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11, Abstract.

This thesis considers the use of different psychological research strategies in
generating and supporting a theoretical account of the process by which women
come to diagnose themselves as suffering from premenstrual syndrome (PMS).
Taking an epistemological standpoint informed by recent psychological research
into PMS, and the premises of feminist standpoint theory, it is suggested that
methodological pluralism may be advantageous in researching a phenomenon
grounded both in individual (biological) experience and the social or cultural

sphere.

Chapter one introduces this research with a reflexive consideration of the
rescarcher and research process. Chapters two and three present a review of
physiological and psychological aspects of the menstrual cycle, and traditional
approaches to PMS. The rationale for a multi-factor, psychological approach to
PMS is presented at the end of chapter three, and chapter four goes on to outline
the rationale for methodological pluralism, including adoption of a feminist

standpoint approach.

- Chapter five draws parallels between cognitive approaches to ccrtain cmotional
disorders (such as panic),, and presents a study examining the relationship
bctween attentional bias, attention to body cues, autonomic arousal, stress, and
sclf-reported PMS. Chapter six presents a questionnaire based study of threc
populations of women, using the Women’s Health Questionnaire to investigate the
relationship between PMS status and perceived detriment to emotional and
physical health. Chapter seven presents a discourse-analytic study of women’s
accounts of PMS. Semi-structured interviews were conducted with women
attending their first appointment at a PMS clinic. The analysis explores ways in

which these women discursively constitute their experiences of PMS.

This thesis concludes with a discussion of the implications of the results of these
studies, in terms of the theoretical framework, in terms of the arca of PMS
research, and for women who experience premenstrual distress.

Recommendations for future research are also given.
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Chapter One: Introduction.

This thesis considers the utility of different psychological research strategics as
applied to the self-report of premenstrual syndrome (PMS). I also argue the case
for a particular epistemological standpoint, based on feminist standpoint theory!,
in order to generate a theoretical account of what other researchers have termed
a ‘'gendered’ illness, grounded more in the socio-political context of female
experience than in biological dysfunction (Parlee, 1991). Throughout the course
of my research, I have often been asked by participants and colleagues alike to
reflect, either upon my experiences as a woman (do I get PMS, too?) or upon my
position within the dynamics of the research process. Considering the
epistemological standpoint that I have adopted, it seems appropriate to begin this
thesis by addressing these issues, and with a brief review of the conccpt of

rcflexivity.

1.1 Reflexivity and Feminist Research.

Cooper (1993) argues that reflexivity cannot be defined or described as a singular
entity, a statement that is in keeping with the post-modern strands of disciplincs
that tend to use it as a technique. He suggests instead that it has threc dimcnsions:
In the first place, that the term refers to those aspects of rcpresentation
involving any degree of self-rcference or implication; Secondly, the capacity for
sclf reflection and awareness (which ties it, to some extent, to the first
dimension); Thirdly, it refers to the inseparability of representation and the
rcpresented, implying thc argument that represented phcnomena cannot be

separated or viewed out of context of the observer / describer of the phcnomcna.

This argument is drawn from the field of philosophy of science, but has been uscd
well to illustrate the problems that science itself has with the notion of
objectivity. In a similar vein, one of the most profound feminist critiques of
scientific ideology is that science itself has failed to fulfil its own criteria for
objcctivity (see Harding, 1991) by, for example, creating a body of knowledge that

is gender-biased, rather than gender blind.

In presenting a convincing argument for feminist standpoint thcory, Henwood

1 See Harding (1987: .1991:1993) and Henwood & Pigeon (1995) for discussions of
feminist standpoint theory. I review these in chapter four.
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1993) in order to make use of what Cooper (1993) terms a 'textual technology'. The
end result of this particular debate was to present myself, the researcher, from
the beginning of the thesis, and to ‘'write myself, as best I could, into each piece

of research as I progressed.

Reflexivity, or this acknowledgement of the personal within the context of the
research process, has been similarly used in disciplines other than psychology.
Martin's (1987) anthropological study of women, class and reproduction uses
extended interviews with women from different social classes to prcsent a study
critical of the existing scientific 'knowledge' around the female reproductive
process4 . She uses what we would term a reflexive technique in analysing the
women's accounts of their experiences of menarche, menstruation, pregnancy,
birth and menopause. It is arguable that by using this method, or ‘tcxtual
technology' (Cooper, 1993), Martin arrives at a different conclusion, or
thcoretical perspective, than a piece of rescarch that is precsented as scparate
from the observer / rescarcher. Within psychology, Hollway's (1982; 1989)
qualitative investigation of gcnder and subjectivity provides a rclatively carly
cxample of the reflexive thesis. It is important to note, however, that rcflexivitly is
often tacit, or implicit, to methods themselves, and not overtly acknowledged as
part of, say, the research 'procedure'. This is in part due to attempts by fcminist
rescarchers to move completely away from more traditional forms‘of rescarch

and method, and from the governing scientific ideology.

