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Title: Self-reported menstrual health, symptomatology and perceived effects of the 1 
menstrual cycle for elite junior and senior football players. 2 
 3 
Purpose: To describe the self-reported menstrual health, symptomatology and perceived 4 
effects of the menstrual cycle on athletic performance for national and international 5 
Australian football (soccer) players. Methods: Players from national and domestic teams 6 
were invited to complete an online questionnaire regarding menstrual health, hormonal 7 
contraceptive (HC) use, negative symptomatology and perceived disruption of the menstrual 8 
cycle to performance. Descriptive statistics and binomial regressions with Odds Ratios (OR) 9 
were used to report the relationship of menstrual-related variables with perceived 10 
performance disruption. Results: 199 players (20.9±5.1y) completed the questionnaire, with 11 
18% of players reported using HCs.1 primary amenorrhea case was detected, whilst 26% of 12 
players reported menarche age ≥15y. For non-HC users, prevalence of secondary 13 
amenorrhea was 2%, oligomenorrhea 19% and heavy menstrual bleeding 11% . 97% of 14 
players reported experiencing physical or affective menstrual symptoms (5±1.3/player). 40% 15 
of all players reported menstrual symptoms impacted their ability to work, study, train or 16 
compete. Further, 40% of players perceived their training or performance to be disrupted by 17 
the menstrual cycle. Increasing number of menstrual symptoms (OR=1.43; 95% CI 1.28-18 
1.62; p<0.001), heavy menstrual bleeding (OR=12.73; 95% CI 3.4-82.8; p<0.001) and pelvic 19 
pain (OR=3.40; 95% CI 1.7-7.2; p<0.001) increased the likelihood of perceiving the 20 
menstrual cycle to disrupt performance. Conclusion: Heavy menstrual bleeding prevalence 21 
and HC use was low amongst this cohort of national and international footballers, whilst 22 
amenorrhea and oligomenorrhoea were comparable to other football populations. Nearly all 23 
players reported menstrual symptoms, and increased symptomatology was associated with 24 
greater perceived effects on performance.  25 
 26 
Key words: females, women’s soccer, hormonal contraceptives, menstrual symptoms, 27 
performance  28 
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Introduction  29 
The menstrual cycle is highly individual, with inter- and intra-variability in cycle length, 30 
phase durations, bleeding patterns, symptoms and conditions1,2. Given the extensive training 31 
and match schedules of professional football (soccer), players may be in any menstrual phase 32 
for any given training or match, and still be expected to perform. Improved understanding of 33 
menstrual health, symptomatology and  perceptions of how the menstrual cycle affects 34 
training and performance is needed to provide support for players. For example, menstrual 35 
abnormalities such as oligomenorrhea and amenorrhea are frequently experienced by 36 
exercising women3, however the prevalence of other menstrual abnormalities, such as heavy 37 
menstrual bleeding (HMB), also referred to as menorrhagia, remains relatively unknown in 38 
athletic populations. Further, menstrual symptoms (e.g., cramps and mood changes) are also 39 
commonly experienced, though menstrual symptomatology in relation to athletic 40 
performance remains equivocal. Moreover, the number of athletes who perceive a negative 41 
impact of the menstrual cycle on performance varies between studies4, likely due to 42 
contextual and methodological differences to capture the athlete’s experiences. At present, 43 
the menstrual health and perceived effects of the menstrual cycle of elite football players in 44 
Australia remains unknown, and warrants an understanding given the potential negative 45 
effect of the menstrual cycle on athlete health, wellbeing and performance. 46 
 47 
Menstrual abnormalities cover a broad array of conditions, of which oligomenorrhea, 48 
amenorrhea and HMB are classified as abnormal uterine bleeding5. Oligomenorrhea and 49 
amenorrhea, associated with bleeding frequency, can be a consequence of low energy 50 
availability (LEA) and/or stress, resulting in functional-hypothalamic-amenorrhea6. Athletes 51 
experiencing functional-hypothalamic-amenorrhea are at increased risk of bone stress 52 
injuries, reduced training adaptations and many other negative health and performance 53 
consequences7. Often athletes are unaware of therisks that prolonged cycles and absence of 54 
menstruation incur, especially given the normalisation of amenorrhea in such populations8. In 55 
Australia, 9% of recreational to national-level athletes (primarily team and individual land-56 
based sports) reported not having periods, and a further 17% reported irregular periods9, 57 
though reports for football in Australia remain scant. Further, HMB as related to menstrual 58 
flow and duration, can result in iron deficiency, anaemia and reduced endurance 59 
performance10, as well as decreased athlete wellbeing11. For example, of 33 elite runners with 60 
