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PMS: Anxiety and Depression

Abstracﬁ

Statistically and clinically significant increases in anxie;)\
and dqugssionlﬁere found betweenﬂintermenstrual and premenstrual \.
cycle phases in 40 healthy, functional, cqmmunity women aged 23 to’
45 who reported moderate'to extreme premenstrual anxiety and-
depression on the Premenstrual Aasessmént Form (PAF). The PAF was
develéped by Halbreich, Endicott, and Schacht (1982). The State-
Trait Anxiety Inventory (STAIL) and IPAT Depression écale were u¥ed
to measure aﬂxiety and depression levels in thé intermenstrual
cycle phase (days 5 to 10) and'the premenstrual cycle phase -
(within 6 days prior to menstruagion). The findings indicate
fluctuations of mood directly related to the menstrual cycle and
are contrary to arguments relating premenstrual increase in
negative affect to stereotypical attitudes or retrospéctive recall
bias.

Positive correlations were found between the prospective

measures of anxiety and depression and the retrospective—PAF

&
v

‘scales for anxiety and dépres;ion, indicating that the PAF is a

uaefu; instrument for the evaluation of premenstrual symptoms. |
The study replicates the findings of Haskett, Steinef,

Osmun, and Carroll (1980) in identifying two groups of women

manifes;ing significangiincreases in symptoms premenstrually. One

group is regarded as "pure PMS" and was symptom free in the

intermenstrual phase. The second group demonstrated moderate

iv-:
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symptoms intermenstrually which were exacerbated pf:;enstrually.
In this‘study, 402'of the subjecfs manifested)clinical levels of
depression in the intermenstrual phase. Clinical 'evaluation of
individual PMS symptom patterns could include the administration
of the.STAI and IPAT Depression Scale in the intermenstrual and
premenstrual cycle phases to differentiéte between the two groups.
The clinically significant 1e§els of premenstrual anxiety and
depression demonstrated require the serious attention of
physicians and psychologists. Acknowledgement that PMS is a
legitimate concern in healthy women creates an atmosphere.in which

management intervemtions can be discussed.
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PMS: Anxiety and Depression

Chapter I
Introduction

The focus of the present thesis was to examine the
relationship between menstrual cycle phase and levels af anxiety
and depreésion. Specifically, the main‘question to be gnswered
was: ‘Do anxiety and depression levels vary between intermenstrual
and premenstrual cycle phases among women who report premenstrual
anxiety and depression?

A majority of women are aware of menstrual cy;le related
changes in mood ;nd behavior which are often considered ds a
normal, if inconvenient, aspect of being female. Some women are
acutely aware of these changes which interfer; with their
marriages, family life, and work (Bancroft & Backstrom, 1984), It
is these womeﬁ who are identified as having "premenstrual
syndrome" (PMS). Although occurring in conjunction with physical
changes, womeg teng to experience the psychological changes in
mood and behaviprlas being the most distressing and disruptive
(Abplanalp, 1983; élare, 1983; Woods, 1985). Premenstrual
increases in depreésion and anxiety are among the most frequently
reported psycholog?cal changes (Abraham, 1980; Clare, 1983;
Halbfeich, Endicott;:Schacht,'& Nee, 1982; Woods, Most, & Dery,

- 1982b). Change in negativg affect is.a controversial aspéct af

x\ —

PMS research.

This brief introduction to the psychological component of
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\
premenstrugl syndrome, and the factors which contribute to this

contrdvétayvare expanded upon in the literature review of this
thesis. The following paragraphs briefly outline the main points
considered in operationalizing the research question. Detailed
information is provided in the literaﬁﬁre review which concludes
with a statement of formal hypotheses.

Sénsitive iﬁstrumenta are required for research and clinical

evaluation of PMS symptomatology. In order to make research more

L}
-

reliable, it is necessary to identify specific subgroups of
premensth!l complaint and to assess levels of sever;ty
(Abplanalp, 1983; Halbreich, Endicott, & Schacht, 1982; Steiner,
Haskett, & Carroll, 1980). Halbreich, Endicott, and Schacht
(1982) developed the Premenstrual Assessment Form (PAF) to
establish criteria for the evaluation of premenstrual syndromes
and ;heir severity. The PAF is a restrospective self-report
questioﬁﬁaire and is considerg@ the most éensitive instrument
N

currently available (Rubinow & Roy-Byrne, 1984). The PAF is a
relatively new instrument and there is little independent validity
information available.

Criticisms of retrospective self-report questionnairés
include recall bias and stereotypical response patterns that may
cause d\Ner-reporting of symptoms attributed to the ptémens?rual

L
=cycle phase. This is particularly important with regard to

negative affect symptoms E%leanalp, 1983; Clare, 1983; Ruble,

r -
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1979; Woods, Most, & Dery, 19628). Recent evidence indicates that
increased symptom severity tends to increase the accuracy of
retrospectively reported symptoms (Halbreich, Endicott, Schacht,’&
Nee, 1982). .

The necessity of specifying symptom subgroups and level of
aevefity of premenstrual complaint, and of using prospective
measurement led to the research design briefly outlined below.
Full discussion of the sample, instruments, data collection and
data analysis is included in the Method and Procedure chapter of
this thesis,

In order to study the research question, the PAF was used to
identify a sample of women reporting moderate td eitreme increases
in levels of anxiety and depression between the intermenstrual and
premenstrual cycle phases. An anxiety scale and a depression
scale ;ere administered to each woman at two cycle phases
(intermenstrual and premenstrual). The scores of the independent
measures of anxiety and depresaion‘were correlated with the
appropriate scales of the PAR_to providevvalidity information for
the PAF.‘ Results of the research are reported in the Findings
chapter.

Although there is debate in the research literature
regarding the cause of premenstrual syndrome and its reletiopship
to psychological and social factors, there currently is little

doubt as to.its existence (Abplahalp, 1983; Abraham, 1980;



PMS: Anxiety and Deéressién
4
Bancroft & Backstrom, 1984; Clare, 1983; Dalton, 1984; Halbreich,
Endicott, Schacht, & Nee, 1982; Reid & Yeﬁ, 1581; Stelner et'aln
1980; Woods, 1985; Woods et al., 1982a; Woods et al., 1982b).
Doubt remains, however, in the general practice of medicine and
psychology (Bancroft & Backstrom, 1984). Women seeking hélp for
severe premenstrual syndrome frequently find their complaints
invalidated or minimized. The present research can be expected to
provide data supporting the claim that there dre actual increases
A

in anxiety and depression during the premenstrual phase of the

.
menstrual cycle. Acknowledgement by physicians and psychologists,
that premenstrual syndrome is a legitim;te concern, ;erves to
reduce confusion and creates an atmosphere in which management
interventions can be discussed. The discussion and conclusion

sections entail an overview of the implications of this study from

research, therapeutic, and educational perspectives.
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Chapter II
Review of the Literature

The purpose of this research, it will be recalled, was to
determine whether or not there are measurable changes in anxiety
and depression levels at different phases of the menstrual cycle
among healthy(functional women who report such changes.
Premenstrual increase in negative affect is frequently reported by
women who 1identify themselves as Having premenstrual syndrome
(PMS). .

A review of the research literature on premenstrual syndrome
18 presented in this chapter, with emphasis on articles pértaining/
to changes in negative affect. The chapter incfludes an ovérviev
of premenstrual syndrome (PMS) and the symptomatology and
prevalence o} PMS. Difficulties in defining PMS and
methodological problems in PMS research are discussed.
Etiological theories, both biological and psychological, are
presepted. Each of these topics has implications for the research

design. Implications are drawn at the conclusion.

Overview of Premenstrual Syndrome

An overview of PMS is presented to provide the reader with

. L4
background information which places PMS in the context of the

,
- menstrual cycle, to discuss commonly reported symptoms, and to

provide the estimate of the prevalence of premenstrual complaint.

