you recommend osteopathic care to someone else with dysmenorrhea? If YES, why? If 

NO, why? 

 

The data for this research was collected between March and July 2021 at the Unitec Institute of 

Technology at the co-decided time, using a semi-structured interview guide (Appendix E). Each 

interview lasted approximately 30-45 minutes and was voice-recorded, and then transcribed 
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verbatim by an online transcription service (Appendix F). Due to the ongoing and changeable 

nature of the COVID-19 pandemic, data collection was conducted in line with New Zealand 

Ministry of Health guidelines (Ministry of Health New Zealand, 2020). A research assistant was 

present to ensure the safety of the participants and the researcher (Appendix G). 

 

Ethical Considerations 

Informed consent was gained from participants before commencing the interviews. Participants 

were also informed that their participation was voluntary, and they were allowed to discontinue 

the study at any time. Privacy and confidentiality of the participants were protected by their names 

being changed to pseudonyms, not publishing any identifiable information, and all other data 

(consent forms, audio recordings, interview transcriptions, field notes) being stored in a locked 

cabinet or a password-protected laptop. The data gathered was only used for research purposes. 

The study was approved by the Institution’s Research Ethics Committee (Reference number 2020-

1064; Appendix H). 

 

Data Analysis  

The six stages of thematic analysis included familiarisation, initial coding, identifying themes, 

reviewing themes, defining themes, and reporting themes (Braun & Clarke, 2006) were employed 

in this study to identify, analyse and document themes. Additionally, mapping was developed 

through thematic networks (Attride-Stirling, 2001). To gain familiarity with the data, the 

researcher read the transcripts multiple times alongside listening to the voice recordings and 

writing down notes and thoughts. The student researcher and primary supervisor met on several 

occasions to collaborate on their understanding of the data to further enhance their familiarity with 

it. The transcripts were then coded in a structured process. The researcher highlighted key points 

within the transcripts and assigned similar points by codes, and then found themes from these 

codes. Transcripts were cross-coded to allow for inter-coder agreement. The three categories of 

themes were basic, organising, and global themes (Figure 1). Major themes were obtained from an 

assessment of participant responses to each question and were placed into one of the above three 

theme categories. Themes were identified by a statement that captured a distinct, unique aspect of 

the osteopathic management experience described by women about their dysmenorrhea. Once the 



52 

 

themes were identified, the researchers defined and named the themes. The student researcher and 

primary and secondary supervisors agreed that the data had reached saturation, there was 

coherency amongst the themes across the interviews, and the themes were representative of the 

entire sample. This was all produced into a final analysis and report. In addition, the Standards for 

Reporting Qualitative Research (SRQR) checklist (Appendix I) was employed as a reporting 

guide. 

 

Figure 1: Basic Structure of a Thematic Network. Adapted From Attride-Stirling (2001) 

 

 

Rigour 

Rigour in research refers to the quality and trustworthiness of research findings (Thomas & 

Magilvy, 2011). The four criteria used to ensure rigour were credibility, dependability, 

confirmability, and transferability (Thomas & Magilvy, 2011; Whittemore et al., 2001). Credibility 

is the confidence in the truthfulness of the findings (Cypress, 2017). In this study, credibility was 

achieved by voice-recording the semi-structured interviews, field notes, member checking, and 
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having a second researcher look over the transcripts. Dependability is the continuous critical 

review of the decisions made about the process of data collection and analysis to ensure the 

information stays true to the data (Cypress, 2017). To ensure dependability, the student researcher 

and supervisors independently and repeatedly read the interview transcriptions. Confirmability is 

the honesty and probity within the data (Cypress, 2017). To meet confirmability, practice 

interviews were conducted prior to data collection to address personal bias. Additionally, 

participants reviewed their transcriptions to validate their responses. Transferability is the process 

of transferring the research findings from one group to another (Cypress, 2017; Lincoln & Guba, 

1994). While the findings of this current study are the personal and individual experiences of 

women who participated in it, it is not to say they are applicable and transferable to other women 

not only in New Zealand, but also globally. 

 

RESULTS 

Participants ranged in age from 25-46 years old. From the data analysis, a range of ideas about the 

osteopathic management of dysmenorrhea emerged. These have been presented as three main 

themes: impact of dysmenorrhea on women’s QOL, osteopathy as an effective strategy for 

managing dysmenorrhea, and barriers to beginning osteopathic care. The themes were consistent 

across participants and reached a point of saturation. 

