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Abstract
This dissertation explored factors related to heterosexual women's use of
the label "PMS" and the question of why so many women who say that they have
PMS do not meet prospectively-based researcher criteria. Participants were
recruited through Vancouver city newspapers and posters for a study of
emotional, behavioural, and health patterns. They were screened for
hysterectomies, ovariectomies, pregnancy, and chronic illnesses. The 58
women in this study (mean age=34.5) provided daily prospective data over a
mean of 15 weeks for 15 variables representing 4 different types of symptoms:
mood, relationship, concentration and work performance, and physical and
activity symptom types. At the beginning of the study, they completed the Beck
Depression Inventory. During a final interview they completed various
questionnaires regarding romantic relationships, stress, history of abuse, and
attitudes toward menstruation. During her final interview, each woman was
asked whether she had ever had PMS and, if so, what she believed caused it.
Only 16% of the women met researcher-designated criteria for PMS and
9% met researcher-criteria for PDD (Premenstrual Dysphoric Disorder, A P A ,
1994), but 60% believed that they currently had PMS. There was very little
match between researcher-designations and self-designations for any of the 15
prospective variables. Instead, consistent with schematic theories of PMS, it
was women's attitudes toward menstruation that were most strongly related to
self-designation. Women who said that they currently had PMS were more likely
to view menstruation as debilitating, natural, and predictable. They had higher
depression scores and reported more frequent and enduring experiences of
anger. More of these women reported having been emotionally abused as an
adult, emotionally abused as a child, and physically abused by a past or current
romantic partner. Although women who said that they had never had PMS

Ill

perceived menstruation as more bothersome, they believed that women should
be able to ignore it. Current-Say and Never-Say women did not significantly
differ for other forms of abuse, partner satisfaction, or daily uplifts. Daily hassles
did not reach statistical significance at the multivariate level, but univariate
significance indicated that Never-Say women might experience fewer daily
hassles than Current-Say women. The prospective data were analyzed
idiographically using prediction analyses. Current-Say women demonstrated
more uncharacteristic cyclicity during the midcycle phase across the 15 variables
and 4 symptom types. Never-Say women showed more uncharacteristic
cyclicity during the postmenstrual phase. No differences were found for other
phases. These findings, and other results, argue against the use of simple
premenstrual-postmenstrual and premenstrual-intermenstrual difference
measures in diagnosing PMS or PDD.
It was concluded that, although the women's self-designations did not
match their prospective data, they could not be explained simply as a
mislabelling of negative cyclicity in other phases. There was also mixed
evidence for the hypothesis that women's reports of having "PMS" were part of a
generalized over-reporting of symptomatology or dissatisfaction. Possible
explanations for women's self-designations are discussed, including schematic
representations of both menstruation and general illness and a "contrast
hypothesis" modified from the version proposed by McFarlane and Williams
(1994). This contrast hypothesis suggests that cyclical changes occurring during
a particular non-premenstrual phase are related to women's self-designations
according to (a) the timing of these changes relative to the visible and salient
menses, in conjunction with (b) their attitudes toward menstruation. Close to half
(45%) the women who said that they had experienced PMS attributed their
perceived PMS to a bidirectional model of physiology and environment, and 58%

of the women saying that they had PMS believed that it happened occasionally
rather than inevitably. Overall, the women's representations of menstrual
cyclicity were neither simple reflections of cultural stereotypes nor pervasively
negative, but rather diverse and complex. The results that link depression,
anger, and specific forms of abuse to self-designations suggest that women
saying that they have PMS are indicating difficulties that may or may not be
menstrually-related. Researchers and other professionals need to assess the
nature of those difficulties in women presenting with "PMS".
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Introduction
Defining PMS
One of the most pivotal yet unresolved issues in menstrual cycle research
has been the definition of "Premenstrual Syndrome" (PMS). Reviewers have noted
prevalence rates ranging from 5 to 95% (Ussher, 1992a), from 5 to 97% (Veeninga
& Kraaimaat, 1985), from 20 to 90% (J. P. Siegel, 1986), and from 29 to 97%
(Bancroft & Backstrom, 1985). Such broadly encompassing reports have resulted
from widely differing ways of defining and measuring PMS. There has been little
agreement among researchers on the number, timing, or duration of the phases of
the menstrual cycle. The part of the cycle against which the premenstrual phase
has been compared to assess PMS pathology has varied across studies. There
have been no consistent criteria for distinguishing menstrual "symptoms" from
normal menstrual "changes". Moreover, the literature lacks reliable standards for
deciding on the type, severity, and number of symptoms required to constitute a
"syndrome". There is not yet even agreement that PMS either is or should be a
syndrome. In an effort to incorporate the disparate approaches to PMS, in the
literature of the last decade PMS has increasingly been represented as a
multidimensional construct (Woods, Lentz, Mitchell, & Kogan, 1994). The lack of
agreement on a core set of symptoms has led some researchers to re-emphasize
Moos' (1969) original proposal that PMS is a composition of "syndromes", rather
than a unitary "syndrome" (Abplanalp, 1983; Bancroft & Backstrom, 1985;
Cumming, Cumming, Krausher, & Fox, 1991; Halbreich, Endicott, & Nee, 1983;
McMillan & Pihl, 1987; Reid, 1985; Rivera-Tovar, Pilkonis, & Frank, 1992; Ussher,
1991; Van der Ploeg & Lodder, 1993) (For a more thorough description of PMS
definitions as documented in the research, see Appendix A). Moreover, these and
other efforts have been pursued primarily to establish the meaning of PMS among
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researchers. Relatively little research has addressed how the women who are the
"objects" of this definitional discourse interpret "PMS".
We collected data for a large longitudinal project to examine women's cyclical
patterns.

1

In the first study deriving from this project, no relationship was found

(phi=-.08) between women's self-designations as having or not having PMS and
these same women's prospectively determined PMS status based on 4 months of
daily mood data (McFarlane & Williams, 1994). This suggests that women may be
using the label "PMS" differently than researchers or may not be accurately recalling
their menstrual patterns in applying the "PMS" label. Several reviewers have called
for more direct investigation of how women who use the term PMS define it
(Cumming, Urion, Cumming, & Fox, 1994; Koeske, 1980b; Rodin, 1992; Stoppard,
1992). To clarify communication about PMS between women and researchers, as

The choice of cross-sectional or longitudinal methodology is an issue of debate
among developmental psychologists. McCall (1977) has referred to longitudinal
research as the lifeblood of developmental psychology. Prospective (longitudinal)
data are especially important to menstrual cycle research. In an effort to reduce
cost, optimize time investment, and allow analysis of the full richness of longitudinal
data, some reviewers have strongly recommended that a multipurpose approach
be taken to permit the production of several smaller studies within the larger project
(Harway, Mednick, & Mednick, 1984; Mednick, Griffith, & Mednick, 1981; Mednick,
Mednick, & Griffith, 1981). Concerns regarding the accrual of Type I error often
precludes or discourages the analysis of all potentially relevant variables and
questions within a single study. Yet, without the analysis of additional information, a
more complete picture as well as possible contradictory findings may be overlooked
(Colby & Phelps, 1990). This longitudinal project is consistent with those
recommendations. Two studies (McFarlane & Williams, 1994 and this dissertation)
have been conducted on the same women, addressing different questions and
analyzing different parts of the data set. Data collection was collaborative, but the
studies were designed, analyzed, and produced independently. Some reviewers
have strongly argued for an archival approach to maximize the value of longitudinal
research, which requires that the researcher analyze the previously collected data
of another researcher (Colby & Phelps, 1990). This dissertation was not an archival
study, but rather part of a larger collaborative one, since the author participated fully
from the early stages of the project (that is, prior to the application for funding and
data collection).
1

3
well as between women and the professionals from whom they seek help for PMS,
we must begin to explore how this self-labelling is meaningful to the individual
women who use it (Gallant, Popiel, Hoffman, Chakraborty, & Hamilton, 1992b). This
dissertation is one of the first to systematically examine factors related to women's
choices to label themselves as having or not having "PMS".
Early research focused on a biomedical model of PMS, but the results have
been inconsistent (See Appendix A for a review of biological evidence). During the
last decade, research has shifted increasingly toward a biopsychosocial approach.
This dissertation was conducted within the psychosocial part of that realm.
The Influence of Stereotypes on Women's Reports of PMS
Previous efforts to study researcher and participant differences in defining
PMS have focused on the well-documented discrepancy between women's
retrospective and prospective reports of symptomatology (Alagna & Hamilton, 1986;
Christensen & Oei, 1989; Clare, 1985; McFarlane, Martin, & Williams, 1988;
McFarlane & Williams, 1994; Ussher, 1992b). Whereas 60 to 70% of women report
premenstrual symptoms retrospectively, 20 to 50% demonstrate this pattern
prospectively over one cycle and only 5% show prospective confirmation over two
cycles (McFarlane & Williams, 1994). In contrast to the number of women who
retrospectively report PMS, a cross-sectional epidemiological study conducted on a
population-based random sample of 2650 urban Canadian women demonstrated a
1% prevalence rate of psychological symptoms occurring during the premenstruum
(Ramcharan, Love, Fick, & Goldfien, 1992). In one study (Gallant, Popiel, Hoffman,
Chakraborty, & Hamilton, 1992b), many women who rated their symptoms as
severe did not even meet the most liberal criteria for confirmation.
Retrospective data have generally been considered by social scientists to be
less reliable than prospective data (Dua, 1995; Harrison, Mullen, & Green, 1992;
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Janson, 1990; Nollan, Kennedy, & Kennedy, 1991). In a study of seven different
domains, Henry et al. (1994) found that psychosocial variables, such as subjective
psychological states and family processes, were most affected by the choice of a
retrospective or prospective approach. Others have documented the discrepancy
between retrospective and prospective data in health research. Whereas negative
affect has been shown to be the best predictor of retrospective health reports,
attributional style has been found to be the best predictor of prospective health
reports (Dua, 1995). In a meta-analysis conducted by Harrison et al. (1992),
retrospective and prospective studies differed in the dimensions that most
influenced health beliefs and behaviour.
Retrospective reports about the frequency and timing of events are generally
inaccurate (Henry et al., 1994). Errors are especially found in dating phases within
a continuous process (Janson, 1990), indicating that the use of retrospective
measures to assess menstrual phase experiences may be particularly
inappropriate.
The inaccuracy of retrospective reports has been attributed, in part, to
forgetting (Henry et al., 1994). Accurate recollection decreases as the time span
being recalled increases (Janson, 1990). This effect has been attributed to the
proactive and retroactive interference of other experiences (Janson, 1990). In
addition, individuals often re-structure memories of past events to suit their current
context and understanding (Henry et al., 1994). As memory fades, recall is
interpreted through beliefs, expectations, and general scripts of past experience
(Janson, 1990). Patterns and details are changed to form a logical and coherent
picture, consistent with this interpretive lens (Janson, 1990).
Some reviewers have claimed that retrospective questionnaires in PMS
research tend to elicit data that match cultural stereotypes of menstrual experience
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rather than data on actual menstrually-related changes (Gannon, 1981; McFarlane
& Williams, 1990; Ussher, 1991; Ussher, 1992a). The search for a theoretical
framework that incorporates the role of culture in understanding menstrual cyclicity
has led to a shift toward cognitive models (Ussher, 1992a). The foremost theorist in
this area has been Koeske (Koeske & Koeske, 1975; Koeske, 1980a; 1980b; 1983;
1986). Her "arousability labelling hypothesis" is a schematic one which proposes
that women interpret their physiological experiences based on situational and
cultural cues. Consistent with this theory, person perception tasks have shown that
negative premenstrual behaviour is noticed and understood as evidence for popular
notions of P M S , but positive premenstrual behaviour is not linked to the biology of
the menstrual cycle (Bains & Slade, 1988; Koeske & Koeske, 1975; Koeske, 1981,
1986). Moreover, when premenstrual symptoms are ascribed to biology, the
situational factors that are simultaneously operating are discounted. In addition,
biological explanations are less likely to be used to account for negative moods
occurring in non-premenstrual phases. Further evidence for the role of expectations
in symptom reporting derives from research in which women who were intentionally
misinformed that they tested as hormonally premenstrual later reported having had
more symptoms than did women in the same menstrual phase who were told that
they tested as intermenstrual (Klebanov & Jemmott, 1992; Ruble, 1977). Other
investigators have also shown a relationship between menstrual attitudes and
retrospective reporting (Brooks-Gunn, 1985; Klebanov & Jemmott, 1992; Woods,
Dery & Most, 1982b). Research in our own lab (McFarlane et al., 1988; McFarlane
& Williams, 1994) has shown that women and men were also influenced by
stereotypes regarding days of the week. They recalled "Monday blues" and
"Saturday highs" patterns that were not prospectively confirmed. These findings
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add support to the interpretation that retrospective reports may be biased by
expectations.
Are Women Reporting "PMS" Retrospectively?
Retrospective Symptom Reports of Women Who Sav Thev Have PMS
Analyses of mood data support the notion that women's self-designations of
PMS cannot be inferred directly from their retrospective symptom reports
(McFarlane & Williams, 1994). Only 76% of the women who said that they had PMS
indicated such a pattern retrospectively and 43% who said that they did not have
PMS provided retrospective data matching a PMS pattern. Warner, Bancroft,
Dixson, and Hampson (1991) found that 95% (146 women) of their participants
believed that they suffered from PMS. Even though the remaining 5% (8 women)
said that they did not have PMS, most of these women retrospectively indicated
PMS symptomatology. Ussher (1992a) found that women who self-diagnosed as
having PMS did not differ from women who said they did not have PMS in either
their retrospective or prospective symptom reports.
This difference between retrospective reporting and women's self-diagnoses
indicates that women's use of "PMS" is not simply reducible to menstrual
stereotypes. The study of the retrospective-prospective discrepancy has been
approached both as a measurement issue and as a barometer of menstrual
stereotypes. The studies just reviewed suggest, however, that neither measure
may be a complete or accurate reflection of how women are assessing PMS. A new
question posed by this dissertation is, "What are women saying when they label
themselves as having PMS?". This question is especially pertinent to Koeske's
arousability labelling hypothesis. Without direct information on women's
understandings of the label "PMS", it is difficult to project exactly what schemata of
menstruation women may be using to interpret their experiences.

Veeninga and Kraaimaat (1995) have noted that, to date, we know little about
women's explanatory models for their own cyclical symptoms. Koeske (1980) has
critiqued this lack of information about women's implicit self-theorizing. She has
emphasized the failure of research to include women's personal and social
interpretations and assumptions about the menstrual cycle as equally substantive
theoretical variables. Such a neglect puts the emphasis on what the professional
deems "problematic" but may exclude what the woman finds most troublesome.
Women's definitions of what constitutes premenstrual syndrome are
particularly relevant to the recent inclusion of Premenstrual Dysphoric Disorder
(PDD) in the appendix of the DSM-IV (APA, 1994). Criterion B of this disorder
requires that premenstrual disturbance seriously interferes with work, social
activities, or relationships with others. Gallant and Hamilton (1988) have noted that
this criterion is not operationalized, but is defined subjectively by the woman.
Information is required about the extent of and types of premenstrual interference
that women consider sufficiently serious to label a disorder or syndrome.

2

If the

clinician is unaware of the patient's explanations of PMS, she or he may prescribe a
treatment strategy that is not consistent with the woman's view of her own
symptoms (Veeninga & Kraaimaat, 1995). Indeed, women's perceptions of their
need for PMS treatment and professionals' perceptions of when women require
treatment for P M S seem to differ.

For a thorough analysis of the PDD classification and controversy, see Appendix
A. In particular, I have challenged the claim by the DSM authors that PDD and PMS
are distinguishable based on the affective nature of the former. Only 1 symptom of
5 required from a list of 10 options must be affective for diagnosis. It is possible to
be diagnosed with PDD based on 4 physical symptoms and only 1 emotional
symptom. Stoppard (1992) has noted 186 possible symptom combinations which
may lead to PDD diagnosis.

2
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Treatment-seeking For PMS
Treatment-seeking has been shown to be a poor predictor of diagnosed
premenstrual distress. The discrepancy rate between treatment-seeking and
prospective confirmation of PMS ranges from 10 to 40% (Ekholm & Backstrom,
1994). In one study, only a third of the women who presented at a clinic for PMS
showed prospective evidence (Stout & Steege, 1985). Christensen and Oei (1995)
found no difference between treatment-seekers and non-seekers in demographics
or in number of symptoms, but the two groups varied in the nature of symptoms.
Treatment-seekers were more symptomatic on depression, anxiety, frequency of
negative automatic thoughts, but not on other types of mood (e.g., hostility, anger,
loss of pleasure), behaviour, or physical changes. Within the treatment-seeking
group, Christensen and Oei found no difference between women confirmed with
PMS and women not confirmed on number of symptoms, the Beck Depression
Inventory, or the State-Trait Anxiety Inventory. In this case the PMS and nonPMS
groups did not differ, but the treatment-seeking and non-seeking groups did differ.
The results just reviewed demonstrate a distinction between women's
assessments of when treatment is required and the diagnostic criteria upon which
clinicians make this same decision. The disparity between women's treatment
concerns and the criteria used to determine clinical attention is critical in the face of
evidence that PMS treatment-seekers may be a high-risk group for suicidal ideation
and suicide attempts (Stout, Steege, Blazer, & George, 1986). They have also been
found more likely to exhibit dysthymia, phobia, obsession-compulsion, alcohol
dependency, and non-alcohol drug dependency (Stout et al., 1986). A direct
examination of women's self- labelling with PMS and other definitions of PMS is
needed to clarify what women mean by "PMS" when they ask for help.
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"PMS" as an Illness Label
Research on illness cognition suggests that the discrepancies found among
labelling, treatment-seeking, and confirmed symptomatology are not unique to PMS.
Cameron, Leventhal, and Leventhal (1995) noted that 40% to 65% of visits to
physicians are for complaints for which no disease can be detected. Theorists have
linked treatment-seeking, physician utilization, and adherence to treatment to
individuals' prior beliefs about illness (Baumann, Cameron, Zimmerman, &
Leventhal, 1989; Robbins & Kirmayer, 1991). Lau, Bernard, & Hartman (1989)
found that illness cognitions accounted for 29% of the variance in propensity to
consult a physician. Beliefs about illness have been shown to be more closely
related than their actual medical status to how healthy people report feeling (Barsky
& Cleary, 1992). This finding is consistent with theories hypothesizing that
discrepancies in retrospective and prospective reporting of PMS are attributable to
the role of schemata (Koeske & Koeske, 1975; Koeske, 1981, 1986) and of attitudes
toward menstruation (Brooks-Gunn & Ruble, 1980).
Researchers examining asymptomatic conditions, such as hypertension,
have suggested that illness labels are related to how individuals seek information to
confirm or disconfirm the illness (Meyer, Leventhal, & Gutman, 1985). How a
patient behaves in relation to illness is influenced by past illness experiences,
cultural beliefs, and social interactions (Stoller & Forster, 1994). A great deal of
variability has been found in the responses of different people to the same
symptoms (Stoller & Forster, 1994).

Stoller and Forster have interpreted this

variability as evidence that individuals do not respond to symptoms but to their
perceptions of symptoms.
The decision to use an illness label and to seek help is, in part, contingent on
the cause to which the patient attributes the illness. Robbins and Kirmayer (1991)
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demonstrated that psychological help-seeking is greater when symptoms are
ascribed to dispositional than to situational factors. The most frequent health care
visits are by those who believe their symptoms are caused by a physical disease.
There has been little research exploring the use of "PMS" as a label and how
its use relates to women's causal attributions of PMS, beliefs about menstruation,
and prospective patterns of PMS. This dissertation was an initial exploration of
these factors.
The Role of Stress in Understanding PMS
Koeske (1986) has proposed that the arousability labelling hypothesis
necessarily leads to an examination of stress in explaining P M S . Stress may affect
level of arousability, increase the salience of negative emotional labels, or increase
exposure to negative events. Reid (1985) has suggested that how each woman
interprets the severity of her symptoms is likely related to the demands and stresses
of her environment.
Research into the relationship between life stress and PMS has been
expanding, with increasing evidence that they are positively correlated (Ussher,
1992b). Psychological stress has been found to delay menstruation (Parlee, 1973),
to suppress ovulation (Abplanalp, Haskett, & Rose, 1980), and to affect both the
typicality and length of cycles (Koeske, 1981). Catastrophes and traumas, such as
war and nutritional deprivation, have been related to suppressed ovulation and
cessation of menses (Sommer, 1978). Sommer (1978) has noted that cessation of
menses has been especially associated with strong emotional trauma which is
chronic. Social context may directly affect hormonal levels (Birke & Best, 1982).
Women have themselves both attributed perimenstrual symptomatology to
stress and characterized menstrual symptoms as producers of stress (Woods,
Lentz, Mitchell, & Kogan, 1994). Research has supported this interaction by

11
implicating life events (e.g., death of a spouse, job loss) and chronic social stresses
(e.g., financial hardship) in the etiology of premenstrual symptoms (Clare, 1985;
Futterman, Jones, Miccio-Fonseca, & Quigley, 1992; Kerstner, 1986; Koeske,
1980a; Mitchell, Woods, & Lentz, 1994; Woods et al., 1994; Woods, Mitchell, &
Lentz, 1995). In a prospective study by Wilcoxon, Schrader, and Sherif (1976),
stressful events accounted for significantly more of the variance in negative mood
than did menstrual cycle phase. But conclusions from this study were based on the
assumption that the menstrual cycle is an independent variable, the hormonal basis
of which is directly responsible for mood changes. Koeske (1981) re-analyzed the
Wilcoxon et al. data and demonstrated that normally cycling women were more
likely to be in the premenstrual phase at times during the study that coincided with
midterm and final exam stress. This cyclical synchrony was not true of women
taking oral contraceptives or men. Koeske concluded that stress may have affected
menstrual cycle length for these women and that an analysis which assumed that
the menstrual cycle is only an independent variable might have been misleading.
There is some evidence that daily stressors are more influential than are
major life events in PMS reporting (Woods, Most, & Longenecker, 1985). Several
researchers have noted that women who are employed outside the home are more
likely to report or exhibit PMS symptoms (Coughlin, 1986; Coughlin, 1990; Schnurr,
1988). In one cross-sectional study there was a higher incidence of headache in
women doing domestic work in their own homes, and more restlessness and
aggressiveness in professional-status women, suggesting that women may report
context-specific symptomatology (Huerta-Franco & Malacara, 1993). Prospectivelyconfirmed PMS has been associated with a lack of autonomy and innovation in the
job environment combined with higher work pressure and less personal control
(Kuczmierczyk, Labrum, & Johnson, 1992). Access to such personal resources as
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education and financial safety have been shown to mediate the impact of stressful
life events (Mitchell et al., 1994).
Brown and Lewis (1993) have attempted to re-focus discussion of stress from
stressful life context to "perceived stress" as a variable. Perceived stress is the
individual's subjective sense of an event as stressful. Some authors have argued
that the evaluation of perceived daily stress provides a more direct and broader
prediction of life stress than does measuring major life events (Kanner, Coyne,
Schaefer, & Lazarus, 1981). There is some evidence to suggest that the physical
experience of stress may not lead to a parallel subjective interpretation of stress.
Kirschbaum et al. (Kirschbaum, Schommer, Federenko, Gaab, Neumann, Oellers,
Rohleder, Untiedt, Hanker, Pirke, & Hellhammer, 1996) found that male university
students who wore estradiol patches for 3 to 4 days did not report subjective stress
that matched the levels of physiological stress induced by the Trier Social Stress
Test. Although physiological stress responses paralleled endocrine changes,
participants did not report subjectively experiencing these changes.
The research does provide some support for a link between perceived stress
and reports of P M S . Kuczmierczyuk et al. (1992) reported that women showing
PMS patterns tended to perceive their family and work environments as more
stressful than did women with no P M S . Brown and Lewis (1993) found that women
reporting more severe symptomatology also perceived more daily hassles and
fewer daily uplifts during the premenstrual than postmenstrual phase. In work by
Rubinow and Schmidt (1989), the occurrence of the same events was rated by
women prospectively showing PMS as becoming both more frequent and more
unpleasant as they moved from the follicular (postmenstrual) to the late luteal phase
(premenstrual), by comparison with a nonPMS control group. In a later study by
these authors (Schmidt, Grover, Hoban, & Rubinow, 1990), similar results were

found. Women showing PMS patterns were not endorsing more distressing events
in their lives, but rather were rating the same events as more frequent and troubling.
Further support for these findings has come from research by Fontana and
Palfai (1994). Women were diagnosed for premenstrual distress (PMD) patterns
over 2 months of prospective data. Daily problems and coping strategies were
recorded over the same period. Women with PMD more often used catharsis and
social support premenstrually than postmenstrually, but there were no phase
differences for the control group. This difference became more pronounced for the
women with PMD when they perceived stress as being uncontrollable and
undesirable. It did not exist for daily stressors that were viewed as controllable or
desirable. Fontana and Palfai concluded that perception of stress was statedependent rather than a reflection of actual environmental stressors per se. They
hypothesized that appraisal and coping styles interact over the menstrual cycle for
negative stressors. Such an interpretation is consistent with Koeske's schematic
framework.
Koeske's theory focuses on the interpretation of PMS, rather than on PMS
diagnosis. The relationship between actual PMS cyclicity and stress may be of less
concern to this theory than the relationship between women's use of the label "PMS"
and their actual or perceived stresses. Unfortunately, direct research on the
differences in life stress between women who say that they have P M S and those
who say that they do not is lacking. Conclusions in this area can only be inferred
from research on women's self-reports of premenstrual symptomatology under the
induced stress of the Stroop Colour Word Interference Task (Ussher, 1992). Selfdiagnosed PMS women reported a higher arousal level during the task than did
nonPMS women. But, as previously discussed, symptomatology reports and selfdiagnosis are not always consistent. This dissertation examined the relationship
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between individual women's self-attributions of PMS and their own personal life
stress reports.
The Role of Relationships in PMS
Futterman et al. (1992) found that the primary stressors related to women's
self-reports of PMS were interpersonal relationships. Marital satisfaction has been
increasingly examined in relation to the menstrual cycle, as both a source of stress
and as a dependent variable.
Women who live in partnerships with men have been shown to exhibit more
problems with PMS than those who are not heterosexually partnered (McDaniel,
1988; Reid, 1985). Research on specific components within heterosexual
relationships has demonstrated a link between PMS and lower intimacy (Siegel,
1986), higher marital distress (Siegel, 1987; Stout & Steege, 1985), lower marital
satisfaction (Coughlin, 1990; Winter, Ashton, & Moore, 1991), lower sexual
relationship satisfaction (Winter et al., 1991), and luteal phase drops in marital
adjustment scores (Ryser & Feinauer, 1992).
The focus on P M S and romantic relationships has primarily been
correlational (e.g., Coughlin, 1990; Rattray, 1986; J . P. Siegel, 1986) or has
assumed that the menstrual cycle is an independent variable, in which hormonal
changes within the woman affect her role in the relationship (e.g., Hamilton, 1986;
Ryser & Feinauer, 1992; Winter et al., 1991). Fewer studies have investigated how
the romantic or family environment may affect experiences and perceptions of
menstrual cyclicity (e.g., Cohen, 1986).
Some have hypothesized that "PMS" is a label that women can use to
express anger, dissatisfaction, and gender-violating behaviours in a socially
acceptable fashion (Laws, 1985; J . P. Siegel, 1986). Siegel has theorized that
emotional outbursts may represent anger and tension which have accumulated
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throughout the menstrual cycle, but which may be blamed on PMS as a
physiological disorder if expressed premenstrually. The woman is consequently
excused for her anger as "out-of-character".
Koeske (1986) has similarly argued that negative behaviour may be viewed
as uncharacteristic of women and therefore as requiring explanation. Koeske and
Koeske (1975) have found that internal personality attributions are used to explain
moods deemed inappropriate to context, and that situational variables are used to
account for moods perceived to be appropriate. In the case of the menstrual cycle,
unexpected negative behaviour is more likely to be biologically ascribed. Positive
behaviour is viewed as consistent with femininity and tends to be linked to
personality and situational causes. McFarlane and Williams (1990) have suggested
that women's anger may be considered unacceptable and therefore labelled PMS
when it occurs near the expected time of menstruation. Rossi (1980) found that, on
average, men who felt "sick" reported feeling angry and unloving to a greater
degree than did women. This result suggests that responses to symptomatology
may be gender-specific.
If role violation is relevant, one would expect women's self-designations of
PMS to be related to the context of their lives and their expression of emotions. For
example, women might be more apt to say that they have P M S under conditions of
higher life stress and an unsafe or unavailable environment in which to express their
frustrations.
There does appear to be some indirect support for the role violation
hypothesis. Stout and Steege (1985) found that 40% of treatment-seekers in their
sample exhibited high tendencies to repress or control angry feelings. Moreover,
they observed that frequently the content of premenstrual conflict was valid marital
issues that were not effectively addressed during other phases. Kuczmierczyk et al.
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(1992) discovered that direct emotional expression was discouraged by family
members of treatment-seekers with prospectively confirmed PMS. Women
classified into high-premenstrual-symptom groups, based on a retrospective selfreport measure, characterized their family coping strategies as avoidant of selfdisclosure, detached socially, and religious or spiritual (Ornitz & Brown, 1993). In
the first two studies, however, treatment-seeking and PMS diagnosis unfortunately
were confounded. Furthermore, participants were not naive to the menstrual
purpose of the investigation. Thus, despite evidence of a relationship to the
freedom to express emotion, it is unclear whether this relationship was with
women's self-perceptions of premenstrual distress or with their actual premenstrual
symptomatology. Because of its use of a retrospective measure and participant
awareness of purpose, the Ornitz and Brown study also cannot clarify this issue.
There has been no research in which the relationship between women's
interpersonal environments and their use of the label "PMS" has been directly
examined. Researchers have focused on how relationship variables relate to
diagnosis based on researcher criteria, but no one has explored how they are linked
to women's own criteria. Without this information, the role violation hypothesis
cannot be evaluated clearly. This dissertation examined the differences in
relationship satisfaction and freedom to express anger between women who chose
to describe themselves as having PMS and women who did not.
There is evidence that women who are 30 to 45 years old are more likely to
experience premenstrual symptoms than are women between 20 and 30 years
(Abplanalp et al., 1980; Golub, 1976; Kramp, 1968). This may be related to
physiological changes associated with age. Alternatively, multiple roles may be
linked to both stress and menstrually-related changes (McFarlane & Williams,
1990). This dissertation was designed to study an older sample, drawn from the
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community, rather than the university. Moreover, by studying older women, it was
more likely that women with longer-term romantic relationships would be
represented.
Abuse in Relationships and PMS
Winter et al. (1991) have observed that the power dynamics within a
relationship may operate interactively with premenstrual symptomatology. This
anecdotal observation has not been empirically validated. To more fully address a
role violation explanation of women's use of the PMS label, research must expand
beyond the study of relationship satisfaction to include an assessment of power
dynamics.
In particular, abuse within relationships has remained a neglected topic within
PMS research. This variable may be especially informative as a measure of safety
in assessing the role violation hypothesis. Two studies have shown a relationship
between retrospective reports of PMS and sexual abuse history (Friedman, 1982;
Miccio-Fonseca, Jones, & Futterman, 1990) and a third study has demonstrated a
correlation between sexual trauma and prospectively confirmed PMS (Paddison,
Hartley, Lebovits, Strain, Cirasole, & Levine, 1990). Unfortunately, participants in
these studies were not naive to the menstrual interest of the researchers, which
may have resulted in inflated symptom reports (AuBuchon & Calhoun, 1985),
making interpretation of the results difficult.
Miccio-Fonseca et al. (1990) did find evidence that sexually traumatized
women indicated experiencing greater life stress and tended to keep their sexual
abuses secret, presenting for therapy based on other difficulties. "PMS" may be
one form of presentation used to seek treatment. History of psychiatric
hospitalization in general has been found to be higher among women seeking
treatment for PMS (Miccio-Fonseca et al., 1990; Paddison et al., 1990).
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Sexual abuse history has been linked to low self-esteem, depression, marital
difficulties, greater incidence of family psychiatric histories, and problems in forming
successful intimate relationships (Miccio-Fonseca et al., 1990). Both current and
past patterns of abuse in a woman's life may therefore operate as chronic, daily
stressors. Researchers have not investigated how emotional and physical forms of
abuse relate to P M S . Moreover, there has been no research explicitly addressing
how women's experiences with abuse relate to each of their prospective menstrual
patterns and their self-ascriptions of PMS. If the role violation hypothesis is valid,
women reporting current and past abusive relationships would be more likely to say
that they have PMS regardless of whether their prospective data confirmed PMS.
One purpose of this dissertation was to compare the reports of women who
self-designate as having PMS and women who do not with regard to their childhood
and adulthood histories of physical, emotional, and sexual abuse. In addition,
ongoing psychological abuse by heterosexual women's romantic partners was
measured (using the Psychological Maltreatment of Women Scale) and related to
self-designations of PMS. This was the first PMS study to explore non-physical
forms of abuse history, the first to relate abuse to women's own self-diagnoses, and
the first to study any form of abuse history among participants who were naive to
the menstrual purpose of the research.
PMS and Depression
The most commonly reported adult symptom of childhood sexual abuse is
depression (Paddison et al., 1990). During the past decade, researchers have
increasingly focused on the similarities of symptom patterns between nonendogenous depression and PMS (Halbreich et al., 1983; Rosen, Moghadam, &
Endicott, 1988; Siegel, 1987). Some researchers have suggested that PMS may be
a phasic exacerbation of already existing mood, behavioural, and physical
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symptoms (e.g., Clare, 1985; Jorgensen, Rossignol, & Bonnlander, 1993). Because
of symptom similarity and possible co-morbidity, screening participants for
depression has become a commonly recommended research practice, to ensure
that diagnosis represents "pure" PMS (Cumming et al., 1991; Siegel, 1987). Data
collected across all phases of the menstrual cycle have been used to separate
cyclically-related PMS from non-PMS dysphoria occurring throughout the cycle
(Chisholm, Jung, Cumming, & Cumming, 1990; Christensen, Board, & Oei, 1992).
Because one purpose of this dissertation was to examine abuse history, the
procedure of screening potentially depressed women from the sample was not
used. Moreover, had these women been screened from the study, participants
reporting higher levels of life and chronic stress might also be excluded. In both
cases, the range of important stress variables may be limited. For the purposes of
this thesis, the women in this research project who were excluded from previous
analyses of mood data, based on Beck Depression Inventory (BDI) scores
exceeding 15 (McFarlane & Williams, 1994), were included. One caution is that the
women who have higher BDI scores and report that they have PMS may be
reporting actual patterns in which depressive symptoms are exacerbated
premenstrually. A second issue is whether women who say that they have PMS and
demonstrate higher BDI scores are over-reporters of symptomatology in general.
Both of these issues are explored in discussing the results.
Variability Among Women
Research using a singular concept of PMS has been criticized for combining
diverse behavioural, physical, and psychological symptoms without clear
specification of what is being measured (Christensen & Oei, 1995; Halbreich &
Endicott, 1985b). All symptoms may be weighed equally without regard to the
experiences of the woman or symptomatic origin (Abplanalp, 1983). The number of
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symptoms endorsed has often been equated with severity, rather than measuring
severity of individual symptoms or types of symptoms (Busch, Costa, Whitehead, &
Heller, 1988). It may be that groupings of similar symptom types (e.g., affective
symptoms) interact differently with the context of women's lives and that these
individualized effects are obscured by simply classifying women dichotomously as
having or not having PMS (Halbreich et al., 1983).
High interindividual and intraindividual variability has been shown in
menstrual cycle changes. Symptoms, phase length, and intensity of flow have been
found to vary from cycle to cycle and from woman to woman (Abplanalp, 1983;
Ekholm & Backstrom, 1992; Rodin, 1992; Van der Ploeg & Lodder, 1993). Women
have also demonstrated a great deal of variability in their own definitions of PMS
(Birke & Best, 1982).
Parlee (1978) has cautioned that using statistically averaged data at the
group level may obscure variability and result in a loss of information. In a factor
analysis of the Menstrual Distress Questionnaire (MDQ), Woods, Most, and Dery
(1982) concluded that the use of group analyses notably obscured the individual
variability of reports. In their previous study of the sample used for this thesis,
McFarlane and Williams (1994) similarly found that use of parametric techniques
such as analysis of variance on group (normative) data masked the extensive
individual patterns of cyclicity that were revealed in idiographic analyses. Koeske
(1981) has argued that menstrual cycle researchers are often forced to rely on data
collection and analytic techniques that are not designed to represent complex and
dynamic systems of variables. She noted that analysis of variance relies on a clear
demarcation between independent and dependent variables, the representation of
one variable with limited values, and averaged group data. These requirements
may not be appropriate for an interactive, individual model. She has suggested
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instead that sufficient baseline data be collected to allow variable changes to be
compared to the person's own norm and expressed as a deviation. Schnurr (1988)
followed this proposal in the use of effect size to measure premenstrual change
within the context of the woman's own variability. However, Schnurr based this
calculation on a premenstrual-postmenstrual difference score rather than on data
from the entire menstrual cycle. Hence, the woman's variability was assessed
against a single other cycle phase that was assumed to be normative, rather than
against her variability across phases.
McFarlane and Williams (1994) used each individual woman's own mean and
standard deviation for each of seven mood variables to calculate uncharacteristic
change. Prediction analyses were used to determine whether nonaverage
experiences occurred statistically more often for particular menstrual phases, lunar
phases, or days of the week for each variable. Clusters were created using those
variables that were found statistically significant for each woman and the final
clusters were examined for cyclical patterns. This technique revealed individual
variability in the composition of symptom clusters and in the definition of
"uncharacteristic change".
The McFarlane and Williams (1994) study focused specifically on cyclicity in
mood variables. No relationship between women's prospective menstrual patterns
and their reports of having PMS was found. But perhaps those women used
different symptoms to define their cyclical experiences. This dissertation was a
further, idiographically-based analysis of 15 variables for which daily data were
collected to see which factors demonstrating cyclicity best reflect women's selflabelling. In addition, women who said that they had experienced PMS were directly
asked how they were defining it and this definition was compared to their life
contexts. Finally, the context of stressors in these women's lives was discussed in
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relation to their own assessments of what has caused their personal PMS
experiences.
Purposes of this Study
This dissertation was designed to explore the discrepancy between women's
self-designated PMS and prospectively-based researcher-designated PMS. This
was one of the first studies to systematically investigate factors related to women's
use of the label "PMS".
The first purpose of this study was to examine the nature of prospective
cyclical change in a wide variety of variables for women who report having and not
having P M S . This information was collected to explore whether women place the
same emphasis on affective changes as have McFarlane and Williams (1994) and
the DSM-IV PDD diagnosis. Patterns of menstrual cyclicity for 15 variables
categorized into 4 different symptom types were analyzed to investigate whether a
particular type of symptom was more salient for women labelling themselves with
PMS. In addition, women's self-designations regarding PMS were compared first to
researcher-designations of PMS based on the criteria developed by McFarlane and
Williams (1994), and then to PDD, based on the criteria of the DSM-IV (APA, 1994).
If the explanation for the discrepancy between self-labelling and prospective
confirmation found by McFarlane and Williams (1994) is that women do not base
their labels on mood changes, then the prospective measurement of a more diverse
set of variables might result in a better match.
The second purpose of this dissertation was to investigate whether women
who said that they had PMS were mislabelling menstrual cyclicity patterns occurring
in a non-premenstrual phase. McFarlane and Williams (1994) found some evidence
for patterns of non-premenstrual negative cyclicity and for patterns of non-
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premenstrual positive cyclicity in women who said that they had PMS and did not
meet researcher criteria. This dissertation further explored this explanation.
Research has shown a link between illness labelling and schematic
representations of illness (Baumann et al., 1989; Meyer et al., 1985; Robbins &
Kirmayer, 1991; Stoller & Forster, 1994), but there has been little study of women's
use of "PMS" as a label.

A third intent of this dissertation was to explore what

attitudes and definitions women are describing when they label themselves as
having PMS.

In addition, it explored the role that possible situational cues, such as

perceived stress, relationships, and abuse, might play in self-designation.
The fourth purpose was to study the relationship of abuse history to women's
beliefs about the origin of P M S and their self-designations of P M S . In particular, this
study expanded upon previous work by obtaining information about emotional,
physical, and sexual abuse in both adulthood and in childhood. In addition,
psychological maltreatment by the woman's current heterosexual partner as well as
partner abuse history was assessed. To further assess whether women reporting
abuse were using the PMS label to be able to safely express dissatisfaction, their
reports of anger arousal, the amount of anger that they experience at home, and the
amount of sadness that they experience at home were measured. This study
attempted to shed light on the role violation hypothesis by examining whether
women who feel they are in unsafe environments or poor relationships and who
report rarely expressing anger are more likely to describe themselves as having
PMS.
Finally, because the measures used in this study were self-report, it could
address the question of whether women who label themselves as having PMS tend
to report more symptomatology and dissatisfaction generally.
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Method
Participants
Participants were recruited through Vancouver city newspapers and posters
for a study of emotional, behavioural, and health patterns. Posters were placed at
community centres, the university campus, in local businesses, and in various public
locations. A total of 418 individuals responded by telephoning (295 women, 99
men, 24 of unknown gender) and 110 completed the study. Data from some of the
female participants were excluded for this dissertation because of cycle length (only
those cycling between 21 and 35 days were included), hysterectomies or
ovariectomies (11 excluded), pregnancy, and chronic illnesses (5 excluded). Only
one woman identified as a lesbian, so analyses of group differences based on
sexuality were not possible, and this dissertation focussed only on heterosexual
women. In addition, the data collected from 35 men, 20 to 79 years (mean = 40.8
years), were not relevant to the primary purpose of this study.
The data from 58 women, aged 20 to 48 years (mean = 34.5 years), who
supplied complete prospective data were analyzed. Their romantic and sexual
relationship status, self-described ethnicities, race, religious affiliations, occupation,
employment status, and educational backgrounds are presented in Table 1. The
occupational categories are based on a system presented by Strieker (1988), with
"mother" and "artist" added for this study. Participants were unpaid volunteers but
were entered into a random draw for one $250.00 prize at study completion.
Of the 58 women in this study, 9 were using oral contraception during data
collection. Five of these women said that they had PMS but their prospective data
did not meet researcher-criteria of PMS or PDD. Four women said that they had
never had P M S , one of whom met researcher criteria for PDD, but not PMS.
Previous research has indicated few consistent menstrually-related psychological or
behavioural differences between oral-contraceptive (OC) and normally-cycling (NC)

Table 1
Demographics of sample
Romantic Relationship Status
Married or cohabiting (mean=7.9 years)
In a romantic,non-cohabitating relationship,sexual
In a romantic,non-cohabitating relationship,celibate
Uninvolved romantically,sexually active
Uninvolved romantically.celibate
Divorced or separated
Identified as heterosexual

47.7%
4.6%
1.5%
15.4%
18.5%
12.3%
100.0%

Sexually Active
Sexually active with another
Not sexually active with another

.70.8%
.29.2%

Race
Women of Colour

7.7%

White women

92.3%

Self-described Ethnicity
Afro-Brazilian
Anglo
Austrian
British
Chinese
Danish
English
Estonian
European
French
German
Icelandic
Irish
Italian
Participant did not identify

1
1
1
7
4
1
12
1
1
2
6
1
2
4
11

Jewish
3
Latina
Peruvian Mestizo
Polish
Polynesian
Russian
Scottish
Slovak
Slovic
South African
Spanish
Swedish
Ukranian
2
Welsh
1
Participant did not know . 3

Self-described Religion
Atheism, Agnostic, n.a. . 30.8
Buddhism
3.1
Christianity
43.1
Science of Mind Church .. 1.5

%
%
%
%

Judaism
Personal

Self-described Employment Status
Employed full-time
50.8%
Employed part-time
29.2%

Unemployed
FT student
PT student

3.1 %
16.9 %

13.8%
7.7%
23.1%
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Highest Level of Education Obtained
Completion of elementary school
Completion of secondary school
Post-secondary coursework or upgrading
Post-secondary degree or diploma work
Completion of post-secondary diploma or degree
Post-graduate work
Completion of post-graduate degree
Unknown
Occupation (Strieker, 1988)
Professional Worker
Clerical or Administrative Support Worker
Executive or Administrative Worker
Student
Sales Worker
Technical Worker
Personal Service Worker
Craft or Precision Worker
Homemaker/Personal Home Worker
Transportation Worker
Unemployed
Handler, Helper, or Labourer
I Don't Know/In Transition
Machine Operator or Assembler
Mother
Artist

0.0%
9.2%
16.9%
18.5%
44.6%
0.0%
9.2%
3.1%

29.2 %
21.5 %
7.7 %
7.7 %
6.2 %
4.6 %
4.6 %
3.1 %
3.1 %
3.1 %
3.1 %
1.5 %
1.5 %
1.5 %
1.5 %
1.5%
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women (Elliott, 1992; McFarlane et al., 1988; Stephenson, Denney, &Aberger,
1983), suggesting that combining these groups might be appropriate.

Moreover,

previous analyses conducted on this sample for mood variables showed no
significant differences between O C and NC women for prospective PMS
designations or self-designations (McFarlane & Williams, 1994). Some researchers
have, however, found differences in physical and emotional symptomatology
between O C and NC women (AuBuchon & Calhoun, 1985; Koeske, 1981; Wilcoxon
et al., 1976; Woods, Most, & Dery, 1982).
Procedure
Each woman participated in three phases of data collection: an initial
interview, a daily questionnaire, and a final interview.
Initial interview.

Participants began the study with a 1-hour individual

interview session. During this session, each individual completed a set of
questionnaires (the initial interview package) which included menstrual (e.g.,
discomfort), lifestyle (e.g., exercise), and demographic (e.g., age) questions, as well
as the Beck Depression Inventory (1967) (see Appendix D). Questionnaire
responses were subsequently clarified by the interviewer and the study procedures
were thoroughly explained. The initial interview package included all of the
questions required for the screening criteria.
Daily questionnaire. Participants then completed the same daily chart each
day for 12 to 18 weeks (mean = 15.6 weeks). The data from all days for which
each participant completed daily charts were used. Thus, the number of full cycles
varied from 3 to 5, and partial cycles were included in the relevant phases (e.g.,
premenstrual, midcycle). The daily chart was a two-sided, 8 1/2" x 14" sheet, with
9-point bipolar scales for 24 items. This dissertation focussed on 15 of these
variables: amount of exercise, quality of sleep, body experiences, eating pattern,
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ability to concentrate, patient/impatient behaviour with others, paid work
performance, domestic work performance, time spent on leisure, quality of personal
relationships, quality of professional relationships, mood pleasantness, mood
stability/variability, anger, and hurt feelings. Because the statistical procedures
used for this dissertation required that each variable have "positive" and "negative"
anchors, those items for which it was difficult to determine these poles were omitted
(e.g., it was not clear whether having a great deal of responsibility at work, having
no responsibility at work, or a middle rating should be interpreted as most positive
across participants). A question asking whether the woman was menstruating was
embedded among other health questions to conceal the menstrual interest of the
researchers. The participant noted the date, time of day, and whether the chart was
being completed on time at the top of each form. Participants were encouraged to
complete the chart at a similar time each day. They were instructed that the chart
for a forgotten day should be filled out as soon as remembered, but that any items
that could not be recalled clearly should be left blank. For all close-ended
questions, women were asked to choose only the one alternative which best
represented the day being reported. They were specifically instructed to evaluate
each item according to their own standards rather than the standards of others with
whom they might relate. The completed daily forms were mailed to the researchers
weekly by the participants to allow continuous data entry, to ensure safe and
confidential storage of data, and to avoid retrospective revisions to the charts by
participants. Researchers telephoned each woman bi-weekly to answer questions
and to encourage continued participation.
The daily chart included some questions about health and physical pain,
uncharacteristic-for-me experiences, and importance ratings for each of the 24
bipolar scales. These items were interpreted with great variability by the
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participants and were not analyzed for this dissertation. The complete questionnaire
and the written instructions received by each participant are in Appendix E.
Final interview. Upon completion of the daily data, each participant came in
for a final session that included a semi-structured interview, various questionnaires,
and feedback about her or his own prospective data profiles (see Appendix F for a
copy of the complete final interview package). The full purpose of the study was not
revealed to any participant until all individuals had either provided all data or
dropped out (79 women dropped out after the initial interview; 83 dropped out
during daily data collection). None of the participants successfully guessed the
purpose when asked at the end of the study. Measures from the final interview that
were analyzed for this dissertation include the Multidimensional Anger Inventory
(MAI) (Siegel, 1986), the Marital Need Satisfaction Inventory (Stinnett, Collins, &
Montgomery, 1970), the Menstrual Attitude Questionnaire (MAQ) (Brooks-Gunn &
Ruble, 1980), the Psychological Maltreatment of Women Inventory (PMW) (Tolman,
1989), and the Daily Hassles and Uplifts Scale (DeLongis, Coyne, Dakof, Folkman,
& Lazarus, 1982). Four of these measures provide subscale scores. The MAI
measures hostile outlook, the individual's relative tendency to express anger
outward or inward (mode of anger expression), the range of situations that tend to
elicit anger, and the ease with which anger is aroused (anger-arousal). The MAQ
assesses five dimensions of menstrual attitudes, including the extent to which the
woman views menstruation as predictive, debilitating, bothersome, natural, and the
extent to which she claims that menstruation should have no effect.

3

The

Psychological Maltreatment of Women Inventory allows the woman to rate her

The subscale of the Menstrual Attitude Questionnaire developed by Brooks-Gunn
and Ruble (1980) to measure women's "denial of the effects of menstruation" is
referred to in this dissertation as "menstruation should be ignored", to avoid
confusion with other clinical (e.g., psychodynamic) uses of the term "denial".

3
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partner's treatment of her along two factors labelled domination-isolation and
emotional-verbal. The Daily Hassles and Uplifts Scale yields frequency and
intensity scores for each of hassles and uplifts. The frequency and intensity scores
for participants were highly correlated (r for hassles=.97, r for uplifts=96). Mean
intensity and mean frequency scores were multiplied for each of hassles and uplifts
and these products were used for analyses (DeLongis, personal communication,
Jan. 10, 1997). (See Appendix G for reliability and validity information on these
scales.)
Other scales completed during the final interview session that were excluded
from analyses were created for the longitudinal project, but in a separate study
subsequently were found to have poor reliability (See Appendix G). One series of
retrospective questions about menstrual, lunar, and day of week patterns for the
mood variables was not related to the purpose of this dissertation and therefore not
used.
Participants answered questions about their history in adulthood and in
childhood of emotional, physical, and sexual abuse, as well as their history of
emotional, physical, and sexual abuse by a romantic partner. They also rated the
current frequency and intensity of their feelings of anger and sadness at home.
Frequency and intensity of anger at home were combined into a single scale,
"Amount of Anger Experienced at Home" and frequency and intensity of sadness
were combined into a single scale, "Amount of Sadness Experienced at Home". As
preparation for and part of this dissertation, I conducted a test-retest reliability study
on a separate undergraduate sample of 199 women and 218 men on the questions
which had been developed for this research project. Good test-retest reliability was
found for the abuse, sadness, and anger questions analyzed for this dissertation.
Internal consistency was good (Cronbach's alpha=.81) for the Amount of Sadness
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Experienced at Home scale and acceptable (Cronbach's alpha=. 68) for the Anger
Experienced at Home scale (see Appendix G for a summary of the reliability study.)
In a questionnaire completed as part of the final interview package, each
woman was asked whether she had ever had PMS and if so, what she believed to
be the cause of her PMS. In addition, she was asked to indicate whether she was
employed and whether she was in a romantic relationship at the time of her PMS.
Researchers
Data collection was conducted by a research team of 18 women and 2 men
who participated at various periods throughout the longitudinal project. Interviews
were conducted by three senior undergraduate and two graduate students who
were in clinical, social work, or counselling training.

These interviewers, all of

whom were white women, varied in age and socioeconomic background.
Telephone contact calls were made by several senior undergraduate women who
varied in socioeconomic background and ethnicity. If a crisis or abuse situation was
reported in the daily charts, the participant was immediately contacted by a
graduate student interviewer.

Undergraduate and graduate researchers

participated in data coding, entry, and analysis. Clerical contributions were provided
by the departmental secretary at U B C . Most of the researchers were heterosexual
and were in varied romantic and nonromantic relationships at the time of data
collection.
Self-designation of "PMS"
Two conditions were required for classification as "Current-Say" (women who
say they currently have PMS): (a) an affirmative response to the question, "Was
there ever a time when you think you had PMS?" and (b) a response to "When?" or
"How long did the PMS last?" that confirmed that the participant believed she
currently experienced PMS. If a woman answered that she had never had PMS,
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she was classified as "Never-Say" (women who say that they have never had PMS).
Of the total sample, 35 women reported currently having PMS and 23 women did
not.
There were no significant differences between Current-Say and Never-Say
women for age (Current-Say M=35.09 years, range 22 to 48 years; Never-Say
M=33.43 years, range=20 to 45 years), reports of average length of menses,
number of children, whether the woman had ever been pregnant, cycle length,
education, duration of current romantic relationships, employment, reports of health
status (good or not good), room-mate or cohabiting status, marital status, regularity
of menstruation, and status as a student. The two groups differed on only two
demographic variables. Women's self-designations of P M S were significantly
related to their employment status,x =4.80, rj<.05. Of the 41 women who were
2

employed, 60% of Current-Say women worked part-time whereas 25% of NeverSay women worked part-time. Second, women who said that they currently had
PMS were more likely to report being (heterosexually) currently sexually active,
phi=.31. rj<05. About half (54%) the Never-Say women reported being
heterosexually active whereas 83% of the Current-Say women did so.
The primary interest of this study was in comparing the Current-Say and
Never-Say groups. Participants' responses indicated, however, that women who
said that they had PMS varied in how consistently they believed it to occur. The
analyses were therefore repeated using 3 groups: Always-Say (women who said
that they had always had PMS), Sometimes-Say (women who said that they had
had PMS intermittently), and Never-Say (women who said that they had never had
PMS). Many of these analyses yielded the same results as the comparisons
between the two Say groups. Findings that were unique have been reported.
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Coding of Women's Causal Explanations for PMS
Procedure. The women who said that they had PMS also answered an
open-ended question about what they believed to cause their own PMS. These
responses were subsequently coded using a system developed by four members of
the research team. They were white women of varied ages and socioeconomic
backgrounds. To develop the coding system, all responses were converted to
transcripts and labelled only by participant identification numbers. Each researcher
independently developed as many categories and subcategories as she found
necessary to describe the varied responses. The final coding system was created
through a process of comparing and negotiating these categories. Since the
participants interpreted and answered the question in different ways, the resulting
categories reflected several types of information. For example, many women did
not restrict their responses to causal theories, but also included ideas about the
character and consequences of PMS. Responses that represented notions of
character and consequences rather than cause were omitted from the analyses for
this dissertation.
An effort was made to minimize researcher interpretation of the participant's
response. Category creation emphasized a parsimonious reading of the response
rather than implied or intended meanings. Unsupported assumptions about what a
participant might be trying to express were avoided by focussing on the literal
coding of statements. Transcripts were then independently coded by two
researchers to permit calculation of interrater reliability. Although the woman's
response as a whole was considered in these coding decisions, each coder
recorded the statements she found most salient to her decision under the coding
category selected. This procedure was used to facilitate the negotiation of
discrepancies. Ageement was obtained for 81% of responses, based on the two
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coders' independent categorizations. All but one of the disagreements occurred
between the cause-dv and cause-both categories. Disagreements were resolved by
discussion between the coders.
Coding system. Causal attributions included statements by the participants
which represented notions of the origin of PMS in their own lives or for women in
general. Responses were coded into one of four subcategories: cause-iv, causedv, PMS as mystery, cause-both, or no response. A Cause-iv

response was

defined as any cause in which the menstrual cycle was characterized as an
independent variable. The origin of PMS was attributed to physiological or
biological origins or explicit reference was made to PMS as inevitable and natural to
women's reproductive cycles. This type of response was representative of a
biomedical model of PMS. To meet coding criteria for this subcategory, the whole
response had to indicate a purely physical explanation not combined with or
mediated by the social environment. The second subcategory, cause-dv.

included

responses that characterized the menstrual cycle as a dependent variable. PMS
was attributed solely to socio-environmental origins with no simultaneous or more
basic biological origin. If an answer combined physiological and socio-environmental
causes in a mutually operating manner it was coded as cause-both.

PMS as

mystery was used to list any answer that characterized PMS as a phenomenon the
woman felt was unexplainable either by her, by professionals, or by both. This
subcategory was separated from women who chose not to respond, who were
coded under no response.

Since a lack of response is difficult to interpret, it was

treated as missing data in the statistical analyses.
Definitions of Menstrual Phases
Each cycle of each woman was coded into five menstrual phases:
menstrual, postmenstrual, midcycle, post-midcycle, premenstrual. The phases were
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calculated based on the length of each cycle for each individual. The menstrual
phase was designated as the days of menstrual bleeding reported by the participant
on her daily charts. Consistent with Frank's (1931) original definition of PMT, the
DSM-IV PDD criteria , and the Moos Menstrual Distress Questionnaire, the
4

premenstrual phase was defined as the 7 days prior to menses (see Appendix A for
a further discussion of these definitions). The midcycle was calculated as the
middle five days of the cycle. The remaining days were equally divided into the
postmenstrual and post-midcycle phases. A question about breast tenderness was
included in the daily charts to help determine probable ovulatory cycles, but it was
not possible to train participants to properly palpate their breasts premenstrually, as
it would have alerted them to the menstrual interest of the study.

Thus, the

terminology chosen to describe the menstrual phases emphasizes the timing of the
phase in the cycle rather than hormonal characteristics (see also McFarlane &
Williams, 1994 for a discussion of this methodological decision).
Analysis of Daily Variables
Idioqraphic analyses. The mean and standard deviation of each of the 15
daily variables was calculated across all days in the study for each individual.
These two measures were used to indicate each woman's average or "normal"
range for each variable. Any day rated higher than one standard deviation above
her mean for a particular variable was considered to be "high" for her for that
variable; any day rated as more than one standard deviation below her mean for
that variable was considered "low" for her for that variable. All variables were coded
during computer analysis so that "highs" were "positives" and "lows" were
"negatives". Prediction analyses were then applied to determine the statistically

"The DSM-IV defines the premenstrual phase as the week prior to menses and the
first few days of menses. For this project, days on which women reported menstrual
bleeding were excluded form the definition of the premenstrual phase.
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significant occurrence of "positives" and "negatives" for each menstrual phase. The
manual developed by McFarlane and Williams in which this prediction analysis
procedure is described is in Appendix H.
The criteria for researcher designations of PMS and PDD.

Each woman's

menstrual cycles were examined for evidence of a PMS pattern using all 15
variables. The women were assigned to researcher-designated "PMS" or
"nonPMS" and "PDD" or "nonPDD" designations. Two sets of criteria were used to
determine whether each woman's prospective data showed evidence of a PMS
pattern. The first set of criteria was based on those used by McFarlane and
Williams (1994). The women were assessed individually. Each menstrual phase
was examined for the presence of a "terrific" (T) or "miserable" (M) cluster. The
criteria for a T were (a) the presence of at least three positive variables that attained
statistical significance for the participant in the prediction analysis procedure, and
(b) that at least 75% of the significant variables within that phase were positive. The
parallel criteria for a M cluster were (a) the presence of at least three statistically
significant negative variables, and (b) that at least 75% of the significant variables
within that phase were negative. The rationale proposed by McFarlane and
Williams for the use of a cluster of three variables to represent a menstrual phase
pattern was that three or more variables would create both a more salient impact for
a woman and a more reliable unit of analysis than would single variables. A "PMS"
classification was assigned if: (a) a M cluster occurred in the premenstrual phase,
and (b) no other phase of the menstrual cycle was characterized by a M cluster. If a
woman did not meet both of these stipulations, she was designated as "nonPMS".
The second set of criteria used a 5-item cluster based on the diagnostic
standards of Premenstrual Dysphoric Disorder (PDD) defined by the DSM-IV (See
Appendix C). Both T and M clusters were defined so that relative positive and
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negative cyclicity could be analyzed. To more closely match the DSM-IV PDD
criteria, women were assigned a "PDD" classification if: (a) a 5-item M occurred
premenstrually, (b) no M was present during the postmenstrual, midcycle, or
post-midcycle phase , and (c) at least one of the five variables comprising the
5

premenstrual M was a mood variable. The DSM-IV PDD diagnosis does not require
a symptom-free menstrual phase, so a menstrual phase M did not preclude a "PDD"
classsification. If a woman did not meet all of these criteria, she was designated as
"nonPDD". One criterion of the DSM-IV PDD diagnostic category is that
premenstrual difficulties should markedly interfere with the patient's usual work or
school or social activities. All of the women classified as PDD had at least one
significantly negative item that was either a relationship or a concentration and work
performance variable.
These designations were used as a tool to determine the match between
potentially diagnosable PMS or PDD patterns and women's self-designations. The
small number of women who met researcher criteria precluded a reliable interactive
analysis of researcher-designations by self-designations in this study.
Analysis of Single-measurement Variables
Some methodological errors to consider. As a result of copying errors, two
scales required conditional use and interpretation. The omission of items from the
Marital Need Satisfaction Scale (MNS Scale) and the Multidimensional Anger
Inventory (MAI) were realized only subsequent to administration and coding. The
Marital Need Satisfaction Scale was developed as a 24-item scale (Stinnett, Collins,
& Montgomery, 1970). Only the first 15 items were presented in the final interview
This is a slightly stricter criterion than the DSM-IV which specifies a symptom-free
postmenstrual phase. Although the midcycle and post-midcycle phases should be
symptom-free to meet PDD standards, the DSM-IV also notes that ovulatory
symptoms may be present for some women. No such cases occurred for this
sample.

5
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package of this study. These questions were considered informative to this
dissertation and were therefore evaluated as a potential scale for analysis.
Cronbach's alpha for these 15 items for this sample was .92, suggesting high
internal consistency. The 15 items were therefore summed into a total scale score
for each participant.
The Multidimensional Anger Inventory is a 38-item 4-factor questionnaire.
Overall internal consistency was found to exceed .8 in the original scale
development. The first 32 items were used in this study and Cronbach's alpha
indicated high internal consistency (.86) for this sample. The missing 6 items were
exclusively those which had loaded on the "range of anger-eliciting situations" and
"hostile outlook" factors in the original study (Siegel, 1986). These factors were
therefore elimiinated from analyses and the first two factors, "anger-arousal" and
"mode of anger expression", were retained. Unfortunately, the acceptable internal
consistencies for the mode of anger dimensions found by J . M. Siegel were not
replicated in this sample (anger-in=.44), and therefore this subscale was not used
for this dissertation. The anger-arousal subscale did demonstrate high internal
consistency (.87) for this sample and was therefore used for the analyses.
The relationship between the content represented by the MNS Scale scores,
the MAI subscale score, and women's decisions to label themselves with PMS was
of interest in this study. Because of item omission, overall scores on these "scales"
cannot be compared directly either to the original normative sample scores or to the
scores reported in other studies. Our purpose, however, was neither diagnostic nor
psychometric in relation to these scales. It was the relative scores of Current-Say
and Never-Say women, not the absolute scale scores which were important for this
dissertation. With their high internal consistency, the partial MNS Scale and the
complete anger-arousal subscale of the MAI seemed to be appropriate measures to
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help inform the question of how women's feelings about their lives relate to their
self-designations.