The concept of PMS is controversial and complex, involving °
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physical, emotional, behavioral, and ﬁ;:ial aspects. In

conjunction with the hormonal rhythm of\the menstrual cycle, many

women report the 'recurrent appearance or increase in symptoms

during the luteal phase of the cycle and a return to normal
. . ! . ", .
function in the follicular phase of the cycle. A brief review and

illudtration of the physiological and hormonal changes of the

menstrual cycle is provided in Appendix A,

Symptoms attributed to the premenstrual syndrome are many and .

varied, and can be divided into three categories: (a) physical:

; - . L & o '
(b) emotional, and (c) behavioral. Common physical symptoms

include:‘ a sensation of bloating, water retenfion, breast

tenderness, craﬂfggg, welght gain, fat1gue, headache,‘lower

backache, and decreased coordlnatlou (Abrdham, 1980 Dalton, 1984;

Halbrelch Endlcott, Schacht, & Nee, 1982; Woods et al., 1982b).

The psychological pompoﬂent of PMS refers to the emotional and

. o .
. behavioral changes experienced. Emotional changes frequently

feﬁorfed include:ﬂ irritability, depression, anxiety, temnsion,  ~
restlessnese, hostility, changes in libido; food cravinés;
leb111ty of mood, poor impulse control, and a sense of belng out
of control (Abraham, 1980; Halbrelch Endicott, Schacht, & Nee,
~‘1982 ‘Woods et al., 1982b). 'Behavioral changes reported are:
-y .
-changes 1n\sexual activity, eating habits, sleep patterns, work
patterns, aggre381veness, alcohol abuse, child abuse, and suicide f

attempts (Abraham, 1980; Daiton; 1984; Halbreich, Endicoit,

: o :
’\—’__J N . B
, . .

/
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—~S8chacht, & Nee, 1982). Premenstrual mood changes mayfoccur

together with physical symptoms or may be found aLd;e (Clare,
1983). As mentioned in the introduction, woménzténd to experience
the psychological symptoms as bging the most §§stressing and
disruptive (Abplanalp, 1983; Woods, 1983). ff

It is necessary to egtablish how maqyfwomen are affected by
p:emeﬁstrual syndrome and to what degrgé: Estimates of the
>§reva1ence of PMS vary widely. Sevenf;-five to ninety-five
percent of women report at least‘ogé premenstrual symptom (Claré,
1983; Woods et al., 1982b); Thirty percent to fifty percent of
menstruating women describe syﬁ%toms as mild to moderate (Woods et
al., 1982b) and AO not intgffere appreciably Qith“eyerydayylife.

, .
Severe recurrent symptoms are experienced by 2% to 8% of women;

/

one exception,reported,gy 17% of women was severe premenstrual

irritability (Woods /eé/ al., 1982b).

There is debasé/regarding.the effect of-;ée on the frequency
of PMS reporting éﬁd symptom severity. There érehindications that"
sympt;m severity increases with age (Backstrom & Bancroft, 1983§

- Haskett, Ste;ner, Osmun, & Carroll, 1980). The reverse was
iﬁdicated by Reid;and Yen (}981) and Woods et al. (1982b). 1In
this reseatch, the sample was cﬁgsen on the basis ofrsymptoﬁ
severit& and can bé expected to provide informat;on relevant to
thisrdebate. o - » .

It is apparent that PMS is a cyclicél phenomenon affecting a



PMS: Anxiety and Depression

. 8

large number of women to a severe degree and is therefore an

’important subject of study. Since the psychological symptoms of

\EHS appear to be of :hé greatest concern to women, changes in.

aﬁxiety and depression were chosen as the subjeét for research.
Cyclical change in negative affect remains a controversial area of
PMS research. Factors contributing to the controvefsy are

discussed in the following sections of the literature reviéw.

Definiti;ﬁ apdfMethodolqﬁical Problems in PMS Research
'.;n tﬁi;ﬁé;cgign,-méthodpiogical problems in:Pﬂé research are

reviewgdf, fhg}§éfini§ioﬁio£JPMS used ard factqrs'cdﬁéidered in
the ;éﬁégtgh,@ésign'afe‘preéented. N

AlthopghﬁPMévhasbbeen extensively researgched, ;esults tend to
be inconsistéﬁf*and ingonelusive. Abplanalp (1983)'1is;s problems
which impede the evaluafion of the psychological components of
premenstrual syndrome:

1. The lack of a coggg_sus on the definition of PMS

(reshlting in ;igqificaﬁt‘variation between studies with

réspect to severity, timing and course of symptoms).

2.. The use of retrospective :a:hef than préspective methods

of data céllection (which increases the likelihood of

culturally based response bias).

3. Sampling errors.

4. Failure to assess and control for experimental bias

a v )
, introduced as a function of subject’s perception of purpose
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of gvaluation.
5. Inadequate attention paid to timing within the cycle of
E;f&éég colleétion.‘ (p. 517)
MfTheyord "syndrome" which, in medical literature usually
denotes.é spe;ific combinatidn of symptoms, may be used in
PMS réseatéh ;o’include any of a large number and combination
of symptoms.. (Abplanalp, 1983, p. 518)
. Different.researchers wiLh various perspectives have
identified severAI overlappigg syndromes rather than a single
syndrome (Abraham, 1980; Halbreich, Endicott, Schacht, & Nee,
1982; Moos, 1969; Steiner et al., 1980).’
Recently, at a ﬁorkshop of the National Institute of Mental
Health (NIMH), an operational definition was agreed upon:
| Premenstrual syndromes: marked change in intensity of l
symptoms measured (daily) from cycle day 5 to 10, compared to

the intensity within the six day interval prior to menses,

for at least two comsecutive cycles. (Blume, 1983, p. 2866)

~.

'Thg presgﬁt research design has satisfied, wherever
'practicable, the foregoing eriticisms by prospective testing
acrosé cycle phases on intermenstruai and premenstrual days
according to this‘definition‘(see Appendix A, Figure 7). The
P;emenstrual'Assessment Form (PAF) was designed to satisfy the need
‘f;t speéific symptom and severity categorization. The PAF was used.

to identify a specific subgroup of women who report moderate té
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extreme change in anxiety and depression symptoms.

It was hoped that this research would provide information as
to whether or not Ehe;e are measurable increases in premeéétrual
anxietxhand depression levels among women who report these

. .
specific symptoms. As mentioned in the introduction, the PAF is a
v ‘ o

'relatively new retrospective questionnaire., Further discussion of
retrospective questionnaires follows under the headi%g of ﬂ

Psychosociél.Etioloéical Theories. By correlating the prospective
measures of anxiety and depression with the appropriate scales of

the PAF, the researcher provides additional validity information

for the PAF.

Etiological Theories

Theories of cause reflect the attitudes of researchers,

~ .

determine what research quesfidns are asked, what méthodology is
used, and what therapies are recommended. Since premenstruai
syndrome involye8 physical, psychological, and social aspects, it
has attracted‘resea;chers from diverse fieldé and many theories
have beén postulated. This has created controversy as to the

existencé of premenstrual syndrome and particularly negative
affectf;;ﬁﬁfo?s. 5
Ié(is ;yé aésumption of this researcher that there is a
~ . .
biologicgi factor underlying the premenstrual symptoms of anxiety
P S .

‘ .
and depression. Symptoms are manifested through the subjective

experience, altered behavior, and social impact of each individual

3
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woman. It is acknowledged that social and psychélogical factors
can also alter tﬁe menstrual cycle itself and the ways in which
premenstrual symptoms are manifested.

