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data, concluded that premenstrual tension was caused by an excess
of circulating estrogen. Frank suggested several different
treatments including diuretics.

Thorn and colleagues (1938) focused attention on water
retention during the ovulation phase of the menstrual cycle.

Beginning in the 1950's, and continuing through the next
three decades, Katherina Dalton's work in England was crucial in
establishing premenstrual syndrome as a bona fide condition in
women. She wrote prolifically describing the symptoms of the
syndrome (Dalton & Greene, 1953; Dalton, 1954,1955,1959b), the
syndromes appearance in teenagers (Dalton,
1960a,1960c,1968,1974,), the effects of mother's Premenstrual
Syndrome on her children (Dalton, 1966,1970), the relationship of
Premenstrual Syndrome to accidents (Dalton, 1960b) and crime
(Dalton, 1961,1980), the relationship of Premenstrual Syndrome to
other orders (Dalton,1959a,1967,1971), and the treatment of
Premenstrual Syndrome (Dalton, 1959¢,1973,1976,1977a,1977b,1985).
Dalton herself has Premenstrual Syndrome and was one of the first
treated successfully with progestins (Dalton, 1984). Dalton is
still working and contributing to the field (Dalton, 1987a,1987b,
1988).

Contemporary Premenstrual Tension

We have progressed from being shamed by the menstrual cycle,
to viewing the menstrual cycle more openly, to acknowledging
stress surrounding the menstrual cycle, and then, to actually

determining the accumulated premenstrual or menstrual stress as



multidimensional.

In 1983, a National Institute of Mental Health (NIMH)
conference reflected the increasing interest of mental health
professionals in the symptomotology surrounding the female
menstrual cycle that is commonly referred to as Premenstrual
Syndrome. This attention within the mental health field is due
to the prominence of mood disturbance in most women who have
menstrually related symptoms. Therefore, in June of 1985, an
advisory committee was convened to consider including in the
revised third edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-111-R) (American Psychiatric Association,
1987), a category for a subset of Premenstrual Syndrome
disturbances in which the predominant symptoms are psychological.

The advisory committee to the NIMH first reviewed previous
attempts to define Premenstrual Syndrome. It postponed a
discussion of the relative merits of including or not including
some version of Premenstrual Syndrome until it had first drafted
an initial set of criteria for cases of the syndrome in which
mood disturbance was an essential feature. This draft definition
served as the basis for the discussion about whether to include
it in the manual.

In developing diagnostic criteria, an attempt was made to
clarify ambiguities in the definition of Premenstrual Syndrome.
The committee also considered names for the disorder. The first

name used by the committee was Premenstrual Dysphoric Disorder,



chosen to emphasize that the essential symptoms were unpleasant
(dysphoric) mood states. Next, with recognition that the
disorder can occur in women who do not menstruate (e.g.,
hysterectomized women with intact ovaries), the name was changed
to Periluteal Phase Dysphoric Disorder. The name was changed
once again when it was recognized that the symptoms did not occur
around (peri) the luteal phase but actually occurred during the
late luteal phase. Thus, the final decision was Late Luteal
Phase Dysphoric Disorder. It will be referred to in this study
as LLPDD when distinct reference to Late Luteal Phase Dysphoric
Disorder is appropriate. However, the committee made a vague
distinction between LLPDD and what is more commonly referred to
as Premenstrual Syndrome. Severino & Moline, (1989) committee

members and authors of Premenstrual Syndrome: A Clinician's

Guide, define LLPDD as a newly defined diagnosis for a subgroup
of women with Premenstrual Syndrome whose symptoms are primarily
affective (depression, mood swings, anger, anxiety) but are
restricted to the late luteal phase of the menstrual cycle.
LLPDD symptoms must be so severe that they seriously impair the
woman's functioning. The established criteria for LLPDD is
helpful in evaluating both Premenstrual Syndrome and LLPDD, but
Severino and Moline believeJILPDD sufferers will need additional
management, since their symptoms have been determined by the
committee as more debilitating than premenstrual syndrome.
However, this difference has not been clearly defined and

management approaches for Premenstrual Syndrome are indicated for



women with LLPDD. Though this study focuses on symptoms that
apply to both LLPDD and Premenstrual Syndrome, it should be
acknowledged that they may be distinguishable, and a responsible
clinician should take severity and category of symptoms into
consideration when establishing a diagnosis and complete
management program. The parameters of this study are appropriate
for both and a distinction will not be made. Late Luteal Phase
Dysphoric Disorder symptomotology and Premenstrual Syndrame
symptomotology will be referred to in this study as Premenstrual
Syndrome (PMS) symptomotology. (see Table 1, page 9).

Incidence data on PMS are not much more than educated
guesses. This absence of representative epidemiological
information is ultimately a problem of definition and a problem
that has ramifications for the treatment of PMS. Reid (1986)
indicates that this lack of a clear operational definition of PMS
is probably the single greatest impediment in the 1980's to the
research and treatment of the syndrome. However, this is not an

agreed upon point.



Table 1
Diagnostic Criteria for Iate Iuteal Pase Dysphoric Disarder

A. In most menstnal cycles during the past year, symptars in B. coourred during
the last wesk of the luteal phase and remitted within a few days after anset of
the follicular gase. In menstnating famles, these phases correspad to the
week befare, and a few days after, the aiset of menses.