40

Results
Approach to Normative Data Analysis
Several types of statistical analyses were considered for this dissertation.
Given the longitudinal nature of the data, it was intuitively inviting to consider a time
series approach. One possible technique is the Hierarchical Linear Model (HLM). It
provides a powerful measure of between-subject and within-subject change (Bryk &
Raudenbush, 1987). It is particularly useful because the number and timing of
observations may differ across participants (Bryk & Raudenbush, 1987). It would be
an ideal approach, for example, for studying how some of the single-measurement
variables predict menstrual cycle patterns.
The purpose of this dissertation was not to study variables that may affect
menstrual cyclicity. Rather, it addressed the differences between women who say
that they currently have PMS and women who say that they have never had PMS.
Since this variable, that is, the "say" variable was only measured at one point, it
does not provide the repeated measures dependent variable data required for HLM
analysis (Bryk & Raudenbush, 1987). (For a further discussion of time series
techniques, such as Fourier and spectral analysis, see Appendix H.).
A second statistic considered was discriminant function analysis (DFA), used
in a descriptive approach (Huberty, 1975). Given the nature of this study and the
goal to assess the role of various factors in relation to each of the two say groups,
D F A does at first appear to be a logical choice for statistical analysis. The primary
objective in using D F A is to identify characteristics that optimally distinguish two or
more mutually exclusive, pre-defined groups (Cocozzelli, 1988; Dattalo, 1994;
Franzen & Golden, 1985; Gondek, 1981). DFA, however, requires a substantial
sample size for reliable results. Dattalo (1994) characterizes sample sizes of less
than 400 as small and cautions against assumption violation for such studies.
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Whereas some researchers recommend that the ratio of sample size to number of
predictors should be 10:1 (Franzen & Golden, 1985), others have recommended a
ratio of 20:1 (Stevens, 1996). Smaller sample sizes are prone to shrinkage on
cross-validation and must be interpreted with extreme caution (Barcikowski &
Stevens, 1975; Borgen & Seling, 1978; Fletcher, Rice, & Ray, 1978; Huberty, 1975;
Tate, 1983). In Monte Carlo results generated by Fletcher et al. (1978), a sample
size approximating the one in this dissertation and a similar sample to variable ratio
produced 35% shrinkage in external cross-validation. Another drawback of DFA for
this dissertation is that it cannot evaluate how the say variable interacts with the
menstrual phase in relation to changes observed for the daily variables, an
important aspect of this study.
A jackknife procedure has been suggested for smaller samples (Stevens,
1996), but it is limited to a context in which predictors have been selected with a
strong theoretical rationale based on previous findings (Franzen & Golden, 1985).
Logistic regression has been used instead of DFA in cases of possible or suspected
assumption violation (Dattalo, 1994; Stevens, 1996). But Dattalo (1994) cautions
that this statistic requires at least 50 cases per parameter and that little is known
about how it performs under various conditions. (For a discussion of why other
techniques, such as cluster analysis and factor analysis, were not considered, see
Appendix A.).
Hypothesis-testing about significant group differences may be done with
M A N O V A (Fletcher et al., 1978). In contrast to DFA, M A N O V A is a powerful
statistical technique that is robust to assumption violation, even in the case of small
sample sizes or unequal groups (Glass & Hopkins, 1996; Norusis, 1985; Stevens,
1996). Pillai's Trace, in particular, provides a reasonably accurate significance level
even when assumptions are violated (Norusis, 1985), so it was used in this
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dissertation for all the M A N O V A analyses. A statistical technique that compares
means (e.g., M A N O V A , A N O V A , t-test) requires a much smaller sample size than
that required for correlational techniques (e.g., DFA, factor analysis, regression).
M A N O V A is therefore more suitable than DFA to test for group differences in this
dissertation, with a sample size of 58 and unequal group sizes.
Stevens (1996) has suggested that M A N O V A and univariate followups are
preferable to D F A if the researcher is more interested in how specific variables
relate to group differences than in linear combinations of variables. In a Monte
Carlo study by Hummel and Sligo (1971), the use of followup univariate t-tests to
M A N O V A (p_<05), each conducted at p_<05, successfully kept the overall alphalevel under control for cases in which the multivariate null hypothesis was true.
Stevens (1996) notes that this procedure is an important one for obtaining sufficient
power to detect differences in a small or moderate sample size. In this dissertation,
univariate F tests (p_< 05) were used for followup analyses where M A N O V A
indicated significance at p_<05. For multiple comparisons conducted, the Tukey
method was used to provide a family-based error rate (p_<.05) and a relatively
conservative test of effects (Glass & Hopkins, 1996).
Stevens (1996) has recommended that to ensure greater statistical power
and to protect optimally against Type I error, a larger number of variables (e.g.,
more than 10) should be divided up for analysis rather than used in one analysis.
For both this reason and conceptual reasons, the single-measurement variables in
this dissertation were divided into five MANOVAs. This division was based on:
(1) conceptual similarity: variables were grouped into the same analysis if they
formed meaningful conceptual units (e.g., Beck Depression Inventory, sadness at
home, anger at home, anger arousal) (2) missing data: the Marital Need
Satisfaction Scale (MNS) and the Psychological Maltreatment of Women Inventory
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(PMWI) were each analyzed separately in order to maximize the sample size for
each analysis. Not all participants were in romantic relationships and M A N O V A
omits cases that contain missing data. A t-test was then used to analyze whether
the two say groups significantly differed in mean MNS scores and a M A N O V A was
used to analyze the two subscale scores of the PMWI. (3) measures containing
subscales: subscales of a single measure were analyzed together. The Statistical
Package for the Social Sciences (SPSS) programme for Windows was used for all
statistical analyses.
M A N O V A considers variables as jointly dependent and considers the
intercorrelations between variables (Norusis, 1985). But when univariate followups
are used, A N O V A ignores the interrelationships among variables. In this
dissertation, the variables were grouped into several MANOVAs. Thus, some
correlated variables were analyzed separately and their intercorrelations were not
considered. Correlations among all single-measurement variables are provided in
Table 2. Of those 253 correlations, 13 would be expected to be statistically
significant by chance (a=.05). Most of the 38 significant correlations occurred
between conceptually related measures and/or related subscales. Meehl (1990)
has termed the average pairwise correlation among variables the "crud factor". The
crud factor is symptomatic of the reality that in the social sciences, "everything is
correlated to everything" (Meehl, 1990, p. 210). Meehl (1990) notes that alpha is an
unrealistic estimate because the proper baseline for hypothesis testing is not H Q ,
but the crud factor. The mean of the absolute value of the pairwise correlations
among the single measurement variables for this dissertation was .1795
(SD=.1456).
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Table 2
Correlations among single-measurement variables
Anger
Arousal

Beck
Anger Arousal
Anger at Home
Sadness at Home
Hassles
Uplifts
PMWI Domination
- Isolation
Subscale
PMWI Emotional Verbal Subscale
Marital Need
Satisfaction Scale
MAQ Bothersome
MAQ Debilitating
MAQ Predictable
MAQ Denial
MAQ Natural
Physical Abuse by
a Partner
Sexual Abuse by a
Partner
Emotional Abuse
by a Partner
Physical Abuse in
Adulthood
Sexual Abuse in
Adulthood
Emotional Abuse
in Adulthood
Physical Abuse in
Childhood
Sexual Abuse in
Childhood
Emotional Abuse
in Childhood

.5657
p=.ooo
.3560
p=.005
.4612
P=.000
.2733
p=.035
-.1564
p=.233
-.1261
p=.398

Anger at
Home

Sadness
at Home

Hassles

Uplifts

****

.6024
p=.ooo ****
.3026
.3826
**** p=.018 * E=.002 ***
.3491
.3848
* p=.002 *** p=.006 **
.0799
.1101
B=.398
E=540
-.0194
.4027
E= 005 **
p=.896
**

.0825
C=.581
-.0661
p=.659
.0669
fi=.612
.2587
E=046 *
.0852
B=.518
-.1292
P=325
.0529
p=.688
.2634
p=.092
-.0477
E=.762
-.0103
p=.947
.2399
p=.072
.1897
P=.158
.1188
P=.379
.2413
p=.063
.2073
P=.112
.3186
p=.013 *

.5729
.1056
p=.475
P=.000 ****
-.0827
-.5007
B=.576
p=.ooo ****
-.1232
-.0610
P=.344
p=.640
.1921
.2580
p=.045 * fi=.138
.1744
.1365
B=.294
C=.179
-.1207
-.1177
p=.354
p=. 366
.0747
.1336
E=.567
p=.305
.2707
.1929
p.079
B=.215
.1260
-.1035
p
=.504
B=.415
.1394
.1084
p=.478
B=.361
.2344
.2016
p=.077
C=.129
-.0251
.0809
p=.546
p=.851
.1727
.3036
p=.021
P=.195
.0248
.0840
p=.849
p=.520
.0914
.0440
P=.484
P=.737
.2205
.0089
p=.088
p=.946

.0823
p=.528
.0543
p=.678
-.0683
p=.645

.3654
P=.004 ***
.0681
.2233
E=.127
p=.646

.1696
.2130
p=.249
C=.146
-.2002
-.0259
p. 172
B=.861
-.2124
-.0498
p=.703
B=.10O
.1580
.0136
p=.224
fi=.917
.1060
.0369
p=.416
P=.803
-.1159
-.1635
p=.374
E-.208
.1762
.0499
p=.174
p=.703
-.0294
.2758
p=.852
P=.073
-.0662
-.0049
E=.975
B=669
.1921
.1316
p=.389
p=.206
.1292
.2396
P=.334
p=.070
.1848
.2418
p=.067
E=.165
.2229
.1148
p=.093
B=.391
-.0515
.1413
p=.278
p=.693
.2610
-.1115
p=.042 * E=.392
.2142
.0119
p=.097
p=.928

.0893
p=.546
.1969
p=.180
-.3016
p=.015*
-.0001
p=.999
-.0319
p=.807
.1265
P=.331
.0924
p=.479
.0128
p=.935
-.1661
p=.281
.0868
B=.571
-.0526
B=695
.0096
B=.943
.0513
B=702
-.1338
B=.304
-.0822
B=.529
-.1058
B=.417
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PMWI
DominationIsolation
PMWI Emotional
- Verbal
Subscale

.6594
p=.000

Marital N e e d
Satisfaction
Scale

-.2787
p=.058

PMWI
VerbalEmotional

Marital
Need
Satisfaction
Inventory

MAQ
Bothersome

MAQ
Debilitating

MAQ
Predictable

-.6971
p=. 000****

-.0633
D=.669
M A Q Debilitating -.0983
p.=.506
-.0834
MAQ
p=.573
Predictable
-.1075
MAQ
p=.467
Menstruation
MAQ
Bothersome

-.0383
D=.796
.1091
E=. 460
.0369
p_=. 803
-.1995
p=.174

-.1853
£=.207
-.1843
E=.210
-.0786
p=.596
.2606
p=.074

.1307
P=.315
-.0622
D=.634
.0927
E=.478

.5282
D=.000 ****
-.5244
-.6364
p.=.000 **** p=.ooo ****

.1203

.1466
p=.320
.1436
D=.364
-.0326
£=.836
-.2078
D=.176
-.2670
p=.076
.2556
p=.090
-.1175
D=.442
-.1136
D=.442
.0000
p_= 1.000
-.2338
p=.110

-.7092
P=.000 ****
-.1214
C=438
-.0056
P=. 971
-.1156
p=.449
.1072
E=.423
-.1346
rj=314
-.1430
P=.284
.0994
p_=446
-.2918
D=.023
-.0881
p=.499

-.0521
p=.690
.0925
p=.555
-.1116
p=.471
.0231
p=.880
.0888
£=.508
.1919
p=.149
-.0268
p=.842
.1836
fj=.157
.2057
p=.112
.1232
£=.344

Should be
Ignored

.1316
p=.373
.3070
Physical A b u s e
p=.045
by a Partner
Sexual A b u s e by .0503
a Partner
Q=. 746
Emotional A b u s e .2221
p=.142
by a Partner
.1191
Physical A b u s e
p=.436
in Adulthood
Sexual A b u s e in .0113
M A Q Natural

Adulthood

B=.941

Emotional A b u s e .1460
p=.338
in Adulthood

-.0578
p=.696
Sexual A b u s e in -.0611
p=.680
Childhood
Emotional A b u s e .0252
in Childhood
rj=. 865
Physical A b u s e
in Childhood

fi=.416

*

.4056
p_=.007 **
.0038
C=. 980
.3789
D=.010 *
.3418
p=.022 *
-.2266
p=.135
.2244
p=.138
-.0855
p=.563
.0197
p=.894
.1906
p=.194

.2909
p=.023
.1345
D=.390
.2031
D=.186
.1781
p.= 242
.1017
p=.447
.2834
p=.031
.0699
fj=.602
.1051
p_=420
.1708
C=.188
.2137
p=.098

*

*

Emotional Abuse in
Adulthood
Physical Abuse in
Childhood
Sexual Abuse in
Childhood
Emotional Abuse in
Childhood

Sexual
Abuse in
Adulthood

Emotional
Abuse in
Adulthood

.0687
E=608
.2042
£=.124
.3171
B=.015
.0502
E=.709

.3115
p=.017 *
.3019
.3803
p=.003 *** B=.018
.5092
.6009
p=.ooo **** p=.ooo ****

*

Physical
Abuse in
Childhood

Sexual
Abuse in
Childhood

.4230
P=.001 ***
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Type I and Type II Error
Type I error occurs when a true null hypothesis is rejected and Type II error
occurs when a false null hypothesis is not rejected (Glass & Hopkins, 1996;
Westermann & Hager, 1986). Whereas Type I error can be controlled by the
experimenter, Type II error is more indirectly influenced through experimental
design (Winer, 1971). Although the occurrence of these errors cannot be
eliminated, the probabilities of their occurrence can be used to guide in the
summary and interpretation of results (Winer, 1971).
Traditionally, a stronger emphasis has been placed on controlling Type I than
Type II error. With bias against publishing non-significant findings, a Type I error is
more likely to be published than is a Type II error, and once published, is less likely
to be disconfirmed in subsequent publications (McCarroll, Crays, & Dunlap, 1992).
Since the two types of error are inversely related, the strong focus on Type I has
meant a lesser focus on Type II. Several researchers have called for greater
attention to Type II error and to statistical power (Westermann & Hager, 1986;
Winer, 1971). Stevens (1996) has suggested that alpha be raised to .10 or .15 for a
smaller sample size and Winer (1971) has hypothesized that .30 and .20 might be
more reasonable than the conventional .05 and .01. Winer (1971) has, in particular,
argued that in exploratory research, both kinds of errors may be equally important.
Assessing the relative "costs" of these two errors is difficult in social science
research (Glass & Hopkins, 1996). One primary goal of exploratory research is to
indicate variables worth pursuing in future research. Meehl (1990) has noted that
Type II error in pilot studies has too frequently led to non-publication and an
abandoned line of research. This dissertation was intended to explore the role of a
previously unstudied variable in PMS research, and to suggest directions for future
research. Although some reviewers have called for tighter control of Type I error in

48
PMS research (Koeske, 1983; Sommer, 1980, 1981; Ussher, 1992), Parlee
(1981) has argued that the field of PMS is still "immature" in that theorists differ
widely in assumptions, methods, definitions, and variables of importance. She
posits that PMS research has not yet arrived at the problem-solving stage which
requires a generally shared paradigm. Rather, it is still in a problem-finding,
hypothesis-generating period of development, and is thus highly suited to
exploratory and correlational approaches. Both Type I and Type II error must be
considered in interpreting the findings of this study. Experiment-wise Type I error is
a potential concern because of the number of analyses conducted. A Type II error
of different magnitude is associated with each possible alternative hypothesis
(Winer, 1971). Type II error was a possible concern in this study because of its
limited sample size (n=58) and the unknown reliability of the say group variable
(Glass & Hopkins, 1996; Stevens, 1996).
Null hypothesis statistical testing (NHST) itself has been called into question.
More extreme views present the entire tradition of NHST as a mistake (Meehl,
1990), whereas others believe NHST to be valid but extensively misused and
misunderstood (Cohen, 1995). The drawbacks of N H S T and subsequent
controversy over its use first were discussed in 1938 (Berkson, 1938, in Cohen,
1994). Critics of NHST note that although H Q is tested, it is fundamentally
unacceptable (Weitzman, 1984). The probability that H Q is true is zero (Cohen,
1994; Meehl, 1990). This criticism has primarily been aimed at null hypotheses of
strict equality (Weitzman, 1984), but is nonetheless critical given the conservative
use of one-tailed tests. Cohen (1994) has referred to this null hypothesis as the "nil
hypothesis". If the nil H Q is always false, then any experimental treatment will lead
to statistical rejection if a sufficient sample size (Weitzman, 1984) and sufficiently
fine measurement (Baril & Cannon, 1995) are used. Cohen (1994) has stated that
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rejection is inevitable even with small samples. If the nil hypothesis is always false,
then the rate of Type I error is more accurately 0 % rather than 5 % and the only error
possible is Type II (Cohen,

1994).

Baril and Cannon

(1995),

in contrast, have

argued that although theoretically the probability that H Q is true is zero, in reality this
is not the case.
Although Cohen

(1994)

has noted that there is no magical formula to replace

NHST, researchers have made concrete suggestions to enable a clearer
presentation and interpretation of results. In particular, recommendations have
focused on providing more information about the precision of estimates and not just
relying on point estimates (Winer,
Glass and Hopkins

(1996)

1971).

have reminded researchers that statistical

significance is not synonymous with practical significance, and have suggested that
confidence intervals be used as a method of distinguishing the two. By providing
confidence intervals, the magnitude of change is represented, not just the direction
of change (Cohen,

1994, 1995).

The size of the confidence interval depends on

measurement error (Frick, 1 9 9 5 ) and is inversely related to sample size (Cohen,
1994)

. Cohen

(1994)

has proposed that the use of confidence intervals should

replace the emphasis on NHST.
Parker

(1995)

has argued for the use of standardized effect sizes rather than

confidence intervals. Effect sizes are particularly useful for communicating the
magnitude of differences in a common metric (Glass & Hopkins, 1 9 9 6 ; Parker,
1 9 9 5 ) . Effect size indicates the departure of the true parameter value from the
parameter value hypothesized in H Q (Glass & Hopkins, 1 9 9 6 ; Westermann & Hager,
1996)

. Cohen

(1994)

notes that sample effect sizes necessary for significance are

typically larger than actual population effect sizes. He warns that a focus on effect
sizes may be positively biased.
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Researchers have also emphasized the importance of discussing power in
interpreting results (Meehl,

1990).

If

HQ

is not rejected, the careful examination of

power may reveal the alternative explanation that the experiment did not use a
sufficiently sensitive test of the hypothesis (i.e., a Type II error occurred) (Winer,
1971).
1996;

Power is a function of sample size, alpha, and effect size (Glass & Hopkins,
Stevens,

1996).

McCarroll, Crays, and Dunlap

(1992)

have shown, however,

that the addition of participants to an already collected sample, post hoc, to increase
power and establish difference leads to an elevated Type I error. Type I especially
rises when only a few participants are added. They strongly recommend against
this procedure. Rather than trying to increase power by increasing sample size,
changing hypotheses, or re-designing the experiment post hoc, power and effect
size should be reported for both significant and non-significant findings to aid in
interpretation.
Tukey has claimed that data are rich and complex, and often provide
information about unexpected relationships (Borgen & Seling,
recommendation by Cohen

(1994)

1978).

One

has been to engage in exploratory data analysis.

He suggests focusing effort on understanding the sample data instead of
generalizing to the population. Generalization relies on replication (Hubbard,

1985),

rather than on finding a single "best" statistical technique (Borgen & Seling, 1 9 7 8 ;
Larabee,

1982).

Some researchers have proposed the use of a Bonferroni correction to
reduce experiment-wise Type I error (Strahan,

1982).

Although a Bonferroni

correction guards against spurious results, power is severely reduced (Stevens,
1996).

Cohen

(1994)

has argued that, given that

HQ

is never theoretically true,

Bonferroni procedures are, ironically, adjusting for a non-existent alpha error, while
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increasing an already high Type II error. A Bonferroni correction was not used for
this dissertation.
Finally, reviewers have characterized a "conceptual revolution" in statistics
that shuns the notion of a single superior statistic (Larabee, 1982). A part of this
trend has included a call for more graphic displays of the data to aid interpretation
(Borgen & Seling, 1978; Cohen, 1994).
Many of the recommendations resulting from the NHST controversy were
implemented in this dissertation. Type I and Type II errors have been handled in
several ways. For the principal significant and non-significant findings, the means,
confidence intervals, effect sizes, rj-levels, and power are reported in tabular form.
All of these factors have been considered in assessing the strength, logic, and
practical significance of the results. The emphasis has been on an exploratory
approach and recommendations regarding variables to be included in future
research. Interpretation of the results, therefore, has avoided focusing on singular
(especially weaker) results, in favour of the overall picture, to minimize capitalization
on chance findings. The emphasis is on patterns of results rather than individual
variables. Principal findings are graphed to help demonstrate these patterns.
Univariate followups have been conducted only when statistical significance was
obtained with M A N O V A . The level of Type I error (a) at .05 and the use of twotailed tests were set a priori for each test. These decisions were adhered to
throughout analysis. The Tukey range test was used for multiple comparisons to
provide a family-wise error rate and to control Type I error. M A N O V A has been
used for analysis because it is both a powerful and robust technique. The 15 daily
variables were combined into four symptom types for analysis, consistent with
Stevens' (1996) suggestion for increasing power and controlling spurious findings.
Analyses were not conducted for the individual daily variables. Finally, idiographic
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analyses have been based on 3-item and 5-item clusters of variables to ensure
more reliable units of analysis.
Say Group Analyses of Single-measurement Data
Do Women's Reports About their Life Circumstances, Emotions, and Attitudes
Relate to Their Current Use of the Label "PMS"?
A comparison between women who, in the final interview, reported never
having PMS (Never-Say, n=23) and those reporting that they currently had PMS
(Current-Say, n=35) was conducted for the single-measurement variables. The
purpose was to examine the attitudes and life circumstances of women who are
using the "PMS" label during their current day-to-day lives. Means, confidence
intervals, rj-levels, power, and effect sizes of the parametric significant and nonsignificant results are presented in Table 3.
A 5 (Menstrual Attitude Questionnaire subscales) x 2 (Never-Say, CurrentSay) M A N O V A revealed a significant difference on the Menstrual Attitude
6

Questionnaire (MAQ) between the two say groups, F(5,52)=6.54, rj<001.
Univariate F-tests indicated that the groups differed on all five subscales of the
MAQ. Women who reported never having had P M S were more likely to view
menstruation as bothersome (M=28.39), F(1,56)=4.25, rj<05, and were more likely
to claim that women's lives should not be affected by menstruation (M=22.74),
F(1,56)=11.86, p.<.005, than were women who currently labelled themselves as
having PMS (M=24.00 and M= 16.11, respectively) (See Figure 1 ) .
7

Women who

In the case of analyses for the two-level independent variable (Never-Say, CurrentSay), the M A N O V A is equivalent to a Hotelling's T .

6

2

For figures that are graphed using the box-and-whisker plot (Glass & Hopkins,
1996; Tufte, 1983), all outliers have been plotted. The comparisons for which
outliers appeared were re-analyzed with the outliers removed. All results were the
same, except for the hassles scale. The results reported in the text are therefore
based on the entire sample (that is, including outliers) and the discrepancy in

7
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Table 3
Results of parametric analyses of single-measurement variables
for differences between Current-Say and Never-Say women
Variable
Menstrual Attitude
Questionnaire
Bothersome
Menstruation
Should be Ignored
Debilitating
Natural
Predictable
Anger and
Sadness
Measures
Anger at Home
Anger Arousal
Beck Depression
Inventory
Sadness at Home
Hassles and
Uplifts
Hassles
Uplifts
Marital Need
Satisfaction Scale
Psychological
Maltreatment of
Women Inventory
DominationIsolation
Emotional-Verbal

Say
Group

Mean

Confidence
Interval

Current
Never
Current
Never
Current
Never
Current
Never
Current
Never

24.00
28.39
16.11
22.74
46.86
37.74
27.26
21.04
29.37
22.17

21.31,
25.08,
13.68,
19.75,
41.78,
32.34,
25.14,
18.42,
27.43,
19.77,

26.69
31.71
18.54
25.73
51.24
43.14
29.38
23.66
31.31
24.57

Current
Never
Current
Never
Current
Never
Current
Never

10.60
8.68
32.43
22.18
10.03
6.09
9.80
8.86

9.30, 11.90
7.08, 10.28
28.75, 36.11
17.64, 26.72
7.83,12.23
3.37, 8.81
8.10, 11.50
7.25, 10.47

Current
Never
Current
Never
Current
Never

.73
.49
.74
.76
71.94
69.56

.594, .866
.323, .657
.617, .869
.609, .919
69.21, 74.67
66.54, 72.59

Current
Never
Current
Never

28.55
29.63
40.97
43.19

25.91,
26.38,
35.20,
36.07,

31.19
32.88
46.74
50.31

df

Statistic

p-level

5,52
1,56

F=6.54
E=4.25

p=.ooo ****
0= 044
*

1,56

£=11.86

P=.001 ***

1,56

E=6.91

p=.011

1,56

E=13.63

P=.001 ***

1,56

F=21.82

P=.000 ****

4,52

E=3.01

p=.026

1,55

F=3.39

P=.071

1,55

E=12.01

P=.001 ***

1,55

E=4.96

p=.030

1,55

E=-80

p=.375

2,55
1,55

F=3.04
F=4.88

p=.056
p=.031

1,55

F=.04

p=.833
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t=-.39

p=.699

2,44
1,45

F=.11
F=.20

p=.892
p=.654

1,45

E=.18

E=.672

*

*

*

*
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Power

Partial E t a S q u a r e d

Variable

Effect S i z e

Menstrual Attitude
Questionnaire
Bothersome
Menstruation Should
be Ignored
Debilitating
Natural
Predictable
Anger and Sadness
Measures
Anger at Home
Anger Arousal
Beck Depression
Inventory
Sadness at Home
Hassles and Uplifts
Hassles
Uplifts
Marital Need
Satisfaction Scale
Psychological
Maltreatment of
Women Inventory
Domination-Isolation
Emotional-Verbal

2.54"

.99

.55
.93

.58
.95

.57
.17

.71
.99
1.25
.92

.74
.95
.99
.72

.11
.20
.28

.50
.94
.61

.45
.93
.61

.06
.18
.08

.24
.45
.60
.06

.15
.67
.66
.03

.01

.39

.31

.02

.07

.14
.13

.08
.08

6

9

(n )
1 2

.08
.00 (.0008)

.00 (.0042)
.00 (.0040)

This effect size calculation is presented in standard deviation units, based on the formula
A=(M - M J / s (Glass & Hopkins, 1996).
Post hoc univariate power was calculated using power curves for the non-centrality
parameter (Glass & Hopkins, 1996) and power tables for J=2 (Hopkins, Coulter, & Hopkins,
1981) based on a harmonic n (Stevens, 1996). The tables were specifically used to provide
a more accurate estimation in cases of low power.
Cohen (1977) has suggested that the values of partial r | m a y be interpreted as TI =.01
small, TI =.06 medium, r| =.14 large effect sizes.
Multivariate effect size calculations for J=2 is based on D , Mahalanobis Distance, and
the harmonic n (Stevens, 1996).
Post hoc multivariate power calculations are derived from D power tables published by
Stevens (1996) and on S P S S for Windows output. In the case of a difference, the lowest
estimate has been presented here as a conservative estimate of power.
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Fig. 1. Menstrual Attitude Questionnaire Subscales on Which Never-Say
Women Scored Significantly Higher than Current-Say Women.
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Data have been graphed using a box-and-whisker plot (Glass & Hopkins,
1996; Tufte, 1983). The box represents the interquartile range of scores, the
vertical lines illustrate the range of scores, hollow dots indicate outliers, and the
horizontal line is the median score.
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56
believed they currently had PMS viewed menstruation as more
debilitating (M=46.86), F(1,56)=6.91, £ < 05, as more natural (M=27.56),
E(1,56)=13.63, rj<.005, and as more predictable (M=29.37), F(1,56)=21.82, p_<001,
than did women who had never used the label (M=37.74, 21.04, 22.17, respectively)
(See Figure 2).
Multivariate and univariate effect sizes, levels of significance, and statistical
power for the M A Q were generally strong. In addition, confidence intervals for the
two say groups were mutually exclusive for the subscales that measured women's
perceptions of menstruation as predictable, natural, and easy to ignore. This
suggests that differences between the groups met an especially conservative
criterion for these attitudinal scales (Glass & Hopkins, 1996, p. 413, footnote 36). In
addition, Figure 1 shows that the interquartile range of scores for the Never-Say
women on the debilitating subscale was below the median for the Current-Say
women and the effect size for this difference was relatively strong (.71). The
difference between the two groups for the bothersome subscale was a slightly
weaker finding. Effect size and partial r|2 were moderate, and the level of
significance was higher (p_<05). But there was only a slight overlap of the
confidence intervals between the two groups, and the statistical power of this
subscale was moderate. An increase in power might reveal a stronger effect on this
scale in future studies. In this study, the higher endorsement of the natural,
predictable, and debilitating subscales by the Current-Say women and the greater
characterization of menstruation as something to be ignored by the Never-Say

findings for the hassles scale is noted. Outliers occurring on three of the measures
were from the same participant. This woman reported particularly high scores for
the domination-isolation scale of the PMWI and for the debilitating and natural
subscales of the M A Q . In addition, this participant reported emotional and physical
abuse by a (current) romantic partner. Although she indicated that she currently
had PMS, she did not meet researcher criteria for either PMS or PDD.
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women who reported currently having PMS were more likely to think of
menstruation as an inevitable, biological intrusion that they were able to sense
approaching. The women saying that they had never had PMS perceived
menstruation as simply bothersome, the effects of which they were able to ignore.
Women's reports of anger and sadness in their lives were analyzed using a 4
(anger arousal, anger at home, Beck Depression Inventory, sadness at home) x 2
(Current-Say, Never-Say) MANOVA. Multivariate power and effect sizes for the
anger and sadness measures were large, even though p. was not very low,
F(4,52)=3.01, £ = . 0 2 6 . Follow-up univariate tests revealed significance for anger
arousal, F(1,55)=12.01, p_<.005, and the Beck Depression Inventory (BDI),
F(1,55)=4.96, p_<.05 (See Figure 3). Women who said that they currently
experienced PMS had higher depression scores on the BDI (M=10.03 Current-Say
and M=6.09 Never-Say). Both group means on the BDI were below a cutoff score
of 15 used by some researchers for screening depression (Bishop & Edgley, 1993;
McFarlane & Williams, 1994). The level of significance for the difference between
the say groups for the BDI was p_= 030, and the effect size and - n were moderate.
2

Although this finding was not a strong one, this may be due to lower power (1p=.61). Indeed, the confidence intervals were fairly wide for both groups. A larger
sample size might narrow the confidence intervals, increase power, and produce a
stronger indication of difference. It is noteworthy, however, that the maximum score
for the Current-Say group was substantially higher than that for the Never-Say
group and was positively skewed. This reflects the finding that all six women
exceeding the clinical cutoff score for depression were in this group.
To ensure that depression scores and mood patterns related to menstrual
cyclicity were not confounded, the menstrual phase during which each woman
completed the BDI was calculated. Beck scores were not significantly related to
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menstrual phase (rj=.077; means were 3.70 menstrual phase, 6.64
postmenstrual, 8.17 midcycle, 10.20 post-midcycle, and 10.93 premenstrual, with
lower scores indicating less depression).
Current-Say women had higher anger arousal scores on the MAI
(Multidimensional Anger Inventory). The p_-level for the difference between groups
for anger arousal suggests that this may be a strong finding (p_=.001). The effect
size, power, and partial r|2 for this result were large. Confidence intervals for the
two groups were exclusive, indicating that Current-Say women (M=32.43) reported
becoming more easily angered, staying angry longer, and experiencing anger more
frequently than Never-Say women (M=22.18).
The two groups did not significantly differ on the Anger at Home Scale
(p_=071; M=10.60 Current-Say, M=8.68 Never-Say). But power was relatively low
for the univariate test (.45) of this measure. The effect size was moderate and
significance was nearly attained. It is possible that this result represents a Type II
error and that significance would be attained with greater statistical power. Figure 4
illustrates more variability among scores for the Never-Say women than for the
Current-Say women on this measure, but the median scores for the two groups are
roughly the same. Because there was only a 2-point difference between the means
and the confidence intervals were 2-3 points wide, practical significance was not
assigned to this scale in this dissertation. The Sadness at Home Scale did not
approach statistical significance (p_=.375). The group means were close together
and the confidence intervals overlapped substantially. Figure 4 shows a similar
distribution for both groups. Within this sample, the lack of group difference for this
measure seems clear. Power was very low, however, so the lack of significance
might not be replicated in a new sample.
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Further parametric multivariate analyses revealed no significant
differences (p_>.05) between women reporting PMS currently and those reporting
never having had PMS in how well their romantic partners fulfilled their relationship
needs (Marital Satisfaction Scale) (MNS) (p_=.699), and their reports of
psychological abuse by their current primary romantic partners (Psychological
Maltreatment of Women Inventory) (PMWI) (rj=.892) (See Figure 5). In general for
the measures in these analyses, the confidence intervals overlapped substantially
and the means were within the confidence intervals for both groups. Therefore, the
lack of significant group differences for these measures seem to be unambiguous
findings. But caution is necessary in generalizing this result, since power was low
for the MNS scale and extremely low for the PMWI. For the Daily Hassles and
Uplifts Scale, the multivariate test involving both dimensions demonstrated
moderate power, a medium effect size, and nearly attained statistical significance
(p_=.056). For Uplifts, which had poor power, the univariate test did not approach
significance (£=.83) and the confidence intervals overlapped considerably. But for
Hassles, which had moderate power, the mean for Current-Say women (M=-73) was
higher than that for Never-Say women (M=49), F(1,56)=4.88, p_<05, as would be
hypothesized. Moreover, the confidence intervals for the groups overlapped very
little and the effect size for the difference in means was medium. Furthermore,
Figure 6 shows that the median score for Hassles for the Never-Say group was
below the interquartile range for the Current-Say group. This difference may have
practical significance and might reach statistical significance if replicated with a new
sample from the same population.
There were four outliers for the hassles scale (See Figure 6). Both the
multivariate test (Daily Hassles and Uplifts), F(2,51)=4.23, rj< 05, and the univariate
test, F(1,52)=7.93, p_< 01, were significant for hassles when the outliers were
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removed and the data were re-analyzed. These results indicated that Current-Say
women (M=-66) reported more frequent and intense hassles than did the Never-Say
women (M=-42).
Phi correlations were used to assess the relationship between the women's
use of the "PMS" label (Never-Say, Current-Say) and their reports of their
emotional, physical, and sexual abuse histories in childhood, adulthood, and past
romantic relationships. The levels of significance, proportions of women reporting
past abuse, and strength of association for these correlations are reported in Table
4. Significant phi correlations indicated that women who currently said that they had
PMS were more likely to report having experienced emotional abuse in childhood,
phi=.4Q, rj<005, emotional abuse in adulthood, phi=33, £ < 0 5 , and physical abuse
by a previous romantic partner, phi=.31, rj<.05. Almost three-quarters (71%) of all
the women said that they had experienced some form of emotional abuse during
childhood, and 74% of these women were currently using the label "PMS". Slightly
fewer than half (47%) reported being emotionally abused as adults. Of these
women, 78% said that they currently had PMS. More than a third (38%) of the
women reported physical abuse of some form by a previous romantic partner. Of
these women, 88% claimed that they currently had PMS. Only 2 said they did not.
In contrast, of the women who reported no past physical abuse by a partner, only
58% reported current PMS. Phi correlations did not attain significance (p_>. 05) for
ever being sexually abused in adulthood (£=.057; 44% of Current-Say vs. 19% of
Never-Say women), being sexually abused by any romantic partner (rj=23), being
physically abused in adulthood (£=.135) or sexually or physically abused in
childhood (p_=. 159 and £ = . 1 0 6 , respectively). Finally, with respect to possible links
between relationship variables and use of the label "PMS", recall that more Current-
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Table 4
Results of abuse variables for Current-Say and Never-Say women
Variable

Say Group

Physical A b u s e by a
Romantic Partner
Sexual Abuse by a
Romantic Partner
Emotional Abuse by
a Romantic Partner
Physical Abuse in
Adulthood
Sexual Abuse in
Adulthood
Emotional Abuse in
Adulthood
Physical Abuse in
Childhood
Sexual Abuse in
Childhood
Emotional Abuse in
Childhood

Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never

Percentage
Reporting
Abuse
48
15
62
43
76
67
38
19
44
19
85
48
26
9
34
17
60
26

Strength and
Direction of
Association

p-value

phi=.31

p=.042

phi=.18

E=.235

phi=.10

p=. 516

phi=.20

p=.135

phi=.40

p=.057

phi=. 21

p=.003 ***

phi=.21

B=.106

phi=.18

B=.159

phi=.33

p=.011

*

*
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Say (83%) than Never-Say (54%) women reported currently being heterosexually
active (phi=.31. rj< 05).
Summary of the single-measurement findings. In this study, the woman who
said that she currently had PMS was more apt to view menstruation as debilitating,
predictable, and natural. She was also less likely to claim that menstruation should
not affect women. This woman reported that her anger was more easily aroused
and sustained. She was more likely to report having been emotionally abused in
childhood. A weaker but statistically significant result indicated that Current-Say
women were more likely to report having been emotionally abused in adulthood and
physically abused by a romantic partner. Other weaker significant findings
suggested that the Current-Say woman perceived menstruation as less bothersome
and generally experienced greater (but still subclinical, on average) depression than
the woman who said she had never had PMS. A trend was found to suggest that
she may experience more hassles than the Never-Say woman. Although this trend
did not reach statistical significance at the multivariate level, it was significant in the
univariate test. Further examination of the effect size and confidence intervals for
this measure suggests that multivariate non-significance might be attributable to
Type II error.
Women's use of PMS to describe their menstrual cycles was not found to be
related to their reports of uplifts, marital satisfaction, psychological maltreatment by
their current primary romantic partner, sexual abuse history, physical abuse in
childhood or adulthood, emotional abuse by a partner, or sadness or anger
experienced at home. The effect size and confidence intervals for anger
experienced at home indicate that this variable may be worth investigating in future
research. In addition, women's reports of sexual abuse experiences in adulthood
correlated moderately (phi=.4Q) to self-designation of PMS, but this result did not
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quite reach statistical significance (rj=.057). This variable might attain
significance in future research.
Say Group Normative Analyses of Prospective Data
Analyzing symptom types
McFarlane and Williams (1994) found no relationship between women's selfdesignations and researcher-designations of PMS using predominantly mood
variables. One purpose of this dissertation was to explore whether these same
women's self-designations would be more consistent with their prospective cyclicity
for other types of symptoms. It may be that women who believe that they have P M S
are basing their decisions on different symptomatology than mood. To investigate
this question, the 15 daily variables were conceptually grouped into 4 symptom
types: mood (mood pleasantness, mood variability/stability, anger, hurt),
relationships

(quality of personal relationships, quality of professional relationships,

patience with others), concentration

and work performance

(amount of

concentration, quality of paid work performance, quality of domestic work
performance), and physical and activity symptoms

(balance of body experiences,

amount of leisure time, quality of sleep, amount of eating, amount of exercise). To
confirm that these categorizations could represent how women might group, and
therefore experience, symptoms together, the 15 daily variables were presented to
2 graduate students. The students were asked to group the variables into an
unspecified number of similar categories that might represent "types of symptoms".
The male psychology graduate student generated 5 categories that were the same
as those generated for this dissertation, with the exception that he divided the
physical and activity variables into two separate groups. The female sociology
graduate student generated 4 categories, in which all but the concentration variable
matched the groups outlined above.
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Are Women's Current Self-desianations of "PMS" Related to Changes Thev
Experience on Specific Types of Symptoms?
A 4 (symptom type) x 5 (menstrual phase) x 2 (Current-Say, Never-Say
groups) M A N O V A was conducted to address this question. The confidence
intervals, partial T|2, and power calculations for the significant and non-significant
results are presented in Tables 5 and 6. A significant symptom type effect, F(2.26,
126.28)=41.89, rj<001, and symptom type by menstrual phase interaction, F(10.25,
574.04)=3.10, £ < 005, were found. Further analyses were conducted to reveal the
more specific nature of the interaction. These results are shown in Figures 7, 8, 9,
and 10. The menstrual phases did not significantly differ for the relationship
variables (rj=.165). For concentration and work variables, the menstrual phase
(M=5.93) was rated significantly more negatively than all other phases (means are
6.05 midcycle, 6.06 postmenstrual and premenstrual, 6.12 post-midcycle), F(3.24,
184.77)=2.66, £ < 0 5 . For the mood variables, the post-midcycle (M=6.76) and
premenstrual (M=6.66) phases were rated most negatively, F(4,54)=3.70, rj<05.
The menstrual phase (M=6.81) was rated more negatively than the postmenstrual
phase (M=6.92), but more positively than the premenstrual phase. The physical
and activity variables were rated most negatively during the menstrual (M=5.71) and
post-midcycle (M=5.68) phases, F(4,54)=2.87, rj<05. The premenstrual phase
(M=5.75) was rated more negatively than the postmenstrual phase (M=5.84), but
more positively than the post-midcycle phase (M=5.68). The premenstrual and
menstrual phases did not differ.
Physical and activity variables were rated most negatively, followed by
concentration and work performance variables, relationships, and mood, across all
of the menstrual, F(2.46, 140.37)=41.28, rj<001, (means=5.71, 5.93, 6.51, 6.81,
respectively), postmenstrual F(2.49, 142.08)=43.53, p<.001, (means=5.84, 6.06,
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Table 5
Means and confidence intervals for the prospective variables for
the Current-Say and Never-Say women
Effect
S a y Groups
Symptom Type

Menstrual P h a s e

Say by Symptom
Type
Menstrual Phase by
Symptom Type
Say by Menstrual
Phase
Say by Symptom
Type by Menstrual
Phase

Cell
Current-Say
Never-Say
Physical and Activity
Concentration and
Work Performance
Relationships
Mood
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Range of Means
Range of Means
Range of Means
Range of Means

Mean

Confidence Intervals

6.23
6.38
5.75
6.04

5.37, 7.09
5.32, 7.44
5.43, 6.08
5.72, 6.37

6.56
6.81
6.24
6.37
6.32
6.27
6.25
5.70
6.97
5.68
6.92
6.15
6.42
5.63
7.09

6.24, 6.88
6.48, 7.13
6.11, 6.37
6.24, 6.50
6.19, 6.45
6.14, 6.40
6.12, 6.38
to

Current-Say:
Never-Say:

to

M ± .07

to

Current-Say:
Never-Say:
Current-Say:
Never-Say:

to

M + .42
M ± -51

M+-17
M±21
M + 09
M±12
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Table 6
Results of parametric analyses of prospective variables for
the Current-Say and Never-Say women
Effect
Say Group
Symptom Type
Menstrual P h a s e
Say by Symptom Type
Symptom Type by
Menstrual P h a s e
Say by Symptom Type by
Menstrual P h a s e

Power
.169
1.00
.654
.127

df
1,56
3,54
3.36,188.24
2.26,126.28

Statistic
E=.90
E=85.63
E=2.26
E=.39

p-level
P=.346
E=.000 ****
p=.076
p=.703

Partial n
.02
.43
.04
.007

10.25,574.04

F=3.10

e=. 001 ***

.053

.994

10.25,574.04

F=1.00

p=.444

.018

.591

2 1 4

For the repeated measures analyses, partial r\ was the only measure used to determine
effect size. Both partial r| and power calculations in this table were produced by S P S S for
Windows.
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6.67, 6.92, respectively), midcycle, F(2.68, 152.50)=41.75, £ < 0 0 1 , (means=5.80,
6.05, 6.57, 6.88, respectively), post-midcycle, F(2.25, 128.01)=31.99, £ < 0 0 1 ,
(means=5.68, 6.12, 6.53, 6.76, respectively), and the premenstrual phases, F(2.31,
131.82)=26.43, £ < 0 0 1 , (means=5.75, 6.06, 6.53, 6.59, respectively).
Partial T I for the symptom type by menstrual phase interaction suggested
2

only a medium effect size (.053), even though the level of significance was p_=001.
Followup analyses of symptom type differences within menstrual phase
demonstrated a consistent ordering of symptom types and strong n, effect sizes
2

across all phases (range=.32 to .43).

Interactive differences were most evident for

phase differences within symptom types. Effects were generally moderate across
the three significant symptom types (n, =.05 to .06) and smaller for the relationship
2

symptom type (.03), despite variation in levels of significance (Physical and Activity,
£=.032; Mood, £ = . 0 0 8 ; Concentration and Work Performance, £ = . 0 4 5 ;
Relationships, £ = . 1 7 ) . Small effects resulted for all other non-significant main and
interaction effects of the prospective analyses (See Table 6).
Overall, women's self-designations of PMS were not related to any
systematic pattern of symptom types. In other words, women who said that they
currently experienced PMS did not show evidence that they cycled differently than
women who said that they had never had PMS for any of the mood, physical and
activity, relationship, or concentration and work performance symptom
classifications. These findings suggest that women may not be basing their different
decisions to use "PMS" on the different types of symptomatology that they
experience. It also indicates that the discrepancies observed by McFarlane and
Williams (1994) between self-designations and researcher-designations probably
did not occur because women were focussing on a type of symptom other than
mood.
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Examining How Women Who Sav Thev Have PMS Are Using the Label
The analyses just described focussed on women who said they currently had
PMS and those who said they had never had it. The 35 women who said that they
currently had PMS included 16 who said that they had always had it and 19 who
said that they had it now but had not always had it. There were, in addition, 3
women who said that they had had PMS in the past but did not currently have it. in
the hope of shedding light on factors related to women's use of the "PMS" label, the
analyses were re-run for three groups, based on the consistency of their use of the
label "PMS" over their menstrual years: Always-Say (n=16, M=34.94 years),
Sometimes-Say (n=22, M=35.18 years), and Never-Say (n=23, M=33.43 years).
Do women's reports about their life circumstances, emotions, and attitudes
relate to the consistency with which they use "PMS"? The 3 Say groups of women
were compared first for the single-measurement variables. The significant and nonsignificant results of the parametric analyses of these variables are shown in Tables
7 and 8. A 5 (Menstrual Attitude Questionnaire subscales) x 3 (Always-Say,
Sometimes-Say, Never-Say) M A N O V A was significant, F(10,100)=3.16, p_< 005.
Univariate F-tests were significant for all five subscales. Results supported the 2Say group findings that women who described themselves as having PMS were
more likely to view menstruation as natural (M=27.19 Always-Say, M=26.00
Sometimes-Say), F(2,58)=5.16, p_<01, as predictable (M=28.88 Always-Say,
M=29.64 Sometimes-Say), F(2,58)=11.34, p_<001, and more likely to minimize the
effects of menstruation on their own and others' lives (M=16.31 Always-Say,
M=15.73 Sometimes-Say), E(2,58)=6.62, p_< 005, than were women who believed
that they had never had PMS (M=21.04, 22.17, 22.74 respectively).

Interestingly,

the 3-Say group analysis revealed that it was the women who believed that they had
always had PMS (M=21.88) who were less likely than the Never-Say women,
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Table 7
Means and confidence intervals for the single-measurement variables
for Never-Say, Sometimes-Say, and Always-Say women
Variable
Menstrual Attitude
Questionnaire
Bothersome

Menstruation Should
be Ignored
Debilitating

Natural

Predictable

Anger and Sadness
Measures
Anger at Home

Anger Arousal

Beck Depression
Inventory
Sadness at Home

Hassles and Uplifts
Hassles

Uplifts

Marital Need
Satisfaction
Scale

Say Group

Mean

Confidence Interval

Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always

28.39
26.77
21.88
22.74
15.73
16.31
37.74
48.50
45.81
21.04
26.00
27.19
22.17
29.64
28.88

25.10,
23.41,
17.93,
19.80,
12.72,
12.78,
32.36,
43.00,
39.36,
18.32,
23.21,
23.92,
19.79,
27.21,
26.03,

Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always

8.68
10.27
10.56
22.18
32.14
31.25
6.09
11.09
7.19
8.86
10.77
8.44

7.02, 10.34
8.58, 11.96
8.57, 12.55
17.59, 26.77
27.45, 36.83
25.75, 36.75
3.41, 8.77
8.35, 13.83
3.98, 10.40
7.32, 10.40
9.19, 12.35
6.59, 10.29

Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always

.492
.776
.688
.764
.732
.853
69.56
72.53
70.80

.329, .655
.609, .943
.493, .883
.607,.921
.571,.893
.665,1.041
61.23, 77.89
64.01, 81.05
60.81, 80.79

31.68
30.14
25.83
25.69
18.74
19.84
43.12
54.00
52.26
23.76
28.79
30.46
24.55
32.07
31.73

Psychological
Maltreatment of
Women Inventory
Domination-Isolation

Emotional-Verbal

Never
Sometimes
Always
Never
Sometimes
Always

29.63
28.72
29.14
43.19
42.39
39.93

26.31,
25.32,
25.17,
36.06,
35.10,
31.38,

32.95
32.12
33.11
50.32
49.68
48.48
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(M=28.39), F(2,58)=3.35, p<.05, to view menstruation as a bother. Women who
believed that they had experienced PMS intermittently over their menstrual history
(Sometimes-Say) (M=48.50) viewed menstruation as more debilitating,
F(2,58)=4.20, p_<05, than did women who believed that they had never had PMS
(M=37.74) (See Figure 11).
Statistical power was generally good for the multivariate and univariate tests
for the MAQ. The strongest findings in these analyses occurred for the subscales
characterizing menstruation as natural, predictable, and something to ignore, for
which both groups saying they had PMS differed from the Never-Say women. The
rj-levels were very low (p_=009, p_= 000, p_=.003, respectively). Effect sizes were
large for the groups that significantly differed and negligible for those that did not.
Results were weaker for the other two subscales that demonstrated differences
related to how women used "PMS". The rj-levels were not particularly low for either
the bothersome subscale (p_=.042) or the debilitating subscale (p.=.020). Effect sizes
were large for the significant pairwise comparisons for both of these subscales. A
medium effect size but lack of statistical significance occurred between the AlwaysSay and Never-Say groups for the debilitating subscale. This pattern is similar to the
subscales measuring perceptions of menstruation as predictable, natural, and
something to ignore. In contrast, the bothersome subscale demonstrated a medium
effect size between the Always-Say and Sometimes-Say groups. The difference did
not attain statistical significance and power was relatively low for this subscale. It
may be that women who say that they have PMS vary in their perceptions of
menstruation as bothersome depending on how consistently they view their
experience, but that this difference was undetectable in this study. This might help
explain why the difference between the Current-Say and Never-Say groups was not
as strong for the bothersome subscale as for the other MAQ subscales.
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Fig. 11.

Subscales of the Menstrual Attitude Questionnaire for Which 3 Say
Groups Findings were Different from 2 Say Group Findings
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A significant 4 (anger-arousal, Beck Depression Inventory, anger at home,
sadness at home) x 3 (Always-Say, Sometimes-Say, Never-Say) MANOVA,
E(8,110)=2.20, rj<05, revealed that, of the women who labelled themselves as
having P M S , only the Sometimes-Say women (M=11 09) had higher scores on the
Beck Depression Inventory than did the Never-Say women (M=6.09), F(2,57)=3.62,
P_<05 (See Figure 12). Although the level of statistical significance was not
particularly small for the.multivariate test, the effect size for this pairwise comparison
was fairly strong (.78). Neither of these groups differed significantly from the
Always-Say group (M=7.19). The effect size between the Never-Say and AlwaysSay groups was small and confidence intervals for these groups overlapped
considerably. The effect size between the Always-Say and Sometimes-Say women
for the BDI, however, was moderate (.61). The confidence intervals for these
groups were wide, but did not overlap much. Statistical power for the univariate test
of the BDI was .65. It is plausible that a larger sample and greater statistical power
would narrow the confidence intervals and demonstrate a significant difference
between the two groups of women who say that they have PMS.
Results for anger arousal supported the findings of the 2-Say group analyses.
Women who said that they had PMS (M=31.25 Always-Say, M=32.14 SometimesSay) reported that they were more easily angered and felt angry longer than did
women who said that they had never had PMS (M=22.18), E(2,57)=5.32, p_<01.
Effect size and partial n, were large and power was good for the univariate test.
2

The effect sizes for the significant pairwise comparisons were large and the
confidence interval for the Never-Say women was lower than that for both of the
other two groups. Effect size between the Always-Say and Sometimes-Say groups
was very small. Moreover, the means for these groups were nearly the same.
Overall, the findings for anger arousal were both strong and clear.
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In contrast to the 2-Say group result, the anger at home measure did not
approach significance for the 3-Say group analyses (p.-274). Power was low (.27)
for the univariate test and the overall - n and pairwise effect sizes were relatively
2

low. Confidence intervals for the 3 groups overlapped considerably.
The sadness at home scale did not yield a significant group difference
(p.= 110), but power was low (.45) for this test. The mean for the Sometimes-Say
women was slightly higher than for the other two groups, characterized by moderate
effect sizes and -n . But the confidence intervals overlapped considerably.
2

The 3-Say group findings for anger at home and sadness at home were
somewhat inconsistent with the results of the 2-Say group analyses, in which anger
at home demonstrated a greater effect and was close to significance. This
inconsistency suggests that the findings related to these two scales may be
unreliable.
As with the 2-Say group comparison, no significant differences were found
among the 3-Say groups on the Daily Hassles and Uplifts Scale (p_=.094), the
Psychological Maltreatment of Women Inventory (p_=.892), or the Marital Need
Satisfaction Scale (p_=.911). Whereas for the 2-Say group findings, the difference
on the hassles scale was significant, for the 3-Say analysis it only approached
significance (rj=.056) on the univariate test, with the greatest effect size (.72)
occurring between the Never-Say (M=-492) and Sometimes-Say (M=-776) women,
and only a medium effect size occurring between the Never-Say (M=-492) and
Always-Say (M=-688) groups. The Sometimes-Say and Never-Say confidence
intervals overlapped very little, but the confidence intervals of the Never-Say and
Always-Say groups were not as clearly separated. The means and confidence
intervals for the three groups for the uplifts scale were very close and effect sizes
and r| were generally low, as was true for the two-group comparison. Power was
2
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limited for the multivariate (.60) and univariate tests (1-p=.56 hassles, 1 -(3=. 13
uplifts). It is possible that a Type II error occurred in detecting differences for
Hassles between the Never-Say group and the two groups of women saying that
they had experienced PMS. This conclusion is consistent with the results of the 2Say group analysis.
Effect sizes and power were very low for both the Psychological Maltreatment
of Women Inventory and Marital Need Satisfaction scales. For both measures,
group means were close and confidence intervals showed a great deal of overlap.
With such low power, the finding that women's use of the label "PMS" was not
related to these two scales for this sample cannot be confidently generalized.
Chi-square tests were used to evaluate the relationship between the 3-Say
groups and the women's emotional, physical, and sexual abuse histories reported
for adulthood, childhood, and past romantic relationships.

16

The significant and

non-significant results of these analyses are in Table 9. Women's reports of
emotional abuse in adulthood, x (2)=8.54,p_<05, were related to whether they used
2

the "PMS" label or not rather than how they used it (48% Never-Say, 81% AlwaysSay, 86% Sometimes-Say reported abuse). The 2-Say group analysis had revealed
a link between both the history of physical abuse by a partner and women's
tendency to say they had PMS that was not significant in the 3-group analysis
(p_=.134). In addition, the link between women's reports of emotional abuse in
childhood and self-designations of PMS was statistically significant for the 2-Say

Glass and Hopkins (1996) have cited evidence by Roscoe and Byars (1971), by
Conover (1974), and by Camilli and Hopkins (1978, 1979) that chi-square is an
accurate and effective technique with an average expected frequency as low as 2
(p. 335, footnote 20). Each of the chi-squares used here was based on 58
participants distributed over 6 possible cells. For all significant chi-squares,
traditional assumptions of a minimum expected frequency greater than 1 and fewer
than 20% of cells with an expected frequency below 5 were met.
16
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Table 9
Results of non-parametric analyses of abuse variables for
Never-Say, Sometimes-Say, and Always-Say women
Variable

Say Group

Physical Abuse by a
Romantic Partner

Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always
Never
Sometimes
Always

Sexual A b u s e by a
Romantic Partner
Emotional Abuse by
a Romantic Partner
Physical Abuse in
Adulthood
Sexual Abuse in
Adulthood
Emotional A b u s e in
Adulthood
Physical Abuse in
Childhood
Sexual Abuse in
Childhood
Emotional Abuse in
Childhood

Percentage
Reporting A b u s e
15
50
42
43
56
75
67
78
75
19
43
31
19
48
38
48
86
81
9
27
19
17
36
25
26
59
56

Statistic

p-value

X (2)=4.01

p_=. 134

X (2)=2.74

p=.254

X (2)=0.54

p=.763

X (2)=2.78

p_=249

X (2)=3.88

p=.143

X (2)=8.54

p=.014 *

X (2)=2.63

p=.268

X(2)=2.11

p=.348

X (2)=5.87

p=053

2

89

group analysis, but marginally non-significant when comparing three groups
(p_=.053). Overall, women's reports of history of abuse showed no meaningful
relationship to the consistency with which they characterized themselves as having
PMS.
Does the consistency with which women use "PMS" relate to their prospective
cyclicity?
A 4 (symptom type) x 5 (menstrual phase) x 3 (Always-Say, Sometimes-Say,
Never-Say groups) M A N O V A revealed no significant main (p_=572) or interaction (p.
ranged from .466 to .719) effects for the 3-Say groups on cyclicity of symptom
types. Partial - n effect sizes were low across all analyses. Power was moderate
2

for the 3-way interaction, but low for the 2-way interactions and main effect analysis
(See Tables 10 and 11).

Consistent with the Current-Say and Never-Say

comparison, the 3-Say group analyses showed no classic PMS pattern of cyclicity
for women who believed they had PMS, regardless of how they were using the
label.
Normative analyses of the say groups did not reveal differences in
prospective cyclical patterns in a way that would explain women's use of "PMS", so
idiographic analyses were conducted to examine the cyclical patterns of each
individual woman for evidence of a PMS pattern and to explore more closely the
nature of each woman's menstrual pattern.
Say Group Idiographic Analyses of Prospective Data
Were Women's Self-designations of PMS Related to Researcher-designations of
PMS?
The prospective data were examined to determine whether the discrepancy
between women's and researchers' desigations of PMS found by McFarlane and
Williams (1994) might have occurred because women saying that they had P M S

90

Table 10
Means and confidence intervals for the prospective variables for
the Never-Say, Sometimes-Say, and Always-Say women

Effect

Cell

Mean

Confidence Intervals

Say Groups

Never-Say
Sometimes-Say
Always-Say
Range of Means

6.38
6.30
6.18
5.70 to 6.97

Say by Menstrual
Phase

Range of Means

6.12 to 6.46

Say by Symptom Type
by Menstrual P h a s e

Range of Means

5.60 to 7.09

5.26, 7.50
5.22, 7.38
4.57, 7.79
Never-Say
Sometimes-Say
Always-Say
Never-Say
Sometimes-Say
Always-Say
Never-Say
Sometimes-Say
Always-Say

Say by Symptom Type

M+-51
M±-52
M_±-61
M + -21
M + -21
M ± .41
M+12
M+-12
M+-14
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Table 11
Results of parametric analyses of prospective variables
for the Never-Say, Sometimes-Say, and Always-Say women
Effect
Say Group
Say by Symptom Type

df

Statistic
F=.56

4.68, 135.66

Power
.142

p-level
p=.572

Partial T I
.019

F=.92

p=466

.031

.357

7.17, 207.83

E=.67

p=.703

.023

.307

21.05, 610.44

F=.80

P=.719

.027

.698

2, 58

2

Say by Menstrual Phase
Say by Symptom Type
by Menstrual P h a s e
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were placing importance on a different type of symptom than the mood symptoms
they reported. The normative results described above indicated that women who
said that they had experienced PMS did not differ in cyclicity from those who said
that they did not for four different types of symptoms: mood, concentration and
work performance, physical and activity, and relationship. It seemed possible,
however, that the 15 variables might combine in very individual ways to form
menstrual patterns that are consistent with women's self-labelling. In particular,
women might be basing their self-designations on a mixture of premenstrual
symptoms, rather than on a particular symptom type. To investigate this possibility,
we examined each woman's menstrual cycle for evidence of a PMS pattern using all
15 variables. The women were assigned to researcher-designated "PMS" or
"nonPMS" and "PDD" or "nonPDD" designations (See Tables 12 and 13).
A comparison of P M S researcher-designations and P M S self-designations.
Nine women (16%) met the criteria for PMS classification based on the McFarlane.
and Williams (1994) method. These women were approximately equally distributed
into those who said they were experiencing PMS currently (n=5) and those who said
that they had never experienced P M S (n=4) (See Table 14). This result would
suggest little difference in cyclical patterns between women who did and did not use
the label "PMS". When the Current-Say group was examined more closely in
relation to the consistency with which "PMS" was applied, however, a more distinct
pattern appeared. Only 1 (6%) of the Always-Say women, but 4 (18%) of the
Sometimes-Say women met PMS criteria. None of the women who reported having
PMS in the past showed evidence of PMS cyclicity currently, based on the
researcher designation.
Two women who had a premenstrual M were not classified as having PMS
because they had another M cluster during another phase. In both cases, the non-
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Table 14
Number of Current-Say and Never-Say women
meeting researcher-designated P M S criteria

nonPMS
PMS

Never-Say
19
4

Current-Say
30
5

Number of Always-Say, Sometimes-Say, and Never-Say
women meeting researcher-designated P M S criteria

nonPMS
PMS

Never-Say
19
4

Sometimes-Say
17
4

Always-Say
15
1
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premenstrual M cluster occurred menstrually. Both women said that they currently
had PMS. One of these women said that she had always had PMS and one said
that she was experiencing PMS intermittently.

If this restriction was lifted, 19% of

the total sample and 20% of the Current-Say group would meet researcher criteria.
Overall, there was little correspondence between women's self-designations
and researchers' designations of PMS. About 85% of women saying that they
currently had PMS failed to meet the researcher criteria. Fifteen of the sixteen
women who said that they had always had PMS showed no prospective PMS
pattern. Almost four-fifiths (79%) of those who said that they intermittently
experienced P M S and said that they had it currently were classified as nonPMS.
This was very similar to the proportion of Never-Say women (83%) who were
designated as nonPMS.
PDD and nonPDD classifications. Five women (9%) met the stipulations for
PDD classification based on the DSM-IV criteria (See Table 15). Two of these
women believed that they had always had it (Always-Say), two said that they had
never had it (Never-Say), and one felt that she had it intermittently and currently
(Sometime-Say and Current-Say). With such small numbers, it is impossible to
make comparisons among the Say groups. It is noteworthy, however, that the PDD
women fell in all three Say groups.
Ten women in this study (16%) were designated as either PMS or PDD, or as
both. Overall, these designations did not reliably match women's own decisions
about whether they had PMS. The DSM-IV distinguishes between PMS and PDD
by defining PDD as affective and PMS as more prevalent. All of the women who
met researcher criteria for both PMS and PDD had at least one negative mood
symptom, consistent with PDD requirements. The incidence rate of PDD in this
study approximated that of PDD in the DSM-IV. The incidence rate of PMS in this
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Table 15
Number of Current-Say and Never-Say women
meeting researcher-designated PDD criteria

nonPDD
PDD

Never-Say
21
2

Current-Say
32
3

Number of Always-Say, Sometimes-Say, and Never-Say
women meeting researcher-designated PDD criteria

nonPDD
PDD

Never-Say
21
2

Sometimes-Say
20
1

Always-Say
14
2
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study was only slightly higher, but this is not to argue that the P M S - P D D distinction
in this study was identical to that of the DSM-IV.

It is not the distinction in wording

that is of interest, but rather whether stricter criteria better reflect women's own
understanding of their premenstrual difficulties. Neither research-based
classification reflected women's own notions of whether they were experiencing a
Premenstrual

Syndrome.

PMS, PDD, and Say group classifications for women taking oral
contraception and for women with clinical BDI scores. Nine women reported taking
oral contraception at the beginning of this study. Eight did not meet PMS or PDD
researcher criteria, but 5 believed that they currently had PMS. One woman was
taking oral contraception, said that she had never experienced P M S , and met PMS
but not PDD researcher criteria.
Six women were included whose BDI scores exceeded 15 (the range was 19
to 28, M=23.5). All women said that they currently had P M S . None met researcher
criteria for P M S and one met researcher criteria for PDD. One had no T or M
clusters for any menstrual phase, one had M clusters premenstrually and
menstrually, and two had M clusters menstrually. It is noteworthy that the only
woman in the study who had M clusters for 3 menstrual phases (menstrual, postmidcycle, and premenstrual) exceeded the cutoff score on the BDI (her score=25).
The relationship among prospective menstrual patterns, self-designations of PMS,
and depression is addressed in the Discussion section of this dissertation.
Were women's self-designations related to the amount of cyclicity they
experienced? According to the McFarlane and Williams (1994) 3-item criteria, most
women experienced either one (41%) or two (29%) significant T or M clusters
across menstrual cycle phases (see Tables 16 and 17). Only one woman had three

Table 16
Distribution of terrific and miserable clusters for
Current-Say and Never-Say self-designations

Number of
3-item clusters

Percentage of women with T or M clusters
Current-Say
(n=35)

0
1
2
3
4

Never-Say
(n=23)

Total
(n=58)

31
37
29
3
0

21
48
30
0
0

28
41
30
2
0

71
23
6
0
0

70
30
0
0
0

72
25
3
0
0

Number of
5-item clusters
0
1
2
3
4

Table 17
Distribution of terrific and miserable clusters for
Always-Say, Sometimes-Say, and Never-Say self-designations

Number of
3-item
clusters

Percentage of women with T or M clusters
Always-Say
(n=16)

Sometimes-Say
(n=22)

Never-Say
(n=23)

Total
(n=61)

0
1.
2
3
4

44
38
19
0
0

23
36
36
5
0

21
48
30
0
0

28
41
30
2
0

Number of
5-item clusters
0
1
2
3
4

75
13
13
0
0

73
27
0
0
0

70
30
0
0
0

72
25
3
0
0
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clusters - one menstrual T and a M in each of the postmenstrual and post-midcycle
phases. This participant said she had PMS currently and sometimes.
Differences between the proportions of Current-Say and Never-Say women
who had 0, 1, 2, 3, or 4 M or T clusters in at least one menstrual phase were
analyzed using a z-test of independent proportions (Ferguson, 1959; McClave &
Benson, 1982). No significant differences were found between these two groups
(p>.05). Based on the DSM-IV 5-item criteria, a quarter of the women still had at
least one cluster (25%), but the number of women with two clusters dropped
substantially (3%).
By the McFarlane and Williams (1994) criteria, cyclicity is normative,
characterizing approximately 80% of each of the Sometimes-Say and Never-Say
women, but only 56% of Always-Say women. For two-thirds of the Always-Say
women, the cyclicity that did occur fell in only one menstrual phase. For both the
Sometimes-Say and Never-Say groups, half the women showed a cluster in only
one phase, but half showed a cluster occurring in two phases. One Sometimes-Say
woman had T or M clusters in three different phases. Overall, the number of
clusters was related more to the way in which women used the label "PMS" than to
its mere use or non-use.
By DSM-IV criteria, cyclicity was not normative. Close to three quarters of
the sample did not have a M or T 5-item cluster. This proportion was distributed
across all say groups. The vast majority of the women (88%) who had a 5-item
cluster had only one, in a single menstrual phase. Two women had two 5-item
clusters, both of whom said that they had always had PMS.
Both the 3-item and 5-item criteria were based on the use of prediction
analysis to measure "abnormal" cyclicity for the individual relative to her own mean.
At the group level, the 3-item criterion suggests that most women experience some
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cyclicity that is abnormal for them. The 5-item DSM-IV criterion requires that an
individual experience "abnormal" cyclicity for a greater number of items. Based on
this criterion, a minority of women (28%) experienced cyclicity that was abnormal for
them. Therefore, what constitutes "normal" and "abnormal" cyclicity for an individual
relative to the population of women may differ quite substantially depending on the
criteria that the clinician selects. It would appear, based on this sample, that the use
of a 5-item prediction analysis procedure would be a better measure of "abnormal"
cyclicity relative to the population. But neither the 3-item nor the 5-item criteria
matched women's self-designations and neither provided evidence for a classic
PMS pattern either within or across say groups.
Were women's self-designations related to the distribution of cyclical clusters
over their menstrual cycles? McFarlane and Williams (1994) asked why the
premenstrual phase was emphasized so strongly diagnostically when
nonpremenstrual cyclicity was more prevalent in their results. In this study, this
question was addressed by examining the occurrence of M and T clusters in each of
the menstrual phases. Of particular interest was whether the presence of unusually
positive or negative cyclicity in nonpremenstrual phases may help explain why some
women believe they have PMS but show no matching premenstrual pattern.
We first explored whether women who said they had PMS were experiencing
a M cluster in a nonpremenstrual phase rather than during the premenstrual phase.
The same criteria were applied to other phases of the menstrual cycle as was
applied to the premenstrual phase to determine the presence of other "diagnosable
M" episodes. Specifically, 75% of all items within the phase must be negative and,
for the McFarlane and Williams clusters, there must be no other phase with a M
cluster. The occurrence of diagnosable M clusters for each menstrual phase for
each say group is presented in Table 18.

Table 18
Distribution of diagnosable M clusters for
Current-Say and Never-Say self-designations
Phase of the
menstrual cycle

Percentage of women with diagnosable
3-item M clusters
Current-Say
(n=35)

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

9
0
9
6
14
34

Never-Say
(n=23)

Total
(n=58)
11
3
8
8
16
41

13
9
9
9
17
52

Percentage of women with diagnosable
5-item M clusters
Current-Say
(n=35)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

11
0
3
0
9
23

Never-Say
(n=23)
13
4
0
4
9
30

Total
(n=58)
12
2
2
2
9
26
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Twenty-four women in this sample (41%) had M clusters that met the
diagnostic criteria of McFarlane and Williams (1994) for some phase of the
menstrual cycle. Nine of these women (37%) had a M in the premenstrual phase.
Thus, approximately two-thirds (62%) had a M that could have resulted in a
nonpremenstrual phase being diagnosed if the classification were available. For
example, seven of these women (26%) could have been classified as having a
Menstrual Phase Syndrome and five (21%) could have been classified as having
each of a Midcycle Phase Syndrome or Post-midcycle Phase Syndrome. Thus, in
this sample, M clusters that were exclusive to a particular menstrual phase and
systematic over several menstrual cycles commonly occurred. Overall, more than
40% of the women demonstrated such a phenomenon, but only 15% met PMS
criteria. The remaining proportion had other potentially diagnosable
nonpremenstrual phases. A chi-square test of multinomial probabilities (McClave &
Benson, 1982) indicated no significant difference among menstrual cycle phases in
the number of diagnosable M clusters (rj>.05). These data support McFarlane and
Williams' contention that an exclusive focus on the premenstrual phase as
particularly troublesome may not be tenable. Such a position does not deny that for
some women in this study, the premenstrual phase was characterized by unusual
negative cyclicity. But only about half the women for whom this was the case
labelled it P M S . Only five (9%) women both had predominantly negative
premenstrual cyclicity and believed that they had PMS.
Women from all say groups experienced nonpremenstrual M clusters that
were distributed across the phases. Diagnosable M patterns occurred for all
groups. A z-test of independent proportions indicated no significant differences
between Current-Say and Never-Say women for any menstrual phase (p>.05). Chisquare analyses found no signficant links between the 3 say groups and the
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distribution of diagnosable M clusters across the menstrual phases (see Table 19).
These results do not support the hypothesis that women are simply mislabelling a
negative menstrually-related pattern occurring in a nonpremenstrual phase.
About a quarter (26%) of the sample had diagnosable M clusters according to
the DSM-IV criteria (see Tables 18 and 19). Although symptomatic clusters did not
occur often enough to be considered normative, they were not uncommon, even
with a strict 5-item criterion. Tests of independent proportions revealed no
significant differences in the proportion of Current-Say and Never-Say women who
had diagnosable 5-item M clusters for any of the menstrual phases.
Of the diagnosable M clusters, 80% were in the paramenstruum, that is, 47%
menstrually and 33% premenstrually. One fifth (21%) of the women had a 5symptom M cluster paramenstrually.