Through discussions with other graduate students facing similar issues in my
rcscarch group, I identified two levels at which it might be uscful to do this -
reflecting upon myself> as a researcher placed within the rescarch process, and
myself, similarly, as a woman. At various points of my graduate study, my
supervisor saw fit to remind me that each Ph.D. should 'tell a story' about the

rescarch it presents. At it's most basic, my use of reflexivity tells the story of the

adoption of new and often innovative ways of presenting text or information,
such as transcribed conversations, asymmetric lists, or even rcflexive footnoting
such as this (Cooper, 1993).

4 The term 'reproductive process' is used in place of 'reproductive cxpcricnce', as
one of Martin's central contentions is that scientific ideology cffectively
separates the woman from her body, disembodies her (Martin, 1987).

5 1 use the term 'mysclf, in this context, to refer to my subjectivity, or my
‘condition of being a subjcct' (Hollway, 1989).



Ph.D., too.

1.1.2 Myself and my menstrual cycle: A researchers standpoint.

Ussher (1992a), in attempting to reconstruct a psychological theory of PMS, states:
"It is perhaps controversial to claim that any analysis of the current starus
or position of the scientific discourse in relation to menstrual cycle
research, must examine the researchers, the scientists, the often
overzealous investigators, who attempt to overcome the methodological
pitfalls in order to uncover a kernel of ‘knowledge’ or ‘truth’. These
researchers....remain shadowy figures identified only by name and

institution, their assumptions, their motivations, clear only to themselves".
(Ussher, 1992a Pp 20)

Ussher (1992a) suggests, then, that any attempt to provide a theory of PMS should
involve an analysis of the cultural context within which it exists, and a discussion
of the appropriate method by which to do this. This point will bc taken up again
in chapters two, three, four and eight. She is further arguing a morc gencral
point which has been made by psychological theorists in response to the ’‘crisis’
in social psychology and the move towards more qualitative methods (Parker,
'1992), that the researcher cannot simpiy be positioned as a necutral interface
between phenomena (‘'research’ as a subject) and their rcbrcscnlalions

('rcsearch’ as an object).

As | mentioned in the first section of this chapter, I have often been asked, as |
have handed out questionnaires, interviewed women or talked to other studcnts
and researchers, whether or not I considered myself to suffer from PMS.
Interestingly, -~ - - it has simply been assumed by some that I do. And cven
more interestingly, if the word feminist is mentioned (and for half of my
graduate study I attempted to limit my use of this term) it has becen assumed that )
don't 'believe in it', and am hostile to those womecn who consider themsclves to

suffer from premenstrual syndrome.

It is possible that the responses I have received over the last few ycars reflect
different positions available to a young woman researcher in this ficld. In tcrms
of my experience of my own menstrual cycle, I honestly think that my perception

of menstrual cycle symptomology, and the way in which 1 position mysclf in



relation to my reproductive cycle, has changed and developed alongside my
research. After all, reading about something for four years must surely affect
one’s attitudes and perceptions of it. So, do I think that I suffer from PMS? No,
but.... perhaps the best way of explaining this is to explain the history of my
research, and to place my experiences within that context, as many personal and.

political factors have influenced both of these aspects of my life.

1.1.3 Early stages of the research process.

I began the research for my Ph.D. towards the end of 1991, having just completed
a degree (BSc) in experimental psychology at Sussex. I had found my first degree
largely disappointing, and can echo Wendy Hollway's sentiments about her

experience of learning psychology:

"l wanted to study psychology because | wanted to understand people (that
phrase has come to sound trite and naive, but I think it needs to be
reclaimed for serious psychology).... By the time | graduated my standard
response to people who, on learning that | was studying psychology, said
‘oh you must be able to read my mind’ or some such comment, had become
to deny that | knew any more about people than anyone else. I held to this
position for a long time." |
(Hollway, 1989 Pp 2 - 3)
My degree had been concemed with learning about the science of psychology,
the experimental methods contained therein, and ways of utilising such mcthods
to their best advantage. It was confusing at the time, for whilst thc other students
and myself were repeatedly told by members of staff that we were studying in onc
of the best departments in the country, that this was the best (most scientific)
type of psychology to study, it seemed that much of the course was totally
irrelevant to my somewhat naive contention that I wanted to be able to
understand something about people. We studied animal psychology, bchavioural
ecology, brain and behaviour (animals and human), research mecthods, computer
programming and artificial intelligence: it was not until my final ycar that an
option I took (psychology of women, run by an acadecmic from an arts-bascd
psychology department) seemed to relate to any of my original ambitions. I began
to read work critical -of the scientific method and psychology, spccifically as it
pertained to women, and realised that my unease had been founded in a scmi-

awareness of the dissonance between science and the subject.