B. At least five of the following synmptars have been present far most of the time
dring each symptametic late luteal pghase, at least ane of the synptams being
either 1., 2., 3. ar 4.:

1. marked affective lability.

2. persistent and marked anger ar irritability.

3. marked axiety, tension, feelings of being "keyed wp" ar "o ede".

4. markedly degressed mood, feelings of hopelessness, ar self-deprecating
thoughts.

5. decreased interest in usiml activities, e.g., wark, friends, hddbies.

6. easy fatigability ar marked lack of energy.

7. sbjective sense of difficulty in ancentrating.

8. marked cence in appetite, overeating ar specific food cravings.

9. hypersamia ar insamia.

10. other physical synptars such as breast tendermess ar swelling, headaches
joint ar muscle pain, a sensation of "hloating”, weight ain.

C. Tre distirtance sericsly interferes with work ar with ustal social
activities ar relationships with others.

D. Tre disturbance is not merely an exaceriation of the symptams of ancther
disorder such as mejar depressian, penic disorder, dysthymia ar a persamlity
disorder (although it may be superimposed an any of these disarders).

E. Criteria A.,B., C. and D. are anfinmmed by prospective daily self-rating
during at least two symptamatic cycles.

Note. From DeM-111-R, (1987).
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Chapter 2
Review Of The Literature

Premenstrual Syndrame is a multidimensional syndrome. The
combination of physical, psychological, behavioral and emotional
symptoms indicate that premenstrual changes occur simultaneously
and affect different functions of the individual. (see Table 2,
page 11). The relationships between physical distress,
perception, coping mechanisms, and emotional reactions are
complicated and confusing but appear to be mutual. The
controversy over etiology and treatment for PMS has recently been
renewed by the decision to include Late Luteal Phase Dysphoric
Disorder as a diagnostic category in the appendix of the revised
Diagnostic and Statistical Manual of Mental Disorders, Third
Edition (DSM-111-R) (American Psychiatric Association, 1987).
Such categorization and labeling of PMS symptomotology as a
mental disorder undoubtedly revives interest in and awareness of
this complex syndrome and etiology and treatment possibilities
can be expanded. (see Table 3, page 12). Most the articles and
books focus on only one aspect of etiology for PMS, the major
ones being Physiological Factors of PMS, Psychological Factors of
PMS, Social Factors of PMS, and Cultural Factors of PMS.
Physiological Factors of PMS

Studies exploring the organic etiology of PMS have been

as contradictory as those pursuing any other causality and



Table 2
Common oms of Premenstrual Systems

Affective
Sadness
Anxiety
Anger
Irritability
Labile mood

Cognitive
Decreased concentration
Indecision
Paranoia
"Rejection sensitive”
Suicidal ideation

Pain
Headache
Breast tenderness
Joint and muscle pain

Neurovegetative
Insomnia

Hypersomnia

Anorexia

Craving for certain foods
Fatigue

Lethargy

Agitation

Libido change

Note. From Rubinow and Roy-Byrne (1984).

11

Autonomic

Nausea
Diarrhea
Palpitations
Sweating

CNS

Clumsiness
Seizures
Dizziness
Vertigo
Paresthesia
Tremors

Fluid/Electrolyte

Bloating
Weight gain
Oliguria
Edema

Dermatological

Acne
Greasy hair
Dry hair

Behavioral

Decreased motivation
Poor impulse control
Decreased efficiency
Social isolation
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Table 3
Proposed Etiologies and Treatments for Premenstrual Syndromes

Etiologies Treatments

Ovarian Hormonal Hormonal
Estrogen Progesterone

Progestins/Oral
contraceptives
Progesterone Antihormonal, Danazol
Androgens

Fluid and Electrolyte Hormonal
Prolactin Psychotropics
Aldosterone Lithium
Renin/Angiotensin MAO Inhibitors
Vasopressin Sedative-Hypnotics

Other Hormonal Other
Endorphins/Enkephalins Bromocriptine
Alpha-Melanocyte Stimulating Hormone Pyridoxine
Glucocoricoid Dietary Restriction
Androgen Diuretics
Insulin Prostaglandin Precursors/
Melatonin Inhibitors

Neurotransmitter

Monoamines (5-hydroxytryptamine,
Norepinephrine, Dopamine)
Acetylcholine

Other
Endometrial Toxins
Vitamin B6/magnesium

Prostaglandins

Note. From Rubinow and Roy-Byrne (1984).
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research findings are inconclusive and contradictory. An
extensive range of physiological formulations currently exists,
the most interesting of which include theories that link PMS
symptoms with vitamin deficiency, changes in central
transmitters, hypoglycemia, and fluid retention (related to
estrogen, progesterone, and dopamine). However, of all the
physiological theories, the relationship between hormones and PMS
has attracted the most attention. Progesterone commonly is
prescribed to relieve severe PMS symptoms on the assumption that
the syndrome is caused by progesterone deficiency, Dalton and
Norris study (cited in Siegel,1987). Although most clinicians
suspect a relationship between hormonal fluctuations and PMS,
Siegel feels that no empirical evidence documents this position.
However, in a close study of the menstrual cycle and its
dependence on hormonal balance, a relationship would seem
probable.

