-

National Library
of Canada

i

du Canada
Canadian Theses Service

Ottawa, Canada . -
K1A ON4

CANADIAN THESES

- NOTICE

The quality of this microfiche is heavily dependent upon the
qualily of the original thesis submilted for microfilming. Every
effort has been made to ensure the highest quality of reproduc-
tion possible.

If pages are missing, contact the universily which granted the
degree.

Some pages may have indistinct print especially if the original
pages were typed wilh a poor typewriter ribbon or if the univer-
sity sent us an inferior pholocopy.

-

Previously copyrighted materials {journal articles. published
tesls, etc.) are not filmed.

Reproduction in full or in part ¢f this film is governed by the
Canadian Copyright Act, R.S.C. 1970, ¢. C-30.

THIS DISSERTATION ’
HAS BEEN MICROFILMED
EXACTLY AS RECEIVED

HL=332{r.BG/OE)

Bibliothéque nationale

Services des théses canadiennes

THESES CANADIENNES

B AVIS

La qualité de cette migroliche dépend grandement de Id'qualité
de la thése soumise au microfiimage Nous avons tout {ail pour

assurer une qualité supenieure de reproduction

§'il manque des pages, veuillez communiquer avec l'univer-

sité qui a conféré le grade.

La qualité d'impression de certaines pages peul laisser a
désirer, surtoul si les pages originales ont été daclylegraphices
4 I'aide d'un ruban usé ou si I'université nous a {ail parvenir
une photocopie de qualité inférieure.

Les documents qui font déja I'objet d'un droit d'auteur (articles
de revue, examens publiés, etc.) ne sont pasmicrofilmés.

La reproduction. méme partielle, de ce microfilm est soumise
3 la Loi canadienne sur le droit d'auteur, SRC 1970, ¢. C-30.

LA THESE A ETE
MICROFILMEE TELLE QUE
NOUS L'AVONS REGUE -

Canadi



PREMENSTRUAL AFFECTIVE SUBTYPE DIE_‘FE‘.REN’I‘IATION- )

ROSALINDE KLEMPAN

Thesis presented to the School of Graduate Studies
of the University of Ottawa in partial fulfillment

of the requirements for the degree of Doctor of Philosophy.

© Rosalinde Klempan, Ottawa, Canada, 1987,



Permission has been granted
to the National Library of
Canada to microfilm ¢ this
. thesis and to lend.or sell
copies of the film.

The author {(copyright owner)
has reserved other
publication rights, and
neither the thesis nor
extensive extracts from it
may be printed or otherwise
reproduced without his/her
_written permission.

ISBﬁ G-315-3659¢1-3

L'autorisation a eté accordeée
4 la Bibliothéque nationale
du Canada de microfilmer
cette thése et de préter ou
de vendre des exemplaires du
£ilm. -

L'auteur (titulaire du droit
d'auteur}) se reéserve les
autres droits de publication:
ni la thése ni de longs
extraits de celle-ci ne
doivent é&tre imprimes ou
autrement reproduits sans son
au%orisation écrite.



UNIVERSITE DOTTAWA

- UNIVERSITY OF OTTAWA



ABSTRACT

_ : L4
PREMENSTRUAL AFFECTIVE SUBTYPE DIFFERENTIATION

The main dbjectivé of this research was to idénltify and dé:;cribe a wide
range of cambinations and severity of premenst;:ual affective changes.
Premenstrual changes in depression, anxiety and anger were prospectively
investigated in l§4 norma;lly menstruating wamen using a combination of
self-report questionnaires (i.e., POMS, SAI x—l.a;nd MDQ-T). A modified
daily re;:_ording procedure was used to collect data concerning affective
and physieai changes during one menstrual cycle. The combined features

of methodology not emloyed in previcus studies of premenstrual
| affecti_ve ‘changes included the use of a normal subjéct group;
standardized self-report measures sensitive to mood fluctuations;
-separate measures of negative affect; the use of an intermenstrual
baseline and individual magnitude of change scores; a dimensional
clustering approach to subject subtyping. By. virtue of the
methodological approach employed to meet the primary research objective,
this study was expected to obtain more accurate and valid measures of
separate affective changes. Tt was also expected to obtain subgroups of
women with similar change patterns, a better description of the severity
and subtypes of premenstrual dysphoria, and information concerning the
discrete or continuous nature of the changes. The secondary objectives
of the study involved the testing of hypotheses relating neuroticism and

increased premenstrual depression, high trait anxiety and increased



premenstrual state anxiety, and the relationship of premenstrual changes
in physical and affective symptoms. Premenstrual dysphoric increases
were not ubiquitous as they were reported to some degree by only about
one half of the sample. Approximately one third of the sample evidenced
mild to moderate premenstrual dysphoric increases. Severe increases were
rare as evidenced by about one fifth of the sample. Severe premenstrual
dysphoria seams to have a common essent':lal component of, depression with
a strong -additional component of eiI:he.r amﬁety or 'amger. About one
tenth of the éample demonstrated premenstrual decreases in dysphoric

affect. The prgsence of a premenstrual 'elation' syndrame was not,

&y

oo

however, supported as the decreases reflected a premenstrual réturn to " "

normal levels of negative affect reporting. Significant premenstrual
increases of each negative affect were found for all dysphoric subtype
subjects combined, but not for the total sample. Given the present
' findings concerning the bidirectional nature of premenstrual af_f—ective
changes and the fact that only a subgroup of women  evidenced -
premenstrual dysphoria, it is suggested that future researchers examine
individual change score patterns. Trait anxiety levels did not appear to
be related to increased premenstrual state anxiety. Elevations in
neuroticism and trait anxiety were associated with increases in the
continuum - of dysplhioric severity. The results suggested that high
premenstrual depression may represent an affective link between
premenstrual dysphoria and personality disturbance. Premenstrual
physical changes appeared to be independent fram affective chailq-_&s. The

significant premenstrual increases in physical symptom reporting seemed



- to represent a separate but tenpofally overlapping ‘'syndrame' to
premenstrual dyspharia, This study demonstrated that subjecﬁs forming
relatively discrete affective subgroups may be identified by statistical
means. These subgroups are characterized by combinations of changes in
premenstrual dysphoric affect. The subgroups, ;epresent:ing discrete
dysphoric change combinations, are partially overlapping on a continuum
- of severity of any separate affect variable. Premenst‘,rual dysphoria may
be conceptualized as a discrete phencmenon with a continucus nature of
severity. The subtypes of premenstrual dysphoria imply a diversity of
dysphoric disturbances occurring at lower levels of severity than for
psychiatric populations. The results are interpreted as primarily

supportive of the use ‘of an individual differences, rather than an

* 'illness' model to study premenstrual affective changes.

- i -
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INTRODUCTION

Although described as the commonest endocrine disordé.r (Da:lton,
1964), both the extent of premenstrual symptomatology and lthe potential
physiological correlates remain hypothetical (Ruble et al, 1980). It has
become increasingly apparent that the premenstrual syndrame is actually
a mmber of different syndromes involving symptom profiles or ‘clusters'’
(Abraham, 1980; Biume, 1983a; Halbreich & Endicott, 1982b; Moos, 1969).
If several premenstrual syndromes exist then failure to differentiate

+among these ﬁff&mt subtypes or change patterns may obscure their
relationships with other variables (Abplanalp, 19851;).

Much has been written concerning the relationship between the
premenstrual phase and dysphoric affect. The prevailing view is that
dysphoric affect is related to the pfamnstrual pericd (Dennerstein &
Burrows, 1979; Green, 1982). as in the case for premenstrual syndrome,
premenstrual dysphoria is a multi-dimensional phencmenon composed of
several distinct types of affective changes (Abraham, 1980; Blume,
1983b; Halbreich & Endicott, 1982a; Haskett et al, 1980). Most studies
investigating premenstrual affect have grou_ped ‘the major dysphoric
affects (i.e., depression, anxiety, anger) into a' gingle item Ior
dimension. Only recently have investigators became concerned with the
possible differences between these affective states (Freeman et al,
1985; Baskett et al, 1980). i

- Although preamenstrual dysphoric changes are not uncorrelated
(Mocs, 1963%), several different types of mood change or change

- xit -
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combinations may form subtypes of premenstrual dysphoria. The ;nxportancé‘
of examining premenstrual neqative affects separately is indicateé by
findings of diffe;.'ent associations between specific dysphoric changes
and | variables such as reaction to oral contraceptives and cognitive
changes (Culberg, 1972; Halbreich et al, 1983). It appears that better
definition and discrimination between various-affective subtypes may be
an important factor in clarifying and ridentifying correlates of
premenstrual changes. The importance of delineating affective subtypes
is illustrated by various attempts to relate premenstrual symptams to
personality factors such as neurcoticism and trait anxiety (Watts et al,
1980; Sanders' et al, 1983; Galub, 1976b; Halbreich & Ras, 1977). The
inconsistent findings regarding the association of personality factors
to premenstrual. symptoms rfay be partly due to Ia failure to account for
“affective subtype§_of premenstrual dysphoria., For example, there are
indications that premenstrual depression as opposed to irrvitability is
related to neurcticism (Cullberg, 1972; Haskett et al, 1980). The
potential premenstrual affective subtypes and cambinations have not yet
been clearly ocutlined in strdies of pramenstrual affective changes.

The grouping together of undifferentiated dysphoric states
precludes differentiation of subgroups of wamen with different
combinations of dysphoric mood. There is a definite need for more
research delineating the relaticnship between personality variables,
physical symptams and specific premenstrual affective subtypes. The
present research was an exploratory investigatiop of affective subtypes

during the premenstrual period. The main cbijective of this research was

- xiii -



to identify and describe the range of the severity, and phenomenology of
prane.nstnial_ affective changes in normally menstruating women. It was
expected that greater specification of pre:enstruél affective subtypes
would lead to a better description of this syndrame, help increase
replicability of results in research on premenstrual dysphoria, and help
identify correlates of preamenstrual dysphoric changes.. In the present
study the identified subtypes were also employed to help clarify the
relationship of premenstrual dyspharic syupto;ns to the personality
factors of neuroticism and trait anxiety, and to physical symptoms.

The methodology employed in the present study included a unique
cambination of features that together would allow for a better
gspecification of premenstrual affective subtypes. A prospective study of
premenstrual affective subtypes, using the corbined aspects of
methodology as adopted in this research, has not been conducted. The -

procedures utilized in the current study included the use of normal

subject group_t:.-c; focus on the potential universality of the phencmenon.
Standardized and well-researched rating scales were adopted. These
scales were designed to be sensitive to mood fluctuation and were able
to measure each affect separately. Prospective self-report measures were
administered on a modified daily-recording basis. The data was analyzed
on an individual basis, using an intermenstrual baseline and magnitude
of change scores to represent mood shifts. The latter proéedure allowed
for bidirectionality of affective change as well as the ability to
determine the intensity of affective change. Finally, a dimensional

clustering approach to affective subtyping was applied. This approach

- S S A



allowed for a better d&scriptidn of the range and continuum of
prane:;strual affective change m a normal sample. It also allowed for
better clarification as to whether premenstrual dysphoria ié ubiquitous
or a discrete syndrome. ‘

By virtue of the chosen methodology this research was expected to
1) vield more valid and accurate measures of _geparlate affective changes,
2) distinguish clusters of women with similar pre:renstrual affective
configurations, 3) lead to & wore accurate description of t'.r;e subtypes
of premenstrual dysphoria in terms of both affect combinations and
severity levels, 4) provide information regarding the discrete or
continucus nature of the affective changes, 5) provide the ability to
campare subtype groups on the dimensions of neuroticism and trait
anxiety and help determine the degree of relationship between mood and
physical changes.

The focus of the following review of the literature will be to
orovide information concerning the theoretical and empirical basis of
examining premenst.ruafl dysphoric subtypes and their potential links to
personality variables and phys’ical symptm’atologx. This type.of research
contributes to the gaining of a clearef understanding of premenstrual
mood changes and the potential pdychologic and physical accompaniments
or predisposing factors. At the same time, the importance oﬁ the
contribution of physiological and psychosocial factors ‘must be
acknowledged. It has élso't;een suggested that investigations of known
subtypes of premenstrual syndrame(s) would aid in examining therapeutic

responses of women presenting differing symptom patterns (Green, 1982).
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Same treatments may be more effective for women who, far example,:
‘ e:cperience primarily premenstrual depression than other subgroups of
wamen, Premenstrual affective subtyping may ultimately contribute to the
de;criptj.on of ' the syndrame(s), clarification of its eticlogy and

effective symptom management techniques.,

. . ' - Xvi -



Chapter I

REVIEW COF THE LITERATURE —

| it}
Menstrual Cycle Physiology

The normal human menstrual cyclg is a recurrent process of
ovulation and menstruation dependent upon \Efle coordination of intricate
relationships between the hypothalamis, pituitary gland, ovary, adrenal
cortex and endometrium. A complex interplay of hormones control the
menstrual” cycle and they are regulated by a series of feedback loops
along the hypothalamic-pituitary-gonadal system (Speroff et al., 1973;
Weile et al., 1970).

Endocrine control of the menstrual cycle can be briefly described
by referring to major changes in ov;arian hormones (estrogen and:
progesterone) which are regulated by the gonadotropins secreted by the
pituitary (follicle-stimulating hormone {FSH} and leuteinizing hormone
{IH}). At the time of menstruation, both estrogen and progesterone are
low, but FSH is rising, stimulating follicular growth in the ovary
during the first week of the cycle. Estrogens rise gradually around day
8, inhibiting FSH secretion, and then peak just prior to ovulation. High™
levels of estrogen also stimulate a preovulatory burst of LH from the
pituitary which triggers ovulation about 16-24 hours later. Soon after
the IH rise, a drop in plasma estrogens occur. After ovulation, LH
stimulates the ovary to form the corpus luteum, a collectioﬁ of cells in

the ruptured follicle that produce progesterone. The rising progesterone
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secretion suppresses IH and about 8 or 9 days after ovulation, a peak
level of progesterone and a second peak of estrogen occurs. Both ovarian
hormones then show a gradual decline, followed by a rapid drop during
the premenstruum (about day 25-28). In response to the estrogen decline,
a rise in FSH occurs and the cycle begins again.

various methods have been used to part'ition the nenstrual cycle
into phases,. the most common ones being the menstrual phase for days
1-5, the follicular phase (days 6-12), the ovulatory phase (days 13-16)
and the luteal phase (days 17-28). Days 25-28 are sometimes referred to

as the premenstrual phase.

The Pramenstrual Syndrane

Extensive research of the influence of the menstrual cycle on
somatic, mood and behavioural changes in women has led to .the
commonplace usage of such terms as premenstrual tension and prarenstn:&l
syndrome. The term 'premenstrual tension' was coined by Frank (1931) to
describe a condition in women characterized by nervous tension, weight
gain, edema and headaches. Subsequent to Frank's publication, many
symptoms have been added to this syndrame. They encompass a wide variety
of physical, psycholcgical and behavioral changes that are said to recur
episodically during the late luteal phase of the menstrual cycle. The

vast array of symptams associdted with premenstrual tension have
included tension, -anxiety, depression, headaches, fluid retention,
painful and enlarged breasts, abdominal distension, weight: gain, edema,

fatigue and increased appetite (Dalton, 1964; Rees, 1953; Reid & Yen,

f



1981). The clinical dimensions of this syndrame, which is referred to by .
such terms as 'premenstrual syndrame(s)', ‘'premenstrual distress',

'‘premenstrual tension', ‘premenstrual tension syndrome(s}',

'périmenstrual symptoms' (symptoms occuring about the time menstruation

commences) are therefore rather broad (Steiner & Carroll, 1977). A

comprehensive review of the literature by Moos (1969) identified over

150 symptoms that have been associated with various phase of the
menstrual cycle. Furthermore, the severity of premenstrual symptoms is

said to range from mild to incapacitating (Reid & Yen, 1981).:

Despite more than 50 years of investigation, the definition of
what constitﬁtes the premenstrual syndrome is still unclear. Given the
fact that the undifferentiated concept of 'premenstrual syndrome' has
been ,inconsistently used and associated with such a wide range of
symptoms and severity, it is not surprising that incidence estimates

vary widely {(e.g., 25-100%, (Moos & Liederman, 1978), 25-95% (Clare,
| 1977)}. It is questionable whether investigators of this syndrome have
been examining the same phenomenon.
 The prevalence fE;ﬁres for premenstrual syndrcme are in a sense
meaningless because of the lack of an agreed upon definition of what
constitutes the phenomena. Many kinds of somatic, mood and behavioural
changés are often lumped together to define premenstrual S);npdrone in
these studies. The populations chosen for examination vary and
retrospective studies may exaggerate the incidence of symptomatology due

to attribution based on cultural stereotypes, expectations and beliefs.



Dalf.on (1982) estimated that 50% of women have premenstrual
tension although degree of severity is not specified. Moos (1968a)
approximted that premenstrual ’synptoms occur in 30-50% of women.
Sutherland and Stewart (1965) found cyclical symptoms in 97% of 150
healthy nulliparous women. Ninety percent of American women in
Weidegér's (1977) survey reported more than one premenstmai/sgmptom.

A recent retrospective Swedish epidemiological study ¢f 1083 wamen
found 2-3% reported severe premenstrual symptoms and 10% would have
welcomed treatment in regard to their symptoms (Andersch, 1980). Mild or
moderate em:)‘tional and physical changes were reported by 70% while 92%
reported alt least one premenstrual change. Aandersch and Hahn (1981)
report a prevalence of premenstrual changes of 50-70%. Van Keep and
Lehert (198l) report the results of an epidemiological study of 2501
wamen in France, conducted between 1978-1979. Prerrenstrual-synptorrs were
reported as occuring regularly by 38% of the sample, from time to time

by 27% and occassionally by 12%. Reid and Yen (1981) reviewed the

literature on prevalence and concluded that 70-90% of women experience

-

- —

recurrent premenstrual symptams with some impairment reported in 20-40%.
Clare (1985) comes to the conclusion that whereas figures in excess of
70% werze once claimed regarding the proportion of actively menstruating
mr};‘.n reporting pretrerlstmal . changes severe enough to warrent the
'illness' label, a figu.re between 2 and 8% now seems to be established
(Andersch, 1980).

The relationship of premenstrual symptomatology to the so-called

extranecus vériat&es such as age, Iirregularity of pericds, parity,



pregnancy, and marital status is still unclear. The data relating such
variables to the premenstrual syndrame is samewhat contradictory.
Generally, wamen over 30 are thought t;o have more premenstrual problems
than younger wamen (Dalton, 1982; Rubinow & Byrne, 1984). Lloyd (1963)
labelled premenstrual syndrame as the 'mid-thirties' syndrome. Rouse
(1978) found that older wamen (over 30) had a greater tendency to
complain of symptomatology in the premenstruum and menstruum compared to
the under 30 and under 20 age groups. The opinion that moderate-severe
premenstrual synptomatology is more likely to occur in the 30's and 40's
than the teens and 20's (Abplanalp et al., }980) is based on such
findings as those of Moos (1963). He found 'menstrual' problems more
common in younger (less than 20) women and 'premenstrual' problems more
common in older wamen. Moiiecrver, Golub (1976b) found differences in
premenstrual and intermehstrual measures of depreésion and anxiety in
wamen over 30 but not in adolescents (Golub & Harrington, 198l). Dalton
(1982) concludes that premenstrual tension increases with age ana parity
and often starts after pregnancy, while in E:ontrast, dysmenorrhea is
more common in the late teens and early 20's. Hain et al. (1970) found
menstrual irregularity to be associated with severai psychological and
physical premenstrual synptoms. ‘

In contrast to the above conclusions, Reid and Yen (1981}
concluded that age and parity are not.relevant variables with respect to
the premenstrual syndrome. In a commentary, Golub (1984) urges that more
research be conducted on such variables. Aas Bancroft and Backstrom

(1985) point cut, the often stated conclusion that premenstrual syndrome

J
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is related to increasing age and parity is not based on conclusive
evidence as studies usually fail to control for parity while considering
age and vice versa. The comparison of two prevalencé studies illustrates
that the relationship of such factors as age and parity to premenstrual
" sviptoms has not been docmfeﬁted beyond controversy. Van Keep and Lehert
(1981) reported that a par,ticulla: tendency to premenstrual symptoms was
associated with parity, irregularity of cycle, and long menstrual
bleeding. Women with premenstrual syndrome did not differ from those
without as far as such variables as age, education, socio—economic
standing and marital status were concerned. In the prevalence study of
wWoods et al. (1982) older women had féwer premenstrual complaints in
terms of premenstrual. irr,itability_,' depression and cramps than younger
wamen.  Marital status did not appear to influence prevalence, however
wanen with more education had a significantly lower prevalence of
several premenstrual symptams, including headache, cramps , irritability,
dépression’and tension.

It has become increasingly apparent that the ‘premenstrual
syndrome' is actually a nurtbex." of different syndrames (Blume, 1983a;
Halbreich & Endicott, 1982b). A number of different symptom 'clusters’
or 'profiles' are probably involved. If the term premenstrual syndi’cme
is actually a misnomer and several or perhaps many different
prenﬁnstrual syndrames exist then failure té differentiate among
different change-patterns may cbscure relationshps with other variables
(Abplanaip, 1983b). A large factor analytic study of the premenstrual

sy}'drcxre led Moos (1969) to identify seven major symptom clusters thus



" providing information leading towards a more precise definition of the

syndrame. He proposed that the concept 'premenstrual syndrome' be

conceptualized more appropriately as the 'branenstrual syndrames'. Moos
developed a 47 item instrument to assess these subclusters (labelled
pain, concentration, behavior change, autonemic reactions, water
retention, negative affect, and.arcusal), called Ehe Menstrual Distress
Questionnaire (MDQ) (Mocs, 1977). The MDQ has a 'today' fo::bm-’r) on
which symptams can be rated daily and a retrospective form (MDQ-A) to
assess the mpost recent menstrual cycle.

A cluster analysis of the MDQ scores of 579 women by Moos and
Liederman (19‘78) identified many different subtypes of menstrual cycle
symptoms and prcva.feﬁ further evidence that rrenstrual distress is not
experienced by women m a uniform manner. The MDQ has limitations in its
applicability as half of Moos's normative sample were taking oral
‘contraceptives and about 10% were pregnant. The MOQ, however has been
cne of the nost widely used symptom rating scales for the past decade
(Dennerstein & Abraham, 1982; Salnpson & Prescott, 198l). A stu&y by
Mariamm (1976) mncl@d that the M3 (Form T) is internally consistent
and has high test-retest reliability. \ tered instructions, not
indicating the relationship of the test to rrenét.mation, did not
significantly affect symptom ratings. These authors recammend the test
be used to campare a single subjects ratings across different menstrual
cycle phases.

Steiner et al. {1980a) have also attanptéd to develop a p_roé:edure

to bring order to symptam ratings concerning the menstrual.cycle. Using
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the MX) and several psychaitric rating scales they developed research
diagnostic criteria and rating scales for the assessment of premenstrual
syndrame. Five of the eight identified major mood and behavioural
symptoms are requireé for the diagnosis of premenstrual syndrome. Their
definition of pramenstrual symptomatology is very narrow, excluding
somatic symptoms and patients with a psychie;tric history, yet their
criteria would tend éo yield a more homogeneous gqroup of premenstrual
symptom sufferers. 7
Abraham - (1980) defined four 'synptcnt categories (anxiety,
depression, weight-gain and bloating, headaches, and carbohydrate
c;aving) based on clinical experience. His symptom scale contains only
19 items. Cantruction usingkétandard psycﬁ%netric procedures would have
helped to ensure internal consistency, reliability, and lack of
redundancy and cohesiveness of subgroups (Rubinow & Byrne, 1984).
| The Premenstrual Assessment Form (PAF), developed by Halbreich,
Endicott and associates. (Halbreich et al., 1982a) is an extremely
camplex retrospective questidnnaire with 95 items, These authors
produéed a branching classification using the PAF. It includes major and
minor depressive syndrames, the syndromes of anxiety, irritability,
general péin, fatigue, impulsiveness, water retention, ‘organic' mental
state, autonamic physical syndrame, and dé;;eased well-being. The
measurement of bidirectionality of change in the same symptom area is a

feature of this questionnaire.

Uy



Physical, Cognitive and Behavioral Fluctuations

Over the years, research on cyclic menstrual changes has produced
a body of _%cientific literature in which a.%nst every\mental or bodily
phenarenon has been measured against the human menstrual ?ycbéhases
.(Snith, 1975). A camplete review of this abundance of research will not
be undertaken as it is not directly appropriate to the focus of the
pregent discussion. However, the reader is referred to reviews of the
literature by Smith (1975), Steiner and Carroll (1977), Abraham et al.
(1978) and Sommer (1973). A brief survey of evidence concerning scme of
the physical, cognitive and behavicural cyclic fluctuations will_ be
presented. The evidcnce concerned with affective variation during-the
menstrual cycle will be discussed in some depth in a later section.
' Discernible cyclic fluctuations of a number of physical symptoms
have been reported in studies of the menstrual cycle. BAches and pains
are generally described as headache, backache, breast tenderness and
cramps (Smnith, 1975). Retrospective self-report d.at.a.collect".ed by Coppen
and Ressel (1963) led to their findings that more than one wcma;x in nine
reported severe degrees of pa.Lr; or headache, and one in three reported
moderate pain reiat;ed to menstruation. Also using self-report data, Moos
(1968a) found the preva.&.ence of at least mild menstrual pain to be
35-40% in the women tested and the prevalence of premenstrual pain to be
25%. Coppen and Ressel (1963) distinquished between dysmenorrhea (pain
occurring during menstruation) “and premenstrual pain and implied that
dysmenorrhea - may have a more direct physiological basis than

prenienstrual pain (Parlee, 1973). It seamns that premenstrual dysphoria
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is distinguishable fram dysmencrrhea (Coppen & Kessel, 1963; Dalton,
1964; Moos, 1969). Premenstrual syndrome symptoms have been found to be
posi'.tive.ly correlated with dysmenorrhea (Clare, 1983; Coppen & Ressel,
1963; Steege et al., 1985), however the nature of the relationsﬁip is
not yet clear. )

Premenstrual fluid retention and weight gain have also been
reported by various investigators. Sweeney (1‘934[) observed a
premenstrual weight gain of more than 3 lbs in 30% of their subjects.
In comwparison, Galub et al. (1965) observed a weight gain during the

cycle that was always less than 3 lbs above the cycle mean value. Coppen

and Kessel (1963) found 72% of their subjects to be conscious of

premenstrual swelling of their body and Moos (1968a) reported that 30%
of the women studied complained of premenstrual water retention.
Although many at-Jthors' agree that weight gain does occur premenstrually,

studies have not confirmed this weight gain. For example, Chesley and

Hellman (1957) point out that random fluctuations of body weight during

the menstrual cycle show a range of less than 3 lbs, and that by chancé
random fluctuations would show a préém&uﬂ weight rise one-third of
the time. They argque that a criterion for premenstrual weight gain
should be a gain of more than 3 lbs during ‘three consecutive cycles,
When Janowsky et al. (1973) controlled for diet, it was found that a
weight gain pea;ced premenstrually and then dropped rapidly. These
results were attributed to an increase in water retention. A recent
investigation 'by Faratian et al. (1984) found that although a

significant premenstrual increase in perceived body size and

4
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feeling 'bloated' was Yeported in their sample, no Significant weight
change or increases in abdaminal <iimensions were found. The findings in
the area of fluid retention and weight gain related to cycle phase are
'inponsistent and conclusions await further assessment of thesé Symptoms
with-cobjective measurements. .

| Studies of variations in physiological indices of arocusal .re_lated
to ihe menstrual cycle have shown discrepant fesults. Some authors have:
claimed to find a premenstrual lowering of arousal (Friedman & Meares,
1979; Klaiber et al., 1971) while othefs founci an elevation of arousal
(Asso & Beech, 1975; Wineman, 1971). Asso (1978) recently reviewed
studies which related arousal to the menstrual cycle. It was concludeci
that the majority of stud_ies have shown a premenstrual increase in
behavioural/psychélog.icall ai®  autonomic aroiisal, but- that only
inconclusivé evidence exists for cortical arousal. Scmmer (1982)
reviewed the recent research concefning cortical autonomic arousal °
and concluded that no statiérents could be de regarding arousal
incr%ses or decreases and the menstrual cycle.

TE‘Jindings. related to cognitive ch:;mges during the menstrual cycle
are inconsistent. While Moos (1968a) found that a small percentage of
wamen  (about  13%) reported impaired concentration ciuring the
premenstrual and menstrual phases, Patkai et al. (1974) could document
no self-reported changes across the cycle in estimates of level of
concentration and efficiency. A review by Sommer (1973) of studies

examining cognitive changes and the menstrual cycle led to the

conclusion that studies utilizing objective performance measures have
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generaily failed to demonstrate cycle-related cha;ng;. For example,
Sammer (i972) failed to find any cycle effects on classroom tests or -
standardized tests, and other investigators were unable to find cyclic
fluctuations in reaction time tasks (Kopell et al., 1969; zimmerman P
Parlee, 1973), or in éognitive test performance (Golub, 1976a). It is
important to note that whatever the occurrence of premenstrual negative
affect, these changes do not seem to be generally accampanied by
cognitive or ‘performance deficits. That the evidence supports no
cycle~related changes in cognition is a view that has been reiterated
nine Qears after Sammer (1973) published a review of the area (Parlee,
1982; Scmmer, 1982).

VA number of studies have attempted to link the premenstrual and/or
menstrual phase of the cyrle to &gt behaviour such as suicidal

behaviour, violent or criminal \behaviour, psychiatric hospitalization

and psychiatric emergencies. Several studies have found a relationship

" between such suicidal behaviours as threats, attempts or death from

accident or suicide and the premenstrual and menstrual phase of the
cycle (Dalton, 1960; MacKinnon & MacKinnon, 1956; Mandell & Mandell,
1967; Pallis & Holding, 1976; Tonks, et al., 1968; wetzel & MXlure,
1972). same more methodologically sound reports however, have failed to
support any relationship between suicide and the menstrual cycle
(Birtchnell s Floyd, 1974, 1975). Correlations have also been reported

between the camission of vioclent crimes and the premesstrual or

menstrual phase of the cycle'(Cocke, 1945; Dalton, 196l; Morton et al.,

1953).
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Reports of aggressive, violent, suicidal or criminal behaviour
during the premenstruum are not well substantiated accordirlmg to an
excellent critique of this research by Parlee (1973). Few of the
published findings have withstood critical review., Parlee (1973}
correctly emphasizes the poor methodological quality of the studies in
the field. Witﬁ regard to interpretation, she pointé-fs rout that,since
psychological stress can precipitate menstruatioh, the dj:rection of
causality may be reversed, whereby the stress or ‘trauma of wviolent
behaviour may trigger menstruation. She further cautions that- although

increased crime etc. may be related to the premenstruum in persons

already prone to such acts, this correlation should not be generalized

to make statements about all women being more inclined to violentis -

behaviours at this point in the menstrual . cycle. Interestingly,

Birtchnell and Floyd (1974) found evidence to support the proposition
that suicidal behavior that may seem associated with the menstrual cycle
may be more closely associated with the woman knowing or fearing she is

pregnant.

In summary, it seems,that some physical changes may be associated

with the menstrual cycle.{While this view is considered to be relatively

well substantiat sions regarding physical changes await further

research employifig more objective measurements. Cognitive performance
does not appear |to fluctuate significantly across the menstrual cycle.
Due to methodological and interpretative difficulties, the contention
that a premenstrual or menstrual increase occurs in acts of aggression,

violent crime and suicidal behavior remains controversial (Dennerstein &
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Abraham, 1982). For a more detailed analysis the reader is referred to
articles with excellent reviews of the area of behavior and the
menstrual cycle by Sommer (1982), Clare (1985), and Parlee (1982).

Proposed Etiological Mechanisms

A wide range of theories regarding the etioclogy of menstrual cycle
. changes, especially those of the premenstruum have been proposed. These:
theories may generally be Eategorized as psychological, psychosocial,
psychophysiological and physiclogical.

One type of psychological theory of menstrual changes arises out
of psychocanalytic theory. The psychoanalytic view emphasizes childhood
experiences and individual attitudes tow;rd femininity as determinants
‘of premenstrual and menstrual symptoms (Smith, 1975). Anxieties and
conflicts about sexuality (Ivey & Bardwick, 1968) and a rejection of, or
lack of comfort in the mature feminine psychosexual role bhave been
suggested as related to premenstrual tension (Fortin et al., 1938;
Paulson, 1961), Smith (1975) points out that psychoanalytic studies of
premenstrual and menstrual disturbances have not generally been of high
quality. | |

Psychosocial factors have been suggested as playing a part in
determining premenstrual and menstrual distress. The conditioned
acceptance of cultural stereotypes has been implicated as leading to the
expecgtion of negative symptoms (Koeske & Koeske, 1975; Paige, 1971;
Fuble, 1977). A few lin_es of research have lent some indirect support to
the hypothesis that sccial expectationé- or attitudes influence

menstrual-related symptoms. Paige (1973) related degree of reported
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menstrual distress to religious affiliation, general illness behaviour,
and various othér socialization factors. Paige's (1973) resulis seemed
to indicate that learned social atti.tud&s have an influence on womens'
reactions to the menstrual cycle. Wamen may thus learn to attribute
physical discomfort to menstruation. May (1976) found differences in
attitudes and feelings between wamen -v:h;o were most dgprESsed
premenst.fually versus those who experienced a low during menstruation.
Levitt and Lubin (1967) observed that women with unfavourable attitudes
to neﬁstrﬁation tended to report more intense menstrual complaints whilé
Di Nardo (1975) found a relationship between positive. body attitude and
fewer menstrual cycle symptoms.

Parlee's (1974) findings suggested that women have expectations
concerning menstrﬁal—related cyéle changes that form stereotypic beliefs
about such changes. Women may have such expectations for their own
experiences. Ruble (1977) found that when women were falsely led to
believe they were pramenstrual, more negative symptoms were rip_)_orted
than in subjects in the same phase of the cycle who.were induced to
believe they were intermenstrual.

The results of Koeske and Koeske (1975) showed that general
cultural expectations may predispose women to react to menstruation in a
certain way. Subjects displayed a specific pattern of attribution in
linking negative m::ods to the premenstrual phase. This attribution

pattern links negative moods to the premenstrual state and positive

msods to external factors. It was also noted that this pattern may
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result in the retrospeétive exaggeration of the recall of negative
moeds.

In summary, reseach of psychosocial factors indicates that complex
gociocultural factors may influence the effects of the menstrual cycle
on mood and behavior, while.the psychosocial point of view does not «deny
that hormonal fluctuations may also play a role (Lips, 1978).

Psychomyslologlcal theories acknowledge both phys:.ologlcal and
cognitive factars in their account of premenstrual symptcmatology. Based
on Mandler's (1975) theory of emotion, which is partly an extension of
Schacter and Singer's original work (Schacter, 1964), these thecries
generally postulate that a premenstrual rise in autonomic arousal
' intergcts with cognitive expectations to produce an experience of_nnod;
For example, Asso (1978) proposed that premenstrual arcusability would
prime 4 waman for intense emotional experience. Cognitive factors would
determine the manner in which the arcusal is labelled and experienced as
an enatioﬁ: Premenstrual negative affect would arise fram the gereral
expectancy of a .ﬁegative prenenstrual mood  and personal‘ negative
expectancies related to the menstrual pericd. This wéuld, in turn,
increase physiological arcusal in a syneréistic spiral. From he;;
research findings Rodin (1976) afgues that expectancies that aré
confirmed by later experience would help to counteract the physiological
arousal,. Thus, in contrast to the model of Asso (1978), this theory
predicts that expectancy of negative moods premenstrually may actually

reduce the experience of negative affect. Further res_farch is needed to
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support or disconfirm the predictions "of the two psychophysiological
models of premenstrual distress that have been briefly described.

A number of theories that have been proposed regarding the
eticlogy of menstrual cycle changes may be categarized as physiological
theories. These theories poéﬁ}:ulate a pathophysiclogic mechanism as béing
involved in the etioclogy of premenstrual tension. In ge.neral, cyclic
fluctuations of estrogen and/or progesterohe are linked to affective

changes  either by a direct action of these hormones within certain

centers of the CNS (such as the limbic system or hypothalamus), or by an -

indirect mechanism. Indirect action theories suggest that the
alterations in levels of estrogen and/or progestercne affect levels of
CNS neurotransmitters or related enzymes which, in tur.n, cause the
menstrual-related symptams. Variocus hypotheseé that.'have. been proposed
with respect to pr)emenstrual tension represent extensions of “the
indirect acticn theories. The major hypotheses to be examined are the
moncamine oxidase (MAO) hypothesis, the renin-angiotensin aldestercne

hypothesis, the prolactin hypothesis, and the hypothesis of aqitamin B6

deficiency. Following a brief discussion of other hypotheses,@l e..

major indirect action hypotheses, a sﬁrvey of the evidence related: to '

the direct action theory of premenstrual tension will be presented.

{

| A wide variety of eticlogies of menstrual cycle" changes h‘}&? been
including nutritional deficiencies ‘(Abraham, 19807,
in prostoglandins. (Harrcbin, 1979), fluctuations of
androcgens (Bancroft et al., 1983), s‘ubclinical‘hgzpoglycemia (Morton,

1950), changes in central monoamines (Rausch & Janowsky, 1982), and
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preﬁenstrual changes in levels of endorphins (Giannini et al., 1984;
Halbreich & Endicott, 1981; Reid & Yen, 1981, 1983). Most theories we.ré
derived from the known behivioral effects of these substances,
-alterations in their activi{ or amount over menstrual cycle phase, or
their role in mediating an ‘interaction between gonadal steroids and
biological substances with relevant behavioral effects (Rubinow & Byrne,
1984). For reviews of the numerous etiologies the reader is referred to
articles by Rausch and Janowsky (1982} and Reid and Yen (1981, 1983).
MRO is an enzyme which metabolizes and inactivates catecholamines.
The MAD h);pothésis is cloéely related to those theories emphasizing the
role of brain catecholamines and related e.nzymes as the physiological
basis of affective disorders, such as depression (Baldessarini, 1975;
Schildkraut, 1965). According to such theories, high levé_ls of MAO would
be associated with low catecholamine activity and this is believed to

have a depressant effect. Indeed, MRO inhibitors are believed to be

effective as a treatment to relieve depression.

Briefly, the MAO hypothesis postulates that the gonadal hormones
affect levels jf MAO. The levels, in turn, affect catecholamine mediated
neural activity in the brain and so lead to psychological states of
depression and irritability (Grant & Pryse—Davieﬁ, 1968; Klaiber et al.,
1971). .

Indirect evidence has been offered to supﬁort the MAO hypothesis.
Such evidence includes reports of a late luteal phase rise in MAO
activity in the endometrium (Grant & ?ryse—Davies, 1968), Aor a rise in

-
1

plasma MMO levels in the luteal phase (Klaiber et al., 1971). BAn
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association between the highest probability of depression, elevated
endametrial MAO activity and a highly progestogenic oral contraceptive,
as opposed to a highly estrogenic preparation, led to the proposal trhat
progesterone stimulated MAQO metabolism changes which' played a rol: in
the occurance of depression (Grant & Pryse-Davies, 1968).

In contrast to plasma levels, low platelet MRO levels have been
reported in premenstrual monkeys (Redmond et al., 1975), and wamen,
where peak MAO activity was noted during the mid-cycie phase (Belmaker
et al., 1974). Furthermore, a relationship between a global scale of
menstrual mood variation and measures of platelet MRO activity could not
be demonstrated (Belmaker et al., 1974).

Various authors have pc;inted to a large number of assumptions
required by the MAO hypothesis that remain to be ﬁli&t@ (Cullberg,
1972; Parlee,'-1973; Ruble et al,, 1980). For example, the assumption
that peripheral measures of- MAO 'activity (e.g., bloecd plasma,
endametrial MAO, platelet MAO) reflect CNS levels has not been E-irectly
verified. An additional diffidulty concerns the manner in which steroid
hormones affect MAO levels., Only indirect evidence is currently
available showing that the sex hormones may affect MRO activity or the
metabolism of catecholamines (Youdin et al., 1974). cﬁllberg (1972)
points out that a further problem may be encountered with the MAO
hypothesis when considering the assumption that mental symptoms, such as
those reported with oral contraceptives, are actually typical of the

endogenous depressive syndrome,
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In summary, a con_si'derable number ..of reviews of the MAO hypothesis
have‘ regarded this hypothesis as far "from éta.blished due to untested
assumptions, inconsistent findings: and methodological difficulties
{Parlee, 1973; Ruble et al., 1980; Steiner & Carroll, l973‘). -

Janowsky- et al. (1973) have“ argqued tﬁat activation of the
renin-angiotensin aldoste_roi'_xe sy;;tem may be responsible for premenstrual
" tonsion. Thié hypothesis is related to studies documenting increased
urinary excretion of aldostercne during the lut:.esal as opposed to the
Eoli.icular phase in nor:ml Eml%%duing the menstrual cycle (Reich,
1962): similar changes have been rep&gteﬂ in the secretion rate of
aldosterone (Gray et al., 1968) and in plasma aldosterone levels
(Schwartz & Abraham, 1975).