 

Theme 1 - Impact of dysmenorrhea on women’s quality of life  

All participants found living with dysmenorrhea challenging. Some of them described the 

condition as “Debilitating”, “Life-altering”, “Not taken seriously”, and “Embarrassing.” While 

others also described it as being “Unsupportive”, “Pretending you’re fine, when you’re not”, 

“Isolating”, “Controlling”, “Shameful”, and “Draining”. Furthermore, all participants found that 

dysmenorrhea had a significant impact on their daily activities and social lives. For example, 

Participant 3 described, “You cannot live a social life, everyone tells you to get over yourself, it’s 

just a period, they don’t understand.” Another woman said, “You cannot walk, study, or do 

anything.”[P2] Similarly, Participant 4 described that “It affects your whole life, I have to think, 

am I going to have a period at this time? Because you have to put off holidays and events.” Another 
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woman said, “Half the month I am in pain, not just those six days.”[P6] Participant 5 stated, “It 

stops you from doing social things in life, it’s so isolating.” 

 

Common self-management strategies used by participants included a heat pack and medication 

such as Paracetamol, Ibuprofen and Ponstan. All participants (except Participant 3) were taking 

self-prescribed medication. Participant 2 mentioned that “nothing helped, there was no relief.” 

Similarly, Participant 4 explained that “I would take Nurofen and Panadol, but I could still feel it”, 

while Participant 5 added, “They only worked sometimes.” Although self-management was 

effective for the majority of participants, Participant 3 found no relief from any self-management 

strategies, “I tried nine types of the OCP [oral contraceptive pill], the intra-uterine device, and 

rods. I have had every type of care possible, and nothing has worked.” She was also prescribed 

opioids by her GP, which also did not work. All participants were interested in alternative ways to 

manage their symptoms. Some participants sought advice from family, friends, or their 

physiotherapists, of which, osteopathy was one of the suggestions for an alternative approach. 

Other participants were already familiar with the profession. 

 

Theme 2 - Osteopathy as an effective strategy for managing dysmenorrhea  

Osteopaths use a variety of methods to approach dysmenorrhea. When the participants were asked 

about the content of their osteopathic appointments, five of them stated that their osteopathic 

appointments consisted of primarily cranial treatment. However, the other three participants 

received visceral and/or musculoskeletal treatment. All participants stated that their experience of 

the osteopathic management they received for their dysmenorrhea was positive. Participant 1 

explained, “It has been really good, I want to continue doing it. I like how gentle it is compared to 

other professions, it is not painful at all.” Other participants described their experience of 

osteopathy as; “Effective”, “Amazing”, “Want it to be a regular thing in my life”, “Excellent, very 

thorough and in tune”, and “Self-empowering.” 

  

Participants mentioned how osteopathy played a big part in managing their dysmenorrhea. 

Participant 1 said, “It’s one aspect of a multi-faceted professional approach, and osteopathy looks 

globally and not just the pain region, really beneficial.” Participant 2 described how her osteopath 
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gave her hope, “There was a light at the end of the tunnel, instead of being in a depressed pain 

bubble, it gave me hope to try new things.” Similarly, Participant 3 thought that osteopathy played 

a big part in reducing her symptoms, whereas the medical system had not worked for her, “The 

medical system said you got to live with it and take medication, but that wasn’t working ...” 

Another participant said how osteopathy decreased the shame she was feeling, as well as the 

physical symptoms, “I am relatively pain-free now.”[P7] Participant 4 explained, 

 

The doctors said you need a full hysterectomy, there is no treatment. Yet, here I am, what 

four, five years later, with diet alterations, supplements, osteopathy and the Mirena, those 

four things have stopped me from having major surgery. I am thankful every day I decided 

to give it a go. 

 

Although osteopathy cannot heal dysmenorrhea, it appears that it can help reduce the symptoms 

associated with the condition. For instance, Participant 3 described how she does not get the pain 

associated with dysmenorrhea anymore, “It used to be so bad that I could not get out of bed, now 

I get little to no pain, or a slight headache, it’s not a hindrance anymore.” Similarly, Participant 4 

indicated that osteopathy helped lessen her dysmenorrhea-related pain, “Osteopathy has helped 

immeasurably to alleviate the pain, and gave me a normal life again.” Both Participants 5 and 7 

mentioned how they experience less pain during menstruation. Participant 7 specifically said, “I 

do not go through painful periods anymore.” 

 

All participants mentioned that they would recommend osteopathy to other women with 

dysmenorrhea. For example, Participant 1 expressed, “I would recommend it to anyone, especially 

women struggling with pain. Physios don’t really say anything about osteopathy. People know 

physios but not osteos.” Similarly, Participant 2 explained, “Absolutely, when you’re in so much 

pain you want help. Women need to know there are other options. I tell my experiences to other 

women because if you don’t, no one knows.” Participant 5 also said that she would recommend 

osteopathy, “I have recommended it already. Osteopathy really helped me. It’s still taboo [period 

pain]. The more people we can encourage to seek different types of help, the better the system is 
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going to become.” Despite the positive experiences of osteopathic management, there were some 

barriers to beginning it. 