During a normal menstrual cycle, estrogen and progesterone
influence mood and behavior and energy levels while playing
definite roles in the normal progression of changes involved in
the preparation for pregnancy, (Krause & Mahan, 1984). The
first two weeks after menstruation, from day 1 of the cycle
(onset of menses) to ovulation, is the estrogen phase, or
follicular phase, and the next two weeks, from ovulation to the
onset of menses, during which time the corpus luteum is
functioning, is the progesterone phase, or luteal phase. It is

the act of ovulation which technically determines the length of
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an individual's cycle. Estrogen stimulates ovulation, so that
the level of circulating estrogen continues to rise immediately
after menstruation until it peaks at ovulation. 1In this way
estrogen acts as a stimulant to the central nervous system and we
begin to see a chain of events between the menstrual cycle,
hormone levels, and the central nervous system.

Successful functioning of the nervous system depends on the
release of sufficient quantities of neurotransmitters in the
brain that are influenced by diet, (Krause & Mahan, 1984). Such
an explanation is beyond the scope of this study, but a summary
of the interaction between hormones and the primary amines is
important.

(Goodhart & Shils, 1980). Four primary amines, serotonin,
dopamine, norepinephrine, and acetylcholine are synthesized from
amino acid precursors and are influenced by dietary intake.
Phenylalanine is a precursor of norepinephrine and is responsible
for a euphoric state and tyrosine, a precursor of dopamine, is
responsible for mental alertness, appetite suppression, proper
elimination of fluids from the body, and helps to eliminate salt.
Both require moderate but consistent amounts of protein in the
diet.

Mallek (1989) believed that protein supply is most helpful
to an individual's PMS symptomotology if consumed as a priority
food in a well balanced diet during the luteal phase.

Choline consumption, included in the vitamin B complex, is

also essential for synaptic transmission. Pyridoxine is vitamin
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B6 and is associated with the utilization of unsaturated fatty
acids. Both are essential in the diet for estrogen to be broken
down in the liver properly, (Goodhart & Shiles, 1980). Choline
metabolism is affected by several dietary and psysiological
factors in addition to the precursors and accessory factors
directly involved in choline synthesis. Under experimental
conditions the amount and type of fat in the diet, energy intake,
type of carbohydrate eaten, total amount of protein in the diet
and possibly the amount of dietary cholesterol influences the
quantity of choline required, (Goodhat & Shiles, 1980). If
estrogen is not broken down to estriol, it migrates to target fat
cells. BAn excess of estrogen produces salt retention and
impending increase in weight, bloating and pressure headacheg,
(Goodhart & Shiles, 1980).

In the 1940's Biskind concluded from a series of studies
that premenstrual syndrome was the result of an excess of
circulating estrogens which was caused by decreased liver
metabolism of estrogens which he believed was the result of a
deficiency of vitamin B complex. The Biskinds and others also
reported in uncontrolled, open-drug trials a beneficial effect of
vitamin B complex. While these results could not be confirmed in
a controlled study by Stokes and Mendels (1972), Abraham and
Hargrove (1980) reported a significant beneficial effect of
vitamin B6 in 21 out of 25 patients with PMS in a double-blind,
cross-over, placebo-controlled study.

Excess estrogen can also lead to low levels of blood sugar.
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This is influenced by an imbalance of carbohydrate metabolism and
can manifest symptoms of hypoglycemia. (Hypoglycemia should be
treated along with PMS,) (Goodhart & SHiles, 1980).

Hypoglycemia is a potent stimulus for an increased production of
epinephrine, which could affect behavior. High levels of sugar in
the diet force tryptophan into the brain where it acts as the
precursor of serotonin. Serotonin has beneficial affect under
normal circumstances, but when found in excess quantities, it
stimulates the release of ACTH, adrenocortico-tropic hormone,
which can cause nervous tension, palpitation of the heart,
drowsiness and an inability to concentrate, (Krause & Mahan,
1984).

Other symptoms of PMS are related to an increased
consumption of refined carbohydrates. However, Mallek (1989),
maintained that low-fiber carbohydrates take advantage of surging
estrogen levels and when consumed, are advantageous during the
ovulation phase of a female's menstrual cycle.

Mahan, (1984), in reporting on neurotransmitters and their
relationships to diet, stated that high-carbohydrate meals lead
to elevated brain tryptophan and brain serotonin.

Studies have documented the presence of specific food
cravings or changes in eating behavior during different stages of
the menstrual cycle. Smith and Sauder (1969) found an
association between the occurrence of cravings for foods and/or
sweets and premenstrual feelings of tension or depression.

Tomelleri, (1986) in a six week longitudinal study, examined the
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effects of the menstrual cycle on food cravings in eighty three
college women. Women reported a greater preference for chocolate
during menstrual flow than during other stages of the menstrual
cycle. Most of the previous studies involving the menstrual
cycle and food cravings have focused on the premenstrual phase.
Food cravings, especially those for sweet or chocolate foods, are
often considered symptoms of PMS, (Smith & Sauder, 1969)
(Abraham, 1984). Morton et al. (1953) found that 37% of 249
prison or reformatory inmates reported increased cravings for
food and/or sweets during the few days premenstruum. Smith and
Sauder, (1969) in a study involving thirty seven middle-aged
women who were mental hospital patients or former psychiatric
patients, found an association between premenstrual depression and
craving for food and/or sweets. Age may particularly affect
menstrual symptoms, and perhaps food cravings at particular
stages of the menstrual cycle.