The option on the psychology of women was the first subject I studied that truly
captured my interest -I was amazed that these critical, and often completely non-
traditional (even non-scientific) approaches could be classed as 'legitimate’
psychology. I was particularly struck by two aspects of the course: the critical
exploration of women's 'madness’, and more specifically the literature around the
various female reproductive syndromes and their positioning of women. By
attending this course, I felt as though I had at last found a legitimate framework
through which to explore, and begin to understand, issues around femininity,
experience and science, which had interested me for a long time. I was excited by

the course material, even igprised that this was still considered ‘legitimate’

psychology.

It still seemed to me, howecver, that perhaps the way into such critical approachcs
as my final year course had covered was through designing the perfcct
experiment, one that would disprove the existence of, for example, 'truc’ PMS and
point the way towards investigating further the oppression of women that
underpinned these issues. Ussher (1992a) in her critical exploration of PMS
researchers themselves, identifies this épproach as the "Liberal fcminist hcro-
innovator" (Pp 23). Despite iny ambiguity towards the larger part of' my dcgree
study, I had performed well enough thus far, and was proficient cnough in
experimental methodology, to apply for a studentship in my then dcpartment. |
was 10 be co-supervised by a female academic from my own dcpartment, iwhose
intcrests lay in the area of abnormal and cognitive psychology, and by thc coursc
leader from my final year option (the psychology of women) who was bascd in a
different department. My original resecarch plan was to design a scrics of
experiments to investigate the possible role of cognitive factors in the onset and
maintenance of PMS, from within a framework critical of the bio-mcdical

research that was predominant in the field.

1.1.4 The research questions.

At the beginning of my graduate study, my task, as I perceived it, was to rcad as
much as possible around my area of interest, complete a literature review, and
come up with a plan. of my first study. The prospect was an exciting one, for at this
stage I did think it possible to design the perfect experiment, one that would prove

PMS to be a product of cognitive processes, themselves a product of cultural



processes. Ussher (1992a) was formulating an illustrative 'multi-factorial model'’
of the onset and maintenance of self-reported PMS, and my initial research
outline in reflecting this approach represented an attempt to reconcile many of

the tensions within the area to myself.

The department in which I was based had a particularly positivist outlook on the
process of psychological research. This made for some tension, even at an early
stage in my studentship: Having spent the final year of my degree reading
critical and feminist literature, I was now, effectively, back to square one. And
although both of my supervisors were women, my allies within the department
were few, as the number of male staff and students by far outwcighed the number

of women.

From my review of the literature in the area of the mcnstrual cycle, and PMS, I
noted a point also made by Anne Walker (1993), that the majority of rcscarch into
PMS and the menstrual cycle had been carried out in an environment largely
devoid of theoretical consideration or debate, and which failed to consider the
accounts of women who expcrienced PMS (who, surely, should be central to the
rescarch process?). The research question- that I decided upon, and which I take
up at various points throughout this thesis, is simply ‘what makes a ‘woman self-
report PMS’.

My initial research plans involved sctting up a large scale survecy of womcn
followed by a seriecs of between group (PMS and non-PMS women) cxperimental

studies8- However, my progress was somewhat hampered by my own carly

7 See chapter three.

8 Following on from Hamilton and Gallant (1990), it is interesting to notc that usc
of any diagnostic criteria for PMS may result in a four-cell distribution of women:
true positives (women who can be clinically diagnosed, who also believe that they
suffer from PMS); true negatives (women who would not be clinically diagnosed
as suffering from PMS, who similarly do not believe that they suffer from it);
false positives (women whose symptom patterns correspond to a clinical diagnosis
of PMS, but who do not consider themselves to suffer from it) and false ncgatives
(women who could not be clinically diagnosed, but who would consider
themselves to suffer significant premenstrual detriment to their mood and or
behaviour, and who would categorise themselves as PMS sufferers). In my initial
research plans, I intended to conduct a large scale collection of prospcctive
information in order to obtain such a distribution, and then look at smaller
groups of these populations using an approach that combined clemecnts of the bio-
psycho-social model, attribution and cognitive theory. I was primarily intcrested

