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ABSTRACT -+
A lmk has\een suggested between comp\amt about premenstrual
problems and psyshiatric illness (Clare, 1983) To determme whether "
women complalnlng oI and seeking treatment for sueh problems have
ongomg psychologlcal drsturbance a cross sectrohal comparmve study
was undertaken across four group&ol reproducttve-age women. |
Subjects were 35 patlents with premenstrual complamt andno
psychlatnc hlstory 35 women wnth no premenstrual complalnt 35 ;

patlents with affectlve dlsorders and 35 women trom the commumty at -

large All women in the study ekcept those m ‘the communlty sample B

. .were testedmthe mtermenstrual phase of the menstrual cycle (after

M
2
L ’

" menses but betore the tweltth cycle day) Levels of premenstrual change
were measured in the tlrst three groups of women using the
Premenstrual Assessment &orm (Halbrelqﬁ Endlcott Schacht, & Nee,

1982). Psychological tests admlnlstered to all subjects were Profile ot

"Mood States' (McNair, Lorr, & Droppleman 1971) Stalt-Tralt Anxiety

lnventory (Spielberger, Gorsuch, & Lushene 197Q ), IPAT Anxiety Scale
(Cattell & Scheier; 1963), and IPAT Depressron Scale (Krug & Laughlin,
1976). Demographtc data and lnformatlon concermng present and past -
stresses were als,o collected. L ‘ ‘. |

Patients. wnth severe premenstrual complalnt were dastmgulshable
from psychlatncepatlents and from non complamers in level of .

premenstrual change Premenstrual complalners were also

*-
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- distinguishable from psychiatric patients on assessrheht of intermenstrual

mood stata. They were no different from women within the communit'y" at
Iarge or from non- complarners When premenstrual complamers were
asked to report on time pernods whnch include the premenstruat phase “of
me cycle, results at variance with those obtamed in relatlon to state mood
were found. Whlle not unlike the women from the community at Iarge in .
longe{r tarm\affech\/e charact_erlstl_ca, they were .consistently dlffereht from
non-corhplainers and sometimes indistinguishable from péychiatrié |

patients with affective disorders. Prem_e‘nstru’al co/mplainers also

, reponed fhigher levels of past external stresses than women taken frgm 3

the Communlty at large. - -
AN
The study has implications for blofgncal and psycholog ical

‘

research for chmcal management, and for: educahonal and counsellmg
ﬂ.

appradches to-women with premenstrual'complamt.

Con
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APTFR 1
Ir rorracrion

AR\efHerences fo physica -~ ~ntioral, a_md behavioral changes
occurring in women in synchrony with the menstr;Jafcycle have been,
traced back through the centuries to ancient time.s (Clare, 1983) and |
across ditfering cultures (Janiger, Riffenburgh, & Kirsch, 1972).‘ H/Qwever,
the term premenstrual tedsion (PMT) was first coined by Fffank in 1931 t4o
describe a pattern of debilitating symptoms he observedi'recurring
cyclically prior to the\onset of menses in some women patients. In 1953,
Grg,éne and Dalton decided that the pattern of'sympfoms they observed
was better named premenstrual syndrome (PMS) because tensionis . -
oh!y one of the reported symptoms. The focus of the present study wés
on the psychological characteriétics of women wne believ 2 they havelthiS'
syndrome. "

Over recent years, premenstrual syndrome has attracted much
public attention. It has been successfully used in the courts on more than
one occasion in B_ritain, by defence #wyers, as g‘rounds for commutihg a
charge of murder to that of manslaughter (Braﬁéms, 198.1). The

syndrome has also been accepied in a Canadian gourt as a mitigating

~ factor in sentencing a(\:fvo'man accused of stabbing her husband (Marin,
1987). In 1986, premenstrual syndrome became the centre of some

| attention when the American Psychiatric Associétion proposed including
itin the revised version of the third ec}tion _ot Diagnostic and Statigdical
Manua! of Mental Disorders (Helden, 1986). As Hallman (1986) .

o)



corﬁments, up to.100 per cernit of wdmen have beén described as ﬁaving
premenstrual syndrome. Cénsequently, the questiohs of whether or not
premenstrual syndrome alwéys reflects: psychiatric iliness or may result
in criminal behavior are seemingly of \;ta! significance. There may be
implications not only for women tpemselves and their self-i‘m'age but also
for those who prepare them for roles of responsublllty both in the work
forée and in the home. Even if a much smaller number of women is
~ involved, the questions still hold considerable relevance, politically,
educationally; and interpersonally.
| | Despitelgontro‘versy about the validity of premenstrual sy-mpt(-)fn
reporting', particdulérly in healthy, young college students (Parlee, 1974,
May, 1«49:76), it is likely that the majority of normally ovulating women
actually do-experie-ce a series of symptoms which herald the onset of
the menstrual p;eriod (Magyar, Boyars, Marshall, & Abraham, 1979). The
cyclicalvmolimina may include: cramping pains; sensation of bloating
with or without obvious fluid retention; cravings for salt, sweets or
chocolate; breast discomfort and enlargement; and alteration in mood,
with anxiet}, irritability; depression, or other symptoms (Abraham, 1980).

Such molimina, which do not interrupt the pattern o% everyday lite, are
| bést not described as 'premehstr_ual syndrome. However, there is a
teﬁdency for this term to be loosely used to describe normal cyclical
changes. |

It has been estimated that premenstrual symptoms may lead to

transieht impairment of normal activities in approximately 40 per cent of

o
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‘women (Reid, 1985). In addition, recent studies suggest that in

" approximately two to %ight per cent of the female popﬁlation, a profound
| djsruption of normal daily life may occﬁr on é‘repetitive, cyclical basis
(Woods, Most, & Dery, 1982). Changes aré s0 severe that the women |
involved engage in treatment seekin.g behavior. Though there is far from

A 4

general consensus about terminology, it is usually this group of women s
which is described in the gynecollogic literature as suffering from S
premenstrual syndroome (Freeman, Sond.heirn'er, Weinbaum, & Rickels,
1985).

Reproductive‘-ége women with psychiatric iliness, particularly t_hoseﬁ
who are diagnosed as having affective disorders, may eiperience
exacerbations of their symptoms premenstrually (Hallman, 1986;
‘Kashiwagi, McC_,lure.‘& Wetzel, 1976). Patierits with pre-éxisting
psychiatric di§orders, are more likely to be admitted to hospital
premenstrually tha/n at any other time (Abrahamovitz,aBaker. & Fisher,
1982). Michelle Hérrison, a physician with an international reputation in
4the area of premenstrual syndrome, has cojnéd the term premenstrual ‘
Umagnification (PMM) tb describe what may happen for women with on-

‘ going psychiatric problems (Harrison,:1985). Possib(y owind to the -
considerable amount of publicity which premenstrual syndrome
generated in the early part of this decade, such women may ;attributé\ )

their difficulties to premenstrual syndrome (Keye, Hammond, & Sgrong,

1986, Dedong et al., 1986). In the psychiatric literature, premenstrual

~
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exacerbation is sometimes described as premenstrual ‘syndrome
(Haliman, 1986). |

Premenstrual syndrome is the subject of much coritroversy in the
) A

scientific literature of the medical an psychoiogical disbiplines

-(Abplanalp,~1983). At present, there is no commonly accepted definition

”

-of what constitutes the syndrome or gyndromes, for there may be more

than one (Rubinow & Roy-Byrne, 1984). Even the existerice of
premenstrual syndromse has been’ questioned, at times, by medical
dcctor&(Blume 1983) and by psychologists (Ruble, 1977 Slade, 1984)
Such questioning is not surprising, given the diverse experiences ot
differing 5opulation_s which the term itéélf is used to describe. In addition,
it has been fbund that some healthy young college students expect ‘
premlen.strual changes which are not copﬁrmed on retrospective report
(May, 1976). Furthermore, some psychiatric patients report premenstrual

changes which are also not confirmed on retrospective report (Rubinow,

" Roy- Byrne Hoban, Gold & Post, 1984).

Despitethe controvensy whnch exists about premenstrual syndrome
in the professjonal literature, women attest to the experience of
premenstrual change '(Parle'e,‘ 1973). Fbr some women these changes
are severe enough fo interfere with the pattern of their evefyday lives.

Psyc'hologicél changes are bften\ reported as being more difficult to

handle than the physical discomfort (Abplanalp, 1983). There is

‘ disagreement in the literature as to whether or not-all women who

complaiﬁ of premenstrual problems e\xctually have on-going



- : : 3
psychological disorders. Some research suggests that they may well

have suchf'disorders (Stout,iSteege, Blazer, & George, 1986).. Other
reseereh suggests that a greup of women who only exper_ience |
difficulties in the premenstrual phase of the menstrﬁal cycle exists
(Freeman, Sondlleimer, Weinbaum, & Rickels, 1985). The existenCe of a
- group of women who corrlplaln of premenstrual problems but who ere &

fre.e from psychological disorders at other times has im\pllcations not only
| tor treatment but also for research into etiology. ‘ |

It is precrsely this group of women who complain of premenstrual

problems but who exhibit no dlscernable psychological distress at other
" times Wthh is the focus of this study. The purpose of this research was
specrflcally to dellneate certain relevant psychologlcal characteristics of
women who complam of premenstrual problems and who are referred for
gynecological rather lhan psychiatric evaluatmelr g_eneral l
practmoners. As Freeman, Sondheimer, Weinbaum, and Rickels (198'5)'
point out, ll is in this populatiun that women without on-going
psychological difficulties are more likely to be found. The focus of the:
study was on the women who complain ratherthan on the syndrome per,
se since aclual conflrmatron of its existence requrres some lorm of
prospective assessment, such as a daily symptom rating scale. Analysis
~ ofthe ensuing data for research purposes IS highly complex and
constitutes a step beyond the scope of the study. ~

In order that the results of the study should provide comprehensrve

information, a cross-sectional, comparative approach was taken across



four groups oEwomen These were the group of women th%omptarn of

problemsa - who seek treatment forthem a group of non-comp

‘,k\prs
who knew the purpose of the study, a non-treatment group wrthout ¢ .
'knowledge of the precise nature of the s.iudy..and a group of women wrth
d?i'agnosed affective disorders. Testing was undertaken at a;'time in the
menstrual c‘yclé when the women who complain only of premenstrual

'problerps were expected to be relatively symptom-free.



~  CHAPTER2 :
REVIEW OF THE LITERATURE: |
Biological Perspective
f} . Myths about the effects of menstrual cycle phase on the
psychological and behavioral functioning of women in general still
_abound (Toth, Delahey, & Lupt.on, 1981). Y'The "raging horméne*-
hypothesis as an explanation for female behavior, including that of
women in positions of power and authority, has not yetlldst credibﬂity in
all quartérs (Sommer, 1985): However, even in thé case ’of women who
have severe premenstrual problems, it may be too simplistic to explain
what is happening as solely the direct result of their biology (Clare,
| » 1985a)- .Ne‘\(ertheless, there is ; i)iologicél perspective which must be
taken in to account in any comprehensive literature review.

As stated previously, the purpose of this study was to provide
information about the psychologicall characteristics of women who
believe they have pre’menstrual'syrfdrome, aﬁd who are referred to
gynecological pradice for evaluation by their general braciitioners.
Consequently, psychological considerations are_of major importance in ‘
this literature review. The biological aspect,'however, is of some
brécticai and théoretical relevance. Therefore, the focus of this chapter is
on the biological perspective, while the following chapter contains a
review of the literature from the psychological perspective. Included in

the present chapter is information concerning the menstrual cycle which

i forms the basis of the practical underpinnings for the study. Also
' ’

fonr)
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included is a description of the somatic symptoms about which wor.r -;‘n
~ complain.. A general outline of the biologically related factors involved in
‘subject selection is provided. Funhermpre, selected biological
explanations, which have been proposed to explain premenétrual
Wsymg}oms, are reviewed. - - hE |

The Menstrual Cycle

THe menstrual cycle is a biological rhythrr{ which occurs in girls and
women of reprodﬁctive age. There are many. extensive reviews of the
Inera;yt“Ljre cor{cernjng this biologicasl rhythm, such as those of Ferin
(1982), Fritz and Speroff (1982), Linkie. £1982), and Southam and
Gohzaga (1965). | .

| The menstrual flow (commonly called the "period") occurs on an
approximétely monthly basis. It is the-external expression of the
repetitive functioning of the hypothalmic-pituitary-ovarian axis. The axis
is a functional epdoorine sysfem which has its anatomical strudures in
the hypothalmus,/tﬁe pituitary, andl.the ovary. T{we regulation of the
functioning of the ovary is,mediated through the \irelease of gonadotropin
releasing hormone (.GnH»Hi which controls the sécretibn of luteinizing
hormone (LH) and follicle stimulating hormone (FSH) from the pituitary
gland (see Figure 1). LH and FSH are, in tum, directly<responsible for

follicular maturation, ovulation, and luteinization of the follicle.

’

~
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_Luteinization isﬁhe proceés whereby the p’gst-ovulatory follicle is

~ ‘converted into a stermdogemc organ pnmanly producmg prOQestgone

Accompanymg these changes isa senes of well-coordinated tluctuauons
RS

in curculanng levels of ovarian stero:g., i ,,; nes (sex hormones), -

pamculaﬂy estradiol (an eStrogen) aiafﬁogesterone (see Figure 2).
These hormones are responsible for the development of the
: » .

endometrium and their withdrawal towards the end of the cycle leads to

the'shedding of the lining of the uterus, which is menstruation. Feedbackd

of steroid hormones also modulates hypothalmlc p|tunary function,
mfluencmg the release of pulsatile GnRH GnRH releas/salso affee&ed
by the endogenous opiates and catacholammerg;g neu(ones\whleh
produce epinephrine ‘and dopamine. As shown by the work of Quigley,
Judd, Gilliland, and Yen (1979) andQ Jigley and Yen (1980), there is a
chaﬁge i_’n dopamine and in opiate tone throgghout_’the menstrual cyele.
- -Day 1dof the menstrual cye|e is the day on which the menstrual flow
"c’ommences‘ The duration of the tlow varies from womar to woman. In
the'idealiZed, average 28-day ‘cycle, ovulation is expected to occur on or
close to day 14, which Will be approximately midway through the cycle. =
Prior to ovulation, {he phase duripg which follicular maturation occurs i\_‘
named the follicular phase. The»;est-ovulatory phaé‘e is the luteal phase
which is f‘waracteriged by the secretion of progesterone from the ovary.
The length of the follieular ph’a/se varies across women vg{tw cycles longer

or shorter than 28 days. Cycle normal range is 21 to 35 days. The

10
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" length of the iL.c. phhse remains constant. Potentrally synchronous
with the luteal phase of the cycle is the premenstrual penod dunng whuch
. symptoms are re;orted. The post- menstrual or‘interm'enstruél' period

constitutes the time betweer the cessation of,merrses and ovuiaiion.
~This is the time during which women who complain of premenstr al
psycholtglcal and other problemséshould be symptom free (O Brien,
1985). A detarled description of the procedures used to.calculate cycle
phase and establrsh a suitable day for assessment is included in Chapter
4. Information to establish cycle phase was collected from %women
included in th”e‘stuoy except those in the non;treatment group.

Sorhatic S

A very wide range of premenstrually experienced, somatic

P Y

symptomatology is reported (BrJdoff, 1983; Dalton, 1984). Amongst the
many symptoms described are-acne, herpes ou{breéks, headache,
fairw‘t_irrg, dizziness, backache, swelliog of finéers and legs, congtipation
- feiiowed by diarrhea, food cravings, anorexia, nausea, less frequent
urination, and breast iende‘rness and swelling (Budofr: 1983). Rubinow
and Roy-Byrpe (1984) list a number of addirional symptoms. important
among these symptoms are weight gain and abdomina| bloating.
Dysmenor’rhea or cramping pain on menstruation is not included in the
descnptlon of premenstrual somatic symptoms y «
| Typical somatic symptoms which are reporred as occurring

pren{é‘nstrually are breast tenderness and swelling, abdominal

distention, and headache (O'Brien, 1982). Breast and abdominal

—



~ discomfort constitute core Symptoms for premenstrual synd.romes .
ocen'teri\nag on physicat complaint.which have been described in the
literature (Abraham, 1980; Halbreich & Endicott, 1982). This symptom
cluster is considered to be the one most frequently found and is also
associated with complalnts about weight mcrease Interestingly, there
may not be an aotual weight increase or any abdomrnal drstentron but
the perceptlon of bloatrng may occur (Faratian et al., 1984). Accokding to
Faratran and colleagues the perception of bloating may arise from fluid
re-distribution premenstrually in the body. s ‘
o Premenstrual somatic symptoms may occur together with chgnges
in fmood or may be found alone (Clare, 1983). The question of whether
there is'vanyvc"more;than a temporal relationship between the |
psychologlcal and somatio'symptoms remains.a matter for debate
(Abplanalp, 1983 Slade, 1984). In populations of¢young, non--
complaining women, the somatic premenstrual changes are generally
confirmed on prospective recordmg, while psychological ones are
frequently not (May,'1976; Slade, 1984). In such p‘opulations, however,
the chanf"ges reported are likely to represent "cyclical molimina", &s :
e mentioned in Chapter 1, rather than symptoms causing extreme
drsoomtort As yet however itis prudent not to dlchotOmlze prematurely
- the psychological and physical problems into, completely separate
, entities (Freeman, Sondheimer, Weinbaum, & Rickels, 1985)..

The. focus of the present study was the psychological aspect of

premenstrual complaint. Consequently, those patients with only physical

" . o ) kb,
. . L e !
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symptoms were excluded from the research The;i'najority of patients
seen in gyh‘ecologic practice who believe tjiey have premenst. Jal
~ syndrome present with overlapping physical and psychological

complaints (Freeman, Sondheimer, Weiméum, & Rickels, 1985; Magos,

Brincat, & Studd, 1986). Therefore, it was decide<that the dubjects of the |

present study should involve w8men with complai ut both
psychological and sbématic symptoms. Thefr major concern, however,
was about their premenstrual psychological difficulties.
rmon: ication A

Hormonal mediCaiion in the form of the contraceptive pill disrupts
the normal pattern of menstrual cycles (Paige, 1971). Some women whd
take the pill complain about cyclic mood changes but these are not
premenstrual e‘hénges (Cullberg, 1972). Consequently, from the
biological perspective, all women using this"f,orm of contraception were
excluded frdm the treatiment groups in the study.

G

" Reid (_1985) states that age is not a facter which influences
.\premer]strual cohplaint. Halbreich, Endicott, Sc‘haght, nd Nee (1982) -
did not find any' age effects. However, there are indications that
_premenstru~! symptoms may increase‘in se\;erity and frequency with age
_(Golub,’1976; Haskett, Steiner, Osmun, & Carrolt, 1980; Sanders,
Warner, Backstrom, & Bancroft, 1983). Consequenvtllvy, young teenage
women were excluded from the treatment groups in/the study. After 40 to

45 years of age menopausal symptoms may interfere with findings.

]
Therefore, older women were carefully screened for menopausal

(o

14



-

symptoms and no women\o@r the age of 45 were included in the study.