Food cravings are attributed to a lack of specific nutrients
in the diet. Chocolate is a good source of magnesium.
Pennington and Church (1985) reported that two ounces of chocolate
candy contains a range of forty to fifty milligrams of magnesium.
The recommended daily allowance for adult women is three hundred
milligrams . Abraham and Lubran (1981) found that PMS patients
had lower red cell magnesium levels than normal subjects. The
investigators suggested that magnesium-deficient individuals
might benefit from magnesium replacement. Chocolate is also one

of several foods known to contain pharmacologically active
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amines; compounds that exert certain physiological effects on
the body. (Hurst, et al., 1982). Chocolate products also
contain caffeine and theobromine, which are known stimulants.
(Gilman, et al., 1985).

Psychological Factors of PMS

The search for a psychological etiology for PMS has
primarily focused on assessing the relationship between
premenstrual complaints and 'neuroticism' and rejection of the
feminine role. 1In her review of the literature, Gannon (1981)
concluded that the available empirical evidence was inadequate
to support the psychological causation of menstrual distress.

She pointed out methodological problems related to lack of
standardization procedures for assessing symptomotology and
confounding due to similarity of items on instruments assessing
menstrual symptoms and neuroticism or personality adjustment.
All of the studies which were reported regarding the relationship
between premenstrual symptoms and personality factors used
non-symptomatic or minimally symptomatic women and the average
age of the population most effected by significant premenstrual
symptoms appears to be in the early to mid 30's rather than in
the college student population employed in many of the studies
she reviewed.

Stout and Steege (1985) obtained descriptive psychological
profiles on women who were significantly troubled by premenstrual
changes enough to seek treatment by means of psychological

assessment. The results of the study did not support either of
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the two most commonly held theories regarding the personality
styles of women who complain of premenstrual symptoms. When
evaluated in the follicular phase of the menstrual cycle, the
largest group of the women had normal Minnesota Multiphasic
Personality Inventory (MMPI), scores on profiles. The remaining
profiles were not strongly characterized by any particular
personality type.

The hypothesis that women who experience premenstrual
distress had rejected the feminine role was also not supported in
Stout and Steege's study. The most common feature of the MMPI
profiles were the very low Scale 5 (Mf) which reflects a very
strong endorsement of the traditional feminine role. This
finding was particularly striking in regard to other
characteristics of the population, for instance, that 63% had
completed college, with 18% of those women having graduate
degrees, and 68% of those women were employed outside the home.
These findings suggest the possibility that this sample of women
may represent a group that is particularly stressed by role
conflicts related to career goals and stereotypic female values.
The unusually low scores on the MMPI's Scale 5 (Mf) were
compatible with the finding that 40% of the profiles had either a
3-4 or 3-6 combination in the highest three scales in that both
the code-types are associated with strong tendencies to over
control or repress angry feelings. This personality style is
congruent with the clinical observation that these women

frequently came for treatment stating that their premenstrual
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irritable outbursts are "not like me" in spite of the fact that
the issues involved in reported premenstrual arguments are
usually legitimate concerns.

Coppen (1965) studied PMS in neurotic and psychotic women
and concluded that premenstrual instability is likely in
neurotically predisposed women. However, Rees (1953) studied
normal and diagnosed neurotic women and reported that, although
the intensity of premenstrual tension correlated positively with
neurotic predisposition, treatment that improved neurosis failed
to improve PMS symptoms. Several other studies also have failed
to confirm any statistical relationship between neurotism and PMS
(Kleinsasser, 1975; and Sanders et al., 1983).

Psychological symptoms of PMS often resemble depressive
disorders, including symptoms such as hypersommnia, increased
appetite, and rapid mood changes (Halbreich & Endicott, 1984).
Although the emotional PMS symptoms and depressive disorder
symptoms are similar, PMS only occurs during a 10- to 14- day
period and is less severe than those of the affective disorders.

After studying nonclinical populations, Roy-Byrne, Hoban and
Rubinow (1987) found that the relationship between PMS and
affective disorders remained unclear. However, these researchers
suspect a common neuroendocrine marker exists for both PMS and
affective disorders

Two forms of treatment for the psychological symptoms of PMS
have been researched: psychotherapy and lithium treatment

(Kathol, 1987). Some researchers reported improvement in PMS
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sufferers, but conducted uncontrolled studies. The results of
controlled studies suggested that neither treatment affected
significant improvement in PMS symptomatology. Counseling
techniques have been helpful clinically in the management of PMS
symptomotology (Massil & O'Brien, 1987).