Hereafter, the literature review contains many prevalent
etiologicaﬁ theories, both biological and psychological in
orientation. Digfipuities in research methodology and
intérpretation are discussed as they relate to the thesis.
Biological Theories

PMS researchers represent various sub-disciplines 6f medicine
(Abraham, 1980; balton, 1984). ~The observations of such
reSearchers are based on clinical populations of women
experiencing severe problems who have sought help. A psychiatric
perspectidg is represented by Halbreich.and Endicott (1981, 1982)
and Clare[(1983). The theoretical orientation of thesg'

. -

premenstrual syndrome is viewed in terms of neuro-endocrine *

. s BN
researchers is essentially biological, wherein the gaugation o ,

~
-

mechanisés. Inherent in the biological_theories is the assﬁmption
that premenstrual syndrome is somatopsychic in origin. Fﬁrther,
psychologidal prublems are considered to be caused by menstryal
abno/ alities (Cumming, 1984). Although a wide variet? of
theo%ies have been postulated, a definitive pathophysiological

cajge and effective treatment have not been agreed upon.

/~/ Excess estrogen (Frank, 1931), progesterone deficiency

,
(Dalton, 1984), or an imbalance in the estrogen-progesterone ratio
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(Morton, 1950) have been suggested as causes of PMS. These
theories form the rationale for progesterone and ofal
contraceptive therapies. Sp;iies which,attembt to correlate low
progesterone or hiqg/eﬁfgggzﬁ“lgyels with PMS symptoms ave
yielded equivoc#l reauiég\ggg to\ﬁogghgfudy design or flaws in
procedures. Reid and Yen (1981) m in;gis that "estrogen excess or
progesterone aeficiency appears to be secondary to o;her neuro
endocrine changes such that therap;-airé;ted toward manipulating
aex‘stetgid levels has met with limited success" (p. 97).

PMS has been attributed to prolactin elevation (Carroll &
Steiner, 1978), prostaglandins (Horobin, 1983), the remin-
angiotenbin system (0"Brien, 1982), and hypoglycemia (Morton,
1950). Deficiencies of vitamin Bgs magnésium, vitaﬁins A, D, and
C, and niacin have been implicated. Excéss intake of refined
sugaf, sodium, calcium, caffeine, alcohol, and tobacco‘have also
been discussed (éyraham; 1980). ’Dietary changes form the basis of
many therépeutic'regimens. ' . -

Reid and Yen (1981) provide an excel lent review of current
theories and corresponding therapies. They maintain that most
studies have provided inconclusive results due t; 1agk of large,
double blind, placebo controlled studies. They challehge the use
of medication based upon inconclusive studies., Reid and Yen

propose further study of endogenous opiates (endorphins) as -

under lying the pathophysiology of PMS.
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Reid and Yen (1981) strongly endorse the biological position
conce;ning the etiology of PMS when the& state, "In the PMS,
altﬁough there is little doubt that core psychological
characteristics may modulate an individual’s interpretation or
expression of premenstrual symptoms, there=is little to support .
the belief that psychological factors alone incite all other
symptoms of PMS" (p. 97).

. Psychological Theories

Psychological theorists tend to view premenstrual syndrome as

)
3

being psychosomatic in origin; mood changes are regarded as a Py

function of'personal adjustment. This implies that women who
report prémenstrual mood chhnges are maladjusted. Althdigh some
.are relatively old, the following theories have been influential
in determining public and professional attitudes toward the
concept of PMS. fhese thédries contribute to the dismissal of
premenstrual complaints as being invalid or noé worthy of

attention.

Personality theories. The woman reporting high levels of

premenstrual symptoms has been found to have personality
.characteristics of instability and suépicion, is guilt-ptone,
apprehensive, unpretentious, and tense with much self-conflict
(Taylor, 1979). Levitt and Lubin (1967)\conc1uded that "menstrual
complaints are related to an unwholesome menstrual attitude, to

neurotic and paranoid tendencies, and to a lack of understanding

(&)
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of motivations and feelings" (p. 280). Parlee (1973) criticized
the latter study as "drawing a conclusion which seems more
elaborate than is justified by the data" (p. 462). Personality
studies have been criticized for what has been described as the

"stigmatization of women" (Parlee, 1973).

Psychosexuai theories. Psychosexual theories are primarily
psychodynamic in nature and explain premenstrual syndrome in terms
of the repudiation of femininit& and non—écceptance of the female
role (Paulson & Shainess, 1961). A root cause of menstrual
problems is believed to be poor mothef-daughter communication over
the onset of menarche. This finding is contradicted in wore
recent studies (Osmun, Steiner, & Haskett, 1983; Woods et al.,
1982b).

The sample used in this study was a community-based sample of
‘healthy, functional women. The sample represents variety in
-marital status, parity, and occupation. The sample is discussed
fully under Methodology and Procedures. It is noteworthy that the
women in this sample are relatively highly educated and successful
in careers; thus it is difficult to view these women as being
maladjusted.

Psychosocial theories. The psychosocial approach to the
etiology of premenstrual symptoms involves the idea that women do
nof actually expéfience any more problems premenstrpally than at

other times, but merely believe they do. Proponents deny the
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alike about men truatﬁ@%&bg}ng a negative experience (Parlee,
. A8, ‘.: x' J’%"j}::
1973). Acé§ny' ~ qg) ﬁ%ge feelings and moods are attributed to

) o ig .
biological processes 1li

Gﬁé%struation, thle pésitive moods are
attributed to environmental causes (Koeske & Koeske, 1975; Ruble,
1977). Young college students were used as subjects in much of
the research which supports a psychosogial position. More recent
research involving older women and women with more severe
premenstrual symptoﬁs regutes the psychosocial ppsition (Osmun et
al., 1983; Woods, 1985). Woods (1985) states:

Negative affeét,had the most important effect on menstrual

attitudes. Women who were more symptomatic had more negative

attitudes. Thus it appears that menstrual agtitudes are not
merely a product of one’s socialization bué a function of
women’s experiences with symptoms that disrupt their lives.

(p. 148)

Halbreich, Endicott, and Schacht (1982) reject the mnotion of
sterotypical response as evidenced by the diversity of symptom
patterns rgported on the ?AF. «

Another psychosocial \ssue that is of-immediate concern
involves the lack of concordance between retrospective

premenstrual questionnaires and daily symptom diaries. Evidence

indicatgs that women report more symptoms in retrospect than

=
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actually occur (Abplanalp, 1983; Clare, 1983; Parlee, 1973; Woods
et al., 1982a). The greatest discrepancies refer to negative
affect symptoms, particularly depression. Research on this issue
involves the use of the Moos Menstrual Distress Questipnnaire
(MMDQ). Halbreicht, Endicott, Schacht, and Nee (1982) maintain
that there is some discrepancy between the PAF and daily symptom
records; however, this discrepancy.is minimal at severe symptom
levels.

The sample for the present research was chosen on the basis
of specific symptoms at specific severity levels as
retrogpectively reported on the PAF. It was expected to proﬁide
evidence that women who report high levels of change in anxiety
and depression between cycle phases do actually experience that
change. In addition; this study provides a comparison of the
prospective versus‘retrospective measures of anxiety and
depression.

. Pgychiatric Aspect of PMS

The concentration of this thesis on change in negative affect
necessitates the presentation of psychiatric views of premenstrual
syndrome. There is evidence to suggest an overlap between
ptemg?strual and psychiatric illness (Clare, 1983; Endicott,
Halbreich, Schacht, & Nee, 1981). Clare (1983) reports.that
severe premenstrual complainé ia‘closely associated with mild

psychiatric illness of a neurotic.type. Endicott ot al. (1981) -
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view premenstrual changes characterized by a depressive syndrome
as a mild or subclinical form‘of affective disorder. The
difficulty ﬁf distinguishing between subclinical or undiagnosed
psychiatric illness and severe premenstrual syndrome in otherwise
healthy women is demonstrated in studies by Haskett et al. (1980)
and Friedman, Sondheimer, Weinbaum, and Rickels (1985). In both
studies, despite intensive screening of subjects, two groups of
women were lidentified. Both groups manifested increases in
symptom levels between cycle phases. One group is regarded as
"pure PMS" and is symptom free during the follicular phase. The
second group demonstrates moderate symptomatology in the
follic;lar phase which is exacerbated premenstrually. Clare
(1983) cites depression as being the single discriminating factor
between these groups.