 

Theme 3 - Barriers to beginning osteopathic management 

Participants discussed three barriers to seeking or continuing osteopathic management, including 

lack of knowledge, embarrassment, and financial constraints. Participant 3 described that her main 

barrier was her family's apprehension regarding osteopathy, as they did not understand how 

osteopathy would help, “My family didn't really understand how it could help. There was a lot of 

misunderstanding and not knowing about how it works”. She also added that “My first osteopath 

clicked my neck and back and it spasmed for over a week, so at the start I had a really bad first 

impression of it”. Due to some of the participants' lack of knowledge about their first consultation, 

they had different viewpoints. For example, some participants found osteopathy to be, “Weird, 

voodoo magic”, “Airy fairy nature”, or “Apprehensive because of previous disbelief in other 

alternative medicines [naturopathy].” 

 

Embarrassment was another barrier mentioned by some participants. For instance, Participant 8 

discussed how her main barrier towards seeking osteopathic management was embarrassment 

because dysmenorrhea is not regularly spoken about. In fact, it was uncomfortable for her to bring 

up the topic with her GP or close family and friends, “You don’t really want to tell people you 

have a period.” Similarly, Participant 7 mentioned, “It is a shameful part of development and life 

in general.” 

 

The most common barrier declared by women in this study was financial constraints. For example, 

Participant 1 indicated, “It [osteopathy] is not covered under ACC.” Additionally, Participant 2 

said, “The hardest part is you have to mentally prepare for the amount you’re going to spend.” 

Despite these barriers, participants continued with osteopathic management because they were 

pleased with their treatments and how osteopathy had worked for them. Participant 4 stated, “I will 

break down any barriers that prevent me from going.” 
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The participants of this study were recommending osteopathic care to other women with 

dysmenorrhea. Participant 2, for instance, suggested, “Try it, try osteo [osteopaths], or chiro 

[chiropractors]. It takes 3 sessions to work, do not expect a quick fix, even though it is expensive, 

do it.” Additionally, Participant 6 advised, “Just find a really good osteopath and continue going 

back. Some sessions I have I think, Oh, I don't feel like she’s done anything, and then the next 

couple are really good and it’s just all trial and error and to keep at it.” Some participants 

encouraged other women to seek help. For example, Participant 5 said, “It’s not normal to have 

excruciating periods, you’re not supposed to be in that much pain. Start talking about it. Seek help. 

You shouldn’t be scared to talk about it.” Similarly, Participant 8 mentioned, “Don’t be 

embarrassed to seek help.” 

 

Common advice that some participants wanted to share with other women was to discourage them 

from going only through the medical system for treatment. Participant 3 emphasised, “Have an 

open mind, don’t go straight down the medical route, just because the medicine doesn’t work, 

doesn’t mean something else won’t.” A similar response was given by Participant 4,  

 

Don’t trust what a surgeon says. Do your own research, seek other opinions, try 

alternative therapies, even if they’re not presented to you. It was just, "You need surgery." 

And there was nothing else. So, I had to go to them and say, "Well, what about a Mirena?", 

"Well, it probably won't work." And it has. So, don't trust doctors, really, is my message. 

 

Furthermore, Participant 2 mentioned how she was recommended to exercise by her doctor, “How 

can you exercise if you can’t walk?” and “When you’re in so much pain you want help. Doctors 

don’t know what to do. Women need to know there are other options. I tell my experiences to other 

women because if you don’t, no one knows.” 
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DISCUSSION 

This study explored women’s experiences with the osteopathic management for dysmenorrhea. 

Three key themes emerged: impact of dysmenorrhea on women’s QOL, osteopathy as an effective 

strategy for managing dysmenorrhea, and barriers to beginning osteopathic management. 

 

The results of this study showed that dysmenorrhea had a negative impact on women’s QOL. For 

instance, the participants found walking, studying, and socialising challenging. Similar findings 

were reported by previous studies conducted on women with dysmenorrhea. Previous research has 

reported high scores for pain, low scores for physical and general health perception and vitality 

(Unsal et al., 2010) as well as low QOL scores in 14 of 16 domains including physical health 

(Iacovides et al., 2015). The current study found that almost half the participants were in pain for 

at least half of their menstruation each month. Similarly, Berkley & McAllister (2011) reported 

that dysmenorrhea affected women not only on the days of menstruation but also throughout the 

entire month. All participants in the current study reported that they could not accomplish any sort 

of daily activities without experiencing pain. This may be because more than half of the 

participants disclosed before or during the interviews that they had a form of secondary 

dysmenorrhea, which may have impacted their pain levels (Osayande & Mehulic, 2014). 