Psychological and Sociological Factors of PMS

A psychological element of PMS, marital satisfaction, was
one of the independent variables in a study by Patricia Coughlin
(1990). For five years the author had worked at a center that
treated women with PMS. Counseling married couples at the center
led to her concern about the effects of a stressful marriage on a
woman with PMS. Clinically, it was observed that as the degree
of dissatisfaction in the marriage increased, the intensity of
PMS symptoms also increased. Coughlin's 1990 study was conducted
to demonstrate the negative effects of stress derived from the
marital relationship on the intensity of premenstrual syndrome.
The sociopsychological variables of life-event stressors, career,
and career choice were examined to see what part, if any, they
play in the symptomotology of PMS. Coughlin's treatment
hypothesis was that if marital stress was shown to affect PMS,
then social work intervention and marriage and family therapy
might ameliorate the course of a woman's PMS. Coughlin used
three groups of married women judged to vary in the intensity of
their PMS symptoms from mild to moderate to severe. It was
hypothesized that recent life events exacerbate the intensity of

PMS symptoms and that career role, especially when choice is
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involved, mediates these symptoms. It was further hypothesized
that women experiencing dissatisfaction in marriage lack a key
source of social support and that this in itself becomes a
stressor, exacerbating PMS symptoms.

The physiological element, the intensity of PMS, was the
dependent variable in the Coughlin study and was measured by the
Menstrual Distress Questionnaire (MDQ) (Moos, 1968), an
instrument that has been used frequently in the literature on PMS
and that has been found to have both adequate reliability and
construct validity.

The psychological element, marital satisfaction, was one of
the independent variables of the Coughlin study. Satisfaction
with marriage was measured by the Marital Satisfaction Inventory
(MSI) (Snyder, 1981); this instrument also has been found to
have both adequate reliability and construct validity.

The sociological element, recent life-event stressors, was
another independent variable in the Coughlin study and was
measured by the Recent Life Events Scale (Holmes & Rahe, 1967).
The sociological elements of career and career choice were also
independent variables in the study. Yes-or-no questons asked
whether the woman had a career outside the home and whether she
had chosen to have a career outside the home or to be a full-time
homemaker. To maximize the variability of the subjects on
intensity of PMS symptoms, three groups were selected from four
settings; a clinic, a lecture, a corporation, and a mother's

club. The final sample from all groups consisted of 150 women,
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75 with a career and 75 homemakers, who were in their first year
of marriage, were aged 21 to 49, were caucasian, had at least one
child, had at least one year of college or equivalent, were not
pregnant or lactating, and had menstrual periods.

Contrary to what was expected, married women with
child-rearing responsibilities who had careers outside the home
had a greater intensity of reported PMS symptoms than did those
who were homemakers. When choice was entered into analysis, it
had the strongest relationship to intensity of symptoms. The
group with the highest intensity of symptoms was the women who
had careers but not by choice. The homemaker-by -choice group
had the lowest symptom intensity. Thus, in the group of married
women with child-rearing responsibilities, choice empirically was
a much more cogent characteristic in PMS symptom reduction than
was career.

A possible explanation of this finding is that married women
with child-rearing responsibilities who have a choice are more in
control of their environment and thus have lower stress levels
and correspondingly lower PMS symptom intensity.

Although marital satisfaction was found to be the best
predictor of PMS (r=-0.26), after general life stressors were
controlled for, no significant differences on the MSI were
revealed across the groups studied. The explanation may be that
marital dissatisfaction, although overall a good predictor of

PMS, did not discriminate well among groups. Therefore, the
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instrument may not have been sensitive enough to predict PMS
symptom intensity differences within the four settings chosen for
the Coughlin study.

One anomalous finding was the similarity in MSI scores,
indicating a high level of marital distress in all four groups.
In particular, the scores of the mother's club group showed high
marital stress and low PMS.

Although theoretical models cannot be fully researched in a
single empirical study, the Coughlin study indicates that marital
distress contributes to the severity of PMS symptoms.

Some research suggests that PMS is more likely in married
women because symptoms are more likely to get worse with each
pregnancy. But, studies have not yet been published on single
mothers, childless married women and women living together to
examine how much of the variance can be accounted for by a
marital relationship.

Wynne (1986) and Labrum (1983) studied hormone levels and
cervical cell changes, and the sensitivity of a PMS woman and her
spouse to these changes. In one case, a husband accurately
charted his wife's cervical cell changes and hormone levels based
purely on her behavior. 1In another case, the husband could
recognize the changes twelve hours ahead of his wife. These
studies provide interesting evidence of a strong interactional
impact,

Susan McDaniel, (1988) a clinical professor of Psychiatry

and Family Medicine at the University of Rochester in New York,
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reports that with each couple she has treated where PMS is an
issue, a predominant distancer-pursuer dynamic has existed
between the two. True to societal expectations, the premenstrual
woman has been the emotional pursuer and the man the emotional
distancer. While the man is the dominant member of the pair most
of the time, the woman takes center stage during the premenstrual
phase, and expresses her feelings in what the husband experiences
as a pursuing, angry, irrational, or pleading way. During the
premenstrual time period, roles shift and the husband distances
from the intensity of his wife. The more the husband withdraws,
the more desperate the woman becomes. Both feel misunderstod and
needy. McDaniel's hypothesis is that the symbolic experience of
each member of the couple has resulted in a power imbalance in
the marriage, with the woman being one-down. This imbalance is
the norm for most of society but is dysfunctional for alot of
women and alot of couples.