“In attempting to establish that increased levels of
premenstrual negafiye affect do occur in healthy women, the
psychiatric aspect must be considered. A community-baéed sample
of women was chosen for this study. The Subject Data Form and
clinical screening were utilized to identify a sample of subjects

without psychiatric history.

Anxiety and Depression in PMS

Central to this thesis are changes in levels of anxiety and
~depression reported to occur premenstrually. Very little of the

literature deals specifically with these symptoms; rather, most
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literature includes anxiety and depression within the larger
context of ﬁhyaical, emotional, and behavioral p;emenstrual
change. Reported changes in negative affect are controversial
(Clare, 1983; Wood et al., 1982a; Parlee, 1973). It becomes
apparent that it is difficult to distinguish betweén anxiety and
depressionh in premenstrual syndrome. There appears to be
confusion in:the interpretation of terms between psychiatric
professionals and lay people. Steiner et al. (1980) learned that
the MDQ items "anxiety and depression" were interpreted by many
women as "tension and dysphoria" respectively (p. 189).

Despite differences in terminology, there appears to be
agreement that anxiety and depression do not usually exist as
separate entities in PMS. Steiner et al. (1980) maintain that:

Premenstrual tension syndrome (PMTS) does not appear to be an

abbréviated form of an anxiety disorder, nor is it a mini-

episode of endogenous depression. The core symptomatology of

PMTS includes irritability, dysphoria, restlessness, tension,

and emotional lability. Symﬁtdhs of anxiety and depression,

when present, seem to be reactive to unexplained irritability
and dysphoria. (p. 189) ‘

Abraham’s (1980) c;tegories of PMT-A (Premenstrual Tension-
Anxiety) and PMT-D (Premenstrual Tension - Depression) support the
prémise of the mixed nature of anxiééy and depression. PMT-A is

the more common of his subgroups (68%) and appears as anxiety
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combined with depression. He found PMT-D, alone, to be unusual
(3Z) and regarded it as much more ser ious, requiring'psychiatric
consultation.

Golub (1976) found premenstrual levels of state anxiety and
depression to be significantly higher than mid-cycle levels, but
lower than péychiatric norm groups. She found trait anxiety
scores to be low and not significantly correlated with
pPremenstrual depression and anxiety scores. The terms state and
trait anxiety are from the State-Trait Anxiety Inventory (STAI)
which is described on page 28, The STAI refers to state anxiety as
a transitory emotional state of anxiety. Trait anxiety refers to
"anxiety p?oneness" as a stable personality characteristic.

Halbreich and Endicott (1982) focus primarily on depression
as being prevalent in changes of mood reported to occur
premenstrually. In the developmént of the Premenstrual Asséasment
Form (PAF), the term "syndrome" was used to differentiate from
Research Diagnostic Criteria (RDC) for mental disorders; which are
ioo stringent to use for premenstrual depressive teatures. They
state, "The PAF criteria for depressive syndromes are similar to
those of the RDC but differ in that impaired functioning or
treatment seeking behavior is not required and duration may be
less than a week" (p. 250).

Halbreich and Endicott (1982) reje;t the élassic endogenous

classification for premenstrual depressive features:
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*  On the cbntrary, it‘is far more common f&r women,io have
premenstrual depressive features'often ieferred to as
"atypical" in the sense that they‘are the opposite of the .
classic "endogénous" features and involve hypersomnia and
reacﬁivity of mood. (p. 253)
The fo;egoing researchers indicate that premenstrual anxiety.
. .

and depression usually occur in combination and are ogﬂlesser

) )

degree than psychiatric classifiication for affective disorder.

Depressgion occurring alone would be regarded as more serious than
| s o

in,combination with anxiety (Abraham, 1980; Clare,.1983; Golub,
1976; Halbreich & Endicott, 1982; Steiner_et al., 1980). The
extent to which depression underlies premenstrualséomplaint
temains unclear.

AThe focus of the present study was on the magnitude of change_
in aﬁgiety and dep?ession between5%9éle phases., It was also
expécted to provide information conceruiﬁg the relationship‘

between anxiety and depression in premenstrual syndrome.

s . Summary
"The literature on premenstrual syndrome is extensive;

however, no consensus has been reached as to cause or treatment.

Controversy regarding the negative affect symptoms. of PMS has been

discussed from methodological and etiological persgpectives.

It -is thé view of this researcher that premenstrual negative

affect symptoms do exist and have a physiological basis. It was

v

i
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expecsed that this research would démopstrafe measurable changes
iq.aﬁxfety ggd@depression between cycle phases among healthy |
functional>%omen. ~Thé concept of PMS has face validity'in that
women d@: say that they experiencg such changes. In expressing
their'gbncerns‘about PMS, women risk‘being labelléd'ae
maladjusted, neurotic, or psychiatric. -Such labelling serves no

eful purpose and is detrimental in that it pfevents'women from

seeking help and adds to tl.. r fear and confusion. A more
pos}tiye and useful approach requires public and profe;sional

- acknowledgement that changes in negative affect can be‘related to ’
the menstrual cycle and’do occur in many healthy women;

womeu seekinguhelp for PMS require the time of the clinicign

to assess symptom patterns on an indiv§dual basis. .Acknbwledgemenb
by physicians and psychologists thaf PMS i;‘a legitimate concern
serves to reduce confusion and creé;es'an atmosphere in which
management interventions can be discussed. Implications for
research, education,:énd counselling will be discussed in the -

concluding chapter of this thesis.

Specific Problems @s Identified in the Literature Review

1. There is litfle research dealing specifically’withlthe
symptoms of anxiety and depreséion as specific subgroups of PMS
(Golub, 1976).\lLevg1 of severity of complaint must also be
specified (Abplanalp, 1983; Halbreich, Endicétt, Schacht, &‘Nee,‘

1982; Steiner, Haskett, & Carroll, 1980).

v
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2. unbt‘remains as to whether there are actuai differencgs
in symptom levels between the premenstrual and other cycle phases.
This is true, especially in regard to negative affect changes
reported on retrospective questionnaires (Clare, 1983; Woods,
Most, & Dery, 1982a).

3. The Premenstrualqusessment Form (PAF) ia‘a néw -
instrument designed t6 provide critefia for the diagﬁbsgic and
research evaluation of PMS symptoms. There is little indépendent
validity information available for this instrument.

13

ngotheaes‘Steﬁming From Problems Identified inm the Literature

Research Question

Do anxiety and depression levelg.yary between premenstrual

]

and 'intermenstrual cycle phases among women who report moderate to
extreme premenstrual anxiety and depression on the Premenstrual
Assessment Form (PAF)? |

According to the définition of premenstrual syndrome, it
would be expected that premenstrual levels of anxiety and

depression would be higher than intermenstrual levels.

 Hypothesis 1

Premenstrual measures of state anxiety will be higher than

interggnstrual measures of state anxiety. -
i

Hzgoché;is 2
Premenstrual measures of depreﬁsion will be higher than

intermenstrual measures of depression.

B
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The §E;te-Trait Anxiety Inventory (STAI) brovides~two scaigs
for the measurement of -anxiety. State anxiety refers to a
tranéitory’emotional state of anxiety. Trait§anxiety refers to
anxiety proneness as a stable baseline peréoﬁality charvacteristic.
By definition, trait anxiety measures should rec.ir constant and
provide a baseline agaiﬁst which premenstrual state anxiety

measures can be compared.

Hypothesis 3

There will be no difference between premenstrual and

)

intermenstrual trait anxiety measures. ‘ _—

Hypothesis 4
- There will be a positive relationship between the independent
measures of premenstrual anxiety and depression and the PAF

Unipolar Scales on anxiety and depressioq.
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Methods and Procedures:
Chapter III contains detailed descriptions of the methods and
procedures fol lowed«- Included are: descriptions of the research
design, the sample, the instruments used, and the methods of

sample selection, data collection, and data analysis.