In contrast, only 2 women (3%) had a

diagnosable M within a nonparamenstrual phase (i.e., postmenstrual, midcycle,
post-midcycle). The comparison between menstrual and paramenstrual M clusters
was found to be statistically significant, using a test of correlated proportions (Glass
& Hopkins, 1996), x (1)=4.57, p_< 05. Although these criteria support the
2

conclusions of the 3-item criteria that the premenstrual phase was neither
exclusively nor prevalently experienced as negative, they did indicate the greater
incidence of negative symptomatology during the paramenstruum than during the
middle of the cycle. They also indicate that this experience was not rare, even when
a minimum of 5 symptoms was required. Women's use of PMS does not appear to
be explainable as a mislabelling of a nonpremenstrual group of symptoms, even
when the symptom cluster was relatively large (i.e., 5 items).
It is possible that women saying that they had PMS experienced M clusters in
nonpremenstrual phases, but that these M clusters were not exclusive to a
particular phase. To investigate this possibility, we also constructed a table (see
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Table 19
Distribution of diagnosable M clusters for
Always-Say, Sometimes-Say, and Never-Say self-designations
Phase of the
menstrual cycle

Percentage of women with diagnosable 3-item
M clusters
Always-Say
(n=16)

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

6
0
13
6
6
31

Sometimes-Say
(n=22)
14
0
5
9
18
45

Never-Say
(n=23)
13
9
9
9
17
52

Total
(n=61)
11
2
8
8
15
44

Percentage of women with diagnosable 5-•item
M clusters
Always-Say
(n=16)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

13
0
0
0
13
19

Sometimes-Say
(n=22)
14
0
5
0
5
18

Never-Say
(n=23)
13
4
0
4
9
30

Total
(n=61)
11
2
2
2
9
23
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Table 20) in which all M clusters were included, not just those cases in which a
single M was present across phases. This second examination was only necessary
for the McFarlane and Williams (1994) 3-item criterion since the only instances of
multiple M clusters using the 5-item criterion occurred during the paramentruum,
and this did not affect PDD classifications. There were 39 M clusters for the sample
across menstrual phases. The proportions of Never-Say (56%) and Current-Say
(57%) women who had M clusters in some menstrual phase did not significantly
differ, using a z-test of independent proportions (p_>.05).

Only 18% of the M

clusters were experienced by the Always-Say women in contrast to 44% by the
Sometimes-Say and 38% of the Never-Say groups (see Table 21). These
differences in proportions were not statistically significant, however, using a chisquare test. Women's use of "PMS" does not appear to be due to the greater
occurrence of diagnosable and nondiagnosable M clusters, either premenstrually or
during a nonpremenstrual phase.
Finally, we explored whether women who said that they had PMS differed
from those who said they did not in the distribution of T (Terrific) clusters (See Table
22).

There were no cases in which T clusters occurred in more than one menstrual

phase for any individual woman, using either the 3-item or a 5-item criterion. Over a
third of the women had a T for one menstrual phase. If women were characterized
as being unusually positive in relation to menstrual cycle phases, 36% of our sample
would sustain this characterization using the McFarlane and Williams (1994) criteria.
This percentage did not significantly differ (p>.05) on a test of correlated proportions
from the percentage of women who had diagnosable M clusters in a single
menstrual phase (41%), or who had M clusters when "exclusionary" criteria were
removed (57%). Significantly more Never-Say women (22%) than Current-Say
women (3%) had a T during the postmenstrual phase of their cycles, z=-2.3, p_<05.

110
Table 20
Distribution of diagnosable and nondiagnosable M clusters for
Current-Say and Never-Say self-designations

Phase of the
menstrual cycle

Percentage of women with 3-item M clusters
Current-Say
(n=35)

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

20
6
11
14
20
57

Never-Say
(n=23)
17
9
13
9
17
57
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Table 21
Distribution of diagnosable and nondiagnosable M clusters for
Always-Say, Sometimes-Say, and Never-Say self-designations
Phase of the
menstrual cycle

Percentage of women with 3-item
M clusters
Always-Say
(n=16)

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

13
0
13
6
13
38

Sometimes-Say
(n=22)
27
9
9
23
23
68

Never-Say
Total
3)
(n=61)
(n
17
9
13
9
17
57

20
7
11
13
16
56
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Table 22
Distribution of diagnosable T clusters for
Current-Say and Never-Say self-designations

Phase of the
menstrual cycle

Percentage of women with diagnosable 3-item
T clusters
Total
Current-Say
Never-Say
(n=58)
(n=35)
(n=23)

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

3
3
22
9
3
31

9
22
4
4
4
43

5
11
9
7
3
36

Percentage of women with diagnosable 5-item
T clusters
Current-Say
(n=35)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

0
0
11
0
0
11

Never-Say
(n=23)
0
0
0
0
0
0

Total
(n=58)
0
0
11
0
0
11
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The difference between these groups was not significant for any other menstrual
phase. There was no significant relationship between the 3 say groups and the
proportion of T clusters in each menstrual phase using a chi-square analysis (j)>05)
(see Table 23).
Only four women had 5-item T clusters. All had their T clusters in the
midcycle phase and all were using the PMS term to describe their current menstrual
experiences. Two were in the Always-Say group and two were in the SometimesSay group. None of the Never-Say group or women using PMS to describe only
past experiences had a T associated with the menstrual cycle.
Were women's self-designations related to the number of daily variables they
experienced over the menstrual cycle? It was possible that, rather than differing in
cluster distribution, women saying they did and did not have PMS differed in the
number of significant prospective variables occurring in a particular menstrual
phase. One plausible hypothesis was that the women who said that they had PMS
had more significant items occurring premenstrually, but that there were too few to
form a cluster. Moreover, if these items consisted of more than one symptom type,
then this pattern would not have been detected by the previously presented
parametric analyses.
To test this hypothesis, a 5 (menstrual phase) x 2 (negative, positive cyclicity)
x 2 (Current-Say, Never-Say) M A N O V A was used. A significant valence (negative,
positive cyclicity) main effect, F(1,56)=11.38, p.< 005, and say group by menstrual
phase interaction, F(4,224)=2.71, p_<05, were found. In general, the mean for
negative items (M=1-16) was higher than that for positive items (JVK81) (see Table
24). This result did not differ for the two say groups.
Simple main effect analyses of the interaction revealed two statistically
significant results. Women who said that they currently had PMS had more

114

Table 23
Distribution of diagnosable Tclusters for
Always-Say, Sometimes-Say, and Never-Say self-designations
Phase of the
menstrual cycle

Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

Percentage of women with diagnosable 3-item
T clusters
Always-Say Sometimes-Say Never-Say Total
(n=23) (n=61)
(n=16)
(n=22)
0
0
13
19
0
31

5
9
14
0
5
27

9
22
4
4
4
43

5
11
10
7
3
34

Percentage of women with diagnosable 5-item
T clusters
Always-Say Sometimes-Say Never-Say Total
(n=23)
(n=61
(n=22)
(n=16)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase

0
0
13
0
0
13

0
0
9
0
0
9

0
0
0
0
0
0

0
0
0
0
0
0
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Table 24
Mean number of uncharacteristically cyclical variables
in each menstrual phase for Current-Say and Never-Say selfdesignations
Mean number of uncharacteristically negative
variables
Menstrual phase
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Across phases

Current-Say
(n=35)
1.60
0.60
1.14
1.20
1.23
5.77

Never-Say
(n=23)
1.52
1.26
0.74
0.87
1.35
5.74

Total Sample
(n=58)
1.57
0.86
0.98
1.07
1.28
5.76

Mean number of uncharacteristically positive variables
Menstrual phase
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Across phases

Current-Say
(n=35)
0.69
0.61
1.40
0.83
0.63
4.16

Never-Say
(n=23)
1.00
1.17
0.61
0.52
0.61
3.91

Total Sample
(n=58)
0.81
0.83
1.09
0.71
0.62
4.06
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significant variables occurring during the midcycle phase (M=1 -29), F(1,56)=5.71,
rj<05, and fewer during the postmenstrual phase (M=-60), F(1,56)=5.05, rj<05,
than did women who said that they had never had PMS (M=-67 and M=1 -17,
respectively). When the same analyses were re-run using 3 say groups, no
significant group differences were found (see Table 25).
The hypothesis that Current-Say women might experience more negative
items premenstrually was not supported. Rather, self-designation was related to
more midcycle changes and fewer postmenstrual changes, relative to Never-Say
women. These changes were both positive and negative, since no valence
interaction was found. Menstrual patterns in the number of items experienced as
uncharacteristically high or low differed only with the use or non-use of "PMS" and
not with the consistency of its use. The means were indeed below the 3-item and 5item criteria of the clusters, thereby providing some additional information about
which phases were most cyclical for each say group at the level of the individual
variable.
Were women's self-designations related to a more sensitive detection of
cyclicity? It may be that women's criteria for menstrually-related change is more
liberal, or sensitive, than that of researchers. Perhaps a single variable occurring
uncharacteristically in a particular menstrual phase is sufficient to be detected by
women as a pattern. If so, women who say they have PMS might be more likely to
have at least one significant variable occurring negatively premenstrually and/or
positively midcycle than women who say they do not. The proportion of women who
had a minimum of one significant variable is shown for each menstrual phase in
Table 26. A 5 (menstrual phase) x 2 (positive, negative cyclicity) x 2 (Current-Say,
Never-Say) M A N O V A revealed a significant main effect of valence (positive,
negative cyclicity), F(1,56)=4.09, rj<05, and say group by phase interaction,
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Table 25
Mean number of uncharacteristically cyclical variables in each
menstrual phase for Always-Say, Sometimes-Say,
and Never-Say self-designations
Mean number of uncharacteristically negative variables
Menstrual phase Always-Say Sometimes-Say Never-Say Total Sample
(n=61)
(n=22)
(n=23)
(n=16)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Across phases

1.81
0.63
1.31
1.00
1.06
5.81

1.55
0.55
1.00
1.31
1.27
5.68

1.52
1.26
0.74
0.87
1.35
5.74

1.61
0.84
0.98
1.07
1.25

Mean number of uncharacteristically positive variables
Menstrual phase Always-Say Sometimes-Say Never-Say Total Sample
(n=23)
(n=16)
(n=22)
(n=61)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Across phases

0.56
0.69
1.69
1.13
0.69
4.75

0.77
0.55
1.05
0.55
0.73
3.80

1.00
0.61
0.74
0.52
1.35
3.91

0.80
0.88
1.05
0.53
0.67
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Table 26
Distribution of cyclicity based on a 1-item liberal-criterion

for Current-Say and Never-Say self-designations
Percentage of women with at least one
uncharacteristically negative variable
Menstrual phase Current-Say
(n=35)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase
Every phase

54
26
60
66
54
100
0

Never-Say
(n=23)
65
65
30
48
52
100
0

Total Sample
(n=58)
59
41
48
59
53
100
0

Percentage of women with at least one
uncharacteristically positive variable
Menstrual phase
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase
Every phase

Current-Say
(n=35)
43
34
57
51
46
89
6

Never-Say
(n=23)
48
57
43
35
35
100
0

Total Sam
(n=58)
45
43
52
45
41
93
3
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F(4,224)=4.60, p_< 005. More women experience at least one negative variable
(53%) than had at least one positive (45%), and this negative-positive discrepancy
did not vary across menstrual phases or between groups.
Followup analyses on the interaction indicated that more women who said
they currently had P M S (60%) experienced a significant item during the midcycle
phase than did women saying they had never had PMS (40%), t(56)=2.43, rj<.05.
In contrast, fewer Current -Say (31%) than Never-Say (61%) women had a
significant variable during the postmenstrual phase, t(56)=3.10, p_< 005. In addition,
fewer Current-Say women had a significant item postmenstrually (31%) than during
either the midcycle (60%) or post-midcycle (59%) phases, F(4,136)=3.69, rj<01.
When these results were re-examined using 3 say groups, a more precise
pattern emerged (see Table 27). A 5 (menstrual phase) x 2 (postive, negative
cyclicity) x 3 (Always-Say, Sometimes-Say, Never-Say) M A N O V A revealed a say
group by phase interaction, F(8,232)=2.69, rj<01. Subsequent Oneway A N O V A s
indicated that it was specifically women who said they had always had P M S (69%)
who were more likely to have a significant item during the midcycle than was true of
the Never-Say group (37%). The women who said that they had sometimes had
PMS (32%) were less apt than the Never-Say women (61%) to experience a
significant variable postmenstrually. These additional findings suggest that it would
be an oversimplification to characterize a single group of women who say that they
have PMS. Rather, there appear to be two groups of women in our sample saying
that they have PMS who experience the menstrual cycle differently.
The hypothesis that women who say they have PMS are more likely to show
premenstrual cyclicity than women who say they do not was not supported in these
analyses, which used the most liberal criterion of only 1 item. More women who felt
that they had always had PMS did, however, have a significant variable during the
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Table 27
Distribution of cyclicity based on a 1-item liberal criterion
for Always-Say, Sometimes-Say, and Never-Say self-designations
Percentage of women with at least one
uncharacteristically negative variable
Menstrual phase Always-Say Sometimes-Say Never-Say Total Sample
(n=22)
(n=16)
(n=23)
(n=61)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase
Every phase

63
31
69
63
44
82
0

55
23
55
73
59
100
0

65
65
30
48
52
100
0

61
41
49
61
52
95
0

Percentage of women with at least one
uncharacteristically positive variable
Menstrual phase Always-Say Sometimes-Say Never-Say Total Sample
(n=16)
(n=22)
(n=61)
(n=23)
Menstrual
Postmenstrual
Midcycle
Post-midcycle
Premenstrual
Any phase
Every phase

38
38
69
63
44
100
6

45
36
45
41
55
100
5

48
57
43
35
52
100
0

44
44
51
44
44
100
8
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midcycle that occurred at uncharacteristic levels for them over several menstrual
cycles. But the midcycle item or items for this group did not fluctuate positively
more than negatively, as would be expected on the basis of the "classic" menstrual
pattern.
Summary of T, M, and Cyclicity Findings
Normative group analyses of women's prospective data showed no distinctive
patterns for symptom types for women believing that they currently had PMS. To
explore further women's use of and understanding of "PMS", the idiographic
patterns of the women's data were examined more closely.
Nine women (15%) were designated as having a "PMS" pattern based on the
cluster of 3-symptoms criterion used by McFarlane and Williams (1994). This
researcher-designation did not match women's own designations of PMS. Of the
nine women who actually met 3-symptom researcher-criteria for P M S , only 1 said
she had always had it, 4 said they had sometimes had it, and 4 said they had never
had it. Moreover, 85% of the women who believed that they currently had PMS did
not meet researcher criteria.
Five women (9%) were designated as having a "PDD" pattern, based on the
5-symptom criteria defined in the DSM-IV. This researcher-designation also did not
match women's self-designations. Three PDD women said that they currently had
PMS and two said that they had never had it.
We also examined the number of T and M cyclical clusters, the incidence of
diagnosable M clusters (only one menstrual phase with an M cluster), and the total
number of M clusters using both the 3-item and 5-item criteria

(See Table 28 for a

summary of statistically significant patterns). Using the 3-item McFarlane and
Williams (1994) criterion, cyclicity was normative. The number of T and M clusters
did not differ between the Current-Say and Never-Say women. Approximately 80%
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Table 28
A summary of significant findings for statistical
comparisons conducted on the idiographic data
for Current-Say and Never-Say women

Group Comparison
Across

Groups

Across

Groups

2 Say

2 Say

2 Say

2 Say

Groups

Groups

Groups

Groups

Analysis
Percent of women with 5-item
M clusters
Mean number of items found
significant in prediction
analyses
Percent of women with 3-item
T clusters during the
postmenstrual phase
Percent of women with at least
one significant item during the
postmenstrual phase
Percent of women with at least
one significant item during the
midcycle phase
Women with 5-item T clusters

Direction of Effect
Paramenstrual > Nonparamenstrual

Mean number of negative items > Mean
number of positive items
Never-Say > Current-Say

Never-Say > Current-Say

Current-Say > Never-Say
All women who had 5-item T clusters
said that they currently had P M S and all
T clusters occurred during the midcycle
phase
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of Sometimes-Say and Never-Say women had some T or M cyclicity, but only 56%
of the Always-Say group did so. Thus, there were fewer researcher-based
confirmations of the "PMS" designation as well as fewer T or M cyclical clusters for
women who said that they had always had PMS than there were for women who
used "PMS" intermittently or had never used the label.
Using the 5-item DSM-IV criteria, cyclicity was not normative. Slightly more
than a quarter (29%) of the women had a 5-item T or M cluster in a menstrual
phase, and these women were distributed across say groups.
Over 40% (41%) of women had a diagnosable 3-item M in some phase of the
menstrual cycle. The incidence of diagnosable M clusters did not significantly differ
among menstrual phases. Thus, the premenstrual phase was not particularly more
troublesome than were other phases. About a quarter (26%) of the women had a 5item diagnosable M. The distribution of diagnosable M clusters did not differ for the
say groups for either a 3-item or 5-item criterion. Thus, women's self-designations
could not be explained as either an accurate portrayal of a negative premenstrual M
or as a mislabelling of a negative nonpremenstrual M, in the case where no other
phase had a M.
An examination of the 5-item M clusters revealed that 80% occurred during
the paramenstruum. Significantly more women (21%) had 5-item M clusters during
the paramenstruum than during the non-paramenstruum (3%), but this pattern was
not related to women's self-designations.
When the total number of 3-item M clusters was considered for each
menstrual phase, without excluding those cases with a M in more than one phase,
39 M clusters were found. There were no significant differences in the distribution
of these clusters for the say groups. Thus, for both those women having a single
phase with a negative cluster and those women having more than one phase with a
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negative cluster, the use of the "PMS" label was unrelated to any particular negative
menstrual pattern.
There was no significant difference between the proportion of women who
had 3-item T clusters and the proportion who had either diagnosable M clusters or
M clusters totalled without the exclusionary criterion. Significantly more women who
believed that they had never had PMS had postmenstrual T clusters than women
who believed that they currently had PMS. Three women had 5-item T clusters. All
of these women had T clusters during the midcycle phase and all said that they had
PMS currently.
In sum, the women's self-designations did not generally match their patterns
of negative cyclicity. Rather, women who believed that they have never had PMS
were more likely to experience a cluster of 3 or more uncharacteristically positive
items during the postmenstrual phase. With lower symptom criterion (3 items) for
judging cyclical episodes, cyclicity was normal and the premenstrual phase was no
more negatively experienced than any other phase. With higher symptom criterion
(5 items), cyclicity was not normative and the paramenstrual phases were more
negatively experienced than the non-paramenstrual phases.
Women who said that they currently had PMS had more daily variables that
significantly cycled during the midcycle phase and fewer during the postmenstrual
phase than did women who said that they had never had PMS. Using a liberal
criterion, more Current-Say women experienced at least one significant variable
during the midcycle phase than did Never-Say women. Fewer Current-Say women
had at least one significant variable during the postmenstrual phase than did NeverSay women. These latter two findings, however, were not universal across women
who said that they had PMS. Analyses of the 3 say groups indicated that more
women who believed that they had always had PMS had one or more cyclical items
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during the midcycle phase than did Never-Say women. Fewer Sometimes-Say
women than Never-Say women had one or more cyclical items postmenstrually.
These findings did not vary by valence. This supports the conclusion that women
saying that they had PMS did not demonstrate more negative cyclicity in any phase
of the cycle.
Thus, as more liberal criteria are used, differences related to women's selfdesignations become more evident, especially related to how consistently women
use PMS. It may be that women's use of "PMS" is more related to levels of mild (1
item) or moderate (3 item) cyclicity than to more extreme (5-item) cyclicity. But
none of the 3 sets of criteria matched women's self-designations in a manner fully
consistent with a PMS pattern. Although women using "PMS" currently
demonstrated a positive midcycle pattern, which matches the classic PMS pattern,
they did not have a negative premenstrual pattern. It is possible, however, that, as
McFarlane et al. (1988) conjectured, these women consider their positive midcycle
experience to be normal or typical for them, so the preceding paramenstrual phases
seem down or more negative by comparison.
Analyses of Current-Say and Never-Say nonPMS Women
The number of women meeting the researcher-designated criteria of PMS
was not sufficiently large to investigate fully the interaction between self-designation
and prospective PMS patterns. It is plausible that women who say that they have
PMS and also meet researcher criteria differ from women who say that they have
PMS and show no evidence of PMS. To explore this interaction partially, the singlemeasurement variables were analyzed for differences between the Current-Say and
Never-Say groups among just the nonPMS women (n=49), that is, excluding the 9
women who met the researcher-designated criteria for PMS. The results of these
analyses are reported in Tables 29, 30, and 31. The findings were generally very

Table 29
Means and confidence intervals of single-measurement variables
for nonPMS Current-Say and Never-Say women
Variable
Menstrual
Attitude
Questionnaire
Natural
Predictable
Bothersome
Debilitating
Should Ignore Menstruation
and
Sadness
Measures
Anger at Home

Say Group

Means

Current
Never
Current
Never
Current
Never
Current
Never
Current
Never

27.00
21.84
29.10
21.84
24.73
27.95
47.37
37.05
16.27
23.37

24.91,
19.25,
27.07,
19.34,
22.05,
24.64,
42.86,
34.29,
13.81,
20.34,

29.10
24.43
31.13
24.34
27.41
31.26
51.88
39.81
18.73
26.40

Current
Never
Current
Never
Current
Never
Current
Never

10.50
8.72
32.77
22.94
10.10
6.50
9.63
9.39

9.20,
7.12,
28.86,
18.11,
7.74,
3.59,
8.30,
7.75,

11.80
10.32
36.68
27.77
12.46
9.41
10.96
11.03

Current
Never
Current
Never

28.96
29.67
41.12
42.58

26.19,
26.25,
35.48,
35.88,

31.73
33.09
46.76
49.28

Current
Never
Current
Never
Current
Never

.73
.49
.75
.79
72.67
73.23

.59, .87
.32, .66
.62, .88
.64, .94
69.42, 75.92
70.44, 76.02

Confidence
Intervals

Anger

Anger Arousal
Beck Depression Inventory
Sadness at Home
Psychological
Maltreatment
of Women
Inventory
Domination-Isolation
Emotional-Verbal
Hassles

and
Uplifts
Hassles
Uplifts

M a r i t a l Need
Scale

Satisfaction
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Table 30
Results of single-measurement variables for nonPMS
Current-Say and Never-Say women
df

Menstrual
Attitude
Questionnaire
Natural
Predictable
Bothersome
Debilitating
Should Ignore
Menstruation
Anger and
Sadness
Measures
Anger at Home
Anger Arousal
Beck Depression
Inventory
Sadness at Home

5,43

F=.34

P=.002 ***

1,47
1,47
1,47
1,47
1,47

F=8.11
£=17.19
F=1.93
E=7.04
E=11.24

P=.006

4,43

F=2.28

p=.076

1,46
1,46
1,46

F=2.44
F=8.20
F=3.03

p=.125
p=.006
E=.088

1,46

F=.04

p=.834

Psychological
Maltreatment
of
Women
Inventory
Domination-Isolation

2,35

E=.00
(.002)

p=.963

1,36

E=.06

p=.804

.09

.05

Emotional-Verbal

1,36

F=.07

p_=800

.09

.05

2,46
1,47
1,47

F=2.50
F=4.20
E=.10

p=.093
p=.046
p=.756

.60
.11

.48
.52
.05

36

t=-.08

p=.934

.22

.45

Hassles

and
Uplifts
Hassles
Uplifts

Marital
Satisfaction

Need
Scale

Statistic

p-level

**

p=.ooo ****
p=.172
p=.011
*
p=.002 ***

Effect
Size

Power

Variable

Partial T I

.95
.84
1.22
.41
.78
.98

.80
.98
.27
.74
.91

.15
.27
.04
.13
.19

.62

**

.47
.85
.52

.33
.80
.40

.05
.15
.06

.06

.04

.00
(.001)

.06

*

.00
(.002)
.00
(.001)
.08
.00
(.002)

2
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Table 31
Percentages of nonPMS Current-Say and
Never-Say women reporting abuse

Variable
Physical Abuse by
a Romantic Partner
Sexual Abuse by a
Romantic Partner
Emotional Abuse by
a Romantic Partner
Physical A b u s e
in Adulthood
Sexual Abuse
in Adulthood
Emotional Abuse
in Adulthood
Physical Abuse
in Childhood
Sexual Abuse
in Childhood
Emotional Abuse
in Childhood

Say Group

Percentage
Reporting Abuse

Direction and
Strength of
Association

p-level

Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never
Current
Never

20
50
63
46
79
64
37
22
43
22
90
50
23
11
37
16
63
26

phi=.28

e=.i05

phi=.16

p_=344

phi=. 16

P=. 329

phi=.15

p=.296

phi=. 21

E=. 139

phi=.45

E=.002 ***

phi=.16

p=.259

phi=. 23

p=.115

phi=.36

E=. 012

129
similar to the 2-Say group results based on the entire sample of 58. There were
only two exceptions. First, the Bothersome subscale of the MAQ was significant for
the entire sample (p_=044), but did not approach significance for the nonPMS
women. This discrepancy in findings may indicate an interaction between selfdesignation and a prospective PMS pattern. But power was notably lower for the
nonPMS analysis (.27) than the analysis using 58 women (.58). Moreover, the
means and confidence intervals changed very little with the removal of the PMS
women. It seems that a loss of statistical power in dropping the PMS women from
analysis is a more likely explanation for the different findings. Second, the CurrentSay and Never-Say women differed significantly in their mean scores on the Beck
Depression Inventory for the overall sample (n=58, £=.030), but not for the nonPMS
sample (n=49, £ = . 0 8 8 ) . The £-level was close for these two analyses and the
means (nonPMS analysis, M=10.10 Current-Say, M=6.50 Never-Say; whole
sample, M=10.03 Current-Say, M=6.09 Never-Say) and confidence intervals were
virtually identical. Power was low for the nonPMS analysis, but the effect size was
moderate. Again, the difference in findings for the BDI seems to be an issue of
power, rather than an indication of an interaction.
Overall, it does not appear that the results differed in a meaningful way when
women showing PMS patterns were excluded. This suggests that the differences
found for the single-measurement variables were primarily attributable to selfdesignations, rather than to an interaction of self-designation and prospectively
reported cyclicity, for nonPMS women. Not enough women met the researcher
criteria, however, to analyze and generalize about possible differences between
PMS women who say that they currently have PMS and those who say that they
have never had PMS. Differences might be found between these two groups if
enough such women could be found for a prospective study. This would be very
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difficult, as only a small proportion of women (15.5% in this sample) recruited from
the community who are unaware of the study's menstrual purpose will meet
researcher-designated criteria for PMS. The proportion recruited from a PMS clinic
would likely be higher, but then the women would not be naive to the menstrual
purpose of the study.
Causal Attributions of Women Who Said
That They Have Experienced PMS
How Did Women Who Said Thev Had PMS Explain Their Own Perceived PMS?. To
investigate further the nature of women's self-designations, the women who said
that they had PMS were asked what they believed caused their perceived PMS. It
was possible that women's use or non-use of the label "PMS" was a less accurate
indicator of women's menstrual attitudes and experiences than were their implicit
theories about the origin of PMS.
Women's open-ended responses to this question were coded into four
categories: (1) the menstrual cycle as an independent variable (cause-iv), (2) the
menstrual cycle as a dependent variable (cause-dv), (3) an interactive model of the
menstrual cycle (cause-both), and (4) PMS as a mystery (cause-mystery) (See
Method section for a more thorough description of these codes).
There were 38 women who indicated that they had experienced PMS at
some point in their lives and 36 of these women described causes for their
perceived PMS. Two women's responses were not coded because they described
the character of PMS rather than its cause(s). Nine women (25%) were coded as
cause-iv, 8 as cause-dv (22%), 14 as cause-both (41%), and 3 as cause-mystery
(8%). Because of its small size, the cause-mystery group was omitted from further
analyses. Thus, analyses of causal attributions were conducted for 31 women. Only
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this part of the sample is discussed in the following sections concerning women's
explanations of their perceived PMS.
Nearly half of the women who said that they had experienced PMS believed
that it was caused by a combination of socio-environmental and physiologicallybased factors (cause-both) (45%) (See Figure 13). The rest of the women were
approximately evenly divided into those who subscribed to an independent variable
or physiological model (29%) and those who held a dependent variable or socioenvironmental model (26%). Women who treated the menstrual cycle as an
independent variable provided a narrow and consistent range of causes that
included references to hormones, chemicals, pregnancy, and nature. All of these
responses treat the body as the origin of premenstrual symptoms. PMS is neither
socially-induced nor socially constructed for these women.
There was more variability in the causes supplied by the cause-dv and
cause-both groups. Cause-dv women described such origins as life changes,
exercise, sleep, travelling, poverty, marriage, moving, not making art, people doing
stupid things, too many decisions, death of a parent, and a lack of social support.
All of these attributions share the belief that the menstrual cycle can be personally
or environmentally affected, and that this effect is responsible for the occurrence of
PMS. Cause-both women discussed the co-occurrence of estrogen, hormones,
vitamin B deficiency, chemical changes, aging, physiology, lymph nodes, and the
C N S with stress, inactivity, eating, relationships, sex, diet, coffee, and weather. All
but two of these women discussed how these factors combined to produce PMS.
This type of variability reflects the many meanings that women may be
communicating when using the term "PMS", especially women who are describing
PMS as a dependent or interactive variable in their lives.
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Fig. 13. Causal Attributions for Women
Who Say That They Have P M S
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Women's stable (Always-Say) or intermittent (Sometimes-Say) use of "PMS"
was examined for links to their beliefs about how their perceived PMS was caused,
using a chi-square analysis. No significant relationship was found (p_=.323) (See
Table 32). The women of this study did not appear to describe themselves as
always having experienced PMS or as sometimes experiencing PMS based on their
ideas about how their perceived PMS originated.
Were Women's Explanations of Their Own PMS Related to Their Attitudes,
Emotions, and Life Circumstances?
There were no cause group differences for any of the single measurement
variables. Women's attributions for their perceived PMS were not related to their
menstrual attitudes, Beck depression scores, anger arousal, anger or sadness
experienced at home, psychological maltreatment by a romantic partner, perceived
hassles and uplifts, or marital need satisfaction. The means, confidence intervals,
effect sizes, power, and partial n, for these results are in Tables 33 and 34.
2

Overall, power was low for these analyses. The group sizes were small, so the lack
of significant differences may represent Type II error in some cases. For example,
some effect sizes were substantial. The effect sizes between the cause-iv
(M=28.89) and cause-dv (M=22.13) groups was 1.18 and between the cause-dv
(M= -13) and cause-both M=27.36) groups was .91 for the natural subscale of the
22

MAQ. Statistical significance was nearly attained for this univariate test (p_=.053)
and there was little overlap in the confidence intervals for the cause-dv group and
the other two groups. Power was only .57. There is reason to suspect, therefore,
that these differences are significant in the practical sense, but did not reach
statistical significance because of Type II error. A reasonable hypothesis for future
research is that women who use either a solely or partially biological explanation for
their PMS are more likely, in general, to view menstruation as a natural part of

134

Table 32
Causal attributions provided by Always-Say
and Sometimes-Say women

Always-Say
Sometimes-Say

Cause-dv
2
6

Cause-iv
5
4

Cause-both
4
10
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Table 33
Means and confidence intervals for single-measurement variables
for the cause-iv, cause-dv, and cause-both groups
Variable
Menstrual
Questionnaire
Natural

Cause Group

Mean

Confidence
Interval

Attitude

Menstruation should
be ignored
Bothersome

Predictable

Debilitating

Anger and
Sadness
Measures
Anger at Home

Anger Arousal

Beck Depression
Inventory
Sadness at Home

Psychological
Maltreatment
of
Women
Inventory
Domination-Isolation

Emotional-Verbal

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

28.89
22.13
27.36
17.22
17.88
14.71
22.56
29.13
24.71
29.89
28.88
29.64
41.56
46.63
48.57

24.97,
17.97,
24.22,
13.93,
14.39,
12.07,
17.68,
23.95,
20.80,
26.33,
26.17,
27.59,
34.01,
38.62,
42.51,

32.81
26.29
30.50
20.52
21.38
17.35
27.44
34.31
28.62
31.45
31.59
31.69
49.11
54.64
54.63

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

10.67
10.75
10.21
33.44
34.00
28.57
11.22
9.25
9.14
8.11
10.38
10.36

8.00,
7.92,
8.07,
25.58,
25.66,
22.27,
5.99,
3.70,
4.94,
5.42,
7.53,
8.21,

13.34
13.58
12.35
41.30
42.64
34.87
16.45
14.80
13.34
10.80
13.23
12.51

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

31.33
33.20
26.55
41.56
44.60
44.27

25.99,
27.53,
22.27,
29.36,
31.64,
34.47,

36.67
38.87
30.83
53.77
57.56
54.07
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Hassles

and

Uplifts

Hassles
Uplifts
Marital
Satisfaction

Need
Scale

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

.89
.91
.66
.77
.86
.66
74.44
67.40
71.75

.58, 1.19
.59, 1.24
.38, 0.87
.51, 1.03
.58, 1.13
.45, 0.86
60.39, 88.49
52.50, 82.30
60.49, 83.01

137

o
oo

CD

CO

tr

CO
_CD
-O

o
o
o
o

o

CO

0-

LO

o

CO

cu
o

CO

>
d

CD

CD

o

CL

CD

CD
N

CO

CD

F
i

co
•3-

»^-

CO

p
U

)

CD

co

•s

^

CO T CM O CM
CN CD T LO CD CD CO CO
-

h- r- o LO
CM O

CM

CN N CD T -

CM CM
O T-

LO CN C - co r-~- •

O

CO

o t

CM

CN

O

CD
it
HI

rz

O
CD
CN

CO
LO

CM
O

o
al

ol

LO

LO
00

al

al

LO
LO
CO

O
CD

al

al

al

al

1^-

oo
CD
h~

o

o

LLI

LLl

o

CD

00

al

CO

3^

CO

CO
CD

o

ro 2
o

0)

"CD

~O

ro
i _

o 1^
o
.U
5—
2<

CD
CN

o

co

-CO
*—
CO

LLl

til

~5
co

CD

11

1

CD
O

LLI

oo

oo

CM
CM"

CM
CM

£

ro
CL

ill

ill

1

c
o
52

^ > ° .^,> "O> -O°

.> TD -O cb
CO

,

ra

CD
CO

cf'
o
O

3

3

3

CO

3

CO

3

CO

CD
CO

3

CO

CD
CO

3

CO

-» > ° ^ > o
.Q
cb cb cb.cb> "O
cb cb

-> > °

CD
CO
CO

3

3

3

3

3

3

3

o

3

3

o
•CDo
c
3o
O
i _

-4—

1

CO
CD

3

§ o

CO

CO

CO

CD

E
o
CO
I

CD

sz
-4—

1

o
CQ

co
•6
CD

c

!5
CD

Q

CO

CO

CO

CO

CO

3

3

3

CO

CO

S SS

E
o
I
•4—'
co
i

CD

a>
c

<

CD
CO

CD
CO

CD
CO

CO

CO

CO

CO

3

CD

3

CO

3

3

c
_g

CD

3

>°

co co

CD

3

o o o o o o

CO
CO
CD

CO
CO
•Q

_CD

CO

O O O

c
•o

CO

"•+-»

CO
C
CD

CO

>t1

cb cb cbCD
co

CO CO CO co co co

3

CO

>

3

CD
CO

CD
CO

co co coo o o o o o co co coO O O
o o o
u o o
CD

_CD
.Q
CO

CD
CO

CD
CO

Me
be ign

CO

CO
CO
CD

CD
CD

<

CD c
T
Q o
c

o

CD
CQ

0

>

E

2,28

F=.740

2,28

co

CD
CM CM

Tt

T -

q

LO CM

T -

o

o

T—

O
CO

r~
CO
-3-

co

CD
CM
CD
CM
CD
CO
CO
LO CN
00

Ol

ol
al
h
"1
i
6
Dl

ol
ol

Marital Need
Satisfaction Scale

CM CO
CM CD CO

q

LO

Uplifts

(D S T - CO 1—
CM CN O LO LO O

CO

q

2,23

F_=787
F=1.50

4,56
2,28

LO

Hassles and Uplifts
Hassles

co

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

F=.070

2,22

q

Emotional-Verbal

F=1.63

2,22

Domination-Isolation

II .
LL.I

F=1.82

T—

4,44

CM

Psychological
Maltreatment of
Women Inventory

q

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

F=.230

q

2,28
CO

Sadness at Home

Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

q
90'

Beck Depression
Inventory

CM
CM

CD
CO

q

q

LO O LO co o co LO CO T O CD CO CN CO LO
ro t - CM

CD
CN
CO

ol

ll'i

o

CD

139
womanhood than are women who ascribe their PMS to environmental influences.
The effect size between the cause-dv (M=29.13) and cause-iv (M=22.56) women
was strong (.92) for the Bothersome subscale of the MAQ, but this comparison did
not attain statistical significance (rj=.175). Power was low (.35), however, so the
test may have been unable reliably to detect a difference. Another hypothesis for
future research with a larger sample is that women who believe that they have P M S
and that it is socio-environmentally caused view menstruation as more bothersome
than do women who believe that they have PMS that is biologically caused. Effect
sizes were moderate or small for the other single-measurement variables, but with
low power it is difficult to be confident that the moderate effect sizes are not
potentially meaningful. The small effect sizes for Anger at Home, the Beck
Depression Inventory, the Emotional-Verbal PMWI subscale, and the Marital Need
Satisfaction scale were all quite small.
All women from the 3 groups answered the questions about history of sexual,
emotional, and physical abuse occurring in adulthood and in childhood. All of the
cause-iv women answered the questions regarding history of abuse by a romantic
partner, but only 4 (50%) of the cause-dv women and 11 (79%) of the cause-both
women did so. All 4 cause-dv women and 7 of 9 (78%) cause-iv women reported
that they had been sexually abused by a romantic partner. About half (46%) of the
cause-both group reported sexual abuse by a current or past partner. Chi-square
tests could not be used to test differences among the groups for the abuse
questions because of the violation of assumptions of the expected frequency, so the
statistical significance of the above proportions could not be established. Women
from the 3 cause groups were evenly distributed in their reports on the other
measures of abuse. The percentages of women reporting abuse for each cause
group are shown in Table 35.
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Table 35
Percentages of cause-iv, cause-dv, and cause-both women
reporting history of abuse

Variable
Physical Abuse by a
Romantic Partner
Sexual Abuse by a Romantic
Partner
Emotional Abuse by a
Romantic Partner
Physical Abuse in Adulthood

Sexual Abuse in Adulthood
Emotional Abuse in
Adulthood
Physical Abuse in Childhood

Sexual Abuse in Childhood

Emotional Abuse in
Childhood

Cause Group
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both
Cause-iv
Cause-dv
Cause-both

Percentage Reporting
Abuse
56 %
50
55
79
100
55
89
75
73
38
50
50
38
50
43
75
75
86
22
13
29
11
25
36
56
38
64
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Were Women's Explanations of Their Own PMS Related to Their Prospective
Patterns for Symptom Types?
A 4 (symptom type) x 5 (menstrual phase) x 3 (cause-iv, cause-dv, causeboth) M A N O V A revealed no significant differences in cyclicity among concentration
and work performance, physical and activity, mood, and relationship symptom types
in relation to the type of explanation that women gave for their perceived PMS. In
other words, no evidence was found to indicate that women who differed in their
beliefs about the origin of PMS significantly differed in the types of symptomatology
that they experienced.
Means, confidence intervals, and results for the M A N O V A and univariate
tests are in Tables 36 and 37. The tests of effects for these variables generally
exhibited low power, but medium partial r | effect sizes. There was higher power for
2

the test of the 3-way interaction. An examination of the confidence intervals,
however, showed a substantial overlap for all effects tested and p_-levels were high.
An overall systematic pattern was not identifiable, either by the application of
M A N O V A or by inspection of means and confidence intervals.
Were the Causal Explanations Provided By Women Who Said That They Had PMS
Related To Researcher Designations?
Four of the PMS-designated women and one of the PDD-designated women
said that they had experienced PMS and provided an explanation for it. One of the
PMS-designated women was coded as cause-iv and three were categorized as
cause-both. The woman who met PDD criteria was coded as cause-both. These
numbers are too small to draw conclusions concerning the relationship between
women's theories about the causes of PMS and their likelihood of meeting
diagnostic criteria for PMS or PDD. None of the women meeting researcher criteria
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Table 36
Means and confidence intervals for prospective variables
for the cause-iv,cause-dv, and cause-both women

Mean

Confidence Intervals

Cause-iv
Cause-dv
Cause-both
Range of Means

6.23
6.17
6.41
6.11 to 6.53

C a u s e by Symptom
Type

Range of Means

5.62 to 6.87

C a u s e by Menstrual
Phase by Symptom
Type

Range of Means

5.47 to 7.08

4.69, 7.77
4.54, 7.80
5.17, 7.65
Cause-iv:
M ± .37
Cause-dv:
M ± 39
Cause-both: M ± 29
Cause-iv:
M + -80
Cause-dv:
M + -85
Cause-both: M + - 5 5
Cause-iv:
M+-19
Cause-dv:
M ± 20
Cause-both: M + - 1 5

Effect
C a u s e Group

C a u s e by Menstrual
Phase

Cell
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Table 37
Results of parametric analyses of prospective variables
for cause-iv, cause-dv, and cause-both women
p-level
p=.524

Power

2,28

Statistic
F=.66

.15

Partial T I
.05

Type

6,54

F=.81

p=.568

.29

.08

Phase

8,52

E=.52

p_=.84

.21

.07

Type by
Phase

22.19,310.61

F=.73

D=.808

.63

.05

Effect
Cause
Cause by
Symptom
Cause by
Menstrual
Cause by
Symptom
Menstrual

df

2
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provided a solely socio-environmental explanation for PMS in this study. Further
research on this question would require a larger sample of PMS or PDD women.
Were Women's Explanations of Their Own PMS Related to the Amount of Cyclicity
They Experienced Over the Menstrual Cycle Phases?
The previous analyses of women's T and M clusters showed little relationship
between menstrual cyclicity and whether women said that they had P M S . The data
were further explored to see whether women's T and M patterns varied with the
ways in which those who said that they had experienced PMS explained its
occurrence.
About half the women in each group had a diagnosable 3-item M in a phase
of the menstrual cycle. All but one of the diagnosable 3-item M clusters (7 of 8) for
the cause-both women occurred during the paramenstruum. Half the diagnosable
M clusters (2) in the cause-iv group occurred in the paramenstruum and half (2)
were in the post-midcycle. For the cause-dv women, all of the diagnosable M
clusters (4) were in the midcycle and post-midcycle phases. These numbers are
too small to test for statistical significance, but it is interesting that for all of the
women in this sample who attributed PMS to socio-environmental causes and who
had a diagnosable M, it was the middle of the menstrual cycle that had a negative
pattern. This did not occur for the women who used a biologically-based or
combined model, whose diagnosable M patterns were only in the paramenstruum or
post-midcycle. To complement this story, the percentage of women was tabulated
in each cause group who had diagnosable 3-item T clusters. All but one of the
cause-both women (7 of 8) having diagnosable T patterns experienced those
patterns in the postmenstrual or midcycle phases. All diagnosable T clusters for the
cause-iv women were in the postmenstrual (1), midcycle (2), or post-midcycle (1)
phases. Only 1 cause-dv woman had a diagnosable T in the non-paramenstruum,
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whereas 2 cause-dv women had diagnosable T clusters in the paramenstruum.
Together, the diagnosable 3-item T and M cluster patterns suggest that about half
the women in this sample who adopted a biologically-based model of PMS, either
wholly (cause-iv) or partially (cause-both), experienced a cluster of negative
variables in the paramenstruum and/or a cluster of positive variables in the nonparamenstrual phases. In contrast, about half the women who used a socioenvironmental model of PMS (cause-dv) experienced a cluster of negative variables
in the non-paramenstruum, and about a quarter had a cluster of positive variables in
the paramenstruum. These patterns help us to understand better the perceptions of
PMS among some of the women in this study, but they are based on too few women
to be generalized.
The occurrence of 5-item M and T clusters for women in the 3 cause groups
was examined next. Only 6 of these women (19%) had a 5-item M in a menstrual
phase and only 3 (10%) had a 5-item T in a menstrual phase. One woman in the
cause-dv group had a M and this occurred in the post-midcycle phase. All 5
remaining M clusters were experienced by the cause-both group, four of which
occurred in the menstrual phase and one of which occurred in the midcycle phase.
No 5-item T cluster was experienced by the cause-dv women. Two cause-iv women
and one cause-both woman had a T in the midcycle phase.
There were only two patterns that were consistent across both the 3-item and
stricter 5-item criteria. Four of the cause-both women (29%) had M clusters during
the menstrual phase and 2 of the cause-iv women (22%) had T clusters during the
midcycle phase. It seems that, using stricter criteria, there was little relationship
between menstrual patterns and theories of PMS for women who said that they had
PMS. The exception appears to have been a small group of women who said that
they had P M S , who believed that it was caused by a combination of physiological
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and environmental factors, and who experienced a reliable cluster of symptoms
during the menstrual phase for several consecutive cycles.
It was possible that women's explanations of PMS were related to the
occurrence of M clusters, but that these M clusters were not exclusive to only one
menstrual phase. We therefore tabulated all 3-item M clusters within each cause
group, not just those cases in which a single M was present across phases. The
distributions of M and T clusters for the cause-iv and cause-dv groups and T
clusters for the cause-both group were the same as for diagnosable M and T
clusters. Two additional cause-both women had a M cluster in a phase of the
menstrual cycle that did not meet the exclusionary criteria of the diagnosable M
clusters. These women had 4 M clusters and these occurred exclusively in the nonparamenstrual phases of the cycle. These cause-both women did not show the
same type of pattern, then, as the cause-both women whose M clusters were
restricted to a single phase. These women said that they had P M S , explained it as
an interaction of the menstrual cycle and their environments, had more than one
phase with a cluster of negative symptoms, and experienced this symptomatology in
the non-paramenstrual phases of the cycle.
A 5 (menstrual phase) x 2 (positive, negative cyclicity) x 3 (cause groups)
M A N O V A was used to determine whether the number of significant daily variables
occurring in each menstrual phase differed for women who had different theories of
PMS. No significant differences were found (p_>.05). A 5 (menstrual phase) x 2
(positive, negative cyclicity) x 3 (cause groups) M A N O V A indicated a significant
main effect of cause group, F(2,28)=4.32, p<.05, for the proportion of women who
met a liberal criterion of at least one variable significant within any menstrual phase.
Tukey post hoc tests, however, were not able to detect a reliable difference among
the group means (p_>05).
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Summary of Findings Associated with Women's Causal Explanations of PMS.
Women who said that they had experienced PMS were asked to describe
what they believed caused their PMS. Most of the responses (86%) could be coded
into 3 categories. The first, cause-iv, was used to classify responses that treated
the menstrual cycle as an independent variable that unidirectionally caused change
for the woman and her environment during the premenstrual phase. This response
was based on a medical or physiological model of menstrual cyclicity. The second
category, cause-dv, included descriptions that characterized the menstrual cycle as
a dependent variable in which change resulted from external stimuli. This response
was based on a socio-environmental model of menstrual cyclicity. The third
category, cause-both, was used for descriptions that combined characterizations of
the menstrual cycle as both an independent and a dependent variable. These
answers suggested that both physiological and environmental factors were
operating, either mutually or additively, to elicit or exacerbate premenstrual
changes. Nine women (29%) were coded as cause-iv, 8 (26%) as cause-dv, and 14
(45%) as cause-both.
No significant relationship was found between the type of explanation women
used and the consistency with which they described their perceived PMS histories
(Always-Say, Sometimes-Say). Women who theorized differently about the PMS
they believed they had did not signicantly differ in their reports of their romantic
relationships, menstrual cyclicity, stress, anger, sadness, or depression. Statistical
power was, however, low for these tests. Variables that demonstrated a moderate
effect size and nearly attained significance included the Natural and Bothersome
subscales of the MAQ. Type II error is especially suspect for these two measures,
and re-examination of the relationship between women's causal attributions for PMS
and their menstrual attitudes using a larger sample is recommended. Women from
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the 3 cause groups were fairly evenly distributed in their reports of past emotional,
physical, and sexual abuse. Women's cyclical patterns for 4 different symptom
types - mood, concentration and work performance, physical and activity symptoms,
and relationships - did not vary according to the way they explained their perceived
PMS. None of the data analyzed across symptom types in relation to the cause
groups indicated the classic PMS pattern for any group. Because power was
relatively low for these analyses, means and confidence intervals were examined,
but these also did not show any clear pattern of differences.
Only 4 women who met PMS criteria and 1 woman who met PDD criteria said
that they had had PMS and provided a causal explanation. None of these women
ascribed their PMS solely to socio-environmental factors.
Some interesting variations among the women of the 3 cause groups were
revealed in an exploration of their idiographic cyclicity. The frequencies upon which
these observations are based were not sufficiently large to be assessed for
statistical significance and too small to be generalizable beyond this sample. The
cause groups did not significantly differ, however, in the number of significant
variables experienced for each menstrual phase or in the percentage of women who
met a liberal 1-item criterion for each menstrual phase.
Overall, women's implicit theories of PMS were not tied more clearly than
were their self-designations to their menstrual cyclicity.
A Review of the Findings
Comparisons were made between the 35 women (60%) who reported that
they currently had PMS and the 23 (40%) who reported that they had never had
PMS. Summaries of the strength of the various findings are presented in Tables 38,
39, and 40. The average woman in this study who said that she currently had PMS
was more likely to view menstruation as debilitating, natural, and predictable. She

149

Table 38
Statistically significant non-idiographic findings for which
there was strong evidence
Analyses

2 S a y Group
Comparisons

Measure
Menstrual
Attitude
Questionnaire

Should be Ignored
Debilitating
Natural
Predictable
Anger
and
Measures

Never > Current
Current > Never
Current > Never
Current > Never

Sadness

Anger Arousal
Emotional
Adulthood
Prospective

Direction of Effect

Abuse

in

Data

Symptom Type
Symptom Type by
Menstrual Phase

Current > Never
Current > Never
Direction of effect qualified by interaction
Concentration

and Work

menstrual < other phases

Performance:

Mood:

post-midcycle, premenstrual < postmenstrual
premenstrual < menstrual < postmenstrual
Physical

and

Activity:

menstrual, post-midcycle < postmenstrual
post-midcycle < premenstrual
Across

3 S a y Group
Comparisons

Menstrual
Questionnaire

Attitude

Should be Ignored
Natural
Predictable
Anger
and
Measures

Arousal

Anger Arousal

menstrual

phases:

Physical and Activity Variables < Concentration
and Work Performance < Relationships <
Mood
Always-Say, Sometimes-Say > Never
Always-Say, Sometimes-Say > Never
Always-Say, Sometimes-Say > Never
Always-Say, Sometimes-Say > Never
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Table 39
Statistically significant non-idiographic findings for which
there was relatively moderate or weak evidence

Analyses

2 S a y Group
Comparisons

Direction of Effect

Measure
Menstrual
Questionnaire

Attitude

Bothersome
Anger
and
Measures

Sadness

Beck Depression
Inventory

3 S a y Group
Comparisons

Current > Never

Physical
Abuse
by a
Romantic
Partner
Emotional
Abuse
in
Childhood
Menstrual
Attitude
Questionnaire

Bothersome
Debilitating
Anger
and
Measures

Current > Never
Current > Never
Never-Say > Always-Say
Sometimes-Say > Never-Say

Sadness

Beck Depression
Inventory

Emotional
Adulthood

Current > Never

Abuse

Sometimes-Say > Never-Say
in

Always-Say, Sometimes-Say > Never-Say
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Domination-Isolation
1 ) Never v. Always
2) Never v. Sometimes
3) Always v. Never
Emotional-Verbal
1) Never v. Always
2) Never v. Sometimes
3) Always v. Never

Psychological
Maltreatment of Women
Inventory

1) Never v. Always
2) Never v. Sometimes
3) Always v. Never

Marital Need Satisfaction
Scale

1) Never v. Always
2) Never v. Sometimes
3) Always v. Sometimes
Uplifts
1) Never v. Always
2) Never v. Sometimes
3) Always v. Sometimes

Hassles

Hassles and Uplifts

Sadness at Home
1 ) Never v. Always
2) Never v. Sometimes
3) Always v. Sometimes

Measures

substantial
substantial
substantial
substantial
substantial
substantial

small
small
small
small
small
small

substantial
substantial
substantial

substantial
slight
moderate

small
small
small

small
small
small

substantial
slight
substantial

substantial
moderate
slight

Extent to which
Confidence Intervals
Overlap

moderate
strong
small

small
moderate
moderate

Magnitude of Effect
or Association

nearly attained signficance
(p_=.056), possible Type I I
error

Possible Recommendations
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reported more frequent and enduring experiences of anger and was more apt to
report that she was emotionally abused as a child. Weaker but still statistically
significant findings indicated that this woman scored higher (but subclinically) on
depression and was more likely to report having been emotionally abused during
adulthood and physically abused by a romantic partner. Although not statistically
signficant at the multivariate level, there was also evidence to suggest that the
woman currently labelling herself with PMS might experience more frequent and
intense hassles in her life. Prediction analyses revealed more mean variables that
cycled outside this woman's normal range during the midcycle phase and a greater
likelihood of having at least one significant variable during the midcycle phase than
was true of women who said that they had never had PMS.
The average woman in this dissertation who said that she had never had
PMS was more likely to report that the effects of menstruation should be ignored. A
weaker finding indicated that she viewed menstruation as more bothersome. The
prospective data for the average woman who said she did not have PMS
demonstrated more mean significant variables and a greater likelihood of at least
one significant variable during the postmenstrual phase than was true of women
who said that they currently had PMS. More of these women had a cluster of 3
unusually positive items that reliably occurred during the postmenstrual phase of
several menstrual cycles.
No significant differences were found between women who said that they had
PMS currently and women who said that they had never had it for marital
satisfaction, reports of sexual abuse as a child, reports of physical abuse in
adulthood or childhood, uplifts, or psychological abuse by a romantic partner. The
correlation between women's reports of sexual abuse in adulthood and of PMS was
moderate (phi=.40), but did not quite reach statistical significance (p_=.057). This
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might be an important variable for further research. Women's prospective cyclicity
was explored for 4 different types of symptoms (mood, concentration and work
performance, physical and activity, relationships) but no differences were found
between the two groups.
In order to shed further light on women's self-designations, the consistency
with which the women used "PMS" to describe their menstrual histories was
considered. Of the 61 women in the sample (the 58 women previously discussed
plus 3 additional women), 26% reported that they had always had PMS (AlwaysSay), 36% reported having PMS intermittently since menarche (Sometimes-Say),
and 38% reported never having had PMS (Never-Say).
Re-analyses using 3 say groups indicated that women who said that they had
always had PMS rated menstruation as more bothersome than did women who
believed that they had never had PMS. Although it did not attain statistical
signficance, a medium effect size was found between the Always-Say and
Sometimes-Say groups for this subscale. There was some evidence to suggest that
this non-significance may have been the result of insufficient power. These results
suggest that women's views of menstruation as bothersome might be related to the
consistency with which women use PMS.
In addition, Sometimes-Say women had higher depression scores than did
the Never-Say women. An examination of confidence intervals suggests that a
difference might be found in future research on larger samples between women
who say that they have always had PMS and those who say that they have
sometimes had it. These results suggest that depression scores might be
associated with how women are applying the label "PMS".
In contrast, the Sometimes-Say women rated menstruation as more
debilitating than did Never-Say women and a medium, but non-significant, effect
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was found between Always-Say and Never-Say women. The direction of these
findings supports those for the MAQ subscales that assess attitudes toward
menstruation as predictable, natural, and something to ignore, in which differences
were related to women's use or non-use of the "PMS" label, rather than how they
used it. Findings for anger arousal and for reports of emotional abuse in adulthood
also indicated that group differences occurred between women who believed that
they did and did not have PMS.
Women who said that they had had PMS were asked to explain what caused
their P M S , enabling us to ask whether there were differences among women who
used the label based on what they meant by its use. Four themes emerged in their
responses: the menstrual cycle was believed to act as an independent variable and
a physiological agent effecting premenstrual change (cause-iv), the menstrual cycle
was seen as a dependent variable within which premenstrual changes were effected
as a function of socio-environmental factors (cause-dv), the physiology of the
menstrual cycle and socio-environmental influences were both believed to effect
premenstrual changes (cause-both), the origins of PMS were unknown and
mysterious (cause-mystery). Further analyses were conducted using 3 categories:
cause-iv, cause-dv, cause-both.
Amost half the women (45%) attributed their perceived PMS to a bidirectional
model of physiology and environment (cause-both). The proportion of women who
described only physiological (29%) or socio-environmental (26%) causes were
roughly equivalent. Thus, consideration of socio-environmental origins by women in
their theories of PMS was common (74%).
Women's beliefs about whether they had always had PMS or whether they
had sometimes had PMS were not related to their beliefs about what caused their
PMS. In addition, women's implicit theories of their perceived PMS were not
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significantly related to depression, sadness at home, anger at home, perceived
stresses, marital satisfaction, reports of any type of abuse, or attitudes toward
menstruation. Women who explained their PMS differently did not differ in their
prospective cyclicity for 4 different types of symptoms (mood, concentration and
work performance, physical and activity, relationships). They also did not differ in
the number of variables that cycled abnormally or in the likelihood of experiencing at
least one abnormally cycling variable for any menstrual phase. Overall, within the
group of women who said that they had PMS, there were very few systematic
differences found that related to the type of causal theories women were
communicating in using "PMS". But, power was low for these analyses, so Type II
error was a possibility. An examination of effect sizes and confidence intervals
suggested that, in particular, future research might explore the relationship between
women's causal attributions and their attitudes toward menstruation.
Women's self-designations of PMS were compared with researcherdesignations of PMS based on the 3-symptom method developed by McFarlane and
Williams (1994) and PDD based on the 5-symptom DSM-IV criteria. Nine women
(15%) met the criteria for PMS classification, of whom five said that they had PMS
currently and four said that they had never had PMS. Five (9%) women met the
criteria for PDD classification, of whom three said that they currently had PMS and
two said that they had never had PMS. Of the women who said that they currently
had PMS, 85% were designated as nonPMS and 91% were designated as nonPDD.
Women's self-designations as not having PMS matched researcher classifications of
nonPMS for 33% of the sample and nonPDD for 36% of the sample. But the data
overall indicate that women's self-designations of PMS did not match researcherdesignations, even with the measurement of 15 daily variables and the use of 2
different classification methods.

160
It seemed plausible that women were experiencing positive or negative
cyclicity in other phases of their menstrual cycles and mislabelling it P M S , so
analyses were conducted to see if women who said that they currently had PMS
exhibited more 3-item or 5-item clusters of unusually positive (T) or negative (M)
variables than did women who said that they had never had P M S : Significantly
more of the women who reported no history of PMS than women who said that they
currently had PMS had a 3-item T cluster during the postmenstrual phase. Only 4
women had 5-item T clusters, of whom all were in the Current-Say group and
experienced the T cluster during the midcycle. The proportion of women having M
clusters did not differ between the say groups for any of the menstrual phases.
Most women had a 3-item T or M cluster in either one (41%) or two (29%)
menstrual phases, suggesting that cyclicity was both common and normative. This
was especially true for women who reported never having PMS (80%) and
sometimes having PMS (80%). Just over half the women who reported always
having PMS (56%) experienced M or T clusters. About a quarter (25%) of the
sample had a 5-item T or M cluster and 88% of these women had only one cluster
across menstrual phases. Thus, the use of a stricter criterion would lead to the
conclusion that cyclicity was common but not normative.
Over 40% (41 %) of the women had a 3-item M cluster that occurred
exclusively in one menstrual phase. There were no significant differences among
phases in the occurrence of M clusters. Recurring negative cyclicity on an
organized cluster of 3 variables was common across phases. It was not a
phenomenon either exclusive to or more frequent during the premenstrual phase.
In contrast to the 3-item criterion, 80% of 5-item M clusters occurred in the
paramenstruum (47% menstrually and 33% premenstrually). A fifth of the women
sampled (21%) experienced a cluster of 5 unusually negative variables that recurred
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during the paramenstruum over several cycles. Only 2 women (3%) had a 5-item M
in the non-paramenstruum. This difference was statistically significant.
Whereas the use of a 3-item criterion would inform the researcher that
negative cyclicity was not more characteristic of any particular menstrual phase, the
use of a stricter 5-item criterion would instead suggest that negative cyclicity was
more pronounced paramenstrually. Neither of these cyclical patterns, however, was
related to whether women said that they did or did not have P M S , or to the
consistency with which women labelled themselves with PMS.
It seemed possible that the women were very sensitive to fluctuations and
that a more liberal criterion would better match their self-designations, so say group
menstrual patterns were analyzed using a very liberal criterion of one variable that
cycled significantly outside the woman's normal range. More women who said that
they currently had PMS had at least one unusually cyclical variable during the
midcycle phase than was true of women reporting no history of PMS. In contrast,
more women who felt that they had never had PMS had one or more unusually
cyclical variables during the postmenstrual phase than was true of women who felt
that they had P M S . More specifically, the 3 say group analyses revealed that it was
those who reported always having PMS who were more likely to have a cycling
midcycle variable and those who reported sometimes having PMS who were less
likely to have a cycling postmenstrual variable.
The use of a 3-item criterion indicated that the occurrence of a T cluster in
the postmenstrual phase was related to women's self-designations as never having
had PMS. The distribution of M clusters was not related to women's use of "PMS".
The use of a stricter 5-item criterion resulted in all T clusters occurring in the
midcycle phase for women who believed that they had current P M S . The more
liberal 1-item criterion suggested that more Current-Say women had cyclicity in the
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midcycle and more Never-Say women had cyclicity in the postmenstrual phase.
This liberal criterion was also able to detect which women who said that they had
PMS exhibited these patterns. The greater midcycle cyclicity characterized AlwaysSay women and the lesser postmenstrual cyclicity characterized Sometimes-Say
women. Moreover, no significant differences were found between the number of 3item M and T clusters women experienced. Based on a 1-item criterion, more
women experienced negative cyclicity than positive cyclicity.
Taken together, these analyses suggest that more midcycle cyclicity is
characteristic of women who say that they have PMS and more postmenstrual
cyclicity is characteristic of women who say that they have never had PMS. They
also suggest that women's use of "PMS" is not related to their negative cyclical
patterns. Whether the use of the "PMS" label is related to positive cyclical patterns
or more generally to the amount of cyclicity experienced, however, depends on the
strictness of the criterion used to define "cyclicity".
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Discussion
Previous research has highlighted the discrepancy between retrospective
and prospective measures of PMS (Magna & Hamilton, 1986; Boyle & Grant, 1992;
Christensen & Oei, 1989; McFarlane, Martin, & Williams, 1988; McFarlane &
Williams, 1994). These researchers have focussed on why so many women report
PMS symptom patterns that are not confirmed prospectively. The findings of
McFarlane and Williams (1994) indicate that women do not necessarily label the
symptoms that they report as PMS when asked directly. The focus of this
dissertation was on those same women's use of the label "PMS". Of particular
interest was whether the women who said that they currently had PMS and the
women who said that they had never had PMS differed in their life circumstances,
attitudes toward menstruation, emotions, and prospective menstrual cyclicity. This
study was an initial attempt to determine what women may be communicating about
their lives when they say that they have PMS.
Did Women's Self-designations Match Their
Prospective Cyclicity?
McFarlane and Williams (1994) reported very little relationship between
women's self-designations of PMS and researcher-designations of PMS based on
prospective data. In their report, researcher-designations were based
predominantly on mood variables. It seemed plausible that women who said that
they had PMS might be basing their self-designations on different symptomatology
than mood. For this dissertation, women's cyclical patterns were examined for 15
variables that were categorized into 4 symptom types: concentration and work
performance, physical and activity, mood, and relationship symptoms. Contrary to
the hypothesis, women who believed that they had PMS did not differ in prospective
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cyclical patterns for any symptom type from women who believed that they
had never had P M S .
The women were re-classified into PMS or nonPMS designations based on
the criteria developed by McFarlane and Williams (1994), and into PDD or nonPDD
designations based on the DSM-IV criteria for Premenstrual Dysphoric Disorder
(APA, 1994). Nine participants met PMS criteria but only 5 of them said that they
currently had P M S . Five women were classified as PDD and 3 of these women said
that they had P M S . The findings using both of these criteria and 15 variables
covering four symptom types were similar to those of McFarlane and Williams
(1994) for 7 predominantly mood variables: only about half of the women meeting
researcher-designated criteria said that they had PMS.
Overall, 41% of women's self-designations matched their prospective
patterns using both PMS and PDD criteria, but 79% and 88% of these matches
were for women who said that they had never had PMS, and 88% were for women
who showed no PMS or PDD pattern. In contrast, of the participants who reported
having PMS, 86% did not meet PMS criteria and 91% did not meet PDD criteria.
Self-designations of PMS matched researcher-designations of PMS and PDD for
only 9% and 5% of the women, respectively.
One implication of these findings is that researchers must be careful not to
select "women with PMS" or control groups based on the woman's presentation to a
clinic (e.g., Schnurr, 1988), symptom reporting during a gynecological checkup
(e.g., Kuczmierczyk, Labrum, & Johnson, 1992), or attendance at PMS support
groups and information sessions (e.g., Coughlin, 1990). These results also
underscore McFarlane and Williams' (1994) caution against the recommendation of
the DSM-IV criteria for diagnosis of Premenstrual Dysphoric Disorder that women's
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self-designations of PMS be used in the interim until prospective data can be
obtained.
Do Women's Self-designations Reflect
Cultural Stereotypes About P M S ?
One explanation for reports of PMS among women who do not meet
prospective criteria has derived from attribution theory (Koeske, 1980a). Koeske
(1986) has theorized that both positive and negative emotions are understood and
labelled on the basis of situational cues and cognitive schemata, rather than on
physiological responses. The cognitive schemas with which individuals interpret
both illness (Woods, 1989) and emotion (Koeske, 1986) emerge out of past
experiences and cultural expectations. Koeske (1983) has suggested that how
women interpret recent emotional experiences may be linked to their retrospective
awareness of the menstrual phase in which the experiences occurred. Evidence for
Koeske's attributional approach has been provided by several studies (e.g.,
Klebanov & Jemmott, 1992; Koeske, 1980b, 1981; Koeske & Koeske, 1975; Ruble,
1977).
This attribution theory would imply that a discrepancy between women's
labelling of PMS and prospective evidence of PMS is not aberrant. Rather, given
the same premenstrual experiences, women's differing self-designations should be
related to their schemata about menstruation and to their environments. In this
study, the women who reported current PMS and who reported no history of PMS
did not differ in prospective evidence of premenstrual cyclicity, but did differ in their
attitudes toward menstruation. Women who reported that they currently had P M S
perceived menstruation to be more inevitable and more debilitating than did women
who said that they had never had PMS.
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Reviewers have documented the prevalence of Euro-North American
stereotypes that characterize the menstrual cycle as universally negative and
unhealthy (Laws, 1985; McFarlane & Williams, 1990; Parlee, 1975; Rodin, 1992;
Ussher, 1991).