Siegel (1986) also explored the relationship between marital
dynamics and severity of premenstrual distress. She proposed
there would be a significant relationship between Marital
Intimacy, Marital Satisfaction, and Premenstrual Distress. Women
who experienced severe premenstrual symptoms were predicted to
show a lack of intimacy on Waring's Measure of Dyadic Intimacy,
and to, also, express a high degree of dissatisfaction of their
current dyadic relationship as measured by Renne's Index of
Marital Satisfaction. A Menstrual Distress Questionnaire was

also given to each subject.
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In the Siegel study a negative correlation for dyadic
intimacy and the Mental Distress Questionnaire was found, which
demonstrates that women with low levels of intimacy were found to
have high levels of premenstrual distress. To clarify the nature
of the problems inherent in lack of marital intimacy, the global
measure of Marital Intimacy was broken down into its component
subscales. Correlation with premenstrual distress showed
statistical significance for only the scales of Conflict
Resolution, Compatibility, and Identity. To test the hypothesis
of a positive relationship between marital satisfaction and
premenstrual distress, a Pearson correlation statistic was
calculated, and found to be significant (r=.257, p=.004). Thus,
women who were not satisfied in their dyadic relationships were
more likely to experience troublesome premenstrual symptoms.

Coppen and Kessel (1963) reported a greater prevalence and
severity of premenstrual symptoms in married women versus single
women. They felt the material brought up during premenstrual
outbursts often involved valid marital issues which the couple
had been unable to address productively at any time in the
menstrual cycle. Women often complained of their inability to
control their feelings of dissatisfaction during the premenstrual
weeks.

Cultural Factors of PMS

Fausto-Sterling (1985) pointed out in a book entitled,
"Myths of Gender", that the symptoms associated with PMS are

present in all of us (male and female) from time to time.
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Cassidy (1982) stated in an article concerning protein
energy as a culture-bound syndrome, that the discovery of PMS at
this specific time in history of western industrial culture
should not be surprising in the least, nor should the fact that
major impetus for recognition of PMS has come not from medical
professionals, but from lay women. Cassidy felt it represented a
"negotiated reality" which has resulted from a process
characterized by confusion, definitional difficulties, and
problematic therapeutic relationships. These are said to be the
keys to seeking and finding culture-bound syndromes in Western
culture. .

The social upheaval in Western culture brought about by the
women's movement and feminism is probably not unrelated to our
interests and reactions to PMS at this time. As McKay (1983) has
stated, "Premenstrual tension has been both seized upon and
discredited as a phenomenon to explain the intricacies of
womankind". Women are divided on the issue. PMS is a feminist
issue of the eighties, both pro and con. Some women argue
against ever accepting the diagnosis because they believed it
bought into a patriarchal worldview and devalues and medicalizes the
female experience. They believed PMS perpetuates the "raging
hormone hypothesis", a hypothesis that promotes fears of women
being fundamentally emotionally unstable. This same hypothesis
has been used to argue against having a woman president because

she might drop the bomb during an irrational premenstrual fit.
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Presumably, this same hypothesis led a Latin American diplomat
after the war in the Falklands to imply that Prime Minister
Thatcher's response to the Argentine invasion had something to do
with her menstrual cycle. (Sommer, 1983). 1In fact, research
generally has shown no evidence of menstrual debilitation in the
general population on cognitive tasks, (Asso, 1985/86) work and
academic performance, perceptual-motor tasks, or
psychophysiological measures. (Sommer, 1983). However, these
data do not speak to the atypical or extreme groups with PMS.
While some women fight against the diagnosis of PMS on
political grounds, others argue that PMS can provide validation
of a woman's experience without making her feel blamed.
(Sojourner, 1983). PMS Action Incorporated has a national
educational and political self-help group whose existence
reflects the importance of a diagnosis of PMS to some women.
However, Reid and Yen (1981) in a medical article, responded to
the popular appeal of the diagnosis by sounding fearful of what
they termed "the PMS subculture" populated by women who described
their premenstrual behavior as "PMS-ing". Reid and Yen imply
there are women who organize their lives around the diagnosis of
PMS, like people who organize their lives around a diagnosis of
alcoholism, and who are likely to make frequent, demanding visits
to their primary-care physicians. Whether this scenaric is
reality based or not, it is clear that diagnosing PMS presents
both advantages and disadvantages to patients, families, and

health care providers.
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There is little doubt that women's cultural expectations and
role stereo-types influence their experience of the menstrual
cycle. Many factors are likely to influence an individual
woman's response, including modeling after a mother or a sister,
secondary gain resulting from the reactions of those in her
immediate social system, anxiety due to ignorance of basic
physiology, and religious and social teachings. Brook, Ruble and
Clarke found that women are conditioned to expect fluid
retention, pain, and emotional reactions the week before their
period. (Brook et al. 1977).

Sex-role stereotypes and sexual politics also influence a
woman's experience. As Sommer (1983) put it, "Because the
menstrual cycle is such a clear biologically distinguishing
feature between the sexes, its correlates, concomitants,
accompaniments, ramifications, and implications have become
intrinsically bound up with issues of gender equality". Given
the pressures of traditional socialization for females to be
soft, nurturing, and kind, some women may feel that for three
weeks a month they are expected to be "good girls", then for one
week a month it is acceptable to be angry. Stout and Steege
(1985) found that on the MMPI that women with PMS are more likely
to accept the traditional feminine role. Friedman and Jaffe
(1985) found that housewives report the highest level of
symptoms, and Price et al. (1986) reported that assertive,
career-oriented women are less likely to report symptoms.