' The luteal phase rise m aldosterone secretion is believed to be
the result of increased act:ivity of the renin-angiotensin svstazm.
Sundsf jord and Aakvaag (1570) observed plasma angiotensin II levels
during the luteal phase to be about twice that of the follicular phase.
They suggested that an ‘i.ncrease in progesterone secretion leads to
scdium loss through the kidneys which in turn leads to an increase in
th; secretion of renin and angiotengin. The rise in angiotensin would~
then lead to an increased aldcsterone secretion. This postulated:
saquence of e\f'"énts was subsequently supported by cbservations of plasma
renin activity and aldosterone levels (Katz & Romfh, 1972; Michelakis et
al., 1975). Support for the hypothetical role of progesterone is added
by the findings that no changes 'in plasma renin activity or plasma.

aldosterone levels are observed during anovuiatory cycles when
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progesterone and pregnanediol secretion dié not rise during the.luteal
' _phase (Michelakis et al., 1975; Sundsfjord & Aakvaag, 1970).

) Janowsky et al. (1973) related activation of the renin-
angiotensin aldosterone system to premenstrual disturbances by their
findings of luteal phase increases in negative affect, urinary sodium
and potassium excretion and body weight in college women., These authors

speculated that since angiotensin has been shown to exert effects on

behaviougs“and tral neurotransmitters in animals, angiotensin may be

the Zgent res_ponsible for prerrensﬁruél negative affect. As peinted cut

Steiner and Carroll (1977), this study encounters some difficulty
with respect to the global measure of 'negative affect'. The glcbal
measure may include a number of symptoms not necessarily belonging to
the same categery. Furthermore, the measure of urinary sodium/potassium
ratio provides only indirect evidence of presumably increased
aldosterone secretion.

A number of additional lines of evidence serve to cast doubt on
the wvalidity of Janowsky's argument with particular reference to the
renin-angiotensin-aldosterone hypothesis. For example, same Studies have
found plasma aldosterone levels in patients suffering from premenstrual
tension to be no different from control values (Munday et al., 1977;
Munday et al., 198l). The temporal activity of plasma aldosterone which
- shows a rapid drop six or seven days prior to n'-enstmation (Kat':z &
Romfh, 1972; Michelakis et al., 1975), does not correspond to the
argment of * Janowsky et al. (1973) that angiotensin is responsible for

late luteal negative affect a.;'ld fluid retention (Steiner & Carroll,



”r:eported to be significantly higher throuéhout the menstrual cycle in
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1977). Several.studies indicate that premenstrual tension can occur in
menstrual -cycles whichl are anovulato-ry (Adamopoulos - et al., 1972;
Ande.rsgh et al., 1979; Benedek-Jaszmann & Hearn-Sturtevant, 1976), and
as already mentioned, changes in the renin-angiotensin-aldostercne
system do. not occur in anovulatory cycles. The contention that
angiotenisn is responsible for preme.nstrual' negative affect is thus
rendered less likely. In conclusion, the hypothesis that changes in the

renin-angiotensin-aldosterone system play a significant role in the

" occurrance of premenstrual tension has not been consistently nor

' convincingly supported.

Horrcbin (1974) was the first to suggest that the hormone
prolactin could play an important role 1in ée etiology of the
premenstrual syndrome as prc;lac:tin has l?jor actions on the gonads and
on fluid and electrolyte balance. Friesen et al. (1972) and Vekemens et
al. (1977) found prolactin to be increased premenstrually in some wamen.
Subsequently, Halbreich et al. (1576}, n;:ting that prolactin causes

water, sodium and potassium retention, compared subjects with

premenstrual symptoms  to 'gsynptonatic vmen; Prolactin levels

the symptomatic wamen as compared to their control group.

Other researchers (Brush, 1979; Munday, 1977) found prolactin

levels to be higher in premenstrual sufferers ‘with concomitant low |

progesterone levels, or found plasma prolactin levels to be ‘higher in

the luteal than the follicular phase in the premenstrual tension
’ !

subjects (Andersch et al., 1979). Conflicting results were reported by

7-_



levels over the menstrual cycle in wanen with  premenstrual
tension.

Recently, Backstrom a‘nd Aakvaag (1981), and OQ'brien and Symonds
(1982) found no difference between luteal phase prolactin levels in

premenstrual syndrame subjects versus controls

Steiper et al. (1984a)
found no difference in the cirgadian hormonal secfeto
serum prolactin in two women suffering premenstrual tension syndrome
versus two asymptomatic controls. Furthermore, Steiner et al. (1984b)A
found no evidence of abndrmal prolactin levels in 37 women suffering
from premenstrual tension syndrome. According to Abplanalp (1983a) the
original enthusiasm of advocates of the prolactin hypothesis such as
Carroll and Steiner {1978), reg;arding.the potential role of prolactin in
premenstrual symptomatology, has considerably dampened.

It was initially suggested by the Biskinds (1:942, 1943} that a
vitamin B complex deficiéncy may be related to premenstrual
symptomatology. It is now known that vitamin B6 (pyridoxine} plays a“
role in the regulation of braini monoamine  preduction, as byridoxilr;e in
the form of pyridoxai .ph phate acts as a coenzyme in tryptophan

metabolism and in the-synt of dopamine. It is therefore likely that

a Jlack of pyridoxine would 11 both dopami/rgg -synthesis and the

~.

synthesis of serotoi.in from tryp an, Since an incorrect \bBIaqce of

these brain moncamines has been implicated _fm" a variety of rrooci‘ and

behavioﬁi' disorders such as depression--({.e’l’pin & Oxenkrug, 1969; Winston,
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1969), a functional deficiency of pyridoxine could be the basis for
premenstrual depression (Rose, 1969). _

'Pyridoxine has been successfully used in the treatment of
depression in cral contraceptive users (Adams et al., 1973; ﬁaunblatt &
Winston, 1970; Winsﬁon, 1969.). Based on literature concerning
interac,tions of pyrido;ci.ne and ‘ste.r:oid harmones, it has been speculated
that the depressed affect in oral contraceptive users and women with
premensi‘;rual dysphoria is related to an estrogen—induced deficiency of
pyridoxal phosphate (Rose, 1978). Such a deficiency would then be
proposed to lead to a reduced/biosynthesis of serotonin fram tryptophan. @

Ancther possible mechanism of action of pyridoxine in premenstrual
dyspho‘ria is related to the postulate that increaséd prolactin secretion
plays a role in t.'_his disorder (Carroll g Stéiner, 1978). There is
evidence that the administration of pyridoxine, such as in the treatment
of depressié:m m oral contraceptive users, would serve to éuppr%s
pralactin secretion pre.sumably- by augmenting dopamine bioéynthesis
(Delitala et al., 1976; McIntosh, 1976).- Other studies, however, have
failed to demonstrate that pyridoxine administration leads to .a
significant and consistent dopaminergic effect- {Canales et al., 1976;/
Husami et al., 1978; Talis et al., 1977). '
In sm'lmary-, it is possible that a pyridoxine deficiency is
- involved in premenstrual dysphoria. H er, the exact mechanism(s) of
the action of pyrido:dne in this disorder awaits confirmatieon. It mast
further be deftonstrated that a cyclic vitamih deficiency exists in

patients demonstrating premenstrual dysphoria. . The relationship between
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horimna_l metabolism and pyridexine also awaits clarification before the
hypothesis of a vitamin deficiency in relation to premenstrual dysphoria
may be fully substantiated.

Many ‘theories of hormonal etiology of the ‘px:emenstrual syndrome
- have focused upon changes in ovarian estrogen or progesterone secretion.
various ,investicjators have hypothesized that the syndrome is caused by
an excess or deficiency of one hormone or the other, an imbalance of the
"two hormones, or a withdrawal reaction to either of these hormones
(Smith, 1975). The literature concering steroid hormone changes in the
premenstrual syndrome remains controversial, partly due to a lack of
uniformity in describing the category of premenstrual symptomatology
invest.igated.

The pattern of hormonal change most consistently advanced as a
cause of premenstrual symptoms 1is that of either elevated estrogen

levels or an increased ratio of estrogen to progesterone. A number of

early papers lent support to this contention (i-‘rank, 1931; Israel, 1938;

Morton, 1950; Widholm et al., 1967).

| Despite speculation| based on early studies, the preponderance of
iater evidence did not ipdicate a clear relationsh.ip iaetween ovagian
hormone changes and the pr nsﬁrual syndrome. Studies on the levels of
estrogen and/or progesterope in subjects described as having the
premenstrual syndrame have \provided a myriad of inconsistent and
contradictory results. some researchers have concluded that

abnormalities in the endocrine parameters investigated were not a

feature of the premenstrual tension condition (Adamopoulos’ et al., 1972;

e
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| ‘_AI‘aylor, 1979a). Others have reported lower progesterone levels during
the midluteal phase (about days 8-5 before menstruation) in premenstrual
tension sufferers (Munday, 1977; Munday et al., 1981) as well as higher
pfemenstrual oestradiol levels (Munday et al., 198l) as compared to
controls. Q'Brien et al. (1980) found women demonstrating the
pramenstrual syndrome to hav? a higher pro\cg{:\e\rone ;:oncentration thaI; ~
controls during the post ovulatory phase of the cycle but not during any
other phase. In contrast, a recent study by Dennerstein et al. (1984)
found significantly lower pregnanediol values during the follicular and
luteal phases in women with complaints of premenstrual tension as
compared to a matched control group. Backstrcm et al, (1983) found no
differences 1in prog'esté_rone or estradicl levels in wamen with high
premenstrual mood change ve.fs_us women with low mood change,
Tt is difficult to account "for the i‘h'corisistent results of
i}westigators in this field, but the criteria by which patients are
Melected may be an important factor. Moos (1969) emphasized that within
the larger group of women reporting premenstrual symptoms, there exists
subgroups of women with various constellations of symptoms. It is
possible that different symptom sybgroups rréy be related to different
psychophysiological mechanisms. The use of a tétal synptc;m rating of a
broad range of synptomatology would serve - to group women with different
conditions.‘ It would thereby obscure any real differences in steroid
hormone changes over the course of the r?enstmal cycle. Indeed, _ in

investigations of estrogen and progesterone levels, the symptomatology

of the group labelled as having the premenstrual syndj:one is very

L
e,
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difficult to compare across studies. Assessments of premenstrual
‘symptomatology ranges fram vague descriptions (Adamopulos et al., 1972)
to ratings on a daily symptom rating scale (DSRS) (Taylor, 1979c), or a
premens£rual mood index (O'Brien et al., 1980) and often included a wide
variety of affective and somatic complaints. From a review of the
literature, Carroll and Steiner (1978) point cut that the confusion and
disagreement in studies investigating hormonal levels may be attributed
to this lack of ﬁniformity as to what type of premenstrual symptoms are
being described. They propose that two major types of premenstrual
dysphoria (i.e., premenstrual depression and premenstrual
anxieﬁy—irritability} are separate conditions. Although they acknowledge.
that these two conditions could coexist in some women, they 1?¢féate
that studies including a clear differentiation between the two/ groups
lead to a more consistent picture of hormonal patterns.

» A number of researchers have investigated the pos : ility that
certain affective symptoms may be relatTd to altered premenstrual
steroid hornnné levels. 1In these studies, subjects were designated as
having the specific premenstrual dysphoric symptoms of either depression
or anxiety. The . premenstrual 'symptomatology to be considered was,

therefore, more narrowly defined in these studies as an affective type,
| as opposed to those using the criteria of the more general 'premenstrual
syndrame'. Evidence from studies investigating horinonal levels in women
with premenstrual anxiety appears to provide some support to the
hypothesis thatdwéhe relative balance of estrogen to 'progesterone is.

indicative of this type of symptomatology. Although premenstrual anxiety
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seems to be associated with an incr'eas.e in the estrogen to progesterone
ratio, the findings with respect to premenstrual .depression remain more
equivoéal.

Several studies have focused upon ovarian hormone levels in a
group of women suffering mainly from premenstrual depfession as opposed
to those demonstrating anxiety, irritability or edema. No general
pattern of ch;nges can be detected from this literature to date,
however, the possibility that an altered estrogen to progesterone ratio
may be associated with premenstrual depression has not been excluded.
Backstram and Mattson (1975) found that depression ratings in women
suffering from premenstrual tension were significantly correlated with
Jestrogen levels on day three premanstrﬁally. No significant correlation
was reported between progesterone levels and ratings of depression.
Other researchers have cbserved a slight lcwering of progesterone levels
in the 'depressive’ groups during the seven days precedi

no significént differences were found between depressiv

[jnlike the results reported by Smith (1975), Abraham observed lowered
estradiol-17B to progesterone ratios in patie.nté with premenstrual
depression during days eleven to four premenstrually (Abraham et al.,
1978), ' .

It is apparent fram the -above review of studies investigating the
relationship of steroid hormones to premenstrual depression that further

carefully controlled research with more precise symptem definition is -
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necessary to confirm whether any hormonal pattern(s) is related to
premenst;rual depression.

_Backstrom and Carstensgn {1974) found wacmen with' premenstrual
anxiety had a significantly higher estrogen to progesterorie ratio than
controls on days six to three before menstruation. A further study by
Backstom and Mattson {(1975) found that symptom ratings of premenstrual
anxiety and irritability were significantly correlated with estrogen
levels (days four a;ld three premenstrually). The findings implied that
the patients with high anxiety and irritability scores also have high
plasma estrogen levels. Even more recently, Backstrom et al. (1976)
showed that women suffering from premenstrual anxiety demonstrated
elevated estrogen levels (days 5-2 preiT\ens'g:rually) and io.ver
progesterone levels (days 8-4 premenstrually) than controls. Abraham
presented evidence similar to that reported by Backstrom and his
associates, on estrogen and progesterone levels in wamen with
premenstrual anxiety-irritabilit$ (Abraham et al., 1978).

Fram a review of the available evidence on ovarian hcrmone levels
in subjects wifh premenstrual anxiety-irritability, it may be concluded
that the specific pattern of an increased estrogen to progesterone ratio
could accompany premenstrual dysphoric symptoms of anxiety. This
elevated ratio appears to be the result of increased estrogen levels
alone, or in cohjuncﬁion with lowered progesterone concentrations. This
conclusion, however, awaits confinnation using a more precise definition

and discrimination of premenstrual mood changes.



The reason for an altered ovarian steroid pattern such as the one
that may be _associéted with prenehstrual anxiety remains obscure.
Backstfom et al. (1976) observed elevated FSH levels in their
premenstrufal group during the earlly luteal phase. They suggested that
low ovarian steroid levels early in the luteal phase in their
premenstrual anxiety group may have caused ‘the increased FSH secretion.
Elevated FSH levels would stimulate proliferation of a second get‘of

.follicles, which in turn would lead to a rise in estrogen in the late

luteal phase, however, no progesterone would be produced in the
follicles. According to this postulate, the follicles would then regress
due to inhibition of FSH secretion that occurs at increasing estrogen
levels. Other researchers have speculated that lowered progesterane
secretion in the luteal phase may be due to an imbalance between
prolactin, FSH, and ILH levels at the time of ovulation resulting in an
adverse effect on steroidogenesis by the corpus luteum (Brush,‘1977;
Munday' et al., 198l1). Evidence that prolactin reﬂuces progesterone
productioh by corpus luteum cells has been described in in vitro
experiments by McNatty et al. (1374).

Other mechanisms have been proposed to account for increased
estrogen lévéls, such as those which may be adssociated with premenstrual
anxiety. Frank (1931) pospula&eﬂ that the excess estrogen is due to a.
decreasgd. renal. clearance of estrogen and Biskind (1943) proposed  a
decreased liver metabolism of ‘estroger; as a reéult of vitamin B complex

deficiencies.
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Evidence described earlier has indicat-ed that raised levels of
estrogen are associated with prarenstfual anxiety-irritability. Several
mechanisms by which @arim hormones might exert an effect on mood in
the premenstrual disorders have been proposed. One explanation for
estrogen-related mood changes takes into account the possibility of a
direct or ?.rEirect effect of estrogen upon central nerveus system
structures such as the limbic system. Weoolley and Timiras (1962) have
shown, in rats, that estrogen decreases the electroshock seizure
threshold and that progasterone counteracts the effects to a certain
extent. It was also shown by Timiras {197L) that in rats, the
microelectroshock seizure threshold in the hippocampus is decreased by
estradiol. Furthermore, the rate of stimulation of animals with
electrodes implanted in hypothalamic self-stimulatdion areas can be
reduced by estrogen injections into those areas and increased by
progesterone (Campbell, 1968). Estrogen-also appears to accumulate in
‘the limbic system (Zigmond '& McEwen, 1970).

Furthermore, estrogens appear to be capable of modulating the
functional amounts of neurotransmitters such as the catecholamines ané

ifying MRO activiﬁy. For example, estradiol ‘has been shown to be
capable of blocking the action of noradrenaline on pinealocytes (M;étrks
et al., 1972). The work of Stumpf (1971) suggests that noradrenaline and
estradiol may occupy the same binding sites in the hypothalams.
Estradiol has been found to decrease and gholine acetylase activity
in certain areas of the hypothalamis (Kobayashi et al., 1966). The

foregoing evidence suggests that it is not improbable that stezoid
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hormones play a role in premenstrual mocd alterations thrdugh effects
upon the central .nervcus system..

Iﬁ is interesting that a hormonal profile of an elevated estrogen
to progesterone ratio may accompany symptoms of premenstrual
anxiety-irritability. The hormonal profile could, in fact, indicate
biological differences between. women who suffer from premenstrual

3
anxiety and those who do not. However, the demonstration of an

association between sex steroid profiles and a certain affective symptom
during the premenstrual phase is not proof of a cause-and-effect
relationship. The timing of hormonal changes occuring earlier in the
cyti'le could predispose certain individuals to respond to the biochemical
changes taking place praren_f;trually with psychologicalt s_gn\pfton's.

It is important to note that any theory attending énly to an

increased estrogen to progesterone ratio as the indicator or cause of a

T

- certain negative affect premenstrually encounters a major difficulty.
This difficulty is the fact that during the first half of the ﬁenstrual
cycle there are high levels of circulating estrogen and very little
| progestérone. In view of the fact that mood disburbance are not
generally assocfated with the first half of the cycle, it is unlikely
that a simple relationship of mood to an imbalance in the; ratio of
estrogen to progesterone is in operation. The existence of some other
factor may be postulated, that gserves to render this hormonal imbalapce
irrelevant at all times with the exception of the luteal phase of\ the

cycle. In effect, a mltifactorial Eheory that takes into account

hormone interactions may be necessary' in order to elucidate the

—
2
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relationship -between a particular hormonal profile and the premenstrual

mood disturbance.

'In contlusion, no consistent data supports any single proposaed
etiology of the premenstrual syndrome (Rubinow!& Byrne, 1984). It seems
’t:.hat no detectable and consistent hormonal ormality has been found to

differentiate prenenstruai symptom sufferers |fram those with no symptoms

"

(Clare, 1985). Halbreich and Endicott (198 }/-urge*that researchers

adopt a multivariate imbalance hypothesis of the pathophysiology of
premenstrual changes. Women with different subtypes of premenstrual

changes would . be idenfified and repeated measurement of the dynamic

rrultiple‘ balance of biclogical variables would be conducted. These

authorst hypothesize that wvariocus carefully specified sybtypes of
premenstrual changes may be associated with differéut and only partially

overlépping biological mechanisms.

General Methodological Issues

Methodological ‘broblems have rendered difficult the extent to
which one can interpret and generalize the results of much of -the

research on premenstrual symptomatology. One major problem has been the

previously mentioned lack of a consensus on the definition of"

premenstrual syndrame (Halbreich & Endicott, 1985a). This lack of a

cammonly agreed upon definition has led to the creation of numerous
terms to denote the timing of symptems. ‘Premenstrual’ has been used to
refer to a variable number of days including its definition as the last

six days of the luteal phase plus the first two days of menstruation



34

(Kramp, 1968). ‘'Premenstrual' has also referred to symptoms cccuring
only during the premenstruum or é.yrrptms which may be present throughout
the cjfcle but accentuated premeastrually. The issue of‘ the nature of the
baseline against which premenstrual symptoms should be measured is
unresolved. Some researchers, However, have suggested a focus on the
degree of 'chénge' in symptoms rather than\l::.he intensity of symptom
'occurance' (Ganmon, 1981; Halbreich & Endicoté,\ 1985a).

The term 'paramenstruum’ was defined by Dalton (1964) as referring
to ;'.he four days prior to and the four ;iays following the on;et of
menstruation and this definition is still in use (Dalton, 1977, 1984).
Taylor (}979{:) used the term ‘'perimenstrual' to refer to symptoms
occuring 'about' the time menstruation commences. Some researchers state
that -premenstrual symptoms must, by definition, vanish with the onset of
menses (Dalt'on, 1982; Halbreich & Kas, 1977; Steiner et al., 1980a;
Sﬁtherland & Stewart, 1965). The terminolcgy relateds to the symptoms is
confusing, unfortunately seems to be proliferating, and it alsgQ renders
cross-study comparisons almost impossible. .

No commonly agreed upon definition of menstrual cycle phases have
been used in the research‘(Abplanalp,‘ 1983b; Rossi &..Rossi, 1980). This
ve;riability in the numbex of cycle days as representative of a cycle
phase leads to further confusion and incomparability of results. Phase
definition has varied from a broad categorization of Irenstruall and
- intemenst.rual to "adebting a five phase definiton (i.e., menstrual,
follicular, ovulatory, luteal, premenstrual) (Rossi & Rossi, 1980). One

review of studies examining premenstrual arcusal found 'premenstrual' to
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be variably defined, ranging from day 15 to day 28 and phase intervals
varied from two weeks to one day (Asso, 1978). Many studies use ﬁhe day
of onset o;f ménses as the cycle marker, but women do not demonstrate
invariable cycle lengths and. hormonal events cannot be presumed to
proceed in an invariant pattern for every cycle (Dennerstein & ﬁbraham,
1682). Whe.n not directly addressing hormonal events, which cannot be
deduced from the onset of menses, menstruation onset, is an easily
recognized and reported marker.

Strictly defined, the prexrenstru._al phase should be c¢haracterized
by biolcgical markers such as the measurement of declining estrodiol and
progestercne levels. Measurements of basal (morning) temperature have
also been used to determine th}a beginning of the luteal phase, with
menses expected fourteen days after the determined day of ovulation. The
accuracy c;f basal temperature ra.tings to predict ogvulation has been
seriously questioned (Halbreich & Endicott, 1985a; Lenton et al., lé??)
and the frequent determination of plasma hormone levels is probably not
acceptable to many normal ambulatory \:foluntee_rs (Halbreich & Endicott,
1985a).

Different techniques have been used to organize data from cycles
of different lengths. Same authors simplify the matter by selecting only
parts of the cycle for measurement such as three days in each phase of
interest. This method vields the least data, and is subject to the
failings of a minimal sampling technique. Other researchers only include
waren with cycle lengths of less than 28 days, however, this seems to

averly bias the sample. Daily recording of syimptoms, or a modified daily
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recording (e.g., measuring daily from a part of the follicular phése,
and then.aaily from day 19 or 20 until‘onset of menses) resulﬁs in the
necessity of a method to deal with‘ cycles of differen£ lengths
(Abplanalp, 1983b). J
. One method to manage unequal cycle‘-lengths ~is to assume an
arbitrary length of cycle such as 28 days and squeezé longer cycles
together while proportioﬁally lengthening shorter cycles (Moos et al.,
1969). Another technique is to assign cycle phase by counting backwards
from tﬁe onset of menses (reverse cycle day). This method of
stardardization of cycle length assumes the often noted 'contention that
irregularities in length ocgur before ovulation and the time between
ovulation and onset"of menses is relatively constant (Dennerstein &
Abraham, 1982). The reverse cycle day method allows one to include
" luteal phase measures according to individual subjéct cycle length
patterns. i | |
additional methodological problehs are introduced by theAmethqd of
selection and description of subjects (Rubinow & Byrne, 1984). Studies
have usea a variety of pﬁpulations which included subjects who have
attended premenstrual tension clinics (Freeman et al., 1985; Sanders et
al., 1983), infertility clinic population (Slade, 1981}, patients of
general practitioners (Clare, 1983), college populations. (Swandby,
1980), 'normal' wamen who are symptamatic and not seé_king treatment
(Sanders et al, 1983), and 'normal' wamen (Little & Zahn, 1974;
Taylor,1979¢c). Some authors exclude all wamen with a history of

psychiatric disorder (Haskett & Abplanalp, 1983). The hetercgeneity of
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the subject groups makes cross-study comparisons difficult, however the
need to study different samples of wamen is acknowledged. Unfortunately,
in many studies subjects are inadequately described and in addition to
age, many variables such as oécupation, marital status,"use 'of oral
contraceptives or other medication are not included.

When there is a need for subjects with severe premenstrual changes
for studies such as those evaluating treatments, women seeking treatment
are a suitable subject group. To study a wide range of severity and
phenomenology, Halbreich and Endicott (1985a? recommend the use 65
entire specific groups lsuclh as man'belrs of clubs or classes of students.

Another major methodological problem: in research on the menstrual
cycle is that inadequate attention has been'\ given to controlling the.
demand characteristics of the research (Wilcoxon et al;, 1976). ‘ In
general, subjects have been aware that t_hé experimenter was studying the
menstrual cycle. Tﬁe effect of subject é_xpectancies on symptom reporting
was illustrated by Ruble (1977). Women showed increased reporting of
premenstrual symptoms when deceived into believing they were about to
begin menstruating. As Bancroft and Backétrom (1985) point out, the
significance of this finding was lessened by the fact that women with
severe premenstrual symptoms were not included in the:study. It was alsg
not shown that symptom reporting could be lessened or avoideﬁ by
deceiving premenstrual women into believing they were not about to
menstruate, Furthermore, findings that 1in a double—blirid study
premenstrual symptoms can continue in the absence of the uterus .

(Backstrom et al., 198l), imply that expectation of menstruation cannot
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sufficiently explain premenstrual synptomtologﬂ. The findings of
Beumont et al. (1975), where cyclic mood changes were not detedted after
‘ hysterectomy, seem to provide contrary evidence to the results. of
Backstram et al. (1981). In the subjects of Bemont et al., (1975),
however, it was not established that the:if' subijects suffered cyclic mood

changes prior to their operation. ’ | |
The methodological difficulty posed by the effect of demand
characteristics may be dealt with by obtaining menstrual data \m
retrospect. However, evidence has, been cbtamed suggesting that
retrospective questionnaires may elicit sterectypic responses (Parlee,
1974). Given that menstrual cycle research is an er;terprise concerned -
solely with a female phencmenon, and the abundance of stereotypic
notions and implications regarding sexual differenc&;\,' experimenter bias
my also pose a problem in this type of research. Abplanalp (1983b)
considers the potential effects of demand characteristics on
premenstrual symptom research. It \-v’aas concluded that it is overly
simplistic to rectg’.fy th:.s problem by disguising the focus of Istudies in
the future. This ‘conclusion is based on ttie fact that the minorit*j of
wanen have severe premenstrual symptoms and these women must be
identified and studied. Yet the time and expense of disguised-purpose
prospective studies to find an adequate sample of thesé waren would be
prohibitive. Furthermore, same recer;t research evidence indicates that
the more severe the premenstrual chanqes dacfibed, the more likely they
are to be confirmed by daily ratings (Ealbreich et al., 1983; Halbreich

et al., 1982b). Evidence also’ ihdicates that for premenstrually
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symptamtic i-xman, the influence of extranecus factors such as cultural
beliefs was minimal (Abplanalp, 1983b),

| An additional major problem that has plagqued research on the
menstrual cycle is the diversity of assessment techniques. Idiosyncratic
methods of defining and rating symptams have led to difficulties in
camparing results across studies (Balbreich & Endicott, 1985a; Wilcoxon
et al., 1976). The‘ various methods of assessment that have been used
with regard to investigﬁfing affective variation over the menstrual

cycle will be examined in detail in a later section.

Affective Variation During the Menstrual Cycle

The questicn df whether affective fluctuations are associated with
phases of the menstrual cycle has led to a considerable amount of
research and speculation. The study of such episcdic recurrences of
psychological changes is potentially important ds a clinical problem of
phencmenological significance to many wamen. lﬁ‘I‘[t is also a valid tepic of
research as a potential illustration of a complex inte:raction SOf
phyéiological and psychological factors. |

The premenstrual occurrence of varigs negative eamotions
(described as irritability, hostility, ‘anxiety, depression,
restlessness, sad- ness, fatigue, tearfulness, tension, insecurity,

etc.) has been the freguent assertion of numercus reports. Little

' differentiation is made between the negative affects in the majority of

studies. -The incidence estimates of significant premenstrual dyspharia

range fram as low as 6% to as high as 95% (Galub, 1976b; May, 1976;



40

Steiner & Can'c;ll, 19775. Théy reflect the methodological confusion and
imprecision, as well as our u:xierlying.diffi,culty in understanding the
various symptom profiles of' premenstrual dysphoria. The samples have
varied greatly in terms of age, parity, and other demographic
characteristics.

Oo;;::pen and Kessel (1963) found moderate to severe premenstrual
" mood changes on up to 25% of their sample of wamen. Sutherland and
Stewart (1965) repcrted finding an increase‘ in premenstrual negative |
‘affect in up to 63% of their subjects. Irritability was reported by 60%,
depression by 633, and both irritability and depression by 45%. Mocs
(1968a) approximatgd the prevalence of mild-moderate negative affect to
| be 25-3%% and strong-severe dysphoria to be 3-13%.

Andersch and Hahn (198l1) found moderate and severe pramenstrual
irritability in 30% of a randomly selected group of women. Moderate and
severé premenstrual sadness (10%), anxiety (8%), and mild premenstrual
ir_rit.ability.(ﬂ%), sadness (27%), and anxiety (28%) were also reported.
Smith (1976) reports that fram ?:0—60% of women note a major mood change
premenstrually. -

'Weidege.r's (1977) survey_found 243 of the American women reported
only premenstrual physical symptams, 18% reported mood changes, while
46% reported a mixture of physical and amtional canplai'hts. The
epidemiological study of Van Keep and Lehert (1981) found irritability '
and moodiness was experiences by 37% of the sample, while in 9% it was
" reported as very severe, Tearfullness or depression was experienced by

18% of the sample and reported very severe by 5%.
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Woods et al., (1982) found premenstrual reporting of anxiety,
irritability, depression and tension to be 27%, 44%, 30% and 34%
respectively. Premenstrual irritability was rated as severe by 12% of
the:.r sample. Premenstrual symptom prevalence studies of mainly
university students have reported rates for irritability (70%, 33%),
depression (43%, 31%) and tension _(12%2\ (Sheldrake & Cormack, 1976:
Timonen & Procope, 1971).

As Smith (197S) poinﬁs-out, mood fluctuations are a. phencmenon
which may be observed only indirectly. Major approaches to the
measurement of affective changes during the menstrual cycle have thus,
been the use of thematic analysis of unstructured verbal material,
retrospective questionnaires and self-report checklists and rating
gcales. The results of studies using the above mentioned instruments
will be summarized and methodological considerations will be discussed.
A summary table of the results of these studies mr:-iy be found in Appendix
1.

As the majority of studies that have investigated affective
changes "have reported at least small cytélical effects, the general
conclusion that cyclic mood variations do occur is a persuasive one
(Dennerstein & Burrows, 1979). However, it must also be noted that
cyclic variations in moed show a gre%t deal of individual vériat_ion.
Furthermore, comparison across stusdie:stj is rendered difficult due to a
lack of methodological consistency.

Benedek and Rubenstein (1939, 1942) published the first study

which examined the relationship between menstrual cycle phases and
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moods. They correlated verbal therapeutic material of 15 patients with
rrénstrual cycle phase. These authors associated psychodyfiamic tendencies .
such as the tendency to an active heterosexual drive lwith the hormone
estrogen, aﬁd passi\'re—receptivgﬂ tendencies were associated with
progesterone. Since this classic study whiclr; documented mood changes in
a sample of pati/_et:t:s, mood shifts‘and the menstrual cycle have been
examined in non—-&linical populations.

Gottschalk et al. (l'§62) used psychoanalytic théory to devise a
quantitative system for scoring verbal free-association material along
the dimensions of two broad categories of affects; hostility (directed
outward and inward) and anxiety-fear. Using this content analysis
Eechnique {Gottschalk Free-Assocliation Test (FAT)), affective changes in

~a group of five women w_ere studied over the course of the menstrual
cycle. Although four of the five women showed s'ignifica;nt rhythmical
changes in the magnitude of at least one of the affects, consistent
cyclic fluctuations were not found (results attributed to the small size
of the sample). <

Later studies which utilized the Gottschalk FAT were able to

£

document significant cyclic affective fluctuations over the course of
the menstrual cycle in larger groups of normal women (Ivey & Bardwick,
1968; paige, 1971; Silbergeld et al., 1971). Premenstrual anxiety sccres

W

e found to be higher than those at ovulation (Ivey & Bardwick, 1968;
Pazge, 1971; Silbergeld et al., 1971) and higher premenstrual hostility

levels were also reported (Paige, 1971; Silbergeld et al., 1971}.

Studies in which the Gottschalk FAT was used have detected changes in

’\
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negative affect over the course of the menstrual cycle. THis is the case

apart from an initial investigation on a small number\ of subjects

P

(Gottschalk et al., 1962) and a recent study of phcobic pati; ts-(Villa &
Beecﬁ, -_].980), rost of whom were taking potentially mood altering
medication,

The evidence presented with respect to the Gottschalk technique’
mist be considered in light of the fact. that the psychoanalytic
theoretical hasis of t 'e FAT scoring system has yet to be confirmed
empirically. Furtherrmr. , the unstructured task situation provides
rather indirect and 'corrpounded indices of negative moods. This is true
insofar a:_-', silbergela et al. (1971) considers the Gottschalk results 3s
réﬁlecting an analysis of affect on the basis of preconscioud,
unconscious and conscious thought content. It 1is, therefore, r&;t
entirely clear what is being measured or whether this £echnique is af
better key to true feelings than self-report data. According to Sherif
{1980) an ambiguous task such as the ‘Gottschalk technique requires that
the subject herself structure it. It remains possible that women impose
a structure according to learned social attitudes about the menstrual
cycle, particularly when the subject knows the research. is concerned
with the menstrual cycle.

Another type of methodology that has been used to investigate mood
changes during the menstrual cycle 1is based upon the use éf
retrospective questionn fl% These questionnaires ask women to report
their memory of variousahis at different stages of the cycle. Studies

using retrospective data tend to find that reports of negative affective
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states (such as irritability, depression and tension), are assoeiated

with the premenstrual and/or menstrual phases of the cycde (Coppen &
Kessel,® 1963; Englander-Golden et al., 1978; Moos, 1968a;ySchuckitt et
al., 1975; villa & Beech, 1980).

Despite the consistent - results assoc1at31 with retros
reports of mood changes, major criticisms have been dlrected at this
type of methodology for the measurement of menstrual symptomatology
(Bardwick, 1976). The retrospective report is subject to various kinds
of biases, such as the fallibility of pemory. One obvious bias is that
responses may reflect cultural beliefs concefning what women are
supposed to experience during the cycle (Bardwick, 1976). Such
_stereotypic reporting is thought to be particularly probable when
subjegts ‘are aware that the stuéy is concerned with menstrual-related
changes. General beliefs that women normally experience a variety of
premenstrual symptoms may thus, result in exaggerated retrespective
reporting {(Ruble et al., 1980Q). \_,}

. The majority of studies investigating affective changes by Ithe use
of non-retrospective self-report cﬁecklists or rating scales have found
evidence of cyclic fluctuations in relation to the menstrual cycle. Many
repoi:ts, however, have failed to confirm this hypothesized relationship
between mood changes and menstrual cycle phase (Apblanalp et al., 1979a;
Endlander-Golden et al., 1978; Goiub §& Harrington, 198l; Lahmeyer et
al., 1982; Little & Zahn, 1974; Persky, 1974; Silbergeld et al., 1971;
slade, 1981, 1984; sSwandby, 1980; villa & Beech, 1980; Zimmerman &

Parlee, 1973). The evidence pointing to a lack of mood variation in
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relation to the menstrual cycle 1is certainly not sufficient. This is
especially true in light’ of the fact that across study cong;arison is
rendered difficult by many factors, These factors include subject
inconparabilitjr, tpe use of varied types of measurement devices, and
differences in testing desiZgn with respect to number of rating sessions
_and menstrual cycle phase definition. Prospective studies such as the
ones just cited suffer from a number of methodologicﬁél difficulties sﬁch
as small sample size (n = 8-21) (Lahmeyer et al., 1982; L'ittla‘ & Zahn,
1974; Persky, 1974; Silbergeld et al., 1971; Slade, 1981; Swandby, 1986;
Zimmerman & Parlee, 1973), & small number of rating sessions or a one
time self-report (Golub-Harrington, 1981; Persky, 1974; Villa & Beech,
1980), or a subject response rate of less than 50% (Slade, 1984).

The most Ffrequent assertion in the literature of self-reported
affective changes is. that fluctuations occur across the menstrual cycle.
The results of some of these studies will now summari zed.

The results of Moos et al. (]1?69) sh .ed anx‘iety and aggression
scores to be higher menstrually :amd 'premenstru;lly than at midcycle,
while pleasantness amli activation were lowest in the menstrual and
premenstrual phases. Their data also suggested a greater variability of
symptoms in the menstrual and premenstrual phases than intermenstrually.

A study conducted by May (1976) found 50% of a group of subjects -
to be most depressed premenstrually, while 40\% felt worse dgring the
menstrudl phase. May's (1976) notion of a possible menstrual rather than
a premenstrual peak of symptoms -in some subjects is supported by the

results of Beumont et al. (1978) and Wilcoxon et al. (1976). In the

e
K
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study of Wilcoxon et al. (1976.) the results also indicated that the most
important determinant of negative mood ratings is individual differences
among wamen. This deterrﬁinant was followed by stress-ful events (reports
. of which 'are affected by individual and social definitions of the
stressor as well as physiological changes), followed by phase of the

" menstrual cycle, |

Golub (1976b) found premenstrual scores of state anxiety and
depression to be significantly higher than those cobtained at midcycle‘.
The mean state anxiety scores for _premenstrual subjects were much lower
than that obtained by psychiatric patients and closer to mildly stressed
levels. The mean premenstrual depression scores were also mich lower
than the norms for depressed psychiatric patients.

Rossi and Rossi (1980) found the 1utea_l_ phase to be charactex-:ized
by “a significant elevation of negative moods and a siérlificant
depression of positivé moads ., AWhil@; the negative moods of the luteal
phase were psychological in character, those of the menstrual phase were
found to be scmatic in nature.

Sampson and Jenner (1977) studied one cycle in 19 women. They
fitted least mean square ‘'sine waves to daily MDQ-T data. Nine women
showed significant cycles for negative affect and eight peaked
premenstrually. They conclude that sine wave fitting may be used to
measure menstrual distress and that many 'normal' wéxnen do experience

- premenstrual difficulties. As they point out, however, their statistical
method does not necessarily indicate the specific day of maximal

symptoms or the number of days for which symptoms are present.

-
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A study by Taylor (1979c) resulted in findings of significantly
hﬂher means for négative emotidnal factors in the premenstrual and the
menstrual phases than during’ the intermnstrumn. Using ::'1 daily symptom
'rlating sc'a-le', Taylor found symptom timing to be ‘pe.rimenstrual' in that
symptoms inci’gaased 3-5 days before menstruation, were maximal the day
before or day after commencement of menstruation and subsided again in

3-4 days.

1

~

One explanation has been offered concerning any discrepancies that
may be found in the literature of cyclic mood changes and the menstrual
cycle. It is that those.studies showing cyclic affective fluctua;ions in
apparently 'normal' woinen may have included some women suffuring from
'premenstrual tension' in their normal groups (Abraham, 1978). It is,

therefore, especially important to examine women with consistent
premenstrual Tsympt:oms. These women may constitute the group of subjects
with significant mood fluctuations and in which endocrinological studies
may shed light upon the factors involved in their symptomatology. There
are only a few studies avfilable which have examined cyclic mood changes
in women who were enrolled in a treatment program for premenstrual
syndrome, or who were judged according to predetermined criteria as
specifically suffering fr-om premenstrual symptoms., These studies have
shown a premenstrual lowering of mood (Reynolds, 1969}, or premenstrual

anxiety elevation (Halbreich & Kas, 1977), or severe pramenstrual

‘symptom levels where emotional symptoms predominated (Freeman et al.,

.

1985).