HMB, 67% self-reported a negative effect on their performance, whilst only 42% sought 61 
medical help10. Given the impact of menstrual dysfunction on athlete health and performance, 62 
understanding the prevalence of these conditions in footballers may help guide education 63 
strategies. 64 
 65 
Menstrual-related symptoms are common, with 74-93% of athletes reporting predominantly 66 
negative perceptions of symptoms 9,12-14. The most common physical symptom amongst 67 
athletes is abdominal cramping, whilst psychological symptoms, such mood changes and 68 
anxiety are also prevalent4. Symptoms frequently occur during the premenstrual and 69 
menstrual phases, often associated with progesterone withdrawal1.This is supported by 70 
professional footballers reporting symptoms in the first few days of (59%), and lead up to 71 
(17%), menstruation12. Physical symptoms are reported as the greatest menstrual related 72 
barrier to playing football for amateur footballers15, whilst 4-13% of players in the English 73 
women’s professional league reported missing training or matches due to high symptom 74 
severity12,16. Further, athletes reporting >three symptoms are twice as likely to report their 75 
performance being affected by their menstrual cycle13. Despite the high occurrence and 76 
severity of menstrual symptoms, research surrounding menstrual symptoms influence on 77 
training and performance is lacking1.  78 
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 79 
Athletes often report the menstrual cycle to negatively impact their training and/or 80 
performance, though perceptions are mixed. For example, 100% (n=10) of interviewed 81 
Women’s Super League16, and 29% (n=12) of surveyed South African national team17 82 
footballers reported a negative effect. Such findings reveal contextual and methodological 83 
differences, necessitating research amongst additional football populations. Of those 84 
reporting a negative effect, menstruation, or just prior to menstruation, are perceived as the 85 
most disruptive phases9,16. This is perhaps unsurprising given the aforementioned prevalence 86 
of negative symptoms experienced by athletes. Further, a systematic review and meta-87 
analysis found exercise performance may be trivially reduced during the early follicular 88 
phase (menstruation), though the studies were primarily rated as low quality and large 89 
variability existed between study findings18. In fact, some athletes utilise hormonal 90 
contraceptives (HC) to control their cycle to avoid menstruating during competition, amongst 91 
various other uses13. Prevalence of HC use amongst footballers differs between studies (10% 92 
South African17 vs 28% Women’s Super League players)12 as might the reasons for and types 93 
of HCs, potentially highlighting sociocultural differences. Understanding athlete’s perceived 94 
impact of the menstrual cycle and HC use will aid player care within their specific sporting 95 
environments. 96 
To help optimise the health and performance of female football players, specific female 97 
considerations, such as the menstrual cycle, require attention. The aim of this study was to 98 
describe the 1) menstrual health, 2) menstrual symptomatology and 3) perceived effects of 99 
the menstrual cycle for elite football players in Australia.  100 
 101 
Methods 102 
Participants 103 
International and national female football players from a Federation’s national teams (youth 104 
and senior, Tier 3 and 420) and domestic first tier professional league (Tier 320) were invited 105 
to participate in the study. A total of 199 players (age 20.9 ± 5.1 years [13-42 years]) from 106 
the national teams (n= 127, 19.5 ± 4.5 years) and domestic league (n=72, 23.4 ± 5.3 years) 107 
completed the questionnaire (Figure 1).  108 
Methodology 109 
Players in the national team were asked by support staff to complete a menstrual health 110 
questionnaire on the National Federation’s athlete management system phone application 111 
(Smartabase, Fusion Sport, Brisbane, Australia) whilst in camp every three months between 112 
March 2022 and February 2023. The data was identifiable by the national team’s sports 113 
medicine staff only for screening purposes, though was de-identified prior to downloading for 114 
the research. For players with multiple responses, only their first response was included in the 115 
dataset (Figure 1). The questionnaire was re-created on Jotform (San Francisco, United 116 
States) and an online weblink was sent by the research team to the domestic league doctors 117 
and high-performance staff to share with their players to anonymously complete during the 118 
2022/23 season. All domestic league player responses were downloaded and merged with the 119 
national team dataset. Due to the potential cross-over between players in the national teams 120 
and domestic league, repeated responses (responses from the same individual) were identified 121 
and removed based on club, age and age of menarche (Figure 1). Ethical approval was 122 