Regsearch Design

" A bivariate correlational design was used to explore the
relationship between a dichotomous independent variable (cycle
phase) and level of the dependent variables: (a) state anxiety,

(b) trait anxiety, and (c) depression scores.

Sample

A sample of 40 women, ranging in age from 23 to 45, with a
mean age of 35.15 years was chosen from a pool of 325 volunteers
who completed the Premenstrual Assessment Form kPAF) previously.
Women reporting moderate (4),;sevére (5), and extreme (6) levels
of change on the PAF Unipolar Scale items on Scales 1, 2, and 8
_ were eligible..-(ScaIe l: Low ;ood - loss of pleasure; Scale 2,
Endogenous Depres;ive Features; Scale 8. Anxiety). Women on birth
control piils and women indi.ating illnesg were excluded.

The original PAF pool (N=325) was composed of commuﬁity
volunteers from the Edmontoﬂ'area in a varieﬁy of settings. The
PAF was administered to individ&hls énd‘groups such as hospital

emp loyees, graduate student classes, department store employees,

24 ,
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and PMS self-help groups. The original PAF pool was mostly white,
middle-class, and relatively highly educated. They represented
variation in age,‘parity, marital—status,'occupation, and
contréceptive use.
In the present research, a total of 46 women were tested.

One woman did not complete testing. Results for five women were
exc luded when the Subject Data Form revealed oral contraceptive
uge. Demographic data on the 40 remaining subjects is listeé as
follows:

Table 1

Demographic Data for the Subjects (N=40) of the Study

Age: Range 23 - 45 years
Mean 35.15 .years -

Marital Status: Married 28
Single 8
Divorced 4

11

Parity: Number of Children 0 -
' 1 - 5
2 - 13
3 - 10
4 - 1
Education: 10 - 12 years -~ 2
12 - 14 years - 18 . -
15 years - 4
15+ years - 16 .
Occupation: Housewife 5
o Nurse 4
Medical Technician 4
- Clerical 8
Professional 3 ,
Graduate Students 3 ¥ ’
3

Other 1
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Ingtruments

Basically, four instruments of data col;ection forms were
employed in this study. They were:
l. PREMENSTRUAL ASSESSMENT FORM (PAF). Halbreich,
Endicott, and Schacﬁt, 1982. ,
2. SUBJECT DATA FORM (SDF).
3. STATE-TRAIT ANXIETY INVENTORY (ISTAI), Forms X1, X2.
Spielberger, Gotsdch; and’Lushene, 1970.
4. IPAT DEPRESSIONASCALE. Krug and Laughlin, 1976.
(see Appendix C for sample copies of these instruments.)

l. Premenstrual Assessment Form (PAF). The PAF was used to %

identify a specific sample of women reporting premenstrual anxiety
and depression at moderate to extreme levels., It is a new
instrument developed by Halbreich,’gﬁdicott, and Schacht (1982) to
provide categorical and dimensional criteria for the evaluation of
premenstrual change. Self-report is employed in which a woman
describes her usual levels of change over the last three mensfrual
periods. The PAF consists of three sections:

l. TIdentification data and general information regarding
wenstrual history, recent cycles, and current physical health.

2. 95 items descriptive of changes in mood, behavior and
physical condition, each of which is rated on a sixﬁpoint scale of
severity of change from the woman”s usual (non-premenstrual) |

state.
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3. A brief description of the features of the premenstrual
phase as they differ from ﬁer usual state, written by the woman.
Three noa-competitive scoring systems occur in the PAF:
1. Seven bipolar continua.
2. Eighteen unipolar dimensional summary scales. .
3. Typological categories for syndromes of premenstrual
change. N |
The inclusion and exclusion criteFia for the typological
categories are mode led after, but not identical with, some of the
categories of the Research Diagnostic Criteria. As an assessment
vehicle, the PAF has proven to be capable of reflecting the great
diversity in premenstrual changes among women and to be éehsitive

to individual and group differences.

The unipolar summary scales of interest are:

Scale 1. Low Mood~-Loss of Pleasure
Scale 2, Endogenous Depressive Features
Scale 8. Anxiety

2, Subject Data Form (SDF). The SDF consists of three
sections:

il Section one was used to provide updated demographic
information such as age, occupation, parity, and years of
schooiing.

2. Section two is designed to provide a relevant menstrual

history and to precisely determine cycle phase.
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3. Section three is designed to provide relevant

Pl

information about physical health and lengthy hospitalization.

3. State-Trait Anxiety Inventory (STAI). The STAI is a

standardized instrument widely used in the research and clinical

measurement of anxiety in normal, medical, and psychiatric
populations. The STAI is designed to measure state anxiety as
well as trait anxiety and has impressive reliability and validity
data published in the manual. Test-retest reliabilities for the
A-Trait'Scale range from .73 to .84. Test-retest reliabilities
for the A-state scale are lower, ranging from .16 to .57. Alpha-
reliability coefficients reflecting internal consistency range
from .83 to .92 for A-state scores and .86 to .92 for A-trait
scores. Alpha coefficients are more suitable reliabilify
indicators for the A-state scale than test-retest coefficients.
Concurrent Validity for the trait scale is in the region of .75.
State anxiety fefers to "a transltory emotional state
characte{ized by conscious feelings of tension and subjective
awareness of heighteded autonomic nervous system activity" (Golub,
1976, p. 5). Trait anxiety refers to "anxiet; proneness, which is
a relatively stable baseline personality characteristic" (p. 5).
The STAI coﬂsists of two separate 20 item scales. The A-State
scale is administered first and provides a measure of anxiety at
the time of administration. The A-Trait scale is givén second and

provides a measure of how the subject generally feels. The range,
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of possible scores on each scale is from 20 to 80. The entire
test requires S'to 10 minutes to complefe and is easily scored
uding a scoring key. |

4, IPAT Depression Scale. The IPAT Depression Scale

Questionnaire is a standardized test produced by the Institute of
Personality and Ability Testing (IPAT) for use in clinicgl
diagnosis and research on depression. Extensive information on
reliability and validity are published in the test manual. Test-
retest reliability is expected to be .93. Alpha reliability
coefficients reflecting internal comsistency are repotted'as
being .85 to .93. The authors report thatdthe scale‘has
satisfactory validity which is corroborated by a vast independent
research literature.

The IPAT Depression Scale Questionnaire consists of 40, three
choice items which take approximately 10 minutes to complete and
is eésily scored using a scoring key. Two scorés are obtained
from the test. The 36~ite;$uncorrected score, which deletes items

overlapping with anxiety, was used.

Data Collection

Subjects were initially contacted 6} telephone; cycle-phase
and required dates for testing were determined. Tests were
administered by the investigator individually or in groups in
Room 5-111 of the Clinical Sciences Building, University of

Alberta. This research design required two testing sessions for
Y .
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»
each subject. Subjects signed a’ consent form and filled out the

Subject Data Forﬁ to ptovidé updated demographic, medical and
menstrual cycle information. The State-Trait Anxiéty Inventory
and IPAT Debrension Scale were administered in the premenstrual
cycle phase (within the last 6 days prior to menstruation) and
intermenstrual cycle phase (days 5 to 10). Imitial attempts to
counterbalance the design tc control for order of testing effects
were unsuccessful. Difficulty in predicting when menstruation
would occur and summer schedules intgrfered with counterbaladcing.
As a result, 26 women were tested first in the”iézermenscrual
phase and second in the p;emenstrual phase. Foutﬁeen womes- were
tested first premenstrually and second intermenstrually. Fol low-
up phone calin verified the actuai date of onset of menstruation
to ensure that testing did take place in the premenstrual phase as

defined.