™~



A study by Haskett et al. (1980) found a significant premenstrual
mrseni.ng'of s‘;n'ptavs, as measured by a variety of standard instruments,
in mrg$ﬁering from severe premenstrual tension. These authors
applied strIngent*- subject selection and scr'.e.ening criteria to identify
subjécts with a ‘pure' premenstrual tension syndrome. This selection of
a mrrehthi'ogeneous group of subjects indicates a new and promising trend
in ;;rarenstrua,l symptom research. Their results, however, that the
‘core' affective symptomatology of premenétrual tension 1is irri.'tl:ébi]_.,it'y,
restlessness, tension, and ) emotional 'lak:Silit‘y are not . e;sily
generalized. Among other requifenents, the__subjects were required not
~only to be free from psychiatric disorder but were required to have both
. physical and psychologica} premenstrual symptoms. The subjects were also
r:equirad to have premenstrual dysphoric symptoms for at least Six
pra:egding menstrual cycles and marked relief of symptoms at the onset
of menses, with symptoms ‘only' during tr;e premenstrual periocd. These
strict criteria do not ne;:essa:il.y address the 'core' affective symptoms
of the possibie group of wamen sfuffering only dysphoric and not physical
gresmnstrual °synptcmar.olog{:. Furthernore, 'severe' premenstrual
'dyspporia may not actually occur regularly over cycles. The ‘pure'
prerénstrual tension syndrome 6f these authors refers to the presence of
symptoms which are absent at other times. A premenstrual syndrome,
however, may be a significant premenstrual worsening of affective
;.;ynbtcxns"mich could also occur: intemehstrually.- Their research did

indicate how severely affected their 'sanple was in terms of
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symptamatoloyy, by comparison of scores to previously studied
populations and normative d.ata.‘

A more recent study by Baskett '.'and.Abpla.nalp' (1983) ‘tested
diagnostic criteria far pramnstrual tensiorilllsyndrcne in 24 syﬁptcmatic
volunteers. Daily reports of symptoms were subsequent‘;ly collected over
1.5 menstrual cycles. Symptom profiles from women meeting the diagnostic
and self-report. criteria for 'primary recurrent premenstrual tension
syndrare' (EMRS) ‘(_rl = 8) were compared with profiles f;cx'n subjects who
failed to meet ocne or both criteria (n = 15). A highly significant
mepstrual cycle nain:-effect was present for all scales of the Profile of
Mood States (POMS) rated daily. Negative mood scores. were higher
presnenst;rugnlly. A significant group by phase interaction effect was
present for all five negative affect scales of the POMS. Ocm;;aring POMS
negative mood scale scores to the norm;‘,, the premenstrual scores for
wamen meeting criteri;a (n = 8) were lower than the scores obtained from
psyc;hiatric patients., Premenstrual scores fdr wanen meeting criteria
were, however, higher than the premenstrual scores Eor‘ the asymptomatic
valunteers. These authors conclude that the diagnostic criteria and
report criteria for PMRS identified a group of women whose daily symptom
profiles revealed a severe and time-limited premenstrual disturbance.
The selecticn. CIitEIi‘gl were very strict as in the study of Haskett et
al. (1980).

The selection criteria of Haskett and Abplanalp (1983) illustrate
the assumption that there is but one premenstrual syndrome although it

may take many forms (Abplanalp, 1983a). This is evident by the fact that
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subjects were chosen on the basis of reporting moderate to severe
premenstrual physical and/or psychological symptams <(Baskett &
Abplanalp, 1983). The implicit assumption is that complaints of samatic
ar. emotional symptoms only, or a combination ‘of the  two types aré
treated as equivalent. '

Sanders et al. (1983) investigated a total of 55 women with narmal
ovulatory cycles. Twenty-two wamen had attended a pﬁemenstrual syndrams
clinic (clinic PMS group). The remainder were volunteers of which 21 had
a history of premenstrual syndrame (non-clinic PMS group) and 23 had no
history of premenstrual syndrame (no PMS group). Most affective items
loaded on the 'well-being' component of their principal components
analysis. Self-ratings of 'well-being' reached a mam.rmm in the late
follicular phase and significantly declined during the luteal half of
the cycle. This occurred in clinic and non-clinic PMS groups but not in
the no PMS group. These authors had the impression that cyclical
variation in general ‘well-being' occurs with specific feelings s;.lch as
depression and irritability, varying in impact from one woman to
.ancther. The clinic PMS group of women had the most intense negﬁtive
experiences. The no PMS group showed a slight but non-significant cycle
pattern of ‘'well-being'. The authors alsc consider that cylicity of
'well-being' may be a normal pattern varying in degree, with their three
groups representing three parts of the continuum.

In summary, same cautious.. generalizations regarding affective
variation and the menstrual cycle are possible. The prevailing view is

that negative affect is related to the premenstrual period (Demnerstein
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& Burrows, 1979; Green, 1982). The prospective studieé, however, on
various samples.of women not selected, or grouped on the basis of
premenstrual symptomatology are inconsistent in their findings as well
as difficult to compare. One explanation that may account for much of
the discrepancy is that only a subgroup of women may have increased
rﬁegative affect premenstrually. Thus, the use of group means in the
study of cyclic affective fluctuations over the cycle may account for
-E?e failures to find increased premenstrual reporting of negative.affect
in some prospective studies. Women who suffer from negative mood changes
may not be included in thé samples or may be obécured by a method which
does not allow for examination of individual mood change patterns. That
increases in premenstrual dysphoria in a subgroup of women may be
obscured by the sampling and methodological techniques amployed is
supported by findings of a greater variability in‘affect premenstrually
(Moos et al., 1969). Further support is lent to this explanation by
evidence that will be discussed in a latef;,sectiqn of this review
indicating that some women experience positive mood changes
premenstrually. Finally, relatively few studies have examined affective
changes in women categorized as having premenstrual symptomatology. Even
sd, the preceding summary of the results of this research leads to the
conclusion that .a pattern of increased premenstrual dysphorié‘ is
‘consistently being found.
One issue raised by the above discussion and yet unresolved, is
based upon the given that a subgroup .of women evidence severe

premenstrual dysphoric increases and that this may be considered 'rare’

:

g
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(Abplanalp, 1983a, 1983b). The issue raises the question whether,
premenstruai dyséhoric changes are in any sense ubiquitous in a general
sample of relatively hamogeneous wamen. Prospective studie§ showing
cyclic affective fluctuations may have included some éevere prenenstruél
dysphoria sufferers in the sample, or the phenomena of premenstrual
dysphoria may lie on a continuum. Premenstrudl symptoms such a:L
dysphoria may lie on a continuum (e.g., fram mild to severe). It is thus
possible that such samples as the ‘pure’ pfenenstrual tension syndrome
group of Haskett and his coworkers (Haskett & Abplanalp, 1983; Haskett
et al,, .1980) actually represent a group of premenstrual dygphoric
sufferers at the sévere end of the continuum. As Abplanalp. et al.
(1979a) point out, menstrual cycles are experienced by almost all women.,
It thus may actually be more fruitful to focus on the universality of
the phenomenon, in terms of psychologi&%l researcﬁ, than on the fact
that some women may be defined as 'patients' (Abplanalp et al., 1579a).
abplanalp et al. {1980)>address the issue of a continuum and state that
the presence of such is yet unknown.

Any definition of premenstrual affective change(s) that reétricts
it to phencmena or afféctive symptoms only appearing premenstruélly and
not at other periods of the menstrual cycle omits women who evidence
preﬁenstrual exacerbation or deterioration of affective states
(Halbreich & Endicott, 1985a). Any substantial change from baéeline
measure durinéwgﬁé.prenenstrual period that is significantly measureable
(e.g., from mild or moderate to severe) may be.considered evidence of

premenstrual 'changes', although the degree of change and measures to be
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applied are debatable (Halbreich et al., 1982b; Parlée, 1974; Sampson &
Prescott, 198l). There probably is a continuum in the intensity of
premenstrual changes (e.g., mild to severe). In light of ‘this and since
severe . premenstrual changes are probably not that prevalent\, the
delineation or consideration of intensity of changes when examiining
premenstrual features in a 'normal' sample is important.

Methodological Issues )

Since methodological problems have plagued the study of cyclic

-

variations in affect over the course of the menstrual cycle, it 1is

‘imperative to recognize such limitations. Attempts are necessary to

overcome drawbacks to the accurate and specific differentiation and

measurement of premenstrual affect. ' The phencmenol. affective
changes that may occur premenstrually is, as yet, not well understood
and the question of severity of such changes has hardJQL/rﬁen addressed
(Abplanalp, '1983b; Rubinow & Byrne, 1984). ’

At present, there is no standardized observer rating instmment$
or generally a}:cepted way of 'objectively' rapfng mood changes, which
often consist of internally experienced symptaﬁs rather than observable
behavioral changes (Rubinow & Byrne, 1984). Thus, one is left with the
employment of retros}:»ective questionnaires or prospective self-report
measures,

New retrospective report instruments such as the Premenstrual
Assessment Form (PAF) are available (Halbreich et al., 1982a), As
already discussed, retrospective ratings tend to overestimate the degree

of symptamatoloyy, perhaps by eliciting stereotypic beliefs abcut cyclic
!

1
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A
changes. "J:txey'a.re not consistently supported by daily ratings (Endicott

& Halbreich, 1982; May, 1976; Sampson & Jemner, 1977). This has led to
the conclusion that retrospective reports such as the PAF are best used
for subject screening. Daily ratings aré recamended for identification
of premenstrual changes and levels of severity in the selection’ of
homgeneous groups of subjects (Endicott & Halbreich, 1982). Only
prospective measures that use an intermenstrual baseline can allow
differentiation of symptam occurance fram the exacerbation of synpténs
(Rubinow et al., 1984).

Steiner et al., (l980a) have deve_ldped new iesearch diagnostic
criteria and rating scales for 'primary recurrent praren:zstrual tension
syndrame’, As Endicott et al., (198%L) have pointed out, however, specific
criteria for differentiating subtypes of dyéphoric changes are lacking
in these procedures. The use of longitudinal prospective self-reports
appears to be the best‘method available to provide valid and sensitive
meausres of premenstrual affective cha'rfgr‘e;s -(Lips, 1978; May, 1976;
Rubinow & Byrne, 1984; Sampson & Prescott, 1981).

The self-report method overcomes the major disadvantage of the
retrospective report in that it dees not chiefly rely upon memory and is
therefore generally agssumed to be more valid (Abplanalp et al., 1980).
Self-report responses may still be reflective of cultural beliefs if
subjects are aware that the menstrual cycle is being studied. Some
investigations that have employed the self-report methed have attempted
to disguise the purpose of the study (E.:ﬁglander—Golden et al., 1978;

Golub, 1976b; Villa & Beech, 1980; Wilcoxon et al., 1976). Even when the
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subject is not aware of the nature of the study, she may be aware of her
own cycle phase and her perceptions of the symptom phase connection may
affect her self-report responses (Ruble et al., 1980). In any case,
discrediting self-report data on the grounds that it may reflect
cultural stereotypes may leave researchers with the unanswerable
question of whether women report what they actually feel. Rejecti@
self-report data may leave us in the hopeless search for a perfectly
valid method to measure their experiences (She?if, 1980). It appears.
that éeapite the possibility of stereotypic reporting, the self-report
methog is considered superior to both the retrospective and thematic
-' analysis apprbaches, when the ménstfua;l cycle is under investigation
(Lips, 1978; May, 1976).

onre major difficulty tlat has been encountered with the
measurement of menstrual symptomatology is ‘)the frequent failure in
cbtaining cross-m re cgnsistency (Parlee,11973; Ruble et al., 1980).
For example, daily gelf-reports of affective fluctuations are often
unrelated to retrospective reports (Englander-Golden et al., 1978;
Golub, 1976a; May, 1976; Rouse, 1978; Villa & Beech,- 1980). The
discrepancy between retrospective and prospective accounts has been
extensively documented in studies demonstrating thdt retrospective
results are not consistently supported by daily ratings, and suggest
that the research based on retrospective data collection is of
questionnable validity (Abplanalp et al., 1979a; Aubuchon & Calhoun,

1985; parlee, 1974, 1982). These discrepancies may reflect the greater

amount of stereotypic responses associated with retrospective
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questionnaires and/or difficulties in accuracy of memory. Endicott and
Halbreich (1982) and Halbreich and Endicott (1983) concluded that wamen
tend to describe their 'worst case' on initial retrospective ratings, It
does appear, however, that consistency of results may be found within a
sp@EIE;feiype of assessment method such aé'self—reports (Silbergeld et
;1., 1971).

One of the major methodological problems in the study of cyclical
variations in affect over the course of the menstrual cycle has been the
use of varioué typeslof instruments in the measurement of mood. These
* instruments range from standardized and well-researched rating scales
and checklists to global idiosyncratic measures that lack denonstraiéd
validity and reliability. Bardwick (1976) points out that problems may
be' encountered in measuring mood changes even Wheﬂ.‘g‘“észfifdiZEd
. personality instrument is used. Since moed fluctu@&igps;angxchanges in
étate, as opposed to stable or trait qualities, one is attempting to
detect relatively subtle and small changes. Most standardized
personality instruments for the measure of psychological variables are
designed to measure trait qualities while remaining insensitive to
transient fluctuations. Sensitive and valid measures of mood must thus,
be identified and adopted in order to detect affective chanéé;-over the
course of the menstrual cycle.

In May's [{(1976) ;eccnnendations for studies investigating the
relationship betyeen mood and the menstrual cycle, attention is drawn to
the fact that Ehanges must be distinguished from physical symptoms

such as bodily pain and discomfort. Physical forms of distress cannot be
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assumed to be inc‘iep«er{ldent of n'odi—cﬁa/ng\;es and the corr‘elations between
ratings of somatic distress and those of mood must be examined. This
becomes more apparent when one is investigating a possible hormonal
influence on affective changes. Psychological reacti?ns mayr be a
secondary response to somatic effects that are hormonally induced. It is
clear that in future studies a more careful analyéis of the relationship
- between mood changes and physical symptoms must be conducted. ™ The
relationship between somatic and affective premenstrual symptoms will be
addressed in a later section of this review. -

The pattern of increased variahce in reports of psychological
changes associated with the premenstrual period has led to the
suggestion that group means may not provide the most meaningful measure
‘of normative patterns (Bardwick, 1976; Schilling, 1980; sherif, 1980).
This may be especially true where an examination of the range of
responses and analyses of individual patterns of variation are not
conducted. The best method of analyzing the data concerning affective
fluctuations may be on an individual basis, using magnitude of change
scores across menstrual phase-related test sessions, as the scores
representing the mood shifts of an individual.

A brief discussion concerniﬁg the stability of change score
measures and the use of average change scores is pertinent regarding the
suggested use of magnitude of change scores in menst:n:ual cycle research
on mood. Bereiter (1967) points out that three basic dilemmas are

encountered when dealing with change measurement. Of these three
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dilemmas, the cve.r-cqrrection-under—correction dilemma and the
unreliability-invalidity dilemma will be examined. -

The over—correction—under—correétic>n dilerrma r/efe(r/s to the
spurious negative element in the correlation of an initial score with
gains on the same tést. This arises because of the sharing of the same
errors of measurement ip a test-retest  situation (Bereiter, 1967).
Methode of solving for the regression of gains on initial scores* are
available, however if individuals are not assigned to 'treatment' groups
at random there is often no way to determine what appropriate adjustment
should be rnade‘ for initial differences between groups {Lord, 1967). wWhen
- raw change scores are used, these differences tend to overcorrect for
initial level. Also pointed out by Bereiter (1967) is the observation
that partialing out rinitial level in a change score tends to
undercorrect for. . initial level. Further complications “are only
introduced if one uses regression estimates of true scores instead of
.correcting directly for attenuation (Bereiter, 1967). ~

The un.reliability»invalidity dilemma refers o the fact that the
higher the correlation betweep-a pr\_‘_a_t/ t a post-fest, the lower the
reliability of the difference score. Change scores are |often noted to be
unreliable due to both unreliability in the prletest score and
unreliability in the post-test score. Bereiter (1967) states that change
item scores, however, may be treated like any other item scores and they

may be summed to get a molar change score (Bereiter, 1967). It is

further pointed ocut that the reliability of difference scores wi
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higher for matched ‘rathe.r than urmatched forms of a test (Webster &
Bereiter, 1967).

It is noted that extreme scores on a pretest tend to regress
toward the,nea;r; on a post-test (Webster & Bereiter, 1967), and a
difference score will almost alwaﬁ. be less reliaiﬁle than its
components, Thus, pérs_rons will not be ordered as precisely by a change
score than they would be by either of the component scores (Webst-:er &
Bereiter, 1967)1.‘ It is important that any transformation of raw scores
should be order-preserving for the subjects and the simplest
transformations of raw scores are preferred over more complicated ones
(Webster & Bereiter, 1967). For example, the use of itan\‘atviat?én
scores or item standard scores is thought to merely ccrrpllcate the
rneasuré@c\problem (Webster & Bereiter, 1967).

In Tsummary, Webster and Bereiter (1967) conclude that the
irreg;"i:llarities encountered in changing fram single scores to difference
scor&i-are seldam so large that the same operations will fail to be
meaningful for both. Thus, one can view a difference score as encugh
like a single cbservation to treat a difference score\as such in most
analyses, It ig still true that the reliability of change"scores on

-

mental tests is quite low. However, this does not rule cut the use of
scores from tests of low reliability to te:t hypotheses concerning mean
changes in subject groups (Webster & Bereiter, 1967).

In c\:onclusion, premenstrual negative affect has appeared to be a
real phencmenon, although it shows a great deal of individual variation.

The best available method of measurement of mood changes across the

S
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menstrual cycle is the non-retrcspective self-report capable of
detecting changes in mood states.

g It may be possible to user ;)Iros.pective self-report measures of mood
to identify subgroups of women. These subgrouping$ would classify wu'ren“
who suffer from distinct affective changes or combinations of such
changes premenstrually, such as these of depression, anxiety,'. or,
irritabiliSy. In this type of examination one must bear in mind that
affective changes do not occur premenstrually in all women and do occur
.in men and non-menstruating women (Smith, 1975). They occur at other
times apart from the premenstrual period, and do not necessarily occur

- in every cycle (Smith, 1975).

Premenstrual Dysphoria

Many indications Iin the literature point out that premenstrual
dysphoria is a multi-dimensional phenomenon, composed of several
distinct types of affective changes. Smith (1975) pointed out that
. brenenstrual mood ‘disorder’ is unlikely to be a unitary phenomenon. It
was also noted that many descriptors have been included in 'the affective
category of premenstrual symptoms, suc.t]. '‘as irritability, sadness,
depression, anxiety, insecurity, tearfuulne'sg., fatique, restlessness and
tension. Most studies investigating premenstrual affect have not
attempted .to clearly differentiate the.various types of dysphoria,
lumping together several dysphoric affects (e.g., _depression, miety,
anger) into a sirigle item or affective dimension.  This precludes

differentiation of subgroups of women with various combinations of
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gysphoric moods. Only recently have investigatars becme‘ concerned with
the possible diffe.renc&s between these various affective étates.

. Although the factor analysis of Moos (1969) found that most of the |
affects clustered together in one factor (termed Negative Affect) and
dysphoric ci:angeﬂ are not uncorrelated, some differentiai correlates
have been demonstrated. Cullberg (1972) did find differences between
patients repof:ting mainly premenstrual irritability as opposed to
depression. Studies of the correlation of levels of the ovarian hormones
with subtypes of premenstrual dysphoria, although not consistent in
their findings, have focused upon depression or anxiety-irritability as
the major dysphoric subtypes (Abraham et al., 1978; Backstram &
Cargtensen, 1974; Backstram et al., 1976; Backstram & Mattson, 1975;
Smj;th, 1975). 'The determination cf the subtype of premenstrual -dysphoria
was done by psychiatric or gynecologist interviews, patient self-report
on a brief rating scale ar by u.rxiism;ssed 'riéorous' objective criteria,
More recently, .Clare (1983) found evidence that certain symptoms such as
irritability and tension m-ay show a stronger relationship with
premenstrual physical symptoms than with anxiety or depression.

Steiner and Carroll (1977) in their review of premenstrual
dysphoria, concluded that the literature suggested the existence of
three distinct premenstrual behaviocural syndromes labelled d@rasion, .
.elation and hostile-irritability. These authors, however, were also of
thé opinicn that most wemen expe.riénce some combination of these

symptoms.
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Basad upon the results of an analyses of separate mood - items of
the MDQ in 42 women with severe 'premenstrual cension syndroame', Baskett
et al. (1980) concluded thdt. the syndrome is not typically one of
anxiety .ot depression. 'Ihese authors concluded that the core affective
yﬁamtclogy is i.rrit.abxlity, emt:mna.l labxllty, tens:.on and
rest_lessnms. The severit y index scores of Ltars of the M) were.rank
ardered for a subset of the 42 subjects \/bad low foll:.cular scores on
M) items. This rank ordering was used to define 'core' pranenstfual
symptamtology. The subset of subjects that were high scoring in the
follicular phase: were thought to have mild cfychopathology and tiey
reported more premenstrual depression. These authors did not examine the
spetific combination of affective states réported within individual
subjects, so no cdt:xclusibn regarding intraindividual ‘dyspharic symptom
‘(":cnbinations can be drawn. Intergroup dyspheric symptom ‘combination
ragults were available concerning ‘t‘he contrasts between their. two
defiped subsets of wamen. |

Fredman e{ al.  (l983) lconc.luded that although | nmercus
betmv:.om‘al amtmnal and sorratxc sympt.ons  are assoc:.ated with
premenstrual syndrome, the ‘emotional symptoms, pruna.nly ' those of
Ei_q::;essipn, anxiety and hostility were predominant. Depression was .
ceported by 568 of their sample, anxiety by 36% and hostility was
repgrt:kl .by 485.' Although _this research sufferse fram serious
methodological flam, a" notable effort vwas made to examine symptom
subtypes and corrbmatmns employing Abraham s f1980) 195 sympt:dm
‘checklist. In Freeman's sample of 241 women, duc\rete symptom subtypes

(A I
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were able to be differentiated with the use of arbitrarily established

clusters. A cluster of anxiety-irritability and one of depression were

included. It appeared that of the 37% of wemen presenting only severe

emotional symptoms premenstrually, about 17% reported only anxiety, an

additional 17% reported anxiety and depression d approximately 3%

reparted depression only. For the group of unnén %nfing a severe
symptan level on any cluster (n = 209), about 35% reported only
anxiety-irritability while 58% reported a combination of anxiety and
depression.

The diversity of premenstrual symptoms has been most widely
inv'etigated by Halbreich and his asscciates. The development of the PAF
represent:.s these investigators'' efforts to -delineate -different
dimensions of premenstrual lcha.nges‘ (Halbreich et al., 1982b). The PAF
has 95 items d&scriptive of 'cha.nées in mood, behaviour and mysicai
COl‘.lditiOI‘l. It has scoring systems for 18 typological categaries, 18
unipolar dimenson ‘scales- and 7 bipolar continua of negative and
posit.ive chang!g The instructions, are to retrospectively rate the

g

severity of change in esch item on a,GI point scale compared with the

usual non—remenstrual state.

Results fram the PAF develcpmental sample of 154 women (students -

6:: ézrploye&é at a medical centre) include frequegx:ic—s with which
spbjects met crite.ri:a , for PAF ﬁyi;)ological categories . (Halbreich &
Endicott, 1982a). Forty-five perce.nt of the group met criteria for major
depressive syndrome and 19% met criteria for minor &epzjessive syndrcme,

while no subjects met criteria for endogenous depressive features.

sf
A

L
2



64

Criteria for the agitated-amxious subtype of a depressive syndrome was
met by 20% while 29% met criteria for the hostile subtype of a
depressive syndrame. One of the itens on the bipolar continua is that of
globai mood (depressed to increased welll'-being) and there are also
criteria for an increased well-being syndrame. Seventeen percent of the
sam;__:le met criteria-for an increased well-being syndrame.

The f;if.";ini: clagsification report indicated that the majority of
subjects (69%) meeting criteria for the aéitated—anxious subtype and the
majority (80%) meeting criterial-for: the hostile subtype, also met
criteria for a major depressive syndrame. Not only did the presence of

anxiety and hostility overlap greatly with depression but they also

gver\lapped with each other. of 'ﬁsubjects with agitated-anxious features,

68% also met criteria for hostila features and.of subjects with hostile
features, 48% met crite.fia for anxicus features. Criteria for a PAF
anxiety syndrame, or an irritable-angry syndrome in the absence of
" depression were not et by any subjects indicating thése "pure!

syndranes are rare or nonex!stent premenstrually.

In one reporct, the frequency of affective changes on the_ PAF |

: : _ ¥
| (either glight ar mild, or moderate-severe) ranged from abcut 26% to

appro;g.ma Yy 44% depending on the specxflc affect (Halbreich et al.,:_

1982b).. An investigation of premenstrual depressive ch.gges and
differential correlates of specific subtypes of premenstrual dysphoria
examined the three kinds of dysphoric.changes repoi‘ted most frequently
(i.e., atypical, . hostile, amcxous) (Balbreich et al., 1983).
Differential ~associations were found for these types of dysphoric

changes with different kinds of physical and cognitive changes. For

X
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example, anxious features were correlated to physical changes such as
headache and dizziness, while hostile features were not. There was a

greater association of hostile features with effects on social

" funcitoning as compared to anxious features,

Premenstrual mood elevation has .been noted--in- Seyerdl studies
(McClure et al., 1971l; Wetzel et al., 1975) and thefe ia.-r.e indications
that this elation may be related to bipolar affective disorder.”
Halbreich et al. (1985) discuss their .group of women w0 actually have
positive changes premenstrually (e.g., increased energy, sex drive and
affection). Not only did the data of these authors show positive chanées
in some women but also"the occurance of a mixed pictdre of changes in
both' directions during one premenstrual period for some subjects
{Halbreich et al., 1983). These aut‘:hors do consider tﬁe resemblance of
this bipolari'&q of premenstrual symptoms to patients with bipolar
a.fective disorder during a cycling or mixed affective episcde. These
investigators suggest the phrase 'premenstrual changes' replace the
umbrella term of 'premenstrual tension syndrome'. They suggest the new
term be used in order to indicate 'the- diversity and bipolarity of sorrr;
premenstrual changes. One may then refer to any subtype or cluster of
premenstrual symptoms as a ‘oremenstrual syndrome’.

In summary, 1t appears that distinctions baetween various
premenstrual afféctive svmptoms may be an important factor in
establishing and clarifying the mecha;l.isrrs involved in prerrenstrual_’"

out by various authors, the frequent\ failure

& ) .
to find consistent biolodgic changgs associated with premenstrual

\
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symptoms may be the partial consequence of both inadequate subtyping of
prmensﬁml features and not accounting for the bipolarity of affective
expressiyity (Bancroft & Backstrom, 1985; Clare,' 1983; Halbr:eic'tid\"_,s;~
Endicott, 1985a; Halbreich et al., 1983).

It seems that the typological categories or dimensional measdres
of gffect‘ are not indepeﬁdent and there are varying degrees of
intercprrelations between them. Differential correlates with other
variables have, however, been botl‘.h hypothesized and de:mnstra::ed
(Cullberg, 1972; Halbrei‘&h“ft al., '1983; Haskett et al., 1980). The
ma jor types.of.-dysphdric affect seem to be dep;ession,. anxiety and
irritability-hostility (Abplanalp., '1983a). The possible presence of
premen'é'_trual mood elevation should also be examined - in research of/
affective subtypes and thus, result’ in a total of four mgjor types of
premenstrual affective change dimensions.

The subtyping of affect';ive c@ges couldlp facilitate the
identification of any specific cc;rrelates of different subtypes of
preme;strual changes (Endicott et a\l.',. 1981). Failure to differentiate
among di}"Eerent patterns of change may obscure relationships with other
variables, @re recognition of the need for better definition. of and
Hiscrimination among subtypes of preﬂenstr’ual changes is agparenﬁ {Blum,
1983b; Halbreich & Endicott, 1982b).

| Two major approaches are available to develop criteria for
subtyping individuals: the categorical and the dimensional (Halbreich &
Endicott, 1982a). In the categorical approach™euvaluations are made on

the basis of whether the criteria for a particular 'type' are met and

. ' " ‘3, \
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subjects then either belong in the categary or not. Halbreich and
Endicott (1982a) describe how the criteria for a typological category
may be simple or camplicated and may include rules for both inclusion
and exclusion. The typological approach facilitates selection of
subjects for studies in which a restricted range of phencmena are to be
studied. Farthermore, the tyg;ological approach often uses évidence of

the differential significance of clinical features and facilitates

, ™
descriptions which are clinically recognizable.

The dimensional approach may also be simple or complicated. It
invalves describing a ‘subject either by level of severity on
dimension(s) of interest, or by determination of the degree to which a
dimensional ‘profile’ .fits a spéci.fic subtype pattern. The dimensional

scores of a subject may be compared with those of others derived fram a

- cluster or dis;:riminant function analysis (Halbreich & Endicott, 19825) .

. . !d
There is controversy as to which subtyping approach is best,

However, the choice of appr'oacﬁ partially depends upon the purpos: of
the investigation. Clinicians ar\e most familiar and comfortable with the
categoricél approach (Halbreich & Endicott; 1982a). T;‘xe.categorical
approach involves considering clinical features. It seems most
applicablfé" 0 situations where much clinical experience as well as
reseafc/h’ evidence of the differential significance “ of a specific

combination of clinical features is available. Pramenstrual affective

changes have not been widely investigated and easily differentiated both

fram the clinical and research perspectives. An investigation attempting

to examine the range of symptom levels and combinations in a particular

‘h-\
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subject group would be best served by the use of a dimensional approach.
This approach allows for a bettgr descriptioﬁ of the range and continuﬁm
of experience of the phenomena under inspection by inclusion of all
possible 'profiles' or combinations of the dimension(s} of intefest.
while the typological approach is more clinically useful, it is based on
a consensus tha-t:. a particular cluster of features at a determined level
of sevefity represents a ‘'type'. More evidence is needed of the
differential significance of any particular combination or severity
level of premenstrual affective changes before the determination of v;hat
barti,cular_ features (or combination of features), at what- level of
seyer.ity, seems to constitute a 'type'. .

A dimensional approach to the subtypigg of premenstrual affective
changes in normal women would help clarify:: what pattern of features or
subtypes tend to occur and the .relatively discrete or continucus nature
of such ;:hanges. One must also bear in mind that fluctuations in affect
are experienced by all women and therefore, affective 'char'lges‘ per se
are expected to occur p.remanstrually. Ttle nature of the phenomena mist
be better understood in a normal population and the possible links
between subtypes anci’,other variables neéa tb be establighed. Once this
is accomplished, evidence will be. available. to help Jjustify ‘any
identification of 'élir;ical' features and categorical criteria to define
a 'type', 'subtype' or_"patient'. As Hamilton (1984) points out in her
commentary, the psychiatric research criteria that have been developed

to study premenstrual changes should not be confused with or mistaken

for well-validated cl%pica'l diagnostic criteria. She considers that it
F - - hs
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would be premature to begin defining ‘'premenstrual syndrame' as a

sex—sgecific, primary 'psychiatric' diagnosis.,

Personality and Premenstrual Symptomatology

Despite the lack of a clear understanding of the nature of
premenstrual prenomena, efforts have been made to relate premenstrual
features to indi\;es t'>f psychological 'ill health' on wvarious miltiple
personality inventories or questionnaires. Levitt a(nd Lubin (1967)
reported a positive correlation between premenstrual tension, menstrual
discomfort and several inventories. The iLnventories included the
intraception scale of the Eidmrds Personal Preference Schedule and the

arotional stability scale of the GuilEorﬂd-Zirrmerman Temperment Survey.
Hain et al.r {1970), using the )Minneséta Multiphasic Personality
Inventory (MMPI) and a menstrual history questionnaire found that a
factor analysis produced six factors. One factor, ‘norma{l personality’,
cérrelated negatively with the fe‘zctorl of 'premenstrtal tension' and

N
'premenstrual headache' and positively \with the factor 'freedom from

menstrual symptoms'.

Gough {1975) reported the correlation of  premenstrual
synptomatclogy and several personality inventories and described women
who terided to report symptoms as shy, self-doubting and eager to help.
Women fepérting little synptomtol@ were described as apprenhensive,
ca{J;cious, conventional, stable and unemotional . Taylor (1979b} used
Cattells' 16 Personality Factor Questionnaire (16PF) and a daily symptom

rating scale to investigate psychblogical factors and premenstrual
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symptoms. Subjects positive of two or more criteria of prerens%,}al
symptomatology differed significantly from the remainder of the grbup on
16 PF subscales. Subjects positive of two or more criteria had high L
(suspicious, not trusting), O (apprehensive, ‘not self-assured), Q4
(tense, not relaxed), and having low C (easily upset, not emotionally
stable), N (artless, not shrewd) and Q3 (undisciplined, not controlled).
Gruba and . Rohrbaugh (1975) examined premenstrual symptoms in 60
students. They found the premenstrual pain and negative affect subscales
of the Menstrual Distress Questionnaire correlated positively with MMPI
eleQated scales.

| Clare (1977) found that wolen reporti?u)g premenstrual symptoms were
as likely to be psychologically healthy as to be disturbed. Few women
who had psychological difficulties as measured by the General Health
Questionnaire (GHQ) showed no premenstrual symptoms. The General Health
duestionnaire is an instrument designed to identify non-psychotic
psychiatric ill-health and mi\nor psychiatric mL:bidity {Goldberg, 1972).
In a more recent study, Clare (1983) reported a positive association
bgtueen the GHQ measures of psychiatric ill-health and premenstrual
'E:&rplaints of mostly dysphoria (as neazs"ured by a modified MDQ), in women
tlatt_:ending general practitioner's clinics,

Neuraticism and Preamenstrual Symptamatology

Some . investigators have attempted to outline an association
between premenstrual complaints and more specific personality factors
such as a general 'neurotic' tendency{ A summary table of the results of

these studies may be found in Appendix 2. As defined by Eysenck (1964),

o



neuroticism is a general emotional lability and emotional
overresponsiveness with a liability to neurotic breakdown under stress.
Neuroticism is not considered to be the equivalent. of 'neurdsis‘ or
'neurctic i1llness'.

Morton (1950) wés of the opinion that premenstrual tension was
most common in emotionally unstable women: In a study of 145 subjects
including normal women and psychiatric patients, Rees (1953) reported
that ‘'neurotic' women {as defined by the results of the Maudgley
Personality Inventory (MP%),.Medical Questionnaire, clinical interview
and word‘ connection tests} demonstrated préﬁghsprual syndrome more
frequently than normal women, Rees’ found, however, that some very
'neuroticr\¢ghen had no symptoms of premenstrual syndrome. Also, Rees
observed that some women with little or no evidence. of personality
instability suffered from premenstrual symptoms. It was also noted that
successful treatment of the'n{neurosié' would often not affect
premenstrual symptoms. Rees concluded that there was no simple
relationship between neuroticism and premenstrual tension and that both
psychological and physiological factors appear to be import&ﬁt.

Coppen and Kessel (1963) reported a significant positive
correlation between premenstrual tension and neuroticism (as defined by
the MPI) in a study of 500 randomly sampled women surveyed by mail. He
found that women with severe premenstrual irritability or depression had
significantly higher MPI neuroticism scores than controls. This study
has been criticized on the basis that the MPI neurcticism factor

contains questions that a sufferer of premenstrual tension would tend to

»
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answer positively (Clare, 1977; Gannon, 1981). The correlation, however,
“.s\till held after Coppen and Kessel removed 8 of the 24 items that were
jue;ged to be the potentially confounding questions.

Several other studies have outlined a possible relationship
between premenstrual complaints and a 'neurotic' tendency. Kramp (1968)
using a rather poorly designed questionnaire, found that 50% of women
referred to an abortion service had premenstrual symptomatology and that
52% of these wamen had a 'neurctic pred\isposition' . Of the women without

premenstrual symptoms, 268%. were\co_tﬁsidered as having a ‘'neurctic

..

predisposition'. More recently, Sampson and Jenner {1977) studied a
group of 19 rather heterogenous women. They found no statist.ically'
significant relation between the neuroticism scale score of i:he Eysenc-k
Personality Inventory (EPI) (Eysenck & Eysenck, 1964) and pramenstrual
complajiners versus non~complainers. Taylor $1979b}) found a strong
positive correlation between neurcticism scores as measured by the ETS‘L
neuroticism scale and both a daily symptom rating scale (negative affect
subscale) for 38 wamen. A positive correlation was also _found bgé\:een
neurcticism scores and the presence of two or more of four poss;ible
criteria of severe premenstrual syndrome symptoms (n = 15). Taylor's
results suggested a personality profile descripton of hig\h\prenenstrual
complainers similar to® that put forth by Paulson (1961), Hain et al.
(1970) and Gough (1975). The characteristics of thé’iprofile are listed
aé emotionally unstable, suspiciou_té‘, unIe;entious, guilt-prone,

apprehensive, self-conflictéd, tense and frustrated.

-
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Only jtwo recent studies have compared premenstrual tension
o complaineré with non-complainers in .-ter:rrs of neuroticism scores. Watts
et al. (1980) found significantly higher neuroticism scores (EPI) in 24
subjects with premenstrual syndrome as compared to 22 control subjects.
'Sanders et al., (1983) compared EPI neurcticism scores 0Of 19 women
seeking treatment for premenstrual syndrome (clinic PMS group) with 18
~v;>lunteers reporting premenstrual cyclic changes (nonclinic PMS grot\lp)
and 18 volunteers reporting no cyclic changes (no PMS group). The three
groups showed no significant differences in neufoticism scores although
é trend in the means was apparént (clinics PMS > nonclinic PMS > no

PMS) .
- . ' Given that several different types of mood changes may form
subtyiaes of premenstrual, dysphoria, the‘ importance of delineating
affective subtypes may account in part for the lack of consistency‘ in
the .Ei-ndi.ngs concerning neuroticism and premenstrual synptorratology. The
available evidence indicétes that psychological factors in general may
only account for a minor part ~of the variance of premenstrual
symptomatology. These factors may operate differentially with respect to
the premenstrual symptom under investigation. A well documented and
carefully controlled study by Cullbé\;g {1972) indicated that
premenstrual depression as opposed to irritability seemed to be more
highly 1lcaded with 'neuroticism'. Premenstrual depression Ga«?.less
frequently reported and apparently less influenced by hormonal féctors.
This observa;:ion is consistent with the Eir_ldings oL_ﬂa@att et al.

{1980) which suggested that women with ‘'neurctic' personality factors

-
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may tend to report a mainly depressed type of affect pr_arenstruélly. In

the latter study, waren with a teﬂdéncy .'to intermenstrual symptom k-3
reporting were thought .to be demonstrating subclinical
psychopathological or 'neurotic' features. They showed a symptom profile

of mainly depression. To the authors knowledge, no adequately controlled .
study has 'tested .the proposed relationship between neurcticism and
premenstrual depression using valid measures of neuroticism and indices

of specific subtypes of premenstrual dysphoric symptomatology.

Trait Anxiety and Premenstrual Symptcomatology

Some investigators have examined measures of trait anxiety and
their relation to state anxiety and the premenstrual syndrome, A summary
table of the results of these studies may be found in Appendix 3. Moos

(1977) observed that women with high anxiety throughout all cycle phases

had the highest premenstrual anxiety. Golub (i977_6b) studied premenstrual
mood changes in 50 parous women aged 30-45. Al‘though' premenstrual
anxiety and depression écores were -significantly higher than at
midcycle, trait-anxiety  scores {State-Trait Anxiety Inventory,
Spielberger et al., 1970) were lower than any of the normtive'data.
Trait-anxiety scores were not sign:‘a‘iicantly correlated with prarenétrual
~state anxiety or depression. In thig study no relationship was found
between a measure of a women's traft or c?aracteristic measure of
anxiety and the magnitude of affective measures at premenstruum. The
.author concludes that the suggestion that premenstrual mood chaﬁges are _, °

b

v .
a function of personal adjustment is not supported by this research.
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Avaritefe et al. (1980) found state and trait-anxiety scores of
the State-Trait Anxi_ety Inventory (STAL) were positively ‘and
significantly correlate;d in a retrospective study of 40 parous and 40
nulﬂfparous Nigerian women. Halbreich and Kas (1977) found the Taylor
Manifest Anxlety Scale (TM'AS)‘ scores to be higher in women with
premenstrual synptoms conpared to controls during the entire cyclu The
scores | of K%’he symptomatic ‘group rose sigm_fxcantly during the
pre:r\ens;trual period, but scores of the control group did not. “Tha
authors concluded that the TMAS may not be ,a. raliable instrument for
measiring trait anx:.ety, but also concluded that . women W'Lth -high trait
.amclety may be predlsposed to the pren‘en.atrual syndrorre It. is’ notable
that in Golub's (1976b) study as in a study by Abplanalp et al. (1977,
traitaan'xiety levels as measured by the S'I‘AI were expectedly ur;affazét'xl ._
by cycle phase. ﬁahmeyer ét al. (1982) ‘found that trait anxi'ety did not
correlate significantly wlth the average state—anxmty scores for each
individual across their-mnst'rual:\ cycles in a sample of alevgn women.