provided by the institutional Human Research Ethics Committee (ETH22-7624).  123 
 124 

INSERT FIGURE 1 ABOUT HERE 125 
 126 

Menstrual health questionnaire 127 
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The menstrual health questionnaire was developed based on previous questionnaires 9,21-23 128 
and in consultation with the Federation’s national team doctors given no validated 129 
questionnaire existed. The questionnaire included 4 sections as follows [number of answers 130 
available]:  131 
(1) Age (open ended), first period (yes/no). 132 
(2) Age of menarche, diagnosed menstrual conditions (multiple-choice [7]) and negative 133 
menstrual symptoms (multiple-choice [18])21, HC use (yes/no). 134 
(3a) HC type (single-choice [6]), duration of use (open ended), reason for use (multiple-135 
choice [10]) and side effects (yes/no, and open ended). 136 
(3b) Timing of last period (single-choice [3]), menstrual cycle length (open ended), duration 137 
(open ended), HMB (multiple-choice [4]), intermenstrual spotting (yes/no). 138 
(4) Perceived disruption of the menstrual cycle to training and performance (yes/no), timing 139 
of perceived disruption (multiple-choice [4]), aspects of performance disrupted (multiple-140 
choice[9]).  141 
Sections 3a and 3b pertained to the previous 3 months, whilst no time-period was specified 142 
for the remaining questions. 143 
 144 
The survey was setup with logic to ensure players answered relevant questions only. Section 145 
(1) of the questionnaire was used to detect primary amenorrhea. All players who answered 146 
Yes to having had a first period were directed to section (2) of the questionnaire. At the end of 147 
section (2), players were asked about HC use in the previous three months, as up to three 148 
months is required to re-establish eumenorrhea/a regular cycle following HC-use2. Players 149 
who answered Yes to HC use in the previous three months were directed to section (3a), and 150 
those who answered No were directed to section (3b). Section (3b) commenced by asking 151 
when a player’s last period was (<3 months ago, 4-5 months ago, >6 months ago), where 152 
only those selected <3 months ago completed the remaining questions in section (3b). All 153 
players, except those identified as having primary amenorrhea in section 1, finished the 154 
questionnaire by completing section 4.  155 
 156 
Questionnaire completion was 100% i.e., no questions were left unanswered by any players. 157 
However, invalid responses were received for some open-ended questions, and removed prior 158 
to analysis. For example, players were asked their average menstrual cycle length in days 159 
(from the start of 1 period until the day before the start of the next), and any response <14 160 
was deemed invalid ie. players reporting in weeks.  161 
 162 
In reporting menstrual dysfunction outcomes, it is noted the terminology and definitions that 163 
currently exist vary within the literature4. The following terminology was used based on the 164 
Australian Institute of Sport and American College of Obstetricians and Gynecologists5:  165 

• Primary amenorrhea: no period by age 15. 166 
• Secondary amenorrhea: absence of menstruation for three months or more. 167 
• Oligomenorrhea: irregular cycles and menstrual cycle length >35 days. 168 
• HMB (menorrhagia): determined by experiencing two or more of the following22 (1) 169 

pass large blood clots, (2) flood through clothes, (3) bleeding more than 7 days, (4) 170 
changing of sanitary items (tampons or pads) every 2 h or 12 sanitary items per day. 171 

• Intermenstrual bleeding (metrorrhagia): spotting between periods. 172 
 173 
Statistical Analysis 174 
Data were imported into R Statistical Software (R Core Team 2020) for analysesTo test the 175 
effect of HC use on number of symptoms whilst controlling for age a Poisson regression was 176 
performed with HC use and age as fixed effects. Overdispersion was detected, thus a quassi-177 
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poisson regression was performed. Normality was checked by via residuals plot. To 178 
determine the influence of age, HC use, menstruating days, HMB, intermenstrual spotting, 179 
endometriosis, pelvic pain and number of symptoms on perceived training and performance 180 
disruption, binomial regressions were performed using the glm function with a binomial 181 
family. Linearity of logit was tested for binomial regressions with continuous independent 182 
factors by visually inspecting partial residual plots using the crPlots function. To determine 183 
the combined effect of individual factors found to have a significant effect on performance 184 
disruption, a binomial regression was performed and variation inflation factor (<2.5)24 185 
checked to ensure no multicollinearity between variables. Linearity of logit was not 186 
performed on this regression due to inclusion of categorical fixed effects. Significance was 187 
set at p<0.05 and 95% confidence intervals were determined for all regression models. Binary 188 