Data Analysis

Hypotheses 1, 2, and 3. Data analysis took the form of a

series of non-directional Student t tests for corrtlated groups,
comparing the differences between means between premenstrual and

intermenstrual measure scores. The independent variable was cycle
.

phase; the dependent variables were: (a) STAI state scores,

(b) STAI trait scores, and (c) IPAT diyression scores.,
préthgsis 4. A correlation matrix was calculated to

determine the relationship between premenstrual measures of
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;nxiety and depression and PAF Unipolar Scales for anxiety and
depression.
Criterion significance was set at the .05 ievel. Michigan
Terminal System (MTS) computer program SPSS-X was uséd in data

analysis.
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. . Findings
In presenting the findings, the hypothesis will be restated,
then a description of the analysis will be offered. Following
directly after the analysis discussion, the conclusion will be

\

stated. The figures presented 1in cﬁis chapter are from Tukey, J.

W., Exploratory Data Analysis, Reading, MA, Addison Wesley,ll979.
The stem and leaf displays, five number summaries, and box and
wvhisker displays provide visual comparisons of the shape, spread,
and levels of the distributions. These illustracions‘provide
additional information not availab%evthtough inferential
statistics and will be referred to in the discussion chapter.
Hypothesis I

Premenstrual measures of state anxiety will be higher than
interflenstrual measures of state anxiety.

Analysis. In order to test hypothesis I, a 2-tailed
correlated groups t test was performed, comparing the mean
'intermenatrual STAI state anxiety score to the mean premenstrual
STAI state anxiety score. The t test was statistically
significant (r=-6.57, df=39, P=0.000). The mean premenstrual
staie anxiety score (51.9, SD%12.59) was greager than the mean
inotermenstrual state anxiety score (35.95, SD=8.51).

Conclusion. Therefore, hypothesis I is confirmed. " The

sample of women for this study do experience higher levels of

32 .
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anxiety in the premenacrualalycle phaae: -

Figures 1 and 2 following,zprovide visual cowmparisons of the
intermenstrual anod premenstrual scori?g distribucions for the
SiaCe Anxiety scale.

The stem and leaf display is a way of organizing raw d‘él which
combinesythe notions of a frequency table and a bar graph. The
numbers shown are raw scores clustered into fives. Té recreate any
score you attach the leaf to the stem. For example, from Figure |,
intermenstrual distribution:™ stems ~leaves

3: 122233344404
5771
2: 0224
The bottom line shows scores of 20, 22, 22, 24,
The next line up shows scores of 25, 27, 27, ;7.

The next line up shows scores of 31, 32, 32, 32, 33, ... etc.

Hypothesis II

Premenstrual weasures of depression will be higher than
intermenstrual measures of depression.
\
Analysis. In order to test hypothesis II, a 2-tailed
correlated group t test was performed comparing the mean
intermenstrual IPAT depression scale score to the mean

premenstrual IPAT depression scale score. The [ test was

£=39, P=0.000). The mean

statistically significant (t=-4.20,

(¢4

premenstrual IPAT depression scale score (31.0, SD15.16) was
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Figure 1. Stem and leaf display of STAI State Anxiety Scores.
. . '
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Figure 2. Box and whiskerYdiaplay.of STAL State Anxiety scores.
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higher than the mean intermenstrual IPAT depression scale score
(23.68, SD=15.42). |

Conclusion. Therefore,‘hyﬁéthesis IT is confirmed. The

sample of women for this study do experience higher levels of

depression in the premenstrual cycle pha;
', Figures 3 and 4 follpﬁipg provide vi8tal compérisoné of the

intermenstrual and premenstrual scoring distributions for the IPAT

depression scale.

r

Hipothesis II1

Thére will be no Aifference'between premenstrual,and;
intermenstrual trait anxigty measures.

Analgais: In ofder tb test hprtheais II11, a 2-tailed
correlated groups t test was performed comparing the mean
intermenstrual STAI trait anxiety score to the mean premenstrual
STAI trait anxiety score. The t test was statistig#lly
significant (t=-3.53; df=39, P=0.001). The mean p?emenstrual
trait anxiety score (45.95, SD=9.47) was higher than the mean

rmenstrual trait.anxiety score (41.45, §2?10.46).

1

Conclusion. Therefore, hypothesis III is not confirmed.

!
Premenstrual trait anxieky measures are higher than intermenstrual

]

tralt anxiety measures.
Figures 5 and 6 following, provide a visual comparison of the

intermenstrual and premenstrual scoring distributions for the STAL

trait anxiety scale.
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Figure 3. Stem-'and leaf display of IPAT Depression Scale Scores.
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Figure 4. Box and whisker display of IPAT Depressiog Scale Scores.
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Figure 5. Stem and leaf display of STAl Trait Anxietj Scores.
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Hyppthesis v

There will be % positive relationship between the independent
meaaures:bf premenstrual anxiety gnd depression and the PAF
Unipolar Scales on anxiety and depression.
| Analxsiai A correlation matrix was calculated to determine
the relationghip between premenstrual measures of anxiety and
depression and PAF Unipolar Scales 1, Low Mood--Loss of Pleasure;
-Seale 2, Endogenous depressive features; and Scale 8, Anxiety.

A significant'correlationﬁ(.43, P=0,003) was found between
the STAI premenstrual state anxiety scores and PAF Unipolar Scale
8, Anxiety.

A significant corfelation (.41, P=0.004) was found between

the STAI premenstrual trait anxiety scores and the PAF Unipolar

Scale 8, Anxiety. -

A significant correlation (.53, P=0.000) was found between

the premenstrual IPAT depression scale scores and the'PﬁF Unipolar

Scale 1, Low Mood~-Loss of Pleasurg./“ , N
A significggf corréiéfiﬁh’(fzg, 2;6?005) was found between
the premenstriial IPAT depression scale scores and the PAF Unipolar
Scale 2, Endogenous depressive features'(see Table 2).
Auxillary Calculations
In any controlled study, certain extra calculations have to

be made to rule out counter-hypotheses and/or to elucidate or

augment the findings beyond the specific research hypotheses.
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Accordingly, a correlation matrix was generated between all of the
variables in this study.
Not unexpectedly, signifiéanﬁ correlations (see Table 2) were
found between:
- "State and Trait anxiety intermenstrual scores‘(.57, 2}0.006).
State and Trait anxiety premenstrual scores (.39, P=0.006).
No significant correlation was found between State anxiety
premenstrual and intermenstrual scores (-.02, P=0.446).
No significant reldtionship was found between intermenstrual
state anxiety and PAF Séales 1, 2, or 8.
A significant cgrrelation (.68, P=0.000) was found between
trait anxiegy premenstrual and intermenstrual scoreé.
A significant correlation (.74, P=0.000) was found between
depression premenstrual and intermenstrual scores.
Significant high correlations were found between:
Intermenstrual trait anxiety and intermenstrual depression (.87, P=.000).
Intermenstrual trait anxiety and premenstrual depression (.72, P=.000).
4. Premenstrual trait anxiety and intermenstrual depression (.68, gf.OOb){
Premenstrual trait anxiety and premenstrual depression (.72, P=.000).~

Summary of Findings

To review the hypotheses: ' "
1. Premenstrual measures of state anxiety will be higher

than intermenstrual measures of state anxiety. \
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2. Premenstrual measures of depression will be higher than
intermenstrual measures of depression.

3. There will be no qifference between intermenstrual and
premenstrual meas;res of trait anxiety.

4. There will be a positive relationship between the
indepquent measures of premenstrual anxiety and Jepression and
the PAF Unipolar Scales for anxiety and depression,’

Hypotheses 1 and 2 were confirﬁed. It was determined that
women of the sample do experience higher levels of state anxiety
and depression in the premenstrual phase of the cycle. Greater
change was observed in level of anxiety between cycle phases.

Hypothesis 3 was not confirmed. It was determined that
premenstrual measures of trait anxiety are higher than
intermenstrual measures of tfait anxiety.

Hypothesis 4 was confirmed. It wés determined that ;here are
moderate positive relationships between premenstrual state and
trait anxiéty and PAF Scale 8, Anxiél&; There are moderate
positive relationships between the premenstrual depression measuresz’
and PAF Scale 1, Low mood ~ Loss of pleasure, and Scale 2,
Endogenous depressive features.