Participants in this study explained how dysmenorrhea psychologically impacted their lives, 

causing shamefulness and isolation. Similarly, Iavocides et al. (2014) found that women with 

dysmenorrhea had overall lower contentment and satisfaction towards life during their menstrual 

cycle. Additionally, Li et al. (2020) described how their participants were socially isolated, and 

that potentially limited their ability to discuss their problems with other women. Both of the above 

mentioned studies also concluded that dysmenorrhea can significantly affect multiple areas of an 

individual’s life (Iacovides et al., 2014; Li et al., 2020).  

 

The current study’s participants indicated that lack of knowledge, embarrassment and financial 

constraints were barriers to beginning osteopathic management. Nearly half of the participants 

mentioned that they felt their condition is misunderstood and they had to explain to people their 

experience of living with dysmenorrhea. This may be because, for those who have never 

experienced this condition, it is difficult to fully comprehend the impact that it can have on 
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women’s lives. Existing literature seems to support these findings. Chen et al. (2018) suggested 

that women view dysmenorrhea as a normal part of life, and therefore, they have a lack of 

knowledge about the condition itself, and potentially about available treatment options. However, 

based on the comments from Chen’s study participants, it appeared that many women may be 

apprehensive as they view health providers as unhelpful. Half of the participants in the current 

study were worried about visiting an osteopath before their first appointment. This apprehension 

may also be due to their lack of knowledge and past negative experiences, visiting inexperienced 

practitioners, or their GP not recommending an osteopath as the best choice for management. This 

could also indicate a lack of knowledge among medical professionals about osteopathy, possibly 

because osteopaths find it challenging to provide evidence-based health care (Leach et al., 2019). 

In the current study, over half of the women were not aware of osteopathy until it was 

recommended to them.  

 

Embarrassment was mentioned by one participant as a barrier because dysmenorrhea was not 

regularly spoken among people in society. Participants in the current study thought their condition 

was not taken seriously, and they felt unsupported and isolated. Furthermore, some participants 

mentioned that they did not feel their condition was considered to be a legitimate health concern. 

This may stem from the fact that few women seek the care they need. Fernandez-Martinez et al. 

(2019) found that 66% of their participants never sought medical advice for their dysmenorrhea. 

Reasons for this included feeling embarrassed or afraid to seek care (Fernández-Martínez et al., 

2019). Comparatively, in 2017, Chen et al. also found that some women were afraid to seek health 

care for dysmenorrhea because they were embarrassed or afraid of being laughed at or being seen 

as a whiner. Similarly, Li et al. (2020) found their participants’ dysmenorrhea contributed to their 

negative thoughts of themselves based on other people’s perceptions about dysmenorrhea. This is 

similar to half of the participants’ reports in the current study as they felt they needed to, “Harden 

up”, “Get over it”, and “Deal with the fact there is a lack of support among my peer group”. 

Furthermore, some participants in this study believed that dysmenorrhea is still considered taboo 

in some circles, and some medical practitioners do not know what to do or do not even have 

awareness of alternative therapies such as osteopathy. This may suggest that women have a 

difficult time dealing with their dysmenorrhea as it may be disregarded, making them feel less 

validated by society.  
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Financial difficulties were commonly mentioned among most of the participants in the current 

study. Previous research reported that their participants did not seek treatment for dysmenorrhea 

due to their limited resources such as the absence of health insurance and treatment expenses (Chen 

et al., 2018). However, despite the financial barriers, participants in this study continued having 

regular treatment because they believed that osteopathy was an effective management tool for 

dysmenorrhea-related symptoms.  

 

All participants in the current study found osteopathy to be effective in reducing the pain related 

to the condition. Osteopathy provided a multi-faceted approach and experience which reduced 

dysmenorrhea symptoms. Almost half of the participants mentioned that they do not use the same 

dosage of their pain medication anymore. Similarly, Boesler et al. (1993) and Pirritano’s (2004) 

research found that osteopathic manipulations were effective in reducing the intake of pain 

medications consumed by women for their dysmenorrhea.  

 

Various osteopathic techniques are used within the profession to treat dysmenorrhea. In the current 

study, osteopathic techniques used on the participants were either cranial, visceral, or structural. 

These could be applied directly or indirectly on each patient. This was similar to Pirritano’s (2004) 

findings as their treatment of dysmenorrhea patients included visceral and structural techniques. 

Schwerla et al. (2014) used a variety of techniques including high-velocity low amplitude thrusts, 

muscle energy techniques, myofascial release, balanced ligamentous tension, functional, visceral, 

and cranial techniques and maintained similar results. The combination of osteopathic techniques 

decreased participants' pain intensity, indicating that several techniques may be more effective 

than a single technique for managing dysmenorrhea (Pirritano, 2004; Schwerla et al., 2014). 