data are presented as frequencies and percentages. Count data are presented as means (± 189 
standard deviations) for normally distributed data, and medians (interquartile range) for non-190 
normally distributed data, with ranges. 191 
 192 
Results 193 
Menstrual characteristics and abnormalities 194 
Table 1 shows the menstrual characteristics of, and menstrual abnormalities experienced by, 195 
all players including HC and non-HC users.  196 
 197 

INSERT TABLE 1 ABOUT HERE 198 
 199 
Menstrual symptomatology 200 
One or more negative menstrual symptom(s) was experienced by 97% (192/198) of players 201 
(Figure 2), with no difference between HC and non-HC users (p=0.919). Pelvic pain was the 202 
most frequently selected symptom (71%, 141/198), followed by mood changes/anxiety (58%, 203 
114/1198) and tiredness/fatigue (56%, 110/198). Forty one percent of players (81/198) 204 
experienced pelvic pain every cycle and 30% of players (60/198) some cycles. The median 205 
number of symptoms experienced per player was 5 [IQR 3-7], ranging from 0 to 18. Of the 206 
192 players who reported a menstrual symptom, 40% (76/192) reported these symptom(s) 207 
interfered with their general ability to work, study, training and/or compete. 208 

 209 
INSERT FIGURE 2 ABOUT HERE 210 

 211 
Performance disruption 212 
Forty percent of players (79/198) perceived their training and performance to be disrupted by 213 
their menstrual cycle. Figure3 shows the timing and aspects of perceived performance 214 
disruption . Players most frequently reported “whilst menstruating” as the time of perceived 215 
disruption to training and performance (89%, 70/79). Of those who perceived the menstrual 216 
cycle to disrupt training and performance, 87% (69/79) reported reduced energy levels as an 217 
aspect of performance disruption. Player age, HC use, menstruating days, intermenstrual 218 
spotting, and self-reported endometriosis did not affect perceived training and performance 219 
disruption (p>0.05). Number of symptoms (OR=1.43; CI 1.28-1.62; p<0.001), pelvic pain 220 
(OR=3.40; CI 1.7-7.2; p<0.001) and heavy menstrual bleeding (OR=12.73; CI 3.4-82.8; 221 
p<0.001) all had a significant effect on perceived training and performance disruption. When 222 
the combined effect was assessed (perceived training and performance disruption ~ number 223 
of symptoms + pelvic pain + heavy menstrual bleeding), only number of symptoms had a 224 
significant effect (p<0.001).  225 
 226 

INSERT FIGURE 3 ABOUT HERE 227 
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 228 
Discussion 229 
This study describes the menstrual health, symptomatology and perceived effects of the 230 
menstrual cycle on performance for elite junior and senior footballers in Australia. The self-231 
reported prevalence of HC use was relatively low, as was abnormal uterine bleeding Nearly 232 
all players experienced at least one menstrual symptom, and a strong association existed 233 
between the number of symptoms experienced and perception of the menstrual cycle 234 
disrupting performance. Currently, this is the largest menstrual health survey conducted in a 235 
single sport for elite athletes and practitioners can use this information to guide menstrual 236 
health screening, cycle monitoring and education-focussed strategies. 237 
 238 
Hormonal contraceptives are frequently used by athletes to manage menstrual symptoms and 239 
period timing15. Similar to previous research, key reasons for HC use were reducing period 240 
pain, reducing heaviness of bleeding and controlling cycles (e.g., avoiding menstruation 241 
during competition), alongside contraception 13,25,26. A systematic review and meta-analysis 242 
found oral contraceptives may slightly reduce exercise performance compared to non-use, 243 
although large variability and trivial effects existed across studies27. The benefits of 244 
menstrual cycle management may outweigh the negative trivial effects of HC use on 245 
performance, though HCs may also cause negative side-effects as reported by 30% of HC 246 
users in our study. Thus, an individualised approach to HC use is recommended14,27. A low 247 
prevalence rate of HC use was evident (18%), compared to professional footballers and 248 
Australian athletes (28-58%)12-14,25,28, though higher than South African National Team 249 
footballers (10%)17. Differences may be attributed to the sport, sociocultural or geographical 250 
norms. Similar to other athletic populations12,14,25,28, oral contraceptive pill was the most 251 
common HC type (80%) and combined pill (contains oestrogen and progesterone) was the 252 
most common form (75%). Understanding the reasons for HC use, side effects and type may 253 
help minimise negative effects and maximise positive effects of HCs amongst footballers.  254 
 255 
A low number of self-reported primary amenorrhea (n=1) cases were detected, though 26% 256 
of players reported age of menarche >15y, suggesting an increased percentage of players 257 