Women's use of stereotypes to guide their recall of menstrual

experiences may account in part for the stronger relationship found in this study
between menstrual attitudes and self-designation as having PMS than between
prospective cyclicity and self-designation (Brooks-Gunn, 1985; McFarlane, Martin, &
Williams, 1988; McFarlane & Williams, 1994). This explanation is consistent with
Koeske's schematic approach.
In this study, it was found that women who said that they currently had PMS
perceived menstruation as more debilitating and signified more by mood and body
changes, whereas women who did not use the label "PMS" perceived menstruation
as simply bothersome, the effects of which women should be able to ignore. It may
be that women who believe that they have PMS generally endorse cultural
stereotypes more strongly. But theorists have also cautioned that women's
perceptions about their menstrual experiences are neither entirely negative nor
simply reflections of mythology (Birke & Best, 1982; Chandra & Chaturvedi, 1990;
Chrisler, Johnston, Champagne, & Preston, 1994; Koeske, 1980b; McFarlane &
Williams, 1990, 1994). Indeed, in this study women who reported currently having
PMS viewed menstruation as more natural than did women who reported no history
of PMS. Women using the "PMS" label were more likely to endorse items that
characterized menstruation as healthy, affirming, and a way to be aware of their
bodies. These results support those of Brooks-Gunn and Ruble (1980), who
reported that women attributed both positive and negative aspects to menstruation,
and that women's theorizing about their menstrual cycles was not reducible to a
unidimensional stereotype. Moreover, the women's self-designations did not
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support the view that women's popular mythology perceives the premenstrual
phase to be a consistent and universal problem. Only 26% of the women
characterized the premenstrual phase as consistently troublesome (Always-Say),
and 37% indicated that they did not find the premenstrual phase to be particularily
troublesome at any time during their menstrual years (Never-Say). About a third
(36%) of the women used "PMS" to describe an experience that occurred
occasionally but not inevitably (Sometimes-Say).
In other research, women's causal attributions of symptomatology have been
found to influence their symptom reports. Fewer symptoms were reported by
women led to believe that PMS is psychologically caused than by women informed
that PMS is physiologically-based (Fradkin & Firestone, 1986). Participants in
another study indicated that they would be more apt to seek medical consultation for
symptoms deriving from a physiological origin than from a psychological origin
(Robbins & Kirmayer, 1991). These findings suggest that women's use of PMS in
characterizing the nature of their menstrual symptoms would be related to their
beliefs about the cause of their perceived PMS. But contrary to this expectation,
there were no significant differences in this study between the causal attributions of
women who reported that they had always had PMS and those of women saying
that they sometimes had PMS.
Of the women who said that they had experienced PMS, 29% ascribed it to
physiological causes, 26% ascribed it to socio-environmental factors, and 45%
believed that it was a consequence of both. The distribution of these explanations
supports the notion that women's theories about menstruation are varied and
complex. Nearly half the sample subscribed to an interactive model similar to the
one that has become increasingly accepted and supported by menstrual cycle
researchers (Frieze, 1978; Koeske, 1986; Parlee, 1981; Sommer, 1981). Nearly
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75% of the women who said they had PMS believed that psychosocial factors
played at least a partial role in their PMS.
Overall, the results support Koeske's theory that menstrual attitudes are
related to how women label their menstrual experiences and her assertion that
women's theories about menstruation are not simplistic. Nash and Chrisler (1995)
recently found that women who read PDD criteria with a PDD heading were more
likely to attribute symptoms to themselves and to other women than were women
who read PDD criteria with a gender-neutral heading. To the extent that attitudes
toward menstruation are related to women's conclusions that they are ill,
professionals must act responsibly in the dissemination of information.
Are Women's Self-designations Related to Stress?
Koeske theorizes that situational cues play a role in the labelling of menstrual
experiences. In this dissertation, almost three quarters (74%) of the women who
said that they had PMS spontaneously mentioned stress as a contributing factor
when asked what caused it. This result is consistent with the observation of Woods
et al. (1994) that women have attributed perimenstrual symptomatology to stress.
Many women in this study described the kinds of chronic stressors (e.g., financial
hardship) and life events (e.g., job loss, death of a parent) that researchers have
linked to the etiology of PMS (Clare, 1985; Futterman et al., 1992; Kerstner, 1986;
Koeske, 1980a; Mitchell et al., 1994; Woods et al., 1994; Woods et al., 1995).
Some resesarchers have noted that past abuse history may act as a chronic
stressor (Miccio-Fonseca et al., 1990). In this study, more women who said that
they currently had PMS reported having been emotionally abused as a child and
physically abused by a romantic partner. Other researchers (Futterman et al., 992)
have noted that relationships, in general, are the primary stressors in women's lives.
For example, McDaniel (1988) and Reid (1985) have indicated that women who live
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with men report more problems with PMS. In this dissertation significantly
more women who said that they currently had PMS (83%) were sexually active with
a man or men than was true of women who said that they had never had PMS
(54%). The effects of stress occurring in relationships may not be phase-specific,
but the attributions associated with the stress may be phase-specific. Stress-related
physiological changes and experiences have been shown to be ascribed to
situational factors when they occur intermenstrually, but to menstrual physiology
when they occur during the menstrual or premenstrual phases (Koeske, 1975).
Thus, these stressors may not affect prospective premenstrual reports but may
affect women's recall of "having PMS".
Other measures of situational factors used in this study did not attain
statistical significance. These included hassles and uplifts, marital need
satisfaction, psychological maltreatment by current romantic partners, sexual abuse
history, physical abuse in childhood and adulthood, and emotional abuse in
adulthood or by a partner. Marginally significant findings for two of these variables
(hassles, having been sexually abused as an adult) were in the direction consistent
with Koeske's model (higher for Current-Say women), indicating that they would be
important to include in future research. Moreover, when outliers were excluded,
Current-Say women did report significantly more hassles than did Never-Say
women. This finding is representative of the majority of the women in the study, but
is not representative of all of the sample. Overall, in this study, women's attitudes
toward menstruation were related more to their self-designations regarding PMS
than were the variables that were selected as possible situational cues.
Contributions From Illness Cognition Research
In light of the discrepancy between self-designations and researcherdesignations regarding PMS, McFarlane and Williams (1994) raised the question of
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who is most likely to seek and receive appropriate treatment for menstruallyrelated difficulties. In order to assess accurately and treat the menstrual concerns
with which women present, professionals must understand what women are
communicating when they say that they have "PMS".
Whereas Koeske has theorized specifically about the menstrual cycle, other
researchers have proposed similar models to explain how people label illness
generally. In a study by Lau et al. (1989), participants showed an overwhelming
inclination toward labelling symptoms together as an illness when asked to describe
the last time that they were sick. Lau et al. found that the illness cognitions that
these labels represented were relatively stable, organized schemata that were
applied to many different diseases. Evidence for the roles of past experience and of
sociocultural factors in the development of illness representations comes from
research by Schwartz and Gramling (1994), who found that social learning variables
accounted for significant variance in symptom reporting. The use of illness
schemata may influence individuals to ascribe current symptoms to origins that are
consistent with their past physical or mental health experiences (Robbins &
Kirmayer, 1991).
Klebanov and Jemmott (1992) have noted that PMS research and illness
cognition research both provide evidence for a general tendency by individuals to
interpret their internal states according to expectations. Both approaches have
originated from Schachter and Singer's (1962) theory that physiological arousal is
accorded an emotional label based on situational cues (Baumann et al., 1989;
Cameron etal., 1995; Koeske, 1980a, 1980b, 1981, 1986; Koeske & Koeske, 1975).
Both hypothesize that the physical sensations of stress may be either assigned an
illness label or attributed to environmental factors, depending on the context
(Cameron, et al., 1995; Koeske, 1986). The types of illness schemata used by
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individuals have been related to patterns of self-care, physician utilization,
and compliance with prescribed treatments (Robbins & Kirmayer, 1991). Some
authors have further delineated the role of culture in the formation of illness
schemata by theorizing that patients label themselves as ill or symptomatic when
their body experiences deviate from cultural norms (Chrisman & Kleinman, 1983;
Freidson, 1970; Stoller & Forster, 1994). The results of this study regarding
attitudes toward menstruation suggest that women who use the "PMS" label
differently also differ in what they perceive to be normative menstrual experiences.
These differing representations are informative to practitioners because it is the
interpretation of symptoms that has been found to be most related to the propensity
to consult a physician (Stoller & Forster, 1994). Moreover, once women have
labelled themselves or been labelled with PMS, they are more likely to behave in a
manner consistent with their perception of the label (Baumann et al., 1989; Woods,
1989). Individuals who are assigned an illness label actively seek corresponding
symptoms and individuals who experience symptoms actively search for a label that
explains their occurrence (Baumann et al., 1989; Robbins & Kirmayer, 1991).
The search for a match between symptoms and label implies that the two are
mutually reinforcing. This can result in the inaccurate adoption of a label or in
symptomatology that is resistant to disconfirmation. For example, Meyer et al.
(1985) found that even though 80% of the adults in their study agreed that
hypertension was asymptomatic, 88% believed that they could recognize when their
own blood pressure was elevated. Furthermore, they identified specific symptoms
that they believed signalled their episodes of high blood pressure. In this
dissertation, 52% of the women used "PMS" to characterize their menstrual
experiences even though their prospective data showed no evidence of such a
pattern.
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For the women in this study, no relationship was found between their
use of the label "PMS" and their beliefs regarding the cause of PMS. McFarlane
and Williams (1994) found relatively little relationship between the same women's
retrospective symptom reports and their self-designations as having or not having
PMS. Robbins and Kirmayer (1991) have explained the failure of attributions to
predict illness behaviours by distinguishing between causal attributions of illness
and causal attributions of symptoms. Indeed, Lau et al. (1989) found that it was
symptom reports, not labels, that were most strongly related to the propensity to
visit a physician. In PMS research, however, treatment-seeking has been shown to
bear little relationship to actual prospective confirmation (Ekholm & Backstrom,
1994; Stout & Steege, 1985). Treatment-seeking for PMS has been found to be
associated with a greater likelihood of current or past psychiatric disorder (MiccioFonseca et al., 1990; Paddison et al., 1990). Thus, it may be that women who
present for treatment are communicating some form of symptomatology that is not
necessarily menstrually-related. For example, in this study, women who said that
they currently had PMS had higher depression scores and reported more frequent,
intense episodes of anger. All of the six women with depression scores above the
clinical cutoff (BDI score above 15) said that they had PMS. These findings are
consistent with other studies showing greater depression among treatment-seekers
(Christensen & Oei, 1995; Rivera-Tovar, Pilkouis, & Frank, 1992). Regardless of
the accuracy of the label women assign, the symptoms are probably distressing
(Robbins & Kirmayer, 1991). It is important, therefore, that clinicians attend to and
identify the concerns of women who are saying that they have "PMS", even when
PMS patterns are prospectively disconfirmed.
Individuals respond differently to chronic symptoms than to acute symptoms
(e.g., Woods, 1989). Although both Always-Say and Sometimes-Say women
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labelled their perceived symptoms as PMS, their beliefs about menstruation
differed relative to the Never-Say group. Women who described their PMS history
as chronic (Always-Say) saw menstruation as less bothersome than did women who
reported no PMS history. Woods (1989) suggested that strategies of care are
developed over time for chronic symptoms. Women who characterized their
perceived PMS as a single or recurring acute experience (Sometimes-Say) viewed
menstruation as more debilitating than did women reporting no past or current PMS.
Self-care for acute symptoms tends to be defined more by the specific nature of the
symptoms than by a more generalized coping strategy. It may be that women who
perceive their premenstrual phase as a chronic problem have also devised
consistent coping strategies that women who see it as acute have not. Research by
Fontana and Palfai (1994) lends some support to this notion. They found that
women with confirmed premenstrual distress had developed catharsis and social
support coping styles for uncontrollable, undesirable stress that occurred
premenstrually but not for stress occurring postmenstrually.
There are differences between PMS and many of the illnesses commonly
studied within the field of illness cognition. Hypertension has been diagnostically
quantified. It is medically recognized, treated, and life threatening.

It is

asymptomatic and its establishment as a medical problem has been relatively
apolitical. In contrast, PMS and PDD remain highly controversial and ill-defined
diagnoses. Measurement issues are unresolved and assessment varies widely
across researchers and clinicians. There is no consensus on whether it is a
gynecological, psychiatric, or normative condition. PMS and PDD are both
popularly and medically assumed to be visibly symptomatic and intrusive to
numerous life domains (e.g., cognitive impairment and performance, irritability,
outburts, crying, water retention, decrease in usual activities).

Nonetheless, studies
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examining illness cognitions can be informative to PMS research. Much PMS
research has focussed on definitional and methodological issues in an attempt to
clarify diagnostic criteria. Much of the literature regarding illness representations
strives to enhance patient compliance to known treatment and therapeutic
procedures, so has focussed on patient-physician relationships and the manner in
which communication may be improved. Thus, the study of illness labels and how
they may be understood is central. Although there has been much research on
symptom reports of PMS, there have been few studies focussing exclusively on the
use of "PMS" as a label. Illness cognition research would suggest that in the future,
researchers need to examine more fully how PMS labelling relates to PMS symptom
reports, treatment-seeking, attitudes toward menstruation, and causal attributions.
Is There Support for a Role Violation Hypothesis?
The "role violation hypothesis" assumes a similar premise as theories arguing
that self-designations of illness are based on perceived deviations from cultural
norms. This hypothesis is grounded in a feminist analysis and specifically theorizes
that definitions of healthy menstrual cyclicity are scripted within gender. Deviance
from the healthy norm therefore translates as a violation of the feminine role. It is
hypothesized that women use the label "PMS" to legitimate behaviour that is
normally deemed out-of-role (Laws, 1985; J . P. Siegel, 1986). This need for a label
is especially heightened under conditions in which the expression of genderviolating behaviours is unsafe or penalized, such as in abusive relationships. It has
been suggested that the expression of anger is considered by many to be
inappropriate to the Euro-North American feminine role, and that women who hold
this belief may minimize their anger by ascribing it to PMS (McFarlane & Williams,
1990).
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The role violation hypothesis received mixed support in this study.
Women's use of PMS to describe their current menstrual experiences was
significantly related to their reports that they had been emotionally abused as an
adult (85%), emotionally abused as a child (60%), and physically abused by a past
or current romantic partner (48%). These results do indicate a pattern in which the
use of the "PMS" label is associated with women's experiences of abuse, thereby
providing some support for a role violation theory. In addition, the relationship
between self-designation and sexual abuse in adulthood was marginally significant
(p_=.057) and moderately strong (phi=.40) in the predicted direction and would be an
important variable to investigate further. Other researchers have found PMS
symptom reports to be related to sexual abuse history (Friedman, 1982; MiccioFonseca et al., 1990). Although the specific results of this study differed from those
of Friedman (1982) and Miccio-Fonseca et al. (1990), their implications are
nonetheless similar. The findings suggest that if a woman presents for treatment of
PMS and it is not prospectively confirmed, she may well still be describing a
problem. To be consistent with current research on abuse, abuse measures in
future studies should obtain information about the identity of the abuser, the
closeness of the relationship between abuser and survivor, the frequency of abuse
episodes, and the duration of abuse (Paddison et al., 1990).
Other findings in this study were not consistent with a role violation
hypothesis. No significant differences were found between say groups for marital
need satisfaction or for psychological maltreatment by current romantic partner. Phi
correlations between self-designation and reports of sexual abuse in childhood,
physical abuse in adulthood and in childhood, sexual abuse by a romantic partner,
and emotional abuse by a partner were also not significant. Moreover, women who
reported having PMS and women who reported never having PMS did not
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significantly differ in the anger or sadness that they experienced at home.
Finally, the expression of anger by women who believed that they currently had
PMS was reported as more frequent, intense, and lasting than for women who
reported no history of PMS. This finding is in contrast to that of Stout and Steege
(1985) who noted a tendency for treatment-seekers to repress or control angry
feelings. This difference may in part reflect the distinction between treatmentseeking and labelling. It is also not clear whether women who label themselves with
PMS actually express anger more or whether they evaluate their expressions of
anger as more inappropriate and therefore perceive them as more intense. To
tease apart these possibilities, attitudes toward anger should be measured for the
two say groups. Although such a measure was designed and administered for
inclusion in this study, it unfortunately did not demonstrate sufficient test-retest
reliability to be used in further analyses.
The role violation hypothesis would perhaps be most appropriately addressed
by studying the use of the "PMS" label among those who transgress gender most
clearly. Butler (1990) has coined the term "gender crime" to characterize societal
perceptions of and reactions to gender transgression. She speaks to the severity
with which gender roles are enforced and the penalties incurred for violation. One
such penalty is homophobia. One way in which the role violation hypothesis might
be evaluated is by examining the impact of homophobic experiences on lesbians'
implicit theories and labelling of PMS. This seems particularly appropriate in light of
Pharr's (1988) claim that homophobia is the pre-eminent tool through which
adherence to feminine (and masculine) gender roles is enforced. To date, there
have been no published studies of PMS based on a lesbian sample.
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Is Self-designation as Having PMS Part of
a Generalized Pattern of Over-reporting?
Stoller and Forster (1994) have noted that individuals who are most confident
regarding their health status, their resilience, and their ability to manage their health
are less apt to interpret symptoms as threatening. Stewart (1990) found an
overwhelming 90% overlap between self-designation with environmental
hypersensitivity disorder and self-designation with at least one other condition that
was heavily popularized by the media. Multiple endorsements were common. One
of the conditions that she examined was PMS. This raises the question of whether
women who report having PMS are simply more likely to report symptomatology or
dissatisfaction generally. Ramcharan et al. (1992) found that women who said that
they had PMS reported more distressing symptoms overall than did women who
said that they did not have PMS. They reported more stressful life changes in the
past year, more migraines, a greater use of medications, more use of emergency
medical services, lower job satisfaction, more side effects from oral contraceptive
use, and higher scores across all MDQ-T scales. In this study, women who said
that they had P M S reported more depression, higher anger arousal, and showed a
trend toward reporting more hassles in their lives. This trend became statistically
significant when outliers were omitted.
Parker and Garner (1991) found that participants who sought treatment for
food allergies that were not confirmed scored higher on somatization. A
somatization hypothesis of PMS labelling would suggest that some women would
overestimate their symptoms and overascribe symptoms to medical origins. But
Veeninga and Kraaimaat (1995) found no differences in somatic and nonsomatic
attributions between women reporting and not reporting PMS symptoms. And
women in the current study who said that they had PMS did not use only or
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predominantly biologically-based causal attributions, but rather provided a
diversity of explanations for PMS.
Some of the other results of this dissertation suggest that self-designations
are not part of a larger pattern of over-reporting. Women who said that they had
PMS did not report more negative ratings for the 15 prospective variables overall or
for any of the 4 symptom types than did women who said that they had never had
PMS. Only 4 of the 58 women had 5-item T clusters. All self-designated with PMS
and all had the T cluster during the midcycle phase. This suggests that these
women are noting positive changes, not ignoring them in favour of a general
negative perspective or illness cognition. Moreover, their reports of a T midcycle
were not accompanied by greater negative reporting for the premenstrual or any
other phase.
Women who said that they had PMS viewed menstruation as more natural
and healthy, but also saw its effects as more debilitating. They portrayed
menstruation as an intrusion into life and normal physical functioning rather than
portraying either life itself or the body as generally troublesome. Although they
acknowledged menstruation as debilitating, they seemed to view that as normal, not
pathological. It may be that differences in labelling are due to the Never-Say
group's greater tendency to ignore symptoms, rather than to an exaggeration of
symptoms by the Current-Say group.
In considering only statistical significance, it would appear that Current-Say
women's more frequent reports of abuse were specific to emotional abuse as a
child, emotional abuse as an adult, and physical abuse by a romantic partner, not
generalized across either types or contexts of abuse. It would also suggest that
these women endorsed only some, not most, measures more negatively than did
Never-Say women. But, in a further examination of the overall pattern of significant
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and non-significant results, it is evident that almost all of the findings are in
the same direction. Although many differences were not significant, the Current-Say
women generally had a higher mean than did the Never-Say women for all nine
abuse measures, three of the menstrual subscales, all four anger and sadness
measures, and hassles. In addition, the mean for women saying that they had PMS
was lower (more negative), although not significantly so, for the prospective
variables. Moreover, all women whose BDI scores exceeded the clinical cutoff
score of 15 reported that they currently had PMS. The two exceptions to this
pattern were measures regarding current romantic relationships. Means were
higher but not significantly so for marital satisfaction and lower but not significantly
different for psychological maltreatment for Current-Say than Never-Say women.
Overall, the hypothesis that self-designation is part of a general pattern to
more readily endorse symptomatology, dissatisfaction, or negative events remains a
plausible one that merits further research. But, for this sample, since many group
differences were not statistically significant, and the group means for the nonsignificant measures were often very close, this explanation was not strongly or
unequivocally supported. This is especially the case considering the findings that
indicated a positive response pattern among Current-Say women in characterizing
menstruation, in explaining PMS, and in prospective reporting, as well as the nonsignificant positive patterns of the two romantic relationship measures (MNS and
PMWI) that were distinct in direction from the other single-measurement variables.
Busch, Costa, Whitehead, and Heller (1988) concluded in their research that
women who report severe premenstrual symptoms are not simply symptom-prone
or hypochrondriacs. They demonstrated that treatment-seeking, absenteeism, and
symptom reports for PMS in nursing students were related only to non-menstrual
gynecological disorders, not to non-gynecological disorders. They accounted for
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the generalizability to other gynecological disorders by hypothesizing that
some gynecological disorders may affect women's experiences of their menstrual
cycle or be exacerbated by menstruation. It may be that generalizability of
symptom-reporting is very domain-specific and driven by shared symptomatolgy.
The relationship between depression and PMS represents one example of
shared symptomatology. Some researchers have defined PMS as a premenstrual
exacerbation of depressive symptoms (Clare, 1985; Jorgensen et al., 1993). In this
dissertation, all six women who exceeded the clinical cutoff (BDI score above 15) on
the Beck Depression Inventory reported that they currently had PMS, but none met
researcher-based criteria for PMS and only one met researcher-based criteria for
PDD. Thus, although there was evidence that women who reported depression also
reported having PMS, there appeared to be little evidence that depression and
prospectively-based, researcher-designated PMS were confounded. Upon further
examination, however, all of these women had at least one 3-item M cluster in the
post-midcycle, premenstrual, or menstrual phases. Some researchers have defined
these phases as perimenstrual and designated these types of cyclical patterns as
PMS (Misri, 1993; Reid, 1985; Woods, 1985). None of these women experienced a
3-item or 5-item T cluster. Thus, there may be a subgroup of women who exhibit
depression and who report PMS, but these women appear to be reporting actual
prospective negative perimenstrual patterns rather than generally over-reporting
unconfirmed PMS.
One alternative explanation is that these women are over-reporting on
prospective self-report measures, based on the belief that they have PMS and on
the knowledge that menstruation is approaching (e.g., post-midcycle and
premenstrual M clusters) or has arrived (menstrual phase M clusters). Significant
differences were found between Current-Say women who had subclinical BDI
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scores and Current-Say women who scored above the cutoff (BDI > 15) for
only 2 (non-prospective) self-report measures. Women who had BDI scores that
were above 15 reported more anger arousal, t(12.9)=-2.45, p_< 05 ( M=45.43 and
29.18) and more sadness experienced at home, t(33)= -2.45, p_<05 (M=12.86 and
9.04), than did Current-Say women with subclinical BDI scores. The two groups did
not significantly differ (p_>05) for 20 variables (91 % of analyses), including attitudes
toward menstruation. Current-Say women with high BDI scores did not, therefore,
see menstruation as more predictable or debilitating than did other women who
were using the label "PMS". Nor did their use of the "PMS" label and reports of
greater depression appear to be part of a general tendency to report difficulties on
non-prospective self-report measures.
Are Women Mislabelling Patterns of
Menstrual Cyclicity?
One explanation offered by McFarlane and Williams (1994) for the
discrepancy between self-designations of PMS and prospectively observed patterns
was that women might be mislabelling negative cyclicity they experience in a
nonpremenstrual phase. They found that a negative cluster of symptoms was the
most common nonpremenstrual pattern in their study of 7 predominantly mood
variables. Using 15 mood and nonmood variables in the current study, there were
no differences between women reporting current PMS and women reporting no
PMS history in the occurrence of diagnosable or nondiagnosable M clusters, mean
number of uncharacteristically negative variables, and the occurrence of at least
one unusually negative variable for any phase of the menstrual cycle. The
proportions of the say groups demonstrating diagnosable and nondiagnosable M
clusters during the nonpremenstrual portion of the cycle overall also did not differ.
Although women from all say groups experienced nonpremenstrual negative
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variables and clusters, there was no evidence that these occurred more often
either premenstrually or nonpremenstrually for women who said that they had PMS.
These findings do not support a hypothesis that self-designations represent a
mislabelling of negative menstrual cyclicity.
McFarlane and Williams (1988; 1990) also proposed what they termed a
"contrast hypothesis", in which a particularly positive nonpremenstrual phase
coupled with a neutral premenstrual phase may make the premenstruum seem
negative by contrast. The results of this dissertation better support a contrast
hypothesis that is an implicit comparison of cyclicity in general, rather than
specifically a positive other phase. Women who said that they currently had PMS
had more variables that cycled outside their normal range and were more likely to
have at least one unusually cyclical variable during the midcycle phase. Women
who said that they had never had PMS demonstrated all of these same findings in
the postmenstrual phase. Women's use of the label "PMS" was therefore related to
a pattern of more midcycle changes and a relatively neutral or stable premenstrual
phase.
More women reporting no PMS than reporting current PMS had a 3-item T
cluster in the postmenstrual phase. These groups did not differ in positive or
negative cyclicity for the premenstrual phase. In contrast, all of the 4 women who
had a 5-item T cluster experienced it in the midcycle and believed that they currently
had PMS. It may be, as McFarlane et al. (1988) suggested, that these women
consider their positive midcycle to be normal or typical for them and therefore
perceive the premenstrual phase as negative by comparison. But more of the
women who did not label themselves as having PMS also had a particularly positive
postmenstrual phase. These results indicate that a "contrast hypothesis" may
operate differently for the two say groups.
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It is the timing of the T cluster and of uncharacteristic cyclicity that
seems to be the critical factor in interpreting the contrast hypothesis for the two
groups. "PMS" seems to be labelled by women based on positive changes and on
cyclicity in general, rather than on negative changes. The occurrence of positive
changes might be more salient. In addition, it is likely that the menstrual phases are
not weighted equally as sequential events, but that menstruation serves as a visible
marker of the cycle and other timing within the menstrual cycle is viewed relative to
menses. Thus, Current-Say women with a midcycle T or more midcycle cyclicity
occurring one to two weeks prior to menstruation may associate the subsequent
drop to their normal patterns with the arrival of the premenstrual and menstrual
phases. The Never-Say women with a postmenstrual T or greater postmenstrual
cyclicity occurring immediately after menses may not view menstruation as
comparatively negative, but rather may perceive the postmenstrual pattern as a rise
or resumption of activity after menstruation ends. Consistent with this explanation,
Never-Say participants placed a greater importance on ignoring the effects and
changes of menstruation than did the Current-Say group. Moreover, more NeverSay women characterized menstruation as simply a bother that women should strive
to overcome. They may exert greater effort to maintain stability during
menstruation. As a result, the postmenstrual phase may represent both a more
relaxed time relative to extra efforts exerted in the menstrual phase and a time
during which these women reap the rewards of extra efforts exerted in relationships
and work during menstruation.
The use of self-reports may also be influenced by women's attitudes toward
menstruation. For example, women who believe that they have PMS and believe
that they experience menstrual cyclicity may chart or attend more carefully to the
timing of their cycles. As well, women who are heterosexually active and do or do
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not want to become pregnant may pay careful attention to their cycles. This
scrutiny may make changes that occur that are consistent with a classic menstrual
pattern more noticeable. The greater number of midcycle T clusters could reflect
such scrutiny. The tendency of Current-Say women to rate menstruation as more
predictable would be consistent with this idea. But this group did not rate the
premenstrual or menstrual phases as more negative than other phases, and the
midcycle phase demonstrated fluctuation in both positive and negative directions.
Although self-reports are no doubt filtered through attitudes and expectations, it
seems unlikely that the daily prospective data are merely a reflection of biased
reporting.
One implication of these results is that it is crucial for data to be collected
across all menstrual phases in assessing PMS, rather than relying on premenstrualpostmenstrual comparisons (e.g., the NIMH criteria). Moreover, measurement tools
must be able to capture both positive and negative phasic changes. McFarlane and
Williams (1990) have cautioned that measuring only during two phases may not
distinguish a negative premenstruum from a particularly positive postmenstrual
phase. To compare the premenstrual phase to a single other phase is to treat the
nonpremenstrual phase as a baseline of normative behaviour and the premenstrual
phase as the only potentially abnormal phase, without directly testing this
assumption (Koeske, 1983; Ussher, 1992b). This dissertation's findings indicate
that this assumption may not only be untenable, but that diagnostic results using a
2-phase change measure would differ for the two say groups.
The greater number of Never-Say women experiencing a postmenstrual T
means that, ironically, it is the group for whom menstrually-related changes are
least troublesome that is most at risk of misdiagnosis. Five Never-Say women
(14%) had a postmenstrual 3-item T with no premenstrual M, and would have been
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designated as PMS had the methodology relied only on a premenstrualpostmenstrual difference score. None would have been falsely designated using
PDD criteria because none had a 5-item T cluster in any phase.
If diagnosis were more broadly based on the percentage of change between
the intermenstrual and premenstrual portions of the cycle, then any women having a
T during the postmenstrual, midcycle, or post-midcycle phase (with no counterbalancing intermenstrual M) and no premenstrual M would be at risk of a false
diagnosis. In this study, 9 women (16%) could thus have been mistakenly
designated as P M S . Five of these women (56%) reported no history of PMS. Four
(44%) believed that they currently had PMS and could have had this belief
confirmed. Three women (5%) could have been mistakenly designated as PDD.
There were approximately as many women in this study who were at risk of
misdiagnosis based on a premenstrual-intermenstrual change approach as there
were women who actually met researcher criteria for PMS (15%) and PDD (9%).
Overall, the results strongly recommend against the use of simple premenstrualpostmenstrual and premenstrual-intermenstrual comparisons in diagnosing PMS or
PDD.
Evidence for PMS and PDD
Although some women in this study demonstrated a negative premenstrual
pattern, the results do not support the notion of PMS as prevalent. Estimated
incidence rates in the literature have been cited as high as 90-97% (Bancroft &
Backstrom, 1985; J . P. Siegel, 1986; Ussher, 1992a; Veeninga & Kraaimaat, 1985).
In this study, only 9 women (15%) met researcher criteria for PMS and 5 women
(9%) met criteria for PDD designation. In total, 10 (17%) women were classified as
PMS, PDD, or both. Using the same prediction analysis technique and 15 mood
and nonmood variables, a similar proportion of women (15%) in this sample met
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researcher-designated PMS criteria as McFarlane and Williams (1994) found
using 7 predominantly mood variables (12%). One of their important contributions
has been to place "PMS in perspective" relative to cyclicity occurring throughout the
menstrual cycle and relative to other (day of week, lunar) cyclicity. This dissertation
expands that effort in several ways.
In this study, menstrual cyclicity was examined using 5-item PDD, 3-item
PMS, and 1-item liberal criteria. The use of the 3-item criterion developed by
McFarlane and Williams (1994) supported their finding that cyclicity was normative
rather than exceptional. In this dissertation, most (72%) of the women had a 3-item
cluster of unusually positive (T) or negative (M) variables in at least one menstrual
phase. Close to half (41%) had a diagnosable 3-item M in some phase of the
menstrual cycle. The occurrence of diagnosable M clusters did not significantly
differ among menstrual phases, indicating that the premenstrual phase was not
especially troublesome. Moreover, nearly a third (31%) of the sample had a
diagnosable M in a nonpremenstrual phase, relative to 16% who had a diagnosable
M premenstrually. For example, 12% had a M occurring exclusively in the
menstrual phase and 9% had one exclusively in the midcycle or the post-midcycle
phase. The women demonstrated a variety of cyclical patterns across all menstrual
phases. These results support the suggestion by McFarlane and Williams (1994)
that the premenstrual phase has received disproportionate attention. The
occurrence of some of these patterns may be the result of other monthly cycles in
the woman's life. A monthly schedule for receiving employment pay would be one
possible example. There also may be individual variablility in the reasons for
unusually positive and negative cyclical patterns. Questions regarding other
possible socio-environmental weekly, monthly, and seasonal patterns would be
important to include in future research.
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When a stricter 5-item criterion was applied in this study, cyclicity was
not normative. About a quarter (28%) of the women exhibited a 5-item T or M
cluster in at least one menstrual phase. Significantly more M clusters occurred
during the paramenstruum (21%) than during the nonparamenstrual phases (3%).
A liberal 1-item criterion indicated positive or negative cyclicity, or both,
during some phase for 100% of the women. If a single negative item in any phase
were required for a PMS designation, 59% would have received this designation.
But the percentage of women who had at least 1 uncharacteristically negative
variable was approximately equivalent across menstrual phases (range=41%
postmenstrually to 59% menstrually and post-midcycle). It is clear, therefore, that
conclusions regarding the prevalence of a negative premenstrual pattern are directly
contingent on the type of criteron used to measure it. But even the most liberal
criterion of a single abnormally negative variable did not demonstrate the sweeping
PMS phenomenon implied by prevalence estimates of 90-97%. Moreover, both the
liberal and 3-item criteria demonstrated no significant differences in the number of
diagnosable negative patterns between the premenstrual and other phases. The
stricter 5-item PDD criteria indicated a negative paramenstrual pattern for a fifth of
the sample, but M clusters in the menstrual phase (47%) were slightly but not
significantly more frequent than in the premenstrual phase (33%). None of these
patterns explains why the focus of diagnosis and treatment by researchers and by
the DSM-IV lies solely on the premenstrual phase.
The assessment of menstrually-related cyclicity as "abnormal" is also related
to the criterion selected. A 1-item criterion indicated that some form of cyclicity was
universal, a 3-item criterion suggested that it was normative, and a 5-item criterion
showed cyclicity to be fairly frequent but not normative. Overall, there is agreement
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among the methods that cyclicity is common, but not whether it is normal or
abnormal.
Say group differences in cyclicity were related to the criterion selected.
Never-Say and Current-Say women did not significantly differ using the 5-item
criterion, but all 4 T clusters occurred in the midcycle for Current-Say women. The
3-item criterion revealed more Never-Say than Current-Say women who had a T
during the postmenstrual phase. The most liberal 1-item criterion indicated that
women's consistent and current use of PMS (Always-Say) was most related to
midcycle cyclicity, whereas women's intermittent use of PMS (Sometimes-Say) was
most related to a more stable postmenstrual phase. Thus, as more liberal criteria
are used, differences related to women's self-designations become more evident,
especially those related to how consistently women use the label "PMS". This result
may be, in part, an artifact of the greater incidence of cyclicity that occurred for the
1-item criterion overall and thus the ability to statistically detect patterns among the
3 say groups.
In sum, all of the women in this study experienced recurring and consistent
menstrually-related changes in at least one symptom. Most women had these
changes in a small number of symptoms (i.e., 3). Some women, but still a minority,
experienced these changes in a larger number of variables (i.e., 5). Cyclicity in this
study was operationalized as a standard deviation or more outside the individual's
mean on each variable. This definition combined with a 5-item criterion was a
stringent requirement, but 25% of the women demonstrated such M or T cyclicity.
This refutes the common assumption in biomedical PMS research that fluctuation is
rare and must be explained. Given that these requirements are stringent, it cannot
be easily dismissed that 12 of the 14 women who had 5-item M clusters (86%) had
them during the paramenstruum and all 4 T clusters were in the midcycle. We
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certainly cannot conclude that premenstrual symptoms are "all in a woman's
head". Yet, considering the discrepancy between self-designations and researcherconfirmations of PMS and PDD, it is unclear that women themselves perceive these
symptoms to be a problem. Moreover, we do not know whether women
experiencing negative cyclicity in nonpremenstrual phases consider these times to
be difficult and would seek treatment if it were available.
McFarlane and Williams (1994) have suggested that women's selfdesignations be included as a criterion of PMS diagnosis. In this study, the addition
of this criterion would have resulted in 9% PMS and 5% PDD prevalence rates.
Only 3 of the 5 PDD women (60%) and 5 of the 9 PMS women (56%) labelled
themselves as having PMS. That is, about half the women whose prospective data
actually did meet researcher-designated criteria for PMS said that they did not have
it.
For the women in this study, no conclusions can be drawn regarding the role
of biological or hormonal factors in the women's symptom patterns, as these
variables were not directly measured. The diversity of cyclical patterns observed
does, however, make a singular biological explanation unlikely. Moreover, contrary
to a biomedical theory that PMS is hormonally based, one of the 9 women in this
study who was taking oral contraceptives and said that she had never had PMS met
researcher criteria for PMS. Interestingly, 5 (56%) of the women taking oral
contraceptives believed that they currently had PMS, which is not congruent with a
biomedical model requiring ovulation for the hormonal changes supposedly
underlying PMS to occur. Research is needed to address the role of biology in the
paramenstrual pattern observed for the PDD criteria used here. Especially
important to future research is the need to distinguish between menstrual and
premenstrual patterns. The slightly greater number of menstrual than premenstrual
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5-item M clusters found in this study challenges the usefulness of PDD as a
category that focusses exclusively on the premenstrual phase.

Summary and Conclusions
The purpose of this dissertation was to shed further light on why women's
self-designations of PMS do not match researcher-designations of PMS based on
prospective data. The results were consistent with those of McFarlane and Williams
(1994) who reported very little correspondence for seven predominantly mood
variables. In this study, there was little match between self-designations and
researcher-designations for either PMS or PDD based on 15 prospective variables
categorized into four symptom types: mood, concentration and work performance,
relationships, and physical and activity variables. In an effort to explain this
discrepancy, several hypotheses were explored.
Although self-designations did not accurately reflect a prospective PMS
pattern, they bore some relationship to other prospective patterns. Evidence was
found to suggest a modified version of the "contrast hypothesis" proposed by
McFarlane and Williams. The modified contrast hypothesis suggests that cyclical
changes occurring during a particular non-premenstrual phase are related to
women's self-designations according to (a) the timing of these changes relative to
the visible and salient menses, in conjunction with (b) their attitudes toward
menstruation. Women who said that they currently had PMS demonstrated more
cyclicity during the midcycle phase and perceived menstruation as predictable. It
may be that these women are interpreting a return to their normal cyclicity after the
midcycle as a premenstrual drop. Women who said that they had never had PMS
demonstrated more cyclicity and more unusually positive cyclicity during the
postmenstrual phase and felt more strongly that the effects of menstruation should
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be overcome and ignored. It may be that this group of women are exerting
extra effort to maintain stability during menstruation and may therefore interpret the
postmenstrual phase as a resumption of a more relaxed, normal pace.
It was women's attitudes regarding menstruation that were most strongly
related to their decisions about whether they had PMS. In particular, women who
believed that they had PMS also rated menstruation as more debilitating and
inevitable. This finding lends some support to schematic models of PMS and to
arguments that cultural stereotypes of menstruation may influence the decision to
use the label (Brooks-Gunn, 1985; Koeske, 1980a, 1983, 1986; McFarlane, Martin,
& Williams, 1988; Ruble, 1977). But, the results also supported those of BrooksGunn and Ruble (1980) that most women do not characterize menstruation as an
exclusively negative or simplistic experience. In this study, this was also true for
women who described themselves as having PMS. They characterized
menstruation in both positive and negative ways and nearly half described the
causes of PMS as interactive.
There was also some evidence that stress may be related to women's use of
the label "PMS". For example, some of the variables pertaining to abuse in past
relationships were related to self-designation. Women who said that they had PMS
were more likely to report having been emotionally abused as children and as adults
and physically abused by a romantic partner. Reports of daily hassles and reports
of having been sexually abused as an adult also nearly attained significance in the
expected direction. An examination of confidence intervals for the hassles scale
and of the strength of correlation for sexual abuse as an adult suggest that these
variables might be found to be related to self-designation in future research using a
larger sample. Moreover, when outliers were omitted from analysis, the hassles
scale reached statistical significance in both the multivariate (Hassles and Uplifts
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Scale, p_<05) and univariate (p_<..01) tests. This finding suggests that more
frequent and intense hassles for Current-Say than Never-Say women may be
representative for most of the sample in this study.
Measures pertaining to current romantic relationships, such as the Marital
Need Satisfaction (MNS) and the Psychological Maltreatment of Women Inventory
(PMWI), did not demonstrate a significant relationship to women's use of the label
"PMS". More women who said that they they had PMS than women who said they
did not have PMS reported being currently heterosexually active. The results of the
MNS and PMWI scales give no indication that these women were experiencing their
current romantic relationships in a negative or threatening way. Thus, these
findings suggest only mixed support for a role violation hypothesis to explain
women's use of "PMS". Self-designation seemed to be related to past, rather than
to current, relationship dissatisfaction or abuse. Moreover, one of the stronger
findings indicated that women who used the label "PMS" reported expressing anger
more frequently and intensely, in contrast to the expectation that they would repress
or control anger more. It may be that women who are heterosexually active are
more likely to say that they have PMS because they either fear or are hoping for
pregnancy and therefore experience anxiety prior to menstruation.
It seemed plausible that self-designation of PMS was part of a more
generalized pattern of over-reporting. Most of the results were in a uniform direction
across variables, in which the means and endorsements of women who said that
they had PMS exceeded those of the women who did not. But there were many
differences that did not attain statistical significance and there were some variables
that demonstrated more positive response patterns for Current-Say women. These
women characterized menstruation in both positive and negative ways. The daily
data demonstrated that they reported positive as well as negative changes across
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menstrual phases. Although not statistically significant and not notably
different, mean ratings were in the more positive direction for the two measures of
current romantic relationships (MNS and PMWI) for the Current-Say women.
Overall, generalized over-reporting remains a plausible hypothesis that merits
further research, but was neither a strong explanation nor the best explanation for
the findings of this dissertation.
Women who said that they currently had PMS scored significantly higher
(more depression) on the Beck Depression Inventory (BDI) than did women who
said that they never had PMS, but the exact nature and strength of the relationship
between self-designation and depression is not entirely clear. Although the
relationship demonstrated a moderate effect (.60), the significance level was not
very low (p_=.030). Graphing demonstrated a broader range of scores for the
Current-Say group and a positively skewed distribution for both groups. For this
reason, and because depression and PMS may share symptomatology, the patterns
of the six women whose BDI scores exceeded clinical cutoff (above 15) were
examined. All of these women reported having PMS, none had a 3-item or 5-item T
cluster in any menstrual phase, and all had at least one 3-item M cluster in a
perimenstrual phase, with no non-perimenstrual M. Thus, there may be a group of
women who tend to report both depression and PMS, but, in this study, these
women were reporting actual prospective perimenstrual patterns, not over-reporting
unconfirmed PMS. Moreover, they showed no greater tendency than other CurrentSay women to generally report difficulties on non-prospective self-report measures.
Although the analyses of nonPMS women offered little support for an
interaction of self-designation and actual prospective menstrual cyclicity, this
interaction might be more important within the group of women experiencing
depression. In particular, it might occur when a broader definition of perimenstrual
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distress is examined, rather than just premenstrual distress. Unfortunately,
this conjecture is derived from the observations of only six women. It would be
difficult to obtain a large sample of women with clinical depression and confirmed
perimenstrual or premenstrual distress who say that they have P M S , are unaware of
the study's purpose, are receiving no treatment, and are willing to keep consistent
daily records over several months.
Finally, the results did not support the hypothesis that women were
mislabelling negative cyclicity occurring in a non-premenstrual phase as PMS.
Women from both groups experienced non-premenstrual negative clusters, but
there was no evidence that this occurred more often either premenstrually or nonpremenstrually for women who said that they had PMS.
Other factors appeared to be predominantly related to women's use or nonuse of "PMS", rather than whether they used it to describe themselves as always,
sometimes, or never having it. One possible exception may be women's attitudes
toward menstruation. In particular, there was some indication that women's views of
menstruation as bothersome may be related to the consistency with which they
describe their PMS experiences. A second similar exception occurred for the Beck
Depression Inventory. These questions require further research.
Strengths, Limitations, and Directions
For Future Research
This dissertation was an examination of differences between women who
believe that they have PMS and women who believe that they have never had PMS.
There were several factors that contributed to the strength of the conclusions and
implications of this study. Participants were kept naive to the menstrual purpose of
the research and data were collected prospectively, thereby minimizing the
interference of demand characteristics and stereotypes. A mean of 15 weeks of
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data was obtained from the women, which allows more confidence in the
reliability of cyclical patterns. Participants were drawn from the community rather
than the university and represented a broad age range. Both positive and negative
changes were evaluated and data were collected for all phases of the menstrual
cycle, to avoid misinterpretation of cyclical patterns. In addition, analyses were
based on 15 different variables representing 4 different symptom types. Finally, a
prediction analysis technique (McFarlane & Williams, 1994) was used to determine
marked menstrual cyclicity. This technique enables the determination of cyclical
patterns based on individual norms.
Among the limitations of this dissertation is its generalizability. The sample
was predominantly white (92%), heterosexual (100%), Christian or agnostic/atheist
(74%), professional (29%) or clerical (21%), and formally educated at the postsecondary level (e.g., upgrading, degree or diploma work, degree completion)
(80%).
The prediction analysis procedure indicates, in part, the reliability of individual
variables over cycles for a particular phase. A significant variable was, by definition,
a variable that was recurring. The clusters of variables used to determine PMS and
PDD designations had to be consistent throughout the cycles. Women who
experienced 3 negative items that were different from cycle to cycle would not be
captured by this technique. The DSM-IV PDD criteria require that symptoms occur
in "most" cycles but do not appear to require the constancy of specific symptoms
over cycles that result from the use of prediction analyses. The incidence rates of
PDD and PMS found in this study may be lower than they would be if symptoms
were allowed to vary from cycle to cycle.
The relationship between the single measurement data and the prospective
cyclical data were not analyzed in this study. The main focus was on differences
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between say groups, rather than how cyclical patterns related to socioenvironmental factors. In other words, the focus of this study was on factors related
to the label "PMS" rather than on correlates of PMS. The additional analyses
required to examine these correlates were not conducted as they were extensive
and not directly related to the purpose. Other researchers have cautioned against
an approach that incorporates the intercorrelation of numerous variables, resulting
in the accrual of Type I error and uninterpretable findings (Sommer, 1980; Ussher,
1992a). It would be valuable, however, to expore these data in the future.
The 15 daily variables have been treated as "symptoms" in this dissertation,
rather than distinguishing between symptoms and concurrent environmental factors.
Research that examines menstrual change and socio-environmental variables
concurrently is lacking. One purpose of this study was to examine whether the
discrepancies between self-designation and researcher-designation found for this
sample by McFarlane and Williams (1994) occurred because women were basing
their self-designations on symptom types other than mood. In addition, many of the
15 variables are listed in the DSM-IV PDD criteria as symptoms, so they were
examined as potential cyclical changes that could represent PMS to the women in
the study. This study could be re-conceptualized, however, to treat many of these
same variables as socio-environmental influences on the menstrual cycle and on
symptomatic patterns associated with the menstrual cycle.
Only very limited conclusions regarding PDD can be drawn from this study.
When data collection began for this project, the DSM-IV was not yet published. PDD
analyses have been included in this dissertation in light of its recent addition to the
field of PMS research. For this study PDD was assessed using the prediction
analysis technique of McFarlane and Williams (1994), with some minor adjustments
to the number of symptoms required and the inclusion of cycles with menstrual M
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clusters. But this study was not originally designed to compare PMS and
PDD or to compare the prediction analysis technique to other possible measures of
PDD. Now that the DSM-IV has been published, a comparative study using the
diagnostic procedures of the DSM-IV and those of McFarlane and Williams would
be desirable. The difficulty with such a proposal is the lack of procedural clarity with
which the DSM-IV is written (see Appendix A and McFarlane & Williams, 1990).
Using prediction analyses to assess the symptoms proposed in DSM-IV might be a
technical solution available to future researchers.
Women were asked whether they had ever had "PMS" and this selfdesignation was compared to researcher-designation of "PDD". They were not
directly asked whether they believed that they had PDD. It is our assumption that
women seeking treatment would present with "PMS" and, based on this label, the
practitioner would evaluate PDD. Whether women would distinguish between selfdesignations of PDD and PMS using those different labels, if given the opportunity,
is not known. "PMS" may be the only popular code for communicating premenstrual
difficulties, and that code has come to encompass innumerable meanings (Chrisler
& Levy, 1990). Costos and Gleason (1995) have questioned whether "problems
with menstruation" have become popularly equated with "suffering from PMS".
Differentiated terms may be needed to separate mythology from menstrual
difficulties. It would be important to explore whether women would choose to label
this distinction.
This dissertation was a first step in understanding what factors may be
related to women's use of the label "PMS". In this study, women were asked
directly, at the end of data collection, whether there was ever a time when they
believed that they had PMS. Because of the one-time assessment and the yes-no
format of the question, the reliability of the say group variable may be a concern.
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The consistency and validity of self-reports, in general, have been
questionned (Pryor, Gibbons, Wicklund, Fazio, & Hood, 1977). But closer matches
between self-reports and actual behaviour have been found in situations of greater
introspection or self-awareness (Pryor et al., 1977; Vaccarella, 1989). In particular,
researchers have suggested that the reliability of self-reports may be enhanced by
focussing the participant's attention more closely on herself and, thus, on her
relationship to the behaviour or attitude being assessed (Pryor et al., 1977). In this
study, the say variable question was asked immediately following the Menstrual
Attitude Questionnaire, which may have served as a cue to focus participants'
attention on their menstrual experiences. This would suggest more confidence in
the reliability of the self-designations. To further address what the women intended
when they said that they had PMS, they also were asked to describe what they
believed caused their PMS and when it had occurred. These additional questions
were used in the 3 say group and cause group analyses. To increase reliability of
the self-designation variable, as well as to explore further how women are using
"PMS", future research should more fully measure women's definitions of, notions of
symptomatology of, and criteria for "PMS". One additional caution that arises in this
study is that the placement of the MAQ immediately prior to the say variable
question might have cued the women to focus more on the menstrual than
premenstrual phase in indicating whether they had PMS. Contrary to this
hypothesis, however, no significant relationship was found between women's selfdesignations of PMS and their reports of menstrual discomfort or pain (McFarlane &
Williams, 1994). This suggests that these women's definitions of "PMS" were not
reducible to their experiences or perceived experiences of dysmennorhea.
Finally, this dissertation has examined the use of the label "PMS" in relation
to several socio-environmental measures and to prospective cyclicity. But labels
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and symptom reports have been differentiated by illness cognition
researchers and self-designations have been shown to differ from treatmentseeking by P M S researchers. To investigate more accurately the role of various
factors for self-designation, a single study is needed that examines how treatmentseeking, self-designations, retrospective symptom reports, attitudes toward
menstruation, prospective data, and socio-environmental variables interrelate.
It is important to remember that it is not the conclusion of this dissertation that
women who say that they have P M S are hypochondriacal or simply re-iterating
societal stereotypes. Evidence was found for many types of cyclicity, both positive
and negative, and both premenstrual and nonpremenstrual. For some women, their
self-designations did match their prospective patterns and may therefore be
important in alerting a clinician to a problem. For many women, their selfdesignations were not related to their prospective cyclicity, but were related to
higher (subclinical) depression scores, past experiences with physical abuse by a
partner and emotional abuse as a child and as an adult, and a greater tendency
toward anger arousal. Clearly, the label " P M S " is communicating some type of
difficulty for the women who use it. It is important for researchers and clinicians to
obtain information about what is being communicated.
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Incidence of Premenstrual Syndrome
Reviewers have noted prevalence rates of "premenstrual syndrome" (PMS)
ranging from 5 to 95% (Ussher, 1992a), from 5 to 97% (Veeninga & Kraaimaat,
1985), from 20 to 90% (J. P. Siegel), and from 29 to 97% (Bancroft & Backstrom,
1985). Such broadly encompassing reports represent the inconsistency of PMS
research findings. Prevalence rate remains ambiguous when applied to a construct
that lacks clear and consensual definition.
Within the scope of these prevalence rates are researchers who have further
delineated the incidence of PMS by severity. Even within this criterion there is only
approximate agreement.

Lindner and Kirkby (1992) cite a large proportion of

women with mild to moderate symptomatology but a smaller number who find their
symptoms seriously disturbing. Woods (1985) suggested that 30 to 50% of women
experience mild to moderate symptoms, while symptoms are severe and disabling
for 10 to 20%. An even lower incidence of severe PMS, 5 to 10%, has been
reported by Reid (1985) and by Facchinetti, Demyttenaere, Fioroni, Neri, and
Genazzani (1992). Veeninga and Kraaimaat (1985) similarly have suggested that
fewer than 10 % of women are severely symptomatic. A still lower rate of 3% has
been suggested for the proportion of women experiencing severe PMS changes
(Ekholm & Backstrom, 1994). Sommer (1982) has applied a slightly more
behavioural definition to distinguish among a majority of women who experience
unpleasantness or discomfort, a quarter of women whose symptoms are severe,
and fewer than a third of women who markedly change their routines. However, a
similar attempt has estimated that only 2 to 8% of women experience profound,
cyclical disruptions to their lifestyles (Cumming, Cumming, Krausher, & Fox, 1991).
It is clear in the variability of these findings that the prevalence of PMS is contingent
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on how it is defined, how it is measured, and how women view the impact of
menstrual change on their lives.
Defining PMS
What Is Premenstrual?
Perhaps the most central criterion in a functional definition of PMS is the
establishment of the premenstrual phase itself. To date, there remains little
agreement on the parameters of this phase. Researchers disagree on both its
duration and its timing, as well as the phases to which it should be compared to
measure pathology.
Duration of the premenstrual phase. In 1931, Robert Frank first proposed a
cluster of recurring, cyclical, and disruptive symptoms in the premenstrual phase.
He named this disorder Premenstrual Tension (PMT) and limited its occurrence to
the 7 days preceding onset of menses. Consistent with Frank's original criterion,
some researchers have continued to define the premenstrual phase as the week
prior to menstruation (Awaritefe, Awaritefe, Diejomaoh, & Ebie, 1980; Fontana &
Palfai, 1994; Schmidt, Grover, Hoban, & Rubinow, 1990; Woods, Dery, & Most,
1982a; Woods, 1985). Others have proposed a range for which 7 days is either a
minimum or a maximum. Such ranges have included 1 to 7 days (Halbreich &
Endicott, 1985b), 3 to 7 days (Stout & Steege, 1985), and 7 to 10 days (Facchinetti
etal., 1992; Koeske, 1986).
Most researchers have not consistently defined the premenstrual phase
according to Frank's standard. Its duration has been variously ascribed as 10 days
(Morse & Dennerstein, 1988), 8 to 9 days (Klebanov & Jemmott, 1992), 5 days
(Alana & Hamilton, 1986; Asso, 1986; McFarlane, Martin, & Williams, 1988; Mitchell,
Woods, & Lentz, 1994), 4 days (AuBuchon & Calhoun, 1985; Elliott, 1992; Jarvis &
McCabe, 1991; Rossi, 1980; Wilcoxon, Schrader, & Sherif, 1976), and 3 days
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(Ascher-Svanum, 1984; Brooks-Gunn, 1985). Less specific descriptions of the
premenstrual phase have been based on broader ranges of time in which symptoms
may be manifest. Rees (1953) has included symptoms which begin 2 to 12 days
before menstruation. J . P. Siegel (1986; 1987) has suggested that most
researchers agree on a premenstrual period of 3 to 10 days prior to menses.
Ussher (1992b) has noted that definitions of this phase have varied from 1 to 15
days in length. Indeed, Van der Ploeg and Lodder (1993) have defined PMS as "a
condition in which a woman complains of regularly occurring psychological and/or
somatic symptoms, which arise in the second

half of the menstrual

cycle"

(p. 36,

italics added).
The timing of the premenstrual phase. The timing of the premenstrual phase
has been variously defined in relation to the menstrual phase. The distinction
between the two phases has been neither consistent nor clear (McFarlane &
Williams, 1990; Ussher, 1991). The end of the premenstrual phase has frequently
been identified as the onset of menses (Ascher-Svanum, 1984; Brooks-Gunn, 1985;
Facchinetti et al., 1992; Rees, 1953). However, Morse and Dennerstein (1988)
suggested a symptom reduction phase of at least one week. Since the average
menstrual flow is 5 days (Ganong, 1981), this latter definition could extend the
symptoms of the "premenstrual

syndrome" past menstruation and into the

postmenstrual phase for many women.
The concept of symptom reduction itself is useful as it does recognize the
more continuous nature of the menstrual phases rather than treating these divisions
as discrete and separable events (Koeske, 1983). Kramp (1968, in Halbreich &
Endicott, 1985b), for example, has noted that the first day of menstruation may not
be a full flow and the premenstrual phase may more accurately end after the second
day of menses. It is because premenstrual and menstrual phase divisions remain
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both visibly and physiologically arbitrary that some researchers have introduced the
term "perimenstrual" (Halbreich & Endicott, 1985b).
The tendency to broaden the definition of the premenstrual phase as a
solution to its elusive definition seems dubiously evasive. Dalton (1964) has been
perhaps the greatest popularizer of PMS, at the public, practitioner, and academic
levels. Dalton's (1964) original definition of PMS was restricted to symptoms
present only in the premenstrual phase. More recently, her definition has been
extended to include three symptom patterns (Bancroft & Backstrom, 1985; Rodin,
1992). Of these, only the first is exclusively premenstrual, with symptoms
manifesting in the 4 days prior to menstruation and ceasing with menstrual flow.
The second pattern includes symptoms during ovulation which remit and then
reoccur 7 to 10 days before menstruation, continuing into the 3 day of flow. The
rd

third pattern includes symptoms which appear and gradually worsen from ovulation
until menstruation - the entire second half of the menstrual cycle! Dalton no longer
feels that PMS must be limited to the premenstrual phase, but that it may be present
whenever the levels of estrogen and progesterone vary pathologically in the
menstrual cycle (Rodin, 1992). Reid and Yen (1983) have gone further to describe
four possible patterns of PMS symptomatology. In addition to three patterns which
are similar to those of Dalton, they also include symptoms which begin postovulation, increase in intensity, and cease after onset of menses. With half the
menstrual cycle incorporated into possible abnormal patterns, and all of the
menstrual cycle open to hormonally-defined pathology, a question arises. At what
point has the definition of PMS broadened to such an extent that it is no longer
falsifiable, either as a legitimate psychiatric category or at the individual diagnostic
level?
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Establishing the baseline for premenstrual comparison. To define changes
during the premenstrual phase as symptomatic of PMS, the abnormality of those
changes in comparison to the nonpremenstrual phases of the cycle must be
established. Researchers have not been consistent in defining the phases of the
menstrual cycle that provide the best baseline measurement for premenstrual
abnormality. Abplanalp (1985) and Ekholm and Backstrom (1994) have noted a
widespread trend to compare the premenstrual phase to the postmenstrual or
follicular phase. Although many researchers may use this change as a
measurement of P M S , they vary in their definitions of the postmenstrual phase. The
postmenstrual phase has been measured as 5 days (Christensen & Oei, 1992), a
maximum of 6 days (Schmidt et al., 1990), and a week (Fontana & Palfai, 1994;
Rubinow, Roy-Byrne, Hoban, Grover, Stambler, & Post, 1986).
Other studies have used a greater proportion of the menstrual cycle to
establish premenstrual abnormality by comparing data during the menstrual,
premenstrual, and intermenstrual periods (Ainscough, 1990; Alagna & Hamilton,
1986; Ascher-Svanum, 1984; AuBuchon & Calhoun, 1985; Curtis, 1981; Wilcoxon et
al., 1976; Woods, Dery, & Most, 1982a; Woods, Dery, & Most, 1982b; Woods,
1985). Generally, the intermenstrual period has been defined as all days in the
cycle which are not menstrual or premenstrual and has been measured as
approximately 14 days in length.
Such an approach, however, does not address the hypothesized classic
menstrual pattern of a premenstrual low and a midcycle high (McFarlane & Williams,
1990), as it obscures midcycle data. A more precise examination of this pattern
requires the comparison of all phases of the menstrual cycle. Some researchers
have divided the cycle into four phases (Huerta-Franco & Malacara, 1993; O'Neil,
Lancee, & Freeman, 1984), but most have included five (Almagor & Ben-Porath,
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1991; Jarvis & McCabe, 1991; McFarlane et al., 1988; McFarlane & Williams, 1994;
Rossi, 1980). There is little agreement, however, on the precise length or timing of
these phases.

In particular, the "luteal"

18

phase is applied differentially. Some

authors compare the "luteal" phase to the "premenstrual" phase (Almagor & BenPorath, 1991; Jarvis & McCabe, 1991; McFarlane et al., 1988; Rossi, 1980). Others
distinguish between the "luteal" and "late luteal" phases, equating the latter to
"premenstrual" (Huerta-Franco & Malacara, 1993). Others compare only the
follicular and "luteal" phases, treating "luteal" and "premenstrual" as synonymous
(Mira, Vizzard, & Abraham, 1985).
The inclusion of all phases of menstrual data is, in my opinion, crucial to
testing the validity of "premenstrual syndrome" and to establishing its presence or
absence in the individual woman. To compare the premenstrual phase to a single
other phase is to treat the non-premenstrual phase as a baseline of normative
behaviour and the premenstrual phase as the only potentially pathological phase
without directly testing this assumption. Both Koeske (1983) and Ussher (1992b)
have similarly critiqued menstrual cycle research for a comparison of two phases in
which one phase is assumed normal. Findings from research in which all phases of
the menstrual cycle have been compared suggests that this assumption may not be
valid. McFarlane et al. (1988) found that in prospectively obtained data neither
mood arousal nor mood pleasantness varied significantly over five menstrual
This paragraph has been written to document the wide inconsistency in labelling
and defining menstrual phases across researchers. It is therefore difficult to provide
the reader with definitions of the technical terms used to describe these phases.
Moreover, terminology that is used to describe menstrual phases based on
hormonal divisions of the menstrual cycle (e.g., ovulatory) is not interchangeable
with terminology that describes menstrual phases based on their timing within the
cycle (midcycle). As a rough guideline, the reader may approximate biological
terminology to the timing within the menstrual cycle as follows:
menstrual=menstrual; follicular=postmenstrual; ovulatory=midcycle; early
luteal=post-midcycle; late luteal=premenstrual.
1 8
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phases. Similarly, in research by Almagor and Ben-Porath (1991), between-phase
differences in mood did not differ significantly for individual women. Rossi (1980)
plotted positive and negative mood changes over five phases of the menstrual
cycle. She found significant differences between positive and negative moods
during the ovulatory, menstrual, and luteal (post ovulatory) phases, but none during
the premenstrual phase. McFarlane & Williams (1994) questionned the exclusive
focus on the premenstrual phase as cyclical because their results indicated that
individual menstrual mood patterns were widely variable. Moreover, 23% of the
women they studied had a negative phase of their menstrual cycle which was not
premenstrual and over half (55%) showed no significantly positive or negative
menstrual phases. Only 12% had a negative premenstrual phase. To collect data
across the entire menstrual cycle and to examine all of the data allows any possible
patterns of menstrual cyclicity to emerge rather than limiting findings to the patterns
of a priori assumptions. Thus, the validity of "premenstrual syndrome" can be
interpreted in the context of its prevalence relative to other positive and negative
menstrual patterns. On the individual diagnostic level, a PMS classification may
thus be more clearly limited to those cases where symptomatology is exclusively
premenstrual.
Unfortunately, not all researchers who have compared all menstrual phases
have done so for individual women. Several studies have included all phases as
single-measurement between-participant designs (Curtis, 1981; Jarvis & McCabe,
1991; O'Neil et al., 1984). As a result, intraindividual phase comparisons cannot be
made. Without intraindividual patterns, the validity of premenstrual syndrome at the
diagnostic level cannot be tested. The claim toward which these studies are most
appropriately directed is that the premenstrual phase is relatively more negative
than the nonpremenstrual phases for the overall population of women. Hence, to
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test between-phase group differences would address which phase is experienced
worst on average.