Participants in the current study also felt greater relief from symptoms with a combination of 

techniques.   

 

All participants in the current study recommended osteopathic management to other women with 

dysmenorrhea. This may be because some women prefer to not seek medical intervention, which 

is supported by the Chen et al.’s (2018) study. Reasons some women do not believe in seeking 

medical treatment may show hesitancy around current treatment options. For example, participants 

are wary of pharmaceutical (Paracetamol or contraceptive pills) or surgical options (Chen et al., 
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2018). Osteopathic management provides a holistic patient-centred approach and seems to be a 

good alternative for women to incorporate into their management plan as discussed earlier in this 

research. However, there is a need for more research on this topic to enhance the care that is 

provided to women who are suffering from dysmenorrhea.  

 

Limitations 

There were a few limitations to this study. Firstly, it was not clarified whether the participants 

experienced primary or secondary dysmenorrhea. Due to the two types of dysmenorrhea stemming 

from different causes, women with primary and secondary dysmenorrhea may respond to treatment 

differently. Knowing which form of dysmenorrhea participants had would enable the researchers 

to explore if there was any distinction. However, the results provided the foundation for further 

research on dysmenorrhea. Secondly, due to the small sample size, caution is required when 

interpreting the findings of this study. However, smaller sample sizes are common in qualitative 

methodology in order to allow for more in depth and detailed data to be collected through the 

interview process. Lastly, despite advertising recruitment posters around New Zealand, all 

participating women were recruited from Auckland; therefore, these findings may possibly reflect 

the experiences of other women of similar age living in Auckland.   

 

CONCLUSION 

Dysmenorrhea is a common debilitating condition that affects women’s QOL worldwide. This 

research contributes to the currently limited literature on women’s experiences of osteopathic 

management for their dysmenorrhea. The main themes that were identified were the impact of 

dysmenorrhea on women’s quality of life, osteopathy as an effective strategy for managing 

dysmenorrhea, and barriers to beginning osteopathic management. The findings of this research 

show that while osteopathy cannot cure dysmenorrhea, it can be an effective management tool for 

controlling the symptoms that accompany this condition. Furthermore, alternative therapies such 

as osteopathy should be recommended to more women who are suffering from this condition. 

Recommendations for future research should look into conducting a nationwide study, 

investigating specific cohorts including adolescent girls, older women, and the transgender and 
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non-binary community. Additionally, researching primary and secondary dysmenorrhea separately 

could allow for greater transferability and specificity of the findings.  
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APPENDIX C: PARTICIPANT INFORMATION FORM 

 

Information for participants  

 

Research Project Title  

Osteopathic Management of Dysmenorrhea: A Snapshot of New Zealand Women's Experiences  

 

Synopsis of project  

To investigate the experiences of New Zealand women who have incorporated osteopathic care 

into managing their dysmenorrhea. Women aged 18-50 years old will be interviewed for 45-60 

minutes on their experiences of osteopathic care for their condition.  

 

What we are doing  

We will be interviewing you about your experience of osteopathic treatment for your painful 

periods. The researcher will ask you a series of questions to answer to the best of your ability. If 

there are any questions you do not want to answer, you do not have to. The interview will be audio-

recorded by a tape-recorder and/or a mobile phone and there may also be a research assistant 

present if needed for extra safety.  

 

Once you have given your consent to join the research project, you will be 

contacted via email/telephone by the researcher (Anna) to arrange the most convenient date/time 

for you to attend an interview. Prior to the interview, the intention, purpose and ethical 

considerations of the research will be discussed. The interviews will be conducted between January 

and March at Unitec Institute of Technology, Mt Albert Campus, Building 60 in a quiet and private 

room. Zoom meetings are also available if you wish. If you will decide to come to the Unitec 

Institute of Technology, the researcher will compensate for the travel cost by providing petrol 

vouchers. The length of each interview will be 45-60 minutes. A tape-recorder and/or a mobile 

phone will be used to record all conversations for the analysis purpose. You will be asked questions 

about your experience of osteopathic treatment for your dysmenorrhea. Once the interview has 

finished, in appreciation of your contribution, you will be given a Koha. The recording will be 

transcribed and analysed. The analysis is when your interview transcripts and any notes are written 

down during the interview are collected, organised, and examined by the researcher and her 

supervisors to identify common themes. This means that firstly the transcription will be read many 

times by the researcher and supervisors to explore general codes such as relevant phrases or 

sentences related to the topic that you told us while answering specific questions. Your main ideas 

on each question will be then identified, using the codes. This gives the researcher information to 
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write up a Master of Osteopathy thesis, which may then be submitted for publication to an 

academic journal.  