-9

There are indications that premenstrual complaints are most severe

between the ages of 30 and 40 (Abplanalp, Haskett, & Rose, 1980;

Osmun, Steirier: & Haskatt, 19:83).

Since there are indications that premepstrhal symptoms may
increase after childbirth (Reid, 1985), parity was recorded in the study.

Other relevant gynecologic information such as any surgery or treatment

for endometriosis was also recordea. Endometriosis, a potentially painful -

condition where the lining of the uterus grows into the peritoneal cavity, is

sometimes confused with premenstrual syndrome.

" Although there is no known etiology for premenstrual symptoms
(Rubinow & Roy-Byrne, 1984), many etiological explanations have been
advanced. Explanations range from the essentially biological tothe
‘predominantly psychological (Denners\,tein, Spencer-Gardner, &
Burrows, 1984). An evolutionary theory which builds upon'kno'\’/:vledge
about behaviour-in primates other than humans has even '
been proposed (Rosseinsky & Hall, 1974‘). Recently, interactional
theories which implicate biological, psychological, and environmental’
factors have‘been gaihing some popularity (Clare, 1983, 1985b).

There is a very wide range of bidlogical theories which attempt to
explain prerﬁenstrual symptoms. For exampls; pathophysiological
explanations have implicated estrogen, progesterone, prolactin,

o

prostaglandins, and endogenous opiates (O'Brien, 1985). Pathogenesis

15
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has also been attributed',{ci':bn imbalance in the renin-angiotensin-
aldosterone system, to hypoglycemia, and to vitamin deﬁc?iency (Reid,
1985). In many of the explanations, an attempt is made to account for

- both the psychological zmd physical symptoms associated with
premenstrual complaint. The physic_al symptoms which have received
most explanatory attention are the so-called "water retention” ones.
Differing hypotheses hgve also been propos.éd to account for apparent
symg’iom.fglusters believed to form different "syndromes” (Abraham,
19805 In this brief re\Qew, explanations sel,ec;ted for inclﬁsion are those
which are most prominent in the Iiteratﬁre at present or which have had
most influence on the field over the past half ce_ntury.

QOvarian hormones. A number of theories have implicated the |
ovaria;w hormones in the etiology of premenstrual proble_ms. These
hormones have been involved in explanations of premenstrual
psychological changes because of the proposed energizing effectsq\f}
estrogen and the traﬁquillizing effects of progesterone (Benedek &
RubMstein, 1942). [n addition, estrogen and progesterone both haved
effects on water retention (O'Brien, 1985). A theory postulating an

4
excess of estradiol has been attribu.od to Frank wh, as it was noted

eafiier, first described premenstrual tension in 1931 (O'Brien,‘ 1985).

One of Frank's treatments for this proposed condition was to irradiate the

- ovaries.
Progesterone deficiency (Brush, 1977) or an imbalance in the

progesterone to estroge” ratio (Greene & Dalton, 1953; Morton, 1950)

N .
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h
‘have also both been suggested as causative factors. The apparently .
. [

beneficial effects of progesterone therapy have been extensively - S

described by Dalton (1984). Treatment studies ﬂsiné progesterone have

produced conflicting results (Reid, 1985). Sampson (1979), in a double

b!ind‘, Well-designed study, [ound progesterone to be no better in |

controlling symptofnafology tha;n placebo. From what is ‘rrently known

about the complexity of menstrual cycle events, simple explanation§

involving the postulation of hormonal access, deficiency, or.imbalance

are considered to be questionable (Qlare, 1985a). Nevertheless, there ;\_/V_

may well be hormonal involvement, in some.Way, because symptoms

cease ovn oophorecto‘myl or when thg activity of the hypothalmic-pituitary-

ovarian axis is temporarily halted by medication (Reid, 1985). )
P_LQLamm The rol@ that prolactin, a pepti:je, might play in the

gtiology of prenienstrual symptoms-has been the centre of much

theoriziné (Carroll & Steiner, 1978; Munday, 1977). It has been

hypothesized that levels of prolactin aré ,z_abnormaiiy high in women who

complain of premenstrual problems. O'Brien (1985) commented that

prolactin has been associated with premensgmal syndrome for three’

main reasons. ?irstly, prolactin has‘a dire_c‘:%'ﬁ\‘;ffect on the breasts and

might be responsible for the breast discomfort reported. Secondly, |

prolactin levels are affected by psychological stress and bear an indirect

relationship with dopamine metabolism and release. Finally, prolactin is

associated with the retention of sodium, potassium, a;wd water. There are

‘also psychological changes associated with- hyperprolacti‘naemia



Interestingly, in p)sychiatry, prolactihhas received some anentic;n asa
possible factor ih the genesis of depression (Fuente & Rosenblum,
1981). It was also considereé as being pbssibly involved in the
development of premenstruél depression (Carroll & Steiner, 1978;
Steiner & Carroll, 1977). Bromocriptine, which lowers prolactin Ievels\,\
| has been found useful only in the symptomatic treatment of breast

discomfort (Cha}kmakjian, 1983). In addition, recent studies have not

irm the prolactin hypothesis (Steiner, Haskett, Carroll,
Hays. & Rubir}, 1984a, 1984b).

r¢ staglandi According to O'Brien (1985) prostaglandins, which
are ubiquitous in the body, ha\;e the-diverse range of activit&} sufficient to
accouht for the wide range of symptoms reported as occurring
premenstrually. Interestingly, research has shown that prostaglandins
have a role to play in the 4etio|ogy of dysmegorrhea (Budoff, 1983).
Recently, hypotheses centered on the prostaglandins have also been
advanced to explain the pathogenesis of premenstrual sym‘;-).toms

_,gBudoff, 1983; Jacubowicz, Godard, & Dewhurst, 1984). In one

9/

~hypothesis, it is proposed that there is a pro§taglandin excess.“"There s,
‘é%me evidence which suggests that the prostaglandin synthetase
inﬁib?tdr, mefanamic acid, serves to reduce premenstrual symptoms
(Jacubowicz, Godard, & Dewhurst, 1984). Another hypothesis, however,
is based on the premise that there is a prostaglandin deficien\cy.
Enhancement of prostaglandin production has fbw;;en attlempted through

the use ¢f oil of the evening primrose (Horrobir‘i',"\1:983). While seemingly

- R
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at variance with each other, the iwo prostaglandin hypotheses involve
] two different prostaglandins. Evidence from welll-controllecfi, double-blind
. \ tudies, is still needed for confirmation of the pr'ostaglandin.hyApotheses

(OBfien, 1985). |

: ( - Endogenous opiates. It will be recalled, from the information on‘the,

menstrual cycle included at the:;‘ beginning of this chapter, that these is a
change in dopamine and in opiate tone throughout the normal‘cyde
(Quigley, Judd, Gilliland, & Yen, 1979:; Quigley & Yen, 19é0). This
information has been used in the formulation of-hypotheses 0 e.xpl'ain
premenstrual problems (Halbreich & Endicott, 1981; \:Reid‘;v 19€5, Reid &
Yen, 1981). Since the endogenous o;Siates have been im'plica'ted in thé’
physiology of pain, behaviour, and mood (O'Brien, 1985)y éna'vary across
the menstrual clycle,. their activity'COUIEi well account for premenstrual
change. Reid and Yen (1981) propose an as yet unproven hypothesis
& nvolving endogenous opiates to account for the many and varied
symptoms. Interés'tingly, however, lowered luteal phase levels of -
peripheral beta-endorphin (an endogénous opiate) were found in
women complaining of premenstrual problems (Chuoné, Coulam, Kao,
Bergstralh, & Go, 1986) L. . |
Benin-angiotensin-aldosterone. It has béen hypothesized that
premenstrual ﬁwood disturbance and syrﬁptoms such as weight gain and
fluid retention might be related to actiyation of the.renin- angiotensin-v
aldoste'rone system (Janowsky, Berens, & Davis, 1973). This system,

which is involved in the regulation» of water and sodium in the body, is

¥



diherentially affected by the water,and sodium fetaining properties of
estrogen and the natriuretic influence of progesterone (C'Brien, 19895).
\Owing to the pro‘bosed involvement of a reSulting excess of aldosterone
in the pathogenesis of premenstrual symptoms, diuretics have been usad
in treatment? While some success has been reported for spironolacténe,

a

a sodium wasting diuretic, in treatment (O'Brien, Craven, Selby, & A
ASymonds‘, 1979), evidence relating to the renin- angiotensin-aldost;rone
hypothes.is‘ iS Contradictoryo(Reid, 1985).

I;jmg_lma Somé of the symptorﬁs which are reported as
ocgurring premensfruélly resemble those characteristically found where
there is h)tpcglyc;tmia (Reid, 1985). Such syrﬁptoms are fatigue, hunger,
nervousness, and \-ague gastrointestinal complairlts. Changes in |
glucose tolerance e;cross the menstrual cycle are compatible with the
Reid and Yen (1981) endogenous opiate t‘herry. Abraham (1980) also
" used hypoglycemia as a factor in hié_hypothesis abou»t a premenstruaf
syndrome centering on craving for carbohydrate (PMT-C). As Reid
comments, however, it is unlii;ely that hypoglycemia alone could account
for premenstru%I sympt;)ms. In a recent study, R&id, Greenaway-Coates,
and Hahn (1986) fpund no differences in glucdse tolerance across the

menstrual cycle for either normal or women with "alleged premenstrual

hypoglycemic attacks". They comment that previous studies indicating

that changes in glucose tolerance occur across the menstrual cycle have

not taken factors such as cyclic ditference in eating habits.

4
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mmm_qmﬁnﬂ Premenstrual symptoms have been linked
‘separately to proposed deficiencies in Vitamin A (A-rgonz'&'Abinzan‘o,
. 1950), Vrtamrn E (London, Sundaram, Murphy, & Goldstein, 1983), and
Vitamin B6 (Abraham 1980, 1983) It has been suggested that Vrtamrn A
can rectify an aberration in estrogen metabolism. The involvement ot
Vitamin E is proposed because-of its effect on prostaglandrn synthesis.
In their review of the literature, Rerd andYen (1981) conclude that there
is no sound evidence avarlable to support a Vrtamnn A deficiency . |
hypothesis. Vitamin E therapy has been found effective only in reduornug
painfu! breast symptoms (London, Sundaram, Murphy, & Goldstein,
1983). )
The rationale for a Vitamin B6 (pyndoxine) deﬁciency relates to its
proposed ettect on tryptophan metabolrsm whrch in turn attects the
biosynthesis of serotonin (Chakmakjran 1983). ﬁyptophan isa
serotonin precursor. A deficiency of pyrrdoxrne has been linked to ‘

depressron in contraceptive pill users as well as to that in women wrth

premenstrual symptoms (Green 1982; Winston, 1973) Thera are some M

suggestions that pyridoxine reduces premenstrue}l symptom report ng
(Kerr, 1977, Goei & Abraham, 1983). However, Reid (1985), from a
* review of the literature, concludes that there is no substantial evidence to

support the B6 hypothesis.

21



summary . )

‘In this chapter, information about the menstrual cycle was provided
to explé‘ﬁ%ﬂﬁm context of the study’t Biological factors attbcting,subject
selection were also described as were the somatic symptoms about
which women complain. From the brief review of the literature
concerning biological explanations of premenstrual Symptomsi'i't can be
seen that there is no simple pathophysiological mechanism to accoﬁnt

5 \ for them. However, some as yet unexplained relationship to the aétiviﬁ/
i gf the ovarian »horr'norfes is likely to exist (Bancroft &'Backstro.m,, 19*85):
j Chtet reasons for a link with these hormones are that symptoms do not
'acbpear before puberty and disappear during\ pregnancy, |
hypégqnadotrophic amenorrhea, and onfiurgically induced or natural -
‘menop,agse (Reid, 1985). One of\th’e major problems which has beset
research into premehstrual éhanges is the diversity of the women who
c;qmplain,.rpany of whom may have on-going psychological problems
5,{; k | .‘.A(Lg-la_sket't & Abplanalp, 1983). If any definitive results are to be obtained

from biolagical studies, further information about the women who

| complain(is needed (Abplanalp, 1983). The provision of this type of

) 1inforrr'1ation is an important goal of the present study.

| | Although biological factors may be of COnsiderable importance in
20 ﬁ*‘ the genesis of premenstrual complaint, psyéhological and environmental
e ' f_ac_tors‘ may well also have a rolé’to play. In the following chapter, the
M’ ; | Ii}‘eraﬁt‘urue conberning p.remdenstrua! symptom reporting and its °

. assessment is reviewed from the psychological perspective.

3 . ﬂﬁ\d%.g;h_ ’.



, CHAPTER 3
REVIEW OF THE LITERATURE: I
Psychological Perspective
Taboos, secrecy, and superstition have surroundef)j the topic of
menstruation in most societies from ancient times to the present day
(Abraham et a'., 1985). Itis not surprising that primitive pe@ﬂes
regarded the unexplained, recurrent, menstraal flow with tfepi{jation; '
+ because bleeding generally accompanies trauma. In classical and also
in medieval times, it was believed that a woman during menstruation
' could cause flowers to die and bees to flee (Cobe, 1974). As Abraham
and colleagues point out, the common view of the menstruating woman
within the Judeo-Christian religiops was, for centuries, that she is |
. unclean and profane (Crawford, ‘1981).
‘A book dealing with menstruation writter. ior a popular audience, in
" the middle of the past decade, was considered by most potential
publishers to be ;‘disgusting". (Toth, Delaney, & Lupton," 1981, p. 105).
~ Even in present day, North American society, where blatant advertising of
menstrual hygiene products occurs in the media, menstruation is not.
usually a topic which is openly discu:s,sed. Negative attitudes towards -
“menstruation can still be found among both men and women (Golub,
1981). When premenstrual symptom.reporting is viewed from a |
, Ppsychological persbective, prev'ailing attitudes towards menstruation,
within the cultural context, are of considerable_ importance. A major

psychological explanation of premeﬁtrual symptom reporting, which is

4
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n,
discussed later in this chapter, has its basis in attitudes towards

menstruation (Koeske & Koeske, 1975). The power of psychological

factors in relation to premenstrual symptom reporting is clearly illustrated

by the results of studies unc3taken in this area.

" While the focus of the ;ravious chapter>was on the biological
perspective, the present chapter is centered on the aspects of
premenstrual symptom reporting which are relevant to the study from the
psychological perspective. This chapter begins with a descriptibn of the
psychological problems about which women tomplain prérﬁenstrually.
Patterns of symptom reporting across the menstrual cycle and related
factors ére discussed. Selected psycriological explanations which have

""‘ aposed to account for premenstrual symptoms are reviewed. The

reporting is also discussed. Furthermare, an outline of psychosocial .
factofsinvolved in subject selection is provided.

A comprehensive description of the premenstrual, psychological ,
'problemyabout which women complain is necéssary for understanding
of this study. Numerous, diverse symptoms have been reported in the

literature. For example, Budoff (1983) lists "irritability, short-
temperedness, lethargy anq fa@igue,.loss of concentration,.cluméiness.
depression and a‘nxiety, sleep disorders, crying spells and sadness,

hostility and aggression, impatience, suicidal tendencies, tension, and a

change in libido" (p.+470). To this list can be added the mood swings,

o

-
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alcohol excesses, psychcsis nyn*phomanie and phobies described by
Dalton (1984). Rubinow andeoy Byrne’(1384) list further cognitive,
behaworal and affect:ve syrﬁptof.r;s ,'2' ERr Y
Psychological prg,blems as sevé?e d@the premenstrual psychosis,
nymphomania, and phob:as described by Dahon (1984) are experienced
only by a small minority of prergenstrual complainers (Dennerstein,
Spencer-Gardner, & Burrows, 1984). How_ever_, se‘v‘ere depression, Y
uncontrollable irritability, and extreme hostility are common emotions
reported by wofnen who seek help for thejr premenstrual psychological
_problems (Abplanalp, 1_983). Anxiety is repcned by Abraham*(1980) as
‘the most copmonly occurn'ng emot’ion.while depression has-been found
most frequently by Halbreich and Endicott (1982). In a recent study,
Freeman, Sondneimer, Weinbaum, -and Rickels (1985) f_cund the
dimensions of depression, anxiety, and hostility to be predominant.
Interestingly, Steiner, Haskett, and Carroll (1980) view any anxiety and
depression to be secondary 0:) unexplamed dysphona and |rntab‘l ty
.Howev_er, there is general consensus in the literature that anxiety and
depression are commonly found in preménstrual complaint.
Women who ‘expenence severe premenstrual psychological

problems often report cognmve changes such as loss of concentratuon
, (Budoft, 19 g,, Accordlng to Bubinow and Roy-Byrne (1984), commonly

reported b;%vgoral problems involve poor impulse control, decreased
" motivation, decreased efficiancy, nd social isolation. Desplte some

A
dnspute there as research evidence supporting the contention that

&
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changes in affect may“actually occur premenstfually e'ven in'non-
compla:nmg women (Awaritefe,  Awaritefe, Dne]omaoh & Ebie, 1980
Golub 1976; Slade & Jenner, 1979). lnformatlon concerning the
cognmve and behavioral dimensions is somev&hat conflicting, with
|mpa|rment unlnkely to be found in non- complamwonwn (Sommer
1985). Consequently the maost useful information at present is likely to
emerge fram further, in- depth study of the affective dlmensmn

In the mvestlgatlon information concerning a broad range of

premenstrual psychological problems was collected usmg the

3 Premenstrual-Assessment Form (PAF) designed by Halbreich, Endicott,

Scnacht, and Nee (1982). A copy of this assessment device is included

in the Appendix. ‘Howewer, the main focus wason the intermenstrual
affechve states and personahty traits of women who complain.
Informatnon conoern:ng thelr psychologlcal functioning was collected

through the administration of specialized instruments designed to

~measure relevant mood states and personality characteristics. These
instruments are described ih detail in Chapter-4. Particular attention was

paiddo the dimensions of'depression and anxiety because they are

commonly reparted-as -premenstrual problems. In the intermenstrual

phase women who complain of premenstrual, psychological problems

and who have no psychiatric history were expected'io be no different

trom non-complainers in their responses to the tests.

26



- . Patterns of Premenstrual Symptom Reporting and their Assessment .