previously experienced primary amenorrhea. The mean pooled prevalence of primary 258 
amenorrhea in athlete studies is 7%, with 0% reported amongst team sports, including 259 
football4. Similar proportions (23%) of elite Australian athletes from other football codes also 260 
reported age of menarche >15y25. Further, whilst menstrual cycle length (28 [27-30days]) for 261 
non-HC using players was within normal ranges (21-35 days), 19% of non-HC users reported 262 
irregular cycles or an average menstrual cycle length >35 days (oligomenorrhea) and 1.5% 263 
had secondary amenorrhea (n=3). The oligomenorrhea prevalence is similar to Australian 264 
athletes from other football codes (17%, 21/124)9, UK professional footballers (15%, 8/54)12, 265 
and Olympic and Paralympic athletes (23%, 46/195)13. Lower prevalence of secondary 266 
amenorrhea existed compared to UK professional players (8%, n=6)12 though the prevalence 267 
of oligomenorrhea was higher (19% vs 11%), which may be attributed to the “snapshot” 268 
nature of questionnaires. Indeed whilst a few players reported having had their period in the 269 
previous 3 months, “irregular” was selected for menstrual length with comments such as 270 
“sometimes 6 weeks sometimes 12 weeks”. Emphasising the importance of this knowledge is 271 
the fact that in athletes, oligomenorrhea and amenorrhea may be a sign and symptom of 272 
Relative Energy Deficiency in Sport, where problematic LEA  places athletes at risk of many 273 
health and performance consequences7. The low prevalence of primary and secondary 274 
amenorrhea in this population is reassuring, perhaps demonstrating a reduced impact of these 275 
conditions in elite football populations compared to other athletic populations. Regardless of 276 
case numbers the severity of amenorrhea, and percentage of oligomenorrhea justifies 277 
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encouragement of menstrual monitoring and menstrual health education amongst football 278 
players. 279 
 280 
Heavy menstrual bleeding, associated with increased menstrual flow volume and duration, is 281 
a uterine bleeding menstrual abnormality that may negatively impact athletes22, and remains 282 
under-reported in research compared to oligomenorrhea and amenorrhea. The prevalence of 283 
HMB amongst non-HC users in our study (11%) was lower than other athletic populations 284 
(18-37%)10,13,26, though differences in HMB definitions/classification criteria exist, and 285 
inclusion of HC users in some studies makes direct comparisons challenging. The criteria we 286 
used (see Menstrual health questionnaire section) was from a large European study22, and in 287 
alignment with a previous athlete HMB study10. Had a less strict criteria (one HMB symptom 288 
instead of two) been employed, a higher HMB prevalence (41% vs 11%) would’ve been 289 
reported, highlighting the need for standardisation of HMB classification. Heavy menstrual 290 
bleeding may negatively affect performance, as perceived by 67% of elite runners with self-291 
reported HMB10. For example, HMB is associated with fatigue-related symptoms9, anaemia 292 
and iron deficiency10; all of which have been shown to reduce physical performance, 293 
particularly endurance performance 10. Heavy flow can decrease time to exhaustion29, though 294 
no studies of HMB effects on physical performance for athletes exist. Poorer mental quality 295 
of life and higher perceived stress11 are also associated with HMB, stressing the negative 296 
impact on athlete wellbeing. Concerns about “flooding through” clothes and “wearing white 297 
shorts” can cause distraction and worry amongst athletes 30, adding to potential performance 298 
effects, though HMB effects were not assessed in our study. Given the potential negative 299 
effects of HMB on athlete psychophysiological health and performance, further research on 300 
its effects for football players would be beneficial.  301 
 302 
Nearly all players (97%) reported experiencing one or more negative menstrual symptoms. A 303 
similar prevalence has been reported in Olympic and Paralympic athletes (93%)13, though our 304 
results are higher than other Australian athletes (83%)9 and UK professional league 305 
footballers (74%)12, which may be attributed to the larger number of symptoms to select from 306 
here (18 vs 9)12. Most reported symptoms were pelvic pain (71%), mood changes/anxiety 307 
(58%), tiredness and fatigue (56%) and back / thigh pain (51%). The presence of physical, 308 
mental, and behavioural symptoms suggests that a multidisciplinary approach to symptom 309 
management may be required. We did not assess dysmenorrhea, which is painful 310 
menstruation primarily associated with pelvic pain4. Instead, we investigated the burden of all 311 
menstrual symptoms, given the debilitating nature of some menstrual symptoms not 312 
exclusive to pelvic pain, thus providing a holistic indicator of symptoms impact. Athletes 313 
may experience positive effects of the menstrual cycle9, though we did not explore these 314 