However, within a context in which "PMS" is intended to be an

"abnormality", its prevalence should be relatively low rather than the average
experience. Moreover, "PMS" is by definition a change that occurs at the individual
level in relation to a cyclical time variable. The most appropriate approach to
addressing this type of question is a longitudinal one that permits within-individual
analyses.
Who Put the S in P M S ?
In addition to the inconsistency in defining "premenstrual", researchers have
not yet agreed on what should constitute PMS as a diagnosable classification. It is
not yet clear which symptoms should be included or how these symptoms must
present to be considered a "syndrome".
Symptomatology of PMS. Abplanalp (1985) has noted that the criteria used
to judge PMS in the literature have ranged from very restrictive to very broad. Past
research has been inconsistent in the number of symptoms, the type of symptoms,
and the degree of severity necessary for PMS classification (Gallant, Popiel,
Hoffman, Chakraborty, & Hamilton, 1992b; Siegel, 1987). While Ussher (1992b)
has noted a range of up to 150 symptoms in the literature, other reviewers have
suggested that at least 150 symptoms can be found (McFarlane & Williams, 1990;
Rubinow & Roy-Byrne, 1984). Halbreich and Endicott (1985b) have estimated that
over 200 signs and symptoms have been ascribed to the premenstrual phase.
Emotional symptoms cited have included anxiety, depression, irritability,
mood swings, feeling out of control, hostility, impulsivity, crying, low self-esteem,
desire for solitude, changes in social interactions, increases in suicidal ideation, and
tension (Abplanalp, 1985; Reid, 1985; Siegel, 1987). Somatic symptoms reported
have included swelling, weight gain, headaches, sleep disturbance, clumsiness,
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fatigue, inability to concentrate, breast enlargement or tenderness/pain, changes in
energy, changes in appetite, food cravings, changes in libido, back pain, hot flashes,
and increased acne (Abplanalp, 1985; Matthews & Ryan, 1994; Reid, 1985; Siegel,
1987). In 1985, Greenblatt summarized the PMS symptoms most commonly
researched into ten different categories. Thirty years later, Rubinow and RoyByrne's (1984) review of PMS literature produced symptoms equally as diverse.
These authors listed symptoms from nine categories: affective, cognitive, pain,
neurovegetative, autonomic, ens, fluid/electrolyte, dermatological, and behavioural.
With such a broad array of symptoms available to define a singular topic of study,
the symptoms chosen for diagnosis in research do not represent a consensual,
testable standard of P M S , but rather tend to reflect the theoretical and
methodological biases of the researcher. Abplanalp (1983) has argued that this
problem can result in prioritizing the ease of methodology over the value of the
research question, thereby reversing the process of scientific inquiry. McFarlane
and Williams (1990) have suggested that diagnosis is often based on the timing of
symptoms rather than the occurrence of specific, defined symptoms. Indeed, this
imprecision can be seen in the frequent lack of distinction between dysmennhorea
and PMS (McFarlane & Williams, 1990; Sommer, 1982).
Such ambiguous and wide-ranging portrayals of PMS have become further
magnified in the popular press. In a content analysis of 81 magazine articles
published between 1980 and 1987, Chrisler and Levy (1990) found 131 different
descriptive terms for premenstrual symptoms. No single symptom was common to
all of the articles. Approximately 20% of the symptoms described could not be
found by the authors in the scientific literature and many symptoms were described
in contradicting directions (e.g., increased appetite and decreased appetite;
hypersomnia and insomnia). It is difficult to expect that media representations of
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PMS would be clear and precise when academic research remains confusing. More
than two decades ago Parlee (1973) called for greater precision in defining PMS
syptomatology. Such an effort is crucial not only to accurate professional diagnosis
and research, but to accuracy in professional-public communication.
PMS as a syndrome. The lack of agreement on symptomatology has led
some reviewers to question the validity of PMS as a "syndrome" (Ussher, 1992a).
To constitute a syndrome, premenstrual symptoms should cluster together
(Christensen & Oei, 1995; Nichols, 1995; Ussher, 1992a) and should characterize a
statistically abnormal condition (Nichols, 1995; Ussher, 1992a; 1992b). To be
Premenstrual

Syndrome, the cluster of symptoms should specifically be cyclical and

recurrent (Facchinetti et al., 1992; Halbreich & Endicott, 1985b; Van der Ploeg &
Lodder, 1993).
It is unclear how the criterion of "cluster" can be defined when no common
group of symptoms, agreed number of symptoms, or time period in which symptoms
must occur has been established for PMS diagnosis. Researchers have not agreed
on how debilitating symptoms must be to constitute PMS or on how debilitation
should be defined (Ussher, 1991).
Cyclicity of PMS has been based on the requirement that at least part of the
menstrual cycle must be free of symptoms. However, as was pointed out earlier,
the comparison portion of the cycle has varied among authors. Some have required
that this period be the follicular phase (Facchinetti et al., 1992). Others have
suggested that symptom relief should occur with the onset of or during menses and
that the week immediately following should be symptom-free (Van der Ploeg &
Lodder, 1993). Others have used a criterion of symptom absence in nonpremenstrual phases of the cycle (Jarvis & McCabe, 1991; DeLongis, Tal, Kessler,
& Haskett, 1986).
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The definition of PMS as a syndrome is increasingly being based on severity.
The mere presence of premenstrual "symptoms" is not considered sufficient to be a
"syndrome". Many researchers have begun to distinguish between diverse cyclical
"symptoms" which may occur in a large number of women and a more debilitating
"syndrome" which is much less common (Ekholm & Backstrom, 1994; Brooks-Gunn,
1986; McFarlane & Williams, 1990; Rosen, Moghadam, & Endicott, 1988; Veeninga
& Kraaimaat, 1995). Halbreich and Endicott (1982) have argued that diagnosis
should not be made on the mere presence or absence of symptoms, but rather on
the degree of symptom exacerbation in the premenstrual phase. Others have
suggested a three-way distinction among changes, symptoms, and syndrome.
Premenstrual "changes" are the healthy physical and emotional individual
variabilities that occur during ovulatory cycles (Prior, 1985; Prior, Vigna, Scioretta,
Alojado, & Schulzer, 1987 in McFarlane & Williams, 1990). Symptoms are
magnifications of normal premenstrual changes. However, as McFarlane and
Williams (1990, 1992, 1994) have noted, premenstrual changes may be positive as
well as negative. Thus, "changes" may also be an important directional distinction
from "symptoms", as the latter term accounts only for negative experiences.
Naming premenstrual symptomatology. The confusion in characterizing PMS
is perhaps best revealed in the variety of names by which it has been labelled.
Abplanalp (1985) has observed that the same group of symptoms may be referred
to in the literature by entirely different terms.
Some researchers have retained Frank's (1931) original term, Premenstrual
Tension (PMT) (e.g., Osmun et al., 1983). However, PMT has predominantly been
replaced by a label popularized by Dalton, Premenstrual Syndrome (PMS) (Rodin,
1992). Ussher (1992b) has suggested that this replacement occurred primarily
during the 1970s and was due to the wide variety of symptoms now associated with
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the premenstrual phase. Reid (1985) has argued that PMT is only one form of PMS
and that "PMS" should therefore fully replace the original term. Although he notes
that "premenstrual" is imprecise in this terminology, he nonetheless calls for its
retention to emphasize the menstrual nature of the disorder. Despite both Ussher's
and Reid's claims that PMT is a more specific term than PMS, the two labels are still
used interchangeably (e.g., Sommer, 1982). Perhaps the greatest visible difference
between these two names is that "PMS" is an explicit syndrome label. If
researchers are to adopt this terminology, we must be prepared to define and fulfill
the criteria of a syndrome. It is this inherited change in status which, with the
exception of a few reviews (e.g., Ussher, 1991, 1992a, 1992b), has not been
sufficiently addressed.
Other names have been used for PMS in the research. Dekker (1986)
seems to combine PMT and PMS into "Premenstrual Tension Syndrome" (PMTS),
thereby retaining both the original terminology and the syndrome status.
"Premenstrual Dysphoria" has been used to identify a cluster of negative mood
states (Christensen & Oei, 1995). A broader conception of menstrual stress has
been represented by "Perimenstrual Symptomatology" (Woods, 1985). The latter
term was selected to emphasize symptoms rather than disease (Woods, 1985).
This term is not limited to the premenstrual phase. Similarly, Abplanalp (1985) has
noted that "Cyclic Syndrome" has been suggested as a replacement for PMS. This
term and "Menstrually-Related Disorders" (Facchinetti et al., 1992) broaden the
potential for menstrual pathology from the premenstrual phase to the entire cycle.
Both Ussher (1992b) and Rodin (1992) have expressed concerns that PMS is
becoming less precise and more inclusive in both terminology and in the time period
during which symptoms can manifest. Although Reid (1985) has argued that this
breadth is the very advantage of substituting PMS for PMT, Ussher (1992b) has
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warned that such flexibility allows any menstrually related behavioural or mood
change to be viewed as a meaningful symptom of a syndrome or illness.
Some changes in labelling have been in an effort to narrow the meaning of
PMS within the more specific change-symptom-syndrome distinction. Halbreich and
Endicott (1985b) have chosen "Premenstrual Changes" to represent the possibility
of both positive and negative changes during the premenstrual phase. Such an
approach does not equate premenstrual changes with symptoms. Rosen,
Moghadam, and Endicott (1988) suggested that "Premenstrual Dysphoric Change"
or PMS should be limited to describing a psychiatric syndrome, not common
menstrually-related changes. Mitchell, Woods, and Lentz (1994) provided a
measurement-based distinction between PMS, "Premenstrual Magnification"
(PMM), and "Low Symptom" (LS) in their study. Definition for each classification
was based on a combination of premenstrual-postmenstrual difference scores and
on mean symptom severity scores on feelings and behaviour variables. "PMS" was
defined as low symptom severity postmenstrually and higher severity
premenstrually. "PMM" was a medium or high severity level postmenstrually in
addition to a high severity premenstrually. Close to 50% of their sample was
accounted for by the P M S , PMM, and LS classifications. The highest proportion of
women (30.7%) was in the LS group and the remaining women were approximately
equally distributed between the PMS (8.8%) and PMM (8.4%) groups.
There has been no absolute or clear litmus test of a "symptom" developed in
PMS research. The relationship to other symptoms, timing, and severity of a
variable required to establish symptomatology status is uncertain. There have been
no consistent criteria by which to judge the distinction of symptom from simple
change. Moreover, the literature lacks reliable standards for deciding on the type,
nature, and number of symptoms required to constitute a syndrome. There is not
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yet even agreement that PMS either is or should be considered a syndrome. In the
context of this confusion, researchers have struggled to select accurate terminology
to discuss the elusive phenomenon that they are attempting to measure. Indeed,
the variability in labelling PMS reflects the inconsistencies in defining PMS. Such a
myriad of names and definitions has made comparability of findings across studies
difficult. It has also led to several attempts to standardize the definition of PMS.
Standardizing the Definition of PMS
The National Institute of Mental Health criteria. There have been several
professional attempts to standardize the definition of premenstrually-related
symptoms. In 1983, the National Institute of Mental Health (NIMH) conducted a
workshop in which criteria for the measurement of PMS were proposed (see
Appendix C). To establish PMS, a 30% increase in symptom intensity
intermenstrually to premenstrually must be demonstrated. The premenstrual phase
was defined as 6 days prior to menstruation and the intermenstrual phase as days 5
through 10 (Anderson, Severino, Hurt, & Williams, 1988).
The NIMH criteria defines both the timing and duration of the premenstrual
phase, provides the baseline against which the premenstruum must be compared,
and establishes the amount of "change" necessary to be considered "symptomatic".
However, the NIMH guidelines do not specify either the number or nature of
symptoms required for diagnosis. Because the standards are being proposed by
the National Institute of Mental Health, a psychological or psychiatric interest in the
definition of PMS is implied. Without the provision of symptomatology, this position
is unfortunately not made clear. This issue becomes relevant in the context of
debate over PMS as a primarily psychiatric or gynecological diagnosis (Caplan et
al., 1992; Kutchins & Kirk, 1989; Parlee, 1992; Spitzer, Severino, Williams, & Parry,
1989). Caplan, McCurdy-Myers and Gans (1992) have argued that existing medical
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menstrual diagnoses have not yet been sufficiently delineated and verified to justify
the development of new psychiatric diagnoses. The NIMH definition of P M S neither
informs this debate nor offers the researcher any guidance by which to determine
the symptom composition of diagnosis. It cannot, therefore, accomplish the
standardization of PMS across studies or contexts.
The NIMH standards propose a single phase of 6 days as the baseline of
normality against which premenstrual symptoms are measured. The remaining
menstrual cycle is not considered in diagnosis. The 6-day intermenstrual period is
assumed healthy and the premenstrual period is assumed variable, but neither
assumption is verified. Misdiagnosis may result. If a woman's premenstrual phase
is more negative than her postmenstrual phase, but either more positive or similar to
the rest of her cycle, she may still be diagnosed with PMS. This pattern may result
from a pronounced positive postmenstrual phase rather than a negative
premenstrual phase (McFarlane & Williams, 1990).
A partial chronological review of the PMS literature is presented in tabular
form in Appendix B. The development of the NIMH criteria appears to have had a
variable impact. Subsequent to the 1983 proposal, the definition of the
premenstrual phase did not stabilize to the 6 days preceding menstruation.
Researchers continued to define the premenstruum as a vast range from 3 days in
duration to 2 weeks (See Appendix B). On the other hand, many researchers did
implement the 30% change criterion to measure premenstrual abnormality
(Christensen 8c Oei, 1995; Fontana & Palfai, 1994; Kuczmierczyk, Labrum, &
Johnson, 1992; Malikian, 1987; McMillan & Pihl, 1987; Rubinow, et al., 1986;
Schmidt, Nieman, Grover, Muller, Merriam, & Rubinow, 1991). But, this standard
has been applied to diverse symptoms and has not generally compared the
proposed 6-day definitions of the premenstrual and intermenstrual phases (e.g.,
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Christensen & Oei, 1989; Christensen, Oei, & Callan, 1989; Dennerstein, Morse, &
Varnavides, 1988; Fontana & Palfai, 1994; Rubinow et al., 1986). The label "PMS"
used by NIMH has remained commonly, but not universally used by researchers to
describe symptomatology (Malikian, 1987; Mira et al., 1985; Woods, 1985; Woods
et al., 1985; Siegel, Meyers, & Dineen, 1986).
Diagnostic and Statistical Manual-lll-R criteria. Four years after the NIMH
workshop, the American Psychiatric Association (APA) published diagnostic
standards for "Late Luteal Phase Dysphoric Disorder" (LLPDD) in the revised third
edition of the Diagnostic and Statistical Manual (DSM-III-R) (APA, 1987, p. 367)
(Appendix C). The DSM-III-R guidelines defined the timing, duration, number, and
nature of symptomatology. Symptoms must present in the last week of the luteal
phase and cease within a few days after onset of the follicular phase. A list of ten
general symptoms is described. Five of these symptoms must be present for
diagnosis, one of which must be a mood variable.
A crucial point to these criteria is the distinction that A P A has established
between LLPDD and PMS. LLPDD is intended to be a subset of PMS, not
equivalent to P M S . While PMS may include a wide variety of psychological and
somatic symptoms, LLPDD is defined as predominantly a mood disorder (Spitzer,
Severino, Williams, & Parry, 1989). This differentiation is similar to the P M T - P M S
distinction which has been defined by other authors (Agaroff & Boyle, 1994;
Ainscough, 1990; Metcalf, Livesey, Hudson, & Wells, 1988).

Caplan et al. (1992)

have noted that despite APA's insistence that PMS is not LLPDD, researchers have
not generally retained a difference in terminology. Caplan et al. noted that between
the 1987 publication of DSM-III-R and their 1992 article, only seven of the more
than twenty studies on premenstrual disorders listed on the medline database
referred to LLPDD. Of these, two were critiques of the category LLPDD and five
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were empirical studies. In my own search of the Psychological Abstracts from 1987
until January 1995, I found 40 titles containing LLPDD specifically. Eight of these
titles explicitly equated LLPDD and PMS.
The DSM-III-R emphasis on mood as the critical symptomatology classifies
LLPDD as a psychiatric diagnosis. Authors of the diagnosis specify that LLPDD
cannot be diagnosed on the basis of physical symptoms alone and therefore is not
redundant with the more gynecological PMS (Spitzer et al., 1989). It is this
presentation of LLPDD as a mood disorder which has served as the justification for
its inclusion in the DSM-III-R of "Mental Disorders". The symptom criteria of LLPDD
are, however, much broader than this argument would suggest. Only one of the five
symptoms (20%) needed for LLPDD diagnosis is required to be a mood symptom.
The remaining symptoms in the list are cognitive, physical/somatic, and behavioural
in nature (Appendix C). The LLPDD symptom list would therefore seem to more
accurately match the A P A definition of PMS than of LLPDD.
A second rationale for incorporating LLPDD into the DSM-III-R has been the
need to generate further research (First, 1992). Because past research on PMS
has been vague and methodologically flawed, LLPDD was proposed as a more
precisely, defined category. In acknowledgement of the inconsistent PMS research
from which it was derived, it was placed in the appendix of DSM-III-R to discourage
clinical use and encourage investigation. As Caplan et al. (1992) have noted,
however, this goal has not been accomplished. Research has continued to be
directed to the topic of PMS and has not produced data on the validity of LLPDD as
a distinct disorder. They also noted that instruments for evaluating LLPDD have not
been developed and inter-rater reliability for the diagnosis has not been tested.
Those measures which have been used in LLPDD research have simply been
borrowed measures of P M S , without attention to their generalizability.

The literature
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review presented in Appendix B supports the assertion that LLPDD did not become
popularly adopted or researched subsequent to 1987. Moreover, researchers who
have addressed LLPDD have often used this term and PMS interchangeably (e.g.,
Steege & Blumenthal, 1993; Yonkers & White, 1992).
There have also been limits on the accomplishments of the DSM-III-R in
clarifying the definition of premenstrual distress. First, LLPDD diagnosis is based on
its debilitating severity in the work and social life of the woman. The definition of this
severity criterion is not operationalized, but is defined subjectively by the woman
(Gallant & Hamilton, 1988). It is likely that many women who would be clinically
assessed by a psychiatrist would be treatment-seekers as a result of some form of
disruption to or dissatisfaction with their lives. In such a context, this criterion is
unlikely to distinguish sufferers from non-sufferers of LLPDD.
Second, the definition of "follicular" as the period in which symptoms should
remit is not explicit. "Follicular" has been used inconsistently in previous research.
It has been medically and physiologically described by Ganong (1981) as days 1
through 15. Similarly, Stout and Steege (1985) have used the period between
menstrual flow and ovulation as constituting this phase. However, others have
identified the follicular phase as days 5 to 8 (Dennerstein et al., 1988; Schechter,
Bachmann, Vaitukaitis, Phillips, & Saperstein, 1989), days 5 to 11 (Rossi, 1980),
days 5 to 13 (Huerta-Franco & Malacara, 1993), and days 6 to 12 (McFarlane et al.,
1988). With this amount of variability, it cannot be assumed that "follicular" will be
universally used in the assessment of LLPDD. The DSM-III-R criteria imply a
hormonal definition of follicular within its bracketed caveat that measurement of
circulating reproductive hormones may be required for nonmenstruating women
(Appendix C). This same hormonal evaluation is not recommended for
menstruating women, leaving an assessment of the follicular phase ambiguous.
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The timing and duration of "follicular" need to be identified within the diagnostic
guidelines to ensure standardized application of LLPDD as a disorder.
Third, the quantity of "change" necessary to be considered "symptomatic" is
not presented in the LLPDD stipulations. Symptom severity is described in vague
wording such as "easy", "marked", "subjective sense", "persistent", without concrete
specification of these terms. In contrast to the NIMH definition of a 30% symptom
change, the DSM-III-R does not provide the researcher clear guidance in
recognizing a significant increase in symptom intensity (Watkins, Williamson, &
Falkowski, 1989).
Fourth, the baseline for evaluating the late luteal phase is not identified. The
criteria specify only that symptoms should remit within a few days of the follicular
phase, but do not elucidate how much of the menstrual cycle must be symptomfree. This lack of information also leads to confusion in deciding how much of the
menstrual cycle needs to be measured to apply an LLPDD diagnosis (McFarlane &
Williams, 1990).
Diagnostic and Statistical Manual-IV criteria. With the vague nature of the
DSM-III-R criteria, LLPDD cannot serve to standardize research on premenstrual
mood disorders. Unfortunately, some of these issues that might have been clarified
in the new DSM-IV revision of 1994 remain unchanged (APA, 1994) (Appendix C).
Changes to the symptom list have been primarily additions to existing descriptions
(e.g., items 5,4,7) and changes in sequence. Items 3 and 4 have been expanded
and "irritability" has been moved from item 3 (affective lability) to item 4 (with anger).
An eleventh symptom describing feelings of being out of control has also been
included as item 10. The nature of the symptoms has remained predominantly the
same and expansion to the symptom list has lessened precision rather than
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increased it. Measurement of symptom change is still not clear and vague
terminology is still present.
In DSM-IV, there are some issues that have been addressed. A footnote to
the criteria now specifically defines the follicular and luteal phases for both
menstruating and nonmenstruating women. It is now clear that the DSM-IV criteria
are based on the week prior to menses and the first few days of menstruation. The
new disorder has been renamed the "Premenstrual Dysphoric Disorder" (PDD) to
recognize its occurrence within nonmenstruating women. Spitzer et al. (1989) have
recounted the initial decision-making process regarding the name for the disorder in
DSM-III-R. The second name proposed was "Periluteal Phase Dysphoric Disorder",
but this label was rejected because "peri" implied symptomatology "around" the
luteal phase rather than specifically in the luteal phase. Interestingly, the
abandonment of "peri" for "late luteal" in the DSM-III-R and for "premenstrual" in the
DSM-IV has occurred despite a symptom phase which extends into the beginning of
the follicular or menstrual phase. Other researchers who have used such a
definition have specifically adopted the term "perimenstrual" (Busch, Costa,
Whitehead, & Heller, 1988; Halbreich & Endicott, 1985b; Woods, 1985; Woods,
Dery, & Most, 1982a; Woods, Dery, & Most, 1982b; Woods, Most, & Dery, 1982;
Woods, Most, & Longenecker, 1985).
The DSM-IV states that the week after menses must be symptom-free (APA,
1994, p. 715). This condition would seem to be a clarification in baseline definition.
Yet, the atypical case in which women display ovulatory symptoms is also
described, leading to the conclusion that "a few females with short cycles might,
therefore, be symptom free for only 1 week per cycle" (APA, 1994, p. 715).
"Premenstrual

The

Dysphoric Disorder" may thus include not only ovulatory dysphoria,

but dysphoria throughout most of a woman's menstrual cycle.
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The PDD description distinguishes perimenstrual mood "changes" from
"symptoms" by defining the latter as markedly interfering with work, school, or social
activities. This step is consistent with change-symptom differences suggested by
reviewers. Premenstrual changes and syndrome are also differentiated on the
basis of prevalence. A further distinction is drawn between PDD and PMS. PDD is
ascribed a stricter set of criteria and defined by the impairment that it imposes. Its
incidence rate is estimated to be 3 to 5%. The incidence of PMS is approximated at
20 to 50%, and is characterized as "far more common" (p. 716) than PDD. Such a
definition of PMS disregards the "abnormal" component of a "syndrome".
Premenstrual Syndrome,

as a cluster of adversive symptoms, is thus normalized by

the DSM-IV to the female experience. It is unclear why the authors of DSM-IV
would perceive "syndrome" to be such a substantially more frequent occurrence
than "disorder". Although they have discussed change-symptom and changesyndrome distinctions, they appear to have confounded "symptom" and "syndrome"
in their definition of PMS.
LLPDD was included in the appendix of DSM-III-R to generate further
research and because it was deemed a clinically useful category (First, 1992). The
goal of revision to the DSM-IV was to provide evidentiary support for diagnostic
categories, to increase clarity and clinical utility of the categories, and to attain
compatibility with the International Classification of Diseases (ICD) (First, 1992).
Despite the justification for LLPDD inclusion as research-oriented, the title under
which it appeared in DSM-III-R was "diagnostic criteria". This heading was changed
to "research criteria" in DSM-IV, but the DSM-IV basis for revision and continued
inclusion of PDD was intended to be evidentiary and clinical utility.
Authors of the DSM-IV have argued that compatibility with ICD-10 was crucial
to manual revisions. The ICD is used to compile world health statistics and the
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United States is obligated to record health records using ICD codes (First, 1992;
Frances, Pincus, Widiger, Davis, & First, 1990). However, DSM-ICD compatibility
on the PDD classification is unclear. "Premenstrual Tension Syndrome" is listed as
a disease of the genitourinary system (N.94.3) in the ICD-10 (WHO, 1992, p. 717).
It is not classified as a mood or mental disorder. Members of the DSM-IV Work
Group (Spitzer, Williams, First, & Kendler, 1989) have argued that core revisions to
the DSM are important to maintaining "the traditional distinction between mental
disorders and physical disorders" (p. 126). They have emphasized the need for
PDD inclusion as a predominantly mood disorder and have specifically distinguished
it from physical symptomatology (Spitzer, Severino, Williams, & Parry, 1989). Its
retention in DSM-IV has been to compensate for the lack of an affectively-defined
diagnostic listing of PMS (Spitzer et al., 1989). The ICD physical classification and
DSM mental classification poses a contradiction to the claim that PDD has been
implemented to attain ICD-DSM compatibility. Contrary to the stated goal of Spitzer
et al. (1989) to retain physical-mental disorder distinction, in other publications
DSM-IV authors have suggested that maintaining such a distinction between
"mental" and "physical" disorders reifies the construction of a mind-body dualism
(Frances, Pincus, Widiger, Davis, & First, 1990). This confusion regarding the
manner in which PDD is intended to be compatible with the ICD "PMTS" creates
further ambiguity around the DSM-IV claim that PDD is both predominantly
dysphoric and clearly separate from "PMS".
PDD has been used explicitly in only a few studies since the DSM-IV
publication (Christensen & Oei, 1995; Parry & Cover, 1995; Parry, Cover, Mastofi,
LeVeau, Sependa, Resnick, & Gillan, 1995) (Appendix B). Without clear guidance
on how to measure symptom change, some of the researchers who have used
DSM-III-R or DSM-IV symptomatology have applied the NIMH standard of a 30%
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change (e.g., Christensen & Oei, 1995). The adoption of phase definition into the
research seems to have focused on the week prior to menstruation, with little or no
mention of the DSM-IV carryover into the first few days of menses. This criterion is
frequently combined with the NIMH 30% change and premenstrual-postmenstrual
comparison (Chandraiah, Levenson, & Collins, 1991; Fontana & Palfai, 1994;
Kuczmierczyk et al., 1992; Schmidt et al., 1991). Studies published on
premenstrual cyclicity after the publications of DSM-III-R and DSM-IV have
continued to apply diverse terminology, phase definitions, and measurement criteria
(Appendix B). Very few have either examined or applied LLPDD or PDD criteria as
established in the D S M .
Unfortunately, the definition of PMS in the DSM-IV as a common affliction
only supports such a presentation within current medical references. Current
Medical Diagnosis and Treatment (Tiernev, McPhee, & Papadakis, 1996) continues
to list PMS (PMT) as a syndrome which intermittently affects a third of all
premenopausal women. Symptoms listed vary widely from irritability to skin
disorders. The timing of the symptoms may range from 7 to 14 days prior to
menses. Consistent with the ICD-10, PMS is listed under "Gynecology", but is
comprised of both physical and emotional symptoms. The Dictionary of Medical
Syndromes (Magalini, Magalini, & deFrancisci, 1990) divides manifestations of PMS
into categories of the central nervous system, genital area and breast, and
nongenital. It defines PMS as an "exaggerated

manifestation of normal

premenstrual phenomenon" (p. 715, italics added) occurring 10 days before
menstruation. This syndrome is estimated to occur in 80% of women, suggesting
that it is the exaggeration

which is "normal". This entry further reflects the

definitional confusion of the research by noticeably omitting the heading "Diagnostic
Procedures", which is present for the other syndromes of the text.
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Opposition to LLPDD and PDD. It is this portrayal of PMS as normative
which has concerned opponents of LLPDD and PDD inclusion into the D S M texts.
PMS in the general literature and PDD in the DSM-IV are gender-specific
diagnoses. More crucially, they have been named in a manner that relegates
women's reproductive biology to affective, behavioural, cognitive, and physical
dysfunction (Gallant & Hamilton, 1988; Hamilton & Gallant, 1990). The DSM-IV has
been criticized for pathologizing women's menstrual cycle experiences, with little
regard for environmental influences or for societal stereotypes regarding
menstruation. Gallant and Hamilton (1988) have warned of the risk inherent in
psychiatric diagnoses of "confounding "causes" of distress with the "effects" of
social and other stresses" (p. 275). These same authors argue that such risks are
more pronounced when a diagnosis is specific to a single group within the
population. They recommend that any gender- or race-specific diagnosis be
accorded particular scrutiny to counter any possible stigmatization. It is for this
reason, combined with methodological and definitional flaws in the research that the
American Psychological Association opposed the addition of LLPDD into DSM-III-R
in 1986 (McDaniel, 1988).
A P A has replied to the caution raised by Gallant and Hamilton (1985) by
highlighting the diagnoses within DSM-III-R and DSM-IV that occur more commonly
or exclusively in men (Spitzer et al., 1989). Paraphilias, antisocial personality
disorder, and psychoactive substance use are provided as examples.

These

authors do not, however, supply statistics comparing men and women's treatmentseeking behaviours and diagnosis rates for these disorders. Premature ejaculation
is suggested as a parallel example of a listed diagnosis that is specific to men.
Because an example can be found that applies to both genders, the "genderspecific" objection has been deemed irrelevant.
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These gender-specific distinctions do not occur within equitable gender
relations. The portrayal of female and male bodies cannot be removed from its
societal context. The body is not simply a neutral biological truth, which gender
roles reflect or from which gender roles derive. The body itself is constructed and
interpreted by historically and culturally specific gender assumptions (Bern, 1993;
Butler, 1990;

Eichler, 1980; Nicholson, 1994).

Menstrual taboos and attitudes toward menstruation have been shown to
vary by culture and by religion (Buckley, 1982; Chandra & Chaturvedi, 1989;
Chandra & Chaturvedi, 1990; S. J . Siegel, 1986). Both positive and negative
changes have been reported to differ culturally between Indian and U.S. American
samples (Chandra & Chaturvedi, 1989). Symptoms reported as menstrually-related
have been shown to vary among Turkish, Nigerian, U.S. American, Apache, Greek,
and Japanese women interviewed (Janiger, Riffenburgh, & Kersh, 1972). These
latter variations were not reducible to relative class differences between cultures.
Overall, researchers have found no universal set of menstrually-related symptoms
cross-culturally.
Although menstrual changes are reported within many cultures, "PMS"
appears to be specific to current western culture. In a bibliographic search of
transcultural psychiatry, Johnson (1987) reported that mention of PMS was
restricted to Europe and to the United States. Johnson critiques western biomedical
practitioners for presuming the biologically-based universality of PMS without
examining its cultural creation. The evidence for PMS as a western-defined
diagnosis is especially relevant to its inclusion in the International

Classification of

Diseases. Given that PMS may be culture-bound, it is unclear whether the DSM-IV
use of PDD is indeed reflecting the ICD, or if the ICD use of PMTS is reflecting the
influence of the American health system.
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Within culture, beliefs about the body are historically situated. Laws (1985)
has suggested that despite the introduction of PMT in 1931, it is directly comparable
to illnesses ascribed to western women in the nineteenth century. Rodin (1992) and
Ussher (1991) have both traced western history of stereotypes surrounding
women's reproduction. Both claim that remnants of these stereotypes continue to
exist in current perceptions of PMS.
The perception of "hysteria" as a disorder of the uterus transformed from an
emphasis on illness by Hippocrates, to immorality in the fifteenth and sixteenth
centuries, to insanity in the nineteenth century western Renaissance period (Rodin,
1992; Ussher, 1991). Treatment recommended during these periods changed
respectively from marital intercourse, to sexual abstinence, to motherhood and
heterosexual sex. Neither the symptomatic nature nor the treatment of reproductive
illness remained historically stable. Women's bodies and menstrual cycles were
directly interpreted through the reigning political assumptions. More current
examples of political environmental influences are discussed by Martin (1987).
Martin's review of PMS publications demonstrates increased evidence for women's
stable menstrual abilities during First World War I and First World War II when
women were required to fill factory positions in the absence of men. Increased
evidence for women's employment incapacitation premenstrually was produced
immediately following these wars when middle-class women were being pressured
to sacrifice their employment positions to returning men.
The representation of women's reproductive physiology has varied over time.
Yet, fairly consistent within these changes has been a reductionist approach, in
which anatomy is perceived causal to female personality, behaviour, and morality. It
is the meaning of "hysterical" which has altered with historical context, not the
presumed connection between women and hysteria. A lucid example of this belief
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as it has been extended across time to present interpretation of female "nature" can
be seen in Greenblatt, Teran, Barfield, & Bohler (1987):
Hippocrates recognized that cyclic distressful physical and
psychological symptoms occur in women and that these 'may
be resolved by the onset of menstruation'. During the sixteenth
century, the emotional storms of Queen Elizabeth I did not go
unnoticed. Biographers reported that 'she could be amiable
and approachable, at other times ill-humored and peevish.' She
had episodic periods of hysteria, overwrought nerves, hostility
and anger at which time she cursed, spat, and even slapped
her ladies-in-waiting (Greenblatt, 1987) (p. 193)
Quite
evident is the fact that men are not subjected to cyclic hormonal
swings and accompanying psychological changes. It is this
very reason that prompted Professor Higgins to ask 'Why can't
a woman be more like a man?'" (p. 197).
If the body is culturally, historically, and politically constructed, then genderspecific diagnoses cannot be assumed to be mere reflections of valueless
anatomical sex differences. Nor can these differences be understood outside of the
relations that constitute them. The dualistic western view of gender does not
symmetrically or equally represent the sexes (deBeauvoir, 1952). Women's
reproductive "differences" have resulted in barriers to the public domain, medical
interventions, incarcerations, and religious exclusion (Laws, 1983; Laws, 1985;
Ussher, 1991). The reply by Spitzer et al. (1989) to a criticism of PDD as a femalespecific diagnosis presumes that reduction of sex differences to the most basic
anatomical level eliminates sex inequity. Social constructionists have argued that
emphasis on biological differences does not produce gender equity, but simply
serves to reify the dualistic categorical thinking upon which gender inequity is
structured (Bohan, 1993; Brittan, 1989; Butler, 1990; Nicholson, 1994).
Spitzer et al. (1989) present premature ejaculation as a counter-example to
PDD, but fail to analyze the existence of such a diagnosis within stereotypes of
masculinity. The white European masculine role is itself a phallocentric construction
which is violated by the failure to achieve penile erection (Dyer, 1985; Moye, 1985).
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The category of premature ejaculation is no more challenging to prevailing notions
of masculinism (Brittan, 1989) than is PDD to notions that women's menstruation is
ominous and hysterical. Both categories derive from assumptions of what
constitutes natural, physiologically-based behaviour in the sexes.
The D S M has become the official nomenclature in all mental health facilities
in the U.S. and is published in 14 languages (First, 1992). It is used across the
disciplines of psychiatry, psychology, social work, nursing, and medicine. It has
become an authoritative voice in defining "normal" and in labelling "abnormal". It
must therefore be held highly accountable to accusations of bias.
The DSM-IV Committee has tried to avert the accusation of sexism by
distinguishing PDD from the popularized PMS. As noted, however, their
symptomatology does not sustain this separation. Moreover, in an effort to
emphasize this distinction, they declared that PMS as a syndrome was a common
occurrence. This statement might possibly contribute more to the pathologizing of
women's menstruation than if their own diagnostic category with an incidence rate of
3 to 5% had been labelled PMS.
Method, Measures, and Assumptions in Determining PMS
Instruments to Assess PMS
Koeske (1983) has noted that the vague, overinclusive definition of PMS has
made it a phenomenon especially challenging to research. In addition to definitional
ambiguity, research methodologies have been highly variable across studies
(Winter, Ashton, & Moore, 1991). Such differences in PMS definition and
measurement make reliable generalized conclusions across studies unlikely (Reid,
1985; Wilcoxon etal., 1976).
A range of assessment instruments have been used to evaluate
premenstrual symptomatology (Wilcoxon et al., 1976). Two of the most common
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measures are the Menstrual Distress Questionnaire (MDQ) (Moos, 1968) and the
Premenstrual Assessment Form (PAF) (Halbreich, Endicott, & Nee, 1982).
The Menstrual Distress Questionnaire. The introduction of the MDQ was the
first proposed standardized measurement of PMS (Gannon, 1981). The MDQ
(Form A) is a retrospective, self-report questionnaire. It consists of 47 symptoms
divisible into eight factors of pain, concentration, behaviour change, autonomic
reactions, water retention, negative affect, arousal, and control (Moos, 1968).
Women rate each symptom on a 6-point scale from "no experience" to "acute or
partially disabling experience" for each of the premenstrual, menstrual, and
intermenstrual phases of their most recent cycle. Parlee (1973) has cautioned that
the initial report of the M D Q development did not include a sufficient description of
the normative sample. Of the 839 women tested, 420 were taking oral
contraceptives, 81 were pregnant, and 40 did not answer the oral contraception
question. This information and a report of significant differences in MDQ scores
between women taking and not taking oral contraception was published separately
by Moos a year later (Moos, 1969, in Parlee, 1973). Similarity of the sample tested
to the initial normative sample is crucial to the validity of any instrument (Nunnally,
1970). Thus, it is important that researchers who use the M D Q report whether the
women that they are testing are using oral contraception.
A second version of the MDQ (Form T, "Today Form") was developed in
1977 (Moos, 1977). MDQ-T required symptom severity ratings identical to MDQ-A
applied to the experiences of the day on which it was completed. From its initial
publication until 1986, J . P. Siegel (1986) reported the MDQ-T as the
measurement of PMS in over 35 studies.
Both forms have been critiqued for linguistic confusion (Rouse, 1978; Steiner,
Haskett, & Carroll, 1980). In a study by Rouse (1978), 6% of participants were
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unable to correctly complete the MDQ (Forms A and T) because of difficulty
understanding the requirements. She noted, for example, that menstrual phases
are represented in the questionnaire in reverse order to what would be expected.
While Rouse found the level of vocabulary difficult for many participants, Steiner et
al. (1980) found that wording was imprecise and misunderstood. The latter authors
suggest that terms such as "anxiety" and "depression" communicate a clinical
meaning to professionals that may differ substantially from a more colloquial
interpretation by many participants. Although both forms are intended to be
completed within 5 minutes, MDQ-A has been found to require an average of 20
minutes to complete (Rouse, 1978).
Many authors have used modified versions of the MDQ, some of which have
been adopted in subsequent studies. Steiner et al. (1980) retained 27 of the 47
MDQ items in their self-rating scale for premenstrual tension syndrome. Items were
modified for linguistic clarity and were chosen for their ability to discriminate the
follicular from the premenstrual phase in women with previously diagnosed PMT.
The addition of items from clinical observations, literature, and other clinical
measures resulted in a 36-item self-report and 10-item observer report P M T S rating
scale. These scales have since been employed by several researchers
(Chandaraih etal., 1991; Condon, 1993).
Van der Ploeg (1990) has introduced the Dutch adaptation of the MDQ. Reanalysis produced 4 factors of negative affect, concentration, pain, and water
retention. Internal consistency on the first three factors was good (.82 to .981), and
adequate for the last factor (.69). Carrie (1981) has also applied a factor analysis
and modified the M D Q into 22 items.
Researchers using the MDQ vary in their choices of Form A, Form T,
idiosyncratic modifications, number of items selected for use, and factors measured.
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It is not always clearly specified which form and how many symptoms have been
chosen. Since the M D Q was validated based on an 8-factor structure, any
modifications should retain the integrity of these factors. If items are individually
selected and deleted from within a factor, validation of the modified questionnaire
would be necessary prior to its implementation.
The Premenstrual Assessment Form and Daily Rating Form. The PAF is a
self-rating, retrospective questionnaire containing 95 physical, mood, and behaviour
symptoms (Halbreich, Endicott, & Lesser, 1985). Women rate their symptoms as
they have presented during the previous three menstrual cycles on a 6-point scale
ranging from "no change" to "extreme change". Each of the six point scores is
defined in general terms at the top of the form. The items are rated by the woman
in comparison to her usual nonpremenstrual days.
The PAF has become popularly employed by researchers (See Appendix B).
The developers of the PAF recommend its use as a screening device (Halbreich &
Endicott, 1982; Halbreich et al., 1985). For confirmation of diagnosis, they have
developed the Daily Ratings Form (DRF) (Endicott, Nee, Cohen, & Halbreich, 1986).
The DRF is comprised of 21 items which represent five dimensions: dysphoric
mood, physical discomfort, low energy, increased appetite and fluid consumption,
and increased alcohol, activity, and sex. Halbreich et al. (1985) have stated that
visual analysis of DRF data is sufficient for individual diagnosis. Criteria for
classifying "Premenstrual Depression" are provided in this article. The authors base
their guidelines on severity, comparison to the full menstrual cycle, a symptom-free
week in the follicular phase, and return to baseline upon menses. Numerous
researchers have used the PAF for screening and DRF for confirmation as
recommended by the originators (Anderson, Severino, Hurt, & Williams, 1988;
Christensen, Board, & Oei, 1992; Christensen & Oei, 1989; Christensen & Oei,
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1995; Christensen, Oei, & Callan, 1989; Graze, Nee, & Endicott, 1990; Malikian,
1987; Paddison, Gise, Lebovits, Strain, Cirasole, & Levine, 1990). In many of these
studies, the PAF and DRF have been combined with the 30% change criterion of
NIMH (See Appendix B). Some researchers have used the PAF exclusively for PMS
assessment with no collection of daily data (Chisholm, Jung, Cumming, Fox,
Cumming, 1990; Dinning & Guptill, 1992; Halbreich, Endicott, & Nee, 1983).
Steege and Blumenthal (1993) administered a modification of the PAF to assess
PMS as a dependent variable in a pre-test post-test design with a 3-month interval
between testings.
The PAF may be scored by three different methods: unipolar scales, bipolar
scales, and typological classifications (Halbreich et al., 1985). Both unipolar and
bipolar scales provide quantitative scores representing the magnitude of symptom
change across all scale items. The unipolar scale uses the summation of item
scores. Questions used in the bipolar scale allow the woman to rate the nature of
her symptoms in opposite directions (e.g., increased and decreased appetite
simultaneously). The bipolar scale score, therefore, provides information on both
the magnitude and the direction of change for scale items. The DRF also allows the
researcher to score daily data qualitatively into typological categories. Although the
latter method is readily apparent when it has been selected, researchers do not
always specify which quantitative method of scoring has been applied.
Other measurement instruments. A vast diversity of additional tools for
assessing PMS can be found in the literature. A long, but nonetheless incomplete,
list includes the: Olatawura Premenstrual Symptom Checklist (Awaritefe et al.,
1980), Premenstrual Symptom Inventory (Ornitz & Brown, 1993), SCL-90-R (Ryser
& Feinauer, 1992), Menstrual Health Questionnaire (Bancroft, Rennie, & Warner,
1994; Bancroft, Williamson, Warner, Rennie, & Smith, 1993; Warner, Bancroft,
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Dixson, & Hampson, 1991), Premenstrual Experience Assessment (Futterman,
Jones, Miccio-Fonseca, & Quigley, 1992; Miccio-Fonseca, Jones, & Futterman,
1990), Abraham Menstrual Symptomatology Questionnaire (Price & DiMarzio,
1986), Cornell Medical Index Health Questionnaire (Sherry, Notman, Nadelson,
Kanter, & Salt, 1988), Wahler Physical Symptom Inventory (AuBuchon & Calhoun,
1985), Premenstrual Change Checklist (Nichols, 1995), Menstrual Symptom
Severity List (Woods, Lentz, Mitchell, & Kogan, 1994; Woods, Mitchell, & Lentz,
1995).
Visual analogue scales and mood grids have been used by several
researchers for daily recording of symptom change (Hamilton, 1986; Huerta-Franco
& Malacara, 1993; Metcalf, Livesey, Hudson, & Wells, 1988; Parry et al., 1995;
Rubinow ,et al., 1986; Schmidt et al., 1990; Schmidt et al., 1991). In addition, a
myriad of idiosyncratic symptom checklist, daily diary, physiological, and interview
techniques have been used (Appendix B).
Reviewers have reminded PMS researchers that a valid construct should be
measurable by more than one method and that multiple measures should produce
the same diagnosis (Koeske, 1983; Parlee, 1973). Moreover, multiple
measurement approaches should be used within the single study to produce a more
reliable P M S classification. Some investigations have combined screening, daily
and/or retrospective questionnaire, and visual analogue techniques (Rubinow et al.,
1986; Schmidt et al., 1991). Metcalf et al. (1991) combined a retrospective selfreport questionnaire, retrospective visual analogue scale, daily diary, urine sample,
and fourier series analysis techniques.
One difficulty in selecting appropriate measurement has been the failure of
researchers to distinguish descriptive and hypothesis-testing approaches (Koeske,
1983). Sommer (1980; 1981), Koeske (1983), and Ussher (1992a) have all
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discussed the over-reliance on correlational research in the field of P M S . These
authors refer to several problematic consequences of this trend. First, third variable
explanations of cause are rarely considered. Too often, significantly correlated
results are followed by causal explanations. Second, such correlational analyses
are frequently conducted in the absence of theoretical guidance. Numerous
variables are selected and intercorrelated with insufficient control for alpha, resulting
in spurious and uninterpretable findings. Ussher (1992a) has referred to the
phemonenon of the "accidental tourist" for whom the menstrual phase is simply
another intriguing independent variable within a long list of possible influences on
her topic. In this context, the menstrual cycle is less likely to be rigorously
measured. Conclusions are drawn post hoc and direction of influence is unclear.
Sommer (1980) has heavily emphasized the need to minimize indiscriminate
correlational approaches and implement causal hypotheses prior to data collection.
Parlee (1981) has provided a possible explanation for the predominance of
correlational research over causal designs by noting the developmental state of
PMS research. PMS theorists continue to differ in their assumptions, methods,
definitions, and variables of importance. Parlee posits that the field of PMS has not
yet arrived at the problem-solving stage which requires a generally shared
paradigm. Rather, it is still in a problem-finding, question-formulating period of
development.
Assuming a Biological origin
Biomedical models assume the physiological origin of premenstrual changes.
A cause-effect model is generally proposed in which symptoms have a one-to-one
relationship with underlying physiological processes (Koeske, 1986). A change
within the women's reproductive bodily functions effects change in menstruallycycling behaviours and emotions. Sommer (1980) has referred to this approach as
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a "disease entity notion", in which specific disabilities are presumed to be a direct
result of the menstrual cycle. Ussher (1992a) has similarly noted the biases toward
biological determinism and positivism which characterize this model. She has
labelled it the "rational reductionist" perspective.
Evidence for a biological model. Proponents of this model frequently study
the relative changes of plasma levels of specific substances prior to and subsequent
to the beginning of menstruation. A change in the direction of substance
concentration with the arrival of menses is perceived as evidence of its causal role
in any menstrual correlates (Halbreich & Endicott, 1985a). Evidence has been
further gathered through treatment trials. Such experiments either administer
substances hypothesized to cause PMS through their deficiency or they block
substances hypothesized to cause PMS through their excess (Halbreich & Endicott,
1985a). Improvement in symptomatology subsequent to treatment is accepted as
evidence of a cause-effect link in PMS etiology.
The most widely researched and accepted physiological explanation of PMS
has been progesterone deficiency (Halbreich & Endicott, 1985a; Siegel, 1987).
Because progesterone promotes excretion of sodium and water, low levels of this
hormone have been implicated in bloating, breast tenderness (Misri, 1992), and
allergic reactions (Frieze, 1978). Dalton (1977) has recommended progesterone as
the treatment for dysphoric and behavioural symptoms. Such associations are
based on the belief that progesterone acts as a sedative on the central nervous
system (Misri, 1992). There has been no consistent evidence supporting a
progesterone deficiency theory. Researchers have been unable to demonstrate
that progesterone levels change during the luteal phase (Misri, 1992) or that
progesterone therapy is more effective than a placebo condition in double-blind
studies (Eagan, 1985; Halbreich & Endicott, 1985a; McFarlane & Williams, 1990;
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Siegel, 1987; Ussher, 1992a). Other theorists have projected that absolute low
progesterone levels are less crucial to etiology than the premenstrual decline in
progesterone (Halbreich & Endicott, 1985a). Still others have hypothesized that the
same symptomatology is caused by high levels of progesterone (Halbreich &
Endicott, 1985a). Results of treatment trials have not sufficiently supported either of
these alternatives (Halbreich & Endicott, 1985a). Despite a lack of evidence for
progesterone's effectiveness, its use has been widespread in both Britain and North
America. Excessive dosages have often been physician-prescribed or selfmedicated (Eagan, 1985). Dalton has recommended 400 mg daily for nulliparous
women and 800 mg for parous women, both of which may be raised to 400 mg four
to six times daily until effective (Greenblatt, 1987). Greenblatt (1987) has noted that
such high administration of progesterone can result in the very symptoms which
have been attributed to PMS. Eagan (1985) has further drawn attention to
professional misrepresentation, over-prescription, and "profitization" in the transfer
of progesterone treatment from England to North America by James and Donna
Hovey.
Research findings have been inconsistent with regard to the direction in
which hormonal levels must change to induce pathology. This trend can be seen in
the above progesterone theories. PMS has also been ascribed to both elevated
levels of estrogen (Halbreich & Endicott, 1985a; Rubinow & Schmidt, 1989) and
diminished levels of estrogen (Halbreich & Endicott, 1985a).
Lack of support for hormonal deficiency theories has led to a more complex
hypothesis about the relationship between them. The ratio of estrogen to
progesterone is postulated to increase in the late luteal phase (Frieze, 1978;
Rubinow & Schmidt, 1989; Sommer, 1982). Halbreich and Endicott (1985a) have
suggested that even the ratio model may be overly simplistic due to the high
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interindividual variability of progesterone and estrogen levels which has been found
among women diagnosed with PMS.
Vitamin deficiencies of A, B6, and E have all been implicated in premenstrual
disorders (Siegel, 1987; Misri, 1992). Estrogen is believed to lower B6 (Halbreich &
Endicott, 1985a). Evidence for this analysis derives from the depletion of B6 as a
result of estrogen oral contraceptive use (Misri, 1992). Theories again appear
contradictory, as B6 supplements are deemed beneficial by some clinicians and
prostaglandin inhibitors are suggested by others. B6 aids in serotonin and
prostaglandin synthesis (Misri, 1992). Neither vitamin deficiency theories or
prostaglandin inhibitors have been supported by the research (Misri, 1992).
Hypoglycemia has been suggested to account for sweet cravings, dizziness,
appetite increases, fatigue, irritability, and dysphoria (Halbreich & Endicott, 1985;
Siegel, 1987). An increase in carbohydrate tolerance has been associated with
these changes (Misri, 1992). A hypoglycemic origin has resulted in proposed
dietary treatments (Halbreich & Endicott, 1985). Misri (1992) has documented
some support for changes in glucose tolerance during menses, but she has not
commented on evidence for changes premenstrually. Halbreich and Endicott
(1985a) were unable to find a well-controlled study which substantiated the
hypoglycemia-premenstrual link.
Both fluid retention (Misri, 1992; Siegel, 1987) and electrolyte imbalance
(Frieze, 1978) have been studied as correlates of PMS. Some other researchers
have hypothesized common underlying causes to this correlation (Halbreich &
Endicott, 1985a). Misri (1992) reports that difference in body weight has not been
shown to distinguish either the presence of symptoms or the phase of the menstrual
cycle.
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Prolactin assists sodium, water, and potassium retention and has been
hypothesized to play a role in PMS (Misri, 1992; Rubinow & Schmidt, 1989), but the
evidence has been inconsistent. In some studies differences in prolactin
concentrations have been found between symptomatic and asymptomatic women,
but other studies have produced no supportive evidence (Misri, 1992).
An interrelationship between ovarian hormones and endorphins has been
theorized, associating endorphin levels with PMS (Halbreich & Endicott, 1985a;
Rubinow & Schmidt, 1989). Endorphins are also believed to influence mood and
behaviour and to produce PMS-like symptoms upon withdrawal (Halbreich &
Endicott, 1985a). But levels of B-endorphin have been found not to fluctuate over
the menstrual cycle (Halbreich & Endicott, 1985a).
Premenstrual elevation of plasma levels of Cortisol either directly or as a
response to stress has also been described (Halbreich & Endicott, 1985a). Studies
conducted by Halbreich and Endicott (1985a) show no such increase.
It has been hypothesized that vasopressin may heighten during the
premenstruum because v a s o p r e s s i n promotes water retention (Halbreich and
Endicott, 1985a). Such a theory is ironic given the association of PMS with lowered
concentration and cognitive dysfunction. Vasopressin has been documented to
enhance memory and other cognitive functions in humans and animals (Halbreich &
Endicott, 1985a).
Abnormal thryroid function is a further suggested cause of P M S , but evidence
that women with diagnosed PMS are more likely to demonstrate thyroid dysfunction
or a difference in thyroid-stimulating hormone is inconclusive (Misri, 1992).
Many other physiological sources have been suggested to explain PMS.
These have included serotonin (Misri, 1992), angiotensin-aldosterone (Halbreich &
Endicott, 1985a; Rubinow & Schmidt, 1989), pyridoxine (Rubinow & Schmidt, 1989),
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growth hormone (Misri, 1992), testosterone (Misri, 1992), leutenizing hormone
(Misri, 1992), follicle stimulating hormone (Misri, 1992), and nerve excitability
(Frieze, 1978). The overall evidence for these hypotheses has offered little support
for a pure biomedical explanation of premenstrual symptomatology. No consistent
correlation has been demonstrated between PMS and Cortisol or growth hormone
(Misri, 1992). Testosterone-estradiol-binding globulin has been found to be higher,
lower, and normal during the premenstruum (Rubinow & Schmidt, 1989).
Leutinizing hormone has similarly shown mixed results in terms of both earlier
cyclical occurrence and no difference in symptomatic women (Rubinow & Schmidt,
1989). Follicle-stimulating hormone has been found higher in symptomatic women
in the middle luteal phase in some studies and in other studies in the late luteal
phase (Rubinow & Schmidt, 1989). Rubinow and Schmidt (1989) have noted that
the evidence for the role of angiotensin-aldosterone, prolactin, pyridoxine has been
primarily inferential. It has been based on observed variation of these substances
over the menstrual cycle, presumed regulatory function in fluid and electrolyte
balance, or presumed interactions with neurotransmitter systems, rather than on
direct empirical support (Rubinow & Schmidt, 1989).
Asymptomatical cervical infection and yeast overgrowth has also been
investigated, with little support (Misri, 1992). Allergies, peptides (e.g., melanocytestimulating hormone), trace amines (e.g., phenylethylamine, melatonin) have
remained theoretical but untested (Halbreich & Endicott, 1985a).
Literature reviews have generally concluded that evidence for a pure
biomedical model of PMS is insufficient (Koeske, 1986; McFarlane & Williams, 1990;
Ussher, 1992a). Some have alternately claimed that PMS is often iatrogenic caused by such medical treatments as oral contraception, tubal ligations, and
hysterectomies (Eagen, 1983). Parlee (1990 in Ussher, 1992a) has argued that the
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lack of support for hormonal abnormality among women complaining of PMS has
not led to an abandonment of the medical model, but to a new form of reductionism
in which "true PMS" has become defined by its low prevalence rates. Although the
nature of a syndrome may require a low incidence rate, its definition cannot rest on
frequency alone. Without substantiated symptomatology or a verifiable model of
prediction, efforts to simply restrict the definition of PMS by incidence (e.g., DSM) or
to continue to broaden it to account for inconsistencies (e.g., more symptoms,
longer phases) are counterproductive.
Menstrual cyclicity as independent or dependent variable. Much biological
research on P M S has been criticized for relying on singular causal explanations to
account for broad and diverse symptoms (Koeske, 1981; Woods, 1985). Yet
despite the focus on a single cause, attention to specifying the biological
mechanisms by which that cause operates is lacking (Koeske, 1981). Moreover,
studies frequently do not define the independent and dependent variables under
investigation or establish the temporal relationship among them (Koeske, 1981;
Sommer, 1981). Not only is this directional relationship among the variables
unstated, but there is often an implicit untested assumption that the menstrual cycle
is necessarily an independent variable (McFarlane & Williams, 1990).
Bidirectionality between menstrual cyclicity and "symptoms" has been
undertheorized generally in menstrual research, and has been particularly neglected
in biomedical models. The length of menstruation, timing of menses, intensity of
flow, and menstrual synchrony among cohabiting women have been shown to be
responsive to the environment (Dickstein, 1984; Jarett, 1984), suggesting that the
menstrual cycle may also act as a dependent variable. Concurrent events and
other environmental variables are rarely controlled or measured in biologicallybased studies (Koeske, 1981, 1983). Sociocultural and psychological variables are
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instead explained as the necessary effects of biologic systems (Koeske, 1980b).
Physiological variables are treated as both more measurable (Sommer, 1980) and
more parsimonious (Brittan, 1989).
The treatment of menstruation as a solely independent variable is grounded
in an assumption of reductionism (Koeske, 1980b; Ussher, 1992a). Brittan (1989)
has discussed this "levels of analysis" approach, in which biological events are
treated with causal priority and presumed to be more basic scientific explanations
than are sociocultural events. Within such a paradigm, social and cultural
influences are believed to be reducible to lower levels of biochemical, genetic, or
hormonal predictors. This worldview implies that the most efficient approach to
causal research derives from "hard" science, leading to the prioritizing of "hard"
science designs over those considered to be "soft" science (Koeske, 1981). This
assumption can result in what Eichler (1980) has termed the "biological fallacy", in
which biological facts are used unidirectionally to explain social-cultural variables
without consideration of the role that social-cultural variables play in the construction
and interpretation of "biological fact". To rely on the absolute reduction of
environmental influences to organic ones focuses causal explanations on individual
functioning. Both Koeske (1983) and Brittan (1989) have noted a resulting primacy
of trait over state theorizing. It is this location of the problematic solely within the
individual which has raised the greatest concern about a biomedical model of
menstruation.
An exclusive trait approach to causal hypothesizing about a "disorder"
suggests something inherently and internally wrong with the group of individuals
who share that trait.
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Indeed, biomedical research on PMS has been criticized for

Brittan discusses this focus on the individual as a primacy of psychological over
social processes. He notes, for example, the belief that "wars are fought by men
with specific dispositions, not for economic, political, or moral reasons" (p. 13). His
1 9
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its perpetuation of the "hysteria" myth that female physiology is the origin of
psychiatric disorder (Winter et al., 1991). This mythology that pathology in women
originates in their reproductive biology is perhaps most evident in the
preponderance of PMS research on female patient and prison populations (Koeske,
1983). The implication of women's biology in psychiatric instability is not a recent
hypothesis (Ussher, 1992b). The white European Renaissance period marked a
change in the view of women's biology and sexuality from the site of evil to that of
illness (Ussher, 1991). This illness was defined by the categories of sanity and
insanity, not by corporal health. Women's menstrual cyclicity was directly linked to
madness (Ussher, 1991). Pregnancy, the cessation of menstruation, was required
to preserve sanity (Rodin, 1992). This nineteenth century perspective continues to
manifest within the "raging hormones" hypothesis (Dalton, 1964), which presumes
an inherent link between women's endocrinology and emotional instability
(McDaniel, 1988).
The view of a disordered female biology becomes especially explicit in its
determinism when its effect on women is assumed to be universal (Sommer, 1980).
This universal dysfunction can be clearly seen in such characterizations as that
described by Lever (1980, p. 39 in Laws, 1985, p. 21): "Many women describe
themselves as 'a sort of Jekyll and Hyde', most of the time capable, loving and able
to cope and then suddenly quite the reverse".

discussion of the centrality of the individual to reductionism is located within his
analysis of masculinities. This analysis is relevant to my earlier critique of Spitzer et
al.'s suggestion of premature ejaculation as a counter-example to PDD. The
relationship of the man to societal standards of masculinity is measured as an
individual problem of normality and abnormality, not as a social one. Similar
arguments have been made by Foucault in his analyses of sexuality (1976),
madness (1961), and crime (1975).
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Reductionism is not eradicated by simply restraining this type of universal
application, as has been done in the re-definition of "true PMS" as infrequent. This
approach does not revise biomedical explanatory models in response to their lack of
empirical support. The experiences of women are re-defined to fit the existing
paradigm, rather than the paradigm changing to fit the experiences of women. This
continued portrayal of science as more rational than the subjects which it studies is
illustrated in Misri's (1992) comment in reviewing the lack of evidence for biological
causation that "unfortunately, PMS refuses to conform to logic or science". The
paradigm of positivistic science remains unquestioned. Instead the phenomenon
which defies its predictions is represented as an anomaly. Sommer (1980) has
noted that failure to find a significant effect in PMS research is often assumed to be
from poor methodology, faulty design, poor control over extraneous variables, and
sources of error. Neither the construct itself nor the assumptions underlying the
construct receive the same extent of scrutiny. Parlee (1982) cites a vivid example of
the preservation of theory at the expense of data:
one study found that women typists were significantly more accurate
when they were premenstrual. Instead of concluding that
premenstrual hormonal changes can produce positive as well as
negative effects, the author - in a remarkable stretch of imagination suggests that the women were making an extra effort during this time
to overcome negative, disruptive effects of the premenstrual tension
syndrome (p. 126).
Assuming the Nature of PMS
Assumption of adverse change. Literature has not only assumed the
premenstrual phase to be the source of change, but has more specifically defined
that change as negative (Jarvis & McCabe, 1991; Koeske, 1983; McFarlane &
Williams, 1990; Ussher, 1992b). Menstrual cycle research is predominantly the
study of menstrually-correlated negative mood, behaviour, cognitive, and physical
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changes. As a result of this theoretical bias, positive premenstrual changes are
rarely studied or included in measurement instruments. The arousal subscale of the
M D Q is the only section which contains any positive items (Chrisler, Johnston,
Champage, & Preston, 1994). The M D Q has been strongly criticized for its virtually
exclusive presentation of negative items (Jarvis & McCabe, 1991; McFarlane &
Williams, 1990). Women rate each symptom on a scale ranging from "absent" to
"partially disabling". There is no opportunity for the woman to describe her
menstrual experience as positive. The relative role of positive phase-related
changes in the diagnosis of PMS is, therefore, unclear. If a woman experiences
more positive or more intense positive changes than negative ones during the
premenstruum, should she still be diagnosed with PMS (McFarlane & Williams,
1990)? Evidence for this positive-negative symptom ratio is precluded in the use of
the MDQ. On the theoretical level, the assumption that premenstrual hormonal
changes are causal to premenstrual pathology cannot be evaluated without
measuring the direction of change occurring during this phase.
Studies including bipolar ratings of items have shown that premenstrual
positive change is common. In research by Chaturvedi and Chandra (1990), 95% of
women reported some form of positive premenstrual experience. Only two women
reported no positive items. Nichols (1995) administered a Premenstrual Change
Checklist containing 22 negative and 14 positive items. She found that 80.3% of
female undergraduates who responded either usually (39.4%) or occasionally
experienced positive premenstrual changes. In contrast to questionnaire results,
interviews with these women did not produce spontaneous mention of positive
changes. They reported to experimenters that they had never heard of positive
premenstrual changes previously. Their primary formal informational sources about
the menstrual cycle had been school, presented from a biological perspective. They
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described the portrayal of the premenstruum received from informal sources as a
time of stress. These findings suggest that women must be directly queried for both
positive and negative changes to obtain an accurate measure of premenstrual
experiences.
Positive and negative changes are not reducible to inversely related
measures of the same item. Research has shown that they operate independently.
In Rossi's (1980) study of negative and positive mood scores, she found only one
phase with a reciprocal relationship between the two. Negative moods were
elevated and positive moods were depressed within the luteal phase. However,
negative moods in the menstrual phase were not matched by a depression of
positive moods. Similarly, higher positive moods in the ovulatory phase neither
necessitated nor accompanied a decline in negative moods. The presence of
negative mood changes within a phase cannot be assumed to preclude positive
changes. It is therefore insufficient to measure only negative symptoms on a P M S
diagnostic instrument. Reporting of negative symptoms does not inform the
researcher or clinician that the premenstrual phase is not partially or predominantly
positive.
McFarlane and Williams (1994) developed "PMS" classification rules which
clearly considered the relationship between positive and negative mood changes.
Conservatively-defined PMS was only assigned if a cluster of three statistically
significant negative changes presented during the premenstrual phase with no
negative cluster appearing in any other phase of the cycle. In addition, at least 75%
of the significant variables occurring in the premenstrual phase were required to be
negative. This technique enabled these researchers to classify PMS based on the
clear confirmation of the premenstrual phase as predominantly negative and as
more negative than the other phases of the cycle. Consistent with Rossi's (1980)
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results, positive and negative symptomatology appeared independently, rather than
reciprocally.
Metcalf, Livesey, and Wells (1989) have noted the necessary methodological
differences between unipolar and bipolar rating procedures. Both positive and
negative moods are rated in bipolar scales and zero scores are infrequent. Unipolar
scales are based solely on intensity ratings in a single direction. A zero score
represents the absence of a particular symptom. Zero scores may therefore be
common if symptomatology is low. Metcalf et al. warn that unipolar scales are
inappropriate for such ratio comparisons as premenstrual-postmenstrual change.
Ratios cannot be used in situations in which the denominator total may be very
small or zero. Moreover, they are unreliable if the baseline (e.g., postmenstrual
phase) measurement is highly variable. This caution calls into question the use of
unipolar scales in combination with the NIMH 30% criterion based on premenstrualpostmenstrual change. More fundamentally, high variability in the postmenstrual
phase between individuals and across cycles within individuals (McFarlane &
Williams, 1990; McFarlane & Williams, 1994) suggests that the use of a
premenstrual-postmenstrual ratio may be statistically inappropriate.
Clear diagnosis of PMS based on relative positive-negative change is not
solely a measurement issue. Both the labelling of questionnaires as menstruallyrelated (Chrisler et al., 1994; Ussher, 1992a) and the valence of items presented
(Chrisler et al., 1994) have been found to influence how women endorse
symptomatology items. In an experiment designed to study this effect, Chrisler et
al. (1994) counterbalanced presentation of the Menstrual Distress Questionnaire
(MDQ) with a Menstrual Joy Questionnaire (MJQ). Women who completed the MJQ
first did not report fewer negative symptoms, but did report both more positive
changes and more positive attitudes toward menstruation. Subsequent to the study,
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30% of the women stated that the M J Q had affected the manner in which they
viewed menstruation and 35% believed they would be more aware of positive
experiences during their next menstrual cycle. The increase in positive
endorsement without an accompanying decrease in negative symptomatology again
attests to the independence of negative and positive menstrual changes. Moreover,
this study demonstrates the impact that negative representation of menstruation by
professionals can have on women's perceptions of their own experiences. It is for
this reason that some researchers using the MDQ have added positive items prior
to its administration (Van den Boogaard & Bijleveld, 1988). Others have abandoned
unipolar scales altogether in favour of bipolar ratings (McFarlane et al., 1988;
McFarlane & Williams, 1994).
Assumptions about cyclicity. Reviewers have noted the lack of control and
comparison groups in PMS research (Koeske, 1980b; Koeske, 1983; McFarlane &
Williams, 1990; Wilcoxon et al. 1976; Winter et al., 1991). Since "normal" and
"abnormal" are relatively defined, comparative measures are necessary to establish
when abnormal change has occurred. McFarlane and Williams (1994) claimed that
the establishment of "abnormal" requires the examination of menstrual cyclicity
relative to other forms of menstrual and nonmenstrual cyclicity and relative to men's
cyclic experiences.
Koeske (1980b) similarly argued that the menstrual cycle is only one of
several sets of cycles that significantly influence human behaviour. She further
noted that not all cycles are accorded the same social significance. It is the role that
the menstrual cycle has been attributed in women's mental and physical health
which has led to its predominance in research over other cycles.
Research must not only address the assumption that the menstrual cycle is
the most salient cycle affecting women's behaviour, but also that the premenstrual
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phase is the most salient and problematic phase of the cycle. Studies which
measure variables at only two points in the cycle do not test this assumption, but in
fact risk a false positive diagnosis. The premenstrual-postmenstrual PMS change
may not be distinguishable from a cycle with multiple negative phases or a cycle in
which the postmenstrual phase is particularly positive. Several studies have been
flawed by the assumption of non-premenstrual normality. Ryser and Feinauer
(1992) administered the SCL-90-R to assess psychosocial functioning on day 10 of
the menstrual cycle based on the untested rationale that most women would be free
of menstrual-related disorders on this day. These authors used the NIMH
postmenstrual baseline criterion to justify this decision.