When the pattern of premenstrual symptoms becomes the focus of
interest, there IS a tendency for clmrcrans and researchers to try to
delineate more than one pattern or syndrome (Abraham 1980; Halbreich
& Englicott, 1982,-Moos, 1968, 1969; Rubinow, Roy Byrne, Hoban, Gold,

- & Post, 1984). Although the focus of the present study was not on
premenstrual syndrome or syndrome‘s per se, some approachjto the
assessment of level of preme'nstrual complaint had to be taken.
Therefore available approaches} were reviewed. |

Moos (1969) who devetoped the 47- ltem foanstrual Dlstress
Questionnaire (MDQ), reports elght' symptom groups emerged on factor
analysis of the rtems on his questuonnarre He ~1ggests that these | )

- symptom clusters represent different syndromes. Six of the clusters refer
to somatic symptoms while two ret'er to'psycnological aspects of the
symptomatology The psychological clusters hé rdemmes are negatlve
affect and problems wrth concentratlon W(hrle Moos used some "
psychometnc principles in the development of hIS quest.onnaure the
normrng population included a large proportron of women who were
~ either pregnent or on the birth control pill. A further problem with his.
questionnaire is that it assesses menstruel as well as premenstrual
symptoms. It was also not sui_tat;le for use in the .present study owing to
its emphasis on somatic symptoms. |

‘Using‘-cli‘nicell judge‘ment and information derived from the

: literature, Abraham (1980) developed a 19-item menstrual symptom
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questionnaire. He arbitrarily divides the premenstrual symptoms into four

groups labelled PMT-A, PMT-H, PMT-C, and PMT-D. It appears that
PMT-A stands for Premenstrual Tension--Anxiety, with other syndromes
referring to Hyper-hydration, Carbohydrate, and Depression. PMT-A -

includes nervous tension, mood swings, irritability, and anxiety. Weight

gain, swelling of extremities, breast teAnderness, and abdominal bloating

constitute PMT-H. The symptoms of PMT-C ar@ headache, craving for

-sweets, increased apy. -tite, heart pounding,-fatigue, and dizziness or

faintness. PMT-D.refers to a symptom cluster of depression,

forgetfulness, crying, confusion, and insomnia. A rha]or problem with
Abraham\'s que'stionnairé i§ that it clusters syrﬁptoms together on the
protocol itself. This practice can engender a response set in subjects.

Halbreich, Endicott, Schacht, and Nee (1982), who developed the

>95-item Premenstrual Assessment Form (PAF) using the bsychiatric

Research Diagnostic' Criteria (Spitzer, Endicoit, & Robbins, 1978), report

that 18 syndromes emerge from their clinical and experiment.-' research.

< Among these syndromes are PAF Major and Minor Depressive

Syndrome, PAF Anxiety Syndrome; and PAF Water Retention Syndrome

(Halbreich & Endicott, 1982). The premenstrual syf®omes described by
these researchers primarily, refer to mood and behavioral changes. For

the purposes of the present study, this _focus on the psychological aspect

of premenstrual changes was considered to be useful.

Research involving visual analogue scales upon which women

¥ record levels of symptom change across the menstrual cycle also
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indicates that there may be more than one symptom pattern (Rubinow,
Roy-Byrne, Gold, & Post, 1984). Such scales are useful only for
"prospective recording of symptoms and are gaining popularity for thatv

purpose (Caspar & Powell, 1986‘). Use of such scales was not

" compatible with the present research design.

While some researchers have idéntifi_ed more than_one symptom
pattern, others have cohcentrated on the deIineatioq of a single '
syndrome (Steiner, Haskett, & Carroll, 1980). In a review of the Iiteratu-re, :
Ruginoyvénd Roy-Byrne (1984)‘ comment that focussing on the
‘deline}afidn of one Syndrome may be too limiting for = phenomenon as
complex as that under discussion. They also offer the valid criticism that
Mocs' (1968, 1969) conceptualization is impeded by his inclusion of
ménopausal symptoms. Abraham's (1980) approach is severely
| cr;liéized owing to its lack of an empirical basis. The delineation of
symptom patt‘erns on the basis of visual analogue scaies is in t'he'early
stages of development. Consequently, Rubinow ahd Roy-Byrne (1984)
concluded that the approach taken . . the Premeﬁst!.rual /;ssessment |
Form (FPAF) devéloped by Halbreich, Endicott, Schacht, and Nee (1982)
was the most comprehensive and valid availabie at that-'tim_e.v Therefore,
the PAF was used tp assess level of premensfrua! complaint in the
present study.

o in S R : he M LCycl
There is agreement in the literature that premenstrua' syndrome (or

syndromes) is characterized by a change in the reporting of symptoms



across the meristrUal cycle (Rubino"& Roy-Byrne 1-984) Dalton (1984)
insists that there must be at 1east one symptgm -free week each cycle to
meet the descnptlon of premenstrual syndrome. Her definition of the
syndrome is "the recurrence of’symptofms in the premenstruum with
absence in the postmenstruum” (p. 3);" Other clinicians and researchers
are satisfied with a signif‘icant;ré;guctionqi‘rw symptoms intermenstrually

(Halbreich, Endicott, Schaeht, & Nee, 1982; Rubinow, R. , tyrne, Hoban,

. Gold, & Post 1984). Some reseafc,h, evidence suggests @at there are

premenstruai»complame's who are symptom -free intermenstrually

(Apranalp & I-a\askem ‘i§&3) Othef research studies have finked

-premenstrual complamt with mnld psychlatrlc nlness (Clare 1983) and

8t

with personality disturbance (Taylor,.1979.). -The apsence or relatfye

absence of symptems intermenstr‘ually"was pivotal in the presént svt‘udy. It

was expected that a group of women whfe corﬁplain of premenstrual

symptoms and. have no histoiry of psychiatric illness would be relatively ' '

‘ symp‘or'*—free 'mztermenstrually Consequehtly, they should be no  *. @

different in tﬁelr responses on psychological assessment of mood and
certain pers&naldy traits from a group/of non-complainers, when tested
mtermenstrua!ly,. It was also expected that they wo‘uld be no ‘dnfferent in

respornse fram a non-treatment group of women. -

\

2
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Cyclic Recurrence of Symptoms
There is agreement in the literature that premenstrual syndrome is
characterized by sym'ptoms which recur.from cycle to cycle (Abplanalp,
1983). Some clinicians and researcchers consider that symptdms should
be reported for at least six: cycle; before premenstrual syndrome can be
said to exist (Dalton, 1984). For others the recurrence of symptoms over
two consecutive cycles is sufficient (Blume, 1983). Although the present
study was not directly aimed at premenstrual syndrome, reporﬁng of
symptoms over time is viewed as being worthy'of some consideration.
- By using the Premenstrual Assessment Form (PAF) (Halbreich, Endicott,

" Schacht & Nee, 1982) which requires women to retrospectively assess

their symptoms over the preceding three m'onths, this aspect can be

taken into account.

At a‘:workshop‘ held in 1 under the auspices of the National
Ilnstitutes of Menital Health (N_IMH) in Rockville, Maryland, a group of
prominent researchers in the area of premenstrual syndrome agreed
upon a working definition fo/r premenstrual syndrorhe or syndromes
(Blume, 1983). They defined the syndromeé as "marked change in the
reporting of the intensity ‘of symptoms measured (daily) from cycle days S
to 10, compared to the intensity wnhm the 6-day interval prior to menses, ~
for at least 2 consecutive cycles" (Blume 1983 p. 2866) The focus of |
this definition is on the comparatuve severity of symptoms across the o
cycle and the recurrence of symptoms cyclically. The definition a|so

|
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vnrtually mandates prospective recording of symptoms rather than the use

of retrospectwe questionnaires. .
In the investigation, prospective recording of ;s.ylr'nptoms was not "\

considered necessary since premenstmal syndrome was not the target

for study. Prospective recording is advocated by investigators into

premenstrual phenomena because, as noted in Chapter 1, retrospective

. reports do not always correspond to results .obtained when daily tracking

of symptoms is undertaken (May, 1976).¢However, such recording may

- in itself constitute a behavioral intervention and influence symotom

reporting (Bancroft & Backstrom, 1985). in addition the authors of the

PAF have found similar complaints on retrospecttve and prospective-

recording by some subjects (Halbreich, Endlcott Schacht & Nee, 198%)&

In a recent study, Magos Brincat, and Studd (1986) tound retrcspective

repons conflrmed by pros,oectwe assessment m_' subjects wnth a |

convincing history of preme.nstrual c‘omplaint. 'Cuonseciiuently,. eve,n when

premenstrual syndrome is the target for study, ltts ‘by.‘no means decided

that grospective recording is always prudent or néc’éssary For the

purposes of the study, the PAF, whnch focusses on change in symptom

severity across the cycle and on recurrance 'over three cycles was

considered to be adequate. 'In éhe study, the PAF was used to establish

the Ievel of premenstrual psychotoglcal symptoms. The methodology .

involved in this process is des(:r-ube;g‘to@haoter 4 L g



: cal Explanati

Biological factors may uftimately bé found to be of consideraBle
importance in‘the genesis of premenstrual complaint. However. as can
be seen from the information included in the last chapter/, substantial ‘

. evidence supporting ar{y one biological t‘heory is lacking. In the absence
of a clear biological etiology, it is not sLerrising that psychological
explanations have been soughtf’ Indeed, a commonsense psychological
explanation with which women with premenétruair complaint have been
consistenﬂy confronted by some profccsionals and lay peon'e alike is
that "it is all in your head: dear.” This explanation has c&used many

" women much psychological pain and frusiration. During the time since
Frank (1931) first described premenstrual synarome, a nurgper of otherwl
prima'rily psychological explanations have been prcposed to account for
premenstrual symptom reporting. .

Mg_nagg_mal_expgﬁe_qcﬁ Some explanations o' premenstrual
symptoms implicate pc;or mother-daughter commum’cafion over the onset
of menarche (Paulson, 1961; Shainess, 1961). While the results of
Paulson’s study served to confirm this explanation, other research haso
failed to provide support (Hart, 1981, Lamb, Ulett, Masters, & Robinsbn,
1953; Usmun, Steiner, & Haskett, 1983; Woods, Dery,.& Most, 1982a).
The possibility that a traumatic menarcheal experience might be involved
in some cdses where there is premenstrual symptomatology cannot be
ruled out. Howaever, this explanation has found little SL;pbon inthe

literature as a comprehensive theory to account for premenstrual change.
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Agggmancmmgj_emmm_e_m_e Premenstrual complaint has been”
explained in.terms o} the repudiation of femininity and of non-acceptance
of the feminine role (Berry & Maguire, 1972; Shainess, 1961). This
explanation is closely associated with the poor menarchial experience
theory. The implicatioﬁ is that the mothers of the_éfgmenstrual
complainers poorly prepared them for their role as women. These
mothers are blamed not.only for failing to pre}pare their daughters for the
onsét of menstruation, but also for omitting to adequately prepare them
for womanhood in'ger{eral. Interestingly, Gough (1975) found
premenstrual complainers to be high in terms of femininity scoring on
psychological assessment. As Clare (1983) poiﬁts out, this'finding
appears to contradict the idea, of rejection of femininity. While
explanations iy/olving acceptance or rejection of the feminine role
cannot be ruled out at present, they also have qule support in the
literature. |

| Socio-cultural stereotypes. Another approach to the etiology of . &
premenstrual symptomatology involves the idea that women do not 2
actually experience any more problems premenstrually than at other
times but merely believe that they do (Brooks-Gunn & Ruble, 1 980Q; Hart,
1981; Koeske, 1980; Koeslég ,& Koeske, 1975; Périee, 197?,, 1974;\~§3ub|e,

| i977; Ruble & Brooks-Gunn, 1979). Proponents of this approach, wﬁb\/

are mostly women themselves, deny the existence a premenstrual
syndrome and believe it is the result of stereotypic, socially learned

beliefs shared by men and women alike about menstruation being a



negative experience. According to this explanation, negative feelings
and moods are attributed to biological processes like menstruation while
positive moods are attributed to environmental causes (Koeske &
Koeske, 1975). Linked to this explanation is the suggestion‘that changes
in autonomic system arousal, which may occur premenstrually, are
labelled as negative feelings such'as anxiety because of expectations
(Koeske, 1980). | |

Evidence to support the socio-cultural approac:h‘ is provided by
studies indicating that such stereotypic beliefs do exis; (Koeske &
Koeske, 1975; Paflee, 1974; Ruble, 1977). In her study, Ruble convinced
some female, non-complaining college students that they were
premenstruél and others that they were not. She found that the women
who thought they were premenstrual reported more symptogs than
women who thought they were not. This study is widely quoted &s
providing support for the contention tha‘t premenstrual syndrome is the
result of cultural stereotyping. Other evidence stéms from studies which

indicate that women report more symptoms in retrospect than actually

~occur {McCance, Luff, & Widdowson, 1937; May, 1976) and sometimes

retrospectively attribute negative moods to the premenstruum which
actually occurred at other times (Rubinow, Roy-Byrne, Hoban, Gold, &
Post, 1984). Inl addition, the findings from some studies show that, on
prospective recording, life events have more.impact on moods than siage
in the menstrual cycle (Siegel, Johnson, & Sarason, 1979; Wilcoxson,

Schroder, & Sherit, 1976). Much of the research which supports a

Y
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psychosocial positian, however has young, college'studehts as subjects

‘,and studues mvolvmg older women with more severe premenstrual
symptoms have-yet to be undertaken (Abplanalp Haskett, & Rose, 1980;
Parlee, 1982) ‘

As -ndtgd"at the beginning of this chapter, the sbcio-cunuré[
explanation has servéd to provide evidence of the power of ; ' ¢
rsychological fa;:tors in the area of premenstrual symptbm reporting.

The exﬁlanation has a serious limitation in that it has not yet been shown
"to explicate severe prerﬁ’enstrual&s’yﬂrﬁﬁ'p:toms'?‘-lt also carries & similar

message to that of thé "Iay"' psychological explanation so dar’ﬁég__g 1o

the emotional health of women with severe problems. “h's mes ‘
basically that their problems are all the result of their expectaf .
imaginings.

Personality characterstics. Premenstrual complamt has been
explained as being the function of personality disturbance (Foresti et al.,
1981; Gruba & Rohrbaugh, 1975; Hain, Linton, Eber, & Chapman, 1970).
Extensi\{e descriptions of the supposed personality characteristics of-
women who complain are to be found in the literature. |

According to Gough (1975), women who réport premenstrual
symptomatology tend to be shy, self-doubting, and eager to please.
From the findings of his study, it would app'ear that they also tend to
behave in self-defeating ways. Recently, Keye, Hammond, and' Strong
(1986) found women attending.a premenstrual syndrome clinic to be

passive, submissive, and unassertive -on personality assessment. They



note that many of th% women tended to suppress anger,and then to
explode in episodes of greater anger or violence. 'l:aylor (1979) found
the women in his study who c‘o,mpTained of high levels of premenstrual
symptomgs to-be emotionally unstable‘, suspicious, unpretentious, tense,
* and frustrated. In 1967, Levitt and Lubin concluded that menstrual

‘ _cgvllai%ts are relatea t_o'“an unwholesome menstrual attitude, to
neur ic and paranoid tendencies, and to a lack of understanding of .

mativations and feellngs (p. 280). Preménstrual compl%iiners have

o8 i N frequently been |dent|f|ed as neurotlc (Clare 1983 Coppen, 1965

f'ge 1971; Rees, 1953a, 1953b; Watts Dennerstem & Horne 1980)

Accordmg to Forestl and colleagues (1981), premenstrual
complaint is associated with pathological personality characteristics
‘including anxiety and depression. As noted in Chapter 1, up to 100 per
cent of reproductive age women have been reported as experiencing l
premenstrual changes (Hallman, 1986). It is hardly surprising, when
such inforn;gtion is juxtaposed, that personality studies of premenstrual
women have been criticized for their apparent stigmatization of women
(Parlee, 1973; Rossi, 1980; Sommer, 1980). Further clanfication of the
issue conce;ning personality characteristics is warranted.

At present, there is no consensus in the literature concerning the
personaii;y characteristics of women who complain of premenst;uai |
problé’é"fns. Studies involving the assessment of anxiety as a statfa and as

a trait, in womeén who do not complain, have shown increases in state

anxiety but not in trait anxiety premenstrually (Awaritefe, A., Awaritefe, M.,
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Diejomgoh, & Etiie, 1980; Golub, 1978). In the .s'tudy. the dimensions of
anxiety and dépre.ssion :Nere studied intérmenstrually in both |
complaining and non-cbmplaining}women as well as in psyéhiatrjc
patients. Information concerning some relevant personality
chéfac;eristics was expected from the study.

Psychiatric | | p LC .

As noted in ‘Chaptef 1, an apbarent con?ection between
premenstrual com‘plaint and psychiatric illness has been-‘tbserved
(Clare, 1983). A pogsible relationshi; has been documented in the
literature acros@&ev’%al decades and i-n differing‘c’ountries (Rees, 19533,
1953b; Coppen, 1965, Coppen & Kessel, 1963; Endicott, Nee, Cohen, &
Halbreich; 1986; Kashiwagi, McClure, & Wetzel, 1976; MacKenzie,
Wilcox, & Ba‘ron, 1986, Stout, Steege, élazer, & George, 1986). "Although
there has been a considerable body of research aimed at delingating a
connection between psychiatric disorders and premenstrual symptoms,
its precise nature is unknown as yet (Ciare, 1985u

The results of Clare's (1983) extensive study of premenstrual ,‘
Acomplaint indicate that there may be an aésociatio'n with mildnpsych@tric
iliness of a neurotic type. Other British researchers have found high L\x’
levels of premenstrual complaint in women diagnosea as being neurotic
(Rees, 1953a, 1953b; Copp?n, 1965, Coppen & Kessél, 1963). Some
clinicians and researchers view a pattern of depressive premenstrual
symptoms as being a mild or subclinical form of affective disorder

(Endicott, Halbreich, Schacht, & Nee, 1981, Halbreich, Endicott, & Nee,
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1983; Wetzel, Reich, McClure, & Wald, 1975). As Goldberg (1972) points
out, the term "neurotic” is surrounded by controversy and is used very

- loosely in the literature at times. Consequently, these researchefs may

~ be describing the same phenome,non but using different terminology.

in a recent stu_d)é., eksigniﬁcantly higher percentage of depressive .,

psychopathology'";hwas\found in women who believed they had %

perimenstrual symptomatology than occurs in the community at large
(MacKenzZie, Wilcox, & Barron, 1986). There is éebate in the literature as
to whegher premenstrual symptoms may be linked to endogenous as
opposed to reactive depressnon (Haskeﬂ Steiner, & Carroll, 1984).
Similarities have been suggested between bipolar iliness and
premenstrual syndrome (Price & DiMarzio, 1986 Rubinow et al., 1986).
In addition, the companson has been made between premenstrual

e

) complamt and seasonal ‘affective dusorder (Parry, Rosenthal, & Wehr,
1985). ’There‘_:_s, howeveeeeWonnectmg
premenstrual cemplaint directly with such disorders.

In a follow-up study ef female college students with premenstrual
complaint, Wetzel, Reich McClure, and Wald (1975) found that the
women frequently developeduaffective disorders at a later date. Women
with known depressive psychiatric illness have also been shown to
report higher levels of premenstrual symptomatology (Halbreich,
Endicott, & Nee 1983). However among women with a history of
psychiatric illness, reported preﬁ‘feqstrual changes are confirmed on’

prospective recording in only appr&mately half of those complaining
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(Dedong et al., 1985). Therefore, thé relationship between premenstrual

cdmblaint and emotional iliness, within the psychiatrié population itself, is

-far from clear. Furthgermore, the study of prémefwstrual. symptom reporting

within identified psychiétn‘c populations having diffe‘ring disorders is

complex and has %roduced discrepant results (Roy-Byrne et al., 1986).