7



knowledge of the problems of conducting experimental research in the area of
PMS, and having to reconcile this with a research plan that was gcccptable to my
department. As it transpired, a survey-based study was not considered appropriate
(or sufficiently scientific) research in my then environment. I also found myself
limiting my wuse of the term ‘feminist’, because of a very clear tension there
between politics and research. It was apparent that, in some instances, thé
strong scientific bias of my department necessitated the issue of method to be
placed before research question, and although I had embarked upon my course of
study prepared to conduct positivist research, the fact that the focus of my
research questions was partly dictated by a political standpoint secmed
problematic. I entered into a process of drafting and re-drafting different
rescarch proposals, in order to mecel certain tacit requircments, and cxpericnced

many conflicts.

1.1.5 The research process.

A compromise was eventually rcached, and this research is dectailed in chapter
five. The struggle in which I had engaged in order to bec permittcd to continuc
my PhD was not without its consequences, howecver: Stanley & Wise (1993)
suggest that women researchcrs are placed in a position of vulncrability,
conspiring to place great pressurc upon them to conform, with failure to conform
to idcal standards more often than not being experienced as pcrsonal' inadcquacy.
I completed my first year exhausted, and with a strong scnse of being lcss ‘good’
at research than any of my fellow students, despite having passed the samec
statistical and programming rcquirements. I decided, howcver, that to give up at
this stage would have been more damaging for me than to continue, and struggled
on despite the estrangement from both my department anc¢ my supervisor, that I
was constantly trying to redress. I began to look for support elscwherc, and at a
psychology of women conference mect two other postgraduatec students who were
conducting research into PMS and the menstrual cycle. We formed our own

support group, sharing problems, rescarch and papers, and this support was onc

in this in order to examine thc influcnce of social, cultural and personality
factors upon the 'false positive' and 'falsc negative' groups of women, rather
than trying to refine the criteria for clinical diagnosis. I devised a rescarch plan,
including study outlines for the large survey and two smaller experimental
studies, detailing this, and wished to follow on by including two single casc studics
in the thesis. I also included a critique of existing bio-mecdical rescarch in this
arca which further examined issues around feminism and scicnce.



of the reasons that I continued with my study.

After a year of research, and two studies into my plan, I began to rcad morc
around science and the ‘crisis' in psychology (Parker, 1992). I was further
disillusioned by the results of my studies, which had yielded only non-significant
statistical results. Ussher (1992a) notes the prevalence of such results within
PMS research, and to me they seemed to me to highlight the need for a socially
situated approach. I was also angry that there was no place for reflection upon
the scientific process, and exploration of critical perspectives, within an
environment that was totally reliant upon the research framework of positivism.
It seemed to me that if anything this process should be a vital part of working in
the area of experimental psychology. Many of the political tensions surrounding
my research had by now eased, as I was experimenting-away and presenting my

results to departmental seminars.

Throughout all of this, I had been recciving support and some direction from my
sccond supervisor, but her hands were largely tied because she was situated in a
different (not to mention social psychology) department. At this point, she moved
to a different University, and I was fortunate enough to bc given the option to

move my studentship and continue my study with her.

I had, as I say, continued my reading around critical psychological theory and
feminist psychology, and had been a member of a critical reading group at
Sussex. This subsequent move was instrumental in refocusing my rescarch: From
struggling with cognitive experimental paradigms, informed both by my own
background in experimental psychology, by Ussher’s (1992a) multi-factorial
model of PMS and by my knowledge of constructionist approaches (which
themselves could be applied to cognitive psychology9). I was relatively frce to
rcinterpret my original research question through the lens of different and
complimentary approaches. I was also working in a totally different dcpartment,
within an all-women research group that addressed issucs of feminism and
feminist practice in research. The dynamics of my own study changed drastically,
as I entered a supportive network of other students and researchers, and I bcgan
.to find my feet and to tentatively believe that perhaps there was some value to be

found in what I was doing.