Stout, Steege, Blazer, and

George (1986) conducted depression interviews and provided measurement
inventories during the follicular phase because of presumed wellness during this
phase. Both of these studies are dependent on mood stability in the follicular phase
for the women who participated in the study. With no information on cyclicity in this
variable over the entire menstrual cycle, the validity of this crucial methodological
assumption is unknown.
The use of a male control group has been recommended for cyclical
comparison (Koeske, 1980b; McFarlane & Williams, 1990; Rossi, 1980). Wilcoxon
et al. (1976) have noted that the male experience has been used as an implicit
standard behaviourally and physiologically, but presumed male stability is rarely
explicitly measured.
McFarlane and Williams (1994) compared women's and men's mood
changes over menstrual, day of week, and lunar cycles. All phases of the menstrual
cycle were compared. Day of week was selected to represent a purely sociocultural
time cycle against which the biologically-ascribed menstrual cycle could be
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compared. The lunar cycle was chosen as a comparison variable which cycled in
the same approximate monthly pattern as did menstruation.
Their results demonstrated the need to test empirically biomedical
assumptions about the salience of premenstrual cyclicity. First, cyclicity related to
mood change was not exclusively menstrual. A fifth of women demonstrated day of
week or lunar patterns, but no menstrual patterns. An additional 25% of women
showed both menstrual and nonmenstrual forms of cycling. Over half (55%) the
women did not reveal a clear menstrual pattern. Overall, cyclicity which was solely
menstrual was unusual in this sample.
Second, premenstrual cyclicity was not necessarily more predominant than
cyclicity in other menstrual phases or other cycles. Of the women tested, 12%
showed a negative premenstrual pattern, but 23% revealed a negative menstrual
phase which was not premenstrual. Only 3 women (5%) demonstrated a negative
premenstrual pattern with no other form of cyclicity. A further 7% revealed a
negative premenstrual pattern as well as other negative cyclical patterns. Over half
(53%) the women had no PMS-like patterns, but did show other types of cyclical
patterns. Overall, 95% of the women did not experience exlusive PMS cyclicity.
Third, cyclicity was found in both women and men.

Slightly more men (70%)

than women (65%) demonstrated some form of cyclicity, but this difference was not
statistically significant. Lunar patterns did significantly differ, with 40% of men
experiencing monthly cyclicity compared to 23.3% of women. No significant sex
difference was found in menstrual cyclicity between women and men randomly
assigned to menstrual cycles.
In general, these findings showed that cyclicity was the norm for both women
and men, not the exception. At least one especially positive or negative menstrual,
day of week, or lunar pattern occurred for 66% of participants. This result
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challenges the assumption that mood stability is normative and that fluctuation is
abnormal. It further suggests that such fluctuation is not gender-specific.
In an earlier study by McFarlane et al. (1988), the results similarly
contradicted assumptions of women's greater mood variability and of a negative
premenstrual phase. Normally cycling women showed higher levels of
pleasantness than either women on oral contraception or men during the follicular
(postmenstrual) and menstrual phases. No other differences were found between
women's and men's moods over menstrual or day of week cycles. Moreover,
neither pleasantness nor arousal were more negative during the menstrual or
premenstrual phases.
Rossi (1980) found men's moods to be more strongly linked to day of week
than were women's moods. Within women, day of week interacted with the
menstrual cycle, producing mutually reinforcing effects. However, day of week had
less effect on mood during the luteal phase than in other menstrual phases. In this
study, measurement of both day of week and menstrual cycles revealed information
about the complex interaction between the presumed biological cyclicity of
menstruation and the environmental cyclicity of social week. If the menstrual cycle
had been examined exclusively in this research, variability in moods may have been
interpreted as varying solely and directly with menstrual phase. Cyclicity is not
reducible to unidirectional biological explanations, but must be understood within an
interactive model. The investigation of the menstrual cycle in the context of other
forms of socially constructed cycles and in comparison to men is a useful tool for
understanding this interaction.
Women who have had hysterectomies have been studied to provide a
biologically-based comparison group that physiologically differ from normally cycling
women. This comparison is particularly relevant to theories which attribute the

popularity of PMS to the historical link between the uterus and "hysteria" (Laws,
1985; Ussher, 1991). Evidence of premenstrual symptomatology in
hysterectomized women refutes biologically-based hypotheses which rely on the
presence of the uterus and menstruation. The use of hysterectomized women for
comparison also addresses sociocultural hypotheses which rely on the presence of
menses. One such theory of PMS is that fear of or desire for pregnancy can create
the same symptoms of premenstrual dysphoria (e.g., tension, depression, anxiety)
and alleviation upon arrival of menses as has been attributed to hormonal cyclicity.
This theory would predict that hysterectomized women and women taking oral
contraception would not experience PMS, but that heterosexually active normally
cycling women would. A second theory proposes that the premenstrual phase may
forebode a painful, disruptive, or socially stigmatized menstruation. If this factor is
most salient in premenstrual symptomatology, normally cycling women are more
likely to demonstrate PMS than are hysterectomized women.
Research suggests that there may be little or no difference in quantity,
intensity, or type of premenstrual symptomatology between hysterectomized and
normally cycling women (Metcalf, Livesey, & Hudson, 1988; Metcalf, Livesey, Wells,
& Braiden, 1989; Metcalf, Livesey, Wells, & Braiden, 1990). Hysterectomized
women have also shown high individual variability in symptoms over all phases of
the menstrual cycle (Metcalf, Livesey, Braiden, Hudson, & Bamber, 1991). The use
of Fourier series analysis revealed that luteal phase symptoms appeared two and a
half days earlier in hysterectomized women than in normally cycling women,
suggesting that the timing of symptoms may be linked to hysterectomy more than
the presence of symptoms.
Publishing defines PMS. The "file-drawer effect" describes the preference by
publishers and editors for material which is consistent with the prevailing ideology
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rather than controversial or novel pieces (Ussher, 1992a). The latter material is
more likely to be perceived as "radical" and therefore subjective (Ussher, 1992a).
Within a positivistic paradigm, the file-drawer effect often manifests in the
publication of significant findings over nonsignificant findings (Parlee, 1973;
Sommer, 1973). Some reviewers have noted that the literature may not be
representative of the prevalence of PMS because of a greater publication rate for
significant effects of the menstrual cycle than nonsignificant effects. Because the
menstrual cycle is predominantly treated by researchers as an independent
variable, this file-drawer effect may result in menstruation being overascribed a
biological impact on women's behaviour. If findings that would contradict this theory
are nonsignificant results, it is unlikely to be easily dispelled. Sommer (1973) has
cautioned that "while the demand for positive results is appropriate when the null
hypothesis is assumed, in the case of issues with social implications, often the null
hypothesis is not assumed and support may be as important as rejection" (p. 531).
In a later study, Sommer (1987) did not find support for the file-drawer effect in
menstrual cycle publishing based on self-reports by researchers.
The Role of Stereotypes in PMS
Retrospective and Prospective methods
A continuing methodological debate within PMS research is that between
proponents of retrospective and prospective techniques of assessing premenstrual
symptomatology (Condon, 1993). Little concordance has been found between the
two approaches. Many women who report premenstrual distress on retrospective
measures do not show this pattern when charted prospectively over the menstrual
cycle (Clare, 1985; Ussher, 1992b). In a study by Alagna and Hamilton (1986), over
two thirds of women reported premenstrual mood changes retrospectively, but no
correlation was found with concurrent ratings of affect by these women.

Christensen and Oei (1989) similarly found that 69% of their participants noted
dysphoric experiences premenstrually, but only 43% of these women showed any
prospective evidence of the same mood symptoms. In a study by Gallant et al.
(1992b), even many women who rated their symptoms as severe did not meet the
most liberal criteria for confirmation. McFarlane et al. (1988) directly compared
women's daily mood grid reports of pleasantness and arousal with their later
recollections of the same period of time. Both normally cycling women and women
taking oral contraception recalled higher follicular pleasantness and arousal and
lower premenstrual pleasantness than was demonstrated in their prospective data.
Overall, women in the study recollected experiencing the classic menstrual mood
pattern, but did not show concurrent evidence for this pattern. In more recent work
by these authors (McFarlane & Williams, 1994), daily data across 12 to 18 weeks
bore little correspondence to retrospective reports for the same time period on
menstrual, lunar, or day of week cycles. Substantial differences have also been
found between the MDQ-T and M D Q - A when the former has been used as a
prospective technique (Gannon, 1981). Both this result and that of McFarlane and
Williams represent a comparison of identical measures administered retrospectively
and prospectively, thereby eliminating any measurement confound.
Some reviewers have claimed that retrospective questionnaires tend to elicit
data which match cultural stereotypes of menstrual experience rather than data on
actual menstrually-related changes (Gannon, 1981; McFarlane and Williams, 1990;
Ussher, 1991; Ussher, 1992a). Halbreich and Endicott (1985b) have claimed that
women report their "worst case" experiences retrospectively. Ascher-Svanum
(1984) found a .50 correlation between negative menstrual attitudes and
retrospective reports of symptom severity for the premenstrual and menstrual
phases. In contrast, the correlation between negative menstrual attitude and
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prospective reporting was low. These results suggest that attitude toward
menstruation may be more strongly related to retrospective measures than to
prospective measures. McFarlane and Williams' (1994) use of day of week as a
comparison demonstrated that women were also influenced by stereotypes in
recalling "Monday blues" and "Saturday highs", a pattern which was not
prospectively confirmed. These findings add support to the interpretation that the
retrospective reports of the menstrual cycle may have been biased. It may be that
participants are not always able to recall accurately past events when completing
retrospective measures (Woods, Most, & Longenecker, 1985), and therefore rely on
cultural stereotypes to help guide their recall. It is not clear whether retrospective
reporting is indeed simply recounting stereotypes of symptoms or whether it is the
misattribution of actual symptoms to the menstrual cycle (Ussher, 1992a).
Measures that rely on recall may not elicit a clear demarcation between the
symptoms of the menstrual and premenstrual phases. When data were collected
retrospectively for the previous menstrual cycle, no difference in symptomatology
was found for these two phases (Woods, Most, & Dery, 1982). In interpreting these
results, the researchers suggested that women may not be able to distinguish the
phase in which symptoms occurred if they are asked to recall them. McFarlane and
Williams (1994) addressed the similarity of menstrual and premenstrual
symptomatology prospectively in their findings. The menstrual phase was the most
common nonpremenstrual negative pattern revealed among women who said they
had PMS. However, these authors considered a "mislabelling" explanation
improbable because their sample included a similar percentage of women with the
same nonpremenstrual negative patterns who said that they did not have PMS. In a
further examination of this question by Rapkin, Chang, and Reading (1988),
participants completed both diary and retrospective measures. The diary method
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was a stronger predictor of retrospective results within phase than it was of diary
results for other phases. Women did appear to distinguish symptomatology based
on phase and this distinction was reliable across methods. It does not appear that
women are simply confusing the timing of experiences in retrospective recall.
One of the foremost criticisms of the prospective approach has been the
effort it requires from the participant. Consequently, the final sample may not be
representative of the population (Jorgensen, Rossignol, & Bonnlander, 1993). Reid
(1985) has also noted that daily diaries are frequently implemented after an
interview in which an investigator may be the first sympathetic listener that the
woman has encountered for her menstrual problems. Such a dynamic may
enhance participant motivation or may produce overly vigilant monitoring of
menstrual cyclicity. The latter response could produce some of the same artifactual
phase effects as seen in retrospective approaches. Koeske (1983) has cautioned
that respondents are rarely trained how to use prospective self-measurement
techniques prior to their administration. This type of training is important to the
reliable use of the instrument, but the specific sensitization to the menstrual cycle
during such an interview session should be avoided.
A second criticism of the prospective technique is the "therapeutic effect".
Number and severity of symptoms reported tend to decrease over time. In one
study, many symptoms were rated higher during the first month than the second
month (Gallant et al., 1992a). In this study, the magnitude of symptomatology
changed rather than the pattern. McFarlane and Williams (1990) have noted that
60-70% of women describe having menstrually-related symptoms, but that this
percentage falls to 20-50% when charted across one menstrual cycle, and down to
5% when two cycles are recorded.
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Such diminishing symptom reports are frequently ascribed to an undefined
placebo effect (Gallant et al., 1992a). Some have claimed that charting increases
awareness of the nature of symptoms and their relation to menstrual cyclicity, and
that this awareness helps women to control their fluctuations (Jorgensen et al.,
1993). This "therapeutic explanation" has been refuted by evidence that
symptomatic women do not show diminishing symptom reports to any greater extent
than do asymptomatic women (Gallant et al., 1992a). Gallant et al. have
alternatively accounted for this phenomenon by suggesting that it is the novelty of
charting one's internal states that declines rather than the symptomatology being
reported. Reid's (1985) observation that the preparatory interview for daily charting
may be the first validation of women's menstrual experiences also supports a
"novelty explanation" for higher initial reporting.
Because of this inter-cycle variability in prospective reporting, some
researchers have suggested that retrospective methods may provide a more
general description of women's overall experiences (Jorgensen, Rossignol, &
Bonnlander, 1993). This point is particularly salient if menstrual change is being
charted over a single cycle, allowing for no comparison to assess its typicality and
no time period for response patterns to level out. Jorgensen et al. (1993) have
claimed that if data are collected for only one cycle, there is little difference in
validity between retrospective and prospective measures. Prospective assessment
of menstrual change should be completed over more than one cycle (Gallant et al.,
1992a).
Halbreich, Endicott, Schacht, & Nee (1982) have claimed that researchers
who have found a lack of correlation between retrospective and prospective
approaches have frequently used dichotomous symptom measures rather than
scaled items. Thus, comparability of the techniques has been contingent on
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matching absolute levels of severity. These reviewers have also critiqued these
studies for failing to evaluate premenstrual severity in comparison to
nonpremenstrual levels of the same variables. Research which has appeared
subsequent to this article has replicated a discrepancy between the two techniques
while simultaneously addressing the issues raised by Halbreich et al. McFarlane et
al. (1988) and McFarlane and Williams (1994) used a mood grid and bipolar scales
respectively. Premenstrual symptom severity was assessed at the individual level
using the entire menstrual cycle as baseline data. These results suggest that the
retrospective-prospective gap is not solely an artifact of nominal scales.
Retrospective exaggerations of menstrual distress have been found to be
phase-specific. Women tend to overestimate menstrual and premenstrual
symptomatology most consistently (Ascher-Svanum, 1984; McFarlane & Williams,
1994). In addition, when given the opportunity to indicate positive changes, women
have over-reported these changes during the mid-cycle (McFarlane & Williams,
1994). These trends are congruent with the classic menstrual stereotype.
Some evidence has been provided for symptom-specific discrepancies
between the two methods. Ascher-Svanum (1984) has demonstrated a greater gap
for affective symptoms. Her analysis revealed that recall of affect was influenced
more by menstrual attitudes. In contrast, recollection of pain and water retention
were a combined product of attitudes and of physiological cyclicity. In a separate
longitudinal analysis of 13 variables, only pain and water retention showed a linear
decrease over time (Wilcoxon et al., 1976), suggesting a greater reactivity of these
physical symptoms to the "therapeutic effect" phenomenon.
Severity of symptoms has also been found to mediate the discrepancy
between retrospective and prospective approaches. Research has demonstrated
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greater congruency at the extreme ends of severity, in which participants reveal no,
mild, or high symptomatology (Halbreich et al., 1982; Jorgensen et al., 1993).
Women's recall of their most recent date of menstruation has shown low
reliability (Halbreich & Endicott, 1985b). However, the primary issue in evaluating
retrospective reporting is not one of reliability, but of validity. If retrospective
questionnaires are measuring menstrual attitudes and stereotypes, it may not be
possible to cleanly extrapolate actual menstrually-related changes.
There is support for both the validity and reliability of prospective measures.
Hedges, Jandorf, and Stone (1985) used multiple measurements throughout the
day to demonstrate the accuracy of once-daily mood reports. Metcalf, Livesey, and
Wells (1989) found a high concordance among several prospective methods,
including trend analysis, sine wave analysis, Fourier series, and several NIMH
adaptations. The only procedure not in agreement with the others was the one
using the broadest definition of a baseline period against which premenstrual
change was measured. This latter evidence supports the caution against overly
broad phase definitions.
The DSM-IV and the NIMH guidelines include a consideration of the flaws in
retrospective reporting. Both criteria require prospective confirmation of diagnosis.
However, the DSM-IV permits diagnosis on an interim basis prior to prospective
confirmation. Although the NIMH clarifies that data should be collected over two
cycles, the requirements for "prospective" diagnosis in the DSM-IV remains vague
(McFarlane & Williams, 1990). The DSM-IV criteria require that symptoms be
present for "most cycles" over a year, but it is not clear how many cycles over the
year must be prospectively measured. It is unlikely that prospective data would be
collected over a full year (McFarlane & Williams, 1990).
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Even when prospective reporting has been implemented, many researchers
have continued to supply only negative options for rating (Rodin, 1992). Women's
reports of their menstrual experiences will still be influenced by societal stereotypes
in either the retrospective or prospective approaches to the extent that options for
reporting change are limited. Neither technique is inherently valid. The validity of
the approach is contingent on the appropriateness of the variables it measures and
the scales it employs to measure them. Prospective reporting must be combined
with bipolar scales which permit the independent calculation of positive and negative
change.
The Role of Stereotypes in Understanding "PMS"
The search for a theoretical framework that incorporates the role of culture in
understanding menstrual cyclicity has led to a shift toward cognitive models
(Ussher, 1992a). The foremost theorist in this area has been Randi Damon Koeske
(Koeske & Koeske, 1975; Koeske, 1980a; 1980b; 1983; 1986). Her "arousability
labelling hypothesis" suggests that women interpret their physiological experiences
based on situational and cultural cues (Clare, 1985). It is how the woman attributes
cause and meaning to her bodily changes which will determine whether she will
experience positive or negative emotions and how she will label them (Koeske,
1977; McFarlane & Williams, 1990).
Koeske's model is based on Schachter and Singer's (1962) theory of
emotion. This theory has proposed that a state of physiological arousal may result
in diverse emotional and behavioural responses. The specific response manifested
will result from the emotional label which the individual applies to explain or interpret
the arousal (Koeske, 1986). This explanation will be based on individual past
experience and cultural expectations (Rubinow & Schmidt, 1989). This model is an
interactive one in which the body is not the sole site of menstrual cyclicity, but the
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body itself is schematically constructed. Not only may sympathetic arousability
during the premenstruum influence emotional response, but Rubinow and Schmidt
(1989) have noted that the individual's emotional or experiential state may provide a
context to determine biological response.
Koeske's model is a schematic one, hypothesizing that women's perceptions
of their menstrual cycles are filtered through their schema of menstruation
(McFarlane et al., 1988). Information consistent with the schema is more likely to
be recognized and assimilated than information that is contradictory. Inconsistent
information is more apt to be ignored or altered to fit the existing schema
(McFarlane et al., 1988). Moreover, the non-occurrence of an event is rarely
considered (Ruble & Brooks-Gunn, 1979). As a result, stereotypes are resistant to
change and to disconfirmation (Bains & Slade, 1988).
Evidence for the arousability labelling hypothesis has been demonstrated in
several studies. Research which was begun by Koeske and Koeske two decades
ago (1975; Koeske, 1981, 1986) has formed the basis of this theory. Using person
perception tasks, these authors showed that women and men used biology to
explain premenstrual negative moods, but not positive moods. Positive moods that
occurred in the premenstruum were attributed to personality or situational factors.
Biological explanations were less likely to be used for negative moods occurring in
nonpremenstrual phases. Moreover, biological and environmental implicit theories
appeared to be somewhat inversely related. When premenstrual symptoms were
ascribed to biology, the situational factors that were simultaneously operating were
discounted. Behaviour which was demonstrated by a woman described as being
"premenstrual" was judged as more unreasonable, unjustifiable, and characteristic
of a changeable personality than was identical behaviour by a supposedly nonpremenstrual woman or man. Consistent with Koeske's schematic theory, negative
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premenstrual behaviour was noticed and understood as evidence for popular
notions of P M S , but positive premenstrual behaviour was not linked to the biology of
the menstrual cycle.
Other researchers have also provided support for Koeske's work. In one
study, women who were told that the cause of PMT was "unavoidable physical
changes" reported more symptoms (Fradkin & Firestone, 1986). More specific
evidence comes from another investigation in which level of expectation for
symptomatology was positively associated with both physiological arousal and
symptom pattern (Woods et al., 1995). Low symptomatic women had lower
expectations of symptomatology and lower levels of arousal than did women who
showed cyclical P M S or Premenstrual Magnification (PMM) patterns in daily data .
Jarvis and McCabe (1991) revealed an association between greater physical
discomfort and a more aroused mood state. This discomfort was specifically related
to negative moods, but not to positive ones.
Bains and Slade (1988) replicated Koeske and Koeske's experiments on a
nonstudent sample representing a wider age range. They found that participants
attributed negative emotions occurring premenstrually to health factors. The same
emotions were ascribed to work or personality if they occurred intermenstrually.
Positive emotions were not perceived as a result of biology, but were thought to be
caused by background factors, events of the day, and personality (Bains & Slade,
1988). These results support Koeske's previous findings.
Klebanov and Jemmott (1992) have recently replicated a classic experiment
by Ruble (1977) on the role of expectation in symptom reporting. Women were told
that a new hormonal assay, HST (Hormonal Status Test), had been developed
which could detect endocrinological hormones in the saliva. Half of the women
were informed that they measured as premenstrual and half as intermenstrual. All
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participants completed a retrospective questionnaire prior to testing in the later
replication. In Experiment 1 and in Ruble's study, all participants were in their
premenstrual phase, as confirmed by the later arrival of menses. In the second
experimental procedure, half of the women were premenstrual and half were
intermenstrual. A meta-analysis was conducted across the results of the two
methods. Ruble's findings that women who believed that they were premenstrual
reported higher symptomatology on the MDQ were supported. The MDQ was
administered under laboratory conditions. The effects of perceived cycle phase
were greater for pain symptoms. This latter result supports the notion that the
experiences of the body itself may be constructed through beliefs. The
retrospective reports were related to greater symptom reporting on the MDQ if the
lab session was conducted during the woman's actual premenstrual phase.
However, the effects of both the perceived and actual menstrual phase were small
to medium in magnitude. Klebanov and Jemmott concluded that expectations can
affect women's symptom reports, but they are not able to fully account for them.
They caution that women's self-reports cannot simply be discredited.
One explanation that has been offered for the findings of these studies is that
negative behaviour may be viewed as uncharacteristic of women and therefore
requires explanation (Koeske, 1986). Koeske and Koeske (1975) have found that
internal personality attributions are used to explain moods deemed inappropriate to
context and situational variables are used to account for perceived appropriate
moods. In the case of the menstrual cycle, unexpected negative behaviour is more
likely to be biologically ascribed. Positive behaviour is viewed as consistent with
femininity and tends to be linked to personality and situational causes. McFarlane
and Williams (1990) have suggested that women's anger may be considered
unacceptable and therefore labelled PMS when it occurs near the expected time of
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menstruation. Findings that men who feel "sick" report feeling angry and unloving
to a higher degree than do women suggest that response to symptomatology may
be gendered. However, the definition of femininity is not universal. PMS has been
a label primarily applied to white Euro-American middle class women (Laws, 1985),
for whom overt expression of anger is most apt to be deemed out-of-role.
Premenstrual distress has been used as a mechanism to restrict middle class
women to the private sphere, but has not received the same application to working
class and poor women whose labours are desired in a class-structured economy.
Some researchers have measured women's attitudes toward menstruation
directly. Klebanov and Jemmott (1992) found an association between higher
premenstrual distress and participants' perceptions of menstruation as debilitating
and predictable. However, women who were led to believe that they were
premenstrual at the time of testing did not differ in their attitudes from women who
were told that they were intermenstrual. This finding appears to relate actual
menstrual cyclicity to attitudes rather than simply the attribution of menstrual
cyclicity. An analysis by Woods, Dery, and Most (1982b) added anticipation of
menses as a further variable. Women who viewed menstruation as debilitating and
also were able to anticipate their next flow demonstrated higher scores on all PMS
scales. Woods et al. hypothesized that women with more severe symptoms are
most apt to experience their cycle as debilitating and most likely to keep track of
when their menses will begin arriving. It may also be that those women who ascribe
menstruation a debilitating nature and who are most aware of when their menses
will begin to arrive will be most primed to report premenstrual symptomatology.
Attitudes toward menstruation have been shown to be affected by intensity
and regularity of flow. Heavier flows have been related to women's beliefs that
menstruation affects fatigue, mood, sports, and school performance (Brooks-Gunn,
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1985). Women with heavier flows saw menstruation as more bothersome,
debilitating, and less predictable, and were less likely to deny effects of
menstruation. In the same study, women with irregular cycles rated menstruation
as more bothersome, debilitating, and were more likely to deny effects of
menstruation. Brooks-Gunn proposed two explanatory models for these results.
According to the "salience model", individuals are unable to ignore cues that are
made salient. Salient information is perceived as more important, especially in the
explanation of negative events. Irregular menstruation may be seen by the woman
as both negative and distinctive, so they may be overascribe it causal status. The
"timing of events model" presumes that events that violate a predictable or expected
sequence are believed to exert a greater effect on individuals than those events that
appear typical. A s a result, the women may perceive their irregular cycles as having
greater personal and interpersonal impact than their normative cycles.
Women's knowledge of the menstrual purpose of research has also been
found to influence their symptom reporting. When women were informed by
AuBuchon and Calhoun (1985) that their study was to examine menstrually-related
mood and physical symptom fluctuations, they reported significantly more
physiologic and somatic complaints premenstrually than intermenstrually. In
contrast, however, the daily ratings of women who met provisional DSM-III-R
diagnosis and believed they had severe symptoms were not affected by revealing
the menstrual interest of the study (Gallant et al., 1992a). The differences in these
results may be accounted for by the woman's conviction as to the severity of her
symptoms as well as the screening process used by Gallant et al.
Related evidence for the effects of demand characteristics derives from
research on the placebo effect in PMS treatment administrations. Support for this
effect has been fairly consistent. Ussher (1991) has estimated the placebo rate at
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20-80% and McFarlane and Williams (1990) have cited a figure of 19-88% with an
average of 60%. Placebo effects have been as high as 94% in clinical trials
(Ussher, 1992a). Overall, no treatment has been demonstrated to be more effective
than placebo in double-blind placebo controlled cross-over studies (McFarlane &
Williams, 1990).
Some theorists have proposed a model of illness behaviour to explain the
over-reporting of symptomatology and high responses to placebo. Illness behaviour
includes socialized responses to the definition of, recognition of, and responses to a
symptom (Woods, 1985). A woman's conception of what constitutes and what is the
most appropriate response to illness may influence the way that she experiences
symptoms in her menstrual cycle. Klebanov and Jemmott (1992) report that people
who are labelled as having an illness are more likely to report a greater number of
symptoms than those who have not been labelled. If both popular ideology and
some researchers communicate to women that PMS is widespread, then the effect
of self-labelling with "premenstrual illness" may not just be an individual experience,
but a gendered experience. Women as a group may have higher average
expectations of menstrually-related symptoms than they actually exhibit in
prospective data, especially when they are naive to the clinician's or researcher's
interest in the menstrual cycle. An illness behaviour explanation should not,
however, be confused with a theory of somatization. Veeninga and Kraaimaat
(1995) have refuted an application of the latter explanation to reports of PMS. In
their study, PMS patients did report more physical and psychological symptoms
than did controls in both the premenstrual and intermenstrual periods. Patients
were more likely to attribute these to the menstrual cycle premenstrually than
intermenstrually. The patients did not restrict their attributions to medical causes,
but also relied on nonmedical explanations. The use of somatic and nonsomatic
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explanations did not differ between patients and controls. A simple somatization
hypothesis would predict that patients would both overestimate symptoms and
overascribe them to medical origins.
Women's premenstrual symptom reports are not a passive process. They
interpret their bodily changes and choose to reject or accept the information that
they receive. They construct causes for their symptoms (Veeninga & Kraaimaat,
1995) and report them differently depending on their personal experiences of
menstrual intensity, regularity, attitudes toward menstruation, and perceived
symptom severity. Elliott (1992) showed that active problem-solving appraisal
strategies were significantly related to higher pain reports. Women proactively
interact with their bodies.
Treatment-seeking for PMS
Treatment-seeking has been shown to be a poor predictor of premenstrual
distress. The discrepancy rate between treatment-seeking and prospective
confirmation of PMS ranges between 10 and 40% (Ekholm & Backstrom, 1994). In
one study, a third of the women who presented at a clinic for PMS showed
prospective evidence (Stout & Steege, 1985). Such discrepancies caution against
the definitional equation of treatment-seeking with PMS. Researchers must be
careful not to select "women with PMS" or control groups based on the woman's
presentation to a clinic (e.g., Schnurr, 1988), symptom-reporting during a
gynecological checkup (e.g., Kuczmierczyk et al:, 1992), or attendance at PMS
support groups and information sessions (e.g., Coughlin, 1990).
Women who seek help for menstrual concerns may not be representative of
the population. Women who have chosen to participate in treatment have been
found to score significantly higher on negative affect than those who have chosen
not to be treated (Rivera-Tovar, Pilkouis, & Frank, 1992). Siegel (1987) has noted
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that women who are concerned that they may have PMS are most likely to present
for treatment of emotional symptoms, such as anxiety, depression, irritability, mood
swings, and feeling out of control (Siegel, 1987). In contrast, she characterizes the
most common premenstrual symptoms experienced as swelling, weight gain,
headaches, sleep disturbance, clumsiness, fatigue, and inability to concentrate
(Siegel, 1987). Christensen & Oei (1995) supported such a distinction, but their
results were not identical. They found no difference between treatment-seekers and
non-seekers in demographics or in number of symptoms, but the two groups varied
in the nature of symptoms. Treatment-seekers were more symptomatic on
depression, anxiety, frequency of negative automatic thoughts, but not on mood,
behaviour, or physical changes. If treatment-seeking is not separated from PMS
diagnosis, differences between women who seek help and those who do not may be
mistakenly ascribed to the effects of PMS. Within the treatment-seeking group,
Christensen and Oei (1995) found no difference between women confirmed with
PMS and women not confirmed on number of symptoms, the Beck Depression
Inventory, or the State-Trait Anxiety Inventory. In this case PMS and nonPMS
groups did not differ, but treatment-seeking and non-seeking groups did. If PMS
had been operationally defined as treatment-seeking, the researchers might have
suggested misleading correlates by which to differentiate PMS and nonPMS
women.
Self-diagnoses of PMS by women are prevalent, but they do not always
match symptom reports by the same women. Warner et al. (1991) found that 95%
(146 women) of their participants believed that they suffered from P M S . Even
though the remaining 5% (8 women) said that they did not have P M S , most of these
women retrospectively indicated PMS symptomatology. This latter phenomenon
was consistent with results obtained by McFarlane and Williams (1994), in which
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only 76% of the women who said they had PMS indicated such a pattern
retrospectively and 43% who said that they did not have PMS provided retrospective
data matching a PMS pattern. Nor does women's own use of the label "PMS" seem
to reflect their actual cyclical patterns. McFarlane and Williams (1994) asked
women directly if they believed that they had PMS. There was no correlation
between their self-designations and their prospective data.
Neither retrospective nor prospective approaches appear to predict women's
own self-designations or treatment-seeking behaviour. These findings suggest that
women may be using the label "PMS" for different reasons or based on different
criteria than are professionals. Few studies have directly addressed the differences
between women who say that they have PMS and women who say that they do not.
This issue is especially pertinent to Koeske's arousability labelling hypothesis.
Without direct information on women's understanding of the label "PMS", it is difficult
to project exactly what schema of menstruation women may be using to filter their
experiences.
The Discrepancy Between Women's and Researchers' Understanding of PMS
Gallant et al. (1992b) have noted that women who have been diagnosed with
LLPDD or PDD are not particularly representative of women who describe
themselves as having severe premenstrual symptoms. McFarlane and Williams
(1994) found that only half the women in each of their conservatively classified
PMS, liberally classified PMS, and nonPMS groups reported having PMS. The
remainder said that they did not. It is clear that women's and researcher's criteria for
applying the label PMS differs. Unfortunately, there has been little research
comparing the lives or characteristics of women who differ in their reports of
premenstrual symptomatology (Klebanov & Jemmott, 1992; Parlee, 1973).
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Women's descriptions regarding their menstrual experiences have frequently
been constrained by the predefined categories and symptoms that best represent
the researcher's assumptions of menstruation. Several reviewers have called for
more direct investigation of how the women who use the term P M S define it
(Cumming, Urion, Cumming, & Fox, 1994; Koeske, 1980b; Rodin, 1992). In
addition, others have called for an analysis of how women interact with and
integrate menstrual changes into their daily lives (Sommer, 1981; Woods, 1985).
To clarify communication between women and researchers about P M S , we must
begin to explore how this self-labelling is meaningful to the individual (Gallant et
al., 1992b). Veeninga and Kraaimaat (1995) have noted that, to date, we know little
about women's explanatory models for their own cyclical symptoms. These authors
conducted a literature search of the Medline PsycScan and found no studies which
had explicitly examined the relationship within PMS participants between their
prospective recording of symptoms and their causal attributions for these same
symptoms. This lack of information about women's implicit self-theorizing has been
critiqued by Koeske (1980b). She has emphasized the failure of research to include
women's personal and social interpretations and assumptions about the menstrual
cycle as equally substantive theoretical variables. Such a neglect puts the emphasis
on what the professional deems "problematic" rather than on what the woman finds
most troublesome. Indeed, McFarlane and Williams (1990; 1994) have suggested
that a woman should be directly asked whether a symptom is disruptive or a
problem for her in any consideration of diagnosis. Such an approach reinforces the
notion that not every menstrually-related change, including those that are negative,
are necessarily symptoms of an underlying disorder. Magos and Studd (1984) have
proposed a distinction between "distressing PMS" and "non-distressing PMS" which
inherently and overtly describes the interaction between women's and clinicians'

303
criteria in its application. Even these labels tend to prioritize the clinician's decision
regarding the presence of PMS over that of the woman. In this way, they do not
escape the separation of "real PMS" from the way in which the woman experiences
premenstrual syptomatology in her own life. Although McDaniel (1988) has rightfully
characterized PMS diagnosis as a social contract between the physician and
patient, this relation is not necessarily an equitable one. If the clinician is unaware
of the patient's explanations of PMS, she may prescribe a treatment strategy which
is not consistent with the woman's view of her own symptoms (Veeninga &
Kraaimaat, 1995), rendering the treatment both ineffective and non-consensual.
Research by Woods (1985) showed that negative affect was the symptom
with the greatest impact on menstrual attitudes. Moreover, participants found it
more disruptive than pain symptoms. McFarlane and Williams (1994), however,
found there was no significant difference between the proportion of women who
believed they had PMS and those who did not in terms of other cyclical patterns for
mood, based on prospectively obtained daily data. These two groups also did not
differ when asked if their moods fluctuated in relation to the menstrual cycle. The
latter result reflected the high percentage (92%) of women who answered
affirmatively to this question. More women who said they had PMS did claim that
their menstrual mood fluctuations were frequent and severe. More women saying
they had PMS also felt that the menstrual changes they experienced were a
problem for them. It is this group of women, who claim to experience severe and
troublesome symptoms and say that they have PMS, but who do not meet
prospective criteria, that Gallant et al. (1992b) urge researchers to study more
thoroughly to advance our understanding of "PMS" beyond quantitative "degree of
change" measurements. Futterman et al. (1992) have encouraged a focus on
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women who report no difficulty with PMS, but who produce diagnosable symptom
reports.
Women's use of mood in determining menstrual health is clearly complex.
They may also be basing their definitions of PMS on more than mood. An
examination of the cyclical fluctuations of other non-mood variables in relation to
women's self-classifications would provide information about other symptoms that
women might be using to identify PMS. It may be that women who reported having
PMS but were not confirmed by McFarlane and Williams (1994) had negative
premenstrual patterns that were primarily somatic, interpersonal, or cognitive, rather
than affective. Information on this question would inform the definitional emphasis
on dysphoria within the DSM-IV. It would clarify the role of the non-dysphoric
variables which are included in the PDD criteria and address how accurately the
PDD-PMS distinction reflects women's conceptions of PMS.
There is an important caveat to any feminist critique which presents PMS as
a social construct. It is vital that constructionist analyses not theorize out the very
subject being theorized about. Women who have complained of PMS or other
medical difficulties have frequently been met with suspicion, based on an underlying
assumption that their symptoms or perceptions of symptoms have been related to
emotional instability (Siegel, 1987). Birke and Best (1982) warn that feminist writing
repeats this error when it pressures women to think positively about their menstrual
cycles and implies that women see their cycles as entirely negative. An attributional
error in the use of the label "PMS", particularly within the context of western
menstrual stereotypes, should not be equated with hypochondriasis, either within
the individual or as a gender-specific phenomenon. Koeske (1980b) has argued
against the characterization of women's beliefs about their bodies as simple
reflections of a sexist, androcentric society. She instead views these beliefs as a
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neglected subculture of insights and information about menstrual cyclicity. To
assume that women are passive to the processes of socialization in understanding
PMS is as reductionist as to assume that they are the unwitting victims of raging
hormones. McFarlane and Williams (1990; 1993; 1994) clearly claim that women
who say that they have PMS are indicating that something is a problem for them. A
neglected role of the PMS researcher is to investigate the nature of that problem.
The Role of Stress in Understanding PMS
The failure of unidirectional biological hypotheses to explain or predict
perimenstrual symptomatology has led researchers to examine social context as a
moderating variable in menstrual cyclicity (Woods, Dery, & Most, 1982a). Sommer
(1982) has discussed the tendency of physicians to recognize the contribution of
psychological factors only subsequent to the systematic exclusion of hormonal and
other physical factors. The discovery of a hormonal abnormality may result in the
immediate dismissal of psychological variables as contributory. The biomedical
model has tended to theorize about the effects of the menstrual cycle on behaviour,
but has rarely focused on how behavioural or environmental events affect
menstruation (Parlee, 1973). Psychological stress has been found to delay
menstruation (Parlee, 1973), to suppress ovulation (Abplanalp, Haskett, & Rose,
1980), and to affect both the typicalness and length of cycles (Koeske, 1981).
Catastrophes and traumas, such as war and nutritional deprivation, have been
related to suppressed ovulation and cessation of menses (Sommer, 1978).
Sommer (1978) has noted that cessation of menses has been especially associated
with strong emotional trauma which is chronic. Koeske (1986) has similarly attested
to the effects of concurrent life stress on the precipitation or delay of menses.
Social context may affect hormonal levels (Birke & Best, 1982). This interaction
makes menstrual research methodology complex. Since stress affects the
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menstrual cycle, definitions of cycle phase that are based on absolute notions of
menstrual onset, specific somatic changes, and hormonal measurement may be
overly simplistic (Koeske, 1986).
Women have themselves both attributed perimenstrual symptomatology to
stress and characterized menstrual symptoms as producers of stress (Woods,
Lentz, Mitchell, & Kogan, 1994). Research has supported this interaction by
implicating life events (e.g., death of a spouse, job loss) and chronic social stresses
(e.g., financial hardship) in the etiology of premenstrual symptoms (Clare, 1985;
Kerstner, 1986; Koeske, 1980a; Mitchell et al., 1994; Woods et al., 1994; Woods et
al., 1995). In a prospective study by Wilcoxon et al. (1976), stressful events
accounted for significantly more of the variance in negative mood than did
menstrual cycle phase. But conclusions from this study were based on the
assumption that the menstrual cycle is an independent variable for mood. Koeske
(1981) re-analyzed the Wilcoxon et al. (1976) data and demonstrated that normally
cycling women were more likely to be in the premenstrual phase at times during the
study that coincided with midterm and final exam stress. This cyclical synchrony
was not true of oral contraceptive women or men. Koeske concluded that stress
may have affected menstrual cycle length for these women and that an analysis
which assumed the menstrual cycle as a solely independent variable might have
been misleading.
Wilcoxon et al. did not find the relationship between stress and either pain or
water retention symptoms that they did for mood. Wood (1985) similarly found that
a stressful environment primarily worsened negative affect, but had little effect on
pain and only a slight effect on water retention. In contrast, other research has
found a relationship between women's negative life change or life stress and their
affective, cognitive, behavioural, and physical symptomatology (Stephenson,
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Denney, & Aberger, 1983; Ussher, 1992a; Woods, Dery, & Most, 1982a). Woods,
Dery, and Most demonstrated that the effect of stressful events decreased overall
when health-related events, such as personal injury or illness, were controlled. In
particular, residual life event scores had an effect only on negative affect, water
retention, and performance impairment. Thus, general health reporting and
reporting of premenstrual health may be confounded in many studies in which
menstrual symptomatology is being measured both retrospectively and without
knowledge of the overall health of the participant. Carrie (1981) has also argued
that reproductive events can themselves be stressful and that an increase in stress
will be reflected in both general bodily symptoms and in reproductive symptoms.
Reid (1985) has suggested that how each woman interprets the severity of
her symptoms is likely related to the demands and stresses of her environment.
Osmun et al. (1983) found no relationship between severe PMT symptoms and
psychosocial environment in their investigation of this question. In contrast, others
have found a direct relationship between severity and negative life changes (Clare,
1985), arguments with significant others, frequent illnesses, and problems with
children (Futterman et al., 1992). Stressful life context has been shown to
distinguish successfully between women who demonstrate low symptoms,
premenstrual magnification of symptoms (PMM), and PMS (Mitchell et al., 1994;
Woods et al., 1995). PMM and PMS women report both more negative life event
stresses and more recent stress than do LS women.
There is some evidence that daily stressors are more influential than are major
life events in PMS reporting. Woods et al. (1985) directly tested this comparison
over two months of daily event charting. They found that women's retrospective
reports were more affected by accumulated daily stressors than by stressful
episodes on all symptom clusters except water retention. Ussher (1992b) also
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provided support for daily life stress as an important variable in menstrual mood
variation. DeLongis et al. (1986) did not find variation in daily stressors over the
menstrual cycle. However, they did find a larger effect of menstrual phase on mood
symptoms when stress was controlled. They suggested that stress may have
masked the effect of the menstrual cycle on these women's moods.
Role has also been implicated as a daily stressor that influences menstrual
experiences. Several researchers have noted that women who are employed
outside the home are more likely to report or exhibit PMS symptoms (Coughlin,
1986; Coughlin, 1990; Schnurr, 1988). One retrospective, cross-sectional study
found a higher incidence of headache in women doing domestic work in their own
homes, and more restlessness and aggressiveness in professional-status women,
suggesting a more context-specific symptomatology (Huerta-Franco & Malacare,
1993). Prospectively-confirmed PMS has also been associated with a lack of
autonomy and innovation in the job environment combined with higher work
pressure and less personal control (Kuczmierczyk et al., 1992). Access to such
personal resources as education and financial safety have been shown to mediate
the impact of stressful life events (Mitchell et al., 1994). Others reported that
prediction of PMS (Schnurr, 1988) and treatment-seeking (Paddison et al., 1990)
were not related to formal education, marital status, or religion. Inconsistent results
have also been presented in relation to age. While PMS has been characterized as
more likely among young women (Schnurr, 1988), symptom severity has also been
positively correlated to age (Mitchell et al., 1994).
Brown and Lewis (1993) have attempted to re-focus the discussion from
stressful life context to "perceived stress" as a variable. Perceived stress is the
individual's subjective sense of an event as stressful. Some authors have argued
that the evaluation of daily perceived stress is a more direct and broader prediction
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of life stress than is measuring major life events (Kanner, Coyne, Schaefer, &
Lazarus, 1981).
The research does provide some support for the link between perceived
stress and reports of PMS. Kuczmierczyuk et al. (1992) reported that women
showing PMS patterns tended to perceive their family and work environments as
more stressful than did women with no PMS. Brown and Lewis (1993) found that
women reporting more severe symptomatology also perceived more daily hassles
and fewer daily uplifts during the premenstrual than postmenstrual phase. In work
by Rubinow and Schmidt (1989), the occurrence of the same events was rated by
women prospectively showing PMS as becoming both more frequent and more
unpleasant as they moved from the follicular to late luteal phase, when compared to
a nonPMS control group. In a later study by these authors (Schmidt et al., 1990),
similar results were again found. Women showing PMS patterns were not
endorsing more distressing events in their lives, but rather were rating the same
events as more frequent and troubling. Because these findings were phasespecific, they cannot be attributed to a generalized over-reporting of symptoms.
Further support for these findings has come from research by Fontana and
Palfai (1994). Women were diagnosed for premenstrual distress (PMD) patterns
over two months of prospective data. Daily problems and coping strategies were
recorded over the same period. Results showed that PMD women more often used
catharsis and social support premenstrually than postmenstrually, but there were no
phase differences for the control group. This difference became more pronounced
for the PMD women when they perceived stress as being uncontrollable and
undesirable. It did not exist for daily stressors that were viewed as controllable or
desirable. Fontana and Palfai concluded that perception of stress was statedependent rather than a reflection of actual environmental stressors per se. They

310
hypothesized that appraisal and coping styles interact over the menstrual cycle for
negative stressors. Such an interpretation is consistent with Koeske's schematic
framework.
Koeske (1986) has proposed that the arousability labelling hypothesis
necessarily leads to an examination of stress in explaining P M S . Stress may affect
level of arousability, increase the salience of negative emotional labels, or increase
exposure to negative events. The relationship between actual PMS cyclicity and
stress may be of less concern to this theory than the relationship between women's
use of the label P M S and their actual or perceived stresses. Unfortunately, direct
research on the differences in life stress between women who say they have PMS
and those who say that they do not is lacking. Conclusions in this area can only be
inferred from research on women's self-reports of premenstrual symptomatology
under the induced stress of the Stroop Colour Word Interference Task (Ussher,
1992b). Self-diagnosed PMS women reported a higher arousal level during the task
than did nonPMS women. But, as previously discussed, symptomatology reports
and self-diagnosis are not always consistent. The relationship between individual
women's self-attributions of PMS and their own personal life stress reports has not
yet been directly tested.

The Role of Relationships in P M S

Futterman et al. (1992) found the primary stressors related to women's selfreports of PMS in their sample to be interpersonal relationships. Marital satisfaction
has been increasingly examined in relation to the menstrual cycle, as both a source
of stress and as a dependent variable.
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Women who live in partnerships with men have been shown to exhibit more
problems with PMS than those who are not heterosexually partnered (McDaniel,
1988; Reid, 1985). In contrast, Schnurr (1988) found that marital status was not
predictive of PMS prospectively charted over 2 months. These results have been
primarily derived from studies in which participants were aware of the menstrual
interest of the researcher. Since conjoint monitoring of symptoms has been
associated with a decrease in symptomatology over time (Frank, Dixon, & Grosz,
1993) and participant awareness of menstrual purpose has been shown to influence
PMS reports (AuBuchon and Calhoun, 1985), it is unclear how these findings should
be interpreted. Investigation of romantic partnerships and prospective menstrual
cyclicity in women who are naive to the purpose of the study is required.
Research on more specific components within heterosexual relationships has
demonstrated a link between PMS and lower intimacy (J. P. Siegel, 1986), higher
marital distress (Siegel, 1987; Stout & Steege, 1985), lower marital satisfaction
(Coughlin, 1990; Winter etal., 1991), lower sexual relationship satisfaction (Winter
et al., 1991), and luteal phase drops in marital adjustment scores (Ryser &
Feinauer, 1992).
One study has prospectively examined whether women's menstrual
cyclicities affect their husbands' moods (DeLongis et al., 1986). When the effects of
stress were controlled, virtually no effect remained. The effect of wives'
menstruation on husbands' moods that did exist was accounted for by greater
reactions by the husbands to stress during their wives' premenstrual phase. Marital
tension and the content of arguments did not differ by cycle phase. This research
suggests that husbands' perceptions or expectations of the premenstrual phase had
a greater impact on their moods than did any actual marital change.
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The focus on PMS and romantic relationships has primarily been
correlational (Coughlin, 1990; Rattray, 1986; J . P. Siegel, 1986) or has assumed
the menstrual cycle as an independent variable (Hamilton, 1986;

Ryser &

Feinauer, 1992; Winter et al., 1991). Fewer studies have investigated how the
romantic or family environment may affect experiences and perceptions of
menstrual cyclicity (e.g., Cohen, 1986).
Family systems theorists have proposed a bidirectional model. Within this
framework, the family is a highly interactive and adaptive unit which can be altered
as a whole by changes occurring in any of its members (Frank et al. 1993; Ornitz &
Brown, 1993; Ryser & Feinauer, 1992). J . P. Siegel (1986) has suggested that
correlational designs may in fact be more suitable to an interactive systems analysis
than are more linear models of causation. The purity of the bidirectional approach is
lost, however, in studies which posit the origin of family change solely on the effects
of the woman's PMS as a disruptive influence (e.g., Ornitz & Brown, 1993; Ryser &
Feinauer, 1992). Such an application is still ultimately reducible to a unidirectional
causal pathway which is merely exacerbated by family interaction, and presumes
the inherent validity of PMS as a construct.
Some have hypothesized that "PMS" is a label which women can use to
express anger, dissatisfaction, and gender-violating behaviours in a socially
acceptable fashion (e.g., Laws, 1985; J . P. Siegel, 1986). J . P. Siegel (1986) has
theorized that emotional outbursts may represent anger and tension which have
accumulated throughout the menstrual cycle, but which may be blamed on PMS as
a physiological disorder if expressed premenstrually. The woman is consequently
excused for her anger as "out-of-character". If such a role violation explanation is
accurate, one would expect women's self-designations of PMS to be related to the
context of their lives and their expressions of emotions. For example, women might
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be more apt to say that they have PMS under conditions of higher life stress and an
unsafe or unavailable environment in which to express their frustrations.
There does appear to be some indirect support for the role violation
hypothesis. Stout and Steege (1985) found that 40% of treatment-seekers in their
sample exhibited high tendencies to repress or control angry feelings. Moreover,
they observed that the content of premenstrual conflict was frequently valid marital
issues that were not effectively addressed during other phases. Kuczmierczyk et al.
(1992) discovered that direct emotional expression was discouraged by family
members of treatment-seekers with prospectively confirmed PMS. Women
classified into high-premenstrual-symptom groups based on a retrospective selfreport measure characterized their family coping strategies as avoidant of self
disclosure, detached socially, and religious or spiritual (Ornitz & Brown, 1993).
However, in the first two studies, treatment-seeking and PMS diagnosis were
unfortunately confounded. Furthermore, participants were not naive to the
menstrual purpose of the investigation. Thus, despite evidence of a relationship to
the freedom to express emotion, it is unclear whether this relationship was with
women's self-perceptions of premenstrual distress or with their actual premenstrual
symptomatology. Because of the use of a retrospective measure and participant
awareness of the purpose, the third study is not able to clarify this issue.
There has been no research which has directly examined the relationship
between women's interpersonal environments and their use of the label PMS.
Studies have focused on how relationship variables relate to diagnosis based on
researcher criteria, but none has explored how they are linked to women's own
criteria. Without this information, the role violation hypothesis cannot be clearly
evaluated.
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Winter et al. (1991) have observed that the power dynamics within a
relationship may operate interactively with premenstrual symptomatology. However,
this observation is an anecdotal one which has not been empirically validated. To
more fully address a role violation explanation, research must expand beyond the
study of relationship satisfaction to include an assessment of power dynamics.
In particular, abuse within relationships has remained a neglected topic within
PMS research. This variable may be especially informative as a measure of safety
in assessing the role violation hypothesis. Two studies have shown a relationship
between retrospective reports of PMS and sexual abuse history (Friedman, 1982;
Miccio-Fonseca, Jones, & Futterman, 1990) and a third study has demonstrated a
correlation between sexual trauma and prospectively confirmed PMS (Paddison et
al., 1990). Unfortunately, a lack of participant naivete to the menstrual interest of
these investigations may have inflated symptom reports, making result interpretation
difficult.
Miccio-Fonseca et al. did find evidence that sexually traumatized women both
indicated experiencing greater life stress and tended to keep their sexual abuses
secret, presenting for therapy based on other difficulties. "PMS" may be one such
form of presentation used to seek treatment. History of psychiatric hospitalization in
general has been found to be higher among women seeking treatment for PMS
(Miccio-Fonseca et al., 1990; Paddison et al., 1990).
Sexual abuse history has been linked to low self-esteem, depression, marital
difficulties, higher family psychiatric histories, and problems in forming successful
intimate relationships (Miccio-Fonseca et al., 1990). Both current and past patterns
of abuse in a woman's life may therefore operate as a chronic and daily stressor.
Research has not investigated how emotional and physical forms of abuse relate to
PMS. Moreover, there has been no research explicitly addressing how women's
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experiences with abuse relate to each of their prospective PMS patterns and their
direct self-ascriptions of PMS. If the role violation hypothesis is a valid one, women
reporting current and past abusive relationships would be more likely to say that
they have P M S regardless of naive prospective confirmation.
PMS and Depression
The most commonly reported adult symptom of childhood sexual abuse is
depression (Paddison et al., 1990). During the past decade, research has
increasingly focused on the similarities of symptom patterns between nonendogenous depression and PMS (Halbreich et al., 1983; Rosen et al., 1988;
Siegel, 1987). In particular, symptomatology ascribed to PMS resembles that of
atypical depression (hypersomnia, increased appetite, rapid mood changes)
(Endicott, 1993; Halbreich & Endicott, 1985c), anxious-agitated depression
(anxious, jittery, restless), and hostile depression (irritability, anger, impatience)
(Halbreich & Endicott, 1985c). However, Rubinow and Schmidt (1989) have pointed
out that an association between PMS and depression cannot be assumed based on
similarity of symptoms.
Research has provided evidence of an association between premenstrual
dysphoria and major depressive disorder (Christensen & Oei, 1989; Endicott et al.,
1986), the Beck Depression Inventory (Kuczmierczyk et al., 1992; Siegel et al.,
1986), rapid-cycling bipolar affective disorder (Price & DiMarzio, 1986), and a
history of treated or postnatal depression (Warner et al., 1991). Fewer studies have
reported no relationship (Christensen & Oei, 1995; Schnurr, 1988).
Because of symptom similarity and possible co-morbidity, screening
participants for depression has become a commonly recommended research
practice, to ensure that diagnosis represents "pure" PMS (Cumming et al., 1991;
Siegel, 1987). Data collected across all phases of the menstrual cycle have been
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used to separate cyclically-related PMS from non-PMS dysphoria occurring
throughout the cycle (Chisholm et al., 1990; Christensen, Board, & Oei, 1992).
Some researchers have presented PMS as a phasic exacerbation of already
existing mood, behavioural, and physical symptoms (e.g., Clare, 1985; Jorgensen et
al., 1993). Evidence that tricyclates and other medications useful in treating
depression are generally ineffective in reducing premenstrual symptomatology has
led to the conclusion that PMS is not a mere quantitative exacerbation of depression
(Siegel, 1987; Yonkers & White, 1992). Yonkers and White (1992) have proposed
that PMS diagnosis be distinguished by either the development of new symptoms
premenstrually or by a specific phasic change in pre-existing symptoms. Some
have instead suggested that the most critical variable for separating PMS from
affective disorders is not symptom type, but rather timing and duration (Bancroft,
1993; Stout, Steege, Blazer, & George, 1986). Indeed, Warner et al. (1991) found
that history of depression was most related to duration of premenstrual depression,
but not to its quality or severity. Women with previous depression were more apt to
report premenstrual dysphoria which spanned the premenstrual, menstrual, and
beginning few days of the postmenstrual phase.
One possible explanation for co-morbidity which has been offered is a higher
general tendency to report symptoms by women reporting PMS. Carrie (1981)
found that general health complaints accounted for the highest amount of variance
in menstrual symptom intensity within her sample. Gannon (1981) presented the
moderate intercorrelation of M D Q scales from different phases as further evidence
of this trend. Woods (1985) similarly found that women who scored high on one
symptom scale in her study tended to score high on others. More frequent and
severe reports of illness and of gynecological problems have also been associated
with reports of more severe PMS (Futterman et al., 1992). However, direct
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measurement of somatization has shown no relation between somatization scores
and PMS, either prospectively (Schnurr, 1988) or retrospectively (Stout & Steege,
1985) . A correlation of .44 was found between hypochondriasis and the MDQ-T
form in one study, but participants were not naive to the menstrual purpose which
may have elevated symptom reporting on the MDQ-T. Moreover, the MDQ-T does
not provide information for phase comparisons.
Some researchers have suggested that women who are depressed
premenstrually perceive and interpret their symptoms as more acute, disabling, and
problematic (Siegel et al., 1986). An alternative explanation has been offered by
Elliott (1992), who found an association between premenstrual pain scores and
tendencies to approach and define problems. This researcher proposed that higher
symptom reports may not merely reflect premenstrual exacerbation, but may also
represent women's attempts to proactively name and cope with pain or distress.
Information about women's use of the label PMS in relation to depressive
symptoms and to cyclical symptoms is needed to clarify Elliott's proposal. It is not
clear whether women themselves are distinguishing between cyclical and
noncyclical depression. Paddison et al. (1990) found depressive symptoms in
nearly two thirds of women seeking treatment for PMS. These authors have warned
of the danger of misdiagnosis when no distinction is made between PMS and other
affective disorders. Indeed, there is evidence that PMS treatment-seekers may be a
high-risk group for suicidal ideation and suicide attempts (Stout et al., 1986). They
have also been found more likely to exhibit dythymia, phobia, obsessioncompulsion, alcohol dependency, and non-alcohol drug dependency (Stout et al.
1986) . A direct examination of women's self-labelling with PMS, definitions of PMS,
prospective cyclicity, and depression scores is needed to clarify what women mean
by "PMS" when they ask for help. Moreover, by screening potentially depressed
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women from PMS studies, the researcher is less able to examine how PMS and
PMS labelling relate to higher levels of life and chronic stress and to abuse histories.
Multidimensionality and Variability in PMS
During the last decade, PMS has been increasingly theorized as a
multidimensional construct (Woods et al., 1994). The lack of agreement on a core
set of symptoms has led some researchers to redefine PMS as a composition of
"syndromes", rather than a unitary syndrome (Abplanalp, 1983; Bancroft &
Backstrom, 1985; Cumming etal., 1991; Halbreich et al., 1983; McMillan & Pihl,
1987; Reid, 1985; Rivera-Tovar et al., 1992; Ussher, 1991; Van der Ploeg & Lodder,
1993). The notion of premenstrual "syndromes" to describe subtypes of symptom
combinations was first proposed by Moos (1969) over 25 years ago. In a factor
analysis of the MDQ, Moos revealed eight symptom factors: pain, concentration,
behavioural change, autonomic reactions, water retention, negative affect, arousal,
and control. Such a psychometric approach has been predominant in addressing
the multidimensionality of PMS (Halbreich & Endicott, 1985b).
The use of factor analysis has not yet provided a more consistent
representation of PMS. Both orthogonal (Morse & Dennerstein, 1988; Woods, Most,
& Dery, 1982) and oblique (Cumming et al., 1991; Endicott et al., 1986) rotations
have been used, depending on whether researchers presumed the independent or
intercorrelated nature of factors respectively. Studies have variously produced 2factor (Condon, 1993), 3-factor (Cumming et al., 1991), 4-factor (Morse &
Dennerstein, 1988; Rivera-Tovar et al., 1992), and 5-factor (Endicott et al., 1986;
Futterman et al., 1992; Miccio-Fonseca et al.,.-1990; Rosen, Moghadam, & Endicott,
1988) solutions. Moos' original eight factors were not successfully replicated in a
later factor analysis of the MDQ (Woods, Most, & Dery, 1982). Moreover, loadings
were not stable across cycle phases in this study, with some symptoms associated
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with different dimensions in the premenstrual and menstrual phases. Factor
analysis is an extremely rigorous technique and requires a large sample.
Consequently, most studies employing this procedure have relied upon singlemeasurement, retrospective measures of PMS (Endicott et al., 1986). While the
large sample size may ensure psychometric validity, retrospective measurement
raises the question of whether the factors are dimensions of PMS or of PMS
stereotypes.
Some researchers have used cluster analysis to distinguish patient groups
based on patterns of symptomatology (Endicott et al. 1986; Rivera-Tovar et al.,
1992). Multivariate profile analysis has also been used, but has not produced
evidence of subtypes of PMS (Jorgensen et al., 1993). The primary advantage of
both of these techniques is the ability to represent the variability of symptom
presentation among women. However, a weakness of cluster analysis is its reliance
on a well-developed and integrated theoretical framework.

As noted by Aldenderfer

and Blashfield (1984), a cluster analysis without a stringent theoretical basis risks
interpretation which is highly influenced by the needs and biases of the researcher.
Variations in the use of cluster analysis can lead to very different solutions and
interpretations.

Similarly, different samples can lead to different clusters with the

use of the same technique. Menstrual cycle research has yet to achieve a sufficient
unified definition of PMS to justify the a priori use of a cluster analysis.
Typological categories have also been conceptually developed. The
Premenstrual Assessment Form (Halbreich & Endicott, 1982) provides 18
subcategories of physical, behavioural, and psychological change. The authors of
this measure have proposed that "premenstrual changes" be used as an overall
terminology to describe the various premenstrual syndromes. In an earlier attempt
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to theoretically derive subtypes of PMS, Abraham (1980) developed only four
categories.
Research using a singular concept of PMS has been criticized for combining
diverse behavioural, physical, and psychological symptoms without clear
specification of what is being measured (Christensen & Oei, 1995; Halbreich &
Endicott, 1985b). All symptoms are weighted equally without regard to the
experiences of the woman or symptomatic origin (Abplanalp, 1983). Number of
symptoms endorsed is often equated to severity rather than severity of individual
symptoms or types of symptoms being directly measured (Busch et al., 1988). It
may be that groupings of similar symptom types interact differently with the context
of women's lives and that these specific effects are obscured by a dichotomous
reporting of PMS or nonPMS status (Halbreich et al., 1983).
High interindividual and intraindividual variability has been shown in
menstrual cycle changes. Symptoms, phase length, and intensity of flow have been
found to vary from cycle to cycle and from woman to woman (Abplanalp, 1983;
Ekholm & Backstrom, 1992; Rodin, 1992; Van der Ploeg & Lodder, 1993). Women
have also demonstrated a great deal of variability in defining PMS (Birke & Best,
1982).
Parlee (1978) has cautioned that using statistically averaged data at the
group level may obscure this variability and result in a loss of information. It is the
attempt to better represent this variability that has resulted in multidimensional
theorizing. However, with such high individual variability, group-based factor
analysis is unlikely to produce dimensions that are generalizable and replicable
across samples or across individuals within a single sample. In a factor analysis of
the MDQ, Woods, Most, and Dery (1982) found that group analyses produced
mean values on the MDQ ranging from "barely noticeable" to "moderate". An
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examination of individual ratings, however, showed that many symptoms were rated
severe and disabling as well as not experienced at all.

Average scores obscured

the individual variability of reports. McFarlane and Williams (1994) similarly found
that use of parametric techniques, such as analysis of variance, masked the
extensive individual patterns of cyclicity that were revealed in idiographic analyses.
Indeed, Koeske (1981) has argued that menstrual cycle researchers are often
forced to rely on data collection and analytic techniques that are not designed to
represent complex and dynamic systems of variables. She notes that analysis of
variance relies on a clear demarcation between independent and dependent
variables, the representation of one variable with limited values, and averaged
group data. These requirements may not be appropriate for an interactive model.
She has suggested instead that sufficient baseline data be collected to allow
variable changes to be compared to the person's own norm and expressed as a
deviation. Schnurr (1988) followed this proposal in the use of effect size to measure
premenstrual change within the context of the woman's own variability. However,
Schnurr based this calculation on the premenstrual-postmenstrual difference score
recommended by NIMH, rather than data from the entire menstrual cycle. Hence,
the woman's variability was assessed against a single cycle phase assumed
normative, rather than against her variability across phases.
McFarlane and Williams (1994) used each individual woman's own mean and
standard deviation for each of seven mood variables to calculate uncharacteristic
change in their study. Prediction analyses were used to determine whether
nonaverage experiences occurred statistically more often for particular menstrual
phases, lunar phases, or days of week for each variable. Clusters were created
using those variables that were found statistically significant for each woman and
the final clusters were examined for cyclical patterns. This technique permitted
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individual variability in the composition of symptom clusters and in the definition of
"uncharacteristic change". McFarlane and Williams' research focused specifically
on cyclicity in mood variables. They found no relation between women's
prospective menstrual patterns and their reports of having PMS. But perhaps those
women used different symptoms to define their cyclical experiences. A further,
idiographically-based analysis is needed that includes non-mood variables, such as
interpersonal, somatic, and cognitive functioning, to see whether cyclicity in these
factors better reflects women's self-labelling. Women who say that they have PMS
also need to be directly asked how they are defining it and this definition needs to
be compared to their cyclical patterns. Finally, the context of stressors in these
women's lives needs to be measured and related to the type of symptom patterns
they present and their personal assessments of whether they have PMS.

Appendix B
A Partial Chronological Tabular Review of PMS Articles
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Authors

L a b e l Used

Journal

Year

1> Ivey &
Bardwick

Psychosom.
Medicine

1968

2> Wilcoxon,
Schrader,
& Sherif

Psychosom.
Medicine

1976

3> R o s s i

Dan, Graham,
& Beecher

1980

4> Abramowitz,
Baker, &
Fleischer

Am. Jour.
Psychiatry

1982

Premenstruum

5> Woods, Dery,
& Most

Psychosom.
Medicine

1982

Perimenstrual
Symptoms

6> H a l b r e i c h ,
Endicott,
& Nee

Archives
of General
Psychiatry

1983

Premenstrual
Dysphoric
Changes

7> Osmun,
Steiner,
& Haskett

Interntl.
J n l . of
Women's St

1983

Premenstrual
Tension
Syndrome

PMS

P u b l i c a t i o n of NIMH G u i d e l i n e s f o r d i a g n o s i s

8> AscherSvanum

Convention
of A.P.A.

1984

9> Mira, V i z z a r d ,
& Abraham

J n l . of
Psychosom.
Obstet.
and Gynec.

1985

PMS and
Premenstrual
Symptom
Sufferers

10> Stout &
Steege

J n l . of
Psychosom.
Research

1985

PMS

11> Woods

Nursing
Research

1985

Perimenstrual
Symptoms
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement

1>

2-3 days

ovulation
(basal temp.)

interview &
questionnaire
d u r i n g ovul.and
pm., 2 c y c l e s

2>

4 days

intermens.
( a l l nonpm.)