. Premenstrual complaint within the psychiatric population is not, however,

the focus of thé_p[esent study. Nevertheless, the question of whether all

gremenstrUal complainers suffer from so.m'_e.common psychiatric problem
has yet to be decided.- y

If women.who éomplain of premenstrual changes and are referred
to gynecologic practice were shown to be dissifnilar fo p'syc.:hiatric

patients with nap-psychotic psychiatric illness on psychological

assessment during the intermenstrual period, then some information -

pertinent to treatment will have been made available. Since there is a
[

‘possible relétionship between affective illness and premenstrual

’.cor\npiaint. the psychiatric patients were those with diaénosed afiective

disorders. In the present study, differentiation of women with on-going

psychiatric disorde;s'frbm those without was undertaken.using a béttery

of psychological tests. These tests are described in Chapter 4.

There is some suggestion that premenstrual complaint may be
linked to environmental stress (Koeske, 1980; Sommer, 1980; Woods,

19€5; Woads, Dery, & Most, 1982b). In thestudf. 'Ievels_ of stress in terms

of family life events and changes were, therefore, monitored.
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Although premenstrual complaint has not been linked with any

pamcular somal class, women in the professions report fewer changes

than{_women in other groups (Halbreich & Endicott, 1985). Therefore,.
socio-ecanomic status might influence results. Consequently, socio-

economic status was estimgtéd for each individual included in the

~ investigation in order to rule out counter-hypotheses.

Defining Complainers and Non-Complainers ’

The final section of the literature review addresses the question of
the nature of the women désignated as premenstrual complainers and
non-complainers. A more detailed description of subject selection
processes is included in Chapter 4.

Instead of attempting to "diagnos_e'; premenstrual syndrome’, a

complex task, a woman's assistance-seeking behavior was used as a

criterion for inclusion in the investigation. As mentioned earlier, there are

indications that women who seek gynecolbgical va‘rf)ention are_mdre likely
to be mentally healthy, premenstrual complainers than those attending

psychiétric clinics (Freeman, Sondheimer, Weinbaum, & Rickels, 1985).

‘In the study, the complainers were obtained from the practice of a

gynecolégist. They were complaining mainly of psychological problems

and had no history of psychuatnc iliness.
It is by no means clear that women who seek help expenence more

severe levels of premenstrual changp than those women who do not

complain. Consequently, current levels of symptom reporting by

complainers and non-complainers were compared in the study. It was

-
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expected that wonﬁen whé seek treatment for premenstrual,
- psychological problems would report greaier levels of change than both |
women who do not complain and péychiatric patients with diagnosed
affective disorder. | |
Hypotheses

Several reéearchable questions are evident in the preceding
© review. Stated formally as the hypotheses of the study, these questions
are: | |
Hypothesis |. Women Categdrized as bomplainers and treatment seekers
regarding premenstrual psychological problems will report greater ie;/els
of premenstrual change than both psychiatric patients-and women who
aré not categorized as complainers and treatment seekers.
Hypgxhgsis . Women categorized as complainers and treatment
seekers regarding premenstrual psychological problems will be.no
different in levels of psychological symptoms~during:the intermenstrual
phase of their menstrual cycles from women tho are not categorized as
complainers and treatment seekers. ‘
pr.olﬁmiﬂl Psychiatric patients with diagnosed non-psyctiotic '
depressive iliness will exhibit more psyc‘hological disturbance during the
intermenstrual phase of their menstrual cycles than women who are
categorized complainers and treatment ‘seekers regarding prémenstrual .
psychological problems and who are also in the inteémenstrual ‘phase of

their menstrual cycles

b .
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jjmm_emﬁ_u Wohen categorized as complainers and treatment
seekers regarding premenstrual p‘sychological probiems will be no
different in levels of psychological symptoms during the intermenstrual
| phase of their menstrual cycles from a groﬁp of women taken from the

[

community at large. ‘ -



CHAPTER 4 -
Method gnd Procedures T | e
The questions to be answered in the presem mvestlgatlon center
on th_e intermenstrual, psychological characteristics of women ‘who _
complain of premenstrual §Qy\mptorh_atology. In de‘Sigdi‘ng "the study, it was
deci‘ded that the responses on psi/chological as‘sessment of four_‘groups
- of individuals would bg compared. The composition of these groups.is

described in the next section of this chapier.

.9

It will be recalled that age, parity, kormc' = medicatior, ard . ’

external stressor's may influence premenst - al symptom-_reporting.,

These fa_’ctors'have been t'aken into account ir. "nevstudy. The Family
Inventory of Life Events (McQuboin, Panersoc, & Wilson, 1981 ) was used
1o assass external stressors. lnformatio.n ebout age, parity, and ) |
cont'raceptive pill consumption was collected by‘rneahs-of a'Su'bject Data
-Form (See Appendix). This form was also used to collect mformatlon |

g ‘. about'menstrual cycle phase; where appropriatey and about general
whealth " To establnsh a socio-economic class estlmate the Bhsh'en'-
Occupatlonc . ass Index was used Thls mformatlon ensured that
socio-economic status of group membere was snmnlar across ?he |

" treatment groups. \ - "‘_ o

From the review of the litatrlatu'ei. it will be rememberedffhat there ':Lj
. appears to be some link between psychiatric illryiess and pre}nenstrual"
complamt In the investigation, the mformatnon concernmg the general

health status of subjects was obtained through the use of the SubJect
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DatavForm. Through this questionnaire, history of psychiatric iliness was

indirectly identified. Information obtained from subjects with a history of

psychiatric iliness, other than these patients in the psychiatric group, was
omitted from data anatysis"‘ Assessment (5? mild psy,chiatric illness of th)e
type whtch-eeews in the general populatlon was undertaken using the
General Health Questlonnatre Goldberg‘ 1972, 1978) A copy of this .
questtonnalre is mcluded in the Apperadlx '

The psychologtcal symptoms assocnated with the' premenstruat

' bhase of the menstrual cycle were desc;nbed in the review of the

llterature ‘The Premenstruat»\Ass“essment Form (Halbreich, Endicott, /\

Schacht & Nee, 1982) was used to provnde mformatlon about the

/sy'mptoms reported by the treatment seeke'rs and non-treatment seekers.

Intermenstrual mood states were assesSed by means of the Profile of

Mood States (McNair, Lorr,.& Droppleman 1971). It will be recalled from

' the revnew of the hterature that premenstrual depressmn and anxiety

‘seem to&g the most commOnly occurnng of problems. Consequently, in
the study mtermenstrual level of state anxiety was assessed more

r(gorousty usnng the State Tratt AnX|ety Inventory (Spielberger, Gorsuch

& Lushene 1970) T“att anx1ety a personahty variable, was also

, assessed using thts test Other detaned information coricerning

depressuon and anxiety was obtamed using the IPAT Anxiety Scale

Questtonnanre (Cattell & Scheter 1963) and the IPAT Depression Scale

-

| (Krug & Laughlin, 1976). Informatton concernmg the influence of both

e [N
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personality traits and mood states is important in resolving the questio"r"ts:‘.";
surrounding premenstrual complaint. | | |

More detailed discussion of the individual instruments administered
is incleded in subsequert_t sections of this chapter. The resutts of the tests
administered were subjected to appropriate‘statistical analysis, which
enalysis is also more fully discussed, herein.

The Subjects

The subjects of the investigation were three groups ‘of 35
reproductive- age women and one unselected non- treatment group also.
consisting ot 35 women. The subjects in the frrst three groups were all in
the intermehstrual phase of their menstr_oal cycles when they completed
test protocois. None of the subjects_,i\ntrte‘se groups were ta‘tﬁi_hg
hormonal medication in the form of th oral .'c':\o_ntraceptive pill. In addition,
women exhibiting-menopausal symptoms such as hot flashes were also
excluded from these groups. \

All subjects included in the study were volunteers. Each subject
signed a release form which was approved by,the relevapt research
ethics committees involved. A copy of the release form iéiqcluded in the
Appendix. Those subjects who were also patnents h% t]telr right to opt
out of the study without atfectrng treatment carefully eXpIamed to them.

meg_L_(_E_Lemg_n_stmaj_Qthlamﬂsj The 35 SUb]GdS mcltﬁed in
Group | were wome&between the ages of 20 ‘and 45 who were seekrng

treatment for premenstrual symptoms Therr symptoms were prrmarrly

-psychological in nature but also mctuded a physical component. These



subjects were obtained from the clinica! practice of a gynecologist who is

also a reproductive endocrinologist. They were new patients seeking

treatment for symptoms that disrupted the pattern of their everyday lives. -

Women with a past history of psychiatric illness were excluded from the
group as were those whose current symptoms, as determined by
discussion, appeared to extend beyond the premenstruai phase. ‘
Subjects mcluded in this group were aware of its nature and eompieted
all test protoco!s.

QmuQJLLNQn_QQMnm Group ll.consisted of 35 women
between the ages of 20 and 45 years of age who were not seeking
treatment for premenstrual psychological symptoms. 'ihey described
themselve%as being non-complainers»who experienced minimal
premenstrual changes. Volunteers for this grpup were’ obtamed trom+-

[l

commumty groups;coliege classes, busrness oﬁices and thr,ough”

oL' 9)

‘personal contact. Unlike the women in Group IV the subjects in this

group were aware of the nature of the study and completed all test
protocols °

Group Il (Psychiatric). The thirty-five women in Group Il were’
psyc;ﬁtric patients between the ages of 20 and 45 years of age. These
women were receiving treatment for a non-psychotic illnese diagnosed
as an aﬁective disorder b'y‘their psychiatrists. All of the women, except
for three, were ho_spitalized atxx“he time of assessment. Those women
who were not hospitalized were juoged by the psychiatrists concerned to

be comparable in terms of depression and other relevant characteristics
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to the other patients in the group. Potential subjects, who we're from two-
hospitals in the city where the study took'place, Were approached after
agreement.was obtained from their physicians. The subjects in this
group were aware of the nature of the study and completed all test
protocols. | .,
 Group IV ("Non-Treatment’ Community Sample). Subjects for this |

group were thirty-five women from whom no menstrually related -
information was obtained. There were no restrictions as to age.
However, all subjects were under 45 years of age at the time of testing.
The women did not know the‘prec‘gse nature of the study but were aware
that there were implications for obstetrics and/gr gynecology. Volunteers,
who completed the study in group settings, were }nembers of commuwk
organizations, studehts in higher education, and empfoyees in ofﬁcesv
and retail stores. -
Instruments |
The foll~wing instruments were used:

Subject Data Form (see Appendix)
d

Family Inventory of Life Events and Changes (McCubbin, Patterson, &

Wilson, 1981)
Occupational Class Scale (Blishen, 1958; Blishen & McRaberts, 1982)
General Health Questionnaire (Goldberg, 1"97:2, 1978)

Premenstrual Assessment Form (Halbreich,.Endicott, Schacht, & Nee,

1982)

Profile of Mood States (McNair, Lorr, & Droppleman, 1971)
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State-Trait Anxisty Inventory (Speilberger, Gorsych, & Lushene, 1870)

IPAT Anxiety Scale Questionnaire (Cattelly & Scheier,"1963)
IPAT Depression Scale (Kfug & Laughlin, 19]6)

These instruments are described in some detail in the followipg.
section of-the study. They produced 17 separate scores for com"parison
~on data analysis. : o |

Sumgm_Qma_EQLm_{,S_Qﬂ SubJects were asked to verbally
respond to a brief, structureq interview on initial contact.” lnformation
concerning ai;e, sex, occupetion, years of schooling, and parity was |
collected. The second section of the SDF was designed to collect a
relevant menstrual history to supp]ement that obtained on the PAF. The
major functicn of this history was to precisely dete?mine cygle phase.
Phase had to be determined prior to the‘testi‘ng for all subjects except

‘those in the non-treatment group. Part three of the SDF .was designedto
collect information about relevant factor's such as physical health and any
lengthy hospitalizations. Each:part ofthe SD% was en a separate sheet

- of paper. Ohly the relevant sheets were completed _for each subject (see

=

Appendix). - - - % .

&mummmmmmwm&hangﬁs The Famlly lnventor&e@"
of Life Eventﬂncb Changes (FILE) was developed by McCubbm

Patterson and Wilson (1981) as a measure of recent and past famuy Ilfe g g
changes There are 71 items which on factor analysis cluster into 9 ;
' subsca1es orgroupmgs These are: Intra-Famlly Strains, Marital Strains,

Pregnancy Strains, Finance, Work-Family Strains, lliness, Losses,

H

-



Transitions, and Lega! Strains. Scores are available for these subscales

. as well as for two total scales which are Total Recent and Total Past

. Family Lite Changes Scoring is-carried out by means of a standard key.

A Cronbach's Alpha ~f.72 for internal rehablhty is reported by the ,
ll( .
authors In the present mvestlgat:on the two Total Famlly Life Change

Scores were used r

Blﬁng_n_QmQaLQnaJ_QLasis_QaLe Blishen (1958) constructeda

“scale of occupatlonal class using information from the 1951 Canadian

Census. This scale was revnsed by Blishen & McRoberts in 1982.

Occupations were arranged according to average income and average

years of schooling. Standard scores from these two measures were -
computed. The two standard scores were then combined and each
occupation ranked according to‘the respective standard scores, yﬂfthé
resulting list of 343 occupations then divided into 7 classes. Thege class
divisions were arbitrary but were found to have a rank correlatién of .94 *
with employrhent prestige scales. | . |
In the presar)t investigatipn, the one combined, standard score for
income and years of schoolingl“; as 'déscfibed by Pgrter,‘Porter, and &
Blishen (1985), was used as an index of socio-economic status for the
subjects. The score of the working partner was used when one member
c;f al co-habiting-dyad was emplayed ana the respondent was, not working

3

outside of the hoime.

wr

The General Health Questionnaire (GHQ). The Ggneral Health

" Questionnaire is a 60 item, British, self-administered screening test



*

;o
designed to detect non-psychotic psychiatric disorders in\g\aneral
medical out-patients and subjects in community settings (Goldberg,
1972, 1978). It consists of }60 items which take 8-10 n1inufes to complete.
The questionnaire is principally aimed at detecting those psychological

broblems which may affect a patient’s presence in a medical ‘ciinic. It hes
been found useful in the iﬁvestigation of premenstrual cofhplaint (Clare,

1983). AcCording to Goldberg (1978)'% the’ q’ue'sti'onnaire is particularly

. effective in discriminating patients with mild problems. There are shorter -

versions of the test (GHO-28,‘GHO-30) whose effectiveness is limited
outside of clinical settings> |
In the Manual, Goldberg (1978) reports extensi\}e information on

the reliability and validity of the 60 item GHQ. Test-retest reliability co-

- gfficients range from .51 10 a high of .90. As Goldberg points out, the test

is designed to assess a potentially highly variablg guality in test subjects,
and, coﬁsequently in some populations test-retest reliability cannot be
expected to be high. IAternal consustency measured by the split- halt?“g’z
Wetpod is high (.95). The %thor provides information about content,

predictive, and concurrent validity. .Content validity is strong and is
manitest in good discriminant power between psychiatric and non-
psychia%?ﬁ: patients. Information from therapy studies indicates that the
test has predictive validity in terms of outcomes. Concurrent validity, as

A
determined through comparison of results from standardized psychiatric

" . research interviews, yields co-efficients in the fange of .76 to .81. Thus,

the GHQ has.very satisfactory reliability and validity components.
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From the 60-item _'ve'rSiOn of the GHQ, one objective rating of mental
heahh casnf:be obtained and was used for purposes of the present
. mveshgatton That thetest measuresa general heatth factor has been

chnfrrmed by famor analytrc studles The test is easny hand-scored by

werghtrng iwo of the four possrble responses to each question with a
scoregof 1. The other two responses have zero wenght

Since the test was desngned in Britain some of the items have +
idioms untamiliar to Qanadlan respondents Consequently these items
were modmed in the manner recommended in the Manual for North

Amencan use

mmmmm&ﬂ The Premenstrual
Assessment_Form (PAF) was de’veloped by Halbreich, Endicot(gschacht
,and Nee (1982). lt is an unpubllshed research instrument avarlable on
request from its authors The questlonnaure was desngned@o allow broad
and detailed coverage of behavroral psychologlcal and physrcal
changes expenenced by women premenstrually According to Rubinow

.-and Roy-Byr- " <84), the PAF represents a vast |mprovement over

\

N

other premenstrual aéséssment forms which generally include single
items such as "depressnon on a check-list devoud of statistical rehablllty

If

and validity. The queshonnarre is sensitive to both drmensuons of change
and to levels of severity ochhange The PAF, a self-report questlonnarre
v-hich takes ap%oxnmate o nnutes to complete is compnsed of three
sections. The first section s designed to coliect |dentmcat|on data and

general mformatlon concerning menstrual history and topics such as



: physical health. The second section of the q'ueeticnnaire consists.offgs

items descriptive’ of changes in rncod behavio'r- and physica‘l condition
expenenced premenstrually. The exammee is asked 1o respond 1o these
items not in absolute terms of severity but in termis of severity of change: s
from normal, non-premenstruamunctioning on a six point scale. A |
responge of "1" means no change or relatively msngnmcant change At -
the other end of the scale for each |tem ares: .onse of "6" means extreme
change so severe that persons who do not know the respondent well
might notice. %H’e third section of the questionnaire consists of a
narrative written by the woman to describe her premens'rrual cnanges

~ The last two sections of the questionnaire are retrospective and the tlme A
| period upon which the respondent is asked to cc ~n[nent is limited to the

/4ast three premenstrual periods.

{! The PAF affords three non-competitive scoting systems. There are
seven Bipolar Continua (including increased- Decreased Energy)
enghteen Unipolar Summary Scales (including Low Mood/Loss of
Pleasure) and eighteen Typological Categories for syndromes of
premenstrual change. |

The items for the Unipolar Summary Scales were grouped on the P

- basis of item intercorrelation and a!pha co-efficients of internal - ‘
consistency for. Various item sets (designed to measure differing 9

.dilensions of mood, behavior, and physical condit_ion).‘ The co-efficients )

range from .61 to .91. To obtain syndromal classifications, joint 5

occurrence of specific types of change at specified levels of sevefit:y must -
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be in eVIdence The. Research Dlagnost'c Cntena (Spitzer, Endicott, &
'Robms 1978) were used as gwdehnes forthe development of the

syndromal categones ot change. The catégories are not mutually

“exclusive.

~

The PAF can be hand-scored or computer-scored using a special -

program available from-the PAF authors on request. In {he present study,
the questionnaire was hand-scored. -
The information needéd in.the present investigatioh concerning |
premenstrual. psychologlcal change was available on 11 of the Umpolar
Scales. Thesé are Low Mood/Loss of Pleasure "Endogenous
: Depresslve Features, Lability, "Atypical" Depressive Features,
"Hysteroid" Features, Hostility/Anger, Anxiety, Impulsivity, "Organic”
Mental Fee}ture‘s, Fatigue; and lmpaired S_qcial Functioning. A total score
~.across the the’se’scales was calcu'lated for each woman completing the

questibnnai‘re, Three knowledgeable and independent judges agreed -

that 11 scales were suitable for the proposed pdrpose.