The significant E'iridinigs of as.sociat'ions of personality wvariablas
with predfnstrual s -tonatology mist be conside.radﬁin lignt of the
dxfferent and oft;f pooyr rrethodologl-=s employed in these studies. Many
studies had flaws in design, sampl'mg or ‘instrmnent:s of measurgment.

Gannon (198l) criticizes the statistical treatment of ‘the data of
both Levitt and Lubin's (1967) study and Gruba and-Rohrbaugh's (1975)
research. Concerning neuroticism and premenstrual conpl‘air;ts, any

s
conclusion as to their relationship is diffigult to make. Times of

t

testing during the cycle and'diffe:enf:iatioh of c¢ycle phases varied,
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Some studies utilized retrospective data (Awaritefe et al., 1980; Coppen
& Kessel, 1963). Instruments for measuring premenstrual syupt&mtology-
varied wic'lely. In the study of Sampson and Jenner (1977) no relationship
between neuroticism scores and premenstrual  conplalners  versus
‘non—camplainers was. found but significant cycle phase differences were
not found for all premenstrual coaplainers. The best designed and
conducted investigations were that of Tayler (1979b) and sanders et al.
(1983). Unlike Taylor (1979), Sanders et al. (1983' did not find a
significant relationship between neuroticism scores, and the presence '
absence of premenstrual swptomatology in subject ,ﬂa«%u/ps,
however, included a small number of subjects and the trend of the mean
neurcticism values indicated higher neuroticism in premenstrual
"synptrmatoloqy'groups. One might conclude that if a relationship between
neuroticism and premenstrual symptomatology does exist 1t may best be
examined in a prospective study of a larger number of women,
Premenstrual symptomatology subjects must be differentiated from those
women not demonstrating cyclic mood changes. 1In view of indications in
the literature that premenstrual depression may specifically be related
to neuroticism, premenstrual symptomatology must be affectivel;_hsubtyped
and not considered as a global conp:;site 'disorder’. ‘

\

‘The literature concerning measures of trait anxisty and
pranenstru.al symptomatology also suffers from many of the shortcomings
just discussed. The studies were retrospective in design (m\rantnfﬂ at

al., 1980), found no cycle phase differences in premenstrual or

menstrual measures of affect (Abplanalp et al., 1977; Lahmeyer et al.,
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1982), utilized only two test sessions during the entire cycle (Golub,
1976b), or the measure of trait anxiety was perhaps sensitive to changes
in state anxiéty (Halbreich & Kas, 1977). In the study of Abplanalp et
al. (1977} subjects were never tested for state anxiety under ‘true
*base~line' conditions ‘but we.re examined just prior to and follc&aing a
stress interview. The relationship between measures of state and trait
anxiety during phases .of the menstrual cycle and premenstrual
symptomatology warrants further examination. This is particularly true
for waomen wiﬁth specific subtypes of premenstrual dysphoria. The total
available evidénce does not clearly lead to the conclusion that trait
anxiety 1is related to state anxiety or premenstrual affective
symptomatology. The findings are inconsistent and difficult to evaluate.

Discussion -

Overall findings suggest some relationship bet\;'een persoriality
'dysfunctions' and premenstrual symptomatology (Dennerstein & Abraham,
1982). Same studies have not. supported the belief that premenstrual
symptomatology reflects personality characteristics or level of
adjustment (Di Nardo, 1975; Kleinsasser, 1976; Seagufl, 1974).

Taylor (1979b) speculated that physiological changes associated
with menstruation are detectable by the majority of women and that these
changes may be extreme or unpleasant in some women. According to Taylor
(1979b) some women may be particularly sensitive ‘to menstrual phencmena,
perhaps due to psychological, social and physiological factors. For
these women, their subjective appreciation of such menstrually-related

changes will be magnified. These women may report high symptom ratings,
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as well as those wamen who resenble néui'otic patients, by having
maladaptive defénces\ to stress, being dependent or seeking secondary
gain for symptom reporting. A subset of high premenstrual symptom
reporting wamen may thus be expected to score highly on tests such as
the EPI neuroticism scale and resemble neurotic patients in this regard.
Rees  (1976) considered the prenenstrual syndromé as a
somatico-psychic disorder with physiological changes as primary but
degree of distress being increased by neurotic illness, personality
traits, inst_ability and environmental stress. Similarly, Dennerstein et
al (198l) postulated that the minority of women with premenstrual
complaint;— may be very sensitive to endogenous hormonal cha}\ges. They
may present little evidence of environmental stress or intrapsychic
phenomena as causative Eactorls? The average premenétrual syndrome
sufferer is presented as a vulnerable person in terms of biological and
peréonality factors " {(e.g., high trait anxiety, high neuroticism).
Environmental stress may increase her feelings of loss of control and
helplessness (Dennerstein & At.ar.:;lham, 1982). Support for the
'vulnerability' hypothesi-s is given by the =endency suggested by high
trait anxiety to perceiv;-_1 situations as 'ego-threatening' (Shedletsky &
Endler, 1974) with a lowering of self-esteem or self-concept. The
association of high neuroticism scores to irritability, mood changes,
guilt and self-dissatisfaction (Tellegen, ].'978) are also noted by
Dennerstein e;nd Abraham (1982). “

Despite common conclusions and speculations that premenstrual

symptom reporting is a result of a personality flaw or disposition
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(Coppen & Kesgel, 1963; Halbreich & Kas, 1977), a direct etiologic or
unidirectional relationship cannot be assumed as supported by research
findings. Alternative ‘conclusions may be that premenstrual
symptomatology -leads to psycholdgical maladjustment or the coexistence
of premenstrual symptams and neuroticism may causé them to exacerbate. in
the presence of each other (Abplanalp et al., 1980). It is possible that
there is an etiologic factor common to both, and also possible that the
correlational data is inflated by measurement of the same symptoms
comon to both neurctic and premenstrual conditions (Abplanalp et al.,
1980; @Gnnon, 198l). The reanalysis of the data of Coppen and Ressel
(1963) tends to render the latter possibility as less likely. 'Neurotic'
wanen may be more sensitive to premenstrual physiological cues and this
may contribute to mood changes, or they may have a tendency to
respdnding g;asitiv'ely to any item pr%ented‘ as _a s:ynptcm (Abplanalp et
al., 1980). In any case, while psychological factors such as neurcticism
may play a role in the develogment of premenstrual symptamatology, most
writers acknowledge that other factors such as primary physiological

changes and socio-cultural phencmena also play a role.

Psychiatric Disorder and Premenstrual Symptomatology

There are many reports dealing with the premenstrual esacerbation
of psychiatric illness. There is evidence that psychiatric emergencies
ana psychiatric admissions to the hosgpital in females occur more
frequently than expected during the premenstruumm (Abramowitz et al.,
1982; Dalton, 1959; Glass et al. 1971; Kramp, 1968; Janowsky et al.,
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1969).  The conténtion that episodic psychoses are exacerbated
premenstrually is supported by a mumber of studies (Simpson. et al.,
1964; Swanson et al., 1964; Torghele, 1957). A number of authors have
addressed the obvious possibility that eg;isodic psychoses which seem to
exacerbate premenstrually may be related to affective disorders such as
manic-depressive or depressive i;].lness (Kramp, 1968; McClure et al.,
1971: Wetzel et al., 1979).

Coppen (1965) found no increased prevalence of premenstrual
irritability, depression, or tension in patients with affective
disorders as compared to controls but did find a high incidence in
'nmeurotics'. Coppen, however, focused upon menstrual rather than
premenstrual symptoms.

More recent:}\y,' Kashiwadi . ét  al. (‘1.976) found an incree;sed
prevalence of premenstrual mood changes in women with primary affective
disorders when compared with women suffering from hysteria or anxiety
neurosis. In this study the 'Feighner' criteria (Feighner et al., 1972)-
were used to divide the women (75% of the sample were black women)
attending a headache clinic into three groups of affective disorder,
other mental disorder and no mental disorder. They £found 65% of the
affective disorder women, 14% of other mental disorder wamen and 21% of
the nd mental disorder women met their criteria For premenstrual
taffective' syndrome. The three groups did not differ in the prevalence
of a 'somatic' prarenstruél syndrome.

A study by Diamond et al. (1976) compared women with previously

~diagnosed primary affective disorder by the Feighner crité:ia with a
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control group. The two gx::oups did not differ significantly on the
incidence of prerenstruél 'depressive’ syndrome. Lifetime diagnoses for
mental disorder were not ,' however, conducted in -the control group of
social workers and_ spouses. The incidence of depression in the affective
disorder groups of both Kashiwagi et al. (1976) and Diamond et al.
(1976) was a remarkably similar 658%.

Diamond et al, (1976) reported that dysphorilc menstrual symptoms
showed a 'slight trend' toward ipcreased reporting in thé affective
.disorder group as compared to the contléol group. They concluded that
women ‘p‘redisposai to affective disorders and suffering from a current
episode may experience prenenstruél exacerbation of their syrrptoms.. When
these women arel not sﬁffering from a current episode of affective
illness, they would experience menstruation as most women do.

-Few studies have attempted to assess the psychiatric morbidity in
women with premenstrual syndrome. The results of a four year follow-up
study by‘fketzel et al, (1975) reported that 18% of college students with
premenstrual ‘affective' syndrome were later diagnosed as having a
depressive disorder (Feighner criteria). This is compared to a 10%
dia_g;osis in those without premenstrual ‘'affective' syndrome. In this
study, as well as that of McClure et al. (1971), a small number of wamen
appeared to show a premenstrual mood ele\}ation. These women were found
to have personal and family histories of bipolar affect‘ive disorder.

Similarly to Wetzel et al. (1975), Schuckitt et al. (1975) found

that college students with premenstrual ‘emotional'’ syndrorﬁe had a
&+

higher incidence (11%) of premenstrual depressive episodes than the
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" incidence (5%) of those without the 'emoticnal' syndrome. In a 12 month
prospective Eoliow—up, depfessive disorder developed in 7% of students
with premenstrual 'e.n‘otbnal' syndrome and 0% of thése without the
'emot ional! syndfbrre.

There has been much ambiguity about the role of depression in the
premenstrual syndrome. Most studies of affective changes prarenstrual_ly
’include the measure of, and report depressive features. Haskett et al.
(1980}, however, argue that depressién is not an essential factor of the
premenstrual ‘'affective' syndrome. Their research indicated that‘
premenstrual depression may be linked to 'subclinical'
psychopathological features .which manifest as high follicular phase
reporting of :dysphoria. Endicott et al. (1981) suggest that significant
premenstrual depression (by PAF criteria) may depend on the presence ‘of
a lifetime diagnosis of affective disorder. This was suggested as only
women who met such criteria {Research Diagnostic Criteria (RDC) of .-
Spitzer et al. (1978)} developed significant preirenstrual dépressi.on.
Clare (1983) concludes that his study provides supportive evidence for
the view that preménstrual depression in psychiatrically ill women may
represent an exacerbation of depression occuring elsewhere in the cycle.
The suggestion is that premenstrual depression ‘in women may indicate the
coexistence of psychiat}:ic disturbance. Hurt et al. (1982) are of the
opinion that the role of depressicn in premenstrual ‘'affective' syndrome
has yet to be clearly established and that c'iepression seems to be a

recurrent symptom for one subgroup of women.



Some authors have suggested that although premenstrual depressive
features are generally less severe than in patients with affective
disorders, premenstrual changes may serve as a model for ‘an affectivé
disorder (Halbreich et al., 1983). Their proposall is supported by
previously discussed findings that a positive relationship exists
between premenstruai 'depressive’ syndrome and a lifetime diagnosis of
affective disorder as opposed to other mental disorders. Further support
is provided by studies associatiné suicide attempts aﬁd hospital
admission for psychiatric care as related to the premenstrual period.
Furthermore, tendencies for women with 5 depressive disorder to have
premenstrual exacerbation of depression have been noted (Diamond et al.,
1976). o _

Some inyestigatorS'are of the opinion that premenstrual changes
cannot serve as a model for affective disorder as the depressive
features are not those of a 'classic' endogenous depression. According
to Smith (1975) premenstrual depression appears to resemble a 'neurotic!
dépression in that it is accompanied by few vegetative and sleep
disturbances. Others have come to the same conclusion, noting the lack
of endogenous features (e.g., guilt, early-morning waking, loss -of
appetite) (Haskett et al., 1980; Steiner et al., 1980a). A recent stud?
by Haskett et al. (1984) found than none of 42 subjects with severe
premenstrual 'tensign' éyndrome and marked premenstrual dysphoria, met
criteria for an endcgenous subtypé‘of a majof depreésive disorder. The

contention is, however, that there is sufficient evidence to support the

study of premenstrual depressive changes as a model for other depressive
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syndrames. These other depressive syndromes include 'nonendogenous'
ma jor depressi{re disorder or milder chronic or episodic depressive

disorder,

In the study of Endicott et al. (1981), specific subtypes of
premenstrual changes and specific subtypes of mental disorder were
studied using the RDC and the PAF. Their results are preliminary because
of sample size, selection procedures and statist_i-c_;l analyses.  They
.found 62% of the women in the major depressive disorder diagnostic group
met categorical criteria for a major depressive syndrome on the PAF, as
compared to 7% §f the women with no mental disorder. The percentage rate
of 62% is closc; to that found for the rate of premenstrual ‘'depressive’
and 'affective' syndrome appearing in the affective disorder groups of
Kashiwagi et al. (1976) and Diamond et al. (1976).

The work of Halblr'eich et al. (1982a) on the development of the PAF
led these résearchers to conclude that it is premature to consider that
premenstrual affective changes cannot serve as a model for affective
changes at other times. They reach this conclusion based on the
percentage of wamen meeting PAF criteria for atypical, anxiocus-agitated
and hostile features, These three syndromes may be of intérest to both
investigators and clinicians and the authors urge research considering
the diversity of premenstrual syndromal chaﬁge_s.

Hal}.:nreich et al. (1983) concluded that ‘some specific subtypes of
premenstrual changes of a depressive nature resemble scme subtypes of -

affective disorder. They suggest that specific subtypes of premenstrual
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dysphoria be examined as they appear differentially correlated with

premenstrual depressive changes. of ther —145 women meeting criteri—a'.”‘for a
prenensti‘ual ‘depressive’ éyndrome_ (by PAF criteria) the largest
percentage (63%) met the subtype of the depressive syndgome -
characterized by ‘'atypical' features {(rapid mood changes, rat_ed mild or
moderate; at least two of; .hypersormia, feels sleepy, craves specific
foods or increased appetite). Other predominant subtypes were 'hostile'
features (52%), ‘anxious—agitated' (features (43%), and 'withdrawn'
features (42%). None of the women met criteria for an endogenous subtype
and levels of severity and impairment were noted as usually lower than
that of an affective 'disorder’.

Halbreich and Endicott (1985b) found an association between
premenstrual dysphoric changes and depressive disorders in a group of
170 women. Using the RDC and the PAF, they found criteria for a PAF full
depressive syndrome was met by 57% of women with a lifetime diagnosis of
major depressive disorder. Of the -'never mentally ill' women, only 14%
met this PaAF cfiteria. Upon examining women who had PAF depressive
syndrome, 84% also met cfiteria for a major depressive disorder (using
ROC). Only 9% of 'never mentally ill' wamen met criteria for a major
depressive disorder.

Finally, Hurt et al. (1982) have reported findings that when
severe character pathology is present (i.e., borderline personality

disorder) in conjunction with major depression, there is a marked

prevalence of premenstrual dysphoria. The presence of personality
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disorder alone was associated with the iowest prevalence of
pramenstrual ‘'affective' syndrome,

The results of the studies concerning psychiatric disorders and
premenstrual synptatatology‘ mist be evaluated in light of methodological
problems and shartcomings. Sampling problems were mentioned (Endicott et
al., 1981) and in some studies the samples were clearly
non-representative of the geheral population (Halbreich & Eﬁdicott,
1985b; Rashiwagi et al., 1976). The criteria used to define premenstrual
‘affective’ or 'depressive' syndrame differed across studies such as
those of Rashiwagi et al. (1976), Diamond et al. (19769, Rurt et al.
(1982) and Haskett et al. (1984). Almost all of the studies were
retrospective in their evaluation of premenstrual symptomatology.
Halbreich and Endicott (198%) urge that the relationship between
life-time depressive disorders and premenstrual depression f;ilrxi using
the retrospective PAF be confirmed by daily ratings. Difficulties in
design {(Diamond et al., 1976) and statlistical analyses of the data
(Schuckitt et al,, 1975) are also noted.

Al{rost all studies did not differentiate between premenstrual
'depressive' and 'hypamanic' features. Systematic research concerning
the reported relationship between bétte.r mod premenstrually resembling
"hypamanic! epllsod&a and a family or personal history of bigé:lar
affective disorder have to the authors knowledge, not yet been
conducted.

’

The overall research findings do indicate same association between

affective disorders and premenstrual negative affect which is a possible
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premenstiual exacerbation of an affective disorder. One possible
explanatibn is thab a predisposition to psychiatric illness is a factor
which léx»ers a wamans tolerance to menstrual cycle changes. Clare (1983)
hypothesizes that psychiatrié i1l health rw:iy 'sensitize' the subject to
a normally occuring or mildly abnormal premenstrual mood alteration and
lead the subject to identify the change as a symptom or complaint. The
potentiai state of affairs is that psychiatrically 1ll premenstrual
complainers may have the same pr:errenstrual alterations as those of the
average non-complaining woman or even perhaps a less severe form of
premenstrual disturbance (Clare, 1983). Cyclic mood changes may,
hcmeve_r; be a trigger or a precursor for a sustained mood change in
mr\er;, such as the development of an affective illness (Bancroft &
Backstrom, 1985; Rubinow & Byrne, 1984).

It is also possible that premenstrual symptomatolegy and
psychopathology are etioclogically independent conditions. Many women
with premenstrual symptomatology do not meet criteria for psychiatric
illness. Wamen with a preexisting psychopathological disorder coﬁld
experience exacerbation of this disgyder premenstrually in addition to
the group of symptons that may 'no;rr—ally' occur premenstrually (Hurt et
al., 1982). It is not, therefore, clear whether one should make a
distincticn betweeh‘ premenst‘rual symptom sufferers with a diagnosed
psychiatric illness and patients with premenstrual symptoms who are ﬁot

reporting. such symptoms intermenstrually.  This distinction is one that

is recommended in the Haskett et al. (1980) study.
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It w:)ula appear that if premenstrual dysphoric subtypes do°
reseble subtypes of an affective disorder as retrospectively assessed
by Halbreich et al. (1983), the resenblanée‘ does not include an
endogenous depressive subtype. The role of depression in premenstruai
affective changes is not yet clear. The severity of premenstrual
‘affective' syndrome is leés f:han that of an endogenous major depressive

disorder and does seems to resenble a chronic or episodic milder

depressive state,

Samatic and Affective Premenstrual Symptamatology

Much of the focus of the research on the premenstrual syndrome has
been on the psychologic or emotional complaints. Possibly this i_s
because clinicians have been more successful in treati:c-g the physical
complaints yet seek effective treatments for the psychological phencmena
(Pg:'zplanalp, 1983b). Most studies investigating premenstrual complaints
do, however, include information on both somatic and emotional symptoms
in the same subjects. It seems that many women who exverience
premenstrual emtional changes also report one or more somatic
complaints (e.g., headache, abdominal bloating, breast tenderness, back
pain) (Abplanalp, 1983b).

Smith (1975) drew attention to the fact that psycholegical
premenstrual problems may be partly or entirely due to the direct or
indirect effects of recurrent physiological changes, Emotional and
physiological changes changes may share a common cause or they may be

independent phenomena that scmetimes occur together.
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A f-nfr'mmber‘ of researchers have speculated that the physical and

" arotional components of the premenstrual syndromi(s) are independent

(Andersch ot al., 1978; Haskett & Abplanalp, 1983} Janowsky et al.,
1973; My, 1976; Moos ¢ Liederman, 1978; Tonks, 1975). There is also
some agroement from e_qy:rientia'l and research evidence that fluid
rotontion is not strongly related to pramenstrual dysphoria (Golub et
al., 1965; Recves ot al,, 1971: Smith, 1975). Few studies have directly
oxamined  the relationship between physical and emdtional changes
promenstrually. -

According to the results of Moos and Liederman (1978) obtained
fram a. ;:lust'ér analysis of subjects, paramenstrual psychological
syrptams aloost always occurad in conjunction with physical symptoms in
one group of clusters, These authors suggest that psychological chinges
my result from the expe-ri.ence of menstrual pain and cramping. When
observing the whole range of clusters,' however, somatic and emo:tional
syiptams  woere not consistently correlated, as in the ;qéport of Moes
{1977). Mocs ot al. (1969) found that wamen who had consistently high
promenstrual zension were significantly higher on pain and autonomic
reaction s'yrrptcms in both the premenstrual and intermenstrual phases.

May (1976) recognized the importance of distinguishing between
mood changes and other forms of distress such as physical symptoms.
tising retrospective- descriptive data of cycle related physical
discomfort and mood changes obtained at an interview, no signific;ant
relation was found between the physical and emotional complaints. The

.?.rf
independence of the ratings of mood and physiolcgical discomfort must be

E}
rd
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considered in light of the fact that there was also no relation between
a woman's interview report of mood changes and those changes as actually
reported at th;ef_—: phases of the cycle.

Taylor.(1.979c) found a peak of somnt-icl symptom ratings at the
onset of menstruation. Scmaﬁic symptams showed the most definite pattern
of change during the cycle with increases as menstruation approached.
The intercorrelation of the daily symptom ratings in the premenstrual
phase showed intercorrelations over .5 o'f backache and headache with
both depression and irritability.

.Schilling (1980) hypothesized that 'nonhormonally’ based negative
physical symptomatology (54 physical symptoms list) would relate to mood
change in their 'mormal' sample of subjects. Although this study tound
no phase’ Gifferences for affective axperiences, measures of subjects'
overall judgemsits of sickness or 'well-—being' and the mood dimensions
of anxiety and sadness were significantly correlated. Affective
variability appearad to be related to ‘'nonhormonal' physical
symptomatology. A conposite health-sickness score (sum of symptom
‘severity scores for all he_alth symptoms rated datly) -widmceg no
- relationship to mood. The authors conclude that an index of feelings of
health or sickness may not be obtiainable by assuming equivalence of any
two symptoms of reported equal severity. Although this study was not
specifically investigating somatic premenstrual syzrptdnatology, the
authors did note an inter-subject inconsistency in the strength of

relationship between mood and health measures, They also pointed @ut the



absence o&investigatio.ns attempting to statistically partial out the
effects of ﬁhy'sical symptoms on affective experience.

Haskett et al. (1980) required subjects to have moderate to severe
psychological and physical premenstrual symptoms (at least two of the
following; swelling and tenderness of breast of abdamen, peripheral
edemy, general physical aches and pains), for inclusion in their
research. Based upon their experience ‘in the subject selection
procedure, they were led to believe that a typical premenstruai tension
syndrome could be manifested without s‘ignificant physical discomfort.
They could not conclude what the relationship might be between
premenstrual physical and emoticnal changes. They felt that further
studies were needed to determine whether physical symptoms are an
essential component of premenstrual tension syndrome. A study by fR)é)ssi
and Rossi (19803 ::eported that the negative moods associated with the
menstrual phase  are essentially ‘somatic' in character while the
negative moods of the luteal phase are of a 'psychological' nature.

In the study of Haskett and Abplanalp (1983) cycle phase ratings
were taken of somatic discomfort (li.e., breast tendernéss, breast
swelling,. headache, backache, weight gain) using Somatic-Behavioral
Sexual Symptom Profile. These items showed significant cycle differences
where higher scores were obtained premenstrually but no differences were
found between the subject subgroups on these ratings. The subject
subgroups were divided as to subjects meeting, or not meeting,
diagnostic criteria for premenstrual tension syndrome or criteria for

~

primary recurrent premenstrual tension. The daily symptom ratinés of the
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items did not support a ‘particular association L;etween premenstrual
tension syndrame and somatic discomfort. These authors acknowledge that
somatic and em:ltional disturbances could coexist and somatic discomfort
may be a variable accompaniment of premenstrual tension syndrome. As
their subjects were selectad on the basis of reporting moderate to
saveare pr:emenstruall physical and/or emotional symptoms, their results
did not actually damonstrate that somatic discomfort  is a distinct and
separate syndrome.,

Sanders et al. (1983) found significant cycle changes of a
physical distress component in all of their subject groups. Their
subject groups included women with severe premenstrual syndrome who had
aﬁtendaﬂ a clinic as well as a gr@ué_of women with no evidence of
premenstrual syndrome. The cycle pattern of physical symptoms was mild
althoﬁgh significant in the latter group. A clear 'temporal'
relationship was said to be demonstrated between mood and physical
state. These authors speculate that phylsical symptoms may represent an
independent cyclical pattern affecting a large number of women. They
also speculate that.this cyciic pattern may interact with some other
cyclical pattern to produce- changes in well-being such as increased
irritability and tension.

Clare's (1983) monograph regarding premenstrual -ctomplaints found
that women reporting few premenstrual symptoms tend to complain mainly
of physical ones. Psychological symptoms (negative affect) were a
proportionally greater part of the total score in women complaining of

many premenstrual symptoms. No evidence was found that psychiatrically
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healthy premenstrual ccuplairie.rs experienced mre severe premenstrual
physical changes than psychiatrically ill complainers. ’

In summary, the relationship between premenstrual physical and
emtional changes is not yet clear. Studies such as that of Moos énd
Liederman (1978) seem to confound menstrual phase physical ‘syﬂptclrs such
as menstrual cramps with premenstrual affect. The results of Moos et al.
(1969) seem in opposition to those of Clare (1983).

It does appear that since no consistent or conclusive relationship
has been found between premenstrual physical and emotional changes, they
may indeed represent independent yet | sametimes temporally overlapping
'syndrames', The premenstrual tiiui_l-lg of increases in both types of
chaﬁges may establish a temparal relationship. Only a careful analysis
of the intercorrelag%_ca\ns of such changes could determine if, for
examplé, a great deal of the variance in e:'rnltiona_"L changes may represent
a reaction to physical discomfort. The results of the studies of Clare
(1983), Rossi and Rossi (1980), and Haskett and Abplanalp (1983) tend to
render the just discussed possibility as unlikély. It may, however, be.
important to partial out the effects of physical symptams on affective
experience in arder to examine premenstrual affective experience as a
more 'pure'’ but not necessarily sq:arate‘phermuma. This type of result
could lead to a modified view of premenstrual emoticnal changes as being

.more of a secondary reaction to pﬁysical discailfort.



Summary of the Review of Literature

Extensive research of the influence of the menstrual cycle on
samatic, mood, and behaviocural changes in women have led to the
camonplace usage of such terms as p‘renensts-:ual.tension and premenstrual
syndrane, The premenstrual syndrome is r}é, as yet, a well understood
phenomenon and both the extent of pranénst:ual symptcxrétology and its
physiological links remain hypothetical (Bancrof*.t & Backstram, 1985;
Reid & Yen, 198l1). No consistent data supports any single proposed
etiology of premensﬁrual syndrome - (Rubinow & Byrne‘,' 1984). MNo
consistently detect;;le honmnal" abnormality has been found to be
associated with subjects having premenstrual syndrame (Clare, 1985). It
is therefore not surprising that although many treatment studies have
been‘ conducted, no single treatment has proven effective in relieving
all premenstrual symptams in double blind, placebé-fontrolled trials
(Green, 1982; Rubinow & Byrne, 1984; Smith, 1975; Steiner & Carroll,
1977).

Despite more than 50 years of investigation, the definition of
what constitutes the premenstrual syndrame is still unclear (Rubinow &
Byrne, 1984). Thus, cne major methodological problem in the research has
been this lack of consensus on the definition of ‘premenstrual syndrcma'_
(Halbreich & Endicott, 1985a; Rubinow & Byrne, 1984). Pramenstrual and
prarenstrual syndrome have been used to refer to a variable mumber of
days of the menstrual cycle and bot.h a varied and different combination
of symptams. Syndrame presence has been indicated by either symptom

presence or symptam exacerbation (Halbreich & Endicott, 1985a). For same
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researchers, premenstrual symptoms must by definition, vanish with the
onset- of menses (Dalton, 1982; Halbréich & Ras, 1977; Steiner et al.,
1980a). Other researchers focus on the degree of "change' in symptoms
rather than the occurrence (Gannon, 198l; Halbreich & Endicott, 1985a).
No camonly agreed upon definition of menstrual cycle phases have been
used in the research (Abplanalp, 1983b; Rossi & Rossi, 1980). Different
techniqué have been used to define and rate symptoms (Halbreich &
Endicott, 1985a; Wilcoxon et al., 1976) and to organize data fram cycles
of different lengths (Dennerstein & Abraham, 1982).

Subject seleétion methods vary widely and subject group
che;‘racteristics are often inadequately described (Rubinow & Byrne,
1984). To study a wide range of severity and phenamenolegy, Balbreich
and Endicott (1985a) recommend the use of entire specific groups such as
classes of students. In general, subjects have been aware that the
experimenter was studying the menstrual cycle. Abplanalp (1983b) has
considered the potential effects of demand characteristics on
premenstrual symptam research. She concludes that the time and expense
of disquised-purpose prospective studies to find an adequate sample of
women with severe premenstrual tension is prohibitive. There is some
evidence that the influence of extranecus factars such as cultural
beliefs is minimal for the Menstrual Distress Questionnaire (Form T)
(Marjum, 1976), and for severe premenstrually symptomatic wamen
(Abplanalp, 1983b).

It has become increasingly apparent that the premenstrual syndrcme

is actually a number of different syndrames involving many symptom
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'élusters' or profiles (Abraham, 1980; Blume, 1983a; Halbreich &
Endicott, 1982b; Moos, 1969). Major symptom clulsﬁers (Moos,  1969),
_symptom categories (Abraham, 1980), and psychiatrically based diagnostic
'syndrcmes (BEalbreich & Endicott, 1982a) have been differentiated. If the~
unitary term 'premenstrual syndrame' is actually a misnomer, failure to
differentiate among different change patterns in the research may
cbscure relationships with other variables (Abplanalp, 1983b).

In spite of the lack of precise knowledge concerning premenstrual
symptomatolegy, much has been written about the reléationship between the
premenstiual phase and affective changes. The prevailing view is that
dysphoric affect (such as irritability, hostility, anxiety, sadness,
depression, tension, etc.) is related to the premenstrual period
(Dennerstein & Burrows, 1979; Green, 1982)., Prospective self-report
studies on ﬁarious samles of women, not selected or grouped on the
basis of presence of premenstrual symptomatology, are inconsistent in
findings and difficult to compare. Some studies have found evidence of a
premenstrual increase in the occurrence of various negative emotions
(Golub, 1976b; May, 1976; Moos et al., 1969; Sampson & Jenner, 1977;
Taylar, 1979c; Wilcoxon et al., 1976). Other investigations have failed
to confirm a relationship between mood changes and menstrual cycle phase
(Englander-Golden et al., 1978; Little & Zahn, 1974; Persky, 1974;
Silbergeld et al., 1971; slade, 1981, 1984; Swandby, 1980; Vila & Beech,
1980; Zimmerman & Parlee, 1973). Such factors as subject inccmpar-
ibility, the use of varied types of measurement devices, little

differentiation between negative affects, and differences in testing
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design and men.§trua1 cycle phase definition render across study
comparisons difficult.

One explanation that may account for nﬁch of the discrepancy is
that only a subgroup of women have increased negative affect
premenstrually. Thus, studies concluding affective var‘iation océurs in
'nonrél' wamen may have included some premenstrual dysphoria sufferers
in their normal grodps. {abraham, 1978); The use of group mean scores in
these studies may therefore not provide the most meaningful measure of
normative patterns (Bardwick, 1976; Schilling, 1980; Sherif, 1980).

Furthermore, premenstrual dysphoria may be a significant premenstrual

worsening of affective symptoms (Abplanalp, 1983a), and failure to find-

increased negative affect premenstrually may be due to a lack of
examination of individual mood change patterns. This view is supported
by reports of greater variability in affect premenstrually (Moos et al.,
.1969) and that some women actually experience positive premenstrual mood
changes (Halbreich et al., 1985; McClure et al., 1971; Wetzel et al.,
1975). |

A few studies have examined cyclic mocd changes in women
predetermined by various methods as having 'premenstrual syndrome' and
these studies have consistently shown the pfesence -of premenstrual
neg;tive affect (Freeman et_al., 1985; Halbreich & Kas, 1977; Haskett &
Abplanalp, 1983; Haskett et al., 1980; Reynolds, 1969; Sanders et al.,
1983). It is apparent that some women do experience cyclic mood changes.
It is not yet clear_ whether increasé-s in premenstrual negative “a_ffect

are ubicquitous in women and lie on a continuum from mild to severe, or

N
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whether they constitute a more discrete 'syndrare' (Abplanalp et al.,
1980}.

" There are many indications in the literature that premenstrual
dysphoria is a multi-dimensional phenomenon, composed of several
distinct types of affective changes (Abraham, 1980; Blume, 1983b;
Halbreich & Endicottu 1982a; Halbreich et al., 1982b; Haskett et al.,
1980; Mcos, 1969; Smith, 1975; Steiner et al., 1977). Most studies
investigating premenstrual affect have not clearly differentiated
between the varlous types of dysphoria. These studies lump together
several dysphoric affects (é.g‘., depresgion, anxiety, anger, tension,
Vetc.) into a single item or affective dimension. This precludes
differentiation of subgroups of women with different combinations of
dysphoric moods. Only recently have investigators become concerned with
the possible differences between these affective states (Freeman et al.,
1985; Haskett et al., 1980). |

Halbreich and his associ;ates ha\}e most widely investigated the
diversity and bipolarity of premenstrual symptoms (Halbreich et al.,
1982b), u::‘;ing psychiatric research criteria applied to retrospectively
stﬁdy premenstrual changes. These authors found that a percentage of
their developmental sample met criteria for such brarenstrual syndrames
as major and minor depression and depressive subtypa such as 'anxious -
agitated’ or 'hostile'. Scme  women actually showed positive changes
premenstrually (Halbreich & Endicott, 1982a). There were indications of

a premenstrual increased 'well-being' syndrame. The presence of a
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premenstrual irritable-angry syndrome or an anxiety sﬁ&am in the
absence of depreséion was rare,

Although premenstrual dysphoric changes Aar'e not - uncorrelated
(Moos, 1969), and most women éJq:)eriencg some conbination of affective
symptoms (Halbreich et al., 1982; Steiner et al., 1977), some
differential correlates have béen demonstrated. Cullberg (1572) observed
a negative reaction to estrogen dominated oral contraceptive treatment
in subjects reporting mainly premenstrual irritability .as opposed to
depression. Clare (1983) found evidence that symptoms such as
irritability may show a stronger relationship to premenstrual-physical
symptoms than anxiety or depression. Halbreich etl al, (1983) found
differential associations between types c;f prétrxenstrual dysphoric
changes and same physical and cognitive changes.

The phenomenology of possible affective changes has not been
clearly outlined, particularly with respect to the potential
premenstrual affective s;btypes and combinations. Freeman et al. (1985)
concluded that although numerous behavioral and somatic synptoms are
associated with the premenstrual syndrome, the emotional symptoms were
predominant. It appears that better definition and discrimination
between various premenstrual affective subtypes may be an inportant
factor in establishing and clarifying the mechanisms involved in
premenstrual symptomatology. The major types of dysphoric preznet"lstrual
affect seem to be depression, anxiety, irritability-hostility
(Abplanalp, 1983a), with the possibility of premenstrual mood elevation

that ?fay evidence as a relative decrease in dysphoric affect. The
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importance of deiineatling affective subtypes is illustrated by variocus
attempts to be discussed, to relate the presence of premenstrual
symptoms to peréon;lity factors such as neuroticism or trait anxiety.

Methodological problems have plagued the study of cyclic variation
in affect over the course of the menstrual cycle, It is therefore
important to tecognize such limitations and attempt to overcome
drawbacks to the accurate and specific differentiation and measurement
.of premenstrual affect. Since~ pramenstrual symptams may lie on a
continuum one must account for the intensity of premenstrual changes.
Any substantial change from a haseline measure during the premenstrual
period may be considered evidence of a premenstrual change (Halbreich &
Endicott, 1985a). A definition.of premenstrual affective change that
rest:r:icts it to affective changes only appearing érememtrually and not
at other periods of the cycle cmits wamen who evidence premenstrual
“exacerbation or detericration of affective states (Halbreich & Endicbtt,
1985a).

To study the presence of the various premenstrual affective states
~and combination of such states it may be inportant to focus on t'_hé
potential universality of the phencmena. This may be accomplished by
utilizing normal subject groups rather than focusing on the fact that
sane woamen experience such a severity of changes that they may be
labelled 'patients' (Abplanalp et al., 1979a). Only prospective measures
applied on a daily basis and that use an intermenstrual ‘baseline can
differentiate symptom occurrence from symptom exacerbation (Rubinow &

Byrne, 1984). The prospective self-report method appears to be the best

—
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available method to investigate affective ‘changes (Lips, 1978; May,
1976; Rubinow & Byrne, 1984; Sampson & Prescott, 1981). Since mood
changes are changes in state, when choosing instruments for the measure
of mood it appears important to- use standardized and ll-researched
rating scales that are sensitive to transient mood fluct/a‘ations.‘ It also
appears that increased variance of psychological cr{anges may occur
premenstrually. Group means may not provide the most meaningful measure
of normative patterns (Bardwick, 1976; Sherif, 1980). Data should be

analyzed on an individual basis, using magnitude of change scores across

‘menstrual phase-related test sessions as the scores representing the'.

mood shifts of an individual. The use of mgnituae of change sccres also
allows the possible bidirectionality of change in affect to be accounted
for. One criticism of research on the premenstrual phase hés. been the
almost constant focus on negative emotions r&;the;: than positive ones. If..

researchers are to examine variations in negative affect, detection of a

decrease in levels of such affect should not ge ruled out by data
analysis procedures,

The categorical (typological) approach to subtyping a phenomenon
is most familiar to clinicians and facilitates selection of homogeneous
subject groups for research (Halbreich & Endicott, 1982a). Any
investigation attempting to examine the range .of symptom levels and
combinations, however, would.best be served by the dimensional apéroach.
The dimensional approach may, for example, utilize cluster analytic

techniques to group subjects by profile. The dimensional approach allows

for a better description of the range and continuum of experience of
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phenamena. Tﬁ_is is accomplished by ilnclusion of all possible profiles or
combinations of interest. It would help clarify what pattern of features
or subtypes tend to occur, the discrete or continuous nature of such
changes and possible links may be investigated between such_ feature
clusters and other variables. Premenstrual affective changes have not
been widely investigated and easily differentiated both from clinical
and research perspectives. Since these types of investigation form the
basis of a categorical approach, it may be premature to form.typologies.
More evidence is needed of the differential significance of any
particular éonbinatiqn or severity level of premenstrual affective.
changes. 'I“hen'it may be determined what particular feature(s) at what
level of seve‘fity seemr to constitute a 'type'. Hamilton (1984) warns
that the psychiatfic research criteria that have been developed to study
premenstrual changes are‘ ..not to be confused with well-validated clinical
diagndstic criteria. |

| Despite the lack of a clear understanding of_ premenstrual
‘phenomena, some authors have investigated and found associations between
premenstrual features and indices. of psychol!.ogical *i11 health' on
various multiple personality inventor‘ies. or questionnaires (Clare, 1983;
Gough, 1975; Hain et al., 1970; Levitt & Lubin, 1967; Taylor, 1979b). In
contrast, scme studies have not supported the belief that premenstrual
symptomatology reflects personality characteristics or level of
adjustment (Di Nardo, 1975; Kleinsasser, 1976; Seagull, 1974).. Scme
authors _have reported an association between prérenstrual complaints and

more specific personality factors such as neuroticism (Coppen & Kessel,
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1963; Kramp, 1968; Rees, 1953; Taylor, 1979b). Comparing the neuroticism
scores of premenstrual tension complainers with non-carplai’nérs, watts
et al. (1980) found significantly higher neuroticism scores in women
with premenstrual syndrome as comparéd to controls. The results of
‘Sanders et ali. 'i_:i983),’ however, did not support thi's'finding.

P:msﬁres of _t'rait' anxiety and their relation to state anxiety and
the pr;manstrual syndrome have also been examined. Some authors have
reported an. association between trait anxiety measures and premenstrual
anxiety or magnitude of premenstrual affective symptom reporting
{mwaritefe et al., 1980; Halbreich & Kas, 1977; Moos, 1977). No such

. A 3
1 ¥. . . .
association was found in other investigations (Golub, 1976b; Lahmeyer ot

.11-;, 1982y, Trait anxiety lei,.rels_ seem. unaffected by cycle phase
(Abplanalp et al., 1977; Golub, 1976b).