 

What it will mean for you  

If you agree to participate, you will be asked to sign a Consent Form. Your involvement in this 

study is voluntary. You are free to withdraw consent and stop at any time. You can withdraw your 

data (the interview recording and transcript) within the first two weeks following the interview by 

emailing or phoning either myself or my supervisors (contact details below). All of your 

information including your name, contact details and audio-recordings will be kept completely 

confidential and not used in any report or publication. This information will be kept in a password-

protected file for a period of 10 years at Unitec and only you, the researcher, and two supervisors 

will be able to have access.  

 

Please contact me if you need more information about the project. At any time if you have any 

concerns about the research project you can contact my principal supervisor at Unitec New 

Zealand.  

 

My Name: Anna Leys 

Phone: 0211286909 

Email: annaleys1010@gmail.com  

 

My Principal Supervisor: Dr Saeideh Aminian  

Email: saminian@unitec.ac.nz  

 

 

 

UREC REGISTRATION NUMBER: 2020-1064 

This study has been approved by the UNITEC Research Ethics Committee from 17/12/2020 to 

17/12/2021. If you have any complaints or reservations about the ethical conduct of this research, 

you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any 

issues you raise will be treated in confidence and investigated fully, and you will be informed of 

the outcome.  
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Participant Information Form  

 

My name is Anna Leys. I am currently enrolled in the Master’s Degree of Osteopathy at Unitec 

Institute of Technology in New Zealand and seek your help in meeting the requirements of research 

for a Thesis course, which forms a substantial part of this degree.  

 

The aim of my project is:  

To enquire about women’s experiences of osteopathic care for their painful periods in New 

Zealand  

 

I request your participation in the following way:  

I will need you to participate in an interview which will be approximately 45-60 minutes to tell 

me your story about the osteopathic care you have received for your painful periods. Neither you 

nor your organisation will be identified in the Thesis. The results of the research activity will not 

be seen by any other person in your organisation without the prior agreement of everyone involved. 

You are free to ask me not to use any of the information you have given, and you can, if you wish, 

ask to see the Thesis before it is submitted for examination. I hope that you find this invitation to 

be of interest. If you have any queries about this research, you may contact me and/or my principal 

supervisor at Unitec New Zealand.  

 

My Name: Anna Leys 

Phone: 0211286909 

Email: annaleys1010@gmail.com  

 

My Principal Supervisor: Dr Saeideh Aminian 

Email: saminian@unitec.ac.nz  

 

 

 

UREC REGISTRATION NUMBER: 2020-1064 

This study has been approved by the UNITEC Research Ethics Committee from 17/12/2020 to 

17/12/2021. If you have any complaints or reservations about the ethical conduct of this research, 

you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any 

issues you raise will be treated in confidence and investigated fully, and you will be informed of 

the outcome.  
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APPENDIX D: PARTICIPANT CONSENT FORM  

 

Participant Consent Form 
 

Research Project Title: Osteopathic Management of Dysmenorrhea: A Snapshot of New Zealand 

Women's Experiences  

 

I have had the research project explained to me and I have read and understood the information 

form given to me.  

 

I understand that I don't have to be part of this research project should I chose not to participate 

and may withdraw at any time prior to the completion of the research project.  

 

I understand that everything I say is confidential and none of the information I give will identify 

me and that the only persons who will know what I have said will be the researchers and their 

supervisor.  

 

I also understand that all the information that I give will be stored securely on a computer at Unitec 

for a period of 10 years.  

 

I understand that my discussion with the researcher will be taped and transcribed. 

 

I understand that I can see the finished research document. 

 

I have had time to consider everything and I give my consent to be a part of this project.  

 

Participant Name: .....................................................................................................................  

 

Participant Signature: ...............................   Date: ................................................................... 

 

Project Researcher: ..................................   Date: .................................................................... 

 

UREC REGISTRATION NUMBER: 2020-1064 

This study has been approved by the UNITEC Research Ethics Committee from 17/12/2020 to 

17/12/2021. If you have any complaints or reservations about the ethical conduct of this research, 

you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any 

issues you raise will be treated in confidence and investigated fully, and you will be informed of 

the outcome.  
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APPENDIX E: SEMI-STRUCTURED INTERVIEW GUIDE  

 

Guide 
The student researcher must follow the following procedures before, during and after an interview:  

 

“Hello PARTICIPANT’S NAME”. How are you today? Thank you for accepting to participate in 

my research. For confidentiality purposes, I would like to assign a pseudonym to you to use in the 

entire data collection, analysis and dissemination. You will be called (e.g., Participant 1) from now 

on.  