Correlations were calculated other than those directly related
to the hypothesis. These correlations indicafe strong relationships

between trait anxiety measures and depressicu measures. Moderate

relationships between state and trait anxiety measures are apparent.
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Chapter V
Discussion and Implications

The review of the literature in Chapter II offers the
rationale for the hypotheses. That rationale may now be viewed
with some g:eate: degree of confidence. However, some of the
findings require further comment, and some of the unexpected
findings in particular must be examined.

The sample was composed of volunteer subjects from the
community who reported moderate to extreme premenstrual depression
and anxiety on g retrospective qﬁestionnaire (Premenstrual
Assessment Form). These women were healthy, normally functioning,
productive women. The resear;h has demonstrated stéfistically
significant increases in levels of anxiety aﬁd depression during
the premenstrual phase of the menstrual cycle as measured by the
STAI state anxiety scale -and the IPAT depression scale. The

!

greatest magnitude of change was shown in anxiety level. These ;

results support the findings of earlier studies reporting

fluctuations of mood directly related to the menstrual cycle
(Abraham, 1980; Golub, 1976; Halbreich, Endicott, Schacht, & Nee,
1982; Woods et al.,‘l982b). These results are contrary to the
argument that retrospéctive reports of premenstrual negative
affect are due to_stgreotypical attitudes (Koeske & Koeske, 1975)
or retrospective recall bias (Ruble, 1977).

Positive correlations between prospective premenstrual
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depression measures and retrospective PAF scales (Scale l: Low-
mood/loss of pleaéure. Scale 2: Endogenous depressive features.
Scale 8: Anxiety)“ptovide independent information validating the
PAF scales for anxiety and depression. This supports the premise
that the Premenstrual Assessment Form (PAF) is a useful instrument
for the evaluation of premenstrual symptoms.
Premenstrual depression measures correlated more highly with
PAF Scale l: Low-mood/loss of pleasure than with Scale 2:
Endogenous depressive features. This finding suppo?ts Halbreich,
o
Endicott, Sc:acht, and Nee (1982) in their observation that
premenstrual depressive features are "atypical' rather than
endogenous in nature.

There is debate in the literature regarding the effect of age

1
B

on the frequency of PMS reporting and symptom severity. In this
research, the sémple was chosen on the basis of symptom severity,
The mean age for this sample was 35.15 yearé.

The significant increase in premenstrual trait anxiety was
notﬂhypothesized. It was expected that t;ait anxliety scores would
remain constant and more closely resemble the in;ermenstrual state
anxiety scores (Golub, 1976). The significant increase in
premenstrual trait anxiety is explained by correlations between
the State and Trait: anxiety scales. There is overlap between what
the two scales measure. In this study, adxiliary calculations

revealed correlations of .57, P=.000, and .39, P=.006, Retween
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state and trait intermenstrual and premenstrual scores,
respectively. Although the trait anxiety levels did not remain
constant across cycle phases, they are more closely related to the
’intérmenstrual state anxiety levels.

Strong relationships between measures of trait anxiety and
measures of depression in both cycle phases may be regarded by
.some as supportive of research relating premenstrual complaint to
personality factors (Taylor, 1979). However, these strong
relationships may mostly reflect the acknowledged difficulty in
Adiscriminating between the constructs of anxiety and depresgion
for measurement purposes (Krug & Laughlin, 1976). Anxiety and
depression are never put forward in the literature as unrelated
constructs.

The stem and leaf displays, Figures l,qg, and 5 in the
Findings chapter, illustrate the distributions of raw scores. The
reader will note that some of these levels have merged into
clinital levels. Although theré are no recentfao;gé for the STAI
and IPAT depression scales, a locally known unﬂugliéhed study
(zingle, 1986) provides a comparison of State-Trait Anxiety mean
scores for an Edmonton sample and a Misericordia Hospital
Psychiatric sample with Spielberger’s norms for specific groups
(see Appendix B). In that the mean scores of the Zingle (1986)
study are quite similar to the Spielberger norms, this would

indicate greater confidence in the use of the STAI (1970) norms to
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make inferences regarding the clinical significance of the present
findings.

The state anxiety intermenstrual mean score of 35.95 is
comparable to the Edmonton sample and Spielberger’s working adult
mean scores. From the pergpective of the Spielberger norms, the
premenstrual state anxiety mean score of 51.9 is clinically
significant. From Figure 1, it is apparent that only six subjects
(I52) in the intermenstrual phase manifested clinical anxiety
levels (above Spielberger’s general medicat~group). Twenty-nine
subjects (72.52) manifested clinical anxiety levels in the
premenstrual cycle phase.

The intermenstrual trait anxiety mean score of 41.45 does
ihdicate that the women in this sample may be a little more
stressed than v“”mgl.

The bimodal distribuﬁion for IPAT Depression scores
(Figure 3) is of particular interest. The data supports the
findings of Haskett et al., (1980) and Freeman et al. (1985) 1in
identifying two groups of subjects manifesting significant
increases in symptoms premenstrual ly. One group was regarded as
"pure PMS" and was symptom-free during the follicular phase. The -~
second group demonstrated moderate symptoms in the follicular
phase which were exacerbated premenstrually. Clare (1983) cites

depression as being the single factor discriminating between these

groups. Figure 3 illustrates this point. As one may observe in
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Figure 3, there is a distinct bimodal distribution of scores on
the IPAT Depression scale in the intermenstrual phase. Both
groups fall within the NI;H definition of PMS which requires
marked change in intensity of symptoms between cycle ph;ses.

In the IPAT Depression Sc?le Manual, Krug and Laughlin (1976)
recoumend a raw score of 25 as being a convenient cutoff score
differentiating depressed from normals (p. 31). In this study,
the intermenstrual score of 23.7 is regarded as normal. The
premenstrual IPAT depression mean score of 31.0 is in the
clinically significant range. Krug and Laughlin (1976) recommend
that Sten scores of 8, 9, or 10 (raw scores above 30) "should be
taken seriously . . . and call for some fol low-up" (p. 31).
According to this criﬁerion, in this sample 16 women in the
intermenstrual phase and 22 women in the premenstrual phase
manifested clinical depression.

Summary

The results clearly indicate that women who report moderate
to extregiﬁpremenstrual anxiety and depgession do experience those
symptoms and that changes in levels of anxiety and depression
between cycle phases are both statistically ana cliniEally
significant. This research also replicates findings of previous
studies wherein two groups of women manifest significant increases
in premenstrual symptoms. One group is regarded as "pure PMS" and

the second group manifests premenstrual exacerbation of existing
\
\\

AN

—
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anxiety and depression. This finding indicates that depression is
an underlying factor for premenstrual symptoms in approximately
half of the cases. Both groups of women fall within the NIMH
definition of premenstrual syndrome. The women studied are
healthy, functional women who maintain that they function well
during other cycle phases, but experience difficulty inJEoping
premenstrually.
Implications

The clinical levels of premenstrual anxiety and depregsion
demonsgtrated in this research require the serious attention af
physicians and psychologists. Dismissal of presenting complaints
of premenstrual syndrome as being faddish or trivial would appear
unwarranted or counter-productive. Acknowledgement by physicians
and psychologists that PMS is a legitimate concern among healthy
women opens the door to more thorough evaluation and discussion of
management strategies.

The two grouos >f women identified in this research imply
that approximately half of the PMS reporters demonstrate clear PMS
symptomatology and approximately half demonstrate premenstrual
exacerbation of underlyiég psychological distress. In the
clinical evaluation of individual symptom patterns the STAI, LPAT
Depression Scale, or Beck Depression Inventory could be
administered in the intermenstrual and premenstrual cycle phases.