Overall findings suggest some relationship between personality
“dysfunctions‘ and premenstrual synptbmatoloqy (Dennerstein & Abraham,
1982y, The inconsistent findings regarding the association of
personality variables to premenstrual symptomatology may be due to the
i.ﬁcmparab].e and often poor methodologies employed in these studies
(Gannon, 198l). Given that several different types of mood changes may .
form subtypes of premenstrual dysphoria, the failure to account for the
in‘{ﬁortance of delineating affective subtypes may alsc account, in part,
for the lack of consistency in the findings. There are indications in
the l.iterature that premenstrual debression as opposed to irritability -

seems to be related to neuroticism (Cullberg, 1972; Haskett et al.,

" 1980). No adequately controlled study has tested the proposed
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relationship between neuroticism and premenstrual depression uéing- valid
measures of neuroticism and indices of specific subtypes of premenstrual
dysphoric symptomatology. The relationship between measures of state and
trait anxiety and premenstruai symptomatology warrants further
examination. This examination is particularly necessary in wom-:n‘ with
specific subtypes of pfemenstrual dysphoria, such'as primarily depressed
or primarily anxiou's premenstrual affect. Theoretically, the
realtionship between premenstrual depression and neuroticism is based
partly on the ‘wvulnerability' hypothesis of the personality of |
premenstfual syndrome sufferers (Dennerstein & Abrak;am, 1982; Rees,
1976). The prez:liqteri relationship is also based in part on the proposed
reserblgnEE,,bé/E&:)e\en premenstrual depression and a ‘'neurotic' or mild
depres_sionl (Haskett et al., 1980, 1984:; Smith, 1975; Steiner et al.,
1980a). Regarding trait anxiety and premenstrually increased state
'ankiety, the thecretical «connection is based again on the
'vulnerability' hypothesis and the relationship between high trait
anxiety and sensitivity to perceiving situations (such as _bremenstrual
chénges) as 'egé threatening' (Shedletsky & Endler, 1974). _

A number of authors ;ave addressedathe possibility that episcdic
psychoses which seem to exacerbate premenstrually (Simpson et al., 1964;
Swanson et al., 1964; Torghele, 1957) may be related to affective
disorders, A grend to, or an increased prevalence of premenstrual mood
changes has been reported in women with primary affective disorders
{Diamond et al., 1976; Ené‘icott et al., 1_981; Kashiwagi et al., 1976).

’

An increased risk of psychiatric morbidity in women with premenstrual
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syndrame has also been reported (McClure et al., 1971; Wetzel et al.,
1975).
It has been suggested that premenstrual affective features may

serve as a model for an affective disorder (Halbreich et al., 1983) such

as ‘nonendogenous' major depressive disorder or milder chronic or

episodic depress_i.ve disorder. A posiFive relationship has been found
between significant premenstrual depression and the presence of a
lifetime diagnosis of affective disorder (BEndicott et al., 198L).:
premenstrual depressive features are generally less severe than in
patients with affective disorders (Halbreich et al., 1983) and do not
seem to resemble endogendﬁs depression (Haskett et al., 1984).
Indications .t:hat a relationship exists between premenstrual mood
elevation and a personal or family history of bipolar affective disorder
(McClure et al,, 1971; Wetzel et al., 1975) have yet to be
syster!\aticaily investigated.

It appears that-about 57-65% of women with affective disorder show

.premenstrual 'depr&ésive' or affective syndrome (Diamond et al., 1976;

Endicott et al., 1981; Halbreich & Endicott, 1985b; Kashiwagi et al.,
1976). Overall research fi_ndings d_o indicate an association between
affective disorders and premenstrual negative affect yet the nature of
the association is as yet unclear and subject to much s:peculation
{Bancroft. § Backstrom, 1985; Clare, 1983; Hurt et (;11., 1882; Rubinow &
Byrne, 1984). It is questionable whether one should distinguish between ~
premenstrual symptomatology sufferers with a diagnosed psychiatric

illness and those without, as prerrenst\rual symptomatol'™y and



106

psychiatric. illness may be independent conditions (Abplanalp et al.,
1980). 'Many wemen with pr‘emanstrual symptomatology do not meet criteria
for a‘diagnosis of psychiatric illness.‘As Hamilton (19B4T~goints out in
her commentary, it would be premature to begin defining premenstrual
syndrome as a sex-specific, primary 'psychiatric' diagnosis.

Many wamen who experience premenstrual emotional changes have also
been found to repor:t one or more somatic conpl'aints (Abplanalp, 1983b}.
Pramenstrual psychological and physiological changes may share a common
cause or may be independent phenomena that sometimes( occur  together.
Smith (1975) drew attention to the fact that psychological premenstrual
problems may be partly or .entirely due to the direct or indirect effects
of recurrent physiological changes.

Many researchers have concluded or speculated that the physical '
and emotional components of premenstrual syndrome(s) are independent
{Andersch et al., 1978; Haskett & Abplanalp, 1983; Haskett et al., 1980;
Janowsky et al,, 1973; May, 1976; Mocs & Liederman, l978;hTonks; 1979).
Some investigations report an assoclation between premenstrual tension

'
and high premenstrual somatic reporting (Moos et al., 1969), or positive
correlations of somatic and emotional premenstrual symptoms (Taylor,
1879¢). =& 'terporejl)l' relationship has been reported between mood and
physical state premenstrually (Sanders et al., 1983) as well as
evaluations of the 'psychological' nature of luteal phase negative mocds
as opposed to‘ the 'samatic' character of menstrual phase negative affect

(Rossi & Rossi, 1980). It has also been noted that women reporting many
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- premenstrual symptoms report a greater proportion of psychological
symptoms than wamen reporting few premenstrual symptoms (Clare, 1983},

No consistent or conclusive relationship has been found between

premenstrual physical and emotional symptoms. It may be that both types.

of changes represent independent yet sometimes temporally overlapping
'syndromes' or cyclic patterns (Sanders et al., 1983). Somatic
discomfort may be a variable accompaniment of p\x:enenstrual increases in
negative affect. Premenstrual mood changes cannot as yet be assumed as
'independent of somatic discomfort. It is also possible that different
premenstrual affective changes may have a differential correlational
relationship ' t;,o somatic complaints. Therefore, the possible links
between premenstrual affect or affective subtypes and ph.ysical
symptomatology should be investigated further.

If several or many different premenstrual syndromes exist, then
failure to differentiate among differenf. change patterns or subtypes of
premenstrual features’ may obscure relationships with other variables.

Failure to differentiate among subtypes of premenstrual features may

partly account for frequent failures to find consistent biologic changes

as associated with premenstrual syndrome (Abplanalp, 1983b; Bancroft &
Backstrom, 1985; Clare, 1983; Halbreich & Endicott, 1985a; Halbreich et
al.l, 1983). This obscuring of any relationship may apply to premenstrual
affecti.ve subtypes and personality wvariables such as the ones of‘
neurcticism and trait anxiety. |

Greater specification of subtypes of premenstrual changes may

contribute to better - descriptions ofs the syndrome(s), increase

3

4
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replicability of s ] and help identify -t.he correlates of specific
subtypes of premenstrual changes (Endicott et ‘al., 1981). Greater
subtype specification may ultimately increase the understanding of
potential physical and psychologic accompaniments ’to premenstrual mood
cl;anges Investigations of prenenstruai subtypes may aid in the
differential examination of treatment responses (Green; -‘1982) and thus
clarify effective management techniques for premenstrual camplaints.
Different syndramal clusters may require different treatments (Bernsted
et al., 1984). Such research may also help in the clarification of the
etiologies of specific premenstrual changes. This may be accomplished by
identifying subtypes more clearly énd thus, répeated measurement of
biclogical variables coulQ‘ be conducted ‘in reference to a clearly

specified_'syndrome’ subtype (Endicott, 1982b).

o



Chapter II
RESEARCH OBJECTIVES

This study was designed primarily S p;rgspectively_ identify,
describe, and i;nveséigate a wide range of severity and phenomenclogy of
the‘ major types of premenstrual affective changes in normally
menstruating women. Attempts were made to covercome many of the common
methodological difficulties in this type of research. |

Although researchers have studied the diversity of premenstrual
negative affects, interpretatio_rg previous research has been difficult
due to methodological prqt{iens such as in the study of Freeman et al.
(1985). Subjects were drawn from a premenstrual syndrdne treatment
program and not a more heterogenous or 'normal' sampde. They also
received counsellin-g for symptom management at the first diagnostic
phase visit (Freeman et al., 1985). Furthermore, the affect symptom
clustering was conducted by arbitrarily, for example, combining the
affective measures of irritability and anxiety and separating this
cluster from one containing depression. The work of Halbreich and his
associates has provided information concerning the combinations,
diversity and bidirectionality of premenstrual affective changes. Their
research, howe\}e_r, utilizes a retrospective design and errploys. a
typological or categorical approach based on psychiatric research
criteria .'('.H;ilb;eich et al., 1982b). The main objective of the present

study differed from that of prior research. Premenstrual negative affect
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changes and combinations were prospectively investigated in a large
sample of normally menstruating wonén, using standardized self-report
rating scales that provided magnitude of change scores to allow a
dimensional approach to affective subtyping. This dimensional subtyping
approach using prospective measures and an intermenst'rual baseline
‘allowed for differentiation of symptom occurance from symptom
exacerbation. It also allowed for a better description of the range and
continuum of affective symptom levgls and combinations in a normal
sample of ‘women. Prospective studies 6f premenstrual affective changes
in normal women have not been conducted using standardized rating
scales, differentiated mood measures, an intermenstrual baseline period
and a dimensional ciustering approach to detect affective combinations
and possible bidirectional changes alcng a potential continuum,

For the purposes of this study, menstrual <_:ycle phases 'were
defined as menstrual (days 1-5), feollicular (days 6-12), é:vulatory (days
13-16}, and-luteal (days 17-28). The intermenstrual period is defined ds
days 6—-12,. and premepstrual refers to from day 21 to the onset of
menses, which was resfricted to necessarily occur on or before day 34 in
order to inc)udei subject data. Any substantial change in measures from

the intermepistrual baseline to the premenstrual levels was considered

evidence of Jpremenstrual affective changes.

To meet the main objective, a large sample of mainly student
volunteers was screened to ensure the presence of a fairly reqular,
normal menstrual cycle, good physical health and lack of previously

diagnosed or treated 'psychidtric disorder. Thus, a  relatively



homogeneous but not overly restricted sample of women was identified.
Dénagraphic data was collected on all participants.

All subjects were administered a selected combination of
standardized self-report mood questionnaires during the intermenstrual
and premenstrual phase of one menstrual cycle. A modified daily
recording procedure was thus utilized with day of onset of menses as the
cycle marker. _Subjects were aware that the purpose of the study was to
inveétigate 'mocd and the menstrual cycle'. This procedure was used to
optimize the number of participants suspecting cyclic mood changes. At
the same time, potential volunteers were informed that it was not
necessary to have perceived or suspected mood changes related to their
cycle in order to participate. The necessity for inclusion of subjects
with a wide range of severity and combinations of premenstrual affective
changes rendered the above procedure methodologically useful in spite of
the potential introduction of research denar;d characteristics. The
self-report mood ratings were collected after the intermenstrual phase
ratings and prior to premenstrual ratings to reduce the potential bias
effects of subjects knowledge of their intermenstrual ratings on
premenstrual ratings.

The mood questlonnalres were chosen on the basis of provision of
valid and sensitive measures of the major mood states that have been
connected with the premenstrual phase (i.e., depression,
hostility-irritability and anxiety-tension). The measures of affect that
were adopted were judged to be the best available measures with

sen51t1v1ty to transient fluctuations in affect. All subjects were also



adninistered a questionnaire, designed for use with the menstrual cycle,
that includes three factors composed of samatic items. Samatic 'ratings
| were made on the same modified daily basis as the mood ratings.

The individual magnitude of mood change scores between
intermenstrual and premenstrual test periods were used to dif;ferentiate
between subjects. This differentiation was between subjects reporting
specific typfs. or combinations of types of premenstrual increases ar
decréasa in negative affect, and subjects who reported little or no
changes in mood. Thus » each subject served as her own control using an
intermenstrual base_lihe for camparison. The reverse cycle day method was
used to organize data fram each individual's menstrual cycle.

A cluster analytic techniqu.e was applied to group subjects on the
basis of their dimensioral profii'es of the change scores on the‘-
affective cambinations investigated, This technique allows for
examination of the range ap.d.variety of symptom levels and combinations
by organization into affective cluster subject groups.

Once the major cbjective of clustering subjects into affective
‘subtypesl was acconplished, certain secondary hypotheses were planned to
be tested. Across c¢ycle phase comparisons oﬁ ‘n‘ood méasures were
conductzd. It was postulated that across phase differences in affect
measures would be significantly differerrt (in that higher negative
a.ffeét measures would be found in the premenstrual phase) for subijects
falling into dysphoric subtype groups but not for all subjects combined.

The “relationship between premenstrual affect or premenstrual

syndrome and measures of neurcticism and trait anxiety has been \\
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i‘nve;t'igated but the research has not yie_lded consistent results. One
possible explanation for this inconsistenéy is that the diversity and
combinations of premenstrual affective changes have not been carefully
specified or accounted for in prior studies investigating the
relationship of personality varjables to premenstrual changes. No
adeqquately controlled study has tested the proposedlrelationship between
elevated neuroticism and premenstrual depression using both valid
neuroticism measures and indices of specific subtypes of premenstrual
dysphoria. Regarding trait anxiety, the total available evidence does
not clearly lead to the conclusion that high trait anxiety is related to
premenstrual state anxiety elevation or premenstrual affective
synptonﬁtologlyf Lg;évious research has not focused on the possible links
between spec}.f\i:c subtypes of premenstrual dysphorip changes such as
elevated‘ state .‘anxiety (or combinations of éuch an elevation with
premenstrual elevations in other types of dysphoric affect) and levels
of trait anxiety.

Neuroticism scofés (obtained at an initial interview) of the
affective subtype groups were compared. A primary hypothesis was that
subtype groups demn;st;;afing depressed premenstrual affect “would
demonstrate a higher neuroticism score than the other dysphoric subtype
groups and any group(s) reporting little or no premenstrual mood change.

An investigation of across subgroup differences in trait anxiety

measures (obtained at two separate points of the menstrual cycle), and

‘their possible relation to state anxiety measuréqs was conducted. Trait

anxiety measures were not expected to be significantly different over
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the two times of testing. Ancther primary hypothesis was that subjects
in subtjr_cups‘ rleporting increased premenstrual state .anxiety were
expected to demonstrate trait anxiety measures higher than those of
cother dysphoric subtypéD groups or any group(s) evidencing little or no
premenstrual mood changes.

Finally, the secondary question of whether preamenstrual negatlve

affect may be a secondary response to physical symptoms was addreﬁsed

The possible link between premenstrual affective and physical changes

has not been well investigated, particularly with regard to different

types of pramenstrual affective changes.. P;'ior research has not sought
the correlation between change scores of carefully and prospectively
specified types of negative.affect and premenstrual phyéical symptom
changes. It was postulated.as a secondary hypothesis-that very little of
the difference between intermenstrual and premenstrual affect measures

could be accounted for by increases in premenstrual physical symptom
reporting, or vice yefsa regarding physical measures “being accounted for
by differences in premenstrual affect reports. b _

i
.

_



[ Chapter III

METHODS.

Subjects
Source and Number

A total of 537 volunteers were obtained from the student
population of the University of Ottawa and from the Ottawa sector of the
Serena organizatio.n. Members of Serena practice a contraception method
based' on the monitoring of basal body terrperature,. and additional signs
of ovula'tlion. “ |

The volunteers were obtained in ‘two groups with a 12 moﬁth time
difference in their recruitment and participation in the study. The
first volunteer group was composed of 317 subjects of the student
population and Serena members, and the second group consisted of 116
volunteers from the student population. Subjects were asked to
participate in a study on 'mood and the menstrual cycle' and informed
that it was not necessary that they belieye that their mood was in any
way connected to their- cycle.

Of the orlginal first volunteer group (n = 317), 26 subjects could
not be contacted and after screening the remaining 291 by telephone, 126
sub"jects (43% of contacted volunteers) met the exclusion criteria
described bellow. A total of 165 subjects of the first volunteer group

were individually interviewed for the study.
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Of the second group of volunteers (n = 116}, 12 subjects co%ld not

be contacted and after screening the ren'aiﬁing 104 voluntez;rs by

télephone, 44 subjects (42% of contacted valunteers) met the exclusion

criteria. A total of 60 subjects of the second volunteer group were

interviewed for the study. *

Exclusion Criteria

Any of the following criteria formed a basis for exclusion from

the study. These criteria were used to obtain a sample of A normally

menstruating women without diagnosed psychiatric illness.

1)

i)

iii)

iv)

v)

vi)

vii)

viii)

ix)

X)

Age less than 18 or greater than 45 years.

Current use of oral contraceptives.

Usé of oral contraceptives within six ﬁnnths pfior to
partiéipation in the stu-dy., |

Pregnant or planning to become pregnant. ~

Taking medication on ‘a reqular- basis (particularly anxiolytics,
ani:idepreasants, diu;:eetics, honroﬁes or neuréleptics), or during
the study, or within four weeks preceding the study.

Suffering from a serious medical illness (particularly an
endocrine or gynecologic disorder).

Previous psychiatric care.

The average length of the menstrual cycle is estimated to be
greater than 34, or less than 24 days.

The date of expected menstruation is estimated to fluctuate by
more than three days arcund the average cycle length.

Non—regula}r menses for six 'previcus cycles.

-
R
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xi) Pregnant within six months prior to the study.

xii) Breast feeding a child within six months prior to the study.
. ) '

Data Collection

-

Procedure .

All subjects were individually interviewed during which they were
explained the method of oo:rbletion of the self-report questionnaifes.
- They were also asked to sigE a consent form informing them of ancnymity
and confidentiality retgardiﬁg the information they provided in their
parﬁicipation. Each subject w;;?administered the Eysenck Personality
Inventory (EPI) to obtain a measure of neuroticism (possible score range
= (0-24). DéTDgraphir:' data was collected concerning details of maritai
status, parity, education, arplog_(ment, religion, residential setting and
mther‘_ﬂ taongue.  Subjects weré given all of the self-report mood
nquestlibnnaiws to take home and left with the instructions to report the
first day of ouset of their next menstrual period to the e:q:oerimente;‘. RN

A preﬁiously c’onducted pilot study (n = 10) regarding the
feasibility of collection of mood questionnaires on a modified daily
basis resulted in high attrition and a low compliance rate for coqrpleted
questignhaires. Based on the results éf the preliminary pilot study the
following procedures were instituted to increase the response rate:
informing subjects of the importance of the completion of
questionnaires; inclusion of a general instruction sheet; inclusion of a

schedule sheet for questionnaire completion; telephone contact with

subjects at least four times during the test cycle.
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Each subject began completing the mood questionnaires daily from
day 6 of her test menstrual cycle (next cycle not including an
exam-writing period) to day 12 (intenrensthlai phase measures based on a
standard 28 day cycle). Mood measures were also obtained daily fram day
21-34 | (premenstrual phase measures). Subjects were not explicitly

informed that the dates of completion of self-reports corresponded to

or preamenstrual period of their cycle. A schedule was

provided to each ject to keep track of the dates on. which she would

be required to complete mood ratings. The data was collected from each
subject in two sets. The first set consisted of the daily ratings from

days 6-12 and the second was the data of days 21-34. Subjects were

instructed to note down the exact date of onset of menstruation

occurring sametime near completion of. the test cycle.

The subjects were instructed to leave the questionnaires for a
daily rating blank if they failed to complete that daily rating, but to
continue to complete the rest of the daily ratings as instructed. Th;ay
were asked to report their mood on the questionnaires as acﬁurately as

possible, at about the same time on each day. They were asked to report

their mood without editing ar distortion according to their perception

of the influence of daily events on their mood or consideration of
menstrual cycle phase., They were encouraged to note down any significant
perscnal events or situations on the questionnaires. A copy of the
general mftructions' given to each subject can be found in Appendix 4.
Duriiug the course of data collection, subjects _were telephoned at

least four times; a reminder to begin the first set of daily ratings (on
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day 6); a che-ck-uP call on their progress .tm days later; a remind& to
begin the second set of daily ratings on déy 21; a second check-up call
four days later. This procedure ensured greater subject compliance and
avoided any Hdsurﬂerstaﬁaings of- the instructions.

Instruments

The following self-report questionnaires were completed at each
daily rating. -

i) Menst'.rual Distress Questz:.onn;ire (m-'l‘,l Today form).

ii) Profile of Mood States (POMS, 'Today’ vé.rsion.).

iii) State-Trait Anxiety Inventory (STAI X-1, 'How you feel today').
iv)  Depression Adjective Checklist (DACL, 'HgW you feel today').

o The above IIDCd questionnaires ue.-re chosen as theyh,wgre designed to
pravide sensitive measures of change over repeated administrations. The
SAI X-1 (Spielberger et al., 1970) and the DACL (Lubin, 1976) were
chosen -to provide valid measures of anxiety and depression respectively.
On the SAT X-1 the range of possible scores varies fram a minimum score
of 20 to a maximm score of 80. The DACL forms A-D were alternated over
rating days for \va.riation. On the DACL the possible score range is minus
10 to 34.

The POMS provides measures .of negative affect with the factors of
tension-amxiety (T), depression—dejection (D) and anger-hostility (A)
(McNair et al., 1971). The score range is 0-35 points for the POMS-T,
0-60 far the PoMS-D, and 0-48 far the PCDS—A;

The MDQ-T (Mocs, 1977) was included as it provides an overall

measure, of negative af@t (Negative Affect factor, (MA)), as well as
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.several factors related to somatic symptoms (i,e., Pain (P), Water
Reténtion (WR), and Autonomic Reactions (AR}). The score ranges for the
MDQ-T factors are B—fIEi> for the M) Negative Affect factor, 6-36 for tie
Pain fact‘_.or, 4-24 for the Water Retention factor, and 4-24 for

Autonomic Reactions factor. . The d

correlation beﬁ
premenstrual affective symptoms and premenstria
could thus be computed. The correlation would provide a measure of the
relative dependence or independence of physical and affective
symptomatology. |

* Subjects also completed the SAI (Form X-2), which is a meashre of
trait anxiety, oﬁ day 6 and day 21 of the .test cycle in order to allow
examination of the possible relationsﬁip between measures of state and
trait aﬁxiegy. L

The EPI (Form A) was administered at the initial interview in
order to obtain measures of neuroticism and, therefore, allow a test of
the hypothesized relationship between neurotic:‘ism and premenstrual
depression. The EPI was chosen to obtain measures of neuroticism,

despite criticisms that/have been directed at the use of such standard

personality tests to«s rt the notion that frequency and/or severity

of menstrual distress is

~ e
correlations between rraeﬁ\st‘.-r.zu‘ai~ distress

ated. to neuroticism gGaan.':‘, 1981). It is
argued that significant
questionnaires and personality tests mayj’lbe due to confound“h\n‘cj (il.e.,
similar questions on both uép#;e_s/_,of"gésts, such as those questions
regarding mood swings) rather than any actual association between

Y

menstrual disorders and poor adjustment (Gannon, 198l). For the purposes
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of this study/,\hgnever, EPI neuroticism measures will be used to support
or refute a specific hypothesized relationship between neuréticism and
‘premenstrual depression as opposed to prénenstrual anxiety/irritability. -
Premenstrual depression and anxiety/irritability are both types of
menstruallf related mood swings. Thus, the similarity of EPI neurcticism
questions to those on reports of questionnaires o:f mood should not serve
to confound the this type of group comparison. |

For a more complete dacr'iption of each of the selfurepoft

" instruments used in this study, the reader is referred to Appendix S.%



Chapter IV

PRESENTATION OF RESULTS

Subiject Group'l

| Cf the’ 165 subjects interviewed for the study from the first
volunteer group, data fram 149 (mean’ age, 24.6° years; standard
deviation, 7.1 years) were, included in the analyses. ©Data from i3
subjects wvas discarded due to their extremely long test menstrual cycle.
One subject became pregnant, one developed gynecolcogical probl'erés and
another subject was excluded due to a bereavement reaction. Eleven of
the £inal 149 subjects were Serena members. |

| The ~average nuﬁuber of completed .quesil:ioqulaires in the 7-day
" intermenstrual set of“-rreasuras was 5.4 with a range frcm 5—7‘ (n =149).
For the possible l4-day premenstrual phase measures, the average number

of completed questionnai was 7.8 with é. range from 3-14 (n = 149).

‘Incomplete questionnairyes or factors of questionnaires not responded to
were considered as misking data for any given subject.  Any data missing
trual set of messures was due -t:o non—congliance,
set of measures data may be missing due to
non-campliance or length of menstrual cycle. | For non-campliance oniy,
incampleted daily questionnaire sets equalled 88 (n = 149). This
averages to approximately 1.7 missing days of data per subject. -
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Change Score Calculation

Total daily scores for each con.pleted test (i.e.,‘ DACL, SAT X-1),
or factors of each test (i.e., POMS, MDQ-T) were calculated for each
subject. A magnitude of change score for each subject was obtained on
the SAT X-1 and DACL. A change scor;: ?&\thained.by subtracting the
average of the caaposite seven—day intermenstrual- measures fram the
average of -the camposite premenstrual measures, Data for the campesite
pranenstrﬁal measures was obtained by averaging the scores on all
7 questionnaires completed up to and including the day before onset of
menses. Each subject thus served as her own control in the estimation of
a possible premenstrual increase in these ratings of anxiety and
depression. The scores of the factors of the EOMS (T, D, A) and the
factors of the MDQ~T (NA, P, WR, AR) ﬁe{:e each averaged within the two
phases (intemmenstrual and prenens;trual) . They were then converted into
a magnitude of change score for each subject.

Affective Correlation Analysis

A correlational analysis (BMDP8D) (Dixon & Brown, 1979) was
conducted using the megnitude of change scores ofl the six affe&t
‘variables (i.e., POMS-T, D, A; MXQ-T NA; DACL; SAI X-1). The
correlaticns are presented in Table 1. A correlation of .81 was found

between the POMS~T factor change scores and the SAT X-1 change scores. A

correlation of .75 was found between the POMS-D factor difference scores’

and the DACL difference scores. The general Negative Affect factor
(MDQ-T) change scores correlated at or above .71 with all other
affective change score measures except the ‘POMS-A factor (r = .64).

~

.
il
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These correlations provide evidence of the convergent validity of the
chosen affect measures. The DACL ana POMS-T change scores were
_considered redundant to the POMS~D and SAT X-1 measures respectively.
- The range and standard deviations 6f the DACT. and P@S-‘I‘ change scores
were lower than those of the POMS-D and SAI X- (as shown in Table 2).
Since a high degree lof variation and flexibility was sought for the
study in these measures, the POMS-T and DZCL ratings were excluded in
| any further analyses.

Subdect Group 2

Fran the 60 subjects of the second subject group, data fram-d45
(mean age, 22.8 years; standai:d deviation, 9.3 years) were ip€luded in T———"
the analyses. Data from four subijects was discarded dué to their
extremely long test menstrual cycle. Two subjécts began : é.ruating too
early in the cycle to collect adequate data and ni subjects *ﬁére
excluded because of incomplete or los*f questionnaires. The average
mxﬁbe.r of co;npleted questionnaires in the seven-day intermenstrual set
of measures was 6.6 with a range of 5-7 (n = 45). The average number of
campleted premenstrual phase questionnaires was 8.3 with a range of 5-14
(n = 45). Incomplete questionnaires or. factors of questionnaires not
clearly responded to were considered as missing data.. For non-compliance
only, incompleted daily questionnaire sets equalled 43 (n = 45). This
averages to approximately 1 missing day of data per subject.

Due to the results of the affective correlational analysis (sée

Table 1) of the Subject Group 1 (n = 149), the 60 subjects of the second

Ll
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Table 1

Correlatidn Matrix of Magnitude of Affective Change Scores

Variable POMS~T POMS-D  POMS-A MDQ-T NA  DACL SAI X-1
Name .

POMS-T 1.00

POMS-D 0.60 1.00

POMS-A 0.57 0.65 1.00

MDQ-T NA 0.71 078 0.64 1.00

DACL : 0.54  0.75 0.47 0.71 1.00

SAI X-1 0.81 0.62 0.44 0.72 - 0.70 1.00

Note: n = 149.
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subject group were not administered the redundant DACL self-report
questionnaires. The secohd subject group was also not administered the
sal X-2. This reduced the rather large number - of self-report

questionnaires to complete over the course of the test menstrual cycle.

Total Subject Group

The first subject group (n = 149) and the second subject group (n
= 45) were combined to conduct all of the following data analyses,
except for the analyses of the SAI X-2 scores (n = 149) and its
associated cluster analysis (n = 149).

The groups were éble to be combined on the basis that the mean age
and standard deviation of Subject Group 1 (i.e., X = 24.6, SD - 7.1) did
not differ appreciably from that of Subject Group 2 (X = 22.8, SD =
9,3). Furthermore, the subject groups were both drawn from the same main
population sample of students and were tested at the same time of year,
with menstrual test cycles about 12 months apart. When separate
d@ographbc data for each subject group was examined thé data was
similar except that Subject Group 2 had a highér percentage of single
(82.2%) as opposed to married (6.7%) women than Subject Group 1 (67.1%
single women; 26.2% married women). The parity of subject groups did- not
seem to differ except in the case of having two or more children, whgre
the percentage for Subject Group 1 was 13.4% and that of Subject Group 2
was 0%. Relatively little consistent research findings are available to

relate such factors as age, marital status, and increasing parity to

premenstrual symptomatology (Bancroft & Backstrom, 1985; Reid & Yen,
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1981; van Keep & Lehert, 1981'; Woods et al., 1982), Since the f_ocus of |
the present study is not to collect epidemiological data, it was
considered more feasible for the analyses .tc_: combine the subject groups
than to focus on a few factors of heterogenity.

The means and standard deviations of the conposite avérage
follicular phase scores (time 1) and the composite average luteal scores
(time 2) for the POMS factors, MDQ-T factors and the SAI X-1 are
presented in Tables -3 and 4. Table 3 presents the means for subject
group 1 (n = 149) and Table 4 presen;cs the means for subject Group 2 (n
= 45). The time 1 means, as well as the time 2 means, were compared for
each variable across the above two subject groups using the two-sample £—
statistic and significance level referred to under the section of this
paper entitled Cluster vVariable Comparisons. No significant differences
were found across subject éroups 1 and 2 on any variable for either time
1 or time 2 measures., These results support the position that subject
groups 1 and 2 may be pooled for further analyses. The wvalidity of
combining the tx;zo subject groups is based upon the similar average
intermenstrual and average premenstrual variable scores of each group.
Furthermore, the means of the magnitude of affective change scores of
subject group 1 (Table ‘2) were compared to those of subject group, 2
(Table 5). No significant differences were found using the above
mentioned t statistié. It therefore appears to be an acceptable
procedure to conduct analyses on the total subject group (n = 194) which

is composed of subject groups 1 and 2.

4
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Means and Standard Deviations of Magn1tude of Affective Change Scores of .

Subject Group 1

=

ey
Variable X 3D . Smallest largest
: Case Yalue fase Value
POMS-D 0.82 - 4,72 -11,82 16,77
POMS-A 0.71 . 4.04 -14.71 14.80
MDQ-T . NA 1.07 . 3.83 - 9.69 11.34
SAI X-1 1.27 7.04 -30.92

24.43

Note: n = 149,

Variable means not significantly different from those of Table 5

(Subject Group 2).
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Table 3

Means and Standard Deviations of Affect and Physical Variable Scores at Time 1
and Time ¢ for SubJect Group 1

Variable X ) so
Name ’ 3 e B
POMS-D
Time 1 4.974 5.665
Time 2 5.798 7.087
POMS-A ' ‘
Time 1 3.913 3.808
Time 2 4.621 4.922
MDQ-NA
Time 1 13.691 4.472
Time 2 14,746 - 5.640
MDQ-HR
Time 1 5.134 1,145
Time 2 7.627 2.918
MDQ-P .
Time 1 9.364 2.539
Time 2 9.961 3.063
MDQ-AR | |
Time 1 4.401 0.710
Time 2 4.748 1.118
SAI X-1
Time 1 38.349 8.280
Time 2 39.615 9.065
: o
Note: Time 1 = intermenstrual phase. i
Time 2 = premenstrual phase.
n = 149,

Variable means not significantly different from those of Table 4
(Subject Group 2) for both time 1 and time 2. - .
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.

Table 4
> .
Means and Standard Deviations of Affect and Physical Variable Scores at Time 1
and Time 2 for Subject Group 2 ‘ : -
N
/ ™\
. T\
Variable ‘ X SD ‘
Name . N —— : \\
. 3
POMS-D ' \ \
Time 1 : - 6.578 7.916
Time 2 5.714 5.206
POMS-A
Time 1 4.683 5.503
Time 2 4.650 5.362
‘MDQ-NA
Time 1 14.257 5.791
Timg 2 14,612 5.146
MDQ-WR
Time 1 5.479 1.568
Time 2 7.336 2.532
MDQ-P :
Time é 9.344 2.956
Time 10.212 3.536
MDQ-AR |
Time 1 4.474 0.982
Time 2 4.739 1.077
SAI X-1 / :
Time 1 39.862 9.130
Time 2 41.176 8.479

Note: Time 1 = \ntermenstrual phase.
= premenstrual phase
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Tabie 5

Means and Standard Deviations of Magnitude of Affective Change Scores of
Subject Group 2 '

&

Yariable X SD >~ Smallest Largest
' ' Case Yalue Case VYalue
D
. POMS-D -0.86 7.51 -34.57 ‘ 14.83
2 PUMS-A -0.03 5.39 -16.95 12.86
SHMDQ-T NA T 0.35 5.07 -16.27 - 11.46
SAL Xx-1 1.31 8.23 ~26.64 15.17

Note: n = 45,
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The total subject group was composed of 194 subjects (mean age,
25.2 years; standard deviat:':on, 7.0 'years). For a daéription of the
demographic data.of the total subject group (n = 194) see Appendix 6.
Change Score Calculation

The magnitude of change scores for each variable for n = 194, were
computed in the same manner as that described under the section entitled . l
change score calculation for Subject Group 1 (n = 149).

Cluster Analysis Procedure and Results

In order to separate the total subject sample (n. = 194) into
subgroups based upon the presence or absence of the major types of
premenstrual affective change, the magnitude of change scores of the
mocd questionnaires (i.e., POMS-D, -A, SAI X-1) were used as data for
the BMDP-79 program PRM (‘or K-means) clustering. PRM partitions cases
into clusters based upon an Euclidean distance measure separating the
cases, In the completed ana.l.ys:.s reach case belongs to the cluster whose

center is clecsest to that case and éach cluster center is the mean of

cases within that cluster.

The cluster analysis demonstrated that S1% (n = 98) of the total
sample of women (n = 194) fell into cluster groups characterized oy
increases in pre:renstnﬁl dysphoric symptamatology. Three major
categories of premenstrual dysphoria emerged fram the analysis. These
subtypes were based on the cluster means using changc-a scores  on
depression-dejection (POMS-D), anger-hostility (POMS-A) and anxiety (SAT
X-1}). MDQ~MA scores were excluded from the cluster analysis as they

provided an overall measure of negative affect instead of specific mocd
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variables. A total of six cluster groups was considered optimal as _

requesting cluster formation of more than six groups did not result in
any further separation of major dysphoric subtype clusters. Requesting
cluster formation of more than six groups led to a further breakdown of

non~dysphoric clusters. Since the dysphoric subtype clusters were the-

main ones of interest in this investigation, six clusters are reported
upen. | |

The affect cluster gfmp means and standard deviations (based on
change scores) are reported in Table 6. Table 7 reports the analyses of
variance results for each affect variable (change score). The between-
cluster mean square is compared to the within-cluster meary square. Since
the cluster group‘s are obtained éf@ifica]_.ly,, the F ratios are
'descriptive’ of differences between clusters rather than a significance
statement on the overall clustering.

Cluster variable Comparisons

A two-sample t~statistic was used to conduct across cluster group

mean comparisons on the variables of depression, anxiety, and anger. The
results obtained fram the t-test comparisons were used to aid in’ the
description of the groups formed by the cluster analysis rather than

serve as a type of statistical a posteriori comparison of means. The

cluster mean values on each affect variable (see Table 6) were campared

acress Groups 1, 3;’{‘4‘_ and 6. The t-statistic estimates the variance of
each group separately and the prabability values correspond to two-sided
tests of significance. Due to the number of camparisons to be conducted

{six per variable), the experimentwise error rate was set at a

~
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Affect Gluster Group Means and Standard Deviations of
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\

Sub ject Grougéé

-

Cluster. Variahle Name

Group ~ POMS-D POMS-A SAL X-1

Number n X SD S0 X soD
1 13 10.38 3.25 5.34 4.10 14,15 3.77
2 18 -6.99 3.72 -5.61 5.37 -11.57 S.88

I3 20 6.75 4,21 7.24 3.80 4.47 3.31
4 65 0.80 2.57 1.03 2.14 5.67 3.11
5 1 -34,57 0.00 -5.63 0.00 ~26.64 0.00
6 77 -1.01 1,93 0.92  2.17 2.07  2.59

Grand 0.43 0.54 1.28

.Mean

Note: Total n = 164.
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Table 7

Summary of Analyses of Variance of Each Cluster Affect Variable

Variable Mean Squares —df ( F-ratio Prob.
Name Between With m\ - '

POMS-D 894.063 7.472 5, 188 119.66 0.0
POMS-A 419.116 8.602 5, 188 48.72 %.0
SAI X-1 1645.252 11.134 5, 188 . 147.77 0.0

L

Note: n = 194.

P
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probability level of .05. According to the formila of Keppel (1973), and
1;.0 control for this error rate probébility level, only obtained
probability values of less thanl .':OOl‘we.re considered 'significant' (at p
< .05).

Table 8 summarizes the results of the t-test comparisons. The high
depression mean'scores of cluster Groups L and 3 were not significantly
different, t (29.9) = 2.76, p < .0l. The moderate depression mean of
Group 4 was significantly lower than that of Group 1, t (15.2) = 10.04,
P < .00L, or 3, £ (23.5) =5.99, p < .00L. Compared to Group 6, Groups
1, £ (13.5) = 12.28, p < .001, 3, £ (21.1) = 8.04, p < .001, and 4, t
(117.1) = 4.68, p < .001, all had significantly higher depression means.
For anxiety, Group 1l's mean was significantly higher than that of the

moderate mean values of Groups 3, t (23.4) = 7.56, p < .001, and 4, t

(15.4) = 7.63, p < .001. Cluster Groups 3 and 4 did not differ

significantly in their mean anxiety valrues, t (30.0) =1.44, p < 200

-Campared to Group 6, cluster Groups 1, t (14.0) = 1.4.94; R < .OOSL, 3, t
(25.3) = 8.20, p < .001, and 4, £ (124.8) = 15.96, p < .00L, all had

significantly higher anxiety means. Similarly, in comparison to Group 6,

cluster Groups 1, t (13.2) = 5.38, p < .081, 3, £ (22.3) = 9.23, p < -

.001, and 4, t (136.7) = 5.37, p < .001, had significantly higher anger
means; Cluster mean anger values were not found to be significantly
different between Groups 1 and 3, t (9.9) = 1.34, N.S., nor between
Graups 1 and 4, t (13.3) = 3,69, p < .05. Groups 3 and 4 did differ
significantly in their cluster mean anger values, t (22.8) = 6.98, p <

.001. The highest anger mean was for Group 3 and the lowest was for
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t-test Analyses of Affect

Cluster Group Means
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Cluster Cluster Group t
Group A L
Number . n 1 3 4 6
POMS-D
1 13 - 2.76M"S  10.,04* . 12.28*
3 20 - - - 5,99% 8. 04*
4 65 - - - 4.68%
6 77 - - - -
POMS-A
1 13 - 1.34N5 3,69NS 5.38*
3 20 - - 6.98* 9.23*
4 65 - - - 5.37%
6 77 - - - -
SAI X-1
1 13 - 7.56% 7.63* 14.94*
3 20 - - 1.44N5 8.20%
4 65 - - - 15.96%
6 77 - - - -

Note: Two-tailed t-tests

Total n =

*p < .05.

194,

with variances not assumed equal.
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v
Gréup 4. The Group 1 anger mean séemed to fall in the moderate range
while overlapping, in terms of béing nqnsignificantly different, with
Groyps 3 and 4.

Cluster Subtype Descriptions

The subtypes identified from the cluster analysis may be described
as outlined in the smnary chart (see Table 9). Three major dysphoric
~categories were described. DescripPions were formed according to the |
value of affect cluster ' group means (see Table 6) and the t-test
analyses (Table 5) camparing means, such-as the conparisons"to Group 6
(n = 77) which demonstrated liﬁtle change in mood on all affect
measures, The dysphoric subty;;e grc:l-lps were those numbered 1, 3 and ‘4.
Group 1l appears to demonstrate premenstrual in;reas% in all three of
. the negative affects} where depressio-h and anxiety predominate. In Group
3, depression and anger seem to predominate. In Group 4 moderate or law
levels of increases in the negative affects are cbserved, Preme.nstrual .
mood elevation was apparent in Group 2 (n = 18) and Group- 5 (n = 1)
which together represent 5.8% of the total subject group (i.e., n =
184).