E_Lo_ﬁ_lggf_MQQg_S_tamﬁ The Proflle of Mood States (POMS) is a 65- .

item, mood adjective checkllst WhICh IS comprised of one posmve and
ﬂve negatlve moc;d scales.’ E%ch item is scored between 0 (not at all)
and 4v(extremely) Normatuve values for the POMS are available from
studiés of normal populzitnons as well as from psychiatric out-patients.
The test, developed by McNair, Lorr, and Droppleman (1871), is

designed to assess how the examinee feels within a specific period of

time. Consequently, the authors believe the POMS assesses mood
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states rather than personahty traits. Inthe present study the TODAY torm
“of the POMu was used. : t
" The POMS is considered to be "a rapid, ,écolnomical methdd for
B identityingv and assessing transient, fluctuating affective states andis a

. factor analytically derived inventory measuring six identifiable mood or

affective states: Tension-Anxiety; Depression-Dejection;Anger-Hostility; :

Vigor-Activity; Fatigue-tnenia; and Confusion-Bewilderment. Most
subjects can t:omplete the POMS in 3-5 minutes. To obtain a‘s{q@reu’to’r}
each mood factor, the sunt of the responses is calculéted for_thé '
adjectiveé dettning the factor. .AII items deﬁnéd in each factor are keyed
“in the same dir\ection excépt“torv "relaked" in the Tension-Anxiety Scale
‘and "efficient” in the C‘ontusion Scale. Sco}ring is undertaken through the
use of,overlays or by computer scoring. A total Mood Disturbance Score
(TMD) cén be obtained from the POMS by Summing scores across all six
faCtors (weighting Wgor negatively).‘!nternalﬂéonsistency tneas.ures for all

six mood scales are .90 or above. Test-rétestreliability ranges from .65

fothgorto 74 torDepressnon McNauret al. (1971)considérthe POMS’

to have not only factorial validity. but also good predlctlve and construct

validity. They report high concurrent validity estimates near .80. Th,e

POMS has been effectively qséd"in research undertaken in the area of

‘pteme‘nstrual cofnplaint (Haskett & Ab'pllan’alp, 1983). In the present -
investiQ‘i‘ation the scores from the 6 separate mood scales were utilized.

State-Trait Angiety Inventory (STAI). The State-Trait Anxiety

Inventory (STAI), developed by Sptelberger Gorsucn and Lushene

-~ 55



(1970), consists of two separate self-report rating scales for measuring *

\state and trait anxiety. State.anxiety refers to "a transitcry emotional sfate -

characterized by conscicus feelings of tension and subjective awareness

of heightened autonor_nic nervous system activity” (Golub, 1976, p. 5).
Trait anxiety refers to "anxiety prone_neés, which is a relatively stable
baseline, personality Chéracteristic" (p:-5). The state“scéle {X1) is
administered prior to the trait scale (X2). vThe examinee responds
concerning how he or she féé‘lé'fat the time of testing or. the state scale.
He or she responds concerning how- he . she geferally feels on the trait
scale. Each scale consists of 20 items. The whole test takes bétweén S
and 10 minutes to complete. The examiner always refers to thé total

. scale as "The Self-Evaluation Questioznnaire."‘

’ T‘he‘.'range of possible scores for Form X of the STAI varies frpm 20,

the minimum, to 80, the maximum, on both the state and trait scales. -

. Items are rated by subjects oh a fbur-point ‘s‘cale. The-trait scale has 13
itemé scored directly and'7 'Which 'are reversed. The state scale has 10 \

items scored directly and 10 reversed. ‘Scoring is undertaken using

templates (or scoring keys): The readability level for the test is betweevn '

the fifth and sixth grades.

*

Test-retest reliability for the trait Scale ranges between .73 to .86.

~ einternal reliability estimates using the ‘Kuder-Richardsof\ Formula 20
'rénged‘from .83 to :92 for the state scale. Simiiar high evaluations'of'.

“internal conéistency were obtained for the trait scale. Extensive
information concerning the validity of the STAVI}"féfreported in the Manual.

a

y—
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Concurrent validity for the trart sca!e |s in the region of 75 The test has
been used successtully on studres of premenstrual anxiety (Awantetéw{ ’
t"‘* Awaritefe, Drejomaoh & Ebre 1980 Golub 1976 Golub & Harrrngtén(
' 1981) In the present mvestrgatron thrs test was Lsed to provrde two

'measures of artxnety (traatand state)

APAT Anxretyo Seate Ouestronnarre (Cattell & Scherer 1963) is a test’ |
produced by the Instttute tor Personahty and Abr]tty Testrng (IPAT) The
Ouestromrre was developed as a means c{f dbtalmng clinical anxiety
"mforrﬁatwn raprdly objectrvély and ina standardrzed manner. |t is
descnbed by the’ adthors as-a brref non-strepssful clrnrcally valid
questrOnnarre tor measunng anxrety which may be used with all except
| ,the lowest educatlonal Ievels and which is appropnate for teenage
*;throughyadult testrng The scale is desrgned to measure free-floating
: Q]antfest /anx1ety Wh\Ch Ts elther srtuatlonally determined og free from the
' rmmedrate srtuatlon The test can be self-administered and takes about 5
| to 10 mrnutes 1o complete the 40 questions to whrch there are 3 a!ternate ‘
responses The equestrons are distributed among five anxiety measunng

tactovrs# eompenents These factors are q,étjectlve Integration (Lack of

Selt Sentrment) Ego Weakness (Lack of Ego Strength) Susprcnousness |
; . o'r Paranord Insecunty, Guilt Pronene%s and Frustratrve Tension or Id
/ Pressure |tems are divided into two groups. One group refers to -
| _ manrfest anxrety whrle the other refers to more covert anxiety. The total

W the entrre 40 items which comprise the scale provides the miost |

: S
r ho . ,
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reliable estimate of anxiety. The test is easily scored in approximately "
one half minute using a standard scoring key. B .

Test-retest reliabilities ar: given as .93 for a one week interval and

.87 for two weeks. Internal éons'istency measured by the split-halt metifod.-

~ranges from .84 to .91. The Kuder-Richardson ‘reliability correlations
~ range from .80 to .83. The readmg level needed to complete items is -
" Grade 6.8. Construct validity is recorded as being between .85 and .90.
This information is derived from the correlation of the test items with the
ang«ety factor. In the present‘investigation, this»test was .used to provide a
measure of anxiety. - .
. rwmmm&mmmmm
Inventory). The IPAT Depression Scale Questionnairé (Krug & Laughlin,
1976) ié a test produced by the Ihst‘itute for Personality and Ability Testing
* (IPAT). ltis a 40-item questionnaire for use in clinical diagnosis and r
psychological research on depression. In the development oi the fest,
factor anélysis and empirical keying or contrasted groups, two |
mdependent methods of teétcoﬁ#rﬁctibn,' were used. . o
The authors report that the test takes approximatefy 10 minutes to.,

“complete for an examinee of reading ability at orin excessugf the 5.9'
‘grade level. The exarhinee is required to choose between three a;nsy@rs
to each question. Two sample items are compleied before tﬁe test is‘
begun. The test is quickly and easily scored by means of scoring keys.

‘Two scores are obtained from the test. Qne uSes 36 items from the test,

¢y

8
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| 'whrle the other rnvolves the complete 40 items. The 36 item score
rnvolves the deletron of questions which ovedap with an».ety.

' .E_xtensrve information about reliability and validity is provided in the
~ test Manu_alri Test;retest‘reliability is exoected to be .93 from
extrapole_tion from avnother'test (Clinical Arialysis Questionnaire) also
devéloped by the authors and beaging many crraracteristics in common
_ with the IPAT. Depression Scale. Alpha reliability co-efficients reflecting ’
ioterhal c'onsistency are reported as being .85‘&) .93. The authors report
. velidity information wherein the 36 itern score correlates with the pure

. depression factor they isolated on factor analysis (.88). They also report
predictive validity information concerning how well the test differentiates
normals from diagnosed ‘depres'sives and how well the. test correlates
with other constructs to conform tg theoretical expectation. In the present
investigation, the one 36 item eoorenfor deo{ession was used.
Data was 'collected individually from the premenstrual complainers
in t’h’e- research facilitiies of the reproouctive endocrinologist. Testing
~took, in general one and a halt hours Tests were administered by the
researcher and trained research assistants. The majority of non-
- complaipers were tested in the same semng or in an education clinic. -
Subjects in the non- complarnmg group who were personally known to
“the researcher were trusted to complete protocols rntermenstrually alone
with instrucfions carefully explarned .The psychratnc pa!renﬁ”ﬁvé{ %ll

viay ot

‘tested in hospital settings and tests were admrnrstered bf} the-!i‘nve,é'trgator




- herself, Sobjectswin the non-treatme‘nt’group‘completed the telsts in
community halls, classrooms, and places of employment. Group
administration was utilized and supervision was by trained resea:ch
assistants. All tests were administered in th’a.same order fdr'each’
sobject. , | .‘

Ay

As mentioned earlier in this chapter, test"ingﬂw_as undertaken '
intermenstrually for Groups |, 11, and Hl. As also rrrentioned, cycle phase .
was éarefolly establiéhed by telepﬁone interview using'the Subject Data
- Form technique. _Thé timing of the intermenstrual phase is presented in
. Figure 3 on page 61 and the precise days'dun'ng which testing was |
| undertaken noted. |
| nalysis ¢ - o

~
’

The four_groups of subjects were adniinistered-the psychological

test instrUroents. Démographic data concerning social class, marital | a
’fgtatus parlty, and age were collected from each group. ananly data

| _analysrs took the form of a multrvanate analyses obf vvarrance on the

means produced by each of the four groups for each of the psychologrcal
constructs measured. Analysrs by MANOVA was employed toiteduce the
possrbrlrty of Type 1 Error where mare than one instrument measured a
particular construct or series of related constructs. The computer

program uSedl for thege analyses ‘was MULV16 (Hunka, 1983). This

program is a modification of a generally available statrstrcs package and

can be obtauned from the Drvrsmn of Educatlonal Research Services

.



Figure 3
| ~ “Ovulation .
| | ' |
1 15 . S . 28
IEEENEREN NN
Menses DR n |
4-7 days ’
-Intermenstrual
Follicular phase Luteal phase
X x Testing was undertaken during this time which extends

from the day following the last day of menses until day 11. This
time is viewed as being truly "intermenstrual”.

[
>

Menstrual Cycle Timing for Idealized, Average, 28 Day Cycle |

(DERS) at the University of Alberta. Also used in the treatment of the data.

‘was univariate analysis of variance (ANOVA). The computer program
used was ANOV,16 (Hunka, 1981) which is also available from DERS.
Appropriate iesté of significance were performed. Results at the .05 level
were considered to be statistically significant. Further informatibn‘“about

the data analyses and the results is.provided in the next ch}apter.
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"CHAPTER 5

. Findings and Cenclusions

The findirig? of therr(esearch are réported in this chapter. Initially,

the results pertaining to the hypotheseé‘-pf the thesis are reported. -
Thereafter, ancillary findings which relate mainly to the demographic
data are consid_ered. Howéver, other infbrm’ation,collec.ted which aids in

ruling out counterhypotheses is also presented in the ancillary section.

For ease of reader recall, the hypotheses are restated, followed by a

presentation of the actual analysis and the conclusions which may be

-

drawn from the data. o -

Hypothesis | Wome.n categorized.as corﬁplainers and 'trehatmén't seekers
regarding pre:ménstrual psychological problems will report gre/@\le\‘/els
of pre’méristrual change than both psychiatric pat.ients and women who
aré not categorized as compléiners and treatment seekers.

Analysis
" r'r';‘“brCerio test the above hypothesis, means on the Premenstrual .
Assessment Form (PAF) for the three'treatment groups in the study were

calculated. These means and standard deviations appear in Table 1.

TASLE 1 -
: ¢

~ Complainers v Non-Complainers Psychiatric Paiien;s
" Mean . 23257 93.40 167.74
§D. . - 57.79 30.17 _ . 7413
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As can be seen from visual comparison, the means appear
different. Theréfore, to validate that a statistical difference exists, a one-

way analysis of variance and Scheffe Post-Hoc Pairwise Contrasts were

performed. The results of these calculations are repohe'd in Tables 2.and-

3.
. TABLE 2
lysis of Variange of th r rth ree: r
SR R
Source of Variation Sum of Squares df = Mean Square F p
Between 339476.44 2 169738.19 5225 <0.01

Within , . ’ J331335.31 102 3248.39

In Table“3, the groups compared are Complainers (Group 1), Non-

Complainers (Group 2), and Psychiatric Patients (Group 3).

TABLE 3
heffe Post-Hoc Pairwise Contr he Three Treatment Gr
Group  Mean Difference Standard Error dt* -« F . P
1-2 139.17 185.62 2,102 10434 . <0.0t
1-3 : 64.831 185.62 » 2,102 . 22.64 " <0.01
2-3

As may be determined from Table 2, the analysis. of variance
indicates that there is a statistical difference between the means of all
three groups. The probablhty exceeds the .01 Ievel@ln addmon as can

, be seen from the probabilities 'reported in"Table 3, the results gf the
Scheffe Rost-Hoc Pairwise Contrast indicated that differences between
the three grou\ps (ie. Complainers x Non-Compléihers,_ Complaineis'x ‘
Psychiatric Patients, and Non-Complainers x4 Psychiatric Pati'ents)'also

‘all exceed .01,

-74.34 185.62 2,102 29.77 <0.01
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conclusion
Given the present results, it may be stated that Hypothesis | is
confirmed. Women who complain of premenstrual problems and seek

treatment for such problems report greater change in psychological

\\,symptoms premenstrually than do elther psychnatnc patlents or non-

complamers
Hypotheses Il lIl.and IV

These hypotheses were. all tested via tpe same psychological

' assessment mstruments and therefore, they-are grouped together for

clarity of dISC ssion.

—

- Hypothesis || Women categorized as complainers and treatment seekers

'regarding premenstrual psychological problems will be no different in

RN
levels of psycholog_ical symptoms during the intermenstrUaI phase of
their menstrual cycles from women who are not categonzed as

complainers and treatment seekers | ) ‘i“ -

}jmn_e_smu Psych|atnc patlents with diagnosed non- psychgtlc

depressive |Ilness will exhibit more psychological dISIUFbaan during the

intermenstrual phase of their menstrual cycles than women Wﬁa Aare

categonzed as complainers and treatment seekers regardmgf
premenstrual psychological problems and who are also in the "% ;

intermenstrual phase of their cycles.

Hypothesis |V Women categorized as complainers and treatment *

~ seekers regarding premenstr0a| psychological problems will be no

different in levels of psychological symptoms during the intermenstrual
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phase .ftneir menstrual cycles from a gre.up of women frbm the
comm _nitv at large.

Subjects werr adm “istered © wychological assessment instruments
which fall into two catzar-¢  rstly, intermenstrual mood state was '\
measured using the Profile.of Mood States (POMS). Also measurin‘g
mood state was the State Scale of Spielberger'g State-Trait Anxiety
Inventor;/ (STAI). Secondly, longer term affective characteristics were
‘measured using the Institute of Personality and Ability Testing (IPAT)
Depression and Anxiety Scales and the Trait Anxiety Scale of the STAL
Also.added to this _cluéter of tests was the General Health Questionaire
(GHO). Analysis of the results of tpese assessment instruments is
described in the following two ;ections‘of this chapter.

> It | i | : A .

Scale. In order to test Hypothéses Il, Hll; and ]V, means were calculated
on the POMS Tension/Anxiety, Depression/Dejection‘, Anger/Hostility,
Vigor, Fétigue, and Confuéion/Bewilderment Scales for the thre
treatment group's and for the non-treatment group taken from the
community at large. Groups 1, 2, and 3 are respectively Complainers,
Non-C‘ompIainers,'and F;sychiatric Patients. Group 4 consists. of the non-
treatment Community Sample. Means were also calculated for the STAI-

State Anxfety Scale. These means and standard deviations appear in

'/th\efa{l_owing table (Table 4). - |
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Variable Sta(istic , Group :
S 2 .3 4
POMS ;#{d
Tension/Anxiety v Maang&?' ST 4.20 17.34 - 9.22
o S.D4% Y 7.62 3.74 7.80 7.90
Depression/Dejactign ~ 6.57 3.08 27.26 6.66
’ 10.1% 5.66 15.53 12.13
Anger/Hostility Mean 426 257 9.63 7.11
SD. 6.72 ‘ 413 10.34 7.60
Vigor Mean 13.86 16.83 7.14 15.29
S.D 7.54 5.01 5§62 ~=""8.00
Fatigue Mean 8.20 6.29 13.51 9.63
SD 7.43 514 7.67 7.99
e e e e e ceccanemeaecnaisneae tcereeavecacsenacnen - levemcrccceraccrercercso vt v .f ...........
Confusion/ Mean 5.43 .3 - 13.26 16.37
Bewilderment S.D. 5.64 231 600 . = 586
STAI - Y o
State Scale - Mean 36.43 29.89 -53.37 - 36.46
SD 11.68 7.38 12.16 12.58
As can-ife seen‘from visual comparison of the means included in

Tgble 4, there éppeak to be differences between some of the means .
reported. Since there are four groups of subjects cdmpared across
seven variables, a multivariate analysis of variance (MANOVA)\w‘as
performed to ascertain whether or not a statistical difference exists. The

} MAI\]OVA w’_gs found to be significant (F=6.07, df=21, 373.8, p <.01) by
the Wilks' Lambda Criterion (Harris, 1976). To determine which group

- differences on a given dependent variable contributed to the signiﬁcani
MANOVA, 95 per cent simultaneous confidence intervals on pairwise

differences between groups were constructed. In Table 5, the variables

3]
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and the groups are listed. Listing fn the table indicates that they differ .~
significantly at the .05 lével with respect to that variable.
f - TABLES -~ :
L . e T
Variable . S \’ ‘ Group ‘ . o -
POMS Tension/Anxiety , 1vs3,2vs3,3vs 4 B A o *
-POMS Depression/Dejection I 1vs3,2vs3,3vs4 oL
POMS AngerMostility R ‘
POMS Vigor - = . : 2vs3,3vs4
POMS Fatigue - ‘ Lo
POMS Confusion/Bewildermen , ’ 1vs3,2vs3,3vs4 o e
STA! State Anxiety : = 1vs3,2vs3,3vs4 ey
Meeememeceemeremcsaseamscoasemmacssacssncennnasacal . , - JEOSUNNE - »
Conclusions Possible From These Data s
SR - ] ., B s ‘ ‘ : _’ .-
From the results of the assessment of mood state, it may be stated —. - .