These instruments would provide quick measures of anxlety and

—
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-

depression levels at both cycle phases.. More thorough ¢linical
: , -

\

evaluation could include.the Millon Clinical Multiaxial Inventory
(MCMI) at both cycle bhaées. The MCMI provides good |
configurations‘on'anxiety and depression and their somati;
effepts.b In cases indiéating clinical levels of depression in the
intermenhtrual‘pha;e, £reatment coula'be directed at alleviating

@

the depression through medication and/or counselling.
Impiications for Counselling

| Recent reaea?ch.(Keye, Hammond, & Strong, 1986) indicate that
"women with premenstrual symptoms exhibited a significanily
greatér frequency of previously undetected m&dical, psychological,
(?id controia.“ These findings ére_

- consistent with Clare (1983) who states, "Thére is no significant
. ‘ p R 4

and marital problems than

association betwgen premenstrual complaint/ and overall social =~ °  :"

maladjustment but there is a statistically significant’and

positive association between disturbances in marital function ard
i & i .

“premenstrual complaint which is independentf%f psychiatric status"

(p. 1).

e

) L

These findingﬁ present promising #&venues for research gnd. f;_gﬁ

~y |~

. . o o, ! o
therapeutic intervention from a family therapy perspective. It

can be readily seen that the increased%levels”fhfanxiety and

depression experienced in the premenstrual cycle phﬁ%e decrease

X

the ability of womefto cope with envirommental stresses) The -

‘ family therapy perspective (which can be utilized in/fﬁdividual

&
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s

counselling) avoids the labelling of women as psychiatric or
maladjusted, while providing unlimited opportunities to examine
the relationship between premenstruai symptoms and interpersonal
concerns. Awareness of these inter-reiatiqnahibs‘and improved
communication between family members”could serve to increase

33}
support within the family, thereby al leviating premenstrual

1

symptoms and family disruption.

Implications for Psychometric Assessment

" The significant differences. in measurts of anxiety and
. e .
depression between cycle phases on the STAI and IPAT Depressibn
Scale suggest that cycle phase could be a factor requiring -+
consideration when testing'women with other psychometric
instruments. The presénc; of aniety and depreésion are non-
cognitive factors which affect pe:fo:mance-Ln intel ligence tests.

Personality inventories and instruments assessing affective states

could be given dif ferent interpretations at different cycle

" phases. Evidence reflecting cyclical differences in MMPI scores

is presented by Hammond and Keye (1985). Negative affecﬁvin the
premenstrual phase could pfeséﬁt a souxce of error affeqtihg the
reliability and validity of test results. This suggests that
inquiries should‘bé made regarding cycle'phase if it may affect
the individual and is relevant to the purpose'éf testing and to

f ’
consequent decisions. : . e B 2.

- v o L el 7 Oy .
ey o 4
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Implications for Education °

PMS workshops and PMS self elp groups provide information on
general health care, nutrition, exercise, reiaxation, and life-
style changes which help to réduce the intensity of PMS symptoms.
Communication and support between women with similar PMS concerns
provide reassurance and assistance in PMS management.

This research provides evidence that there are measurable
increases in anxiety and depression in the premenstrual phase aof

the cycle which affirms the experiences of women with premenstrual

syndrome. Information is also provided regarding underlying
psychological diétress in many of the women reporting preﬁgnstt ]

syndrome. This latter observation may be less palatable te,

who prefer -a physiological explanation for symptoms of depr

and anxiety. ~

Caution is ré%ommended in educational programs not to present

PMS as being a unitary medical problem. Educational presentations

'

shqnid convey the more complex information relating premenstrual

. symptoms to iQterpersdnal and marital concerns requiring

individual consideration.
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Appendix A
The Menstrual Cycle
The menstrual cycle is a biologica} rhythm which occurs in
girls and women of reproductive age. Menstrual bleeding occurs on
a monthly basis. It is the external expression of the'repetitive
' halmichituitary—gonadal;axis. The axis

{

is'a functional endocrine system which has_its anatomical

functioning ?f the hypot
structures in the hypothalmus, the 51tuitary and the ovary. The
regulation of the functioning of the ovary is mediated through
release of gonadotropin releasing hormone (GnRH) which controls
the secretion of luteinizing hormone (LH) and fol{icle stimulating
hormone (FSH) from the pituitary gland. LH and ESH are in tﬁrn
directly responsible for follicular maturation, ovulation, and
luteinization of the follicle. Luteinization is the process
whereby the post-ovulatory follicle is converfed into a
steroidogenic organ primarily producing progesterone.

Accompanying these morphological changes is a series of well-
coordinated fluctuations in the circulating levels of ovarian

. steroid hormones (sex hormones), particularly estradiol (an
estrogen) and progesterone. These steroid hormones are
responsible for the development of the endometrium and their
withdrawl leads to the shedding of the lining of the uterus, which
is menstruation. Feedback of steroid hormones also modulates

hypothalasmic-pituitary function. Ovulatiom occurs approximately

- 56
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wmidway through a 28-day cycle. Prior to ovulation, the phase
during which maturation occurs is named the follicular phase. The
post-ovulatory phase is the luteal phase which is characterized by
the secretion of brogesterone from the ovary.

Day I of the menstrual cycle is that on which the menstrual

fke\ commences. In the idealized, average 28-day cycle, ovulation
is expected to occur on or close to day l4. The length of the

follicular phase varies across women with cycles longer or shorter

than 28 days. The length of the luteal—;hase generally remains
constant. The premenstrual period during which symptom? occur is
potential ly synchronous with the 1u£eal phase of the menstrual
cycle.

Information adapted
(from Cumming, 1984, pp. 6-7)
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Figure 7. The relationship of the hormonal and functional

(ovarian) events of the menstrual cycle. Testing was done in the

intermenstrual (Days 5-10) and late luteal (within 6 days of onset

*»

of subsequent menses) cycle phases.

m%gmlul L l+l+l+Mu <
wim .\\\\\\\\\‘
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FOLLICLE FOLLICLE
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N Proliterative l Secratory \\-q
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Integration of hormonal and functional events
of the menstrual cycle.

(Figure 7: modified from Cumming, D. C., Alterations of the

- menstrual cycle. Medicine North America, in press.)
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Appendix B

Mean Scores for Specific Groups

! | I |
| | STATE | TRAIT !
1 | | |
I | | |
| Misericordia Hospital | I |
| Sample (N=80) | | |
| Psychiatric, not | | I
| seriously psychot | 52.85 | 55.78 (Zingle, 1986) |
1 l i 1
I l | |
| Neuropsychiatric | 47.74 | 46.62 , {$pielberger) |
T — 4 -
| Depressive | 54.43 | 53.43 ¥8gielberger) I
1 | A ) I
| | l |
| Anxiety | 49.02 | 48.08 (Spielberger) |
L | | | \
I | | l
| Schizophrenia | 45.70 | 45.72 (Spielberger) |
4 l ] |
I | “ - |
| General Medical | 42.68 | 41.33 (Spielberger) |
i — " -
| Working Adults (m & f) | 35.46 | 34.84 (Spielberger) I
| Female Age 19-39 | 36.17 | 36.15 (Spielberger) I
1 | | 1
I | - |
| Edmonton Sample | 34.45 | 35.48 (Zingle, 1986) |
| Random Sample N=150 ! I !
| Males & Females | | !
1 | | ]
o
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Appendix C

Sample Copies of the Instruments

i

The material in Appendix C has been removed because of the

+

unaQﬁilability of copyright permission. The information in
Appendix C included four instruments or data collection forms
employed in this study. They were:

1. PREMENSTRUAL ASSESSMENT FORM (PAF). Halbreich,

Endicott, and Schacht, 19&2.

2. SUBJECT DATA FORM (SDF).
3. STATE-TRAIT ANXIETY. INVENTORY (STAI), Forms X1, X2.

';T - vl ;4' - 'ET?‘»L 3L
Spielberger, Gorsturch, amd Lushene, 1979. =ﬁyﬁ%

e . ' q . ,;”.‘*vu : T . ok Lo "» ] (\' “};:i '.
4. IPAT DEPRESSION SGALE. ™ ang; Laughlin; "1976. ..

ot

:
oo, j
,
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