The reliability of the cluster subtyping was checked by a
camparison of the affect cluster group means of subject Group 1 (n =
149) (see Table 20) with the respective means of subject Group 2 (n =
44) (Table 10). Subject Group 2 contains 44 subjects rather than the
total of 45 as one cutlier subject which formed a sirigle cluster (see
Table 6, cluster Group 5) was discarded to simplify the analyses. The .

comparisons of interest were between the two subject groups on each



Table 9 139

Ciuster Subtype Descriptions

Cluster n " Description Age 2 of % of
Group - _ Dysphoric Totgl
Number X- ., SD nd n
1 13 High PM depression. 25.2 7.0 13.3 6.7
77" High PM anxiety.
\ Moderate PM anger.
2 A8 Moderate-high PM decrease 26.2 7.1 - 9.3
- in depression, anxiety, ;
anger.
3 20 High-moderate PM depression. 23.3 7.0 20.4 10.3

Moderate-low PM anxiety.
High-moderate P anger.

4 65 : Moderate-low PM depression. : 26.4 7.6 66.3 33.5
Moderate PM anxiety.
Low-moderate Pi anger.

5 - 1 High PM decrease in 2z - - .5
/ depression, anxiety, anger.

N

6 77 Mjld PM decrease in 24.5 6.3 - 39.7
depressiong anxiety, anger.
Note: PM = premenstrual.
an ysphoric = 98. 4;\
by Total = 194.
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Tab]e 10

Affect Cluster

Cluster Variable Name ;

Group PRS0 - "~ POMS-A | —SAT X-1

Number n X S0 X SO _ X, Sb
1 3 .58 1.71 1.29 1.43 8.90 5.5
2 11 2\os  2.21 “1.29 2.33 D410 2,08
3 5  8.09 4.9l 9.83 2.24 1012\ 2.16
a6 0.78°  1.43 2.18 1.87 10.67 1.84
5 4 -11.21 2.83  -11.51 3.89 006’ 470
6 15 0.2 2,99 0.1l 1.65 SL9s N 2.9

Grand -0.10 0.10 1.95

Mean B :

Note. Total n = 44,




T — S I

affect variable of the clusters. The t statistic and s/level of

significance as outlined in the section entitled cluster Variable

Compgrisons was applied.

No significant differences emerged between the two subj
on each cluster for the affect cluster neani of the POMS-D
varié.bles; For the SAI X-1, subject Group 1 (n = 149) and subject Group
2 demonstrated significant differences in clusters 2, 4 and 6. For
cluster 2, subject Group 1 demonstrated a significantly lower SAT X-1
cluster group mean change than that,of subject Group 2, t (25) = 5.19, p
< .001. For cluster 4, subject Group 1 dgmonstrated a significantly
lower SAT X-1 cluster group mean change than that of subject Group 2, t
(8) = 6.55, p < .00l. Finally, for cluster 6, subject Group 1
demonstrated a significantly lower SAT X-1 cluster group mean change
than that of subject Group 2, t (23) = 5.26, p < .001..

The reasons for the across subject group differences in the
cluster means of SAT X-1 may only be speculated “pon. The small number
of subjects composing subject Group 2 (n = 44) is one factor which must
be mmidaed-ﬁm examining the reliability of the cluster subtypes in
temms of a replication of the subtypes of subject Group 1. | Furthermore,
it may be noted that the range and standard deviations of the SAI X-1

iable change scores are high in comparison to the other affect -
:giables (see Tables 2 and 5). There may be some reason faor the
significant findings that relates it to the constant lower cluster mean
anxiety values of subject Group 1 for clusters 2, 4 and 6. In any case,

the total mmber of affect cluster mean comparisons across subiject
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groups equalled eighteen. Tt seems that overall the cluster subtypes may
be considered as fairly x.:eliable.‘ Of the eighteen camparisons conducted
between the subject groups, only three comparisons pointed 'to
significant differences. The affect cluster subtypes seem to be similar
in both subject samples '(i.e., Group 1 and 2) and thus the affect
changes demonstrated may be considered as fairly typical for the type of
population sampled in this study.

Cluster Subject Age Comparisons §

The affect cluster group age means and standard deviations are
presented in Table 11 for the total subject group (n = 194). Cluster
ércups were examined for age differences by applying a ocne—way ANOVA
(BMDP7D) using clusters 1-6 as the grouping factor. No éignificant
overall age difference’ emerged from the 'anaflysis,zg (5,188) = 0.94, p <
.45, indicating that cluster groupé' did not diffe_r.:‘ in the n'ean age of
their subjects. The ANWAr&sults are pregg¥ited in Table 12.

Analysis of Acrbss Phase Differences

W

The means and standard deviations of the conposit;e average“‘
intermenstrual phése scores (time 1) and the composite average
premenstrual phase scores (time 2) for the POMS factors, MDQ-T factors -
and the SAT X-1 are presented in Table 13 (n = 194),  For each affect
variable, these scores were tested for ' significant across phase
differences by analysis of repeated measures factors (EMDPZV).': This
analysis is similar to paired comparison t-tests. As seven separate .
camarisons were conduc;*ted, the experimentwise error rate was Q;et at a
probability level of gpproximately .05 according to the formula of

e
/
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"Table 11

““Affect Cluster Group Age Means and Standard Deviations

Cluster C -

Group - Age Age
Number n X SD Maximum Minimum
1 13 25023 6.85 39 18
2 18 26.17 7.08 40 19
3 20 23.30 7.41 " 42 18
4 65 26.39 7.58 45 18
5 1 22.00 0.00 22 22
6 7 20.48 6.32 45 - 18

Note: Total n = 194,
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Summary of One-Way Analysis of Variance of Age of Subjects by Cluster Group

: Sum of Mean
Source Squares df Square F-Ratio Prob.
Age 230.33 5 46.07 £ 0.94 0.4533MS
(Between groups)
Age | 9167.61 188 48.76 =

(Within groups)

Hote: Groups = 1-6.

eesp = 194,
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Tablé-13

Means and Standard Deviations of Affect and Physical Variable Scores at Time 1 -
and 11me 2 for jotal Subject Group _

-
Variahle™ “ X D Time ANOVA
Name . - F Ratio Prob.
. - |
POMS-D |
) Time 1 5.346 6.273 1.19 0.2763
" Time 2 5.778 ~ 6.685
POMS-A :
Time 1 4.091 4.258 | 2.90 0.0993
Time 2 4.627 5.013 - R
MDQ-NA | | '
Time 1 13.822 4.800 . 9.0t 0.0030*
Time 2 14,715 5.517 '
MDQ-HR .
Time 1 5.214 1.260 . 167.47 0.0*
Time 2 . 7.560 . 2.830
MDQ-P : .
Time 1 9.360 2.633 14.40 0.0002*
Time 2 10.019 . 3.7l
MDQ-AR
Time 1 4,418 0.779 23.45 0.0%
Time 2 4.746 1.106
SAI X-1 L
Time 1 38.670 8.484 5.92 0.0159
Time 2 39.977 8.936 3

Note: Time 1 = intermenstrual phase.
Time 2 = premenstrual phase.
n = 194, '
Time ANOYA = repeated measures ANOVA trial factor with two levels;
, intermenstrual and premenstrual (see Table 14).
- *p £ .0S. .
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Keppel (1973). Obtained prcbabilii:y values of less than ,001 were
consuiered significant (at p < ;05).

. Premenstrual phase measures of MDQ-T MA, ﬁR, P, and AR were

significantly higher than intermenstrual iphase measures as indicated in

Table 14 by the F ratios for MA, F (1,193) = 9,01, p_ < .003, WR, F

(1,193) = 167.47, p < 0.0, P, F (1,193) = 14.40, p < .002, and AR, F
(1,193)

u

23.45, p < 0.0. The hypothesis that across phase differences
in affect measures would not be significantly different for all subjects
carbined (n = 194) was supported, except for the higher glabal negative
affect measure (MDQ-T ‘NA) in the premenstrual chase.

Analysis of Across Phase Differences for Dysphoric Subtype

Subjects

The means and standard devia_tions of the composite average
intermenstrual phase scores (time 1) .on the POMS factors, MDQ-T factors,
t.l}e SAT X-1, and-the colnposite average premenstrual phade scores (time
-2) are reported in Table 15. Tabie 15 reports the means and standard
de.ria:tiqns for only those subijects who ’fell into cluster groups
characterized by dysphoric premenstrual symptamatology (Groups 1, 3 and
47 total n = 98). The across phase analysis was reconducted for only
thos.e subjects of Groups 1, 3, and 4. Table 16 sumarizes the results of
the analysis of repeated measures factors. BAs explained in the previocus
section e.'.ntitled Analysis of Across Phase Differences, probability
levels of less than .00l were considered significant. All factors of
interest of the PCMS, eé;-m, and the SAT X~l were significantly higher

{at p < .05) in the pra*:‘“\enstrual phase than in the intermenstrual phase
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Ssummary of Repeated Measures Analyses of Variance of Variable Mean Scores by

Phase of Measurement

Sum of . Mean

»

Source .- Squares df Square F-Ratio  Prob.
POMS-D
Mean 12002.816 ~ 1  12002.816  174.39 0.0
Error 13283.400 193 68.826
Time | ©18.138 1 18.138 1.19  0.2763
Error 2937.416 193 15.220
POMS-A
Mean 7373.805 1 7373.805  219.16 0.0
Error 6493.536 193 33.645 |
Time 27.876 - 1 27.876 2.90  0.0903
Error 1856.214 193 9.618
MDQ-NA
Mean 78992.991 1 78992.991  1759.76 0.0
Error 8663.495 193 44.889
Time 77.333 1 77.333 9.0  0.0030%
Error 1657.220 183 - 8.587 : .
MDQ-HR
Mean 15827.393 1 . 15827.393  2470.8% 0.0
Error 1236.269 193 6.406
Time © 533.781 1 533.781  167.47  0.0%
Error 615.166 193 3.187
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Summary of Repeated Measures Analyses of Variance of Variable Mean Scores by

‘Phase of Measurement

Sum of Mean
Source Squares df Square F-Ratio Prob.
- MDO-P

Mean 36425.094 1 36425.094 2590.95 0.0
Error 2713.304 193 . 14.059
Time 42,266 1 42.266 14,40 0.0002*
Error 566.300 193 2.934 .

MDO-AR
Mean 145,439 1 8145.439 5879.88 0.0
‘Error 267.364.. 193 1.385
Time 10.432 1 10.432 23.45 0.0%
Error B85.857 193 0.445

SAI-X1
Mean 600432.058 1 600432058 4799.98 0.0
Error 24142 .461 193 125,090
Time 158.183 1 158.183 5.92 0.0159
Error 5159,993 193 26.736

Note: Time = trial factor with two Tevels:

n= 194.'

* p <.085.

intermenstrual

and premenstrual.
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Table 15 ] -

Means and Standard Deviations of Affect and Physical Variable Scores at Time 1
and Time 2 tor Uysphoric Subgroup . _

Variable X sD ~ Time ANOVA
Name . F Ratio Prob.
POMS-D ‘
‘ Time 1 4.656 5.749 47.06 7\ 0.000*
Time 2 7.942 7.812
POMS-A
Time 1 3.507 3.719 54.02 0.000*
Time 2 6.377 5.749
MDQ-NA
Time 1 13.132 4,599 106.36 0.000*
Time 2 16.503 6.006
MDQ~HR
Time 1 5.258 1.157 110.68 0.000*
Time 2 8.097 3.001
MDQ-P , . '
Time 1 9.379 s 2,731 27.34 0.000*
Time 2 10.643 3.244
MDQ-AR
Time 1 4.471 0.818 12.93 0.000*
Time 2 4,826 1.102
SAI X-1
Time 1 37.272 8.259 216.52 0.000*
Time 2 43.824 8.796 ‘
Note: Time 1 = intermenstrual phase. :

nou

Time 2

n = 98.

Time ANOVA = repeated measures ANOVA trial factor with two levels;
intermenstrual and premenstrual (see Table 16).

*p < .05.

premenstrual phase.
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Table 16

Summary of Repeated Measures Analyses of Variance of Variable Mean Scores for
Dysphoric Subgroup by Phase of Measurement

\

Sum of Mean o
Source Squares df Square - F-Ratio Prob.
POMS-D
Mean 7776.970 1 7776.970 93.87 0.000
Error 8035.820 97 82.845
S Time 529,066 1 529.066 47.06 0.000*
Error 1090.583 97 11.243
POMS-A ~ .
Mean 4786.958 1 4786.958 .000
Error .3822.372 97 39.406
Time 403.694 1 403,694 .000*
“Error 724.902 97 7.473
MDQ-NA
Mean . 43031.638 1 43031.638 827.78 0.00
Error % 5042.513 a7 2985
Time 556.724 1 56.724 106.36 0.000*
Error 507.736 97 5.234 ",
MDQ-HR A
Mean 8739.711 1 8739.711 1289.67 0.000
Error 657.338 97 6.777
Time 394,902 1 394.902 110.68 0.000*
Error ' 346.078 97 3.568

-
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Table 16 (Cont'd)
e
Summary of Repeatnd Measures Analyses of Variance of Variab?e Mean Scores for

Dysphor{ic Subgroup by Phase of Measurement

N
Sum oF .Mean
Source . Squares df Square F-Ratio  Prob.
" MDO-P

Mean 19642.821 1 19642.821  1299.21 0.000
Error 1466.550 97 15.119 "
Time ‘ 78.247 1 78.247 27.34 0.000*
Error 277.626 a7 - 2.862

MDQ-AR
Mean 4235.406 1 4235.406 3017.16 0.000
Error 136.166 97 1.404

- Time ' 6.200 1 6.200 12.93 _ 0.000*
Error 46,504 97 0.479

SAI-X1 -
Mean 322253.988 1 322253.988 2371.86 0.000
Error 13178.940 97 135.865
Time 2103.533 1 2103.533 216.52 0.000*

. Error _ 942.370 97 9.715

Note: Time = trial factor with two 1eveTs, fntermenstrual and premenstrual.
ns= 98.

*p <£.05.
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(Total n = 98). Thus, the hypothesis that across phase differences in
affect measures would be significantly different (i.e., higher negative
affect in the premenstrual phase) for subjects falling into dysphoric
subgroups (n = 98) was supported.

For .each separate affect cluster ((Ermps 1-6) the means and
standard deviations of the camposite average intermenstrual phase srﬁbres _
(time 1) and the camposite average premenstrual phase scores ‘(ti.me 2)
are reported. The means and standard devia?i'ons on the seleéted POMS

factors, MDQ-T factors and the SAT X-1 are presented in Table 17 (total
n =194).

Analysis of the EPI Neurotici:sm Scores

The means and standard devi:—.;tions of the EPI neurcticism scores
are reported by cluster grow in Table 18. Cluster groups high on
premenstrual depression (i.e., Groups 1 _an&; 3) were combined (n = 32).
The cluster groups~(i.e., Groups 1 and 3) v:r/ere combined to compare their
neurcticism scor to those of Group 4 (moderate-low premenstrual
depression, n = 65) and Group 6 (little mood change premenstrually, n =
~ 75). The high prénenst.rual depression cluster groups (i.e. Groups 1 and
3) were combined to test the hypothesis that cluster groups
demonstrating depressed premenstrual affective changes would have higher
neurcticism sc%r% than other dysphoric subtype groups (i.e., Group 4)
or groups demonstrating little mood change premenstrually (i.e., Group
6). Cluster Groups 1 and 3 were conbined as both of these groups
demonstrated highly depressed premenstrual affective changes. Three

subjects who fell into the above cluster categaries (i.e., Groups 1, 3,
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Table 17
Means and Standard Deviations of Affect and Physical Variable Scores at Time 1 and
Time 2 by Cluster Group
Cluster X LB
Variable Group
me Number n Time 1 Time 2 Time 1 Time 2
POMS-D
1 13 4,84 15.21 3.87 5.18
2 18 11.29 4.30 7.37 6.04
3 20 8.28 15.03 8.30 9,98
4 65 3.50 4,31 4.62 4.25
5 1 42 .57 8.00 0.0 0.0
b 77 4,35 3.34 4,17 3.85
POMS-A : _
1 13 3.95 9.29 2.44 4,97
2 18 8.96 3.35 6.17 4.00
3 20 5.96 13.20 —%H90 6.16
4 65 2.66 3.7 3.18 3.26
5 1 6.00 0.33.\/‘?&0 0.0
b 77 3.67 2.75 3.69 3.15
HMDG-NA
1 13 13.99 21.95 5.05 5.19
2 18 18.37 13.04 5.08 4,24
3 20 16.55 21.78 .61 6.33
4 65 11.90 13.79 3.55 3.94
5 1 33.14 16.88 0.0 0.0
6 77 13.39 12.80 3.89 4,32 .
=
HMDQ-HR .
1 13 5.07 8,72 0.69 2.56
2 18 - 5.08 6.77 0.96 2.13
3 20 5.56 9.59 1.28 3.49
4 65 5.20 7.51 1.19 2.77
5 1 8.86 8.3 0.0 0.0
) 77 5.14 7.0 1.39 2.65
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Table- 17 (Cont'd) //—/f ’\\\\\‘__,/’\

Means and Standard Deviations of Affect and Physical Variable Scores at Time 1'and
Time 2 by Cluster Group

Cluster X SD
Yarfable Group T
Name Number n Time 1 ime 2 Time 1 “Time 2
MDQ-P .
® 1 13 .9.39 11.62 2,15 2.58 \
2 18 9.70 8.74 2.93 1.89
3 20 '10.72 12.54 3.18 4.00
4 65 . 8.96 9.86 2.58 2.83
5 1 16.43 15.38 -0.0 0.0
6 77 9.16 9.46 2.33 3.12
MDQ-AR . : :
1 13 4.68 4.84 0.72 0.69
2 18 4.26 4,60 0.51 1.21
3 20 4.85 5.31 0.99 1.63
4 65 4.31 4.67 0.74 0.93
5 1 6.29 5.25 0.0 0.0
6 77 4.36 4.67 0.76 1.97
SAT X-1
’ 1 13 37.54 51.69 6.25 5.77
2 18 47.56 35.99 8.87 8.03.
3 20 44,20 48.67 9.62 B.96
4 65 35.09 40.76 6.98 7.60
5 1 59.14 32.50 0.0 0.0
6 77 38.18 36,11 7.15 7.13

Note: Time 1 = intermenstrual phase.
Time 2 = premenstrual phase.
Total n = 194,




Table 18

Means and Standard Deviations of Neuroticism Scores
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Cluster

Group +  Grou
Number n X SD F Ratio Prob.
. 'y
1 12 12.583 5.160 3.67 0.0274*
3 20 11.800 5.337 |
1+3 32 12.094 - 5.201
4 65 10.308 .4.883.
6 75 9.333 4.630 .
Note: Total n = 172. y

Group = Between Groups ANOVA

*p ¢ .05,

™

“of neuroticism score (see Table 19).
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4 or §) had a lie scale score on the EPI neurcticism scale of greater
than 5., Their neurcticism measures were é«:luded fram the analysis as
per the guidelines for the lie scale in the EPT manual (Eysenck &
Eysenck, 1968).

The neurcticism score data was analyzed by aéplyi.ng a one-way
ANOVA using cluster groups (Total n = 172) as grouping factars. The
analysis revealed a significant overall difference in neuroticism means
between the: groups, F (2,169) = 3.67, p < .0274. The summary of the
ANOVA: results are reporf:ed in Table 19.

A post-hoc analysis was conducted using Dunn's miltiple comparison
procedure for planned comparisons with unequal sample ‘sizes ?Kirk, '
1982). The subjects of combined cluster Groups 1 and 3 were. found to
ha ignificantly higher neurbticism scores than cluster Group 6, tD
(169)\:‘ 2.704, p < .05. Mo significa.:;t difference on neurcticism
mésasu.res were found between cambined cluster Groups 1 and. 3 éfnd cluster
Group 4, tD (165) = 1.710. The hypothesized higher neurcticism scores of
subgroups with high depressed premenstrual affect as opposed to
moderate-low premenstrual depression was not ) supported. The high
premenstrual depression subgroups did, however, demonstrat® the expected
higher neuroti;ism scores than the s@wp evidencing 1little
premenstrual change in affect. As may ge noted by examination of Table
18, the trend in the neurcticism means of the cluster groups is in the

hypothesized direction.
)
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Sdmmary of One-Way Analysis of Variance of Neuroticism Scores of Subjects by

Cluster Group

s

Sum of Mean .
Source Squares df Square F-Ratio Prob.
N-score 171.809 2 55.90 3.67 0.0274*.
(Between groups)
N-score 3951.232 169 23.38

(Within groups)

Note:
n =172

*p < .05.

Groups = 1 + 3, 4, and 6.
N-score = Neuroticism score of the EPI.
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Subject Group 1 - Trait A;pciety Measm.:es

Prait anxiety measures (SAI X-2) were cbtained once during the
intermenstrual phase (day 6) and once during the premenstrual phasel (.day
2l) for n = 149. These measures were tested for: stability auet time and
for pot'enti;l differences acreoss cluslte.r groups by a one-way repeated
. measures ANOVA,

Cluster Analysis Results

As the SAI_X-2 score data was obtained on subjec::t group 1 (n =
149) only, the cluster analysis as previously described for the total
subject group (i.e., n = 194) was conducted on subject group 1 oniy, to
form accurate cluster groups for SAI X-2 score comparisons: Thel results -
of this cluster analysis are summarized in Table 20 (Affect Cluster
Group Means and Standard Deviations), Table 21 (Summary of Analysis of
Variance "of Each Affect Variable), and Table 22 (t-test Analyses of
Affect Clusﬁer Group Means). -Thae tables may be interpreted as- those

already described for the cluster analysis of n = 194 in the sections
_ entitled Cluster Analysis Procedure and Results, and Cluster Variable
Comparisons.

The subtypes identified fram this cluster analysis were similar to
those cbtained for the total subject group (i.e., n = 194). The cluster
analysis demonstrated that 51% (n = 76) of the total sample of subject
group 1 fell into cluster groups characterized by premenstrual dyspheric
‘ smrgtm'atology; Three mijor categaries of premenstrual dysphoria emerged
fram the analysis. -
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Taoie 20 . '_‘ : \h\\

Affect Cluster Group Means and Standard Deviations of Suiject Group 1

Cl@ker o Variable Name™ " * o oon .
Grody — POMS-D —POMS-A ~ SAl X-1
Humber n X si X - SU X SO
1 9 \_342 219 3.68 2.66 - - 15.06 . 4.Ul
2 s -3.72 T 2.97  -1.68 246 . -8.66 2.6l
3 12 9.10 3.94 7.85 4.71 - 4.27 3.51
R . . i /
a 5 - Lub 2.07 1.75  ®2.47- 5.13 2.48
5 3 -8.0b 3.79 -9.08 ~ 6.53 -20.00° 9.8l
¢ 62 0.9 1.97 -1.16 ¥ 2.35 S-1.24 2,08,
Lrand .82 ' Tl 1.27
- Mean - ' - ‘
note: Total n = 149,
-~ ‘ . ' .
»
B S
. % )

"
o]
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Summary of Analyses of Variance of Each Affect Variable for Subject‘Group 1

-

e Mean Squares

Variabl daf E-ratib Prob.
Name ) Between Within
POMS-D ’ 490.602 5.880 5, 143 £3.44 u.0
POMS -A 264 386 7.688 5, 143 34.39 0.0
SAL X-1 1219.889 © 4,668 5, 143 140.76 u.0
Note: n = 149.
s y
oy 3
& _ﬂ/"t ¥
hY
e~ J“(. ' >
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Table 22

;-tést Ana]yges of Affect Cluster Group Means for Subject Group 1l

Cluster . Cluster Group t
Group ‘ . : .
Number nooese 1 K] ‘ 4 B
POMS-D
I g . . - 0.39NS 8,59« 9,82
3 12 - - 7.61% 9,36%
4 55 - - - 5.21%
6 52 - - - .-
PUMS-A
1 9 - 2,575 2.04NS 5.13%
3 12 - - 4,36% 6.44%
4 55 - - - 4.42%
6 52 - - - -
rly
SAI X-1
1 9 - 6.43* 7.13* 11.91* o
3 12 - - 0.79"8 5.24% .
4 55 - - . - 13.18*
.

52 '- ’ -. - -

Note: Two-tailed t-tests with variances not assumed equal.
“Total n = 149, *

*p ¢ .US.
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Cluster Subtype Descriptions

The subtypes identified from the cluster analysis may be described
as ocutlined in the summary chart (see Table 23). Three rrajof dysphoric
categories were described. Descriptions were formed according i:o the
value of affect cluster group means (see Table 20) and the t-test

analyses (Table 22) comparing means, such as thé comparisons to Group 6

(n -= 52) which demwnstrated 1little change in mood on all affect

——

measures. The dysphoric subtype Groups were those mumbered 1, 3 and 4.
Group 1 appears to demonstrate premenstrual J'-.ncreases in all three
negative affects, where depression and anxiety predaminate. In Group 3,
depression and anger seem to predominate. In Group 4 moderate or low
levels of increases in the negative affects are cbserved. Premenstrual
mood elevation was apparent in Group 2 (g = 18) and Group 5 (n = 3)
which together i:e,present 14.1% of the total subject group (i.e., _rl'=
149). _

As subject group 1l was drawn fram both the student population ,and\-
Serena members, the inclusion of Serena members into cluster groups was
examined. The validity of combining the Serena members with the student
population was not statistically analyzed. No analysis was condur;ted as
the number of Serena volunteers and participants was very small in
camparison to the totai mmber of subjects in subjecf _group 1. Serena
members accounted for 7.4% (n = 11) of subjéct group l The expected
number of Serena members falling into each cluster group based upon the
percentage breakdown of subject graup 1 \i\pto clustérs‘ (see Table 23)

would be .7 for Group 1, 1.3 for Group 2, .9 for Group 3, 4.1 far Group
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Table 23 A
Cluster Subtype Descfiptions for Subject Group 1
- — Y
Cluster n Description Age * % of % of
Group . Dysphoric Total
Number X o _-nd nb
1 9 High PM depression. 24.6 5.9 11.8 6.0
High .PM anxiety. :
s Moderate-low PM anger. .
2 18 Mod g PM decrease 26.7 7.1 - 12.1-
in depreéssion, anxiety, '
anger.
3 12 High Pi depression. 20.7 5.9 15.8 8.1
-~ Moderate-low PM anxiety. ~ i
High-moderate PM anger.- //
: 4
4 55 Hoderate-low PM depression. 26.6 7.1 72.4  36.9
' Moderate PM anxiety.
Low-moderate PH anger.
5 a 3 High PM decrease in 27.7 7.4 - 2.0
depression, anxiety, -anger.
6 52 Mild PM decrease in - O\ 26.2 7.3 - 34.9
depression, anxiety, anger.
]
{
Note: PM = premenstrual. .
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4, .2 for Group 5 and 3.8 for Group 6. Cluster Group 1 contained 1

Serena member, as did cluster Growp 2. No Serena members appeared in

 cluster Group 3 ar 5. Cluster Group 4 contained six cases which were

Serena members and cluster Group 6 contained three Serena members. It’

seams that a disproportionate mumber of Serena memwbers did not appear in

any one cluster group.

Cluster Subiect Age Comparisons

The affect cluster groué age n%ans and standard dexriations". are
presented in Table 24 for subjectr group 1 (n = 149). Cluster groups were
examined for age differences by applying a one-way ANOVA using cluste.n;s-
1-6 as the grouping factor. No significant ove.rg.li “age difference
amerged fram the analysis, F (5,143) = 1.62, p < 1582, indicating that
cluster groups did not differ in t_:he mean age of their subjects., The

ANOVA results are presented in Table 25, :
' ' J.

o
The means and standard deviations for the SAT X-2 scores_at the

 Trait Amxiety Analfsis of Variance Results

two times of testing (i.e., - intermenstrual = day 6, premenstrual = day
2l) are presented in Table 26. The results of the one-way reéeated
measures ANOVA of the trait anxiety measures across 'ciuster groups
(i.e., Groups 1, 3, 4 and 6) for subject group 1 ‘n = 119) are presented
_i/q,%g 2Y. Subjects with incomplete data for the SAT X-2, or missing

SAT X-2 measures at either testing time (either day 6 or day 21), were

‘excluded by the analysis.

A
Trait anxiety measures were not significantly different at the two

times of testing, F (1,115) = 2.55, p < .l13. This supports the

——
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Table 24 ‘ by

Affect Cluster Group Age Means and Standard Deviations for Subject Group 1

Cluster
Group - Age Age
Number . n X So Maximum Minimum
1 9 24.56 5.86 39 20
2 18 . 26.67 7.09 .40 18
3 , 12 20.67 5.85 39 18"
4 55 26.60 7.10 45 18
5 ' 3 27.67 7.37 . 36 22
6 © b2 26.23 7.25 45 18
: 3 : .
‘Note: Total n = 149.
-+
£
PR \
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Table 25

s B .
Summary of One-Way Analysis of Variance of Age of Subjects by Cluster Group for
Subject Group 1

Sum of Mean

Source h Squares daf Square F-Ratio Praob.
‘.

Age 397.50 5 79.50 “1.62 0.1582n%
(Between groups) :
Age 7013.99 % 143 49.05
(Within groups)
Note: Groups = 1-6. &

n = 194.

t !
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Table 26
Affect Cluster Group Means and Standard Deviations of SAI X-2 Scores
Cluster . ’
Group _ Trait 18 . _ Trajt 2P Marginal
Number n X SD X SD Mean

1 9 42.56  10.77 47.44  12.92 45.00

3 10 49, 30 11.55 50.40 14.1¢ 49.85

4 52 36.06 6.90 36.67 9.15 36.37

6 a8 3.8 6.90 33.75 7.56 34.29

Note: .Total n = 119.

a Traitl
b Trait 2

SAI X-2 scores of day 6 of test cycle.
SAI X-2 scores of day 21 of test cycle.

o
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Table 27

Summary of Repeated Measures Analysis of Variance of SAI X-2 Scores by Cluster
Group

L

Sum of - Mean :

Source Squares df Square F-Ratio - Prab.
Cluster 5176.87 3 1725.62 14.01 0.000Q%**
Error 14162.10 115 123.16 :

(within) o
Time 60.68 1 60.68 2.55 0.1131
Time x Cluster 146.47 3 48.82 2.05 0.1107
Error 2737.88 115 - - 23.81

(between)

Note: n = 119.

Time = trial factor with two levels; intermenstrual and bremenstrua]. \/)

ok p <001,
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hypothesis that trait measures of anxiety sh;uld .no't‘ differ over testing
sessions. The main effect for cluster grwp.indicat&i"that scmé cluster;
differ ‘significantly in their mean trait anxiety scores, F (3,115) =
14.01, p < .0000. No significant in‘te:actior; was found between time of
test 'seﬁsion and cluster group, F (3,115) '= 2.05, p < .I1107. =~

To carpla_ate the aﬁa.iysis, a post-hoc procedure was utilized. The
post-hoc analyses was used to test the hypothesis that high premenstrual
state anxlet; subjects would denonst?.rate higher trait anxiety measures
than women with premenstrual né‘gagj.x{{’e mood elevation but not evidencing
" high premenstrual anxiety, or wamen showing little mood change
premenstrually. The Dunn's multiple comparison procedure for unequal
sample sizes was applied (Kirk, 1982) using nla;ginal means of trait
anxiety (see Table 26) for cluster group comparisons. Cluster -Group 1
(high premenstrual anxiety) had mean trait anxiety ueafures
significantly higher than those of Group 6 (little premenstrual mood
change); tD (115) = 2.66, p < .05, but not significantly different from

Group 3 (moderate-low premenstrual anxiety), tD (115) = .95, cﬁ*@rmp 4

\ : ,
{mderate premenstrual amdety), tD (115) = 2.16. Cluster Group 3 had a °

significantly higher trait anxiety mean than that of Group 4,’ D (115) =
3.52, p < .01, and Group 6, tD (115) = 4.03, p < .0L. The hypothesis
that high prarenstru;l state anxiety subjects woijld demonstrate higher
trait anxiety than other dysphoric subgroups or women with little
premenstrual mood change was considered. It was partially suppofted by
the signifiéa.ntly higher trait anxiety mean of cluster 1;Grcmp 1 as

ccxiparedafé éroup 6. The proposed relationship between state and trait

-
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anxiety not, however, in accord with the significant findings

7/

regardjjg/ the higher trait measures of Group 3 as compared to Group 4
and 6.

Trait and State Anxiety Correlation Analysis

The correlation coefficient between the SAT X-2 scores of day 6
and the magnitude df chanl_:;e Scores  across i.ntermenstrua; and
premenstrual test periods of SAI X-1l was computed. For subject g';roup 1
(n = 149) a correlation coefficient of ‘0,079 was found, For subjects
categarized as evidencing premenstrual increases in negative affect
(cluster Groups 1, 3 and 4, total n = 76) the correlation was also close
to zero (r = .0415). This analysis indicates a lack of relationship

betwen trait ankiety and follicular to luteal change in state anxiety

measures.

Total Subject Group

Canonical Correlation Results of Affect and Physical Variables.

A cancnical correlation analysis (BMDP6M) was performed between
the phase difference scér% of the affect measures (POMS-D, POMS-A, SAI
%-1) and the phase difference scores of the physical symptom measures
(MDQ-T WR, P, and AR factors). It was hypothesized that very little of

[Ehe change between intermenstrual and premenstrual measures of one
category (i.e., either affect or physical) of symptom repor:tl;% could be
accounted Eor by differences in the other categary..The canonical
correlation analysis is similar to miltiple regression ana.lfsis,_

however, it is genéralized to any number of dependent variables. It may

-

~

Q
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be applied to study the underlying relations between two sets of
variables where one may seek same source ‘of common variance‘ in the two
sets of variables. In thls study, the two sets of variables are labelled
‘affect' variables and 'physical' variables.

Table 28 presents the lcﬁrre.lation matrix for th; difference scores
of the two sets Qf variables for n = 194. The affect measures appear to
be more highly carrelated with each other than with the physical change
measures. Table 29 presemES' the results of the ;:anonical correlation
analysis. In this table the canonical correlations are the square rcots
of the eigenvalues, and are the correlations between tw.o linear
composites formed by least squares analysis for each of the two sets of
. varlables Bartlett's test indicates the muber of canonical variables °
necessary to express the dependency betv.een the two sets of variables.

The necessary number of canonical variables is the smallest mumber of

: X >
eigenvalues such that the test of the remaining eigenvalues is

nonsignificant . @
In Table 29, the 'uppemost line (chi-square = 30.50, d&f = 9, p <
0004) indicates that the two seEs: of variables are not mdepe.ndent The
next uppermost line (chi-square = l5.9'5, df = 4, p < .2021) mdlcata
that onl'y one cananical vari_able is necessary to express the dependence
bétween the two sets of variables. The" value of the cancnical
correlation (r, = .34850) whe.n squa'red, is' interpretednsimilafly to ttle.'
squared Lrulti;;Le correlation. coefifficient in that it represents the
variance shgred by the two linear composites. The variance shared by the

—

two composites is 128, The results of the canonical correlation analysis
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2

Table 28 '
Correlation Matrix of Affect and Physical Variables
variable POMS-D POMS-A SAL X-1 MDU-HR MOY-P MDY -AR
Name : >
POMS-D 1.00 _
POMS-A 0.67 1.00 | ‘ X
SAL X-1 0.67 0.53 100 i

. MDQ-HR 0.20 0.27 0.21 1.00
MDQ-P 0.27 0.20 0.30 0.35 1.00 . .
MDQ-AR . 0.08 0’28 0.05 0.18 0.28 1700

Note: n = 194 .
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Canonical Correlation Analysis

173

of Affect and Physical Variables

Number Bartlett's test for
‘Canonical of Remaining Eigenvalues
Eigenvalue Correlation Eigenvalues Lhi-Square df ~ Prob.
30.50 4 RVIVISE A
¢.12145 0. 34450 1 5.9 4 0.2021Ns
0.02928 0.17110 2 0.33 L 0.5654N5
0.0ul74 U.04174 )

Note: n = 194.

~**p ¢ .U0L.
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support the hypothesis that very little variance in affect change
measures fram intermenstrual to premenstrual phase can be accounted for

by changes in physical symptom reporting.

Canonical Correlation Results of Affect and Physical Variables for

Dyspharic Subtype Subiects

The canonical cbrrelat;ton analysis was reconducted for only those'.
subjects falling into cluster groups characterized by dysphoric
premenstrual affect (n = 98)., The interpretation of the analysis is
similar to that described in the section entitled Canonical Correlation
- Results of Affect and Physical Variables. A

The correlation matrix for the change scores of the two sets of
variabl&i {i.e., affect and physical) are presented in Table 30. The
affect and physical change measures do not appear to correlate strongly.
In Table 31 the nonsignificant chi-square (chi-square = 14.98, df = 9, p
< .0916) indicates that..the two sets of variables are independent and no
canonical variables are necessarysto express fhe dependency between the
two sets of variables (chi—squa.re = 5.82, d&f = 4, p.< .2128), The
results of the canonical correlation analysis for dysphoric subtype
subjects support the hypothesis that ‘changes in physical aﬁd affect
level reporting from the intermenstrual to premenstrual phase are
relatively independent. The canonical correlation analysis was not
performed on separate dysp@oric cluster groups as the overall canonical
results for the dyspharic subgroups (i.e., Groups 1, 3, and 4 combined),

resulted in no significant canonical variables.
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Table 30

Correlation Matrix of Affect and Physical Variables for Uysphoric Subgroup

Yariable POMS-D POMS-A SAL X-1 HMDQ-WR ' Mby-pP MOQ-AR
Name

POMS-D 1.00

POMS-A 0.60 1.00

SAT X-1 ~ 0.33 U.00 1.00 _ .
MDQ~WR 0.13 0.26 0.0} 1,00

MDQ-P ' 0.25 . Q.19 0.19 0.37 L.00

MOQ-AR 0.06 .17 Q.00 0:20 0.30 1.00

Note: n = 9.




176

Table 31
Canonical Correlation Analysis of Affect and Physical Variables for Dysphoric
Subgroup
Bartlett's test for

Canonical Number of Remaining Eigenvalues

Eigenvalue Correlation Eigenvalues Chi-Rquare dr-, Prob.
14,98 9 0.0916"3

0.09326 0.30538 1 5.82 4 v.2128%S
0.05991 0.24477 2 0.05 1 0.8300"°
(.00049 0.02219
Note: n = 98.
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Chapter V

DISCUSSION

Overview

The objective of this résearch was to clarify, describe and
investigate a wide range of severity of the phenomenology of major types
of premenstrual affective changes in normally menstruatin; WOomen ,
Primary hypotheses were planned and tested regarding the relationship
between the personality variables of neuroticism and trait anxiety and
the premenstrual affective subtype groups. The relationship between
premenstrual physical and affective symptom reporting was also
investigated as a secondary aspect of this study. Although researchers
have studied the. diyersity of prg._menstrual negative affects, previous
resea_lrch has been flawed by many methodological problems (Freeman et
al., 1985), or used a retrospective design, employing a typological
approach and psychiatric research criteria (Halbreich et al., 1982b}.

Thi.s study was designed to differentiate between the major types
of negative affect from a phenomenological viewpoint using standardized
self-report rating scales sensitive to affective fluctuations.
Prospective measures were adopted with the focus on change from an
intermenstrual baseline and the use of magnitude of change scores to
determine premenstrual affective change. Consideration was given to the
possibility that only a subgroup of women may evidence a premenstrual

increase in dysphoria. The research allowed for the detection of
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affec'tivé changes on a continuum Ifrcm a premenstrual decrease in
dysphoric “affect to an increase in dysphoric affect. A dimensional
appi‘oach was applied to study the range aﬁd continuum of ‘synptom levels
and combinations. |

The relationship between premenstrual affect .or premansti:ual
synciron_e and measures of neuroticism é.nd trai£ a;i_xiety has been
investigated. Previous reseérch studies have not yielded consistent
results. Differences in design, sampling procedures and criteria; for
premenstrual changes may account for the lack of consistency in the
findings. One possible @cplanati:on considers the diversity and
combinations of premenstrual affective changes. These have not been
adequately specified or‘accoﬁnted for in prior ‘studies investigating the
relatioﬁship of personality variables to premenstrual changes. The
pog,fj.ble link between premenstrual affecpive ‘and physical changes has
not b?een wel‘l investigated, particularly with regard to different types
of prerhenstrual affective changes. A differential correlation has not
been sought in prior research betweertn carefully and prospectively
specified subtypes such as certain combinations of premenstrual
dysphoric changes and physical symptom reporting.