Others, however, report the reverse and describe the "modern
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woman" or the woman who rejects the traditional feminine role as
more likely to have PMS. (Berry & McGuire, 1972, Dalton, 1977,
Levitt & Lubin, 1967). Whether this is a somatic representation
of the societal inequities women experience, a biomedical
disease, or some interaction of these at the interpersonal level
may be impossible to distinguish.

Clearly, some women, because of the way they are socialized,
do not value their emotional sensitivity. Susan McDaniel (1988)
feels that the more this is the case, the more likely their
premenstrual emotionality will be destructive.

Summary of Literature Review

Focusing on only one aspect of PMS etiology does not appear
to be helpful in alleviation of symptomotology. A solitary
diagnosis of progesterone will prokably not be sufficient because
we are attempting to create a balance within the woman's system
and artificial ingestion of a hormone will retard the system's
natural production of that hormone. But, if the woman's system is
to be stimulated to produce the necessary hormonal levels needed
to alleviate a majority of symptoms, that stimulant would need to
be natural and holistic in effect. We see circular causality and
effect within a system as hormones stimulate the central nervous
system that influences behavior. Then because the successful
functioning of the central nervous system depends on the release
of sufficient quantities of neurotransmitters in the brain,
resulting physical states become part of the circle, their

condition depending on the strength of the whole system. A
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balanced nutritional diet influences all aspects of the circular
system and for that reason is extremely important for management
of PMS symptomotology.
eses

The hypotheses of the study were as follows: It was
predicted that with increasing self-discipline that:

Both physical and affective symptoms of PMS symptomotology
will be reduced with a balanced diet and avoidance of harmful

stimulants.



Chapter 3
Method and Results

Ten women, who answered a newspaper advertisement, (see
Appendix A), for women who felt they suffered from PMS
symptomotology and were interested in taking part in a
research study investigating those symptoms, were
interviewed. The interview consisted of an explanation of
the research program, an introduction to the research
packet, (see Appendix B) and completion of the Interview
Form, (see Appendix B). Each subject was instructed to keep
her daily symptom checklist and mark all symptoms and
corresponding information on that list, including basal body
temperature, the calendar date of each entry and the day of
the menstrual cycle. For the first month of the study, the
subjects goal was to become acquainted with her menstrual
cycle regarding ovulation day and luteal phase
symptomotology, (see Appendix B for menstrual cycle
information). For the second month of the study, the
subjects goal was to incorporate into her daily eating
habits, a nutritious balanced diet, (see Appendix B for
nutritional information). Subjects were asked to abstain
from foods such as coffee, sweets, cola, tea, red meat,
liquor, chocolate and salt. 2Any deviation from the
abstention was documented with the day it was consumed and
the amount, (see Appendix B).

The subjects were reminded of the aim of the research

program; to test the effects of a balanced diet on food
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cravings. A retrospective list of their particular food
cravings was made and the food craving category of the
symptom checklist was pointed out. The accumulated scores
in this category, for each month, was the comparison measure
for determining the effects of a balanced diet on the
subjects food cravings.

A responsibility clause was signed by each subject who
took part in the study, (see Appendix C).

At the initial interview a 90-item version of the
Hopkins Checklist self-rating inventory was administered.
The eight factors measured were labeled Somatization,
Phobic-Anxiety, Retarded Depression, Agitated Depression,
Obsessive-Compulsive, Interpersonal Sensitivity,
Anger-Hostility and Psychoticism. This test was scored by
and used to rule out psychological disorder that may be
confused with PMS symptomotology. Scores of 4 or 5, that
were experienced by the subject in the follicular stage of
the menstrual cycle, were considered out of range of PMS
symptomotology, and were not a part of this study. Scores
of 4 or 5 that were experienced by the subject only within
the luteal phase of the menstrual cycle were considered
appropriate for measurement of PMS symptomotology. This
distinction was made clear by the test taker as scores of 4
or 5 were documented as luteal phase or follicular plus

luteal phase symptomotology .
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Tahle 4
Wilooxen Matched-Pairs Signed-Renks Test

Befare diet: 3.5 3.0 1.0 4.0 2.0 3.6
After diet: 2.3 2.5 1.0 4.0 1.8 2.2
Diff. (B-A): 1.2 0.5 0.0 0.0 0.2 1.4

Signed Rark: 3 2 0 0 1 4

T4= (the sum of positive rarks)= 10
T—= (the sum of necative ranks)= 0

The first two rows in the table contain the subjects
first month scores for the subjects category, food craving,
from their PMS symptom checklist. Row one contains food
craving scores before the nutritional diet and row two
contains food craving scores after the nutritional diet was
undertaken. The third row contains the difference scores,
obtained by subtracting the "after" scores from the
"before". The sample size was reduced due to mortality in
four who did not complete the project. Notice that zero
subjects showed a negative change in PMS symptomotology
after incorporating a nutritious diet. Row four and five
are for the purpose of reporting either a positive or a
negative direction of change, but the direction in this test
was positive with two exceptions of no change.

At the bottom of the table is the sum of the positive

and negative ranks. T+ reporting the sum of the rank of



Difference row. T- reporting zero negative scores. Since T
is defined as the smaller absolute value of T+ and T-,
T=0.00.