14

that Hypdtheses Il, 11l, and 1V are confirmed. "Wom.en who complain of

- premenstrual probléms and seek treatmentv'for such problems are no

- difterent in moéd éiéfe,,intermenstrually from non-compléi'ning women
and from 'wqmén in the community atlarge. They'are also differentin |
. level of dysphoric mood from psychiatric pétiems with diagn;Sed

| affective disorders. o | o

S]Al- [rait Scale, Hypotheses II, Hll, and IV were also tested by calculating ~
the means on(the IPAT Depression and Anxiety Scalés and on.the STAI-
Trait Scale for the three treatment groups and for the-non-treatment

ﬂ group of women taken from the community at large. Means for the four
groups on the General Health Questionaire (GHQ) were alsd calculated.
All means and standard deviations are included in the followingi-ta'bl.e

<
(Table 6) | *

h g
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Variable ’ - Statistic | Group
' : i 2 3 4

IPAT .
Depression Mean . . 29.14 10.02 4229 21.49 7

SD 16.11 9.54 12.26 16.10
Anxiety Mean 39.83 22.43 4757 33.77

SD 16.26 10.52 11.49 12.86
STAI
Trait Mean 43.14 3229 55.11 39.00

SD 11.14 8.28 10.04 14.03
GHQ Mean 20.73 5.20 35.48 15.49

$.D 1751 5.93 14.51 14.09

As éan be'se\z‘e‘n from the means included in Table 6, there appear
to be differences between some of the means reported. Since there are
fou.r groups of subjects cdn%péred écross four variables, a multivariate
analysis of variance (MANOVA) was performed to ascertain wheth‘eﬁr or
not a statistically signifi.éant difference exists. The MANGVA was found to
be sig, vificant (F=15.62, df=12.0, 352.2, p <.01) by the Wilks' Lambda
Criterion (Harris, 1976). To determine which group differences on the a
given dependent.variable contributed to the significant MAN(SVA, 95 per
cent simultaneous confidence intervals on pairWise diﬁerehces.between
groups were constructed. In Table 7, variables and groups are listed. |
Listing in the table indicates they differ significantly at the .05 Izgv_hel with

respect to that variable.
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SR | TABLE 7
Variable ’ S o Group
IPAT Depression Scales | o s 1vs2,2vs3,3vs4
IPAT Anxiety Scale -~ L . 1vs2,2vs3,3vs 4
STAI-Trait Anxiety Scale - - T 1vs2,1vs3,2vs3,3vs 4
Goneral Health Questionaire - - 1vs2,2vs3,3vsd
QQDQ“!S'QD ) -

From the results ot the assessment of long-term affective
" characteristics, it may be stated that Hypotheses II, 1lI, and IV cannot be
unconditionally attrrmed: Complarners were not sngnmcantly different
from the cornmunity samplé or the psychiatric patients in long-term
| affective characteristics. Their scores were significantly difterent frorn-
those of ihe non-complainers‘j Possible eXplan_ations for tnese findings .
‘are discussed in the final chapter, - ) o |
In tt’iis‘section‘,a tindings cdnvcerning the dentographic characteristics
. of the women in the three treatment Qroups and of the women'in the. |
'communrty sample are reported Demographrc characteristics
. considered to be rmportant in the study were age, parity, and socio-
economrc'status. Also reported in the section are results of Famrly
Inventory of Life Events and Chanées (FILE)'\“Nttien'nte’asures present
and‘_ past stresses. - o | B
\ ntormation conein . 214 Sodio- .
- Informatjon eoncerning age‘, barity, and socid-ec.o"nomtc stat,us was .

il
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collected f?om'_all of the women included in the study using the-Subjeétfj- SR

Data Form ZéDF). ' ’

) Analysis

In order to test counterhypotheses, means wsre calculated on
measures of age, parity, and socio-economic class for the four groups.

Thésé means and standard deviations appear in Table 8.

- TABLES % |
. o ) : 3 T
, Variable . _ Statistic : : Group
: o 1 2 3 4
Age Mean 32.46 30.31
S.D. 70, 5.08 506/
Parity ‘ Mean 1.3 1.43
S.D. . 1.15
S.E.S Mean 44.71 " 50.91 47.23 31.94
SD 15.87 18.85 15.34 18.58

.

A multivariate analysis of variance (K’AANOVA) was Vperformed to
ascertain whether or not é stat?stically significant difference exists ’
- between thé’groups in terms of age, parity, a'ndusoci‘o-economic status.
Th/e MANOVA was found to be significant (F?=4.18, p<.01) by the Wilks'
* - Lambda Criterion (Harris_; 1976). To deté‘fh;i;ne‘yvhich group differences
on the'age, parity, and socio-economic stat'us measures contributed to . -
the significant'MANOVA_, 95 per cent simultaneous confidence inter\)als

on pairwise differences betweeefi the groups were constructed. In Table

9, ’thé measures and the groups are listed.

Nl
Yoo
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‘ TABLE 9 ‘ , '
Variable - ¢ ‘ Group ot -Signiﬁcancé
Age - ’ ' ‘ , N.S.
Parity ' ' N.S.
. Socio-Economic Status s 2vsdé .05
........ A .
. - o
° . ] ﬁ‘;’\_; g
Conclusion » 52, W

There is a difference in socio-economic status between the non-"
complainers and the non-treatment group. However, thereisno |
stétistically significant difference in age, parity, and socio-economic /

status among the three treatment groups.

Past Scales. TO test countethypotheses, means were calculated on the
FILE Present and FILE Past Scales for the three treatment groups and for.
the non-treatmeht, community sample. These means and standard

x

deviations appear in Table 10. .

. TABLE 10
Means ang Standard Deviations on the FILE Present and FILE Past Scles for the Four Groups
Variable  Statistic Group :
N 1 2 3 4
-------------- A St - - ssermmen-
FILE Present ' Mean 12.69 7.66 14.63 11.03
\ S.D. : 6.69 5.73 7.22 - 6.35
~ FILE Past . Maean : 6.57 3.97 6.80 2.83
) - sD.. ¥ 395 346 553 3.11
N . ' %

A multivariate gnalysis of variance (MANOVA) was, performed to
- ascertain whether or nor a statistically significant ditference exists. The

MANQCVA was found to be significant (F=6._20,, p<.01) by the Wiks'

‘
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“Lambda Criterion (Harris, 1976). To determine WhICh group dnfferences

contributed to the significant MANOVA, 95 per cent sumultaneous .
confidence intervals on pairwise differences between groups were

constructed. In Table 11, the variables and the "gr0ups' are listed. -
TABLE 11

*»

Variable Group : Significance
FILE Preseht 2vs3 <0.05
FILE Past 1vsd 3vs4 S <0.05
Conclusion

A rclationship was found to exist bétween past stresses and the‘

~ reporting cf pr‘emenstrual‘problems.

mmar indi |

- Tre results indicate that wbmen who complain of premenstrual

" _probiems and seek treatment for them aétua_lly do report more -

F "emens“ual ‘change than either psychiatric patients or non-complaining
women. When’ premenstr&]al complainers attending gynecologic pra‘ctic':e
& 0 assessed mtermenstrually they are. found to be dlfferent in level of

d- spnoric mood from psychnatnc patients. with d|agnosed affective
cisorders yvho_ are also |n.the, vnntermenstrual phase. They are similar to
ir.Lermenstrua.I non-complaining women and to women taken from thé
community at large. When reporting on longer-term affective

- characteristics, women with premenstrua! complaint are less

~ distinguishable from the psychiatric populatlon with affective dnsorders

The General Health Questlonalre (GHQ), a measure of mild psychiatric

e

li’:'!



d'istu,rbar'ice of the type found in the general medical population was also
admin;lasi'eredﬁ The results indicate that the premenstrual complainers are
unlike non-complaining women, are similar to psychiétric pati.ents, gut
not different from women in the community at Iarge on this measure of
mild disturbance. Additironally, for longer-term affective characteristics of
anxiety ane depression, women who complain of pre’menStrueI prbblems
and women in the commumty are sumnlar However, the: complamers are
unlike non- complamers and are similar to psychiatnc patlems
|nterestingly they are both unlike psychiatric patients and uﬁlike non-
Complalners in terms of trait anxiéty. However the premenstrual
complamers and women from the community an:the sa/b“e/elgsnmulér on
thss dimension of anxlety From the ancillary fmdmgs it was established
that a relatlonshlp exusts between past stresses and the reportmg of

premenstrual problems
I
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CHAPTER 6
Discussion and Implications
Itis emphasnzed that the focus of the present. study was not upon

premenstrual syndrome per se but on the mtermenstrual psychological

'charactenstlcs of women who complain about premenstrual problems

4

and seek treatment for them. The 3033|ble syndrome constitutes a

complex area for study. Among the %itficulties involved in its study is the
fact that it even lacks a commonly accepted, precise definition;. in
addition, information about the psychological status of women who
complain_is also far from complete. Consequently, the major pUrpose of
this psychological study was to provxde some useful information about

“r
premenstrual complainers. The. results of the study reported in the

2 previous chapter, are not, therefore, informational about any syndrome or

syndromes. What the study does provide _is a-comparison between
premenstrual complainers and certain others groups of women across
several psychological dimensions. It should be noted that by identifying
differenses betw‘esn various groups.of women an initial step hss been
taken‘ ina séarch for patients with what might b e described as "true”
premenstrual syndr_ome, where there is no psy},cﬂhia‘tric disorder.

It will be recaliéd that the study was ope'i"at'i'ona'lized by comparind,
on a battery of psyéhblogicalﬂtests a grodp Q’f 35 ‘p‘remenstr_ual

complainers who had no psychiatric hlst . with l'th,fee other groups of

women The thrse other groups respé fsisted of 35 ron-

g
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women taken from the community at large. Al the women included in the ‘
-study except those in the community sample were in the intermenstrual |
phase of the menstrual cycle at the tirrte'of testing. Herein, the results of
‘the comparison across the‘ four groups, which were set out in Chapter 5

-are discdssed Information about level of premenstrual comp|aint across

" the treatment groups is also noted. Furthermore, directions for future

research and rmplrcatrons for intervention, which arise from thé trndmgs
,,;of the study, are discussed.
iscussion of Resul

It was hypothdesur'zed‘ that the premenstruat'complainers would be
distinguis'hable from the non-complefr;te'rs-and from thepsychiatric
patients in level of premenstrual psychological change reported. It was
tound that the mean level of change reported by the complainers was,
mdeed oonsrderably different trom the r?eans obtained from tﬂhe other
two groups These results suggest that%?tdesprte the current dogma in |
.relatron to prospectrye recording being essential for assessment, of |
premenstrual change, retrospective accounts do, to some extent,
ditferentiate groups of women. In Figure 4, the separateness ofthe |

groups in terms of mean level ot premenstrual change reported rs

illustrated.
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\ N %
. . LA
Non-Complainers

Psychiatric
patients

Central to the study were hypoth.eses concerning what would be
found in terms of the intermenstrual psychological status of the |
premenstrual complainers. It was hypothesizéd that they would be no
different from a group‘non-comblainers“and from a group of women taken
from the community at large but would be unlike psy_ghiatric patients with -

affective disorders. The results are thought-provoking. When asked

o

quéstions rel‘éting to how they feel at the moment, intermenstfually, the' 7
,cdmplainers on average exhi’bit no mood disturbance in Telation to the
dimensions of anxiety, depre's.sion, and conquion/bew‘ilder‘ment. The .
complainers '.were'_found to be similar to non-complainers and sin;ilér to-
~ the community sample but unlike psychiatric patients. These ﬁ‘n'di*ngs are
‘compatible with the resutts of sfudies where interfﬁ'enstrually symptor-
-"freve.prem.enstrual complainefé-h‘avé b.eenlident‘iﬁed. The 1985 study )
reported by Freeman, Sondheimer, Wéinb_aum, and Rickels is an

example of such a study. HQwever, the present findipgs also suggest . .

3y a
|



that such women can be initially udentmed without prospectivé ecordmg
of symptoms. Women with on- gomg affectlve disorders can also b ’
‘ndentmed without resomng to time éonsummg prospective recording.

Figure 5 provides an illustration of mtermenstrual mood state among the

three treatment groups and of mood state of the communlty sample.

Eigure o

" Complainers No.niCompla‘iners

Psychiatric

patients

Cornmunity
sample

verl f Results on A ment of M
~. From the results presented in Chapter 5, it can be seen thata

comparison of longer term affective characteristics between the group’}éﬁbf

women included in"the study, produced results somewhat at variance with

‘ those found in relation to mood state. While not unlike women taken from
L]

the commumty at large along the dTmensmns measured in the study, they

are consistently different from non-complainers and sometimes |

- indistinguishable from psychiatric patients with affective disorders.

77
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These results are comparable to those of studie\é\such as that of Clare
(1983) where it is suggésted that women who'complain‘of premensfrual
problems are more likely than non-corriplainers to exhibit mild psychiatric
illness.h When premenstrual complainers are asked to report on time
periods which include the premenstrual phase of the cycle, it appears
that fhey are,comparablue to psychiatric patients. In addition, despite
,sc‘reening for psychiatric disorders, the group of complainers contained
some women who were clinically dépressed and/or anxious at the time of (/\}
testing. However, it is unlikely that there were more depressed or
anxious women in the premenstrual complaining group th_ah are found in
the general female community »'s;a‘r_n‘ple. Comparisons beween the

groubs are illustrated in Figure 6.

| Figure 6

i h. .
Non-Complainers Community Psychiatric

sample patients

Although'collected to rule out counterhypoih'eses, some of the.
ancillary information reported in Chapter 5 is interesting. Of partiéular "

inter8st is the finding that premenstrual complainers report more external

A

3



past stressors than women taken from the community at large. This

' finding is compatible with the results of such studies as that of Woods

(1985) where stress appeared to be a factor mvolved in symptom
reporting. Fmdmgs implicating stress such®as the present ones do,
support the contention that premenstrual syndrome may be multifactorial
|n nature

Summary

The results-indicate that differing kinds of psychological

“assessment will produce varying results. Intermenstrual assessment of

mood state appears to be partlcularly important in distinguishing

-~

premenstrual complainers trom psychiatric patnents With assessment

durrng the intermenstrual phase the major contentron of this study is v

affrrmed There are premenstrual complainers who are intermenstrually

L
R
N

. N
ﬁ“l
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:)" no different from women within the community at large or from non-

complainers. The results do not, therefore, support the contention tha’?
premenstrual complaint is entirely psychological or internal in causation.
Since external stressors may also be involved, the results may he -
interpreted as supperting multitactorial 'eXplanations

‘Although it has been suggested in the literature that the type of
symptoms reported may not be important, these results indicate
otherwise. The symptoms of anxrety and depressuon, in particular, |
differentiate premenstrual complainers from psychiatric patients

intermenstruelly.
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The results of fhe present study indicate that a grou‘p of
premenstrual complainers,' who are symctcm-free in the intermenstrual
period, can be identified without prospective re_ccrding of symptcme
across menstrual cycles. A f.irst step in identifying women with."true”
premenstrual syndrome without underlying psychological or psychiatric

disorder has been successfully taken. There are several directions for

'future research in both the biological and psychological areas which -are

suggested by the current findings. ' (

A major implication arising from the study is that careful selectlon of

SUbjectS"for premenstrual syndrome researsh is extremely important.

~ Psychologists and psychiatrists should use subjects with severe

premenstrual complaint whc e intermenstrually symptom -free, if they

are to provide any mforma#mﬁ ‘relevant to premenstrual syndrome. To

date, most, if not all, psy_ "“ﬁ‘logncaﬂ research has been undertaken with

""“"-'-;ugmther non- complainmg college students or unselected commumty

sampl| 88 Sqund,”
*‘ 1?"‘”,3 v
which describes’a populat'on with severe premenstrual complaint,

fchologncally based research is, therefore, needed

screened for psychiatric illness. In psychiatric research, until very
recently, few investigators have differentigfed between premenstrual
exacerbation of elreedy existing problems and symptomatic *
premenstrual change. It may well be that women who are referred to
psychiatrists, on the who|e are not a suitable popu}qtlon for study into

Y

what may be descnbed as "true” premenstrual syndf(?me (PMS).

R

80



The present study has provided information about intermenstrual
mood state. Steps, have also been takeh towards describing longer-term
personality' charaderistics of premenstrual complainers. A direction for
fuiufe psychological research invoIVes more extensive personality

assessment than that undertaken in this study. In particular, assessment

81

usmg an instrument such as the newly available Millon Clinical MW

Inventory (Milion, 1_983), a measure’of a broad range of personality

psychopathology, may be helptul. Further useful information should be -

forthcoming from comparison of intermenstrual and premenstrual scores.

Although the results indicate that a group of premenstrually
symptom-free complainers can be identified on mtermenstrual mood
assessment, validation of findings with recording of symptoms across
cycles in {he PMS "possibles™ is needed at presenf. Future research |
should focus on Cross-cycle assessment | Comparison of ditferent
menstrual cycles over time requires sophustlcated computer analysns
such as that bemg developed by Magos, Brincat, and Studd (1986)

— - External stressors may be involved in the genesis of premenstrual
complaint. Therefore, exploration of the coping skills of such women is
another avenue for future psychological research to be followed.
Intervention studies to evaluate stress managerhent and to assess the
efficacy of coping skills prolgramsy could also‘ be undertaken.

Biological researchers need to use information from psyChol.ogical

tudies to aid in the subject selection. Before biological studiesflfﬁic'

promenstrual syndrome per se are undertaken, prospective recording of
. . ]
3



~ implications for interventions which mady be medically, psychologically, or /
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symptoms across cycles is still probably prudent. Only women who are

intermenstrually symptom-free should ve included in such research.

Using the findings of this study, women with on-going affective disorders
can be screened out from treatment popul_atibns. Given that a group of
complainers, who are symptom-free in the intermenstruaIQper‘iod, can be

identified, it seems likely that there is biologic-al involvement in the

)developn'nent of premenstrual complaint. Therefore, further biological

studies appear to be warranted on the basis of present findings. Such
studies should be undertaken using women who are not only symptom-

free intermenstrually but who also repert very high premenstrual change

. Scores.

licati n i
The women with premenstrual complaint in this study are not
different from women in the community at large in level of mood state

and in longer term afféctive characteristics. In.the intermenstrual phase, |

" they are not different in mood state from ncn-complainers. When

LY

“reportin'g on time periods which include the premenstruum, they are also

comparable in level of dysphoria with psychiatric patients with affective

_disorders. Within the group of women with premenstrual complaint, there

are one or two individuals whose dysphoria spans the whole menstrual
cycle. Premenstrual complainers also reported highér levels of past

stresses than women in'the community at lﬁge. These results hold

‘s - : o
educationally based. However, from the review of the literature and trom &

™.

Y]
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the present findin{
mandates a continuum of care where there is multidiscipiinary
involvement wherever possible. | |

Within an interdisciplinary approach, assistance tfortwomen with
premenstrual complaint ucan be provided by members of the nursing,
medical, psychological or‘educational professions..The extent and type
of the presenting problems must be car.efullyll'evaluated by whoever does
the tnitial assessment. Gynecologists and family physicians should he
careful in labelling patients with either premenstrual syhdrome or
psychiatric disorder because it rhay not be possible'clinicauy o -
differentiate these problems If there is doubt about a patient's status,
further evalua%on through a psychologist or psychiatrist should be
undertaken. Medical practitioners should also be prepared to accept that
other protessrons may have relevant expertise with which to manage

some aspects of patlent care. For example if there are srgnmoent life

~ stresses, then non- pharmacoioglcal approaches such as psychotherapy,

may be appropriate. Psychologists may be required to become invotved

| with the care of patients both'in assessment and in provision of specific

therapeuhc approaches. They must also be aware that concurrent non-
psychologrcal approaches may be approprrate in dealrng wrth symptoms.
~ .+ Among women who complain there wrll certainly be those who are
clinically depressed and anxious. .For some such women,

pharmacotherapy provrded in the context of blologrcal psychiatry will

- hold most promrse of symptom relief. individual psychotherapy provided

N
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by a suitablv trained professional may also be an effective approach.