The férmat of the discussion will generally follow the order of
the presentation of the results section. Initial consideration will be
given to the affective clusters or subtypes identified in this study and
their characteristics. The results concérning secondary hypotheses

related to across phase differences in variable scores and the across

phase results will then be discussed. The discussion will then address
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the a priori hypotheses concerning t'he personality variables
(neurcticism and trait anxiety) and premenstrual affective changes. The
lsecondary results investigating the connection between physical and
affective premenstrual symptom reporting will then be reviewed and
examined. Methodologicalr issues of this research and the li.mi.taticlans to
which generalizations or conclusions may be drawn will then be explored.
Finally, a summary of the conclusions, the theoretical implications of

the results of this research, and the possible implications for future

research will be presented.

Discussion of the Pramenstrual Affective Subtypes

The cluster analysis of affective changes resulted in three major
_categories of premenstrual d&ysphoria (i.e., '-c;roups 1, 3, and 4), a
categary-of little premenstrual affective change (i.e., Group 6) and one
cluster of decreased dysphoria premenstrually (i.e., Graup 2). Cne
person who evidenced a high decrease of dysphoria premenstrually was
situated in her own cluster (Group S). The six cluster groups (see Table
9) were based on the magnitude of change scores of the affect variables
of depression, anxiety and anger. The correlation analysis of the
magnitude of change scores of the affect variables (see Table 1)
revealed that the affect measures used in tl}e cluster analysis were not
uncorrelated. This was to be expected as the intercorrelations of
various types of premenstrual negative affect have previously been
reported (Moos, 1969; Taylar, 1979¢; Sanders et al., 1983). High

correlations of various types of negative affect are a common finding in
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general studies of mood changes, as reported for the measures of
depression, anxiety and hostility in the test construction of Zuckerman
and Lubin (1965). In the present study, the finding that the affective
change variables used in the cluster analysis correlated (range from r =
.44 to r = .65) may be considered supportive evidence of an 'affective'
type of premenstrual syndrome. This conclusion, however, must be viewed
in light of the fact that negative emotions seem to correlate in general
and not only in specific association to any menstrual cycle phase. The
results of the correlation analysis do not rule out or render unfounded
the basis for an exploration of the differential significance of
specific dysphoric affect changes or combinations of such changes
(Clare, 1983; Ccullberg, 1972; Halbreich et al., 1983). ‘

Although the study was not designed as a survey of the incidence
of premenstrual symptoms, the approximately 51% of the sample which
demonstrated mild-severe premenstrual affective changes conmpares
favourably to some of the figures cited by other researchers. For
example, the estimate of the incidence of premenstrual tension of Moos
(1968a) is 30-50%, that of Dalton (1982) is 50% and Andersch and Hahn
(1981) report a 50-70% incidence for prerrenst;_rual changes., _The example
incidence figures just cited include prémenstrual symptoms other than
dysphoric affect. 1In the present study the incidence is based only on
affective ‘v::\riables and the focus was on affective changes from an
intermenstrual baseline, rather than absolute values of premenstrual

measures.
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For premenstrual negative affect in particular, Moos (1968a)
estimated a prevalence in the mild to moderate range of 25-308. This
cawpares fairly well to the slightly higher 33.58 of the sample that -
Group 4 (mild-moderate increase in dysphoric affects) of this stud§
represents. Smith (1976) estimated a 30-60% prevalence of a 'major' mood
change premenstrually which compares favorably to the 51% finding of
_ this research. Similarly, Freeman et al. (1985) found that for
depression, anxiety and hostility, the range of incidence was 36-56%.

The strong-severe premenstrual negative affett estimate of Moos
(1968a) is 3-13% and Graup 1 (seve.re—undérate premenstrual dysphoric
increases) of this study which represents 6.7% of the total samnple,
falls into his range. Of the 37% of the total sample presenting only
severe amtional symptans in the study of Freeman et al. (1985), 17%
evidenced a carbination of anxiety and depression which is clese to the
13% figure of Group 1 for this study. Van Keep and Lehert (1981) found
depressicn in 18% of their sample which compares well to the Group 1 and
3 (high premenstrual depressive increase) combined i:erce_ntage of 17% of
this study. Severe premenstrual irritability was evidenced by 12% of the
sample of Woods et al. (1982) and in the present research may be fcund
in 10.3% of the sample (as represented by Group 3 'm'.th‘ iiigh premenstrual
anger increase). The present study found 9.8% of the sample (Group 2 and
5) to show a premenstrual decrease in dysphoric affect. One might
consider this type of change to be similar to the 'increased well-being’
syndrame of Halbreich et al. (1983). 1If so, the percentage of the

present sample is c¢lose to that of the approximately 9% found for
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subjects who did not meet criteria for a PAF depressive syndrome
(Halbreich et al., 1983). To the authors knowledge, apart from the
figures for increased well-being syndrome of the PAF, no studies to date
have repcrtéd an incidence for decreased premenstrual dysphoric affect.

The sample of the prhesent study may be generally characterized as
young (agel_i = 25.2 ygars; SD = 7.0 vears), mostly single, nul‘liparou_s
and well-educated. The sub.j'ect group was composed mainly of English
spaaking full-time students who were urban ord suburban dwelling and
mainly Roman Catholic or Protestant (see Appendix 6). For this sample,
the affect cluster groups did not differ in the mean age of their
subjects (see Table 12}, This is in contrast to the view that older
wamen are thought to have more premenstrual symptomatology than younger
ones (Daltoﬁ, 1982; Rubinow & Byrne, 1984). For the sample of the
present study, age was not found to be related to membership in
affective change cluster. For premenstrual affective changes, the age
analysis results support the view that age is not a relevant extraneous
variable (Reid & Yen, 198l; vVan Keep & Lehert, 198l). It must be
emphasized that the resu!:s concerning age may apply only to the sample
of the present study with its restrictions in age bracket. The
characteristics of the subject group as just described must be kept in
mind when interpreting the results of the cluster‘analysis.

For thé sample of this study, most wamen experienced a combination
of affective changes as predicted by Steiner and Carroll (1977). Similar
to the results of the joint classification report of Halbreich and

Endicott (1982a) no one cluster group characterized by increases in
4
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either anxiety or anger-hostility without depression emerged from the
analysis. The findings of this research thus support the view that no
'pure' premenstrual afféctive syndrame of one primary‘negative affect
seems to be evident (Halbreiéh & Endicott, 1982a).

The three premenstrual dysphoric subtype clusters appear to
represent different combinations of premenstrual increases in the
negative affects as well as different levels of severity of each. The
smallest percentage of cases is represented by Group 1 (6.7%) in which
all three of the negative affects play a role with increases in
depréééion and anxiety dominating. Group 3 represents a slightly higher
percentage of cases‘(10.3%) with premenstrual increases in depression

v
and anger predominating.

The question of why depression is present to at least a moderate
degree in all the identified premenstrual dysphoric subtypes has yet to
be adequately explained. One type of explanation may be based on the
assumption that premanstrt;lal affective changes may be c_onceptualized as
major or minor ‘'depressive syndromes'. Possible subtypes of such
syndromes may be characterized by‘such Features as anxlous—agitated or
hostile-depressive (Halbreich & Endicott, 1982a). The suggestion that
'significant!' p):a!ensf:rual depx;ession may depend upon the presence of‘ a
lifetime diagnosis of affective disorder (Endicott et al., 198l) does

“not account for the fact that it seems to play a significant role in all
the dysphoric cluster groups. The preceding suggestion may be rejected
unless the dysphoric subgroup of the total sample were thoughtnto have

undiagnosed evidence of an affective disorder. This possibility does not
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éean plausible upon first congideration. However, data has been
collected and summarized by Halbreich and Endicott (1985b) that found
428 of a comunity control sample of women under 40 in the area of New
York met criteria_for a major depressive disorder (using ROC criteria).
As the present study was not investigating the relationship of
premenstrual dysphoi‘ia and affective disorder, data on the presence of
affective disorder in the subject sample was not collected and is
therefare unknown. Thus, the increased depression of the dysphoric
cluster groups 351 this study may or may not be associated to the
presence of affective disorder.

The presence of increased premenstrual depression in all .dysphoric
cluster groups may be viewed fram the perspective of theories and
research on emotion in general. For Izard (1972) depression is seen as a
higher level concept or cluster camposed of primary emotional states. He
analyzed depression using the Discrete BEmotion Scale and found it to be
campeosed of several major components. These components were anxiety,
sadness, leneliness, and a triad composed of anger, contempt and disgust
which Izard termed the 'anger' triad. By this formulation, depression
is not considered as a primary emotional state, but is in fact compesed
of anger, anxiety and sadness. It would thus seem reasonable to conclude
that the manner by which premenstrual dJdepression is assessed would
affect its resu]_.ting incidence and the data concerning itsbrelationship
to such factoi;s as affective disorder.

In studies such as those of Halbreich and his associates, us—i_hg

the PAF, premenstrual major depressive syndrome may be evidenced by such '_
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eonponéﬁts as sadness or irritability and physical agitation (Endicott
et al., 198l). In contrast, the prae;xt study measured the cq:ponénts of
premenstrual depression, anxiety and anger separately. The depression
factor of the POMS instrument -seems to tap an emotional state close to
the sadriess or loneliness caomponents of_rdeprasion as character'ized by
Izard (1972). The premenstrual increases in dysphoric affect of Group 1
may therefore be more accurately described as mainly a sad\'or:'lonely
anxiety and the increases of Group 3 may be described as a fs_ad} anger. It
may, therefore, be more accurate to refer to the presence of
'depression' in all dysphoric clusters as the common presence of the
'sadness' component of depressicn. A stronger additional component of
either the anxiety or anger compcnent of depression appears in Groups 1
and 3. Cne might conclude that moderate-severe pramenstrual dysphoria is
typically one of sadness with a predominance of either anxiety or anger.
One must bear in mind that these dysphoric affect factors or
conglamerates were initially chosen to characterize premenstrual
dysphoria,

The largest dysphoric subgroup cluster found was that of Group 4
where the cases of this group represent 33.5% of the sample.’
Premenstrual increases of moderate to low levels in all thise of the
main negative affects characterized Group 4. No one negative affect
geems to predominate at high levels, It may be that Group 4 represents a
subgroup of women with detectable premenstrual dyspharic increases yet
at a lower level of severity than that of Group 1 or 3. The reason for a

lack of predominance of any cne type of negative affect may be due to
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the low level of severity or intensity of the affective change. Some
theorists of the emotions have clearly stated that as the intensity
level of an omotion: decreases, the ability to disti_nguish. between
orotions” becomes more difficult and results in labelling problems
{Pluchik, 1980; Polivy, 1981).

The cluster showing decreased dysphoria premenstrually (Group 2)
was comprisad of 9.3% of the total subject group. Group 5 represents
only one L:'ase in which a very high premenstrual Jdysphoric decrease
seomed to occur and this person may be considered an outlier where for
some  raason(s) an‘extran‘-: premenstrual dysphoric decrease occurred
during the test cycle.

Very little information is available concerning prerrenst.rual
decroases  in negative affect, porhaps because researchers examining
affective changes and the menstrual cycle have focused alrost
ex_::lusivély o data concerning negative camotional states and labels.
Streincr and  Carroll - (1977} suggested the possible presence of
premenstrual syndrome of ‘'elation' and the PAF contains criteria for a
proeoenstrual  'increased well-being! syridron*e (Halbreich & Endicott,
1982a). Indications that premenstrual ‘elation' or mood elevation may be
related to bipolar affective disorder have been addressed by several
authors (Halbreich et al-, 1985; McClure et al., 1971; wWetzel et al.,
1975) but ro conclusive evidence is yet available. The results of the
present study concerning cluster Groug?“ 2 indicate that premenstrual
dysphoric decreases were rare in the subject sample which agrees with

the findings of 'increased well-being' syndrome ‘by Halbreich et al.
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(1983). whether sﬂchﬂecreés& are‘reflective of the presence of any
affective disorder in the subject sample of the present study is
unknown. The results do, however, 'sdﬁéc.:irt the view that a smll
percentage of women do indeed evidénc:e less dysphoria prenénstrually as
compared to an intermenstrual ba_seline. |

The gener_ai results of the cluster analysis of the present study
provides evidence supportive of the view that Dremenstrual exacerbation
of dysphoria (or the negative mood changes), in a group of normal women
are rérely graater than miid or moderate (Abplanalp et al., 1980:; Golub,
1984). This is evident by the fact that Group 4 represented 66.3% of the
totél dysphoric subgroup of the sample. As previoﬁsly mentioned, the
different dysphoric subtype clusters seem to represent both different
types of ‘conbmations of premenstrual increases in the negative affects
and different severity levels of affect changes. The cluster analysis
indicated that fairly discrete supgroups of premenstrual negative affect
increases may be identified. Even SO, such an analysis based upon a
- multi-syndrome or multifactorial appreach to defining premenstrual
syndromes (by the use of statistically derived cymptom clusters or
subtypes) has been described as inl a state of infancy (Abplanalp,
1983a). The cluster analysis results of the present research may,
however, be used to attempt to address such issues as whether severe
premenstrual dysphoria represents one end of a continuum which also
includes much milder forms of the same dysphoric | increases

premenstrually.
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The dysphoric premenstrual clusters or subgroups do seem to lie on
a contin_uun with reference to each other and to the subgroup.of waren
showing little premenstrual changes m affect.. Of the approximately 513
of the women evidencing premenstrual dysonric increases in the negative
affects, about 2/3 evidence a 1w-noderaté increase (Group 4) while 1/3
evidence a noderate-severe increase (Group 1 and 3), using a global
consideration of all three negative affects examined. It appears that in
the moderate-severe range of affective change reporting premenstrually,
a predaminace 6f either an anxious—depressive or an angry—depressive
type of premenstrual affect can be found. 1In the moderate-severe range,
anxious'—depreséive increases were represented by the smallest percentage
of cases. The cluster findings support the impressions of Sanders et al.
(l§83) that when cyclic variation in affect occurs, the specific
feelings such as depression and irritability vary in impact from one
woman to another,

ﬁe pattern and characteristics of the 'dysphoric subtypes
identified in this research imply that premenstrual dysphioric increases
are not ubiquitous. Only about one half of the total subject sample gave
evidence of such increases. Thus, it does appear that only a subgroup of
women show increased negative affect premenstrually. The pattern of
dysphoric changes across subgroups shows that it' varies 1in degree.
Subgroups seem to represent types of partially overlapping groups on a
continuum with regard to the separate affect variables rather than
conbinations of variables .. One conclusion that may be reached is that

the three premenstrual dysphoric subgroups each represent parts of a
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continuum of premenstrual dysphoria. Premenstrual dysphoric change
subjects may be differentiated fram those who do not show such changes
as seen by the results of the cluster analysis, where relatively
discrete subgroups may be identified. It is also noted, however, that
within dysphoric subgroups a range of combinations of affecti;re change™
from mild to severe may be identified. An integration of both of the
SJust mentioned observations leads to the‘ conclusion that premenstrual
dysphoric increases may be a discrete phenomenon that is also
characterized by a varied continuous nature. This perspective accounts
for the ability to statistically separate different dysphoric subtype
clusters from no change clusters. It also accounts for the pattern and
‘characteristics of affective change found in an examination -of the
dysphoric subtype groups. ,

Considerable evidence is available to support the view that
amtions can be conceived of as configurations of continuous variables
or affective dimensions (Roseman, 1984; Scherer, 1982). According to the
theory of Feh;‘ and Russe.].l (1984) emtions are best seen as prototypes
rather than categorical variables. Thus, a prototypic or 'pure' emotion
such as anger is c:‘ansidered;s— a clear entity. There is, however, no
clear boundary between such an emtion and other emotions, as a
partially overlapping configuration of continucus variabieﬁ comprises an
emction such as anger. The characterization of an emotion can thus—be
evaluated as close to that of a érotctypic amction or not. However, it
is not a strictly categorized entity as it has indefinite boundaries. A

higher order emotional state such as depression can be composed of these
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prototypic states, as has been previousiy_ mentioned. In summary,
research on pranenstnﬁl affective changes may need to focus on a more
camplex view of the affective changes rather than mere presence or
absence of such changes. For example, once the significant presenxce of
such an affective change is used to identify a discrete subgroup of
subjects, the configuration of affect dimensions ar variables sh;ld be
examined. It appears that the best way to conduct such an examination is
to conceive the affect variables as having a continuous nature. It may
be impartant to evaluate the level of affect variables on a continuum in
arder to accurately describe or evaluate the premenstrual affective
change as an emtional state or configuration that may be a camplex

cambination of states at a 'higher order' level.

Across Phase Differences

It was hypothesized that the means of the coni_:osite average
intermenstrual phase scores (or intermnst;ual means) faor the affect
variables would not be significantly different fram the means of the
camposite average premenstrual phase scores (premenstrual means) for the
total subject group. This hypothesis was confirmed for the affect
variables used in the cluster analysis (POMS-D, A, and SAI X-1). It was
not confirmed for the MDQ-T overall measure of negative affect (NA)
which was found to be significantly higher in the premenstrual as
opposed to the intermenstrual phase. The original hypothesis was based
on the assumption that only a subgroup of the total subject group would

deamonstrate increases in negative affect premenstrually., Further

i}
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subgroups were expected to show little or no changes or decreases in
neqative affect measures premenstrually. The effect of such an
aésumption on the actual across phase analysis of means was the expected
result that findings of no significant change would be found across
phases for the negative affects. The increases in negqative affect of any
subgroup with increased dys}?oria premenstrually were expected to be
masked ar cancelled out by_t.llie inclusion of the no change subgroup and
the possible subgroup evidencing premenstrual decreases in negative
affect.

Of the total subject group, 51% evidenced some premenstrual
increase (ranging from mild to severe) on each of the measures Iof
depression, anger and anxiety, leaving about 49% in the no change or
preménstrual decrease in negative affect categary. It is, however, not
unreasonable to expect that the total group premenstrual mean measures
for any one specific affect variable may not reach a level which renders
it significantly higher than the intermenstrual mean measure. The MDQ-T
NA measure is a glcbal composite of ratings of various ne;;atiife affect
descriptors (including anxiety, depression and irritability). A global
measure of neqative affect may more easily achieve a significant
premenstrual elevation over average intermenstrual measures than one
specific measure of affect. This may be due to the fact that a global
negqative affect rating value may be inflated by high ratings on any one
particular negative affect. Each individual dysphoric increase subgroup
‘(either Group 1, 3 and 4), altogether representing 51% of the total

subject group, evidenced premenstrual increases of at least a moderate
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level on at least _one of the specific affect variables (POMS-D, A, or
SAT X-1). Thus, the level of any single type of negative affect may have
inflated the pranensti‘ual MDQ-T NA nean _

It may be concluded that the results of the across phase analysis
for the total subject group supports the view that using group means for
cycle ghases does not seem to be the best method of evaluation of
affective changa associated with the menstrual cycle. If one ac:cepts
the ocutlined interpretation of the significant across. phase finding
concerning the MXQ-T MNA variable and considers the varied and

bidireétional affective nature of the cluster group findings discussed

earlier an implication arises. The implication is that individusl.

patterns of affective change may best differentiate and characteri ze
premenstrual affect in unselected groups of normal wamen. One might
conclude that much of the incohsistency in the findings of studies of
affective varlatlon over the course of the menstrual cycle may indeed be
the result oﬁ same net.hodologlcal and sampling factors. Glcbal measures
of negatlve affect and the use of cycle phase mean comparisons may‘ show
premenstrual increases if enough women with negativé premenstrual mocd
changes are included in the éa:rple. If, however, a normal sample is
amall and includes a small proportion of such women, the detection of
negative premenstrual mood may be cobscured by analytic procedures using
group means. The use of a group mean analysis procedure to compare cycle
phases may partly explain why in a graup of normal subjects prospective
-negative mood assessment by the POMS showed no cycle differences. The

use of group mean analysis may also explain why the retrospective MDQ NA

M
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factor evidenced a si_gnificant increase compared to intermenstrual
scores (Abplanalp et al., 1979a).

Table 14 and 16 presents the results of the across phase analysis
and inéludes the analysis of each affect variable as well as each
physical symptom variable. - It may be noted that the physical symptom
variable means (i.e., MXQ-T WR, P, and AR) were found to be
significantly higher in the premenstrual than in the intermenstrual
phase for the total subject group and for the dysphoric subgroup. The
findings regarding premenstrual physical and affer:-tive changes will be
evaJ:uated\iP a later gection of this discussion.

o It hés{ hypothesized that the mesliS of the composite average
prenenstrual phase scores for the affect variables would be
significantly higher than the means of the composite average
intermenstmal‘ phase scores for the dysphoric subgroup of the total
subject group. This hypothesis was confirmed for the affect variables
used in the cluster analysis (i.e., POMS-D, A, and SAI'X-l) as well as
the MDQ-T NA variable. The subjects which formed the dysphoric subgroup
were drawn from a cambination of cluster Groups 1, 3, and 4 and these
cluster groups were formed on the basis of subjects having similar
intermenstrual to premenstrual phase difference scores on the affect
variables. This fact renders the just mentioned significant finding to
be not that remarkable or surprising. Iﬁ does illustrate, however, that
in contrast to the across phase analysis of the total subject group, the
dysphoric subgroups combined demonstrate across phase differénca in

group means of specific affect variables. Support is thus provided for
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the view that premenstrual _ilpcraasa .in dysphoric affect do occur in a
subgroup of women (appro:dmat:aly 51% of the total subjeét sample of this
' Ls‘{:udy). In such a subgroup one may expect to find the group premenstrual
maans for specific affect variables to be higher than the intermenstrual
means. This conclusion 'servg.; to explain why for example, in a study
examining groups of women identified on the basis of premenstrual
cmpl;iints, the group premenstrual mean scores of specific negative
affects are found to be higher than the intermenstrual group mean scores
(Sanders et al., 1983). No such finding is reported for asmtcmatic
‘women (Sanders et al., 1983).

To this point of the discussion, the premenstrual dysphoric
clusters (Group 1, 3 and 4) have been referred to in terms of labels
such as mild, moderate or severe, particularly when referring to any
-specific affect camponent such as depfésion, anger or anxiety. The
labels were criginally applied as descriptors to aid in the differential
characterization of the cluster—grsups. The choice of descriptors was
previously explained in the results section as based upon between
cluster camparisons of cluster mean difference scores on each affect
variable. The descriptors are useful in the sense of providing a label -
to differentiate clusters as to the degree of magnitude of chémge of
affect across the menstrual phases examined. They do not, h er,
necessarily indicate the premenstrual level of severity of r ing on
any affect variable., The labels or descriptors, therefore, pfefer to
severity of magnitude of change in affect only. The issue of severity of

level of dysphoric affect reporting in the premenstrual period may be
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evaluated by examining the premenstrual cluster group means on affect
variables; -

The average premenstrual neasure scores on each of the relevant
..aff‘ect vafiables for all cluster groups are presented in 'I‘a:ble 17. To
provide a guideline to severity, these means for each cluster may be
cc;xpared to ncxrms.. The norms available are those for each variable as
provided in previous research and by the authors of the self-report
instruments.

As pointed cut by ‘Abplanalp et al. (1980), the severity of
premenstrual symptams has been largely ignored in past literature,
Referring to the increases in dysphoric affect of the cluster groups of
this study as 'symptoms' would be presumptuous without an examination of .
- severity. Data is lacking as to whether the subjects of this research
found any dysphoric increases to be problematic, in any way obvi;'ms or
considered them as symptams. In view of this, the use of normative data
for couparison_ is the only clue as to whether the menstrual phase
changes for any subgroup could be considered clinically meaningful.

i For the POMS depression (D) and anger (A) factor scores,
camparisons may be made using the premenstrual phése means of the
present study and the rnean values obtained from the 'right now' version
under relaxed or 'true baseline' conditions in college males (POMS-D; X
= 4.4, SD = 8.3, POMS-A; X = 2.7, 8D = 5.0) (McNair et al., 1971). The,.
authors state that only 1% or less varianc'e is associated with sex in

normals (McMair et al., 1971). Ancther more applicable reference

population is that of asymptamatic female volunteers studied at: three
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points in the menstrual cycle (Abplanalp et al., -1979;1). The
premenstrual means for the POMS-D (X = 3.3, SD = 3.3) and the POMS-A (X
= 3.8, SD = 3.9) are provided.

The premenstrual mean scores for the POMS-D in cluster Graup 1 (X
= 15.21, SD = 5.18) and Group 3 (X = 15,03, SD = 9.98) were much higher
than the premenstrual means for asymptomatic female volunteers or
college males under relaxed conditions. The means of Group 1 and 3 were
however, lower than those obtained fram female psychiatric patients on
the POMS-D (X = 28.0, SD = 15.9) (McNair et al., 1971). The POMS-D
premenstrual mean for cluster Groups 1 and 3 are close in comparison to
the mean found by Haskett and Abplanalp (1983) for wamen who met
diagnostic criteria for ‘premenstrual  tension syndrame' and whose
primary recurrent: premenstrual tension' scores met above criteria level
(X = 15,7, SD = 5.9). For cluster Groups 4 and 6, the premenstrual
POMS-D means appear to be well in the range of those means found for
asymptomatic female volunteers (Abplanalp et al., 1979a).

The POMS-A premenstrual means for Groups 4 and 6 are close. in
carmparison to the reference group norms for relaxed conditions in
college males and for asymptamatic female volunteers premenstrually. Ther
PCMS-A premenstrual mean for Group‘l was higher than that obtained for
the just mentioned reference gr;Jups. _The POMS-A pranenstn;*ual mean for
Group 1 was, however, lower than the premenstrual mean (X = 13.4, SD =
7.0) for ‘'premenstrual tension syndrome' subjects in t-:he study of
Haskett and Applanalp (1983). Cluster Group 3 demonstrated a POMS-A

premenstrual mean (X = 13.20, SD = 6.16) similar to that of the POMS-A
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premenstrual mean for symptomatic wamen in the study of Haskett and
Abplanalp (1983). This mean score of the POMS-A is still slightly lower
than that cbtained for female psychiatric patients (X = 14.9, SD = 11.5)
(McRair et al., 1971). |

The SAT X-1 premenstrual means for cluster Group 4 (X = 40.76, SD
= 7.60) and 6 (X = 38.18, SD'= 7.13) are close to those reported by the

authars of the instrument (Spielberger et al., 1970) for college females

under normal conditions (X = 37.24, SD 10.27). The SAT X-1 means for
cluster Groups 1 (X = 51.6%, SD = 5.77) and 3 (X = 48.67, SD B8.96) lie
between those reported for two stressful conditions for college females;
exam condition (X = 43.69, SD = 11.59) and post stressful movie
condition (X = 60.94, SD = 11.99) (Spielberger et al., 1970).

The. premenstrual mean scores for each of the affect variables in
Group 4 are \quite close to those for Group 6. One might therefore
conclude that Group 4 demonstrates little or no severity of premenstrual
dysphoria, however the intermenstrual means of Group 4 are somewhat
];owe.t' than those of Group 6. The magnitude of change across the two
cycle phases was therefore higher for Group 4 than Group 6. Group 4
began intermenstrually at a slightly lower level of dysphoric affect
reporting | and achiev‘ed_ a slightly l';tigi}er pranenstrual mean ;Jn each
affect variable. The conclusion that Group 4 experienced moderate
changes, in anxiety for example, is as true as it is for Group 3. This
is so althcugh. the premenstrual anxiety mean for Group 3 is higher than
that of Group 4 and reseambles a reference group mean under stressful

conditions, while the mean of Group 4 bears no such resemblance, The
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absolute mean levels of reparting for each affect variSble do not appear
to be of any remarkable clinical significance for group 4. The
premenstrual increase in dysphoria in Group 4 may be significant as part
of the continumn of change in negative affect that was previously

discussed.
An inte.restiﬁg cbservation that my of importance is that
cluster Group 2 which evidenced premens _ decreases in negative

affect, demnstrated premenstrual group means for the affect variables
in the asymptomatic or normal range. The Group 2 intermenstrual phase
means, however were 'somewhat elevated as compared to the intermenstrual
means reported for POMS-D (X = 2.9, SD = 3.5), and POMS-A (X = 3.6, SD =
4.0) by Abplanalp et al. (11979a), and as compared to the SAT X-1 mean
for females under normal conditions (Spielberger et al., 1970). Thus,
the high intermenstrual scoring subjects appeared to demonstrate a
pra:enstmal lessening of negative affect.

According to the study of Haskett et al, (1980), a subset of their
severe 'premenstrual tension syndrame' subjects who were high scoring on
MQ variables in the i.nterr;enstrual phase, reported more premenstrual
depression and were thought to have mild psychopathology. Their research
findings indicated that depression is notl an essential factor of
praemenstrual ‘'affective syndroame’'. It was also indicated that
premenstrual* depression may be related to psychopathological features
which manifest as high intermenstrual phase reporting of dysphoria. The
authors recommend making a distinction between high- and low
intermenstrual phase reparting far women with premenstrual symptoms.
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Examination of the intermenstrual and premenstrual affect @ans of
the subgroups of the présent study reveals that Group 2 does not
actually represent subjects with premenstrually elated or elevated mood.
Rather, their mean scores indicate that a mild moderate level of
intermenstrual dyspharia returns to more normal levels of reporting of
the negative affects pratenstrualiy. It is evident that considering all
;ubgrcups, high. intermenstrual scores in a subgroup sSeem related to
pramenstrual decreases in negative affect. The Group 3 mean dysphoric
affect scores in the intermenstrual phase were slightly elevated, as

similarly noted for Group 2. However Group 3 showed increased

~

ératenstruail dj}sphoria.

In consideration of the findings and recommendations of Hag'kett et
al. (1980)- one might arque that Group 3 may contain the high
intermenstrudl scoring subset of subjects which may be considered
indicative of the presence of psychopathological features. One might
argue that these subjects are responsible for the premenstrual increases
in depression of Group 3. This argument is not however supported by the
cbservation of normal i.ntenne;istrual phase affect means in Group 1 and
the increased premenstrual depression of Group 1. The results of the
present study indicate that depression is an essential component of
premenstrual dysphoric increases. One rather tentative observation
concerns the presence of scmewhat elevated intermenstrual mean score
reporting of depression, anxiety or anger. This elevation Seems to be
associated with either a premenstrual depressive- angry state or a

decrease of the dysphoria premenstrually to more normal levels.
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The severity of premenstrual ﬁ;sphoria in cluster Grcups 1l and 3
- is gmal.ly not as ‘severe as reportecl levels available for a
psychiatric population. This lower level of disturbance has been
previously noted for pramenstrual negative affect (Abplanalp et al.,
1979b; Golub, 1976b; Balbreich et al., 1983; Haskett & Abplanalp, 1983;
Lahmeyer et al., 1982). Balbreich et al. (1983) concluded that specific
subtypes of premenstrual dysphoria resemble those of an affective
disorder and thus may serve as a model for an affective disorder. As
pointed aut by Golub (l'§84), it may, however, still be premature to cast
premenstrual changeﬁ'per se into an illness model. This is reasonable
gi-u.ren'\\that the magnitude of premenstrual negqative mood levels is much
lower than the levels noted for women with a diagnosed psychiatric
illness. ‘ |

The caoparisons of the cluster group mean preamenstrual phase
sceres on the affect variables to various reference group means provide
indi_cations regarding the clinical significance of negative affect. For
cluster Graup 1 and 3 the average premenstrual level of reporting of
such negetive affect is high in comparison to norms for normal or ‘
relaxed subijects. .‘I'he clinical importance of the levels of reporting is
'dedm:ible&frcn the cbservation that the premenstrual levels seem to lie
between the means of normal or asymptamtic reference populations and
the means for psychiatric populations. The means compare well to those
for subjects labelled 'premenstrual tension sufferers'. Far example the
glébal MQ-T MA mean for both Group-1- and 3 prerenstrually is quite

similar to that reparted by Moos (1977) for the normative samples'

-
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'worst menstrual f:yt:ie' (X = 21.39, SO = 9.50). The elevation of
reporting of negative affect levels indicates a- meaningful level of
disturbance in affect prenenst::ually\ but not of the proportions of a
clinically disturbed psychiatric population. Support is thus evident for
the view that the existance of what might be termed ‘'severe'
premenstrual symptamatology (dysphoria . in  the present %tudy) is
relatively rare (Abplanalp, 1983). It was judged to be evident in onl;"_hj
Group 1 and 3. It seems to be true that the probability is lo;w that an
investigator will by chance collect a large numi:er of wamen with severe
premenstrual dysphoria fram a largely unselected or unscreened subject
sample.

o

*Neurctlmsm and Premenstrual Affective Subtypes

The hypotheses tested were that cluster groups demonstrating
depressed premenstrual affective increases (‘i.e., Grct.{ps 1L and 3) would
have higher neurcticism scores than other dysphoric subtype groups
(i.e., Graup 4). Goups 1 and 3 were also expected to have _hj.ghe:
neurotmlsm scores than any group demonstrating little mood change
prareﬁstruauy (i.e., Group 6). The subjects of Groups 1 and 3 cambined
did demnstrate a signj.ficantly; higher neurcticism mean when campared to
Group 6. The neurcticism mean of Groups 1 and 3 cambined was, however,
not g;gnificéntly different fram that of Group 4. Thus, one hypothesis
was confirmed regarding neuroticism while the other was not.

E:-camining._j:he levels of neurcticism of the present study (see

Table 18) shows the mean neurcticism score for Group 6 compares

A ' -
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.favourably to the noarms reported for American college students (X =
10.9, SD = 4.7) (Eysenck & Eysenck, 1968). The mean neurcticism score
for Group 6 also compares favourably to the norms for the normal
population sample (X = 9.0, SD = 4.8), as provided in the manual of the
EPI (Eysenck & Eysenck, 1968). The neurcticism mean of Groups 1 and 3
was samewhat lower than means reported for any neurctic groups, such ag
that for anxiety neurotics (X = 15.8, SO = 5.1) (Eysémk & Eysemk,\
1968). In the study of Watts et al. (1980) using the EPI Form B,
neurcticism means are provided for the premenstrual syndrame subjects (X
= 14.88, SD = 3.60), and the control subjects (X = 11.75, €D = 4.94).
‘These means were only slightly higher than the means founé for combined
Groups 1 and 3 of the preéent study (X = 12.1, SD = 5.2) and Graup 6 (X
= 9.3, SD = 4.6) in respective comparison. '
The finding of a significantly elevated neurcticism mean in the
premenstrual dysphoric Groups 1 and 3 as compared to _t_:_he nonzdysphoric
Group 6 may be considered to be an example of the potenti:;ll‘ confounding
due to similarity of the questionnaire data. It has been argued that any
association ketween high neuroticism and increased premenstrual symptom
reporting may be due to subjects' endorsement of items of the EPI
neuroticism scale (such as mood swings, energy swings or cutbursts of
anger) that are also endorsed on questionnaires of premenstrual
symptaomatology (Gannon, 1981), The resultg of one investigation (i.e.,
Coppen & Ressel, 1963) rendered the above explanation as less likely to
explain the significantly higher neurcticism- scores of prenéhstrually

dyspharic versus non-dysphoric "grcups Higher neuroticism scores for

wy?
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dysphoric groups were found both in the present study and that of Watts
‘et al. {1980). 1In the study of Coppen and Kessel (1963.) the significant
'positive correlation between premenstrual irritability and/or depression
and ‘neurcticism still he.'ld‘after the autlzors reamoved eight of the
twenty-four items of the MPI that were jud;ed\to be the potentially
confounding questions. The removal of items from questionnaires such as
the MPTI or EPI may serve to 's'tre.ngthen the validity of the association
of neurcticism and pramenstrual dysphoria. Other difficulties in
| interpretation are, however, introdqqed. The standardization of such
personality factors as neuroticism as measured by the EPI was conducted
on the basis of inclusicn of all items. No reliability or validity data
are available for a reduced neurcticism scale.

It may be noted that in the study of Sanders et al. (1983),
although the group mean scores were not found to be significantly
- different, the trend in the mean neurcticism scores was in the expected
direcﬁion. The highest mean was for their clinic PMS5 group and the
lowest .for their no PMS group. This type of trend was also apparent in
the neuroticism means for the cluster subgrmg:s of the present study
(see Table 18). ‘This trend was apparent with highest neurcticism scores
corresponding to the subject group which demonstrated the nmost severe
prarenstrui_‘tl dysphoria in the Sanders et al. (1983) study for a total of
three subject groups. This type of trend appeared in the present study
for four cluster'grcmps (i.e., Graups 1, 3, 4, and 6) and in the
expeéted rank order.

w
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ne might conclude that wamen with severe premenstrual increases
in dysphoric affects _(such as anxiety, depression, and anger of the
present study) demonstrate higher neurcticism scores than women who show
no such preneﬁ.é.tmal increases. This conclusion is based upon the
significant findings in coamparing Group 1 and 3 with Group 6. \_];t is not
clear whether the higher neurcticism scores in Group 1 and 3 a.i'e")scnehw
a function of high premenstrual depression alone as was indicated by the
original hypothesis. The high neurcoticism scores in Group 1 and 3 may
perhaps be a function of premenstrual elevations in anxiety, anger or
all three types of dysphoric affect. This is due to the fact that both
Group 1 and 3 evidenced a combination of premenstrual negative affect
elevations. The lack of a significant difference in neurcticism between
Group 1 and 3 combined and Group 4 demonstrates nothing clearly
regqarding depression.  No conclusion can be reached as Group 4
demonstrated not just a moderate-low level of premenstrual increases in
depression but a moderate-low level regarding the other negative affects
as well. No 'pure' dyspharic cluster group which demonstrated only
premenstrual increases in depression, anxiety, or anger was available to
make comparisons of neuroticism based 'upon the presence or absence of
any specific dysphoric affect. _

Examination of the data of the present study and consideration of
previous comparable work on neurcticism and premenstrual symptoms leads
"~ one to formilate a certain impression. It is pr.;daably the preSence of a
higher level of severity of premenstrual .increases in negative affect
that is related to inéreasing neurcticism. This u'ay'e:-@lain why some

4
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stuflies “have found significant positive correlations between
premens levels of neqative affect and neurcticism scores (Coppen &
Ressel, 1963; Taylor, 1979b). It may also explain why the use of
asymptomatic contreols for camparison may result in finding significantly
higher neuroticism ih subjects with premenstrual symptoms (Watts et al.;
1980). ,

The fact remains that in the study of Sanders et al. (1983)
subgroups of subjects that seeméd to lie on a continuum of premenstrual
dysphoric severity did not show significant differences in mean
neurcticism scores. The standard deviations of the neurcticism scores of
the subgroups of this study as well as that of Sanders et al. (1983

were rather high in comparison to the nmnerjcal differences in the-

means. . These high standard deviations resul
ap -+

overlap in the means contraindicating possible findings of significant

in a great degree of

differences. More importantly ‘perhaps, the range of the means in the
present study is scmewhat .resti:i 4d. This restriction is to a range
beginning at that of a normal pol;ulation (as compared to available
norms) and ending at a somewhat lower level of neurcoticism than found
for disturbed or neurctic groups. It is interesting to consider that
this range may be quite similar in its implications to the range
discussed for levels of premenstrual reporting of the negative affects
of cluster subgroups. The cluster subgroups demonstrated premenstrual
means of negative affect between the values reported for a normal sample
and a level lower than those reported for psychiatric populations.

Bearing this similarity in mind, one might conclude that as was the case

%
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fo:f premenstrual levels of dysphoria,.- it is only at the most. severe
levels (i.e., Groups 1 and 3) that the clinical :;J'.gnificance of factors
such as dysphoric affect or levels of- neurcticism may be judged as
apparent. This significance is, however, restricted to mean elevations
of such factors below that of abnormal populations. The same continuum
operating with respect to pfalenstrual' dysphoria seems to be re.flected.
in neurotic_ism scores, Thus,l elevations in neurcticism do seem related
to high levels of premenstrual dysphoric increases in comparison to no
such increase. Since premenstrual dysphoric increases seem to lie on a
'continuum, the elevations of neurcticism scores follow the same type of
continuum, withl Group 6 at the lowest level, followed by Greup 4, Group
3 and then Group 1.