The researcher chose the Wilcoxen Matched-Pairs
Signed-Ranks Test because of the small sample size and
having ranked data. Normality was not a question within
this population therefore a distribution free test was found
appropriate.

In sumation, the researcher accepted the "difference"
hypothesis that was originally stated. A difference was
found between the subjects food cravings scores for the
first month as compared to the subjects food craving scores

for the second month to which a nutritious diet was added.
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Chapter 4
Discussion

Women's Experience With PMS

The research indicates that a number of women who suffer from
PMS are experiencing anxiety surrounding the traditional female
role. A conflict arises for many women surrounding the
situation in which both the man and the woman in the household
work outside the home. It seems that some women suffer anxiety
because they must work outside the home while others suffer
anxiety because it is difficult for them to move successfully
into the job force. Additionally, many women resent their dual
roles in the family as provider and care-giver and their personal
lives suffer. At the same time that they are trying to take this
new place in society, they lack the support they need to make the
transition and often blame themselves. It is easy for society to
blame women and for women to blame themselves because of the
idealism surrounding the female role in the past. Women may not
feel comfortable asserting themselves as their male counterparts
may because they are often labeled as "bitchy", while the
assertive male is perceived by most of society as being
authoritative when asserting himself.

The issue of control seems prominant with women who suffer
from PMS. If women are comfortable in the work force but also
want to take care of their home and children in the traditional
way, their lives may seem out of control. If they are in the

home but need to enter the work force, but cannot find a job,
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they may feel they are not in control of their lives. At this
point in the history of our society, the role of the female is
one of bewildered ambivalence. And, society seems to be blind to
their everyday stress. Interpersonally, as PMS sufferers
experience conflict they often repress their angry feelings. As
life stresses are added to the repressed anger, they often reject
the superwoman posture for one of explosive temperamentalness.
This will most 1likely happen when they are entering a vulnerable
time, for instance, at the luteal phase of their menstrual cycle.
What we tend to forget as a patriarchal society is that men alsc
have their vulnerable times, but their vulnerable times are not
as conveniently predictable as is their female counterpart.

Etiology of PMS

Past approaches to PMS etiology have suffered from the
restrictions and limitations inherent in a linear, single level
concept of causality. Recognition of the multiple factors of
etiology calls for a systems perspective that allows for circular
interaction among complex, multiple phenomena. (see Glossary).

Episodic outbursts during the luteal phase, may accomplish
two functions that perpetuate the cycle of dysfunctional conflict
resolution within a marital union. First, the outburst may allow
an expression of tension, anger, and frustration that had been
building up during the cycle. Second, the outbursts may be
blamed on a physiological disorder that is beyond the woman's
control. The woman is accordingly excused for her outburst, and

of greater importance, the content of the outburst is dismissed.
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The unresolved issue would add to the woman's feeling of
incompatibility with her mate, and cause the cycle to be
perpetuated. The woman is left ashamed of her temper and
possibly doubtful of her partnership identity.

Treatment of PMS

We can help women who suffer with PMS gain control over
their environment by encouraging them to maximize their choices
whenever possible, this can probably be best accomplished with
Marriage and Family Therapy. When such couples present to a
therapist for marital counseling it is important to have a
physician familiar with PMS examine and educate the couple about
PMS early in the treatment process. The diagnosis itself can be
a constructive intervention in the couple's destructive blaming

cycle. Perhaps the woman and her partner have been so involved

- in the emotional and power issues of the relationship that they

have ignored more basic, physical issues. Suddenly, their
attention is drawn to the woman's physiology, and the effect of
that physiology on her behavior. Inviting the husband to the
appointment and soliciting his ideas can help interrupt the
pursuer-distance cycle in a constructive way. The woman is
empowered by being put in charge of her health and given tasks
such as charting, dieting and exercise, which focus her on taking
good care of herself. If the power struggle has been intense but
the relationship has some potential, then supporting the wife
allows her to pursue her husband with less intensity ané allows
the husband to feel safe in coming forward and supporting his

wife.
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PMS and the Workplace

A correlation may exist between PMS and the degree to which
employers address involvement in similar issues such as stress,
burnout, fitness, drug and alcohol abuse, etc. which are central
to employees but which can also possibly affect work behavior. A
logical choice might be to incorporate PMS management into
existing wellness programs. Other alternatives might be to
invite guest speakers to address interested groups or encourage
employees to meet and discuss PMS-related problems and creative
ways to deal with them. Flexible working hours might also be
helpful. Beyond this, referrals to outside groups or medical
resources may be indicated.

Employers must realize that a primary concern among women is
that PMS might be used to keep them out of important and higher
paying jobs. As Rosenberg (1986) has noted, some feminists have
gone so far as to suggest that all talk of gender differences
(including PMS, menopause, pregnancy, and menstruation) "may have
to be suppressed in the future lest it be used against women".
However, Redgrove (1971) presents a more progressive view when
she suggested that the ability to predict lowered capacity due to
PMS may make women employees preferable to men, whose output
changes cannot be forecast. Still, in many women's mind,
admitting to suffering from PMS will reinforce men's worst female
stereotypes. That is, women are hostages of their hormones. It
is crucial to our progress as an egalitarian society that women

support other women in their femaleness, regardless of variation