" The"premensrrual exacerbation of on-gaing problems must be validated.

Howéver, while PMS may be closely associated with psycholbéica! ill

" health, the results of the present study suggest some women with

'premenstrual complamt are dlstmgwshable from psychlatnc pauents with

affective disorders. «Approaches other than antldepressant and anxnolync

medlcatrons and extensive psychotherapy, therefore, need to be

- available. r ‘ . : [

Although attitudes towards premenstrual syndrome are changinq,
women who believe they heve this condition 'may still meet with ridic&le
and denial among family members friends, and membnrs of the
professmnal community. For such wpmen, validation o1 their experience
is crucial. They may also fear that they are "crazy". The breseht results
suggest, 'honever, that women wao complain of premenstrual problems
are comparable to women in the community atrlarge..Therefore, many of
them should pessess the psychologicai resources to cope with their

problems and to benefit from educational and counselling interventions.

While validation and reassurance constitute a first step in intervention

‘with such women (Dan, Konat,vr.& Lewis, 19863; an educational a;;proach

. . T‘
may also be needed. Appropriately trained members of the nursing

profession-appear ideeny suited to being providers of educational
interventions, such as 'Iife'-style counselling in thehoSpital‘*sening. The
present results suggest that some women with premenstrual complaint

coulg dgze‘pefit from such an approach.

84
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A’lthough, furtier research is needed as confirmation, the resuits of

the study/:suggest that external stressors may be involved in the genes}s
. | .

~

~

of “premens;rpal complaint. For_wlomen.who reporthigh levels of external
stressors, intervention could inolude stréss management train;ing.‘v An
analysis of stressors might also lead to f‘a‘mily or couple counsétling, “
Certainly, currrent knowledge about premenstrual complaint suggests that
it may be Iinked with marital disharmony and:other interpersonal
probléms in somé’cases (Clare, 1983). In other cases.’ asseriiveness
training and/or relaxation therapy dessig'ned.’ for normal individuals may
prove helpful. A psychologist may Well be é most suitab!é professional to -
deliver these services.

It may be concluded from the study that premenstrual symptom
reporting cannot be entirely explained éWéy by p;y_chological theories.
Assessment of physical symptoms must be carefully undertaken. As
noted elsewhere, there is as yet no "cure” even for the physical problems.
in some instances, rehef from physucal problems through medncatuon can
be useful in providing respite. Energy to deal with the psychologlcal |
problems may also be gained via the relief of medication. A medical
evaluation should be undertakeﬁ, paniculafly where there is extreme
physical complaint. Members of each of the professions which may be
involved with premenstruall complainers need reépect%hysical as well as
ps’;/chological complaintsl.. Psychqlggists and educators may well miss
the significance of.extreme physical discomfort reported by prémenstrual

. complainers if they are not alert to the biological aspect. 3
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in the area of general educatiomof young people, whether they be "~

male or female, it is ‘i’mpor‘rarlt that acourate knowledge ot;premenstrual
pvroblems be made available. With the broad context of se’x'ualit&

- education, informatio-n aboul the normal menstrual cycle. shOuld* be
‘provided as well as mformatlon about possuble problems such as

premenstrual syndrome and dysmenorrhea. Although no de%swe

information about prevalénce of prémenstrual syndrome as affunction of * -

~ the age factor is available as yet, premenstrual complaints do not appear |

to bg as common among young women as among mature women. [n lhis
| study, the average age of the complainers was in thirty to forty years of |
age range. o

_ For society in general this research has re- emphasrzed that }

- women should not be stygmatized becaus% of premenstrual problems.
As noted earlier, negative attitudes towards menstruation and towards
Wwomen who complain of premenstrual problems exist. A major force in
combating stlgmatlzatlon of any kind is knowledge. All prolessuonals

- who work in any area where they can exert a positive rnfTuence to combat

such slygmatlzatron of women must work towardis educating the public

about, premenstrual syndrome. The school is an excellent place to begin. -

Hopefully, with more widespread and accurate knovlrledge about
menstrual ¢ycle events, incluiing problem areas such asipremenstrual
compldint, women will, in the future, not meet with as much prejudlce and

discrimination as they have faced in the past. That suoh topics as

* menstruation and premenstrual syndrome can rlow'b'e openly discussed

86
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in many situations cons'titufes a considerable advance Further progreSs

i th s direction is, however, needed. Knowledge such as that provnded

- \

i -—"

by the present study should contribute tbwards this progress. - \
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K %JECT DATA FORM (SDF) A\ |

.
Patrt I
- e
-Name ) ; s . I.D. — —— ——
. L4
Telephone No. ( ) P -
N k .
Age Sex h (
Marital Status: Single Married Partoer = Other
, [ : -
Age: below 30 30-35 ’ ‘.035-40_
No. of children
Contraceptive -Pill use \if female) Yes No
Occupation R : fﬁ? _
Occupation cf Spouse/Partner R
Years of Schooling: (1) 15+ years (2) 15 years (3) 12-14 years

(4) 12-14 years  (5) 10-12 years  (6) 7-9 years (7) 6-yea}s or less

=====================================::=============::==‘l-=‘8:::::.“:88::'
PR
[

~
' . .
—



. -
4 °
\

§U/E,JECT DATA FORM (SDF)

Part II ¢ - -
. - v :
+ 1) Are your,menstrual periocds regular? Yes- - -No

4) Wﬁét was the date of the lst day of your last menstrual period?

2) How long is it frqﬁ.zhe Lsé-day.éf one..period to the lst day-of the

.

>Length -

3) How lon

Day

/

mhnmziacess

'%‘ Fop dat

~Cycle p

Dates'f

e —

g does youf'menstrual period last? O Length _.

Month o e

'y ° L

CEREEEEREITSRZI=S

a analysis only: . -

hase on contact: . - '

or.assessment : From . to

110

next?



SUBJECT DATA FORM (SDF)

Part IIT

1) Would you séy that your general health is good, fair, or poor?

Good Fair Poor

111

2) When did you last see your doctor for your hesl

3) Are you on medication now? e

No

4) Bave you had any illnesses except for Fonmon colds, etc.,xn the past

three months?

Yes No
5) Have‘you,lost any work time through sickness 1atély?
‘ . Yes - No :
6) Is there anything your health-stops youbfrom'doing now?
X 7
| ; - .
7) Have you had any accidents in the past three months? :
, Yes No
8) Have you had any hospitalizations in the past three months?
Yes No __
1n the past year?
\ v . Yes No :
8] £ (\ '
in the pas% ears’
' Yes No
. e J
'9) Have youha any long hospitalizations (3+ weeks) over the past 5 years?
Yes No
10) Have you visited a specialist dpctcr-recently?
Yes No




112

PSYEHOLOGHEAL PROFILES OF WOMEN WITH PREbﬁNSTRﬁAL COMPLAINT

J

INVESTIGATORS: Dr. E. E. Fox, Departpent of Education Psychology oo
Dr. D. C. Cummitg, Department of Obstetrics and Gymecology

Dr. E. E. Fox and Dr. David Cuxming are trying to obtain some information
concerning the symptoms which many women experience during the menstrual cycle.
I understand that the investigation will involve completing a series of
questionnaires related to how I am feeling at the time of testing and to

life stresses I may have experienced. I understand that some of the questions
are of a very personal nature. -

The questionnaires will take approximately one hour to complete. The answers
given to the questions are considered confidential and identifying information
w¥ll not be given to any party other than the investigators and their assis-
tants without my consent. Although information from this study may be pub-
lished, no identifying information will .be given in any publication.

*
The investigators will answer any enquiries concerning the procedures to make
sure that I fully understand them. I understand that I may decline to enter
the study or withdraw from the investigation AT ANY TIME without affecting

the future care that I may receive.

Signature of subject ’ Date signed

Signature of witness [

+

The person who may be contacted about the research is Dr. David Cumming at

432-6722. . .
| .
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¢ ——| PREMENSTRUAL ASSESSMENT FORM \ 113 “
- (PAF] - ,
4 - Uriel Hasibraich, M,D., Jean Endicott, Ph,D., and Sybi‘L Schacht, M,S. W,

This form is usec to describe changes which may occur during the premanstrual period,
Instructions are on page 2.

CardNo._P_I.D.No.:________._____ Study No,s __ ___ Omtes __ __/ __ ./ ___ __
(-2} (3 4 5 6 7 8 9 10) (% (11 12) (13 14 15 16 17 18 )
Name or Imitiele: _ ' ™~ Aget __ _ . ‘
[ 19 20)

E_duf:atjon: (1) 45+ yrs, (2) 15 yrs, (3) 12-14 yrs, (5) 1012 yru, {6) 7-8 yrs, {?) 6 yrs or Less
- [21],
Degrees: Z

Occupation:

(22] (specify title, typs of work, size of business, etc.) o
Education of husband/mate: Occupation:of huaband/mate:
(23} - fuse sducstion code above] (24) {apecify)

—
———

The period of blood flow ts calind the menstrual psriod Physical, behavicral, and mood chenges often taks place befcre
tne manstrusl perioc. T\h‘ebl’chln‘g;"é msy be aither positive ¢r negetive, The deys before the menstrual pericd on whizw 2
noucaablé\ changes take puéa are referred to as ths premenstrusl pcno‘d.
_Average nunter of days of menstrual cycle, i.e froz the start of one menstrusl period to the &tart of the nex: __ .ce)°
¢ : . ' 12526

If irregular, v.8. the number of deys veries grestiy, whet 15 the range? ranges from to deys.

, ) [27-28] [e9-30]
1f menstrual cycle is Less than 21 \days. reason 1f known:
If menstrual cycle is more than 38 deys, resson if known:
Avarsge duration of premenstrual period days, Average durption of blood flow days.

. (31-32] . [33-34]
Hes had a menstruel period during past 3 ‘months: 1-No 2-Yes. 1f yes, note current pnase of renstrusl cycle:
(35) (3)
1 - During premens:irusl period, 2 - During blood flow, 3 - During week after enc of blooc flow, 4 - Any otirer wee-
Age 8t first mensss: Number ¢f chilgren: Nunpber of miyscarriages/abortions:
(37-38) . [3g%-40) [41-42)

Do you have mittelschmerz (pein 1n the abdomen in the middie of manstrusi cycle)? 1 - No 2 - Yes
1

(43} »

Specisl Conditicne Present ‘During Past Thres Months

Dyemencrrheea (crlmps. pair when menstruating during past three pericds)i; 1 — No 2 - Yus (describe) (
(44] .
X 1
Encome:fiosis (cregnosac by doctorj: 1 - Noc 2 — Yes (cescribe) )
oA 45]

% ’ : .

Have been taking birth control pills during past three cycles: 1 - No 2 - Yes [lpécwfy type, total time using)
’ [46)

nave had 1ntra-yterine device during past three cycles: 1- No 2 - Yes (specify typs, total time using]
(47) -

! ALl information contained on this form end dats sunmarized from it will be kwe confidentisl,
Any wertten or verbel reports wil l be done in & wey which precludes 10entification of 1ndividual s

)



PAF L
- <
0o .
Heve vsed madication/home remedies to "treat" prgmenstryal changas during past threse cycles: 1 - No 2 < ;eé (specify

: (48]
type, resson]: : .
- AN
o ' .
Heve used medication for other reeson during last .thres cycles: 1 - No 2 - Yes (specify type, reasom tosal time
. (48] ' . ‘
using): ’ ‘
’ t
CAre you currently pregnant: 1 No'2 - res ['spour‘yj mohins -
(so) - (51]
Are you post menopausal: 1 - Ho 2 - Yes [hox long] _- yeers, months -
[52) [53-54] [ss-38] . "
Hava not menSTrustod Thao pest Three months Tor same other reason: 1 = No ~ 2 < Y&s (specily “Sascsl _
Lasgy

2 - Yes .‘[speci(y_L

Do ;ou hava mnv medical diwnrder{s] presant gver the past three months: 1 - No,
! (sg]

INSTRUCTIDHS
Pleacn focus on the physical, behaviaoral end moocd changes which have tsken place during yBur past three prjem'enszrue
‘periods, evan 1f the chences ¢1d not last thrcughout the entire premensirual periad. '
.. , ES .
P : . . s s -
period nay range from one to fourteen deys. Each woman should deterzine the durstion of he

Tha premanstrual
premenstrus!l period using these faciors &g QUICG'&

Physicel, behaviorol, and mood chenges sre considersd t0 Ge pert O

2l
the premencirusl pariad 1f: © e

(s) thoy sppuar or chenge during thae premenstrual period;

(b] thuy do not exitt in the seme fom or severity immeciately prior to the premenstrual period;

[c] they cisepposr or return to ususl state during the full flow of .mensei.

\
Then consider each item and decicds whether it describes

Think sbouw the changes which you experignca premenstrually.
Circle the esppropriat

new condition or change which usual ly has occurred during your L&t chreq\premanstruat pariods,

number to indicate the sevefity of change #rom your ususl solf: r[;/

[ . . . )

‘ For ‘exmpl e, you may beccme anxious premenstrually OR, if you are mildly anxious mast of the time, the
N :) !

anx moy become more savers during the premsnstrual periocd. Both typss of chenge should be notec. -

L

DEFINITIONS OF THE RATINGS OF SEVERITY OF CHANGZ FROM  USUAL NONPREMENSTRUAL STATE ]
. I'd

1 - Not applicable, nct presant et all, or no change from ususl [evel -

4
2 - Mimimal Change [only slightly spparent tao you, others would probably not be aware of change]).

4

* 3 - Hild Chengs (definitely apparant to yocu and perhsps to others who know you well].

4 - Moderate Change (clearly appsrent to you and/or others who know you wall],

-

5 - Severs Change (yery spparent ta yau and/or others®who know you well],

&
b
Extrema Changa {the degree of change in sesverity le so different from your ususl state that it igs very appsrent

to you OR even peopla who do not knaw you well might nouca]



Feel LONBLly.uvssosesassssnssnnssensnne

Heve intermittent pain D

&

PAF
1 - Not appliceble, not present at sli, or no change from usual Levsi, 2 - Minimal change,
3 - Mild change, 4 - Moderste change, S - Savere chenge, 6 - Extrema change
¢

Zhanges Present During Premenstrual Pariod

~

Feal sad cr DLU’.-..----..---nnn'ollnnn-l-aooilnli--noou---c.o.n-a-n-o-n-ci---c-ao'-n-

-

Have tired Legs (weak, sore, tremble)

Tend to heve backaches, joint and muscle PaIiNG OF BLiffNeBE.essscescccorssnconsosessts

\

Femily or frisnds know "she i8 in one OF her BOQEE tOOBY".ieeanssscasscssacsrssnavaasse

Feel "et wer"'on swakening or have complaints or outbursts sbout old irritants,ceuesee

{

Act spitafulll‘ll!.'lll...llll‘llll.'l.llll‘llll.lll.lll...tlQ..l!...'ll‘l.llll..ll!ll

v

Urinate (885 frequantly OF 10 LeSEBF BMOUNTE . esesvesracesrsasrsssassscsssnsossassnsanas

HBve WeIGht G81MN.ueesaseasesoossvannnns)

!

Tenc to be intolerant or 1mpatient or to Lose the ability to respond to or understand
the faults, needs OF Brrors Of OCLNErB,,eesesasesssostossssssansnosaseresasssnssasasese

Tend 10 be OVErtBLlKALIVB ssseessnsrsassasosonsessvasssssnesesarssvtancnsesossrsanssnsnsens
Heve relatively steady abdomin;l heeviness, discomfort or pain,........zﬁ............,
Have increesad sexusl 8ciivity or interest [fantasy, with salf, with others}. iusuea..
Heve troutie sLoaping.............................:....,..............................

Check, if you weke eagly 1n the morning and can't get back to 8leePissessseaserse
a

9/
r cramps in the 8DOOMBN , saessesasssssrsensesssnstesvoesssssasas

, .
3 ' -

Have s decreasa on seif-dsteem (i.s,, don't fwel good about salf or fael e farlure],..
Tend to blame others for problems (personsl, at hame, work, school, EtCy)vesnvonernrne

Kave increase in activity, orgenizstion, efficiency, or involvament socielly at
A}
home

or 'orkl'llil':lill.I:"l'..nI.‘It.Q'lOl'OClO.QIOllll'l...!lllll-ll..l.ll.lol'..'

'S
Tand to brood over unpleasant BVE lE,.,.seeseacsstssasvsercsssassosenanssssncssssanssssanne

Have skin problﬂq‘ such as acne, p1mplel. .tc.'-l-u-.no-----o.u-on--cnoouo{qphﬁfon--n-

.

Have sdems, swelling, puffiness, or "water retentioN™,,eeesevssonvereserersasscossserns

Stay

Have Lesc saxual i1nterest or sctivity (fantasy, self, OCThers).cissasssesescsnsssvonnes
Tend to avoid sociel act1v1t\el..................;..,................ﬁ;..}............

3

Feul

b‘oat‘d-ooo.-o--'lu-on-lotnn-o---oo'...-o-.-oo---o-o-o-n-o.oon---oo}-onoto'-noo..