MDQ-Form T
35 days

3>

Days 25-28

mens (1-4) ;
f o l l i c . (5-11);
o v u l . (12-16) ;
l u t e a l (17-24)

4 0 days,
d a i l y record

4>

4 days pm
and 4 days
menstrual

2 0 nonparamenstruum

retrospective
menstrual data,
psychiatric
admission data

5>

week

most recent
flow, and
remainder
of c y c l e

MDQ, most
recent c y c l e ,
retrospective

" s e v e r i t y of
change from
usual condition

PAF, l a s t 3
cycles,
retrospective

postmenstrual

daily ratings
f o r 4-6 mos.,
interviews,
MDQ

6>
7>

premenstrual

P u b l i c a t i o n of NIMH G u i d e l i n e s

for

diagnosis

8>

3 days

mens ( f i r s t
3 days);
intermens
( l a s t 14 dys)

MDQ,

2 cycles

9>

14 days

follicular
(LH & plasma
progesterone)

i n t e r s u b j ect
phase
comparisons

10>

luteal
(3-7 days)

follicular
(bef. flow and
ovulation)

serum prog.
telephone
screening

11>

week

mens flow;
nonpm c y c l e

MDQ, most
recent c y c l e ,
retrospective

L a b e l Used

Journal

Year

12> AuBuchon
& Calhoun

Psychosom.
Medicine

1985

13> Woods,
Most, &
Longenecker

Nursing
Research

1985

Perimenstrual
Symptoms (PS)

14> Rubinow,
Roy-Byrne,
Hoban, Grover,
Stambler, &
Post

J o u r n a l of
Affective

1986

Premenstrual
Syndromes

15> P r i c e &
DiMarzio

J o u r n a l of
Clinical
Psychiatry

1986

PMS

16> Stout, Steege,
B l a z e r & George

J o u r n a l of
Nervous and
Mental
Disease

1986

PMS

17> S i e g e l , Meyers
& Dineen

Psychother.
Psychosom.

1986

Premenstrual
Tension
Syndrome (PMS ]

18>

A c t a P s y c h i a t . 1986
Scand.

PMT o r PMS

Midwestern
Psychological
Association
Convention,
Chicago

PMT and PMS

Authors

Hallman

19> DeLongis,
Tal, Kessler,
& Haskett

May
1986
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement

12>

Days 24-28

mens (Dl-4)
interna. (D7-22)

Mood & Somatic
adj. c h e c k l i s t ;
Physical
symptom
inventory

13>

week

most recent
flow; remaining
cycle

MDQ-retrosp.,
D a i l y Health
Diary

14>

week

week f o l l o w i n g
menses

Daily Visual
Analogue Scale,
twice d a i l y
3 mos. a f t e r
screening,
3 0% change

15>

Abraham
Menstrual
Symptomatology
Questionnaire,
retrospective

16>

pre-evaluated
by Duke
Premenstrual
Syndrome C l i n i c
- treatment
seekers

17>

MDQ-T d u r i n g
premenst. phase
of next mens.
cycle

18>

self-report,
retrospective,
somatic and
mental symptoms
on v i s u a l s c a l e

19>

premenstrual

week of mens.
and midcycle
( a l l 3 phases
compared)

DSM-III-R
criteria,
daily diary
f o r 63 days,
u s i n g items
from DRF
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Label Used

Journal

Year

20> S i e g e l

Family
Systems
Medicine

1986

21> van d e r Ploeg

Personality
1987
and I n d i v i d u a l

PMS

22> M a l i k i a n

Dissertation
Abstracts

1987

Premenstrual
Changes

23> M c M i l l a n &
Pihl

J o u r n a l of
Abnormal
Psychology

1987

PMS
(subsyndrome of
Premenstrual
Depression,
PMD)

Authors

PMTS and
PMS

P u b l i c a t i o n of DSM-III-R LLPDD c r i t e r i a
24> Dennerstein,
Morse, &
Varnavides

J n l . of
Psychosom.
Obstet. &
Gynaecology

1988

PMT

25> Sherry,
Notnan,
Nadelson,
Kanter & S a l t

J o u r n a l of
Clinical
Psychiatry

1988

PMS

26> Busch, Costa,
Whitehead, &
Heller

Women and
Health

1988

Perimenstrual
Symptoms

27>

American
J n l . of
Psychiatry

1988

PMS

Schnurr
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement
MDQ-T,
modified,
retrospective

20>

21>

unclear

unclear

PMS
Questionnaire,
p a r t l y based on
MDQ, Days 12,
18, 22, 26

22>

5 days

postmens.
(5 days a f t e r
cessation)

DRF and PAF,
one c y c l e

23>

5 days

postmens.
(5 dys. a f t e r
cessation)

25>

during periods
and j u s t b e f o r e
you have your
periods

no b a s e l i n e

s u b s e c t i o n of
C o r n e l l Medical
Index H e a l t h
Questionnaire
retrospective
self-rating

26>

week

menses (flow)
intermens
(remaining c y c l e )

MDQ-A

27>

6 days

postmens (no
l o n g e r than 6
dys a f t e r mens.
up t o o v u l a t i o n )

b a s a l body
temperature;
2 cycles,
daily ratings,
e f f e c t s i z e of
pre-post change

24>

d a i l y diary,
one c y c l e
3 0% change,
no other
s i g . peaks
P u b l i c a t i o n of DSM-III-R LLPDD c r i t e r i a
10 days
symptoms f o r
symptoms
last 6 cycles,
alleviated
MDQ d i f f c score
at/during
more 30 p o i n t s
menses;
t o t a l score a t
symptom f r e e
f o l l i c . & pm
phase > o r =
ph., 1 c y c l e ;
1 wk. ;
r a t e d 10 sympt.
follicular
& u r i n e , 1 eye.
ph=dy. 5-8
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Journal

Year

L a b e l Used

28> M e t c a l f ,
Livesey,Hudson
& Wells

J n l . of
Psychosom.
Obstet. &
Gynaecology

1988

PMS=disorder
PMT=somatic
&/or psych,
symptoms

29> McFarlane,
Martin, &
Williams

Psychology
of Women
Quarterly

1988

PMS

3 0> Anderson,
Severino, Hurt
& Williams

J n l . of
Clinical
Psychiatry

1988

PMS

31> Mohan & J o g i

J n l . of
Personality
& Clinical
Studies

1989

PMT

32> C h r i s t e n s e n
Sc O e i

J n l . of
Psychosom.
Research

1989

Premenstrual
Dysphoria

33> Hamilton,
Gallant, &
Lloyd

J n l . of
Nervous
& Mental
Disease

1989

34> Schechter,
Bachmann,
Vaitukaitis,
Phillips, &
Saperstein

Psychosomatic
Medicine

1989

Authors

Perimenstrual
Symptoms
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement

28>

5 days

days 5-14

v i s u a l analogue
scale,- r e t r o
past 6 mos. ;
S t e i n e r et a l .
self-report;
2-4 c y c l e s
d a i l y mood and
p h y s i c a l symp.;
u r i n e samples

29>

days 25-28

4 phases:
mens(dys 1-5]
follic(6-12)
ovul(13-17)
luteal(18-24]

mood g r i d f o r
70 days; a l l
phases compared

30>

6 days

days 5-10

PAF, DRF f o r 3
months; nimh
c r i t e r i a using
l i b e r a l and
conservative
criteria
MDQ
retrospective

31>
32>

5 days

33>

Study a:
day 25-mens

Study b:
4 days

34>

Screening:
late luteal
(4 days)

postmens.
(5 dys. a f t e r )

DRF f o r 33 dys.
& PAF; 3 0%
pre-post change

7 phases:
Dys 0-4,
5-8,9-12,
13-16,17-20,
21-24,25-mens

p e r c e i v e d mens.
c y c l e phase
self-report,
7 phases used

postmens
(4 dys a f t e r
cessation)

DRF, 2 mos.,
blood, u r i n e ,
b a s a l body
temperature

days 5-8

Daily Life
Experiences
Questionnaire
3 0% change i n
1/8 moods

Study:late l u t e a l
(dy. a f t e r
a l l phases
progesterone peaked
u n t i l dy. b e f o r e flow)

b l o o d samples,
DLEQ f o r 3 mos.
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Journal

Year

L a b e l Used

35> Ainscough

J n l . of
Psychosomatic
Research

1990

PMT f o r
emotional
symptoms o n l y ;
PMS f o r whole
symptomatology

36> Graze, Nee,
& Endicott

A c t a P s y c h i a t . 1990
Scand.

PM Dysphoric
Changes

37> Chisholm,
Jung, Cumming,
Fox, & Cumming

A c t a P s y c h i a t . 1990
Scand.

PMS

38> C h a t u r v e d i &
Chandra

Stress
Medicine

1990

PMS

39> Paddison,
Psychosom.
Gise, L e b o v i t s ,
Strain, Cirasole,
& Levine

1990

PMS

40> M i c c i o - F o n s e c a , J n l . of Sex
Jones, &
Education &
Futterman
Therapy

1990

PMS

41>

American
J n l . of
Psychiatry

1990

MenstrualRelated
Mood
Disorders

42> Chandraiah,
Levenson, &
Collins

Intnl. J n l .
of P s y c h i a t .
i n Medicine

1991

PMS

43> Warner,
Bancroft,
Dixson, &
Hampson

J n l . of
Affective
Disorders

1991

PMS
Perimenstrual
Depression

Authors

Schmidt,
Grover, Hoban,
& Rubinow
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement

35>

3 defns used:
7 dys, 14 dys,
5 dys

menstrual
intermenstrual

m o d i f i e d MDQ
daily for 8
wks. (1-2 c y c l )

36>

5 days

5 postmens.

38>

5 days p r i o r
to 2 dys. a f t e r
onset of menses

39>

6 days

days

PAF & DRF,
5-6 weeks37>
PAF, l a s t 3
months,
retrospective
p o s i t i v e pm
and n e g a t i v e
assessment
forms, u s i n g
numerical &
v i s u a l analogue
retrospective

days 5-10

40>

PAF, DRF 2 mo.,
late luteal
serum prog.,
TSH b l o o d t e s t s
nimh c r i t e r i a
Premenstrual
Experience
Assessment-PEA
self-report,
retrospective

41>

week

week a f t e r
menses

daily visual
analogue s c a l e ,
2-3 c y c l e s

42:

week

days 6-10

d a i l y l o g of
symptoms, 1 or
more c y c l e s ,
3 0% change,
S t e i n e r et a l .
self-rating
scale

43:

week

menstruation
& postmens.
week

Menstrual
Health
Questionnaire,
retrospective,
prem.,mens.,
postmens f o r
most r e c e n t
cycle
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Journal

Year

44> Schmidt,
Nieman, Grover,
Muller,
Merriam, &
Rubinow

New England
J n l . of
Medicine

1991

PMS

45> M e t c a l f ,
L i v e s e y , Wells,
Braiden, Hudson
& Bamber

J n l . of
Psychosomatic
Research

1991

PMS=disorder,
PMT=somatic or
psychological
symptoms

46> J a r v i s &
McCabe

J n l . of
Psychosomatic
Research

1991

47> Yonkers &
White

J n l . of
Clin.
Psychiatry

1992

48> D i n n i n g
& Guptill

Psychological
Reports

1992

49> C h r i s t e n s e n ,
Board, & Oei

J n l . of
Affective
Disorders

1992

Premenstrual
Dysphoria
(PMD)

50> Futterman,
Jones,
Miccio-Fonseca,
& Quigley

Perceptual
and Motor

1992

PMS

51>

J n l . of
Applied
Social
Psychology

1992

Authors

Elliott

L a b e l Used

PMS or LLPDD
(interchanged)
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44>

D e f i n i t i o n of
Premenstrual

Baseline

Measurement

7 days

7 days a f t e r
cessation

daily ratings,
3 mos. v i s u a l
analogue,
3-item, 30%
change i n 2/3
cycles,- met
LLPDD c r i t e r i a
retrospectively
m o d i f i e d MDQ,
retrospective

45>
46>

4 days

mens=flow
l u t e a l = 9 dys
p r i o r t o mens
ovul.=13-16
dys p r i o r t o
mens
postmens=more
than 16 dys
p r i o r t o mens

MDQ m o d i f i e d ,
between-subj ect
phase
differences

47>

5 days

5 postmenstrual
days

DSM-III-R
retrospective
criteria for
LLPDD; DRF f o r
2 cycles
3 worst days
prem. v s . 3
worst days
postmenstrual
PAF

48>
49>

7 days

7 days a f t e r
c e s s a t i o n mens

Premenstrual
Experience
Assessment,
self-report,
retrospective

50>

51>

DRF, 1 c y c l e ;
l u t e a l and
follicular
v e r s i o n s of
PAF

4 days

intermenstrual
(remaining cycle)

MDQ-C,
retrospective
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Journal

Year

Label Used

52> L i n d n e r
& Kirkby

Psychological
Reports

1992

premenstrual
symptomatology

53> Kuczmieczyk,
Labrum, &
Johnson

J n l . of
Psychosomatic
Research

1992

54> Ryser &
Feinauer

American
J n l . of
Family
Therapy

1992

55> Condon

British
J n l . of
Psychiatry

1993

56> Huerta-Franco
& Malacara

J n l . of
Reproductive
Medicine

1993

57> Jorgensen,
Rossignol, &
Bonnlander

J n l . of
Psychosomatic
Research

1993

PMS

58> Frank, Dixon,
& Grosz

J n l . of
Counselling
Psychology

1993

PMS

59> O r n i t z &
Brown

J n l . of
Obstetric,
Gynecological
& Neonatal
Nursing

1993

Premenstrual
Symptomatology
or PMS

60> Steege &
Blumenthal

J n l . of
Psychosomatic
Research

1993

PMS and LLPDD

Authors

PMS

PMS

PMS
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D e f i n i t i o n of
Premenstrual

Baseline

52>
53>

Measurement
m o d i f i e d MDQ,
retrospective

week

54>

week a f t e r mens

3 mos., 3 0%
change i n
2/3 c y c l e s ,
self-rating

10th day,
SCL-90-R

PAF screening,
retrospective,
l a s t 3 cycles,
SCL-90-R

55>

5 days

follicular

S t e i n e r et a l .
self-report,
retrospective,
questionnaire

56>

late luteal
(dys. 21-30)

4 phases compared
mens(1-4)
follicular(5-13)
e a r l y lut.(14-20)
l a t e luteal(21-30)

v i s u a l analogue
retrospective
between-subj ect
phase d e s i g n

57>

retrospective
self-report
questionnaire

58>

LLPDD c r i t e r i a ,
3 months
prospective,
b a s a l body
temperature

59>

60>

premenstruum
(1-7 days
p r i o r t o mens)

postmenstruum
(week a f t e r
menstruation)

Premenstrual
Symptom
Inventory
(Brown &
Zimmer, 1984)
PAF m o d i f i e d
at Time 1 & 2,
pretestposttest design
3 mos. i n t e r v a l
retrospective,
some LLPDD
items
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Journal

Year

J n l . of
Psychosomatic
Research

1994

62 > Matthews &
Ryan

Ergonomics

1994

PMS

63> B a n c r o f t ,
Rennie, &
Warner

Psychosomatic
Medicine

1994

PMS

64> Fontana &
Palfai

J n l . of
Psychosomatic
Research

1994

Premenstrual
Dysphoria

65> A g a r o f f &
Boyle

J n l . of
Psychosomatic
Research

1994

PMS=physical
& psychological
PMT=mood

66> McFarlane &
Williams

Psychology
of Women
Quarterly

1994

PMS

67> Woods, Lentz
Mitchell, &
Kogan

Research i n
Nursing and
Health

1994

PMS, PMM, LS
Perimenstrual
Symptom
Patterns

Authors
61>

Cockerill,
Wormington,
& Nevill

Label Used

P u b l i c a t i o n of DSM-IV PDD c r i t e r i a

68> N i c h o l s

Feminism &
Psychology

1995

PMS
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement

61>

days 24-26

ovulatory &
menstrual

MDQ at mens
(dys. 2-4),
o v u l . & prem.
for 1 cycle

62>

days 24-28

intermenstrual
(dys. 10-14)

7-item symptom
l i s t , during
prem. & interm.
phases, 1 c y c l e

63>

week

menstrual and
postmenstrual
week

Menstrual
Health
Questionnaire,
retrospective,
most recent
cycle

64>

7 days

postmenstrual
(7 days)

DRF, 2 c y c l e s ,
3 0% change

65>

premenstrual

menstrual &
intermenstrual

MDQ
and
Differential
Emotions S c a l e
(Boyle, 1989);
on 3 o c c a s s i o n s

66>

premenstrual
(7 days)

4 phases:
mens=flow
mid=5 days
postmens &
postmid=
divided
remainder

d a i l y chart,
12 0 days,
prediction
analyses

67>

premenses
(dys -5 to

postmenses
(days 6-10)

Menstrual
Symptom
Severity L i s t
f o r 3 mens.
cycles

-1]

P u b l i c a t i o n of DSM-IV PDD

68>

criteria

Premenstrual
Change
Checklist,
retrospective,
semi-structured
interview

340

Authors

Label Used

Journal

Year

69> C h r i s t e n s e n
& Oei

J n l . of
Affective
Disorders

1995

Premenstrual
Dysphoria

70> Parry, Cover,
Mastofi,LeVeau,
Sependa,
Resnick, &
Gillan

American
J n l . of
Psychiatry

1995

Premenstrual
Dysphoric
Disorder

7l> Woods,
Mitchell,
& Lentz

Research
i n Nursing
and H e a l t h

1995

PMS, PMM, LS
Perimenstrual
Symptom
Patterns
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D e f i n i t i o n of
Premenstrual

Baseline

Measurement
DRF, 30% p r e post change
2 cycles,
nimh &
dsm-iii-r,
PAF-follicular
version &
PAF-luteal

69>

70>

late luteal
(week)

week a f t e r
cessation

structured
menstrual
assessment
questionnaire,
blood, u r i n e ,
thyroid,
v i s u a l analogue
twice d a i l y ,
2-3 mos.,
DSM-III-R LLPDD
& DSM-IV PDD

7l>

premenses
(dys. -5 t o -1)

postmenses
(dys. 6-10)

Menstrual
Symptom
Severity
List, 2
cycles

Appendix C
DSM-III-R Criteria for Late Luteal Phase Dysphoric Disorder
and DSM-IV Criteria for Premenstrual Dysphoric Disorder
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Diagnostic criteria for Late Luteal Phase Dysphoric Disorder
A. In most menstrual cycles during the past year, symptoms in B occurred
during the last week of the luteal phase and remitted within a few days
after onset of the follicular phase. In menstruating female, these phases
correspond to the week before, and a few days after, the onset of menses.
(In nonmenstruating females who have had a hysterectomy, the timing of
luteal and follicular phases may require measurement of circulating
reproductive hormones.)
B. At least five of the following symptoms have been present for most of the
time during each symptomatic late luteal phase, at least one of the
symptoms being either (1), (2), (3), or (4):
(1) marked affective lability, e.g., feeling suddenly sad, tearful, irritable, or
angry
(2) persistent and marked anger or irritability
(3) marked anxiety, tension, feelings of being "keyed up" or "on edge"
(4) markedly depressed mood, feelings of hopelessness, or
self-deprecating thoughts
(5) decreased interest in usual activities, e.g., work, friends, hobbies
(6) easy fatiguability or marked lack of energy
(7) subjective sense of difficulty in concentrating
(8) marked change in appetite, overeating, or specific food cravings
(9) hypersomnia or insomnia
(10) other physical symptoms, such as breast tenderness or swelling,
headaches, joint or muscle pain, a sensation of "bloating", weight
gain
C. The disturbance seriously interferes with work or with usual social activities
or relationships with others.
D. The disturbance is not merely an exacerbation of the symptoms of another
disorder, such as Major Depression, Panic Disorder, Dysthymia, or a
Personality Disorder (although it may be superimposed on any of these
disorders).
E. Criteria A, B, C, and D are confirmed by prospective daily self-ratings during
at least two symptomatic cycles. (The diagnosis may be made provisionally
prior to this confirmation.)
Note: For coding purposes, record: 300.90 Unspecified Mental Disorder (Late
Luteal Phase Dysphoric Disorder).
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Research criteria for premenstrual dysphoric disorder
A. In most menstrual cycles during the past year, five (or more) of the
following symptoms were present for most of the time during the last
week of the luteal phase, began to remit within a few days after the
onset of the follicular phase, and were absent in the week postmenses,
with at least one of the symptoms being either (1), (2), (3), or (4):
(1) markedly depressed mood, feelings of hopelessness, or
self-deprecating thoughts
(2) marked anxiety, tension, feelings of being "keyed up" or "on edge"
(3) marked affective lability, e.g., feeling suddenly sad or tearful or
increased sensitivity to rejection)
(4) persistent and marked anger or irritability or increased interpersonal
conflicts
(5) decreased interest in usual activities (e.g., work, school, friends,
hobbies)
(6) subjective sense of difficulty in concentrating
(7) lethargy, easy fatiguability or marked lack of energy
(8) marked change in appetite, overeating, or specific food cravings
(9) hypersomnia or insomnia
(10) a subjective sense of being overwhelmed or out of control
(11) other physical symptoms, such as breast tenderness or swelling,
headaches, joint or muscle pain, a sensation of "bloating", weight
gain
B. The disturbance markedly interferes with work or school or with usual social
activities and relationships with others (e.g., avoidance of social activities,
decreased productivity and efficiency at work or school).
C. The disturbance is not merely an exacerbation of the symptoms of another
disorder, such as Major Depression, Panic Disorder, Dysthymia, or a
Personality Disorder (although it may be superimposed on any of these
disorders).
D. Criteria A, B, and C must be confirmed by prospective daily self-ratings
during at least two consecutive symptomatic cycles. (The diagnosis may be
made provisionally prior to this confirmation.)
Note: In menstruating females, the luteal phase corresponds to the period
between ovulation and the onset of menses, and the follicular phase begins
with menses. In nonmenstruating females (e.g., those who have had a
hysterectomy), the timing of luteal and follicular phases may require
measurement of circulating reproductive hormones.)
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Initial Interview Package
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Consent Form

I u n d e r s t a n d t h a t I w i l l be p a r t i c i p a t i n g 1n a f o u r month s t u d y d u r i n g which
t i m e I w i l l be a s k e d to come t o t h e o f f i c e f o r an I n i t i a l 1-hour I n t e r v i e w ,
c o m p l e t e a one paged d a l l y c h a r t each day f o r 120 d a y s , and r e t u r n t o t h e
o f f i c e f o r a two hour f i n a l s e s s i o n t o f i l l o u t q u e s t i o n n a i r e s .
I a l s o u n d e r s t a n d t h a t I may withdraw from t h e s t u d y a t any time w i t h o u t
f u t u r e p r e j u d i c e . In a d d i t i o n , any v e r b a l o r w r i t t e n I n f o r m a t i o n I p r o v i d e
w i l l be k e p t c o n f i d e n t i a l , e x c e p t 1f I d i s c l o s e about harm t o m y s e l f o r
o t h e r s , t h r o u g h t h e a s s i g n m e n t o f an i d e n t i f i c a t i o n number.
F i n a l l y , I u n d e r s t a n d t h a t I have t h e r i g h t t o be c o m p l e t e l y d e b r i e f e d about
t h e p u r p o s e and h y p o t h e s e s o f t h i s s t u d y . I have been i n f o r m e d t h a t I w i l l
r e c e i v e an i n t e r i m d e b r i e f i n g i m m e d i a t e l y f o l l o w i n g t h e end o f my
p a r t i c i p a t i o n i n t h i s s t u d y and a c o m p l e t e d e b r i e f i n g s t a t e m e n t w i l l be m a i l e d
t o me a t t h e end o f t h e r e s e a r c h program.

signature

date
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Initial

Interview

(Note: Interviewer asks participants each question and records answer)
Today's date:

;
no

yr

feaale:

day

Group ID I

«ale:

Blrthdate

age
yr/MO/day

Marital status:

years Married:

;

Occupation (specific):
Education (highest level
obta 1 ned):
l_
grade or degree
yr
department
Are you living with
parents and/or siblings
ronantlc friend
friend
alone
Ethnicity/Culture
1)

What Is your racial background?
white

Other

.

Native Canadian/American
Asian
East Indian
Black
Other (specify)

2)

What Is your citizenship?
Canadian
other

Specify

faculty
spouse and/or children
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3)

What is your family's national or cultural heritage?
List one or a blend of cultures which you strongly Identify with.
1)
2)
3)
4)

4)

not applicable
:
.

What is your religious affiliation or spiritual identification?
not applicable

Exercise
1)

How often do you get at least 10 minutes of sustain aerobic exercise
(e.g. fitness classes, swimming, running, cycling, etc.)?
daily
4-6 times per week on average
1-3 times per week on average
1-3 times per -month on average
fewer than once a month on average

2)

Various amounts of exercise are defined as follows and typical examples
of each are given.
none
slight
moderate
strenuous

= sitting at a desk all day, physically inactive
= a 30 minute walk
= 1 hour of a walk, easy cycle, or 10-30 minutes of aerobic
exercise
= 1 hour or more of fitness class, running, hard or fast
cycling, skiing, etc.

In the following questions rate the amount of exercise by choosing the
category which best describes your a,moupt of exercise.
How much exercise do you get on the average weekday?

3)

none

a slight "work out"

a moderate "work out"

a strenuous "work out"

How much exercise do you get on the average weekend day?
none

a slight "work out"

a moderate "work out"

a strenuous "work out"
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Sleep
1)

How many hours of sleep do you get on the average weekday night?

2)

How many hours of sleep do you get on the average weekend night?

3)

How would you describe the quality of sleep on the average weekday night?
very poor

4)

poor

adequate

_good

very good

How would you describe the quality of sleep on the average weekend night?
very poor

poor

adequate

good

very good

Health
Would say that, in general, you are a healthy person throughout the year:
yes
no
If no, please explain why
Are you or have you been seriously depressed
Do you or have you had any psychiatric illnesses

yes

no
yes

no

Diet
1)

Describe the quantity of food consumed on average:
usually don't eat enough according to your standards
usually eat the right amount according to your standards
usually eat too much according to your standards

2)

After looking at the Canada Food Guide, how many food groups do you
choose from for your average dai1v food intake? (interviewer gives
participant the guide)
chooses from:

3)

one

two

three

four food groups

Overall, according to your standards would you say your nutrition is:
poor
all right
good
excel lent

Menstrual

cycle
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regular
irregular
reason f o r i r r e g u l a r period
I d o n ' t know why my p e r i o d i s i r r e g u l a r
my p e r i o d c o u l d be i r r e g u l a r because I do n o t e a t enough food
my p e r i o d c o u l d be i r r e g u l a r because I e x e r c i s e a g r e a t d e a l
and have l e s s f a t on my body
u s u a l c y c l e l e n g t h i n days
minimum c y c l e l e n g t h i n days
maximum c y c l e l e n g t h i n days
L e n g t h o f menstrual

bleeding

u s u a l l e n g t h i n days
minimum l e n g t h i n days
maximum l e n g t h i n days
Menstrual

,

discomfort

frequency:
none
occasional
frequent
degree:
slight
moderate
severe
medication?
Do you c o n s i d e r t h i s e x p e r i e n c e o f d i s c o m f o r t t o be a s i g n i f i c a n t p r o b l e m
f o r you?
yes
no
M e n s t r u a l mood changes
frequency:
none
occasional
frequent
degree:
slight
moderate
severe
medication?
Do you c o n s i d e r t h i s e x p e r i e n c e o f mood changes t o be a s i g n i f i c a n t
problem f o r you?
yes
no
Date o f f i r s t day o f l a s t menstrual

flow

yr / mo / day
Have you had a hysterectomy

or ovariectomy

o r any r e l a t e d s u r g e r y ?

yes

Pregnancy
Are you pregnant now?

yes

Do you have plans t o g e t pregnant

no
i n t h e near f u t u r e ?

yes

no

number o f p r e g n a n c i e s whether o r n o t c a r r i e d t o term.
date o f l a s t d e l i v e r y , m i s c a r r i a g e , or a b o r t i o n
y r / mo / day
Are you l a c t a t i n g now?
yes
no
Has your p e r i o d o c c u r r e d s i n c e your l a s t pregnancy?

yes

no

no
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Children
Number of l i v i n g c h i l d r e n
ages of the c h l l d ( r e d )
Skin
Mould say your s k i n :
Is u s u a l l y f r e e f r o n p i m p l e s / b l e m i s h e s
o c c a s i o n a l l y has p l n p l e s / b l e n l s h e s
Is h a r d l y e v e r w i t h o u t p i m p l e s / b l e m i s h e s
has severe acne
Sexuality
A r e you s e x u a l l y a c t i v e w i t h a p a r t n e r now?
If y e s ,
pale
female

yes

no

f

number o f t i n e s d e s i r e d s e x u a l a c t i v i t y (per
)
number of t i n e s orgasm o r s e x u a l l y a c t i v e a l o n e (per
)
number of t i n e s c o i t u s o r I n t e r c o u r s e o r s e x u a l l y a c t i v e w i t h a
p a r t n e r (per
)
Weight over the l a s t y e a r
u s u a l weight
minimum weight
maximum weight
B i r t h C o n t r o l ( 1 1 s t a l l methods c u r r e n t l y

using)

breast feeding
rhythm
B i l l i n g ' s o v u l a t i o n method o r symptothermal
withdrawal or c o i t u s Interuptus
foam a l o n e , s u p p o s i t o r i e s ( E n c a r e )
condom alone
condom and foam
diaphragm
c e r v i c a l cap
IUO copper o r p l a s t i c
IUO p r o g e s t a s e r t o r hormonal
contraceptive p i l l s
male or female s t e r i l i z a t i o n
If

contraceptive

pills:

drug name_
dosage

.
;

days s i n c e l a s t dose
How long have you been u s i n g t h e p i l l s .

P r e s c r i p t i o n Drugs
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drug 1.
dosage

name
reason for taking.
drug 2

dosage

name

reason for taking.
drug 3

dosage

name
reason for taking.
Are you a student?
Are you employed?

no.
no.

If yes,
If yes, .

W i l l you be employed for the next four months?

.full-time

part-time

.full-time
yes

part-time
no

If no, explain

W i l l you be taking any vacations during the next four months?

yes

no

If yes, how many and.how long w i l l these vacations be?
Have you any friends or co-workers that you know are p a r t i c i p a t i n g
study?
yes
no

in t h i s

If yes, provide the name of and how often each person is seen.

Do you know any of the researchers involved in the study?
If yes, who?_
;
_
Comments

yes

no

Appendix E
Daily Chart and Instructions for Completion

How t o f i l l o u t t h e d a i l y

charts
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I d e a l l y you s h o u l d f i l l o u t one d a i l y c h a r t j u s t b e f o r e you r e t i r e e a c h
e v e n i n g when t h e d a y ' s e v e n t s a r e s t i l l f r e s h i n y o u r memory. B u t i f t h i s
t i m e i s i n c o n v e n i e n t , you may w a n t t o f i l l o u t t h e c h a r t t h e n e x t m o r n i n g f o r
t h e p r e v i o u s d a y . I f you d e c i d e t h a t t h e m o r n i n g t i m e i s b e s t f o r y o u , you
s h o u l d t r y t o remember e x a c t l y w h a t y o u r e m o t i o n a l , p h y s i c a l , and b e h a v i o u r a l
s t a t e was f o r t h e p r e v i o u s day and n o t c o n f u s e i t w i t h t h e p r e s e n t d a y ' s
e v e n t s and moods.
I t i s i m p o r t a n t t h a t you s c h e d u l e i n a t e n m i n u t e t i m e p e r i o d i n y o u r
when you a r e most l i k e l y t o remember t o f i l l o u t t h e d a i l y c h a r t s .

day

You may f o r g e t t o f i l l o u t a c h a r t f o r one o r more d a y s . I f you do
f o r g e t y o u s h o u l d f i l l o u t a c h a r t f o r e a c h m i s s e d d a y as soon as you
remember. ( F o r t h i s r e a s o n i t i s a g o o d i d e a t o k e e p some b l a n k c h a r t s i n
w i t h y o u r n o t e b o o k s o r b r i e f c a s e so t h a t you may f i l l o u t t h e c h a r t s away
f r o m home.) I t i s a l s o l i k e l y t h a t you may n o t remember t h e d e t a i l s o f t h e
m i s s e d day as w e l l as you do t h e p r e s e n t d a y . I t i s more i m p o r t a n t t h a t you
w r i t e down t h e i n f o r m a t i o n you a r e r e l a t i v e l y s u r e o f and o m i t t h e d e t a i l s o f
w h i c h you a r e u n s u r e o r w o u l d h a v e t o g u e s s a b o u t . T r y t o c o n c e n t r a t e on t h e
m i s s e d day and w r i t e down as much as you c a n . I t d o e s n ' t m a t t e r i f you c a n
o n l y r e p o r t a few d e t a i l s . The i m p o r t a n t t h i n g i s t h a t t h e i n f o r m a t i o n i s
accurate.
Once you h a v e f i l l e d i n t h e c h a r t ( s ) f o r t h e m i s s e d d a y ( s ) , you s h o u l d
f i l l i n a n o t h e r c h a r t f o r t h e p r e s e n t day when you n o r m a l l y w o u l d do so ( e . g . ,
just before going to sleep).
F i r s t , f i l l i n t o d a y ' s d a t e and t h e t i m e .
Second, check whether you a r e f i l l i n g out t h e c h a r t f o r today or f o r a
p r e v i o u s , m i s s e d d a y . N o t e w h i l e i t i s i m p o r t a n t t o remember t o c o m p l e t e t h e
d a i l y c h a r t s on s c h e d u l e , t h e r e may be an o c c a s i o n a l day you f o r g e t . I f t h i s
h a p p e n s s a y t h a t you a r e c o m p l e t i n g t h e c h a r t l a t e r t h a n s c h e d u l e d and o n l y
p r o v i d e i n f o r m a t i o n a b o u t w h i c h you a r e r e a s o n a b l y s u r e . Do n o t g u e s s b u t
r a t h e r l e a v e an i t e m u n a n s w e r e d i f you a r e n o t s u r e .
F o r i t e m s l - 1 7 a , a n s w e r e a c h q u e s t i o n by c h o o s i n g t h e one a l t e r n a t i v e
t h a t b e s t d e s c r i b e s y o u t h a t d a y . You w i l l n o t i c e t h a t many o f t h e i t e m s ask
you t o r a t e v a r i o u s i t e m s on a s c a l e f r o m what you c o n s i d e r t o be " v e r y
i n a p p r o p r i a t e " t o j u s t the r i g h t amount". Whatever vour s t a n d a r d s f o r your
own b e h a v i o u r s a r e , w h e t h e r o r n o t t h e y m a t c h f a m i l y ' s , f r i e n d s ' , o r s o c i e t y ' s
s t a n d a r d s , i s what you s h o u l d u s e t o a n s w e r t h e q u e s t i o n s . I f any i t e m d o e s
n o t a p p l y t o , e . g . c o w o r k e r ' s work p e r f o r m a n c e b e c a u s e you work i n d e p e n d e n t l y ,
l e a v e i t b l a n k o r w r i t e n/a f o r n o t a p p l i c a b l e . Items 3b, 3 c , and 3d r e f e r t o
p o s i t i v e and n e g a t i v e "body e x p e r i e n c e s " . A p o s i t i v e b o d y e x p e r i e n c e i s any
p h y s i c a l s e n s a t i o n t h a t f e e l s good or p a r t i c u l a r l y s a t i s f y i n g . For example,
the good f e e l i n g s t h a t f o l l o w a s a t i s f y i n g meal, run, orgasm, or m e d i t a t i o n
w o u l d be p o s i t i v e b o d y e x p e r i e n c e s . A n e g a t i v e b o d y e x p e r i e n c e w o u l d be any
u n p l e a s a n t p h y s i c a l s e n s a t i o n s s u c h as p a i n o r i l l n e s s symptoms. You a r e
a s k e d t o r e c o r d s i g n i f i c a n t o r n o t a b l e p o s i t i v e and n e g a t i v e b o d y e x p e r i e n c e
and t h e n i n d i c a t e t h e b a l a n c e b e t w e e n them e a c h day ( e . g . o v e r a l l w e r e t h e
b o d y e x p e r i e n c e s more p o s i t i v e o r more n e g a t i v e o r e q u a l ?
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N e x t , f o r i t e m 17a r a t e t h e i m p o r t a n c e o f e a c h s e l e c t i o n f o r y o u r
o v e r a l 1 f e e l i n g s f o r t h e day.
To do t h i s , you may want t o f i r s t z e r o i n on
t h e s e l e c t i o n s w h i c h w e r e m o s t i m p o r t a n t , r a n k t h e s e and t h e n d e c i d e t h e r a n k s
for the remaining s e l e c t i o n s .
N o t e t h a t u n d e r " o t h e r s p e c i f y " you may want t o i n c l u d e s o m e t h i n g
a l r e a d y on t h e l i s t w h i c h c o n t r i b u t e d t o y o u r o v e r a l l s t a t e ( e . g . , you
r e c e i v e d a g i f t o r i n c o m e t a x r e t u r n , g o t i n t o an a c c i d e n t , e t c . )

not

N e x t , f o r i t e m 18, p a l p a t e e a c h p a r t o f y o u r b o d y i n d i c a t e d and r a t e
amount o f p a i n , s t i f f n e s s , o r t e n d e r n e s s .

the

F o r i t e m 19, i n d i c a t e how a t y p i c a l y o u r b e h a v i o u r and moods t o d a y w e r e
f o r y o u r . I f a t y p i c a l o r u n c h a r a c t e r i s t i c f o r me, i n d i c a t e b r i e f l y how and
why ( i f you k n o w ) - o n t h e b o t t o m / b a c k o f t h e c h a r t . I f you n e e d more room
s t a p l e note paper to that day's chart.
I f you h a v e d i f f i c u l t y f i l l i n g o u t any s e c t i o n o f i f you h a v e any
q u e s t i o n s a b o u t t h e s t u d y as a w h o l e p l e a s e do n o t h e s i t a t e t o c a l l :
Jessica
McFarlane (228-5121).
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Tiee of day
(ill or M, •. g., 9:90 PH)

Today's date
yr

ao day

__ I aa filling this chart out oa schedule.
I aa filling thla chart out latar. If latar, then?
1)

ao

Ooaeriba your oiorcist today:
too llttla—1 1 1 1 I I 1 1—1
°
»
•itrolaal I 1 1 1 I I I I I osarclaa
t

o

U

C

day

B

2a) lot aaay hours of alaap did yea oat last night?
b) Oaaerlba year quality of olasp last alght:
vary poor • , . — • • • • • • 1 vary good
alaap I I I I I I I I 1 I alaap
3a) are you la good health today?
If ao, plaasa asplala

yaa.

ao.

b) Did you havs aay eignlficant posltlva body eiperlencea today?
apacify
.
c) Old you hava any significant aagativa body asparlaneaa today?
apacify
d) Date rib* tha balance batman positive and aagativa body esperiences:
aostly negatlva .—.—.—.—.—.—.—.—|—. aostly posltlva
body eiparleaces 1 H I I 1 I I 1 I j body oiparlaacas
a) Are you aanatruatlng today?

yas.

. ao.

4) Oaaerlba your sating pettera today:
too llttla r 1 1 — 1 — I — I — | — I — r — 1 too auch
food I I I I 1 I I I I I food
1) Oaaerlba your ability to eoaeaatrata today:
vary poor . . . • • • • • • • vary good
coacaatratloa M M I I I 11
]•**********i-*
«) Oaaerlba your behaviour tlth othara today:

'""
irritable

1 l 1 1 1 n 1 1 LTf...

7a) Oeaerlbe your paid aork parforoaaee today:
vary poor torn: r-T~T—I—I—I I I 1 1
•
•
perforaance I I I I I I I I I I perforaaace
V

,

R

Y

O

O

4

0

b) Oeaerlbe your eoiorkere' aork perforaance today:
very poor tork
—,—,—r i | | j—1 very '
perforaeaee
perforaance
v

,

r

y

o

o

4

9

^

0

,

r

,

k

la) Oeaerlbe your doaestle tork perforaance today:
very poor aork
—.—.—.—.—.—.—j—. very good aork
perforaaace I I I I II I I I I perforaaace
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b) Daacrlba your partner' a/feelly*a doeestic fork performance today:
vary poor aork
vary good tork
perforaeace 1 I I I I I 1 I I I perforaaace
t) Daacrlba your tiaa apaat oa lelaure (hobbiaa, reading, T. T., aporta) today:
auch laaa tiaa
—, auch eore tiaa
tbaa I aaatad I I 1 I t 1 I I I I thaa I eaated
10) Deecrlbe your personal relatloaebipe aith othere today:
vary poor •
vary flood
ralatioaahipa I l I I I I I I I I ralatioaabipa
11) Daacrlba your profeaeloaal ralatioaahipa aith othera today:
vary good
ralatioaahipa
1 1 1 1 1 1 1 1 1
ralatioaahipa
12a) Daacrlba tha degree of eoatrol you fait yoa had ovar avaata at hoaa today:
abaolutaly ao . — . — . — . — . — . — . — . — r — i a great deal
eoatrol 1 1 I 1 1 1 I I I 1 of eoatrol
12b) Daacrlba tha degree of respoaelblllty yoa had for avaata at hoaa today:
abaolutaly ao . ,. .—_.—.—.—.—•—• a great daal of
r a a o o « « i h i i i t y 1 1 1 1 I I 1 1 1 1 raapoaalblllty
13a) Daacrlba tha degree of control you fait you had ovar avaata at aork today:
abaolutaly ao r—r—1—I—I—I - l—r—i * «raat deal
eoatrol 1 1 1 1 1 1 1 ) 1 1 of eoatrol
13b) Daacrlba tha degree of reeponaibllity you had for oveata at aork today:
absolutely »o r—i—i—r—\—i—i—i—r—| * oreat deal of
r»«ocii«lbllltv 1 1 1 1 I ! I 1 1 I re-ooaelblllty

Xadleata your average aood today
Ma)
unpleasant,

pleasant

faallnoal I I I I I I | | j
arouaal P T I 1 1 I |

Me)

|

f # t l l o g t

[ |

t

i

t t

p

l B t M

vary changeable, . .—.—.—.—.—.
very etabla
maa4m\ 1 I I { ( | | | | aooda

13a) Indicate your eager, i f eay, today
— i

n

i n

i i

n

15b) If angry, hoa atara sere othera of your anger?
not at j
very
•a i i i i n
i i n . « »
16a) lere your feeliaga hurt todayt

11111

n

11

::r
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1CW It so, hot i i i r f i i r t others of your hurt feeliaga?
I

i I I

17a) Think about and rata boa you fait overall, ea balance, for the day.
overall, really aiful I 1 I I I I I 1 Tloverall, reelly greet
17b) loa laportaat ana eeeb of the foil oei ag la deteralaiag your everell
feellnge?
eserelee.,

T o T iTTgiT
lop. lap.
(1)
(0)

"aoT
iop.

very
lop.
(J)

body etperieaeea.,
eetlag.
a b i l i t y to eeaeeatrata
your behaviour t l t h ethers.,
eta paid tork perforaaaee.
eoaerkero' aork perf oroaaea .,
eta doaeetle tork perf oraeaea.,
partaer/f aally' a doaeetle tork perf oraeaea .,
tlae epeat aa leieuru.,
peraoaal relatleaehlpa
profeeoleaal relatleaehlpa..
degree of eoatrol ever eveata at hoae.,
degree ef reepoaelbllity ever eveata (hoae) ..
degree ef eoatrol ever eveata at t o r i . ,
degree of reepoaelbllity ever eveata (tork)..
aeod pleaaaataeea.,
aood erouaal
aood s t a b i l i t y .
aager..
othere' atareaeee ef your eager..
hurt feeliaga..
ethera' atareaeee ef your hurt feeliaga.,
other, apeelfy_.
„
„
.,
1 •) Xaveatary of phyaleel sigaa of
ich
part of the body ladleated aad rata thether or not yea feel eay pa la, stiffness,
forehead aad taeplaa
J"
back of the aaek
eheeldere aad appar back
breeeta or ebeet aear arapite
alddle beak
later baab

aoaa

alight

aoderata

estreee

i t ) Old you have aay aaeharaeteriatie-for-ae iateraetleaa ar etperieacee
today?
yea.
ao. I f yea, ebaak the appropriate option:
a) lae It a (...aood) ( . . . e o e l a l eveat) ( . . . tork related eveat) (...ether);
aleae) ( . . . t l t h partaar) (...ether faally)
b) Coatest? (
( . . . t l t h frieade) ( . . . t l t h eotorkere) (
l a publle) (
other);
I I I I I I I I I I
a) Rate the eiperleaee:
aegetlvel I I 1 I I I I I I peeitlve
d) Oeaerlbe year etperleace aad the eireaaetaaeee aarreaadiag the etperleace
here oa the bottoa ef this page (use sore paper aad attach i f aeceeeary).

Appendix F
Final Interview Package
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IOI

.

The following are a selection of questionnaires on a variety of topics
about yourself.

Please answer every Ilea if possible unless you are

Instructed to skip over certain sections or questionnaires.
a choice, choose only one nuaber or Ilea.

Also, when aaklng

Once you have turned a page, please

do not go back and change any answers.
These questionnaires like approztaately 2 hours to complete.

During this

tlae pleise feel free to get up. stretch, pour yourself some coffee or tea and
generally Bake yourself comfortable.
can step outside.
corner.

If you need to take a saoke break, you

If you need a bathroon break they are Just around the

Me would like you to be as comfortable at possible.

After the questionnaires are completed, tell the person aeetlng with you
and she will.begin the discussion of your questions about the

four-aonth

Journal-keeping process.
Thank you for your efforts so far.
Insightful and useful.

He hope you find this eiperlence

It. PoMlhU
1)

la the Study,

KOM willing art you te continue keeptng the dally Journal for ont sort
aonthf
will i i i *

t)

fontlHuitton

1 1

II

I I II

U-U

very willing

Kow willing irt you to continue keeping the de 1 ly Journal for IM& eore
•onthi?
willing*

11

I 1 M I I I I I J very willing
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I* t h i s questionnaire we w i l l be asking you to r e c a l l d i f f e r e n t
e a o t l o n a l and s o c i a l e i p e r l e n c c s f o r d i f f e r e n t periods In t t a * .

physical,

T r y t o t h i n k of your a j u x i t t experience f o r each p e r i o d of t l a e and
answer each 1tea a c c o r d i n g l y .

• lease t r y and answer a l l H e a s In eack s e c t i o n (nen s k i p t o page $ to
b e g t n ; women answer f r o a page 1 onward).
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Henstrual Cycle fWoaen only, aen tkla to nape 4)
In this lection you "111 be asked to f i l l In selected Iteat froa the
da 11/ chert for each phete of the aenitrua) cycle. Hike your bett ettlaate
for whet your average, eiperlence wat for each aenitrua I phate during the latt|
four aontht of the itudy.
Menstrual Phete (Day 1 nf flow until bleeding stool)
1)

Oeicrlbe the balance between positive and negative body experience!:
•ostly negative
body experiences

?)

aottly positive
I I I l l 1 I I I I body experience!

*4

Oescrlbe your behaviour with others:
very
Irritable

II

I 1 I I I I I I JaUent

Indicate your average aood:
3a)

unpleasant
feelings

3b) very
changeable
4)

1111111111 K S i E
1111111111

very
stable

Indicate your average anger: none I 1 I I I I I I 1*1 deal
B o t

5)

Indicate your average hurt feelings:

all

4 1

I I I i i i i i i i deeply
I I I I I I I I I I
n g r l

Ie
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Ktit S davs after the aeMtfui) phuft
I)

Octcrlbe the balance between positive and negative bod/ eiperlences:
•oitly negative
.
, aostly positive
bod/ eiperlences LI 1 I I I I I . I J »ody eiperlences
M

t)

Oetcrlbt /our behaviour tlth others:
Irritable

1 I 1 1 I I I I J J pale At

Indicate /our average aood:
3a) unpleasant
feelings

i i i i m i n KS!5;

3b) very
changeable

1111111111

52„

4)

Indicate /our average anger: none I I I I 1 I I I I J deal

5)

Indicate /our average hurt feelings: all

M I I I I I I I J hurt''

tUd.evtlt f<, dm In the ilddle of vt.ur eve It)
I)

Describe the balance beUeeA positive and negative bod/ ciperlencei:

•ostly negative- . . . . . . . . . . .
bod/ eiperlences l i l l l l l l l J
t) Describe /our behaviour with others:
Irrltablt

aostly positive
bod/ ciperlencei

-I J J J 1 1 i J l j patient

Indicate /our average aood:
3a) unpleasant
feelings

M I N I M I )

3b) very •
changeable

I I I I I II I I I luJ,,

&5S5

4)

Indicate /our average anger: none I I I I I J I I I I deal

5)

Indicate /our average hurt feelings: a l l

I l l l i i l i l J hurt '
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K m 5 d m ifttr •Id-cyclt

I)

Oescrlbe the balance between pot It Ire and negative bod/ cipcrlencei:
•ostly negative , , , • , • , , , , Kitty positive
bod/ eiperlences I I M i l l I J _ l tody eipertcncei

I)

41

Describe your behaviour tilth others:
Irritable

M I N I I J J U patient
43*

Indicate your average nood:
3a) unpleasant
feelings

.
•, pleasant
I I I I I- I I I I I feelings

3») »«7
changeable

I I II I I I I I I
'
I I I J I I I I I J stable

44

m

4)

Indicate your average anger: none ( I I I I I 1 I I I deal

5)

Indicate your average hurt feelings: all

1 1 I I 1 M 1 I J hurt'***

Pruenttmal »hn» (the weet before vour perlpdj
I) Describe the be lance between positive and negative body eiperlences:
•ostly negative
Bostty positive
body eiperlences I I I I I I J I I J body eiperlences
i)

48

Describe your behaviour with others:
Irritable

M 11 1 1 J I I J patent
4T

Indicate your average awed:
3a) enpleaseet
feelings
5 , > ,

changeable

• • • • • • • • • • -i pleasant
M I N I I J - J J feelings
I I I I I I I U J stable

3o
TT

4)

Indicate your average anger: none 1 1 I I I I I I I J deal

I)

Indicate your average hurt feelings: all

I 1 I I I I I J I J hurt

31
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D H of the Heel Cult

'

In this section you will be asked te f i l l In selectee] Heat free the
dally chart for each day of the week. Wake your best estleatt for whet your
UtLUt experience wet for each day of the week during the last four eontht In
the study.
}undiy

1)

'

Oescrlbe the balance between positive end negative body eiperlences:
•ostly negative
•ostly positive
body experiences I I I I I I I 1 I I body experiences

1) Oescrlbe your behaviour with others:
Irritable

I I 1 1 1 i J L L U patient

Indicate your average nood:
3a) unpleasant
feelings

I 1 i i I I 1 I I 1 Peasant
H i l l I 111] feelings

changeable

1 I I I I 1 1 1 1 J liable

4)

Indicate your average anger: none 1 M 1 J 1 1 1 1J deal

5)

Indicate your average hurt feelings: all

L I I I I I I I I I hurt

1)

Describe the balance between positive end negative body eiperlences:
•oitly negative r-i'i i i i i i i i aostly positive
body eiperlences U 1 I I I I I I I body eiperlences

2)

Describe your behaviour with others:
Irritable

'

I I I I I I I I I I puient

Indicate your average aood:
3a) unpleasant
feelings

. , , , , , , , , ., pleasant
1 1 I I I 1 I I I 1 feelings

3b) very
changeable

I I I i i i i i i I
*
1 1 1 1 1 1 1 1 1 ) stable
1 t r

4)

Indicate your average anger: none 1 1 I 1 1 M I I 1 deal

5)

Indicate your average hurt feelings: all

H I 1 I M I 1 J hurt '

Tuesday

1)

Describe the balance between positive and negative body eiperlences:
aostly negative
aostly positive
body eipcrtences 11 1 I II I I I I body eiperlences

I)

Describe your behaviour with others:
Irritable

1.1 I 1 I I I

M . J patient

Indicate your average aood:
3a) unpleasant
feelings

l l l l l l l l l l

pleasant
feelings

3b) very .
changeable

r i i i i i i i i t »» »
1 I I I I 1 I 1 X J stable
r

4)

Indicate your average anger: none M I I I 1 M 1 J deal

9)

Indicate your average hurt feelings: ell

I I I I 1 J M I J hurt '
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1

Heflneiflu

1)

Otter (be the balance between positive end negative body experiences:
•ostly negative
eostly positive
body eiperlences I I I I 1 1 I I I J body eiperlences

2)

Describe your behtvfour with others:
very
Irritable

miiimi

Indicate your average aood:
3a)

unpleasant
feelings

3b)

very

chengnble

iiimiTD

«)

Indicate your average anger:

5)

Indicate your average hurt feelings:

4

S2„

none M I I I I I I [")

J ^ "

1

elj " I I M M I I I )
"*

Ihuriflu
1)

Describe the balance between positive and negative body eiperlences:
•ostly negative
body experiences

2)

T

I I 1 1 I I I I IJ

eostly positive
body experiences
8

Describe your behaviour with others:
Irritable

I i I 1 I I 1 I .1 J

patent

Indicate your average wood:
Ja)

unpleasant
feelings

t J I 1 I IT I I J

3b)

very
changeable

MI

pleasant
feelings
10

ii i n n ,72,.

«)

Indicate your average anger: none F I I I I I I I T~f J ^ "

S)

Indicate your average hurt feeling,.- Ju " I I I I I I I I T ) J"?''

1

IT
IT
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LrJAu
1)

©escribe the balance between poi Ittve and negative body cipcrfences:
•ostly negative
.
-, ewstly positive
bod/ eiperlences I I I I I I I I I J body eiperlences
r

I)

Oescrlbe your behaviour with others:
Irritable

1 I I I II

'

1JLU patient

Indicate your average nood:
3a) unpleasant
feelings
changeable

,
• • • • • • • i pleasant
1, I I I I I I I IJ feelings
I J J J I I 1 1 I J stable

4)

Indicate your average anger: none I I I I 1 I I I 1 T deal

$)

hot at Ii Ii Ii Ii iI Ii I• I. .I .J deeply
Indicate your average hurt feelings: all
n u r t

Siturflu
I)

Oescrlbe the balance between positive and negative body eiperlences:
•ostly negative nostly positive
body eiperlences I 1 I I I 1 I I I J body eiperlences

*)

Oescrlbe your behaviour with others:
u, ?tabi.
r

1111111111

k

u

Indicate your average eood:
3d) unpleasant
fee I lags
changeable

i i i i i i i i i i pleasant
I I I I I I l - U J feelings
I I I I I I IJLJJ stable

4)

Indicate your average anger: none I I I 1 I 1 I I I I deal

5)

Indicate your average hurt feelings: ell

i. 1 1 1 1.1 I I I J hurt
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lunar XJC.1I
• «

In thlt lection you will be asked to f i l l In selected tteas froe the
daily chart for each phase of the soon. Kale your best ettlaatt for what your
ejuuuflg eiperlence was for each phase ef the toon during the last four tenths
le the study.
fttMjfefii
1)

Describe the balance between positive and negative body experiences:
aostly negative
body experiences

2)

'

i i i I I I I I I 1
positive
I I I 1 I I I I I I body experiences

Describe your behaviour with others:

irritable

1 M 1 I I IJJU

puient

Indicate your average mood:
Ja)

unpleasant
feelings

i | i | i i i i i l P»«««»t
I II I II II I 1 feelings

changeable

I 1 I I 1 I IJJJ

stable

4)

Indicate your average anger:

none I I I I I I I I .1 J deal

$)

Indicate your average hurt feelings:

ell

I I I I I I I I I I

n u r

t
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to
f lr.it OMif.ttx

1)

Oescrlbe th* balance between positive end negative bod/ experiences:
•ostl/ negittve r-| i i i i i I n •o»*'jr positive
bod/ experiences I I I I I I I I I I tod/ experiences

t)

Oescrlbe /our behaviour with others:
Irritable

UIIHIII,)

pet lent

Indicate /our avenge eood:
3a) unpleasant
feelings

pleasant
1 I 1 1 I I I I l.l feelings

3b)

ver/
changeable

I l l l I l l I I l ** '
I I I I I I I I I .1 stable

4)

Indicate /our average anger: none I 1 I 1 I I I I 1 1 deal

5)

not at t i -• n - i i i i deepl/
Indicate /our average hurt feelings: a l l 1 I I I I < I I I J hurt

full

toon

r

T

1)

Oescrlbe the balance between positive and negative bod/ experiences:
eestl/ negative
eottl/ positive
bod/ experiences- I I I J I I I I I J tod/ experiences

{)

Describe /our behaviour with others:
Irritable

M I N I L L U patient

Indicate /our average eood:
3a) unpleasant
feelings
*
changeable
w

. • , . • , . . , , pleasant
I I I I I I 1 _ L U feelings
I II II II II II J1 stable
II 1I lI 1

4)

Indicate /our average anger: none I I M l I I l 1 I deal

$)

Indicate/our average hurt feelings: e l l

I I I 1 I I I I I I hurt *
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ll

Lilt
Ouifltc
m
i yuirvtc

1)

Oescrlbe the balance between positive end negative bod/ eiperlences:
•ostly negative i i i i i i I I I I * ° ^ t positive
bod/ eiperlences I 1 I I I I I I I I bod/ eiperlences

2)

Oescrlbe /our bene*tour with others:
M I I I 1 I I I J ptttent

Irritable

Indicate /our average eood:
9a) unpleasant
feelings

f

•> pleasant
L I J 1 I I I I I I feelings
N I I • M I, M J stable

3611

changeable

i)

Indicate your average anger: none 1 I I I M 1 I I J deal

S)

Indicate your average hurt feelings: alt

11 I I I 11 I I I hurt '
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Quest lonnelre C
HASSLES art Irr1tants--tn1ngs that annoy or bother you; they cen aake you
upset or engry. UPLIFTS ere events thet aeke you reel good; they cen make you
Joyful, gled. or satisfied. Soae hesslet end uplifts occur on e felrly
reguler basis and others are relatively rare. Soae have only a slight effect,
others have a strong effect.
This questionnaire lists things that could have been hassles and uplifts over
the last four months. Tou will find that during the course of the four month
study soeie of these things will have been only a hassle for you and soae will
have been only an uplift. Others will have heen a haul* and in upllfy
Directions: Please think about how eiuch of e hassle and how auch of an uplift
each itea was for you over the last four months. Please Indicate on the lefthand side of the page (under 'HASSLES') how auch of a hassle the Ilea was by
circling the appropriate number. Then Indicate on the right-hand side of the
page (under 'UPLIFTS') how auch of an uplift it was for you by circling the
appropriate number. Try to give the average hassles and uplifts over the last
four months.
Remember, circle one number on the left-hand side of the page tflfl one number
on the right-hand side of the page for each (tea.
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How much of * hllilt Wll
this Hee for you over
the lest four eonthsf
•
1
2
3

•
•
•
•

HASSICS
Mont or not applicable
Soaewhat
Quito a bit
A great daal

Mow ouch of a A uplift was
this Itea for you ovar
the U i t four eonlhsf
UPllfU

0 • Rone or not applicable
1 • Soaewhet
2 • Quite • bit
1 • A great deal

OIR£CTI0K$: please circle one nuaber on the left-hand side an*
tha right-hand side for each itea.
"
a

3
3
3
3
3

4

o n <

Tour chlId(rcn)
Tour parents or parents-ln-law
Other relattve(t)
Tour spouse
Tlae spent with family
-4_ 1 I ... Health or well-being of » faallv memh»i>
0 1 2 3
—
See
t 1 2 3
Intfaacy
0 12 3
Fealty-related obligations
Tour frlend(s)
• 1 2 3
fellow workert
- r - H - { llents. customers, patients, etc
Tour supervisor or eaptoyer
• 1 2 3
The nature of /our work
0 12 3
Tour work load
0 12 3
Tour teh fru-ny
• t i l l
0 12 3
Meeting deadlines or goals on tha job
0 12 3
Cnough aone/ for necessities (e.g., food, clothing,
housing, health.care, teies. Insurance)
0 12 3
Cnough aone/ for education
0 1 2 3. Cnough aone/ for eitrat (e.g.. entertainment,
recreation, vacations)
0 12 3
financial care for someone who doese't
l i l t With TW
0 t 2 3
levestaents
0 12 3
Tour saoklng
0 1 2 J
Tour drinking
0 12 3
Hood-altering drugs
Tour nh«i1ea| appearing*
• » * »
0 12 3
Contraception
0 12 3
Cierclse(s)
0 12 3
Tour aedtcal care
0 12 3
Tour health
Tour physical abilities
The weather
0 12 3
Rews events
0 12 3
Tour envlronaent (e.g.. quellt/ of elr, noise
. . „
'«»el, greener/)
0 12 3
Political or social Issues

.

B u , D e r

* I c Jj

•

1 2 3
3
3
12 3
j i i
12 3
12 3
12 3

0 12
0 12

1
•f
0
0
0

0 12

3

0 12
0 12

3
3

0 12
0 12

3
3

•
•
•
•

HASM.CS
None or not applicable
Soaewhet
Quite a bit
A great deal
2
2
2
2
2

1
3
J
3
3

9

1

2 )
2 3
2 3
2 J
2 3
2 3
2
2
f
2
2

3
3
3
3
3

0•
1 •
2•
3•

UPtlfTS
None or not applicable
Somewhat
Quite e bit
A great deal

Your nelonbornood fe.a.. neiohbors. settinol
Conserving (gas. electric It jr. water, gasoline, etc.
Pets
Cooking
Housework
Hnmf r f n a i r s

;

Tirdwork
Car maintenance
liking care of paperwork (e.g.. paying bills.
filling out foras)
Hoae entertainment (e.g., TV, ausic. reading)
anount of free time
Recreation and entertainment outside the hone
(e.g., movies, sports, eating out, walking)
fating (at home)
Church or community organizations
Legal Batters
Beino oroanited
Social commitments
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Ouestlonnilre 0

I.

Ciccrlente of flnatx

la)

At tail, how often do you feel angry?
never I 1 I I 1 I I I I )

lb)

Mow strong arc these feelings of anger et Mftti?
strong

lc)

i i i i i n

H P Strong

When you are feeling angry at tact, are the people you work with aware of
your feelings?
never \ I I I I I I I T ) . ! „ „

2a)

At hoot, how often do you feel angry?
never M I N I U M

.!„„

2b) How strong are these feelings of anger at hjjmx?
not at a l l ,
strong
i I I l-l 1 1 1 1
2c)

. extremely
I strong

When you are feeling angry, docs your partner/spouse know It?
never M I I I I M I I

II.

Known Sources of Anger

1)

Oo you ever feel angry or frustrated and know why at the time?
yes
a)

no

If'yes. how often docs this happen? (check one)
every day
.every week
every month
M l times per year
1-5 tiees per year
less than once per year
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strongly
disagree

neutral

strongly
agree

«>

! feel It is totally acceptable for ee to express ey anoer
i t the tUU 1 get angry
angry.

S)

I can only express ay anger to the person who eadc ee angry if I
« • sure that person will not have hurt feelings.

«)

I always tell the person with whoa I ae angry when I aa angry.
I ae disgusted with a/self when I get angry.

•)

I keep aiy anger pent up inside at.
I feet It Is totally acceptable for ae to express ay anger as long
as It 1s imtlf\tj. If the source(s) of ay anger are not yet clear
to ae. however, then I feel It Is not acceptable for ae to express
•y anger.

10)

I feel ay anger Is a productive source of energy that helps ae wake
Important changes 1n ay life.

Questionnaire C
I.

fiperlenet of Sadness

la)

At wort. ho« often do you feel ted?

378

never I I I I I I I 1 l ] always
16) Now strong ere these feelings sadness at wort?
not at a l l , i t i . i i . . ! ««tre»ely
Strong
I I I I I I I I I 1 strong
lc) When you are feeling sad at noil, are the people you work with aware of
your feelings?
never I 1 1 I 1 1 1 I 1 ) .lw,y,
2a) At bfilfi< how often do you feel sad?
never I I I 1 I 1 1 I I I

„„.„

2b) Now strong are these feelings of sadness at hor.t?
not at a l l . • . .... . , • • , extreeely
strong
I I I I I 1 I I I I strong
2c)

When you are feeling sad, does your partner/spouse know It?
never I I I I 1 I I 1 I 1 , l . e „

II.

Known jowrcti of Smncii

1)

Do you ever feel sad or depressed and know why at the tlae?
a)

yes
no
If yes, ho* often does this happen?
e

(check one)

every day

every week
every month
8*11 ttees per year
1-$ tines per year
lets than once per year
b)

How long does this experience last?
_1-J hours
.a day
_a nonth

.4*12 hours
_a week
.longer

(Check one)
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III. Unknown Source* of Sadness
1)

Oo you ever feci std or depressed without knowing why at the line?
jres
•)

no

If yes. how often docs this happen? (check one)
__every dey
_ _ e » e r y week
ewery no nth
6-11 tlaes per yeir
1-$ tines per yeer
less then once per yeer

0)

c)

5«J

How long does this experience lest?
J - ) hours
_c dey
_e eionth

sr

(Check one)

.4-1? hours
.e week
.longer

After awhile do you coae to know whet causes this sadness?
yes
no
If yes. what?

* 7

39
51-«l

€6--a>7

IV. repression af Sadness
Pleete rate the Iteas In this section according to the following scale.
JL
strongly
disagree

neutrel

Strongly
egret

1)

I feel It Is totally acceptable for ae to express ay sadness to whoa
e«er aakes ae sed.

2)

My sadness can be eery destructive If I do not keep It to ayself.

3)

When I express ay sedness. even If I aa totally Justified. I feel
guilty ebout subjecting another person to ay sedness.

4)

I fee) It Is totally acceptable for ae to express ay sadness
at the t1ae I becoae sed.

$)

I can only express ay sadness to the person who wade ae sad If I aa
sure that person will not get upset.

6)

I elwa/s tell the person aade re sed when I aa sad.

6*3

To

Z
T

380

strongly
disagree

neutral

strongly
egree

7)

I ea athawed of ayself when I get sed.

I)

I keep ey sedness hidden Inside ae.

9)

I feel It is total ly acceptable for ae to express ay sedness as long as
It Is imtlfled. If the source(s) of ay sedness Is(ere) not yet clear
to ae. however, then I feet It It not acceptable for ae to express ay
sadness.
10) I feel ay sadness Is en laportent source of coaauntcatlon froa
ay Inner self that helps ae recognlie Important Issues In ay life.

4

""if"

IT

T

9
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1).

SOM of ay frlcndf hive habits that annoy and
bother ae very auch.

14.

I aa surprised at how often I feel angry.

15.

Ones I let people know I'a angry, I can put It
out of ey e1nd.

16.

People talk behind ay back.

17.

At tines. I feel angry for no specific reason.

18.

I can eake eyself angry about something In the
past Just by thinking about i t .

19.

Cven after I have expressed ay anger, 1 have
trouble forgetting about It.

20.

When I hide ey anger froe others. I think
about It for a long tine.

21.

People can bother ae Just by being around.

22.

When I get angry, I stay angry for hours.

22.

When I hide ay anger froa others, I forget
about it pretty quickly.

24.

I try to talk over probleas with people
without letting thee know I ae angry.

2$.

When I get angry, I call down faster than
•ost people.

2ft.

I get to angry, I feel like I eight lose
control.

27.

If I let people see the way 1 feel. I'd be
considered a hard person to get along with.

29.

I aa on ey guard with people who are
friendlier than I expected.

29.

It's difficult for ae to let people know
I'm angry.

JOa.

I get angry when soeeont lets ee down.

30b.

I get angry when people are unfair.

30c.

I get angry when something blocks ny plans.
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Questionnaire f

Inttruttloin: Everybody geti angry fro* tie* to tin*. A nuabcr of statements
that people have used to describe the tines that they get angry arc Included
below. Read each stateaent and circle the nuaber to the right of I N
statement that best describes you. There art no right or wrong Answers.
•leas* circle the appropriate nuaber beside each stateaent according to the
amount of your agreement or dtsagreeaent by using th* following seal*.

neither
disagree
nor agree

disagree
strongly

agree
strongly

Please answer every itea.
1.