which may be a limitation. Forty percent of players reported symptoms interfered with their 315 
ability to study, work or train/play. Whilst the intensity and frequency of symptoms was not 316 
surveyed, the average number of symptoms experienced (5 ±1.3/player) and reported 317 
interference to daily living (40%) provides an indication of menstrual symptom burden. As 318 
our study is cross-sectional, encouraging players to track symptoms (and severity) 319 
longitudinally may be beneficial for further education and management10.  320 
 321 
The menstrual cycle was perceived to disrupt training and performance by 40% of players. 322 
The percentage of players perceiving a negative effect of the menstrual cycle on training and 323 
performance is mixed in football populations (29-100%)15-17, likely attributed to sociocultural 324 
and competition level differences. Methodological differences also existed between these 325 
studies (i.e., questionnaires vs interviews), and had smaller sample sizes (n=15-127) than our 326 
study (n=199). The perceived timing of effects is consistent between studies9; menstruation is 327 
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the most frequently perceived disruptive phase, followed by just prior to menstruation. This 328 
may be due to increased menstrual symptoms during these times, which is supported by a 329 
higher number of symptoms, including pelvic pain, being associated with an increased 330 
likelihood of perceived performance disruption in our study. Heavy menstrual bleeding was 331 
also associated with a perceived performance disruption, in alignment with previous elite 332 
athlete research10 and providing further support for “whilst menstruating” being the most 333 
disruptive menstrual cycle phase. Similarities exist between our study and previous reports on 334 
aspects of performance disruption16. Physical impacts of the menstrual cycle on football 335 
performance are predominant, however psychological (concentration), tactical (decision 336 
making), skill (coordination) and recovery (soreness, ability to recovery) were selected by 337 
players within this study (Figure 3), though other perceived performance impacts could exist 338 
given a closed-ended question was implemented. Most research has focussed on menstrual 339 
phase effects on performance, associated with the idea that hormonal fluctuations affect 340 
physical capacities18,19, though findings are equivocal18, due to methodological and 341 
classification concerns. The mixed research outcomes and player perceptions, including 342 
aspects and timing of performance disrupted by the menstrual cycle, suggest an 343 
individualised approach to menstrual related management for players. 344 
 345 
There are several limitations within this study. A partial response bias likely exists as 346 
completion was voluntary for domestic players, so those with menstrual health conditions, or 347 
who felt their menstrual cycle affected them, may have been more inclined to participate. In 348 
contrast, players without a period (i.e., amenorrhea) may not have deemed the survey relevant 349 
to them, thus the prevalence of primary and secondary amenorrhea could be higher. The 350 
questionnaire used was not validated, as no validated questionnaire existed and responses 351 
were susceptible to recall bias. Lastly, as discussed, large variability exists between studies 352 
limiting the generalisability of our findings, thus practitioners are encouraged to conduct their 353 
own menstrual health screening. 354 
Practical applications 355 
The low reported rates of primary and secondary amenorrhea should be encouraging for 356 
female football practitioners, though it is recognised this study provides a snapshot only. 357 
Simple questionnaires such as our own may be implemented to screen player menstrual 358 
health and performance effects. The high percentage of players with menstrual symptoms 359 
who reported symptom burden and the association between number of symptoms and 360 
perceived performance disruption warrants practitioner attention and action where 361 
appropriate. Additionally, the organisations involved in this study may use the results to 362 
create resources which target commonly reported symptoms.  363 
 364 
Conclusion 365 
The presence of severe menstrual dysfunction (amenorrhea) in this cohort was low, though a 366 
fifth of players were classified as oligomenorrheic. Similarly, the prevalence of HMB was 367 
low, though using a less strict criteria resulted in a much higher prevalence. Less than 20% of 368 
elite football players within Australia used HCs, and a third of these players experienced HC 369 
side effects. Nearly all players experienced menstrual symptoms, with 40% of players lives 370 
negatively affected by these symptoms. Lastly, 40% of the surveyed players perceived the 371 
menstrual cycle to disrupt their ability to train and perform.  372 
 373 
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