115

e

Usust Level of Change Dur'r:

1 2 3
1 2 3
1 2~ 3
1 2 3
1 2 2
1 2 2
1 2 3
v 2 3
12 3
12 ¥
1 2 3
12 3
12 3
12 3
o2 3
1 2 3
1 2 .3
1 2 3
1 2 3
1 2 3
1. 2 3
12 3
1 2 3
1. 2 3
1 2 3

e

4

- Last 3 Premenstrusi Pariocs

§ 288!
6 [2s€.
6 (267!
6 [265;
s\\lzssvj
6 (27C;
6 [271]
6 (272

6 [272

6 {274

6 {'275:‘

6 [27€;
6 (277
6 [278"

(314
6 [31E
6 (316
6 (317
§ [316]
6 (315
6 [320;
6 {321]
6 [322;
6 [323;
6 (324

6 [325,
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. PAF ' ' ' -
1 - Not applicable, nog,prusant st sll, or no change from ususl lsvel, 2 - Minizpal change,
3 - Mg change, 4 - Moderste change, 5 - Severe chungl. 6 - Extrems change

;‘Lh'anggs present Duripg Premenstrugl Period ’ . Ususl Level of Change Durirg

. Last 3 Premenstrusl Periods
Q

Feal 1880T167100 With PEFBONBL BPPEBrBNCE..ueussessraranssatertssssssesinsonsansasps 1 2 3 4 5 g [239]

1 4
Bacoms violent with pséple or=things (e,g.s delibsrstaly bresk things, hit somsone),,. -~ 1 2 3 4 5§ 6 [e4al]
Take naps during the dsy or have an overwhelaing desire t0 00 B0.seesscessernsvsonsanes 1. 2 3 4 5 6 [241]
F‘.l".n.. of Unr..l‘ty, like in® dr..n! unr..LO OLCecreasnsnosnssssssascssssssssnssas 1 2. 3 4 ] 6 [242:
Feel pounding of heart or have rapic NESPrEDBAL s seecccncrsagssosnscsacssnnsossssnssosss 1 2 3 4 5 6 [2343;
Get more enjoymant or excitement gut of Littlo‘things................................. + 2 3 4 5 6§ [244).
e - :
“V' d1fficulty CONClanat1nQ................--.---.---n-..-..----o---n.....--.-o--.g- ' 1 2 -3 4 5 € [245]
N [y -

FOBL CONFUBBG. so saoennsroessassssscesasasaanossesstosssssosananavaratneasessvesnvses: .’ 1 2 -3 4 5 6 [24F;
Heve lLowered juogmcﬁt (i.8.,, roalize Jjudgmant was lees good then usuel when X «

looking beck on decisions made during premenatrusl pariod].............;.............. i | 2 3 &4 'S 6 [247:
Feel passive, mant others to meka decisions, to‘take ChBrge, €LC.sessernassasnrnsasvan 1 2 3 4 5 B {248,
Have on incresBed feel ng of well DO NGy asegloecsssnssnsecnssassgasorsncssnsssorsannss 1+ 2 3 4 5 8 [2ag]

, . . : t :
B .
Hoye B lack Of BBLT CONLrOLiuesesnnsraaasonarsorasesssasrnroessrtocursesorosenernonss 1 2 3 4 5,6 (2EC;
Tend to bacome more R LU TK® e s s s e vnsennnesssanssonassossosnsssonisasnassssssassensane 1 23 &4 5 6 [231]
Tend to fesl or be tearful, Weep, OF CrFY.cessrssnenasnscrronasnresssornsonarasrenrnnee 1 2 3 4 5 B, [ece;
3
Fesl nesd to urinate more frequently or have an increesecd amount Cf UFING, iceerrsnnes 1 2 3 4 5 .6 (@282
Become Cbhlt1pll!d..........-....;-...............--.....-.-..---.--....-..-..1....... 4 2 3 4 5 B [esa]
Tend to be sllf-iﬁdulgont in use of time, spanding money, eating,‘e&g;;,,,,,,,._..'_.. 4 2 34 s .é (ose
. _ v o ‘ _

Heve #pisodes Of iMPULEIVE DENBYIO . eiersasasansrrenscertosrsnssneentoesvtsorrasarnss 1 23 4 5 B [256..
Tend to, smoke more, drink more alcohol or use "drugs of sbuse" ]

(0.9.,"pot," "spesd,” stc.) {specify) ) 1. 2 3 4 5 6 [287) -
Feel under ltr.ll....-.-..-.---.-...-.....--..-.......,..TT!?-.-}E.Q...--...i.....-... 1 2 ’3 4 % 6 [ESE

. LR
Pick st, bits or scratch lkin{ or bite fingernaxll.;......:.......:................... 1 2 3 4 5 6 {ess!
Have mood swings from high to Low or low 0 highicacseeassassacansnnosasasncscenssanany 1 2 3 4 5 6 [2sC)
. .
. _ . ¥
Tand to becoms "hystsricel" 1f 5OMELNING UPSETS YOU,sseneussssascsstvasnosssnasescocas 1 2 3 4 S5 & le&s)
_ o - .
H.V! gu‘lt f..L‘ng‘.nljltololll.'l'tl.qlllll.l..llll!l:ll..l.{l.'..lll...l‘.!{l.l'lll! 1 2 3 4 5 5 {262:
Feel "lﬂpty"‘........---.--u--.....................-.n-....-..-..-.....--..-..--.--- 1 2 k} 4 5 [ {25:
. | 5

Have outbursts of "Irr1tabIliIty" OF DBD LEMPEr. cuesecssensrcscrsnurcnotasnassosneneos 1 ¢ 3 &4 5 6 264

A
J



BAF _ - c
< A
1 - Not spplicable, not present st all, or no change from usuasi level,
3 - Hilg change, 4 - Moderasts change, 5 - Severs ctiangs, = 6 - Extrems changs
Changes Prasent During Pramenstrusl Period b

4

"ﬁ?ﬁpve rapid changes in mood (s.g., leughing, crying, angry, happy, stc.)

all within the samég Oly...-..-o-.---.-.........-.-.-..-.----....-..-.;},A.-...........

Have decreased snargy or tend to fatigue ulily....Y............................-......
> . .

Have cacressed ebility to coordinate.fine movements, ?oor motor coord}mtion

or ClUMSINBSBeransans o

00900 0 #0080 080 000N EORRRNSP0IEEREIRENIEICTEOIBNOOTCEIPSSERIISRQOIETSITOITRSY
.

Feel enxious or more .ﬂliou‘.-.----:n--nn.-onnouou-o---.uo.o--so--o-o-..--.o--;t-.-lc-
. ‘. . . : <a”\ :

Sleep too much or hsve difficulty getting up in the morning or from MPSeesessassasace
p . .
Have & feeling of malaise {1.8,, general, non-specific bad feeling or vague sens
of mental or physicol Tll=heBlih, ,iseessoersossassvasonssnssnorssogeoassscessssnsecsannss

FEBL JITTAFY OF FBELLEESa.esseneenseassssennnsnnsessssesssssssansonstsonstnsannsasennns

Heve Loss of appstna.............v..

YRR R R s T N N NN NN N NI RN R
Hsve pain, tenderness, enlargement, Or ewell NG OF Dre@BlE.csecaesessassrcnsnvenannsns

¢
z

Have heeds8ches OF MIQraINBB,.eceecsssencess
. e

Be more easily distracped {i.e.,, attantion shifts sasily end rapacly].'................

Tend to have accicents, fall, cut self, or break things URiNtentionBlly,.evessscennanns

Heve nsusea or vom\tlng.........v....................................,.....,..........

.

Show physicsl agitation {e.g., fidgeting, hand wringing, pacing, can't sit still).....

Have fﬁelings Of WRBKNBSE, .srsaerscnssnsssnonnssssesosstssassscsanasabosnsaesssostossesne

i @

Feel that you juyst "cen't cope" or are overwhelmed by ordinary demsndS..eessssscsssces.

Feal

TN BOCUr B, eearsssassssnsetrsosnsnssesrsanssosorssssenossssssssasasanasnocsasssnarvoss

Mave "flnrr-d;n" of allergy, breathing difficulties, qtuffy' feeling, OF WLBIYisessese

discharge from tha nose (Bpecify)

Feel dGDPOUSOd;.-L---..---.ca-;-o-\--.----...--o.--n--.-o---c---..--;..--...o-...on.-.

Have periods of dizziness, feintness, vertigo {room spinning), ringing in the esrs,
numbness, tingling of skin, trembling, Lighthesdsdness (specify)

Tend to "nag" or querrel over ﬁimportant’1uues..................................,*..

Think of what it would be Like to do somsthing to self, Like crash the csar, wisn t0 go
to sieep and not wake up, of have thoughts of death Of SUICid@..ceeesasvsnessrsvoonns,

Feel less desire to telk or move sbout [1t takes ?h\effort to do ao]................,

v \ °
aacome more forgct(Ul--o....--..-o.-co----.-.......------c.z.n-.-u--..-oo...o--.....-w

2 - Minimsl change,

Usual Level of Change Durinc
Lest 3 Premanstrusl Periods

4 5
4 5
4° 5
.
4 5
4 5
4 5
4 5
4 5
4 5
4 5
"4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 35
4 5
4 5
4.5
s

., &/7s

Ny

6 ~[215]

(216)

[217]
{216}

{218)

[2%0]

[221}
[222)

{223}

(228
{229,

[23¢C;

C (231,




. , o ) ‘.‘ <

. . ,
PAF 7 _
1 - Not sppliceble, not present at sll, or no change from usual level, 2 - Minimeal
"3 - Mild change, 4 - Moderats change, S5 - Severs change, 6 - Extreme change

Changes Prasent During Premenstrusl Period

eve lowersd perfcrmance, dutput, efficiency or esse, in
~agks 8t work, @t hame, Or with RObbi®Bs BLCiuisessssensosenssonsssansanansosnnssonnrss
. , N

Miss tim® 8t WOrk DSCEUSS of Pramenstrusl ChBNGES...vviessssestnserssssasiosacssassens
WONT TO DB BlON@,svuccscvsesorsvasrsrosnsttesosssssssstssssscssseprssetocncionescacsos

A\
. . \
jul a Lack of {nspiration and Creativity.isieesesserrcresssansoscrcosoesasanrestarnes

Crave specific -foods (sweets, bresd, chocolats, pickles, stc) {specify)

Heve an increase in eppetits OF tend t0 8&L BOF®,.cesesocsarsosasesesstascioccscconens

\
Zeal WOrS8 iN MOFNING.,eeraesssnnssnoesssasossesossssossrsacsvescesssertadasscssssssatacs

Pay Less attention tO physicol BPPEBrBNCE. . evieacrssonnsessesssossnsssctansonrronsans

Fesl cold and/or moré sansitive to tlmparatura_changa..........\;;)kff.....u;.........

Mave burStS Of 8n8FGY OF feel MOrE ENErGETIC.ueesssesssesssssnsacssosssnnnsnssssnansas

. -
Become more sensitive to, or intclerant of psrsonal rejection of self or one's work,,,

Feel more affBCtioNBTe, cesasrsososcsrsvsosnosssFassccacosencnrastscersnnssennrocssoboncs
' LS

' : - .

Tend to Seek scdvice more often, or about eimple B LEr 6asasansnsaneronsassasssssnnnans
b4 P
Heve pegéimistic outLook....................I....,...................c...............i

Drink more coffes, tes, Or cold drinks with caff;1ne {cola, rootbsar, BTC) vrerrarnrans
Feel pain or discomfort during 1ncaru€frsu...........‘......,....................y....
Do Less housework {clesning, fMre of cLOThES, OTC.).iseerenrsararsnsessasanenaessosass

Spend Less tima st Leisure sctivitiss (hobbies, TV, re8ding).sseesecsecacsescasenesons
Heve "flare up” or appssrance of cold sorss, diarrhea, belching, spontansous bruises{
varicose veins, chest pain, hemorrhoids, numbing, tingling, epilepsy ("fits"),
sensitivity of skin to sun (specify) N

Hsve an increase in eys problems or changes in vision [e.g.s sty, redness, watering,
m1st1n¢l|, discomfort, sensitivity to light) (specify) =

J R

change, 11 8

\:L

Usual Level of Change Dur:-g
Last 3 Premenstrust Pericce

Lo o \.-;‘.s
- v 3 %4l 5 B.{aa
’ 5 T - L
© 23 4 5 6 (3]
. 1E

1 2 3 4 5 .8 [3a)
[345"3471 skip

In order to obtain & good comperison of your premenstrusl state, 8e compared to 'your usual state, it would be gclprpx,.c

have & narrstive doscrwptuon of the diffsrences, if any, between these two times, [348]

’
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THE GENERAL HEALTH QUESTIONNAIRE
(60-ITEM VERSION)

119

< Please read this carefully:

N We should like to know if yoy have had any medical complaints, and how your
’ health has been in general, over the past few weeks. lease answer ALL the
- questions on the following pages simp by underlining the anmswer which you
think most nearly applies to you. Remember that we want to know about present

and recent complailnts, not those that 'you had in the past. '

It is “important that you try to answer ALL the questions.

- Thank you very much for your co-operation,

2

{ L
HAVE YOU RECENTLY: - . J
l. - been feeling“perfectly " Better Same Worse " Much worse
well and 1in good than usual as usual than usual than usual
health? =~ ,
2. - been feeling in need Not at all No more Rather more Much more
~ _ of some medicine to than usual than usual than usual
°.piek you up?
: a . . - )
3. - been feeling run down Not at all No more Rather more Much more
ang;gut of sorts? than usual than usual than usual
4. - felt that you are ill?  Not at all No more Rather more Much more
' than usual than usual than usual’
5. - been getting any pains  Nct at all No more Rather more Much more
. in your head? ‘e " than ssual than usual than usual
peen,gétting a feeling Not at all ©No more Rather more Much more _'
of tightness Or press- than usual than usual than usual
ure in your head;} ,
been able) to concen- Better Same Less Much less
tfate on whatever than usual as usual than usual  than usual
, you're doing? ' . '
been afraid that you Not at all No more Rather more Mdch more
were going {o col- than usual than usual than usual
lapse in a public !
place? .
been having Lot or Not at all. No wmore Rather more Much more
cold spells%, than usual than usual than usual
v v b [
w#= been perspiring Not at all No more " Rather more Much wore
o (sweating)-a lot? than usual than usual than usual
; - found yourself waking Not at all No more Rather more Much more
ch early and unable to than usual than usual than usual
o Bet ack to sleep?
4§fg§%h enAgetting up,feeling Not at all No more Rather more Much more

R e 'sleep hasn’t than usual than usual than usual

;}ﬂ /¥i#¥reshed you?

P TR AT coE o .
@y%,tivbeen feeling too tired Not at all No more Rather morL Much more .
‘*?ﬁﬁ@ﬁ’and exhgusted even than usual than usual than usual
.U to eat?

r4, 4L105t much sleép .Not at all No more Rather more Much wmore
over worry’ - o than usual than usual  than usual
15. - been ﬁ@eiing meﬁtallx %,:éﬁ'r} Same Less alert  Much less
) "alert and wide awake! -\ ;ﬁgusual as usual than usual alert
16, - beep feeling full of Better - ?; Same Less ener§y Much less
' enetgy?. . ‘ than usua as usual _ than usua .energetic
1 _ .

+17. - had difficulty in Not at all No more Rather more Much more

' - getting off to sleep’? T than usual than usual than usual
18. - had difficulty in Mot at -all No more Rather more Much more
staying asleep? ' than usual  than usual than usual




24, -

been having
frightening or
unpleasant dreams’

been having restless,
disturbed nights?

been managing to keep
yourself busy
and occupied?

been taking.longer
over the things
yo%)do?

tended to lose
interest in your
ordinary activities?

been losing interest
in yQur personal

' appearance’?

25, -

29, -

31, -

3. -

3. -

35. -

36. -

38. -

been taking less
troukle with your
clothes?

be'en getting out of
the house as wmuch
as usual?

been managing as
well as most people
would in your shoes?

felt on the whole
you were doing
things well? .
been late getting to
werk, or getting
started on your
housework?

been 'satisfied with
the way vou“ve
carried out your-
task?

been able to feel
warzmth and affection
for those near to you?

been finding 1t easy to
get on with other
people?

sgent‘much'time
chatting with people?
,

kept feeling afraid to
say anything to people
in case you made a
fool of yourself?

felt that ybu are play-
ing a useful part 1in
things?

felt capabie of making
decisions about things?

felt you're just not
able to make a start
on anything’

felt yourself dreading
everything that vyou
have to do? :

Not at all

Not at all

- More so

than usual

Quicker
than usual

Not at all
Not at all

More
trouble
than usual
More

than usual

|}
Better
than most

Better
than usual

Not at all

-

Mcre |
satisfied

Better
than usual

Better
than u-aal

More time
than usual

Not at 3ll
More so
than usual
More so

than usual

Not at all

Not at all

1)

No more
than usual~

No more
than usual’

Same
as usual

Same
as usual

No more
than u§ual

No more
than usual

About
same
as usual

Saxe
as usual

About
the same

About
the” same

No later
than usual

About
same as
usual

About sare
as usual

About
same
as usual

About same

as usual

No more
thano usual

Same
as usual

Same
as usual
No more '

than usual

No more
than usual

Rather more
than usual

Rather more
than usual

ﬁather less
than usual

Longef
thamusual
o

Rather more
than usual

Rather ﬁe ,

than usual §

Less
trouble
than usual

Less
than usual

Rather
less well

Less well
than usual

Rather later

than usual

Less
satisfied
than usual

well
usual

Less
than

well
usual

Less
than

Less

than usual

Rather more
than usual

useful
usual

Less
than

Less s¢@
than usual

Rather more
than usual

Rather more
than usudl

"Much

Much
than

more
usual

Much
than

Much
than

more
usual

less
usual

Much
longer = -
than usual

Much
than

more
usual

Much
than

more
usual

Much less
trouble P

iuch less
than usual

fuch

less well

Much

less well

Much
than

later
usual

Much less
satisfiled

Much
well

less

Much
well

less

less

than usual

Much
than

more
usual

Much less
v-eful

.-

Much less
capable ‘ iﬁ

Much
than

nore
usual

nore
usuai

Much
tian



S 39, -

40, -

41, -

43, -

44, -

ASt -

L8, -

49, -

51, -

59. -

felt constantly
under strain?

felt you couldn”t over-
come\vour.- difficulties?

been findin
struggle al

life a
the time?

been able to enjoy your

normal day-to-day
activities? .
been takid% things
hard?
been gettiﬁ edgy and
bad-tempered?” &

P

been getting scared or
panmic g for no good
reason? .

,Been'able to face up

to your problems?

found everything
éettlng too much
or you? .

had the feeling that

people were looking
at you§

been thinking pf
yourself as a
wor;hmfgﬁ person’?

fel:kfﬁat life is
entirely hopeless?

been feeling hogeful
about your own Ifuture?

been feeling reasonably

happy
consi

al®pthings

b S
e )
vzen feellng nervous
and up tfght?

felt that life isn’t
worth ljiving?

thought/ of the
possibility that you
might do awa

with your§el¥?

found at times you
couldn’t do anything
because your nerves”
were too bad?

found yourself wishing
you were dead and
away from 1t all?

found that the idea of

taking your'qwg,life

kept coming. intod

your mxng? v

opyright
prese

Not at all

Not at all

Not at all

Mor® so
than usual

Net at all

~ New oat all

Not at all

More so
than usual

Not at all

V

Not at all

Not at all

Not at all

Not at

Not at all

More so

than usual
More so

than usual
Not 3t all

Not at all

Definitely
not

Not at all

Not at all

Definitely
not

all ”

No more
thap usual

No more
than usual

No more
than usual

Same .

as usual

No more

" than usual

No more
than usual

No more
than usual

Same
as usual

Nc moxne
than usual

No more .
than usual

No more
than usual

No moref
than us
No more
than usual

No more
than usual

About_ same
as usual

About same
as usual

No core
than usual

No more
than usual

I don’t
think so

No more
than usual

No more
than usual

I don't
think so

(C) General Practice Research
e Crespigny Park, London, S.E,

-than usual

" than usual

Fhan usual

than usual

121

Much more
than usual

Rathet’more
than usual

Rather more Much more
than usual

Rather more- Much more
than usual than usual
-Less so Much less

than usual

Much more
-than usual

Rather more
than usual

Rather more
than usual

Much more
than usual

Much more
than usual

Rather more
than usual

Less able

less
than usual

‘Much
* than usual
Much more

thanpusual

Rather more
than usual.

. : . A\
Rather more Much more
than usual than usuail

v

Rather more’ Much more
than usual than usual

Rather'morek‘Much more
than usual

Rather more
than usual

Much more
than usual

Rather more Much more

than ‘usual than usual
Less so Much less
than usual  hopeful
Less so Much less
than usual usual

than

Rather more
than usual

Much more
than usual

Rathetr more

Much more
than usual

than usual

Has qrossed Definitely
my mind have
Rather more Much more

than usual than usual

Rather more Much more

than usual

Has 4rossed - Definitely
my mind ~ has
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