I tend to get angry more frequently than
most people.

2.

Other people seea to get angrier than I do la
slallar circumstances.

3.

I harbor grudges that 1 don't tell anyone
about.

4.

I try to get even when I ae angry with
someone.

5.

I ae secretly quite critical of others.

4.

It Is easy to make ee angry.

7.

Mhen I aa angry with someone, I let that
person know.

t.

1 have aet people who are supposed to be
eiperts who are no better than I.

9.

Something aakes me angry almost every day.

10.

I often feel angrier than t think I should.

11.

I feel guilty about expressing ay anger.

12.

When I aa angry with soarone. I take it out
on whoever is around.

e

II

TiT

"ii"
TT
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13.

SOM of ay friends hive hebits thet ennoy end
bother ae very auch.

I 2

14.

I ea surprised et how often I feel engry.

I J

15.

Once I let people know I'a engry, I cen put It
out of ey alnd.

1 2

10.

People talk behind ay back.

1 *

17.

At tines. I feel engry for no specific reason.

I 2

10.

I can Bake ayself angry about something la the
pest Just by thinking about It.
Cven efter I have expressed ay anger, 1 have
trouble forgetting about It.
When I hide ay anger froa others. I think

19.
20.

I 2
1 2

about It for a long tlae.

12

21.

People can bother ae Just by being around.

1 2

22.

When I get angry. 1 stay angry for hours.

1 2

22.

When I hide ay anger froa others. I forget
about It pretty quickly.
I try to talk over probleas with people
without letting thee know I aa angry.
When 1 get engry, I cela down faster than
•osl people.
I get so angry. I feel like 1 eight lose
control.
If I let people see the way 1 feel. I'd be
considered a hard person to get along with.
1 sa on ay guard with people who are
friendlier than I cipectcd.
It's difficult for ae te let people knew

24.
2$.
20.
27.
20.
29.

I'a engry.

I 2
1 2
12
I 2
1 2
. 1 2
12

30a. I get angry when soaeone lets ae down.

12

30b. I get engry when people are unfair.

12

30c.

1 2

I get engry when southing blocks ay plans.

Ounilonnilrr J
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(Women only; men skip to neit questionnaire)
The following It t questlonneIre ebout menstrual attitudes.
On the line neit to eech stetenent. please write the number from the
following scele. which best epproilmales how euch you disagree or agree with
the stetenent.

J.

dlsegree
strongly

neither
disagree
nor agree

_L

1.

A woman's performance In sports is not effected
negatively by menstruation.

2.

I feel et fit during menstruation as I do during
any other time of the month.

3.

Menstruation is something I Just have to put
up with.

4.

The recurrent monthly flow of menstruetlon is en
external Indication of a woman's generel good
health.

5.

Most women show a weight gain Just before or
during menstruation.

6.

Cramps are bothersome only If one pays attention
to thee.

egret
strongly

1. Women ere more tired then usual when they ere
menstruating.
I.

Women Just have to eccept the feet thet they eay
not perform es well when they are menstruating.

f.

Menstruation provides a wey for me to keep 1*
touch with my body.

10. Menstruation Is a reoccur ring affirmation of
womanhood.
II. My own moods are not Influenced In any major
way by the phase of ey menstrual cycle.
12. 1 barely notice the minor physiological effects
of my menstrual periods.
13. I expect eitre consideration from ay friends
when I ee menstruating.
14. I reallie that I cannot expect as auch of myself
during menstruation compared to the rest of
the month.
15.

In some ways. I enjoy ey menstrual periods.

I 2 3
1 2 ) 4 5 6 7
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neither
disagree
nor agree

disagree
strongly
It.

I cen tell ay period It approaching because of
brent tendernett, bickeche. crinpt. or other
physical signs.

17.

Others should not be critical of a mean who Is
easily upset before or during her menstrua 1
period.

agree
tt

16.

The physiological effects of eenstruatlon are
nornally no greater than other usual fluctuations
In physical state.

19.

I don't believe ey eenstrual period affects how
well I do on Intellectual tasks.

20.

Hen have a real advantage In not having the
•onthly Interruption of a eenstrual period.

21.

Menstruation Is an obvious example of the
rh/thaicity which pervades all of life.

22.

I aa more easily upset during ay premenstrual
or menstrual periods than at other tines of
the month.

23.

A woman who attributes her Irritability to her
approaching menstrual period Is neurotic.

24.

1 don't allow the fact that I'm menstruating to
Interfere with a/uivel activities.

2$.

I hope It will be possible some day to get a
menstrual period over within a few alnutes.

26.

Menstruation allows women to be more aware of
their bodies.

27.

I have learned to anticipate ey menstrual period
by the mood changes which precede It.
e

28.

Women who complain of menstrual distress are
Just using that as an eicuse.

29.

Menstruation can adversely affect ey perforaance
In sports.

30.

Avoiding certain activities during eenstruatlon
Is often very wise.

31.

The only thing eenstruatlon It good for Is to
let a* know I'a not pregnant.

9f
"75"
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disagree
Strongly

3*.
33.

neither
disagree
nor agree

agree
Strongly

Most women mike too much of the minor
physiological effects of menstruation.

S 6

Premenstruel tenslon/lrrltablllty Is ell in e
women's heed.

S 6

Hlitonr of Preornstruil s»naVnm# (PH<) (women only)
Was there ever a time when you think you hed PMS?
— n o . If no. skip over this section
yes. If yes.

•)

When?

b)

Mow long did the PMS last (e.g. number of cycles or years)?

c)

Oescrlbe the circumstances (both positive and negative) of your life
et the time, first check appropriate Items then add any comments
afterwards.
I)
II)

I was employed.
I wes unemployed.
I wes not In a romantic relationship.
I wes in a relationship.
If in e reletlonshtp. was it going
well?

„

4-e

TTT

it
poorly?

IS

TT

Comments:

I0--I7
»•*<•

Z4-J6

*7- U
d)

Oescrlbe who. If anyone was usually around when your PMS wes at Its
worst. (Check one or more)
_elong
_w1th romantic partner
_wlth friends
with coworkers
.other (please specify)

with family
_ 1 n public

387

4
c)

Irlefly describe what you think were the Important fectors in causing
your r M $ : _ :

;

.

364o-4SL
43-45*
46-4»
4°,-5"/
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QuestlonnaIft w,
Mease circle the appropriate number beside each statement according to th*
mount of your agreement or disagreement by using the following scale:
JL
disagree
Strongly

JL

neither
disagree
nor agree

agree
Strongly

Please answer every Item
1)

If I could magically stop needing to take
care of my body's needs (e.g., eating,
etc.). I would be further ahead In life.

2)

When ey body gets i l l , sore, or tired. I take
this as a good message to slow down and take
care of myself.

3)

When doing physical exercise my motto is:
*no pa In--no gain*.

4)

It is a goal of mine to be able to push ey
body past the point of exhaustion.

5)

There Is no higher wisdom than my body's
messages to me.

6)

Given all possible sources of Information, I
trust ay gut reaction as the most accurate.

J)

I pride ayself on being sensitive to and
aware of ey bodily sensations.

6)

Official standards for health, diet, and
exercise (e.g., Canada food Guide,
professionals, books, etc.) are one of the
best ways I know what Is good for ay body.

9)

When ay body does not do exactly what 1 want
It to do. 1 feel betrayed.

10)

I consider ey body sensations, whether good
or bad, to be direct aessages from ay Inner
self.

1 2 3 4 S
fx

w

I

1 2 3 4 S

<3T
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Questionnaire?

|

Over the last several months you heve provided us with tnfornation ebout
your dally aood changes. He are Interested not only In your usual eoods and
behaviours, but also In oood and behavioral eiperlences which are unusua,] for
you. These •uncharacterlstic-for-ae* tines aey occur only once in severe!
yeers or, for soae people, nany tines in one year. They night be unusually
positive or negative feelings or behaviours. In addition, when and where they
occur might vary.
Please think of a tlae or tiaes when you felt you were feeling or
behaving In a way that was 'uncharacterlstic-for-me* end answer the following
questions about each tie*, feel free to edd any Information that aey help us
better understand whet the experience wes like for you.

Atypical experiences
4 )

?u ic h :?ac "M;Sc!fo:?, o: s * r

e

f

d

e

h

B

r

e

u

«•

«• •

- > . . .

66-7o

b) Was It a eood or behaviour or other?

e) How often have you acted or felt this way In the past?

390

d) Oescrlbe the drcunstences eround this tfae when you felt
e wey thet wet 'uncharacterlstlc-for-you.'
7

1)

When did It happen*

II)

Where did It happen?

1

0 r

*

.
c t e d

l0-<t

1 n

'•-It

11-11
HI) Wet It provoked by someone?

jes

no

yes

no

If yes. please explain.

Iv)

Was It provoked by something*

If yes. please explain.

v)

Old It happen *all-of-a-sudden?*

jes

If yes. please explain.

vt)

Old you feet it building up over tine?

If yes. please exploit.

'

•°

I 49-4X
*4T
44-46

t) Old you feel like you were In control of the situation or did It
happen to you, outside your control?

[

*7'**..
SO'SX.

f) Oeicrlbe how you felt about the uncharacteristic nood or behaviour
afterwards.

I) Old it bother you or was it a nice change froa your usual wood or
behaviour? explain your answer.

|
9V5*

•F5T
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It) If It Mere possible, would you want to prevent this/these
occaslon(s)?
yes

no.

Why?

.

'

I
**4

tit) If tt were posstbl*. would you want to Increase this/these
occaslon(s)?
yes

no.

Hhy?

II
;

IS-17
9) Do you think you will act or feel this way soaettae la the future?
yes

no.

If yes, how often?

h) If there Is soae detail ef your 'unchsrectertsttcfor-ae* t1ae(s)
which we have alssed In the above questions, pleas* elaborate la the
space provided below.
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Questionnaire J

Circle the appropriate number betide each stateaent according to the amount of
your agreement or disagreement by using the following seal*.
dlsagre*
Strongly

I.

neither
disagree
nor agree

JL

ag ee
st ongly

Women have th* right to compete with aen in every
sphere of activity.
37

t. As head of the household, the father should have
final authority over his children.
3.

The unmarried mother Is not morally a greater failure
than the unmarried father.

4.

A woman who refuses to give up her Job to move
with her husband should not to blame If the marriage
broke up.

5.

A woman who refuses to bear children has failed her
duty to her husband.

6.

Women should not be permitted to hold political
offices that involve great responsibility.

7.

Whether or not they realize It. most women are
ciplotted by aen._

A.

Women who Join the Women's Movement are typically
frustrated and unattractive people who feel they
lose out by the current rules of society.

9.

A working woman who sends her sli month old baby to
a daycare center It a bad mother.

10. A woaan to be traly womanly should gracefully
accept chivalrous attentions from aen.
*

II.

It is absurd to regard obedience as a wifely
virtu*

1?. The "clinging vine* wife is Justified provided she
clings sweetly enough to please her husband.
13. Realistically speaking, most progress so far has
been made by sen and we can eipect It to continue
that way.

39
M~

«r

4T

44
<?
4«

4?
47
4?

1
disagree
strongly

Z

3

«
neither
cmegrce
nor agree

*

6

14. One should never trust a woman's account of
another woaan.
15.

J
agree
Strongly

I ;

3

It Is desirable that women be appointed to police
forces tilth the saee duties as aen.

1 2 3

16. women are not basically eore unpredictable than aen. 1 2 3
17.

It Is a l l right for woaen to work but een will
always be the basic breadwinners.
16. A woaan should not eipect to go to the same places
and ha»« the saee freedoa of action as a aan.

12

3

19. Profanity generally sounds worse coning from
a woman.

12

3

20. Parental authority and responsibility for the
discipline of th* children should be equally
divided between husband and wife.

12

3

21. No woman is too cultured to take complete
responsibility for housework.

12

3

1 2 3

22.

It is unjust to say that women think In more
personal teres than aen do.

12

3

23.

In reality most aen are at least unconscious
sealsts.

12

3

24. Women ar* fin*, but a l l In a l l , een can only rtlai 1A the
company ef other aen.
12 3
25. A woaan doesn't have to leara how to be a mother-the has aa Instinct for It.

12

3

26. Ken *nd woeen should be paid th* see* for the saee
work regardless of whether or not they have a family
to support.
12

3

27. At this point in history, women and aen are treated
at equals in society; therefore, there Is no need for
feminists.
12

3

26.

3

1 consider ayself to b* a feminist.

12
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Quest lonnalrm t;
(Complete only if you ere In I romantic relationship; if you are not. skip to
the neit questionnaire.)
A) Circle one nuaber which best describes the degree of happiness, everything
considered. In your present romantic relationship.
very
unhappy

neither
unhappy nor
happy

very
happy

I)
Indicate your degree of satisfaction with your rometlc partner's
perforaance In eech of the following areas using this scale.

_L

very
unsatisfied

undecided
happy

J

very
satisfied

2

1.

Providing a feeling of security In ae.

1

2.

expressing affection toward ae.

1 2 3 4 S

3.

Giving ae an optlalstic feeling toward life.

1 2 3 4 S

4.

Expressing e feeling of being enotlonally close to
ae.

I

S.

•ringing out the best qualities In ae.

1 2 3 4 5

t.

Helping ae to become a-more interesting person.

1 2 3 4 5

7.

Helping ae to continue to develop ay personality.

1 2 3 4 5

1.

Helping ae to achieve ay Individual potential
(becoming what 1 aa capable of becoming).

1 2 3 4 5

looks efter ay physical needs (e.g.. cooks dinner
for ae) when 1 ask hla or her.

1 2 3 4 5

9.

J 4 S

1
1^

2 3 4 5

1

11 ^

" H

T

1 *
1 T

10. Mhen Bating love. 1s considerate, loving, end
completely looks after ay needs.

1 2 3 4 5

11. Being e good listener.

1 2 3 4 5

17. Giving ae encouragement when 1 aa discouraged.

1 2 3 4 3

13. Accepting ay differences.

1 2 3 4 5 6 7

14. Avoiding habits which annoy ae.

1 2 3 4 5 6 7

15. lettlny ae know how he or she really feels about
something.

1 2 3 4 5

1•
1 "r"

6

,1

T

7

Quntlonmlrt L
(Complete only If you ire In a romantic relationship.
the neit quest tonne Ire.)

If you ere not, jklp to

Are you Involved with only one romantic partner? yes__
no
Are you Involved with more than one roaanttc partner? yes___ no
How long have you been Involved with your current and nrlairv partner?
For each of the following statements please Indicate how frequently your
current and primary partner did this to you over the last five years.
not applicable • 0
never
• 1
rarely
• 2

occasionally
• 3
frequently
• 4
very frequently • $

1. My partner put down ay physical appearance.
2. My partner insulted ee or shamed ae In front
of others.
3. My partner treated me like I was stupid.
4. My partner was insensitive to ay feelings.
5. My partner told me I couldn't manage or take care
of myself without him/her.
6. My partner put down ay care of the children.
7. My partner criticized the way I took care of the house.
8. My partner said something to spite ee.
9. My pertner brought up something froa the past to
hurt ae.
10. My partner called me names.
11. My partner swore at me.
12. My partner yelled and screamed at ae.
13. My partner treeted ee like an Inferior.
14. My partner sulked or refused to talk about a
problee.
15. My partner stomped out of the house or yard during a
disagreement.
16. My partner gave me thcstlent treateent, or acted as
if I wasn't there.
17. My partner withheld affection froa a*.
18. My partner did not talk to me about ay feelings..
19. My partner was insensitive to ey seiual n:eds and
desires.
20. My partner demanded obedience to his/her whims.
21. My partner became upset if dinner, housework,
or laundry was not done when he/she thought It
should be.
22. My partner acted like I was his/her personal servant.
23. My partner did not de a fair shart of household tasks.
24. My partner did not do a fair share of child care.
26. My partner monitored ay tlae and Bade ae account for
where I was.
27. My partner was stingy In giving ee money to run our
house.
28. My partner acted irresponsibly with our financial
resources.
29. My partner did not contribute enough to supporting
our family.
30. My partner used our money or made Important financial
decisions without talking to me about It.

0 1 2 3 4 5
0 1 2 3 4 S
0 1 2 3 4 5
0 1 2 3 4 $
0
0
0
0

12
1 2
1 2
1 2

3
3
3
3

4$
4 $
4 S
4 S

0
0
0
0
0

1 2
1 2
1 2
1 2
12

3
3
3
3
3

4 S
4 5
4 S
4 S
4$

0 12 3 4 $
0 12 3 4 $
0 1 2 3 4 S
0 12 3 4 $
0 12 3 4 $
0 12 3 4 $
0 1 2 3 4 $
0
0
0
0

12
1 2
1 2
1 2

3
3
3
3

4$
4 $
4 $
4 $

0 12 3 4$
0 1 2 3 4 $
0 12 3 4 $
0 1 2 3 4 $
0 1 2 3 4 S
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31. My partner tept
froa getting medical cere that
I needed.
32. My partner vat Jcalout or suspicious of ey frlendt.
33. My partner was jealous of opposite tea (or taee tea
If In lesbian or gay relationship) frlendt.
34. Ny partner did not vent ec to go to school or other
self•teproveeent activities.
3$. Ny partner did not want ee to socialite with ay
same-sea (or opposite set. If in leslblan or gey
relationship) friends.
36. Ny partner accused ee of having an affair with another
aen/woean.
37. Ny partner demanded that I stay hoae and take car* of
the children.
36. Ny partner tried to keep me froa teeing or talking to ey
faally.
39. Ny partner Interfered In ay relationships with other
faelly members.
40. My partner tried to keep me from doing things to help
eyself.
41. Ny partner restricted ay use of the car.
42. My partner restricted ey use of the telephone.
43. My partner did not allot* ee to go out of the house when
I wanted to go.
44. Ny partner refused to let me work outside of the hoae.
49. Ny partner told ee ey feelings were Irrational or craty.
46. Ny partner blamed me for hit/her problems.
47. Ny partner tried to turn our faally. frlendt ar
children against ae.
46 My partner blamed ae for causing his/her violent behavior.
49 Ny partner tried to eake ae feel like I wat craty.
SO Ny partner's moods changed radically, froa very cale to
very angry, or vice versa.
SI. Ny partner blamed me when he/the was upset about
something, even whee It had nothing to do with ae.
62. Ny partner tried to convince ay friends, faelly or
children that I was craty.
S3 Ny partner threatened to hurt hlatelf/herself If I left
hia/her.
S4 Ny partner threatened to hurt hteseIf/herself if 1 didn't
do what he/the wanted me to do.
SS Ny partner threatened to have an affair with someone else.
56 Ny partner threatened to leave the relationship.
5? Ny partner threatened to take the children away froe ee.
56 Ny partner threatened to'have ae committed to a eental
institution.

\

Tr

Ti"
TT"

Trf"

0 I 2 3 4 S
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Quotlonmlrc M

(Complete only If you ere In e romantic relationship.
the neit questionnaire.)

If you are not, skip to

Please respond to the following questions for your relationship with your
current and primary roaanttc partner.
I.

Decision nKlna

1)

It is Important to t £ that I have sore Influence then ay partner in our
Joint decision-making.
strongly agree

2)

strongly disagree
It Is Important to ae that I have en egalitarian (equal-power)
relationship with ay partner.
strongly disagree

Circle one number Indicating who has what degree of fine) say In
significant decisions (e.g., aoney expenditures, child rearing practices,
etc.) In the relationship, In general:
I have
aore sey

II.

«7

I I I I I I I ITl

strongly agree
4)

strongly disagree

It is Important to av partner thet he/she has aore Influence than ae In
our Joint declslon-aaklng.
strongly agree

3)

I I I I I I I I I ]

Me have
eiectly
eque) sey

JL

My partner
hes aore
sey

fxpresslno opinions In decisions
never

_L

elweys

Use the scale above to Indicate how often. In the course of making any
significant decisions in the relationship, do you:
1)

feel free to express your opinion

2)

feel free to make decisions without severe
consequences from your partner if he or she dlsegrees

3)

feel afraid to disagree with your partner

4>

T
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III.

TaUIno

tine

1)

What percent of discussion tine In your relationship do you spend telklng
ebout Issues/feellngs/events of Importance to you?
JL

Z)

Whet percent of discussion time In your relation do you spend] talking
ebout Issues/feelings/events of Importance to your partner?
%

IV. Domestic and paid work responsibilities,
la) How many hours per week do yjUl do domestic, work?

hours/week

lb) Mow much stetus (I.e.. Importance or respect) does your partner give your
domestic work?
no status at a l l

I 11 I ' 1 I I I J

a great deel of status

2a) How many hours per week do yjQjt do pjtjjd, work?

hours/week

2b) How much status (I.e., Importance or respect) does your partner give your
paid work?
no status at ell

I I 1 I I I I 1 I I a great deal of status

3a) How many hours per week does your partner do domestic work?
hours/week
3b) How much stetus (I.e.. Importance or respect) do you give your partner'*
domestic work?
no status et a l l
4e)

N

I 1 I 1 I I 1 J a great deel of stetus

How many hours per week does your partner do gild, work?
hours/week

4b) How much stetus (I.e.. Importance or respect) do you give your partner's,
pxld work?
no status at all

I I I 1 II

I I I J e great deal of status

399
V.

Power In the relationship

1)

How ouch power do xOii have In the relationship?
no power

2)

I I I I I 1 I I 1 3 complete power

How much power does your partner have In the relationship?
no power

Milium

complete power

VI.

<buse in the relttlonthln

1)

Has any partner ever physically abused you (e.g. shoved, pushed, slapped,
kicked, punched. etc.J?
no
yes
If yes. when and how often?
please specify; e.g..
nuaber of tines per day/wtek/aonth/year, etc.)
If yes. who?
past partner(s)
current partner

2)

zy

JJST

3o

How afreld are you of physical abuse froa a partner?
not at all

3)

*4

I I M

I I I I I I

very fearful

Have you ever felt directly or Indirectly pressured Into perforalng
unwanted sexual activity with a partner?
" J T

yes
no
if yes, when and how often?
If yes, who?
past partner(s)
current partner
4)

When you are with your partner, how afraid are you of being directly or
Indirectly pressured Into unwanted sexual activity?
not at all 'II

5)

II

I I I M

1 very fearful

Have you ever been or felt emotionally abused by a partner?
yes
no
If yes. when and how often?
If yes. who?
_ _ past pertner(s)
current partner

6)

(please specify; e.g., nuaber
of times per day/week/aonth/year, etc.)

(please specify; e.g., nuaber
of times per day/week/month/year, etc.)

How afraid are you of emotional abuse from a partner?
not at all

I I M I I I. J U L . )

very fearful

Iii

37
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111 participant* couplet* thia for*.
I.
1)

idiilt Hiatory af Abuaa
Bar* you *v*r p h y s i c a l l y *bu**d as an adult?
__yee
no.
If y*o, waa your currant and primary
romantic partner th* abuser?
__y«*
no.

I T

2)

War* you *v*r sexually abused as an adult?
yea
no.
If y*a. waa your current and primary
romantic partner th* abuser?
yes
no.

4T

3)

H*r* you ever emotionally abused as an adult?
__y*s
no.
If y*a. waa your current and primary
romantic partner th* abuser?
__y*s
no.

Ti*

4)

Sere you ever p h y s i c a l l y neglected as an adult?
..yea
..no.
If yes, was your current and primary
romantic partner th* neglecter? ..yes
__no.

5)

Bar* you ever emotionally neglected as an adult?
ye*
no.
If yes, was your current and primary
romantic partner th* neglecter?
yes
no.

II.

Childhood

1)

Bar* you ever p h y s i c a l l y abused as a child?
.yea . . n o

| f/4

2)

Bar* you ever sexually abused as a child?
yes
no

I i>3~

3)

Ber* you ever emotionally abused as a child?
„y«e
..no

I

41

Bere you ever p h y s i c a l l y neglected sa a child?

5)

__y»a ..no
Ber* you ever emotionally neglected as s child?
.yea
no

Hiatorv

af

45*

U u n

_

j
|

___

5*7
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O u t i t i o n m i r .

O

A l l pertscipante couplet* this for*.
P I • • • • put an X or a check nark erter each atateaent aa it
applies to you.

Hoton onh
1)

n d taking oral contraceptives

.

2)

not pregnant and no plans to get pregnant during stud/

"55"

3)

not breast feeding

XT

4)

no hysterectomy or ovariectomy

5)

menstrua) cycles range between 21 and 40 days
no PMS treataent or therapy

r/otco and Hen
heteroseiuelly ecttve
reliable birth control If heteroseiuelly active
no history of depression or other psychiatric Illness
) no chronic Illness

JX

) between 30 and 40 years old
) not full-time students
) no vacations longer than 2 weeks during the study
)

living with partner

) employment _ _

4ft.

T

402

future Contact Perwlstlnn

t

v§

At this ttae we have «U tha Inforaatlon we need froa you (for which we ore very
gretefull).
'
Me have no plans now that require further contact with participants In this
study, but at a result of further analyses of the tnforaatton collected froa every
participant, we aey find we need to contect you to ess. a few brief questions. Mould
you be willing to be contacted?
fes. I would be willing to be contacted In the future.
No. I would nfll be willing to be contec'ted In the future.
If yes, do you forsee a change of address or telephone nunber?
Please provide peraanent contact nunber end address. If possible.
Phone
Address:

403

A Chance to Min • Final Interview

Now that you have completed the study and have cone for a f i n a l
interview, you are eligible to enter our lottery/draw for S2S0.0O.

When a l l

participants have finished the study (approximately Hay 1991). one lucky
person will win the drew.

We will c a l l and/or write the winning participant

to notify her/hie.

There will be between 100 and 200 participants so the odds of winning are
1/100 to 1/200.

If you would like to be entered in our lottery/draw please f i l l
fora at the bottoa of the page.

!0#.

Naae
Address.

Phone: (hoae).
(work)

best tlaes to call
(at hoae)
(at work)

out the

Conar*tuUtt

Tee h.ve coepleted th, |

Me.,,

tell ,

w

m

,r

t

f l f l t

h

.

, ,ueitioa ir.,,
M

l » U r , t « « r .„«• ,he r n. „ t „
0

the question, voe r.tsed .bout your own journet d.lt> eh.rts.

Appendix G
Reliability Study for New Measures and
Reported Reliability of Published Measures
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Reliability Study for New Measures and
Reported Reliability of Published Measures

For the purpose of establishing reliability, an additional independent sample of
199 females and 218 males completed the questionnaires developed for this study
(See Method Section). Volunteers were recruited from six undergraduate psychology
courses. Participants ranged in age from 18 to 66 years, with a mean of 23.4 years
and a median of 21.0 years. Sixty-six percent of the respondents reported that they
were involved in ongoing romantic relationships. Of these students, one woman
identified her current relationship to be with a woman and all other students identified
their relationships as being with opposite-sex partners. The mean length of the
romantic relationships reported was 6 to 12 months. However, the median and mode
length of relationship were 1 to 3 years.
For each initial administration, two experimenters arrived at the beginning of the
class period and were introduced by the instructor. Students were asked to complete
a package of questionnaires within the classroom setting, but were kept naive to the
purpose of the study. Participation was voluntary and not rewarded by experimental
points or monetary reimbursement. The questionnaire package (Appendix F)
contained the five questionnaires, as well as questions requesting the current date, the
participant's sex, age, and birthdate, the sex of current and past primary partners, and
the duration and cohabitation status of any current relationship. The first page of the
package consisted of written instructions and information regarding the use of the data.
The final page provided contact numbers for campus counselling services in the event
that a student wanted to discuss any of the issues raised by the questions. Students
were requested to tear off and keep this page.
Two weeks after each initial administration, the experimenters returned to the
classroom and re-administered the questionnaire package using the same procedure.

407
Students were told that the purpose of the re-administration could not be fully
disclosed at that time, but would be revealed in a debriefing statement forwarded to the
instructor within 2 weeks.
The data collected in the first administration were used to assess the internal
consistency of the scales. Cronbach's alpha coefficient was calculated for this
purpose. The data from participants who completed both administrations were
analyzed for test-retest reliability using Pearson product moment correlations. No
identifying information was collected from the students. Questionnaire packages for
the first and second administration were individually matched by birthdate and gender.
In the few cases where this procedure was not possible (because, for example, the
student did not provide a birthdate), the data were eliminated from further analysis.
Data from three participants were also discarded due to an evident lack of individual
validity in response (eg., clear sarcasm).
Several of the questionnaires as well as numerous items tested were found to
have low retest reliability or low internal consistency. They were, therefore, not
analyzed for the main study. With the exception of four items, all questions on
Questionnaires D

2 0

and E were eliminated due to low test-retest performance. Many

items on Questionnaire H produced adequate test-retest reliablility, but the
questionnaire was discarded due to inadequate internal consistency. Subscales on
Questionnaire M dealing with decision making, expressing opinions in decisions,
talking time, and power in the relationship were omitted from future use due to both low
test-retest coefficients and the inability to produce internally consistent scales.

Only

two items were retained from Questionnaire M within the domestic and paid work
responsibilities section. The remaining questions were unreliable. With regard to
questions concerning abuse in the relationship on this same questionnaire, reports of

20 Questionnaires in the final interview package were labelled by letter and were not
named. See Appendix F.
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frequency of abuse and identification of abuser were not usable due to poor retest
reliability. The item assessing the history of physical neglect as an adult was
eliminated from Questionnaire N as it was considered ambiguous and was not reliable.
The items retained for use and their organization into scales is in Tables 41 and
42. These tables report the correlation coefficients between administrations, as well as
item means and standard deviations for both the first and second data collections.
Scales which were created include Amount of Anger Experienced at Home, Amount of
Sadness Experienced at Home, Status Romantic Partner Gives to Work, Occurrence
of Adult Abuse, History of Abuse by Partner, Adult Abuse History, and Child Abuse
History.

With the exception of the Sadness at Home scale (total r=.67; women only

r=.66), all scales demonstrated test-retest coefficients greater than .70 for both the
total sample and for women only.

The alpha coefficients of the scales were generally

adequate, particularly considering of the low number of items comprising each scale.
The exception was a low alpha coefficient of .22 for the History of Abuse by Partner
Scale. This coefficient was deemed to be representative of the nature of the scale and
the nature of abuse rather than of unreliability. This low alpha suggests that the items
inquiring into the history of different forms of abuse are indeed separating these forms
rather than producing a generalized response pattern. For this dissertation, the
Amount of Anger Experienced at Home and the Amount of Sadness Experienced at
Home scales will be analyzed.
One purpose of this proposal is to examine how different types of abuse may
relate to women's use of the label "PMS". Therefore, for this dissertation, the
individual questions about particular forms of abuse will be used for analysis, rather
than the scales in which these questions have been combined.

The test-retest

correlation coefficents of individual questions composing the scales ranged from .56 to
.89 for the total sample and .61 to .95 for women. These coefficients may be found in
Tables 43 and 44. Of these individual items, the items describing physical, sexual, and

Table 41
Test-retest reliability and internal consistency calculations
for new scales: Women and men

Scale

Anger at home
Sadness at home
Status from partner
Occ. Adult Abuse
Partner Abuse Hy.
Adult Abuse Only
Child Abuse

r(n)

.7383(200)
.6718(197)
.8572(67)
.8334(104)
.7412(106)
.7983(184)
.8284(184)

conf. int. Beta seBeta

0.6552
0.5462
0.7666
0.833
0.6789
0.779
0.7582

0.848
0.748
1.035
1.082
0.969
0.972
0.925

0.0479
0.053
0.0639
0.0547
0.0658
0.0446
0.0415

se

2.204
2.204
2.077
1.124
0.695
0.655
0.689

alpha (n)

.6838(317)
.8126(313)
.6045(135)
.6612(183)
.2234(189)
.6628(300)
.7075(302)

Table 42
Test-retest reliability and internal consistency calculations
for new scales: Women

Scale

Anger at home
Sadness at horn
Status from partn
Occ. Adult Abuse
Partner Abuse H
Adult Abuse Only
Child Abuse

r(n)

.7209(127)
.6623(126)
.8069(49)
.8848(76)
.7867(77)
.8375(120)
.8692(118)

conf. int.

0.6064
0.539
0.6568
0.8648
0.7049
0.785
0.7345

Beta seBeta

0.8552
0.8103
1.0162
1.1051
1.0155
0.997
0.9061

0.062
0.0673
0.0862
0.0542
0.0713
0.0503
0.0495

se

2.2375
2.8336
1.9527
0.9707
0.6593
0.6321
0.5875

alpha(n)

.6698(199)
.7986(198)
.5587(94)
.6704(129)
.2625(132)
.6951(192)
.7137(193)
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emotional abuse in adulthood and physical, sexual, and emotional abuse in childhood,
as well as physical, sexual, and emotional abuse by a partner were selected for
analysis. The test-retest correlation coefficients of the adulthood and childhood items
were generally good, ranging from .70 to .89.

Items describing the history of partner

abuse were lower but acceptable, ranging from.61 to .70.
In addition to the questions developed for this thesis, five questionnaires
designed by other researchers were selected for inclusion in the main study. The
Psychological Maltreatment of Women Inventory (Tolman, 1989) was developed to
measure psychological maltreatment of women by their male partners. The 58-item
scale was created from five items from the Conflict Tactics Scale (Straus, 1979),
sixteen items from the Index of Spouse Abuse (Hudson & Mcintosh, 1981), items from
the categories of emotional abuse identified by Patrick-Hoffman (1982), conceptual
generation of abuse categories and subcategories, and suggested relevant content
from clinical literature and observations. Items that included a direct physical
behaviour or either explicit or implied threats of this behaviour were omitted. This
questionnaire has been judged by workers with battered women and battering men to
have high face validity and good content validity. The author of the scale tested a
sample of 207 battered women (mean age=32.6 years) and 407 battering men (mean
age=31.9 years).

Battering men responded by endorsing items that occurred when

they battered. All items of the scale were endorsed by at least 25% of the sample. An
exploratory factor analysis revealed a domination-isolation factor and an emotionalverbal factor in both women and men. The internal consistency of these factors was
.95 for women and .91 for men on the first factor and .93 for women and .94 for men
on the second factor. No alpha was reported for the overall scale. In our sample of
the 65 study participants, alpha coefficents were .98 for the total scale, .96 for
domination-isolation items, and .97 for emotional-verbal questions. Although no testretest reliability coefficients are available for this scale, intracouple reliability was
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reported by Tolman as significant on the first factor (r=48, p_=.007), but not the second
(r=.30, p_=.265). Disagreement within couples was specifically on those acts deemed
most socially undesirable. The author of the scale cautions that further research is
required on the reliability, validity, clinical norms, and formal scoring procedures of the
scale prior to widespread use. This scale was selected for our study based on the
applicability of its content. For the purposes of this research, clinical norms are
unnecessary and internal consistency information is acceptable within our sample.
Moreover, formal scoring procedures identifying clinical cutoffs of abusive behaviour
were not required for our purposes. The information lacking to use this scale with
complete confidence is test-retest reliability.
The Marital Need Satisfaction Scale (Stinnett, Collins, & Montgomery,

1970)

was constructed to evaluate the relationship needs specific to the position in the life
cycle of the senior citizen. The questionnaire was developed on 227 wives and
husbands recruited from senior citizen centres around Oklahoma. Participants ranged
in age from 60 to 89 years with the modal age between 65 and 69 years. Most
individuals had been married between 40 to 49 years, but the length of marriage
ranged from 1 to longer than 50 years. The scale contains 24 questions representing
six basic needs: love, personality fulfillment, respect, communication, finding meanings
in life, integration of past life experiences. Items comprising the first four needs were
adapted from the Marital Competence Scale (Stinnett, 1967) and finalized subsequent
to factor analyses. The last two needs were developed from a review of the literature
specific to the age groups of interest. Upon examination of the items in all six need
categories, it was determined that the questions from all need groups would be
informative to the age range of our study sample. The split-half reliablility of the scale
was tested by Stinnett et al. using a Spearman-Brown Correction Formula and was
reported as +.99.

Internal consistency of the scale was reported to be assessed by the

significant differentiation between those scoring in the upper and lower quartiles. Chi
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squares were significant at the p_=.001 level of significance for every item. This latter
procedure is generally considered less appropriate than is Cronbach's alpha
(Reynolds, personal communication). Within our study sample of 65 participants,
Cronbach's alpha on the first 15 items of this scale was .92. No test-retest reliability
data were provided for this questionnaire.
The Multidimensional Anger Inventory (J. M. Siegel, 1986) was created to
evaluate anger as a multidimensional construct. The scale was validated on a sample
of 124 female and 74 male college students (no age supplied) and 288 male factory
workers (mean age=54.8 years). The 38 items composing the questionnaire were
selected on the basis of face validity. Some items were adapted from existing anger
inventories and some were conceptually developed. A principal component factor
analysis with varimax rotation was performed. The four factors which emerged were
anger-arousal (experience of anger), hostile outlook, range of anger-eliciting situations,
and anger-in anger-out (mode of anger expression).

The alpha coefficient on the

factor scales ranged from .51 to .83 and were noted as acceptable. The overall alpha
demonstrated a high internal consistency for the inventory, exceeding .8 for both the
college and factory samples. The questionnaire produced the hypothesized
correlations with other instruments designed to measure similar dimensions of anger.
These correlations to the Harburg (Harburg, Erfurt, Hauenstein, Chape, Schull, &
Schork, 1973), Novaco (1975), and Buss-Durkee (Buss & Durkee, 1957) inventories
suggest the potential criterion-related validity of the scale. A subsample of 60 college
students provided data from two administrations of the questions separated by a 3-4
week interval. Test-retest reliability was .75, noted by the author to be considerably
higher than other anger and hostility scales.
The Daily Hassles and Uplifts Scale (DeLongis, Coyne, Dakof, Folkman, &
Lazarus, 1982; Kanner, Coyne, Schaefer, & Lazarus, 1981) was constructed to
measure the occurrence and severity of hassles and uplifts in the content areas of
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work, family, social activities, the environment, practical considerations, finances, and
health. Hassles and uplifts are both rated for each item on a 3-point scale
representing "somewhat", "moderately", and "extremely" severe. Four scores are
produced by this scale. A frequency score for each of hassles and uplifts is calculated
as a simple count of items that the participant has endorsed. An intensity score is
calculated for hassles and for uplifts as the mean severity reported by the participant
for all items endorsed. DeLongis et al. (1982) reported that the average test-retest
correlation coefficients between adjacent months over a 9 month period were .79 for
frequency of hassles, .48 for intensity of hassles, .72 for frequency of uplifts, and .60
for intensity of uplifts. The sample for which these coefficients were reported was
white, 45-64 yrs., primarily Protestant or Catholic, highly formally educated, highincome, and predominantly heterosexually married.
The Menstrual Attitude Questionnaire (MAQ) (Brooks-Gunn & Ruble, 1980) was
developed to measure menstrual-related attitudes as multidimensional. The
questionnaire was developed on samples of 191 undergraduate university women, 154
college women, 82 college men, and 62 sixth and seventh grade girls. The 46 items
were factor analyzed by the principal components method using a Varimax rotation.
Factors that contained doublets and single items were omitted and five final factors
emerged: menstruation as a psychological and physically debilitating event, as a
natural event, as a bothersome event, as an event whose onset can be predicted and
anticipated, and as an event that does not and should not affect one's behaviour.
Cronbach's alpha coefficients for each factor ranged from .90 to .97 for the samples of
university and college women. A high alpha on each factor would be expected
subsequent to the application of factor analysis to the items. Cronbach's alpha
coefficients for our own study sample of 65 women was calculated for the 5 subscales:
as debilitating (.85), as natural (.81), as bothersome (.75), as predictable (.77), and
denial of the effects of menstruation (.75).
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Diagnostic Manual for Premenstrual Syndrome Researcher Designations
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Evaluating Cvctes and Diagnosing. PMS for Individual Participants
Principles guiding the evaluation/diagnosis process. The overarching
principle used in evaluating the relative strength of cycles and in diagnosing PMS for
individuals was that explanatory concepts were to be as simple as possible. This
principle of parsimony was particularly important when trying to label and understand
an individual's various cycles.
Prediction analyses. Prediction analysis, a nonparametric method, was
chosen to analyze cyclicity in each individual's data because of limitations inherent in
other methods. Parametric tests for determining cyclicity in an individual's data, e.g.,
Fourier and spectral analyses, were designed to be used with a large number of
events and phases in order to have sufficient power to reliably detect cycles. "For
example, if the ear were allowed to receive only one complete cycle of sound from a
tuning fork,... the aural impression would not at all be that of a pure tone at the
characteristic frequency of the fork, but would instead be a confused jangle of tones
... Vibrations of an actual physical system must be long-continued for (Fourier
analyses and similar techniques) to be used as an acceptable description of them"
(French, 1971; p. 7).
The menstrual cycle pulses of various biochemical substances along with any
other concomitant biological or psychological changes can be likened to the cycles
that produce tones in the tuning fork. To "hear" the "pure tones" from the menstrual
cycle, observation of many cycles would be necessary. Observation of two to three
cycles might yield the "confused jangle of tones" alluded to above with the
observation of one cycle of the tuning fork.
Because of the limited number of statistical techniques available to analyze
small series, researchers have applied Fourier or spectral analyses (e.g., Severino,
Hurt, & Shindledecker, 1989), curve fitting with the use of linear regression, and
auto- or cross-correlation analyses (Lentz, 1991) to menstrual cycle data. Each
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technique has specific limitations. For example, Lentz (1991) noted that some
correlational techniques that can be used with as few as 30 days of data can provide
misleading results when the series is characterized by a negative auto-correlation
(i.e., equal jumps above and below the mean producing a low variance estimate) or
trend (i.e., a downward or upward slope in the series producing an artificially high
variance estimate). Both negative auto-correlations and trends are relatively
common phenomena. The correlational techniques may be inappropriate for
menstrual cycle data in many cases. Regardless of the technique chosen from the
above mentioned list, all require both advanced statistical training for interpretation
and access to high level software packages for analysis. Relatively few
professionals involved in PMS diagnoses have had the benefit of such training or
access to such computer resources.
Prediction analysis is a nonparametric statistical procedure that can be used
to test for the presence of cycles for individual participants. Prediction analyses are
relatively easy to do with pencil" paper and calculator, and require only a rudimentary
understanding of standard deviations and z scores. A maximum of about 120 data
points (assuming no days were missed) was available for any dependent variable in
this study. From the practical perspective of finding a large number of participants
willing to provide daily data for four months, this is commendable. Unfortunately,
however, 120 days only translates into three to five menstrual cycles, leaving open
the criticism that a small number of cycles may yield an impression that differs
significantly from the "pure tone" of the menstrual cycle. Keeping in mind this
limitation, the prediction analysis technique was chosen as best among the
alternatives. In addition, when interpreting the results, the possibility that the
observed results from 120 days of data may not be the "pure tone" of the menstrual
cycle was considered.
The purpose of prediction analysis as it applies to cycles is to determine
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whether an event occurred with equal frequency (null hypothesis) across the
specified time periods (e.g., days or phases) for a given individual, or whether the
event occurred with greater frequency in one or more time period(s) than in the
others. The general procedure for prediction analysis is to find the difference
between the frequency expected and the frequency obtained for an event within a
phase and then to compare this difference with the variation in frequencies found
from phase to phase to determine whether the obtained difference is significant. An
example of prediction analysis calculations for a weekday cycle, the simplest
calculation, is described in detail, followed by the additional procedures for the lunar
and menstrual cycles.
Prediction analysis calculations. The prediction analysis procedure,
described below for one dependent variable (irritability/patience) as an example, is
repeated for each of the other dependent variables. The first step in determining
whether irritability varied systematically and significantly over days of the week for an
individual participant was to convert the interval 9-point scale data to the yes/no
(e.g., Did the event occur?) categorical data necessary for prediction analyses. (The
interval data are used later in the group analyses.) Two procedures were
considered. The first was to perform a mean split on all irritability scores to create
two additional dependent variables, high irritability and low irritability (i.e., patience
with others). The advantage of this mean split technique is that all scores rather
than a selected subset would be used in future analyses. The disadvantage is that
scores only slightly different in value that happened to fall on opposite sides of the
mean would fall in different categories and be given the same emphasis as scores
that were more extreme. For example, if a participant had a mean of 5.00 on a 9
point scale of irritability, 5.02 and 7.5 would both belong in the high irritability
category and 4.98 and 2.5 would both belong in the low irritability (patient) category.
It is doubtful whether the participant would experience the difference between 5.02
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and 4.98 as significant, so the assignment of these scores to different categories
seems inappropriate. In addition, the scores 7.5 and 2.5 seem to be more
appropriate members of their respective categories than do the scores falling close
to the mean. Most participants' scores were clustered around the mean, therefore
the problem of relatively close scores ending up in different categories would be a
common occurrence. This, in turn, would obscure any cyclical picture in the more
extreme scores experienced and endorsed by participants as high or low irritability
(i.e., scores such as 7.5 and 2.5).
The alternative procedure for converting interval to categorical data was to
screen out all scores that fell on the mean or between one standard deviation above
and below the mean. The advantage is that this prevents the average scores,
generally greater in number, from obscuring patterns in the presumably more salient,
diagnostically more interesting, and less frequent nonaverage scores. The
disadvantage of this second procedure is that not all of the participants' scores would
be used in the analyses. In our view, the advantage of having psychologically
coherent categories (i.e., no average scores mixed with obviously high and low
scores) outweighed the disadvantage of using partial data. The days remaining after
screening fell into either the above average high irritability or below average low
irritability categories. These categories were treated as two new dependent
variables each requiring separate analyses.
An example of one women's (#458) data will be used to illustrate all further
procedures. The total frequency (N) of nonaverage days in each category for each
variable was determined by counting across the participant's days in the study. For
example, woman #458 had the following total Ns for all variables analyzed.
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total
nonaverage
days
positive body experiences
negative body experiences

2
1

patient behaviour (low irritability)
irritable behaviour (high irritability)

30
18

pleasant mood
unpleasant mood

CM CM
CM CM

stable moods
variable moods

26
22

less anger
more anger

0
21

less hurt feelings
more hurt feelings

0
19

better overall feelings
poorer overall feeling

15
22

Note first that the total N will be the same regardless of the cycle of interest,
i.e., day of week, lunar, or menstrual. Second, it is possible to have zero
nonaverage days if, for example, a participant reported all days as being in the range
of average irritability. In this case prediction analyses were not possible, and it was
concluded that there was no significant cycle for that dependent measure.
The next step in the prediction analyses was to take all the days for which
nonaverage scores were reported, for example, below average irritable (patient)
behaviour, and order them by frequency for each day of the week. For example,
woman #458 had the following breakdown for below average irritable behaviour.
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Total
non-average
days
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday

6
4
2
2
2
18

Total

Order of
analyses
1st
2nd
3rd-tied
last-tied
last-tied
3rd-tied
3rd-tied

The following equation (Von Eye & Bradstadter, 19-) was used to determine
whether a particular day of the week had significantly more nonaverage low
irritability than was expected by chance.

z =

" - E

E - (E)

2

N
where n is the frequency for a given day of the week, E is the expected frequency of
a low irritability (patient) score occurring by chance and N is the total frequency of
below-average, low irritability days.
The expected frequency is obtained by E = p x N
where p is the probability of occurrence of the chosen time period. For example, the
probability for Sunday is 1:7 since Sunday is one day out of 7 possible.
The critical value for z at p. < .05 is z - 1.65, i.e., this is the significance of the
effect. A calculation is done for each day of the week beginning with the highest
frequency day and working in descending order of frequency until the first
nonsignificant result is found. No further analyses of the remaining weekdays are
done after this nonsignificant finding. The rank ordering from highest to lowest
frequency is a time-saving device that reduces the number of calculations
necessary.
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In the example, with a total frequency, N = 18, the expected value is
E -

p x N

-

1/7

-

2.57

x 18

The day with the highest frequency is Sunday, n = 6. Therefore,
z -

n - E

E -

(E)

2

= 6 - 2.57
2.57

-

(2.57)

2

18

=

1A1
1.48

z =

2.32

The obtained z exceeds the critical value of z = 1.65 and it can be concluded
that for this individual, patient or below average irritable behaviour showed a
significant Sunday pattern.
Further calculations for below average irritable behaviour on Monday, the next
most frequent day, revealed that Monday, and, therefore, no other days of the week
were significant.
Type I error. Many analyses need to be conducted to determine whether the
individual experienced significant weekday, menstrual, or lunar cycles. For each
participant seven dependent variables (pleasantness, patience with others/irritability,
anger, hurt feelings, overall feelings for the day, body experience, mood stability)
were converted to 7 high and 7 low variables. Each of these 14 variables was
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analysed for 3 cycles. Within each cycle one prediction analysis was conducted for
each day or phase until the first non-significant finding was found. Theoretically, it
was possible to have 7 analyses for the weekday, 5 for the menstrual, and 4 for the
lunar cycles, so the total number of possible analyses was 224. Focusing on any
one result would be inappropriate because 11 would be expected to be significant by
chance with the accumulated Type I error. It is crucial, therefore, that individual
results are interpreted in their immediate and more global contexts. It is the patterns
and cycles rather than individual variables that are of interest and will be used in the
ultimate diagnosis of PMS, Monday blues, etc. As a first step toward ascertaining a
pattern or cycle, individual results were ranked in two ways. First, a star system was
used to rank order the strength of z with more stars indicating stronger significance:
1.65-1.99 = *; 2.00-2.99 = " ; 3.00-3.99 = " * ; 4.00-4.99 = " " ; etc. These groupings
use the participant's own standard deviation as the metric for strength of
significance, with each consecutive grouping representing an increase of 1 standard
deviation.
Results of the prediction analyses were ranked again by a second procedure.
The frequencies of nonaverage scores (number of days on which nonaverage
scores occurred) for each of the dependent variables were rank ordered for each
participant. It was assumed that a low frequency of nonaverage scores would
indicate that this phenomenon was relatively rare in the participant's life. Since rare
events tend to be less reliable (e.g., more likely to regress toward the mean), it was
important to distinguish rare nonaverage reports from more frequent nonaverage
reports. After considering the distribution of the frequencies obtained that were
associated with significant results, a star system was used to rank order the
frequency of nonaverage reports as follows: 0-9 days = *; 10-19 = **; 20-29 = * " ; 3039 = " " , etc.
With each significant finding in the prediction analysis series ranked for both
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strength of significance and strength of reliability, the relative predominance of each
finding could be determined. For example, a variable with z = • and frequency •> **
would be considered less predominant than a variable with z = *** and frequency =
****. It is readily acknowledged that the relative predominance of each variable for
the individual is not determined mathematically but through a process involving
interpretation and judgment. As a general guideline, a variable that received 0-3
stars (z and frequency summed) was considered to reflect a weak effect, 4 or 5 stars
to reflect a moderate effect, and 6 or more stars to reflect a strong effect. It was
assumed that significance (i.e., z) and reliability (i.e., frequency) were equally
important criteria, so no distinction was made between a finding of z = *, frequency =
** and z = **, frequency = *.
For example, the patient or below average irritable behaviour of woman #458
in the example would receive a ranking of two stars for its z score of 2.32 and an
additional two stars for its total frequency of below average irritable behaviour of 18.
Lunar cycle prediction analyses. The procedure for the lunar cycle prediction
analyses is similar to that for weekday cycle analyses with the exception that there
are four phases instead of seven days and one of the four phases (full moon) has
one more day than the other phases. These two exceptions affect the probability to
be used in the z equation. The probability of a below average irritable score falling
on a full moon is 8:29 (8 days out of 29 possible days). The probability for each of
the three remaining lunar phases is 7:29. The respective probabilities were
inscribed into the above z-equation and the procedure was followed as above.
Menstrual cycle prediction analyses. The procedure for the menstrual cycle
prediction analyses is more complex than for the weekday and lunar cycles.
The first step is to complete the menstrual cycle Summary Grid by filling in the
number of days observed in each menstrual phase for each menstrual cycle. (The
actual coding scheme for determining the menstrual cycle from raw data is described
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in the scoring section of the Method.)

Menstrual Cvcle Summary
Cycle
No.

Menstrual
bleeding

1

(5)

2

Post
Menstrual

Mid
Cyde

Post
Mid Cyde

Pre Mensl.

Total
Cyde
Length

(7)

5

6

7

30

5

5

5

3

7

25

3

5

4

5

2

7

23

4

5

6

5

5

7

28

5

4

6

5

4

7(end)

26

1

6
7
Total
Phase
Length
Adjusted
Average

19
=
4

4.75

21

= 5.25

4

5

.5

Notes: woman normally cycling

5
by
defn
5

20

=5

4

4

7
by
defn
7

26
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For the days in brackets the participant was not yet in the study but the number of
days was derived from the first-day-of-last-menstrual-cycle question in the initial
interview. This derived number only enters into total cycle length and is not used in
any other calculation.

If a woman began her first observed cycle before the first day of the study, the date
of the first day of her last menstrual cycle (obtained in the initial interview) was used
to estimate the length of the phases in that cycle before entering the study. The total
cycle length is calculated for each cycle by summing across all phases within a
cycle. The total phase length is calculated by summing across all cycles for each
phase. Only complete cycles are used in these calculations. Average phase length
is then calculated by dividing total phase length by the number of complete cycles
observed. The average cycle length is calculated by dividing total cycle length by
the number of cycles observed.
At this point averages may not be whole numbers and need to be rounded up
or down so that they are whole numbers. In addition, the sum of the average phase
lengths must add up to the average cycle length (also a whole number). To
accomplish rounding to meet these criteria some adjusting may be necessary. The
following guidelines were used in deciding rounding procedures: (1) Round the
average phase length so that it is most representative of the individual phase lengths
observed. For example, if the observed phase lengths for four menstrual phases are
3, 4, 3, and 8, the average menstrual phase length is 4.5 and should be rounded
down to 4 because 4 is closest to the mode for menstrual phase lengths. (2) Round
up for phases with particularly low means. For example if the means from the
menstrual through premenstrual phases were 5, 3.5, 5, 7, 7, respectively, then 3.5
would be rounded to 4. (3) Round in the direction of balancing out the post
menstrual and post midcycle phases. For example, if the average phase lengths
from menstrual to premenstrual were 7, 4.5, 5, 5.5, and 7, respectively, 4.5 and 5.5
would both round to 5. (4) The midcycle phase must always be five and the
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premenstrual phase seven days.
Once the menstrual cycle Summary Grid is complete, prediction analyses can
begin as described for the weekday cycle, with the exception of determining p for
each of the five phases. Unlike weekday and lunar analyses where p is the same for
all participants, the menstrual phase probabilities may be different for each phase for
each participant. The menstrual phase probability p is determined by dividing the
average phase length by the average cycle length. For example, woman #458 had
the following menstrual phase probabilities: 5:26, 5:26, 5:26, 4:26, and 7:26, for the
menstrual, post-menstrual, mid-cycle, post-mid-cycle, and premenstrual phases,
respectively. Once the menstrual phase probabilities have been calculated the
prediction analyses can be completed as outlined for the weekday cycle with the
exception that there will be calculations for five phases instead of seven days.
Describing the menstrual, weekday and lunar cycles. All the evaluations and
descriptions of a participant's cycle data were done by one researcher in one sitting.
This limit of one person, one sitting was vital because much of the process involves
assessing each finding in the context of the others, so splitting the work would have
impaired the ability to keep the full context in mind.
The first task was to describe the patterns on the prediction analysis summary
forms (see below). The process for the menstrual cycle (with five phases), weekday
cycle (with seven days instead of five phases), and lunar cycle (with four instead of
five phases) is described below.
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Prediction Analysis Summary Forms
Weekly Cycle Pattern

Sunday

more negative body experiences (days = *) (z • *•)
more irritable behaviour.with others (days = **) (z = **)
more unpleasant mood (days = *•*) (z = *)
more variable moods (days • **•) (z = *)
more angry times (days - *") (z « *)

Monday

—

Tuesday

—

Wednesday

—

Thursday

—

Friday

—

Saturday

Only nonaverage high or low significant patterns are listed.
-- indicates neither high nor low patterns were found; average daily experiences
were seen for this day.
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Menstrual Cvcle Pattern
Menstruation
(days of bleeding)

—

Post Menstruation

Mid-Cycle (5 days)

Post Mid-Cycle

more stable moods (days * ***) (z - ••)

Premenstrual
7 days before bleeding

more negative body experiences (days = *) (z = *)
more irritable behaviour with others (days = **)
(z = *)
more anger (days = *•*) (z = *)
more hurt feelings (days = **) (z = **)

Only nonaverage high or low significant patterns are listed.
- indicates neither high nor Low patterns were found; average daily experiences
were seen for this phase.

Lunar Cvcle Pattern

New Moon
7 days

more negative body experiences (days = •) (z = •)
more unpleasant mood (days = ***) (z = **)

First Quarter
7 days

more positive body experiences (days = *) (z - *•)

Full Moon
8 days

better overall score (days = ") (z = *)

Last Quarter
7 days

—

Only nonaverage high or low significant patterns are listed.
-- indicates neither high nor low patterns were found; average daily experiences
were seen for this phase.
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Comparing menstrual, weekday, and lunar cycles. The next step in
evaluating evidence of cycles was to rank patterns for relative predominance or
activity within the cycles. In general, predominance was determined by considering
the number of significant findings, the strength of the significance and reliability, and
the salience of a theme or picture in the cycle. The three cycles were rank ordered
for their predominance according to the criteria below. Tied rankings were
permissible. These rankings were used in diagnosing PMS, as described below.
Criteria for deciding between separate and tie rankings in diagnosing PMS:
Steps for assigning ranks. (1) First calculate combined cycle total starts across all
items and day*s and Z*s. For example, woman #458 had 19, 18, and 13 combined
total stars for the weekday, menstrual and lunar cycles, respectively. (2) Then use
ranking rules below to assign ranks. (3) Assign rank numbers 1, 2, 3 (for first,
second, and third place) or in the case of ties 1.5, 1.5, 3 (tie for first place) or 1, 2.5,
2.5 (tie for last place) or 2, 2, 2 (three-way tie).
Cycles with no data. If a cycle has no data, assign the lowest rank to this
cycle unless another cycle also has no data, then assign tie ranks to both no-data
cycles.
Criteria for tie ranks. If the day* and Z* combined totals for all items for the
two cycles are equal or within 1 or 2 stars then assign tie rankings unless: (1) the
consistency in the higher star cycle is better (i.e., a clump of three or more items all
consistent in theme), then assign separate rankings; and/or (2) the higher star cycle
has a greater number of items with more than 2 stars (day* and Z* combined total for
the item), then assign separate ranks. For example, for woman #458 with weekday
total stars = 19 and total number of items = 5 versus menstrual total stars = 18 and
total number non 2-star items = 4, therefore separate ranks are assigned with
weekday first and menstrual second. If the lower star cycle has,a greater number of
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items still assign tie ranks. Exception: if the lower star cycle has greater consistency
(as defined above) in at least one phase and a greater number of items with more
than 2 stars (as defined above) then rank the lower star cycle higher than the higher
star cycle.
Criteria for separate ranks. If one cycle has a combined total for all items of
day* and Z* which is four or more stars greater than the other cycle, assign separate
ranks (e.g., woman #458 has menstrual total stars = 18 and lunar total stars = 13,
therefore separate ranks are assigned). If one cycle has a combined total for all
items of day* and Z* which is three stars greater than the other cycle, then assign
separate ranks unless: (1) the consistency (as defined above) in the lower star cycle
is better than the higher star cycle, then assign tied ranks; and/or (2) a high degree
of match (i.e.. 50% or more items appear in both cycles) between the menstrual and
lunar cycles, then assign tied ranks. (Note that this match criterion applies only to
menstrual and lunar cycles.); and/or (3) the same number of items (not counting 2star items), as defined above, and roughly equivalent consistency, then tie ranks. If
the lower star cycle has a greater number of items than the higher star cycle, then
still assign tie ranks.
Interrater reliability in assigning ranks. Two researchers independently
assigned ranks for each cycle for every participant in the study. Interrater reliability
was calculated by summing the number of exact matches in ranks and dividing by
the total number of participants who received ranks. The interrater reliability was
94% and the discrepancies were discussed and resolved.
The dilemma when menstrual cycles are synchronized with lunar cycles.
Some participants with very regular menstrual cycles of 28-30 days had cycles that
were fairly closely synchronized with the lunar cycles of 29 days. Synchronicity was
suspected by considering two criteria: first, the length and regularity of a woman's
cycle, and second, a computer printout of the calendar dates and the codes of the
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menstrual and lunar cycles. For each woman with a cycle length of 28-30 days in
each menstrual cycle during this study, synchronicity with the lunar cycle was
suspected. This suspicion was checked by examining the concordance in menstrual
cycle and lunar cycle codes on the computer printout.
Synchronicity presented a problem for the researcher describing the woman's
three cycles because some of the same patterns might show up in both the lunar
and menstrual cycles even though the first had four phases and the second had five.
It was sometimes difficult to determine whether one was seeing a lunar cycle pattern
projected onto the menstrual cycle analyses with some distortion because of phase
length differences, or whether the menstrual cycle was projected onto the lunar cycle
analyses. Indeed, it is technically impossible to provide separate judgments with
certainty for the menstrual and lunar cycles when they are synchronized. Note that
synchronicity would always occur for women taking oral contraceptives/hormones,
for men (who were randomly assigned to menstrual cycles of equal length), and for
women who had had hysterectomies or were past menopause.
In some synchronized cases, patterns came more into focus, were more
consistent, and presented a simpler picture in either the menstrual or lunar cycle and
were more fragmented in the other cycle. This was noted and all subsequent work
was considered provisional, with caution used in evaluations of context.
Quantitative diagnosis of PMS. After describing and ranking the three cycles
the researcher followed the procedure outlined below to diagnose PMS. Five
questions were each answered yes or no depending on the menstrual cycle pattern
of the participant. Each succeeding question brings more context to bear in
evaluating the evidence for PMS. (1) Are there any negative items in the
premenstrual phase? (A no to this question yields a diagnosis of no PMS). (2) Is
there a clear negative pattern within the premenstrual phase (i.e., 2 or more negative
items combined with the absence of positive ones)? (3) Is a negative premenstrual
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phase the only negative phase in the cycle? (4) Is the premenstrual phase the
predominant phase in the menstrual cycle pattern (i.e., no positive or negative phase
that outshadows the premenstrual phase)? (5) Is the menstrual cycle pattern the
predominant pattern when compared and ranked with other cycle patterns? Each
yes receives a score of 1, for a PMS score with a range from 0 to 5. A score of 0
indicates no evidence of any PMS and 5 is strong evidence indicating PMS.
For example, an answer of yes was given for woman #458 for the first four
questions but an answer of no for the fifth question, so her PMS score is 4.
Qualitative diagnosis of PMS. In addition to determining a quantitative score
for PMS, each participant's prediction analysis summary forms were inspected for a
clear pattern of feeling "miserable" or "terrific" within a phase of any cycle.
"Miserable" was defined as at least three negative items within a phase when at
least 75% of all items within the phase were negative. "Terrific" was defined as at
least three positive items within a phase when at least 75% of all the items within the
phase were positive. Weekday and lunar cycles also were inspected for "miserable"
and "terrific" clusters. A participant was judged to have PMS if: (1) there was a
"miserable" premenstrual phase with no associated premenstrual "terrific" cluster; (2)
a "miserable" cluster was not seen for any other menstrual phase; and (3) no
"miserable" clusters were seen for any days of the week. (Note: Given the
widespread phenomenon of the synchronicities and matches between the lunar and
menstrual cycles, a "miserable" cluster in the lunar cycle does not contradict a
judgement for PMS.) If a participant had a miserable premenstrual cluster
associated with a miserable cluster for a particular weekday, then this participant
received a confounded PMS diagnosis. A participant with this pattern of miserable
clusters was interpreted as experiencing PMS that might be equivalent in magnitude
to a miserable weekday, and if the weekday was not experienced as clinically
significant, then the premenstrual phase, by comparison, also might not be clinically
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significant.
For example, woman #458 met the criteria for a "miserable" cluster for
Sunday and the premenstrual phase. There were no "terrific" clusters. Woman
#458 was said to have a confounded PMS diagnosis.
Clues to discrepancy between a woman's report of PMS and the diagnoses.
In addition to diagnosing PMS according to the quantitative and qualitative criteria
outlined above, researchers made a note if they saw a pattern with the potential to
be misinterpreted as PMS, especially retrospectively. Some examples follow: a
menstrual phase high which makes a neutral premenstrual phase seem low by
comparison; a premenstrual negative phase coupled with other equally negative
phases; a post midcycle negative phase which, with incorrectly recalled timing could
be thought to be premenstrual negativity; negative items coupled with equally
positive items premenstrually, but only the negative items are remembered; a
significant premenstrual negative phase that is not as salient as other findings for
weekday or lunar cycles; etc"

Assigning Participants to Groups
Determining whether or not participants sav thev have PMS. At three
different points female participants provided information about premenstrual mood
changes or PMS prior to receiving feedback about any menstrual patterns found in
their data. The first occasion was in the initial interview when the interviewer asked,
"Is this experience of menstrual mood changes a significant problem for you?", and
recorded the answer. The second point was in the final questionnaire when
participants recalled their menstrual cycle experiences during the study. A woman
who believed she had PMS would have scored the premenstrual phase lower than
her other menstrual phases on one or more of six items. To determine whether or
not the premenstrual phase was ranked lower, the total number of spaces, from the
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negative end of each of the recall items up to the check mark the participant
provided, were summed across all six items. The lower the total phase score the
more negative that phase was rated. If the premenstrual phase: (1) had the lowest
phase score; (2) tied with the lowest phase score; or (3) had the second lowest
phase score but was not also tied with the third lowest phase score, then it was said
that this woman recalled a negative premenstrual phase. The third source of
information regarding a woman's self-diagnosis of PMS was in the Premenstrual
history question attached to the Menstrual Attitude Questionnaire (page G3)
completed during the final interview session, in which the woman was asked directly
whether or not she had PMS.
It is important to consider all three sources of information because different
biases could occur for each one. An indication of PMS in two or three of the sources
was interpreted as a woman saying she has PMS. If there was an indication from
only one source, this was interpreted as a woman who is unsure. Finally, an
indication from all three sources that the woman reported no PMS was interpreted
accordingly.
Assigning participants to groups-conservative technique. Conservative
groups were constructed as follows: group 1 - women who said they have PMS,
were uncertain, or sajd they do not have PMS, and were diagnosed both
quantitatively (score 4 or 5 on PMS) and qualitatively to have PMS; group 2 - the
Liberal group were formed as above, except quantitatively diagnosed PMS was
defined to be any score from 2 to 3 on the PMS scale. Women with a PMS score of
1 were included if: (1) 4 or more stars (day * and z * combined) were associated with
the premenstrual phase; and (2) no positive items were present to contradict the
negative item(s) in the premenstrual phase. Women who had a PMS score of 1 but
did not meet criteria 1 and 2 were considered not to have liberally diagnosed PMS;
group 3 - were women who said they have PMS but were not diagnosed
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quantitatively (score 0, 1, or 2) or qualitatively as having PMS; group 3 - women who
did not say they have PMS or were uncertain and were not diagnosed quantitatively
or qualitatively as having PMS; group 4 - men.
Group assignments when women taking oral contraceptives (womenOC) are
screened out are the same as above except that it was necessary to combine the
conservatively and liberally diagnosed PMS. The individual group sizes after
screening out womenOC were too small for subsequent analyses.