 

Before I begin the interview, I want to remind you of a few important aspects that were included 

in the “Participant Information Form” and “Participant Consent Form” that you had received via 

email; [Hand out a hard copy of both forms]. The goal of this interview is to explore your 

experiences with osteopathic care for your painful periods. In the hope that this study will help to 

raise awareness of this type of care as an effective treatment option.  

 

It is expected that the interview will last 45-60 minutes. Today’s interview will be audio-recorded, 

transcribed and analysed by me (Anna) and Olivia (If an assistant is needed for safety purposes). 

I would like to again remind you that I will keep all records including transcriptions and analysis 

spreadsheets secure with password protected files, encrypt them when I’m sending information 

over the Internet, and store the hard copies in locked drawers. By consenting to participate in this 

qualitative interview, you understand that although strategies are in place to ensure your 

confidentiality and anonymity, they cannot be 100% guaranteed. You can choose to withdraw from 

the interview at any time, you can request to skip questions and take a short break. After the 

interview has been completed, you have two weeks to contact me to request that your data be 

withdrawn from the study. The results from this research will be published in an academic journal, 

as well as presented at conferences and community seminars.  

 

As we discussed, today’s interview will be audio-recorded. May I please turn on the recorders to 

start interviewing? [Turn on two audio recorders and/or mobile phone voice recorders (one as a 

backup), and start with saying; DATE, TIME and PARTICIPANT ID NUMBER].  

 

Could you please verbally confirm that you consent to this qualitative research interview? [If the 

participant responds NO, immediately terminate the interview. If the participant responds YES, 

continue with the interview and start asking questions].  

 

The student researcher asks a series of questions. 

 

Is there anything else that you would like to share with me? 

Thank you very much for participating in the qualitative research interview. This marks the end of 

the interview [Stop the recorders].  

 

 

 

 



79 

 

APPENDIX F: TRANSCRIBER CONFIDENTIALITY AGREEMENT 
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APPENDIX G: RESEARCH ASSISTANT CONFIDENTIALITY 

AGREEMENT 

              

Research Title:  

Osteopathic Management of Dysmenorrhea: A Snapshot of New Zealand Women's Experiences 

 

Researcher/s Name: Olivia Wells 

Address: 34 Ti Kouka Lane, Sandringham, Auckland 1025  

Phone number: 0279167940 

Email: liviewells001@gmail.com 

 

 

I ______Olivia Wells_______ agree to treat in absolute confidence all information that I become 

aware of in the course of transcribing the interviews or other material connected with the above 

research topic. I agree to respect the privacy of the individuals mentioned in the interviews that I 

am transcribing. I will not pass on in any form information regarding those interviews to any 

person or institution. On completion of transcription, I will not retain or copy any information 

involving the above project. 

 

I am aware that I can be held legally liable for any breach of this confidentiality agreement, and 

for any harm incurred by individuals if we disclose identifiable information contained in audio-

recordings and/or files to which we will have access. 

 

 

Signature: …………………………………………… 

 

 

Date: …………March 8th 2021……………………… 

 

 

UREC REGISTRATION NUMBER: 2020-1064  

This study has been approved by the UNITEC Research Ethics Committee from 17/12/2020 to 

17/12/2021. If you have any complaints or reservations about the ethical conduct of this research, 

you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any 

issues you raise will be treated in confidence and investigated fully, and you will be informed of 

the outcome. 
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APPENDIX H: ETHICS APPROVAL LETTER  
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APPENDIX I: COMPLETED SRQR CHECKLIST 
 

Standards for Reporting Qualitative Research (SRQR)a 
 

O’Brien B.C., Harris, I.B., Beckman, T.J., Reed, D.A., & Cook, D.A. (2014). Standards for reporting qualitative 

research: a synthesis of recommendations. Academic Medicine, 89(9), 1245-1251. 

 

NO. TOPIC ITEM CHECKED 

Title and Abstract 

S1   Title Concise description of the nature 

and topic of the study identifying 

the study as qualitative or 

indicating the approach (e.g., 

ethnography, grounded theory) or 

data collection methods (e.g., 

interview, focus group) is 

recommended 

Yes, a ‘qualitative snapshot’ is 

stated in the title, on Cover Page 

and Page 45 

S2   Abstract Summary of key elements of the 

study using the abstract format of 

the intended publication; typically 

includes objective, methods, 

results, and conclusions 

Yes, on Pages iii and 46 

 

Introduction 

S3   Problem formulation Description and significance of the 

problem/phenomenon studied; 

review of relevant theory and 

empirical work; problem statement 

Yes, on Pages 1, 47 and 48 

 