Given the above hypfothetical explanation for the state of affairs
concerning neurdticism, it would be difficult for example, for
clinicians to use neuroticism scores as a marker to attempt to separate
premenstrual dysphoric sufferers fram non sufferers. It would also be
unlikely that one could predict from the level of premenstrual dysphoric
affect reporting the level of neurcticism to be expected. The high
degree of overlap of neurcticism means acreoss premenstrual dysphoric
subgroups in this study and the relative restriction of the rancje of the
mean scores, fram the normal to below abnormal group means muast be
emphasized. This leads to the conclusion that neurcticism measures are
unlikely to be useful for a c¢linical diagnosis of pranenstrual-
dysphoria. The association between signﬁicmﬁy elevated neurcticism

and premenstrual dysphoria seems restricted to severe dysphoria. The



207

elevation in neurcticism seems such that any member of a severe
premenstrually dysphoric sample may evidence a nguroticism score in the.
normal range.,

It may be stressed at this point of the discussion that the
multi-subgroup approach to premenstrual affective changes of this study
was based on a certain expectation. Such a separation of affective
‘change groups was hoped to lead to cl'arificationé of any associations of
such specific changes to other variables. Abplanalp (l983a) hoped that
such an approach may serve to eventually help clarify etiologiocal
questions regarding premenstrual symptoms or prdve instrumental in the
develomment of effective treatment approaches. The usefulness of the
statisticaily derived symptam clusters or subgroups with respect to
etiology or treatment is not immediately apparent from the results of
the preszitt research. Some conclusions and speculations based upon the
results may, however, be advanced. The findings 'relgarding the
association of subgroups of premenstrual dysphoria to neurcoticism levels.
indicates that a relatlonship does exist with a severe level of

~

reporting of premenstrual dfsphoria. This association mist be qualified

tion that the elevation of neurcticism is not of the
proport f psychiatric populations and that it may be due to
of the measurement devicés. The presence of high
trual increases in depression may be related to higher levels of
oticism. As the depression is commonly accompanied by high anxiety
ar anger, the exact relationship of high premenstrual depression to

neuroticism is still unclear. Regarding the possible nature of the
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association of premenstrual dysphoria to neurotici;sm, premenstrual
dysphoric increases may cause neuroticism, neuroticism may cause the
dysphoria, or é third variable may mediate the association. As Gannon
(1981) points out, to establish a causal relationshp between
psychological factors and premenstrual symptoms it would be neéessary ﬁo
manipulate both or study the relationship between the variables
longitudinally. '

Trait Anxiety and Premenstrual Affective Subtypes

-

Trait anxiety measures (SAT X-2) of subject group 1 were
hypothesized to show no significant differences over the two times of
testing (i.e., intermenstrual and premenstrual). This hypothesis was
confirmed. The affect cluster group(s) of subject group 1 reporting the
most increased anxiety premenstrually (i.e., Group 1) was expected to
demonstrate higher trait anxiety measures than other dysphoric subtype
groups (i.e., Groups 3 and 4). Group 1 was. expected to demonstrate
higher trait .anxiety measure than group(s) with little or no
premenstrual affective changes (i.e., Group 6). This hypoﬁhesis was only
partially supported by the significantly higher trait anxiety mean of
Group 1 as compared to Group 6.

Trait anxiety measures remained stable when testing was conducted
at two points of the menstrual cycle. This was expected as the high
reliability of this trait measure of anxiety is stressed by the authors
of the SAI (Spielberger et al., 1970). The trait anxiety means of Groups

6 and 4 (see Table 26) are close to those cited by the authors of the
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SAT for undergraduate female college students (X = 38.25, SD = 9.4). The
means of Groups 1 and 3, however, (while still being within one standard
deviation of the college students mean), are more si.mil:gr to those cited
for mle neurcpsychiatric patients with anxiety reaction (X = 48.68, sb
= 10;65) or character disorder (X = 40.32, SD = 13;06). Cluster Groups 1
and 3 appear to demonstrate maéningful elevations of trait anxiety.

A significantly higher trait anxiety mean was found for the two
cluster groups demonstrating high premenstrual increases in dysphoric
affect (i.e., Graup 1l and 3) as compared to the cluster group showing
little premenstrual changes in negative affect (Group 6). Groups 1 and 3
did not dilffer significantly in their trait anxiety means. The mean
trait anxiety of Group 3 was the highest, however, and it was found to
be significantly higher than that of Group 4 while the mean of Group 1
was not different fram that of Group 4. According to the hypothesis for.
cluster gr'oup trait anxiety means, Group 1 would be expected to have a
mean higher Ithan that of ércmp 3, 4, or 6 if the variable of increased
state anxiety was related to trait an:-;iety measures. The only support
for this hypothesis is the significantly higher trait anxiety mean of
‘Group 1 as comparad to Group 6. The postulated r-elation'ship between
trait anxiety and changes in state anxiety is contraindicated, however,
by the finding that Group 1 and Group 3 had similar trait anxiety means
and the fact that Group 3 (reporting nnde;:'ate—lm premenstrual increases
in anxiety) actually demonstrated the highest trait anxiety mean. There
are no strong indications fram the data that trait anxiety is

/

specifically related to premenstrual increases in state anxiety»
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An apparent lack of a relationship between premenstrual state
anxiety and trait anxiety ﬁleasur% has been previously reported
(Abplanalp et al., 1977; Lahmeyer et al., 1982). The staﬁe and trait
anxiety correlation analysis of the present study indicated no
rélationship between levels of trait anxiety and intermenstrual to
premenstrual. changes in state anxiety reporting. No relationship.uas
indicated in either subject group 1 (r - .08) or dyspharic subgroup
subjects (r - .04). | g

There are indications that trait anxiety is related to high levels
of increases in dysphoric affect p-remenstrually, as evidenced by the
higher trait anxiety of Groups -l and 3 as campared to Group 6. AsS was
discussed for the relation between neurcticism and premenstrual
affective éubtypes, the trend in the means of trait anxiety across
cluster groups shows a continuum., This indicates that trait anxiety ‘
elevation seems to lie on much the same continuum as increases in |
premenstrual dysphoric’;ffect. The only notable difference for trait
- anxiety when campared to th; findings for neuroticism is that although
cluster Groups 1 and 3 did not diffe.r.significantiy in trait anxiety
| means, Group 3 demwnstrated the highest 'm_ean, while for neurcticism
Group 1 had the highest mean.

One might develop speculations based on the posslibility that the
elevation of sco.r&e on such personality variable measures as neurcticism
a_nd trait anxiety are in some way related to the same underlying
personality structure, sometimes generally described as an inadequate

ability to cope (Watts et al., 1980). ¥&his structure may be speculated
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to be related to severe premenstrual increases in dysphoria. As in the
discussion for neurcticism, it is not clear whether elevated trait
anxiety is differentially related to premenstrual increases ih one
specific type of negative affect. The findings for both neuroticism and
trait an:-:iet.grD do iﬁdicate that a possible marker to indicate elevations
gf scores on either personality variable is the presence of severe
prémenstrual defression. The connection between rﬁajo; and minor
depressive disorder, risk of future depressive disorder and premenstrual
dysphoria is noted in this regard (Endicott et al., 1981; Halbreich &
Endicott, 1985b; Wetzel et al., 1975). In light o‘f these previous .
findings one could postulatel that the high premenstrual increases of
depression such as evident in Graups 1 and 3 of the present study niay be
the af-feetive marker or. link between premenstrual dysphor"r& and

H

personality disturbances.

The Relationship between Affective:and Physical Symptom Changes

It was hypothesized that differences between intermenstrual and
premenstrual neasures of the negative affects \col.%;d,not be accounted for
by increases in premenstrual physical synpt\cm/' reporting.  Stated

conversely, physical symptam differences coulc”‘l‘w —r;c\tz_ be adequately -
account:.ed for by premenstrual increases in negative affects\.\w ’fhls
hypothesis was confirmed. )

An examination of the across g:haée analysis results of the total
subject group for the physical syr?ptcm measures (see Table l4) was

conducted. It indicates that preamenstrual means of the factors of Water
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Retention (WR) » Autonomic Reactions (AR}, and Pain (P) of the MDQ-T were
significantly elevated campared to intermenstrual means. 'I‘his: indicates
that: the total subject group reported‘ a higher level qf expe.tjiem:e of
_' those physical /;yl/xptms dufing the premen‘strual period. Similar across

chase analysis results were found for the dysphoric subgroup of the -
total subject group (see Table 16). .

An examination of the means and standard deviations of ‘the
physical symptom factors in the intermenstrual and premenstrual phases
for the total subject group (see Table 13) and the dysphoric subgroup
(see Table 15) was conducted. It indicates that very similar means were
demonstrated by the dysphoric subgroup and the total subjeét group. A
comparison to the normative sample means of the retrospective MDQ (Moos,
1977) of thé‘/;h\ysical symptam factor means of Table 13 and 15 is
revealing., The pl}ysical symptom factor means of Table 13 and 15 clesely
resatble those on the retrospective MDQ reported intermenstrually and
premenstrually for subjects 'most recent' cycle but not for 'warst
menstrual' cycle. In the present study a siﬁu‘.laritl; ‘of the means of the
total subject group to those of the dysphoric subgroup is apparent. It
indicates that while across phase differences we.fe found for both types
of subject groups, the dysphoric ‘subgroup does not appear to show a much
higher level of physical symptom reporting either intermenstrually or
prarensﬂt.:rua/lly This may be taken as p;eliminary evidence of the lack of
- connection between premenstrual dysphoric increases and increases in

&

physical symptom reporting. - .
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The corre.latiohs between the physical and affect variable change
scores across cycle phase for the total subject group (see Table 28) and
for the dysphoric subgroup (see Table 30) were found to be quite low.
This may be interpreted as further- evidence of the ‘indepe'ndence of
physical and affective changes fram thé intermenstrual to premenstrual
period. 'fhe canonical correlation resulﬁs for the total subject group
revealed that a rather unremarlable 123 of the variance was found to be
shared by statistically formed composites of the change scores of the
two sets of variables (i.e., physical and affective). For the dysphoric
subgroup, the magnitude of changes in the two sets of variables were
found to be independent as no significant sharing of variance resulted.
The canonical correlation analysis was not performed for separate

cluster subgroups as there was no indi;:ation that meaningful or
significant results wculd be found. _

It appears that for the ‘subjects of the present study,
premenstrual changes in afféct are almost completfely independent fr®
premenstrualychagcges in physical symptcxn.reporting. This conclusion is
even stronger when considering cnly the dysphoric subgroup of the total
subject " group. It is also evident, however, from the across phase
analyses that physical symptom reporting is significantly increaséd in
the premenstrual as opposed to the intermenstrual period.

The findings of the present research support the opinions of cother
investigators regarding the independence of premenstrual physical and
affective symptams (Andersch et al., 1978; Haskett & Abplanalp, 1983;

Haskett et al., 1980; Janowsky et al., 1973; May, 1976; Moi &

e
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Liede&mn, 1978; Tonks, 1975). The general timing of the premenstrual
iﬁcreasea in physical symptam reporting corrmpox_)ds to the timi;ig of
increases in dyspho.ri:: affect as h&s‘been‘previmsly nof:ed {Moos &
Liederman, 1978; Sanders et al., 1983; Taylar, 197%). Mo particular
association,-hmver; seams to exist between the two types (samtic and
" affective) of changes. It does seem likely that physical symotoms -
regresent an independent cyclical patt;ern af change that does not appear |
to be directly associated with negative affect reporting. Some support
is also provided by the findings of the present study for a conclusion
reqarding wamen’ reﬁﬁti.ng little or ro premenstrual dysphoria. They may
evxdence same relationskip, althcugh not a strong one, between changes
of physical symptows and changes in dysphoric affect. This may be of
impartance ‘in .mnsideréﬁién of other researchers convictions that for
psychoéathol.ogically ‘narmal' women  premenstrual symptoms - are
‘predominantly physical ones (Clare, 1983; Lahmeyer, 1984). The analysis
¢&f the relationship between premenstrual affective and physical changes
of the subjects in this study leads to the conclusion that the two types
of changes seam to represent independent yet tamporally overlapping

'syndrames' that evidence no direct relationship. - /

oMethodological Censiderations and Limitations

The total subject group of this research has been describéd in
general as composed of young, single, mulliparous, well-educated and
English-speaking wamen. They were screened prior to their participstion

to ensure that no cral contfageptives or medication affecting their mood
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or har:mnal state was being consumed, that they uere relatwe.lyﬂ

physically and psychologically healthy and had a falrly normal me}lstrual

cycle.; This type of sanple is likely to be b;ased and the volunteer
st..ldents of this study are nonrepx.asentatwe of the general public. A
' sample such as the one of this study may be expected to be more highly
motivated, mtel_hgent and cooperative as compared to a group of
subjects picked at random fram a general population. Bearing in mind
that the method of subject seléction biased the sample toward an
overrepresentation of young nulliparous and healthy women, the use of
this sample to construct norms for the whole population of uenstruatmg
women is not Jllstlflai The:e is, however, no convincing evidence in the
literature to date that factors such as differences in age, parity, or
marital status of subjects affect reports of pranenstruai symptoms

(Taylar, 1975%). |

Ancther consideration regardingj the subjects of the present study
is the fact that they were all wvolunteers for a study described as
invéstigating 'mod and the menstrual cycle'. There is a greater
likelihood that women with p-remenst.ma.l éroblens w::uld volunteer to
participate in a study of the nenstrual cycle (Halbreich et ai., 1983)
The mention of mood in presenting the study to volunteers may have
increased the levels of reporting of dysphoric affect above that of
randomly selected women. The subjects were not blind to the purpose of
the study. Mocod was mentioned in order to increase thé probability of
finding an adegquate subgroup of tl;ie sample sﬁowing premenstrual

dysphoric increases. 1In an attempt to keep the subjects unaware of
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previous affect ratings and their pessible rhythmicity, dJdata was
collected in two gets. This procedure may have resulted in more accurate
reparting. With respect to the effect of demand characteristics, there
is evidence that the effects of such may be quite small at the extreme

end of severity of reporting of premenstrual symptoms (Apblanalp, 1983b;

" Balbreich et al., 1982b; Halbreich et al., 1983).

Bpart fram the limitations to ge.ne.ralimbilzty of the results that

"arise.from the sﬁbject sample itself, the chosen measurement devices and

design of the research naturally contains limiting fa&tors. Affect in
this study was defined (by the instruments employed) as a pattern of
subjec:'tive responses ftapped fram inferred sources such as
seif—'pe.rception. The sole source of information on affect was the
self—ré;,'nrt data, which contains thegJ limitations of a system where all
information is derived fram the subjects' own perceptions of the level
'of dyspharia and where no objective measures are available. Thus, the
results concerning the levels of affect and affective cmbinations mist
be considered as phencmenblogically based. This statement is also true
for the measures of physical symptom reporting and it must be stressed
that the physical symptom measures reflect the subjects' own
perceptions. . '
The number and cambinations of affective and physical symptoms
repor£ed were limited. by the method of study employed. Prospective
pogulation studies are time consuming and daily measurement yields a
large quantity of data so limitations of the symptoms to be examined is

to be reasonably expected. Initial doubts may arise concerning the

7 - ‘ o
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accuracy of .reporting when subjects are campleting ily measurements __

and the dbility of subjects to complete the task (Dennengtein & Abraham,

utilize prospective daily self-report measures. Wwhen collecting -such -

measures it may be of importance for the investigator to inclyde certain

ensure task completion.

The methodology employed was applied to one menstrual cycle for
each subject. Rarely do premenstrual symptoms occur with absolute
reqularity (Ténké, 1975). The one cycle design of the presenﬁ study may
be seen as implying that the data collected during one cycle for anf
given subject will represent all cycles. It is apparent, however, that
premenstrual symptom reporting may vary considerably across cycles with
respect to types and severity but the factors influencing such
variability are not yet understocd (Ablplanalp, 1983b). The dne cycle
design of this research yields results that may be considered limited to
sane, as yet unknown degree, to the particular test menstrual cycle in

question. Thus,_the stability of the affective subtypes for any given

of symptom increases is not evident. The measures of“'aﬁfect and physical
variables in the follicular a'mdr--"lluteal phases are therefore, generally

. ( /_'/
referred to as intermenstrual and premenstrual phase measures.

-\\
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Summary and Implications for Future Reseach

same conclusions and thecretical implications of the results of
the prese.nt study may be summarized. For a sample of young, nulliparous
and well-educated women not taking oral contraceptives about o !/ half of
the subjects evidenced some degree (mild-severe) of pr strual
dysphoric increases., Premenstrual increases in dysphoria do not appear
to be ubiquitous in women, Approximately.one quarter to one third of the
sample evidenced premenstrual dysghorié increases of mild-moderate
‘levels. About one fifth of the sample evidenced severe or high increases
in premenstrual dysphoria and approximately one tenth ofg the sample
evidence_d pramenstrual decreases in dysphoric affect. The data indicate.
that high increases or decreases in dyspharic affect in a sample of
narmal women-are rare, Premenstrual decreases in levels of dyspharic
a.E.fects do not appear to be an‘elation of mood pranefstrualI.Ly. Rather,
they appear to be a return of mild-oderate intermenstrual elevation of
negative affect répoi'ting to more normal levels. Age did not appear
related to any subtype of premenstrual affective change.

_ Premenstrual dysphoria may be  considered a multi-dimensional
phenamenon with respect to‘the affect:s of.dqarsﬁsion,- anxiety and anger,
although all these negative affects are correlated. No 'pure' type of
premenstrual dysphoric change seems to exist that is composed of any one
negative affect. A%e of combinations of premenstrual affective
changes may be observed. At high levels of increése of dysphoria

premenstrually, a predominance of high depression seems combined with
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high anxiety or anger. At lower levels of premenstrual dysphoric
incréasa all threé_nec_;'ative’ ‘affects are present, perhaps because it is
more difficult to distinguish between emotions occurring at low levels
of intensity.

The feature of premenstrual depression does seem to be an
essential component of severe premenstrual dysphoria. The presence of
deéression may be able to be accounted for by the presemnce of an
affective disorder in subjects evidencing high premenstrual ircreases in
dysphoria. .Depression may also be viewed as a higher Qraer emot ional
state coamosed of ccmponenté such as sadness, anxiety and anger, in .
which case the sadness conéaonent of depression seems to predcminaﬁe
:severe premenstrual dysphoria.. The presence of high premenstrual
depr&giqn does not appear related to high mtermenstrual reporting of
dysphoric affect, the reporting of which ‘has- scmetimes been considered
as evidence_of psychopathology.

{screte subgroups composed of combinations of changes

5.

e

dysphoric affect émay be iaentified by statistical
seem to lie on a-continuum of severity of changel whe:\_re
. 4
y individual negative affect variable. Premenstrual
dysphoria may\ be . conceptualized as a "discrete phenomenon  that
characterizes a\subgroup of women, yet it has a varieéd and continuous
nature. - ‘ ' |

The compariscn of group means for cycle phases does not se‘eﬁi to be

the best method of evaluating a specific affective change for the
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menstrual cycle in normal women, Given the bidirectional nature of su;}
changes in a group of normal women and the fact that only a subgroup
demonstrated evidence of premenstrual dysphoria, magnitude of change
scores are preferable as data to represent individual mood changes. Mean
diffe.renﬁe procedures allow for zero-sum outcames as a result of
bidirectional changes and ar‘mus, not adequate to elucidate the
camplex r&ipr.)-nste patterns of dysphoric increases and decreases
~ premenstrually. For a subgroup of women preselected or screened on the
basis of premenstrual dysphoric increases, comparing group means arf:ross
cycle phases may be useful to study the significance of dysphoric
changes and seve.rlty levels,

For- high leve_'Ls of ‘pratenstrual dysphoric increapsa the
prenenst.rual levels™ of depression, anxiety and anger lie between those
reparted for normal and psychiatric or stressed populatlons ' The
disturbance does not seem to be of a general proportion that is
comparable to a formally disturbed or psychiatrically labelled groué,
but rather Sea@ to resemble a mild or episcdic angrily-depressed ar
anxicus-depressive state, For women demonstrating mild-moderate
'prenenstmal dys{phoric changes, the premenst.rual levels of negative
affect do_rf)t seem.to be of remarkable clinical significance as they are
close to the levels reported‘ by norﬁal groups.

Elevations of neurcticism scores are associated with high
‘increas& in premnstrual 'dysphoric "affect., The elevations of
neurcticism are not of severe proporfions, are generally restricted to a

range between those of narmal and disturbed groups, and they tend to

.
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foliow the éontinuum of severity with dysphoric subgroup overlap in mean
neuroticism scores. Elevated neurcticism may be associated with high
premenstrual depression of a conbination of premenstrual negative
affects. Elevated neurcticism means in premenstrually dyspharic
~ subgroups méy'be a result of gonfounding of items meéasuring neuroticism
with measurement items or criteria for premenstrual dyspharia. The
restricted range of neurcticism means leads to the conclusion that such
measures dodnot appear to be an effective marker with any differential
association to specific combinations of premenstrual dysphoric
increases.

Trait anxiety means for subgroups with high premenstrual increases
in dysphoric affect are in the range of those for abnormal pcpulation
samples. Elevations of trait anxiety are found to be associated wiﬁh
high premenstrual increases in dysphoric affect. There are no
indications that trait anxiety elevatiorh is related to premenstrual
increaseé or changes in state anxiety. Trait il pear to
follow the continuum of severﬂty of premenstrual dysphoria. Ele&gtions
in’ﬁrait anxiety may be due to increased premenstrual depressiﬁA or a
carbination of negative affects. A poss:.ble link between prareretmal
dysphoria and person.allty dlsturbances such as indicated by e.levated
neuroticism and/or trait anxiety may be high premenstrual increase;\}h~\~___‘__f,~
depression. There does not appear to be a differential assocciation of
elevations of scores on such personality variables as neuroticism or
trait anxiety to a premenstrual anxicus-depressed or angry-depressed

type of dysphoria.

| —
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Physical symptam factors of water retention, pain and .autoncmic
reactions demnstrate elevated levels at premenstrual versus
intermenstrual testing for the normal subjects and for the subgroup of
" premenstrually dysphoric subjects. Very little correlation is found
between physical symptom factor change scores and affective change
scores, The two typa of premenstrual changes (i.e., physical and
affective} share 12% of the variance of change for all subjects, but
share no signifiéant amount of variance for premenstrually dysphoric
subjects only. Premenstrual physical changes appear to be relatively
independent fram affective ones especially when increases in
premenstrual dysphoria are apparent. Premenstrual elevations in phfsical
symptom reporting may represent a separate but temporally overlapping
'syndrame' to premenstrual dJysphoria. Thus, positive correlations
between absolute levels of premenstrual negative affect reporting, and
premenstrual: physical symptom reporting may be found. Such correlations

may, however, be almost entirely due to 'temporal' overlap of two

separate 'syndromes'.,

The results of the present research provi i licatj_.ons as to the
‘direction' of future research concerning premenstrual affective changes.
It is always important to bear in mind that menstruation is a normal
phencmencn and changes in mood are normal and cammon.  Given the levels
of increases in dys;;hcric affect premenstrually and the number of waomen -
evidencing such changes, researchers may be well advised to refrain fram
casting most menstrual, cycle affective changes into an 'illness' model.
It is acknowledged that the evidence for an association between

premenstrual symptomatology and affective disorder -may be of impartance
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yet concern has been expressed regarding the lack of infarmation about
the direction and nature of such a relationship (Hamilton, 1984). It
would be unfortunate to forsee that an admission of premenstrual
depression for ex":mple, m3y carry an autamatic stigma of psycl'x.:)patbolcgy
in the absence of evidence concerning any clear ar;d well understood
directional relationship. BAs discussed by Lahmeyer (1984) premenstrual
symptams (mild or severe) can exist independently of any affective
disorder but such a disorder may increase the risk of symptom
occurréme, severity and perhaps diversity.

Investiga'tors of premenstrual affective changes may be well
advised to adopt an individual differences model for such changes as
cutlined by Sommer (1980). BAccording to this model, events of the
menstrual cycle may, or may not produce pramenstrual dysphoria.
Premenstrual dysphoria would. be seen as not ubiquitous- in women, but
affecting specific women in a specific fashion. The model implies that
subgroups of wamen may exist, which vary with r&speci-: to degree of
manifestation of premenstrual affective change. This was seen on the
continuum of severity of premenstrual dysphoric increases in the present
stgdy. A researchers' task would beto identify subgroups with similar

pramenstrual affective changes and search for corresponding variables,

etiology or treatment responses. In this model, it is acknowledged that:

the same symptom may have “different causes or different causes may
produce the same symptoms,

Halbreich and Endicott (1982b) reccmmend that the concept of a
single premenstrﬁa.l charig'e' 'syndrcme’ be replaced by the recognition of

diverse premenstrual changes with well-defined subtypes. It is
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recognized, however, by these researchers as well as from the results of
the present study that for affective changes, the subtype categories or
dimensional measures are not independent and varying degrees of overlap
exist between them (Halbreich & Endicott, 1985a). Even so, specific
subtyping of pranensﬁmal changes facilitates the study of different,
perhaps partially overlapping mechanisms of hetiology, of each subtype
(Halbreich & Endicott, 1982b). These authers_ propose a search for
miltivariate mechanism(s) of etiology~of-such changes asiopposei to a
single causitive factor (ﬁalbreich & Ehdicott, 1982b).

The selection of specific premenstrual changes'to be assessed and
Ehe methods applied reflect the way in which a researcher conceptualizes
such Ehanges as well as the interests of the researcher. Future ;tudies .
should recognize that several premenstrual ‘syndrames' may exist and so
carefully specify_and define what group df premenstrual changes are to
1;; examined (Balbreich & Endicott, 1982b; Bamilton, 1984; Lahmeyer,
1984)." More prospective research is needed (Golub, 1984), using daily
self-reports preferably with same studies concealing the purpose-of the
study. The use of a longitudinal design with daily assessment of
variables over a period of several Eycles and across phase change scores
as representing the pramammruél affective change -of any given subject
is recommended. These procedur&ﬂ may help clarify the consistency of
_ premenstrual changes Investlgators should attempt to obtam repeated
measures of affect for example, during specific cycle phases by dally
self-report. They shcﬁld also search for.reliable cbjective measures of
assessne:it, perhaps: by trained raters in daily contact with subjects

(Abplanalp, 1980). The overreliance on self-report data ‘in the past -does
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not render impossible any search for object-;ive measurement techniques

such as an cbserver rating instrument. Both positive and neqative

behaviors or types of affect should be included in the assessment. The

recamended use of objective measures of assessment applies to physical

symptam variables as well. The ptnencrtenoiogical reports of physical
- variables of the present study and their apparént lack of relationship
\-go affé:tive reports may be supported in future studigs by ob‘jecw:ive-
measures of physical ‘changes premenstrually.

Investiggtors of premenstrual -affective changes must generat‘e
specific hypotheses to attempt to explain the specific changes and their |
external correlates, As confirmed by the present study, there are
different, although not. mtually exclusive types of premenstrual
dysphoric changes that may be differentiated. Ft;turel investigations may
wish to entertain further the hypothesis that depression is a dominant
feature of pranex;strual dysphoria. It may be the case that high levels
of premenstrual increases in depression are a link to personality
disturbances or affective disorder. WwWith respect to neurcticism one
cannot ethically attempt to produce 'neurctic' behavior. An obvicus
direction for research may be to reduce or eliminate either 'neurctic!’
behavior or symptams, or premenstrual dysphoric symptams, and assess the
.effects of such manipulations on the non manipulated variable (Ganncn,
1981). .The development of a method to measure neurcticism which would

" not confound such a score with premenstrual affectlve change reporting

is necessary. ThJ.s me od my be used to first clearly establish the
relationship between pr trual dysphoria and neurcticism. Studies are-

also " needed to resolve the contradictory findings regarding the



226

relationship between such factors as age, éarity and premenstrual
dysphoria (Golub, 1984).

The camplexity and difficulty of generating sound research on the
menstrual cycle has been explored by Roeske (1980). Problems in the
research have included the difficulty and tediousness of ::ollecting
daily measures. Even very recently, Abplanalp et al. (1980) described
sich rsearch as remaining an a rather primitive %haotic! level.
Menstrual cycle variables are most likely dynamically rélated ar
interactive (Koeske, 1980).

Women with premenstrual symptoms are subject to the same stresses
and strains of ongoing life events as other women. Statisticé alone are
unable to distinguish between premenstrual reactions and marital or work
stress for example (Sanpsorlx‘ & Prescott, 198l). The negative affect of
the premenstrual period is like.lf to be mediated by a number of factors
including the experience of external ever:ts.. Such events in t‘;le
enviromment may interact with cycle phase in which casé the variability
of mocd becomes a camplex product of biolegical, social and ccognitive
variables. For example, if the 'real' effects of cycle on mood are
small, the contribution of cyclé phasé to mood may be low. This
contribution may be low because cycle phase may have a weak functional
relationship to mood or exposure to a certain enviromment may mask or
remve the influence of 'cycle phase (Koeske, 1980).m another
viewpolnt, the synptcms of premenstrual dysphoria ma ranifest only if
particular environmental changes occur (Clare, 1983). “Phis interaction

between a mumber of factors including external events may be one reason
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why the affective experience associated with cycle pﬁase demonstrates

such a large interindividual variability (Schilling, 1980).

The ability of an individual to cope psychologically, as perhaps
reflected in her reports of negative affect, is tied to stressful life
experiences (Abplanalp et al., 1980). The degree of distress may o

increased by factars such as {neurotic personality traits, high traitél

\

anxiety, envirommental stress and biological vulnerability to dist:.:ess\

(Dennerstein & Abraham, 1982). reported) level of negative affect is

determined by the subjects' total reaction which includes influences
fram all the factors just mentioned and also involves ‘an attributional
p‘roc&ss. The effect of conditions of overall stress on premenstrual
affective. changes needs to be studied'; particularly in wcman repprtj_ng
high premenstrual increases of dysphoric affect. | -

—In conclusion, the nulti—di.mensionaf phenomena of premenstrual
dysphoria appear to be a complex interaction of biological,
enviromnental, social, «cognitive, and perscnality factors or
predj.s;aos‘[tions. Greater specification of prenenstrual dy‘sphoric
subtypes ';amd their levels of dysphoric severity wiJ:l, however, help
identify specific biclogic or personality correlates of such subtypes
and should increase the replicability of research. It will aid
description of and clarify our understanding of pranenstruél dysphoria.
This process should, in turn, aid the farmulation of research plans to
investigate etiology. It should also help to identify and evaluate
specific treatment approaches for any wamen with such severe

premenstrual dysphofic increases that treatment is warranted.

S
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Appendix 2

Premenstrual Symptomatology and Neuroticism
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Appendix 3

Premenstrual Symptomatology and Trait Anxiety
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Appendix 4

Hame:

GENERAL INSTRUCTIONS

PLEASE READ THESE INSTRUCTIONS CAREFULLY AND CONSULT THEM
' : :

EXPERIMENTER: ROSALINDE KLEMPAN TEL. ND. 233-8777

This study is concerned with Mood and the Menstrual Cycle. It involves a
qéfta] time period of about 34 days with the completion of self-reports on a daily
asis for 21 days during the 34 days. The self-reports require 10-15 minutes to

fill out on cach day.

Please follow the procedure described below very
carefully tn the order presented-below.

1. Phone the experimenter on the day of onset of the next menstrual flow or
shortly thereafter. Please have your package of questionnaires with you when
you phone. The experimenter will then give you instructions over the phone.
You will fil) in the dates on each set of questionnaires and on the schedule
that correspond to the days on which you will fill them out. '

2. Post the schedule by taping it to your refrigerator. Keep the questionnaire
package on top of the refrigerator with a pen and leave unanswered
questionnaires outside of the package, putting each one in when it is
completed.

3. Complete each gquestionnaire set at the same time each day, on the date(s}
that 15 shown on the schedule.
Your package of questionnaires contains all of the questionnaires that you
will need. They are in order with a first group of 7 questionnaire sets, and
a second group of 14 questionnaire sets.
Please complete the questionnaires by following whatever instructions appear
at the top of each questionnaire pad:.
Read the instructions carefully and follow them as closely as you possibly
can, :

4. On cach day that you have filled out a questionnaire set, remember to check
it off on the schedule sheet as soon as you are finished.

5. Drop off the first group of 7 questionnaire sets after completion at the drop
off point. N

6. Drop off the second group of 14 questionnaire sets after completion at the
drop off point.
i

NOTES: * The schedule will help you to remember to fill out the questionnaires.
In the unlikely event that you forget one, leave it blank but continue
to complete the rest of the questionnaires as instructed.

]
t
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Try to respond honestly to the questionnaires, regardless of what has
happened that day, whether or not the events appear related to your
menstrual cycle. If certain events of significance seem to have
effected your responses, you may note these events on the back of the

questionnaire (if you wish).

Some of the guestionnaires seem to ask for very similar things. Don't
worry about the consistency of your answers, ‘simply follow the
instructions. : LN
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Appgndix 5

W

-

Instruments

Self-report Questionnaires

Eysenck Personality Inventory (EPI)

The Eysenck Personality Inventory (EPI) “is a 57-item yes-no inventory
requiring 10-15 minutes to complete. The EPI has two equivalent forms which
contain scales designed for the measure of two major and independent dimensions of
personality defined by Eysenck and his co-workers as extraversion-introversion (E)
and neuroticism-stability (N) (Eysenck & Eysenck, 1968). Each of the scales (N
and E) is measured by 24 items and the inventory éontains an additional 9-item
response distortion (lie) scale.

[t is the N scale that is of pFimary importance to the purpose of the present
research. Neuroticism is described as a measure of basic emotional stability,
Individuals scoring high on the N dimension are prone to worrying, anxiety, over-
reactivity and have difficu]ties %ecovering quickly from emotional arousal. The
stable individual, or low N scorer, is described as even-tempered, controlled and
unworried. He or she responds slowly to emotionally arousing experience and tends
to return to baseline quickly.

The N scale demonstrates a satifactorily high internal consistency in a
variety of samples (over 0.80). The test-retest reliability, based on groups of
English subjects, are also high for the N scale (0.84 for éne group over a 12
month time elapse; 0.92 for another group over a 9 month time elapse) (Eysenck &
tysenck, 1968). Discussions of factorial, construct, and concurrent validity are

presented in the test manual (Eysenck & Eysenck, 1968). The N scale appears to be
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successful in discriminating between normal adults and neurotics. It also seems

" to be a useful measure of one dimension of personality, that corrélates well with

various measures from such inventories as the Minnesota Multiphasic Personality
Inventory (MMPI). High negative correlations were obtained between N and
California Psychological Inventory {CPI) scores of Well Being, Tolerance and
Intellectual Efficiency. The manual presents percentile norms for American
college students and for small samples of selected occupational and ctinical
groups.

In brief, the EPI appears tq be the most convenient, reliable and valid

-research tool currently available for the measure of the personality dimension of

neuroticism.

Menstrual Distress Questionnaire (MDQ)

- = ~fhe Menstrual Distress Questionnaire (MDQ) is a 47-item list of symptoms on
which women can rate their experience of the symptoms on a six-point scale from 1
{(no reaction at all) to 6 (acute or partially disabling} (Moos, 1977). The
questionnaire has two forms, the Form-T (Today)'on which the symptoms are to be
rated according to their presence on the day of completing the scale, and Form-A
which obtains a retrospective account of the symptoms experienced in three phases
of the most recent menstrual cycle. The-MDQ is composed of eight factors {Moos,
1977) that were found to be both stable and recurrent (i.e. pain, concentration,
behaviour change, autonomic reactions, water retention, negative affect, arousal
and'é control scale). Internal consistencies of Form-T are listed as in the range
of 0.56 (water retention} to 0.89 (negative affect) and 0.94 (autonomic reactions)
(Moos, 1977). Means and standard deviations for each of the eight factor scales

are provided {Form-A) in premenstrual, menstrual and intermenstrual phases as
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derived from an initial normative sample of 839 women {Moos, 1977). Some evidence
is also presented in the manual (Mods. 1977) that Form-T means and standard
deviations are essentially comparabie to those found for Form-A.

Form-T, which requires about 5 minutes to complete, was administered in this
research project as it is described in the\;%nual as suitable for repeated

assessments of symptoms from the same subjects.

Profile of Mood States (POMS)

The Profile of Moéd Staﬁes (POMS) consists of a set of 65 adjectives
describing mood and feelings {McNair et al., 1971). Each adjective is to be rated
on a 5-point rating scale ranging from 'not at all' (0Q) to 'extremely' {4). This
self-report questionnaire has the rating instructions that require subjets td
assess their mood 'during the past week including today' although it has been used
successfully with‘the instruction sets for 'today', 'right now', and in 'the past
three minutes'. The factor structure of the POMS for a 'right now' rating period
has been investigated in one of the factorfa] studies reported in the test manual
(McNair et al., 1971). The factor structure which is composed of six factars
(i.e. tension-anxiety, depression-dejection, anger-hostility, vigor-activity,:
fatigue-inertia, and confusion-bewilderment) was not altered appreciably by the
‘right now' rating period. The POMS was designed for the measurement of transient
and fluctuating affective statés as subjectively reported and so méy be extremely
appropriate to measure mood changes during phases of the menstrual cycle.

Test-retest reliabilities for the POMS are fairly high (ranging from 0.65 to
0.74) and concordant with the fact that the purpose of the POMS is to provide a

sensitive measure of changes in state. The validity of the POMS ﬁbpears well
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established and is basad on a number of investigations such as those of factorial

o

validity, concurrent validity and studies of response to emotion-inducing
conditions. Factor score distributions as well as norms in the T-score form are
presented (separately for males and females) for both a large number of

psychiatric outpatient as weli as college volunteer normative samples.
The POMS with the instruction set of 'today' was administered to subjects in

this study and requires 3-5 minutes to complete.

State-Trait Anxiety Inventory (SAI)

The State-Trait Anxiety Inventory (SAI) consists of two separate self-report
rating scales, one for the measure of State-anxiety and one for the measure of
Trait-ahxiety. Each scale contains 20 items. According to Spielberger et al.
(1970) who developed the inventory, state-anxiety is conceptualized as a
transitory emotional state.characterized by a conscious and subjective awareness
of tension, apprehension, and heightened activity of the autonomic nervous system.
Trait-anxiety reférs to a relatively stable individual difference in
anxiety-proneness. The State-anxiety scale, which is given first in a standard
administration, requires that the subject report how he/she feels 'right now; that
is, at this moment' to the statements on a 4 point scale ranging from ‘not at all’
to 'very much so'. The Trait:anxiety scale is similar except that the insfuctions
ask the subject to indicate how she generally feels. Both scales are titled
‘Self-Evaluation Questionnaire' and togefher they require 15-20 minutes to

complete.
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The SAI has been used and validated extensively and has provided impressive
“test-retest reliabilities (eg. over a six month period Trait-anxiety scale
reliabilities were 0.73 and 0.33 for State-anxiety) (Spielberger et al., 1970).
It has been demonstrated in a variety of contexts that State-anxiety scores are
sensitive to manipulations of situationa] stress and that Trait-anxiety scores
remain\re1qtive1y stable and are unresponsive to situational stress (Spielberger
et al., 1970). HNorms are provided in the manual for both the state and trait
scales for college giudents. high school students, neuro-psychiétric patients,
general medical and surgical patients, and inmates in a state prison {Spielberger

et al., 1970).

Depression Adjéctive Checklists (DACL)

The Depression Adjective Checklists SDACL) are brief self-report measures of
a depressed affective state. Seven equivalent forms of the DACL are available
(Forms A through G) that list 32 self-descriptive adjectives (Forms A td D) or 34
adjectives in the case of Forms E-G {Lubin, 1967). The inter-Tist correlations
range from 0.80 to 0.93 indicating that the separate forms are comparable (Lubin,
1967). The instructions require that the subject check each adjective which is
regarded as descriptive of "how you feel now--Today' and comp1e£ion of one form
requires 3-5 minutes. A subject's score consists of the total number of
depressive adjectives checked added to the total number of positive ad jectives
(gg. 'gay' or 'light hearted') not checked. Split-half and parallel form
reliabilities for the DACL are quite‘satisfactory and a large amount of
cross-validation data-is‘évai1able (Lubin, 1967). For example, patients diagnoseﬁ

as depressed have been found to obtain significantly higher DACL scores than
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normal on all seven checklists (Lubin, 1967). Norm; are provided for samples of
students, sénior citizens, adolescent delinquents -and psychiatric patients (tubin,
1967). The manual suggests a repeated measures utilization of the DACL (Lubin,
19675.
Forms A to D were used in this research project as they are essentially

L

equivalent, and these forms have been suggested to be more discriminating when

used with female subjects {Lubin, 1967).
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Appendix 6 -
Characteristics of the Participants
(n = 194)
Characteristic n Tofn
Marital Status: Single 137 70.62
Seperated 4 2.06
Married 42 21.65
. Widowed 1 0.52
Divorced 7 3.61
Cohabitating 3 1.55
Parity: 0 165 85.05
(natural 1 19 9.79
children) 2 or more 20 10.31
. Residence: Urban ldO 51.55
’ Suburban 76 39.18
Rural 18 9.28
Mother Tongue: English 155 79.89
French 19 9.79
Other 5 10.31
Education: Etlementary only 0.0 0.00
* High School only 3 1.55
Partial University 140 72.16
University Graduate 45 23.19
Enrolled Grad. School 5 2.58
Yocational training 1 0.52
Employment: Full time 40 20.61
Part time 64 32.98
Unemployed-seeking 20 10.31
Unemployed not-seeking 70 36.08
Level of Homemaker 4 2.06
Employment.: Student full-time 132 68.04
Student part-time 15 ~7.73
Major managerial/ 3 1.55
professional
Skilled 19 9.79
Unskilled 0 0.00
Homemaker - 2nd job 0 0.00
Self-employed 1 0.52
f Minor managerial/ 17 8.76 .
professional -
Semi-skilled 1 0.52
Unemployed 2 1.03
L
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Appendix 6 (Cont'd)

4

Characteristics of the Participants

(n = 194) ,
Characteristic n Tofn
8. Present Religion: Protestant__ 44 22.68
Roman Catholic N 88 45.36
Agnostic 39 20.10
Atheist 6 3.09

Other 17 8.76