S4   Purpose or research question Purpose of the study and specific 

objectives or questions 

Yes, on Pages 1, 47 and 49 

Methods 

S5   Qualitative approach and                

        research paradigm 

Qualitative approach (e.g., 

ethnography, grounded theory, case 

study, phenomenology, narrative 

research) and guiding theory if 

appropriate; identifying the 

research paradigm (e.g., positivist, 

constructivist/interpretivist) is also 

recommended; rationaleb 

Yes, on Pages 22 and 23 

 

 

S6   Researcher characteristics  

       and reflexivity 

Researchers’ characteristics that 

may influence the research, 

including personal attributes, 

qualifications/experience, 

relationship with participants, 

assumptions, or presuppositions; 

potential or actual interaction 

between researchers’ characteristics 

and the research questions, 

approach, methods, results, or 

transferability 

Yes, on Pages 24 and 25 

Also, there was no prior 

relationship between the 

researcher and any of the 

participants.  
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S7   Context Setting/site and salient contextual 

factors; rationaleb 

Yes, on Page 50 

S8   Sampling strategy How and why research participants, 

documents, or events were selected; 

criteria for deciding when no 

further sampling was necessary 

(e.g., sampling saturation); 

rationaleb 

Yes, on Pages 23 and 49 

 

 

S9   Ethical issues pertaining to  

       human subjects 

Documentation of approval by an 

appropriate ethics review board and 

participant consent, or explanation 

for lack thereof; other 

confidentiality and data security 

issues 

Yes, on Page 51 

S10 Data collection methods Types of data collected; details of 

data collection procedures 

including (as appropriate) start and 

stop dates of data collection and 

analysis, iterative process, 

triangulation of sources/methods, 

and modification of procedures in 

response to evolving study 

findings; rationaleb 

Yes, on Pages iii, 46 and 50 

S11 Data collection  

       instruments and technologies 

Description of instruments (e.g., 

interview guides, questionnaires) 

and devices (e.g., audio recorders) 

used for data collection; if/how the 

instrument(s) changed over the 

course of the study 

Yes, on Pages 23 and 50  

 

S12 Units of study Number and relevant characteristics 

of participants, documents, or 

events included in the study; level 

of participation (could be reported 

in results) 

Yes, on Pages 23-25 and 49 

 

S13 Data processing Methods for processing data prior 

to and during analysis, including 

transcription, data entry, data 

management and security, 

verification of data integrity, data 

coding, and 

anonymization/deidentification of 

excerpts 

Yes, on Pages 23, 24 and 50 

 

S14 Data analysis Process by which inferences, 

themes, etc., were identified and 

developed, including researchers 

involved in data analysis; usually 

references a specific paradigm or 

approach; rationaleb 

Yes, on Pages 25, 26, 51 and 52  

S15 Techniques to enhance      

       trustworthiness 

Techniques to enhance 

trustworthiness and credibility of 

Yes, on Pages 24, 25, 52 and 53 
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data analysis (e.g., member 

checking, audit trail, triangulation); 

rationaleb 

Results/Findings 

S16 Synthesis and interpretation Main findings (e.g., interpretations, 

inferences, and themes); might 

include development of a theory or 

model, or integration with prior 

research or theory 

Yes, on Page 53 

S17 Links to empirical data Evidence (e.g., quotes, field notes, 

text excerpts, photographs) to 

substantiate analytic findings 

Yes, on Pages 53-57 

Discussion 

S18 Integration with prior work,  

       implications, transferability,   

       and contribution(s) to the   

       field 

Short summary of main findings; 

explanation of how findings and 

conclusions connect to, support, 

elaborate on, or challenge 

conclusions of earlier scholarship; 

discussion of scope of 

application/generalizability; 

identification of unique 

contribution(s) to scholarship in a 

discipline or field 

Yes, on Pages 58-61 

S19 Limitations Trustworthiness and limitations of 

findings 

Yes, on Page 61 

Other 

S20 Conflicts of interest Potential sources of influence or 

perceived influence on study 

conduct and conclusions; how these 

were managed 

Yes, on Page 62 

S21 Funding Sources of funding and other 

support; role of funders in data 

collection, interpretation, and 

reporting 

Yes, on Page 45 

aThe SRQR aims to improve the transparency of all aspects of qualitative research by providing clear standards for 

reporting qualitative research.  
bThe rationale should briefly discuss the justification for choosing that theory, approach, method, or technique rather 

than other options available, the assumptions and limitations implicit in those choices, and how those choices influence 

study conclusions and transferability. As appropriate, the rationale for several items might be discussed together. 

 

Note: The SRQR checklist is distributed with permission of Wolters Kluwer © 2014 by the Association of American 

Medical Colleges. 

 