I had always maintained that 1 was attempting to conduct women-centred
research, and this, coupled with a critique of diagnostic measures of PMS and an
interest in PMS as a social rather than (or in addition to) a biologicalphenomenon,
I had recruited women who believed that they ‘suffered from PMS to a significant
degree, rather than . any clinical group. I had also begun to read about feminist
standpoint epistemology and research, which, as Griffin and Phoenix (1994) point
out, contradicts the notion that there is any one form or way of conducting
feminist research. Rather, as they continue:
“Feminist standpoint research can be characterised (amongst other
elements) as emphasising the importance of reflexivity, that research
should be women-empowering and should take women’s accounts seriously;
and that it should focus around the notion that ‘the personal is political’”.
(Griffin & Phocnix, 1994 Pp289)

As I read around this, and also around the more traditional approach within the
social sciences of triangulation of mecthodology (see, for example, Banister et al,
1994), I realised that it was possible to use diverse approaches, informed by the
same epistemological standpoint, to attempt to move on from the now sterile
~ debates around actiology and. effects of PMS, and their related critiques, and to try
to reconstruct a new and emancipatory theoretical account. Such an approach
would not only allow for the reinterpretation and contextualisation of my
quantitative data, but would enable me to employ research stratcgies more
appropriate to examining the social interplay and negotiation that women

employed in coming to diagnose themsclves as suffcring from PMS.

1.1.6 Writing in the personal.

The transition from the use of experimental methods, to the use of morc
qualitative approaches, has not been an easy one. Despite my enthusiasm for this
work, there exist no hard-and-fast rules for carrying out qualitative rcscarch.
Coming from a framework within which one is rcquired to know exact proccdurcs
and values, the transition towards rescarch strategies that are unstructurcd and
dynamic can be disorienting at best. At times, it has felt as though I am struggling
to make sense of total chaos, and it was only' when I let go of some of my
assumptions about -research that I had learned from experimental psychology that
I was able to ‘relax’, and to begin to see some form of coherence in what I was

doing. Nonetheless, this can also be quite frightening, especially when onc’s
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academic success depends upon presenting a coherent rcsecarch ‘story’.
Additionally, the transition from presenting research as an object, where the
research remains anonymous and the textual style remains in the third person, to
writing both in the personal, and writing the personal into research, has been
difficult and often confusing. My background in experimental psychology is
probably partly to blame for this, but I believe that such problems also reflect the

cultural autocracy of Science and beliefs in and from scientific epistemology.

As I mentioned earlier, I believe that my experience of my own menstrual cycle
and the way in which I position ‘myself’ in relation to this has been profoundly
affected by my experiences of research. When I began my PhD, I certainly did not
believe that I suffered from PMS to any degree. I had lived with other women
students who did consider themselves to suffer from it, throughout my time as an
undergraduate, and had wondered why they consistently used their reproductive
cycles as a source of attribution for their expericnces, and not thc many other
(and, in my view, possibly more appropriate) sources of stress or distress. This
now strikes me as a rather naive attitude, and one valuable thing that I fcel I have
learnt during the last four years is to li_slen carefully to the pressures that women
describe, and to try to understand the importance of these pressurcs from the
woman’s own standpoint as best as I can. Further, my early academic and home
environments had the tacit effect of belittling not only female expcricnce, but
the whole issue of menstruation, as both irrelevant and at the same time as an
explanation for the common practice of positioning women as labile, emotional -
less ‘good’ than men (a parallel with some aspects of my academic experiences,
perhaps?). I wholeheartedly resisted this practice, and this influenced my
positioning of myself as a non-sufferer. The tension between my political
standpoint and my early research illustrates in part the contradictions bctween
science and femininity - the cmotional pay-off that seems to happen when one is

a woman, and practising ‘science’ at the same time.

That is not to say that I do not experience some premenstrual symptoms, and my
position has changed. As my research progressed, and I interviewed a number of
women who not only position themselves as éuffering from PMS, but who
experience chronic distress as a result of their problems, I have realised that part
of the practice of conducting women-centred research is to acknowledge the

reality of this problem for some women, if not myself. Perhaps my non-PMS status
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has produced a very different reading of the texts produced by my interviews
than a reading from a woman who does self-report - I still maintain that I myself
do not suffer from it. But sometimes, (and perhaps this is a function of ageing,

too), I seriously consider it...

Throughout this thesis, I have attempted to reflect upon not only the processes of
science, and it’s role in the creation of psychology, the subject and the menstrual
cycle, but upon my own experiences and positions and how this may inform my
interpretations of tests and results. My feminist politics, educational background,
social background and relatively unproblematic experience of my menstrual
cycle certainly cannot be ignored within some contexts, and these are discussed

and reflected upon where appropriate.

Finally, I should like to suggest that as well as placing my research in context, |
should like the preceding sections to stand as an example of the tcnsions and
dcbates that currently exist within psychology as a discipline, which has

similarly become a focus of my research and thesis. Keller (1985) suggcsts:

“Having divided the world into two parts - the knower (mind) and the
knowable (nature)- scientlfic ideology goes on to prescribe a very specific
relation between the two. It prescribes the interactions which can
consummate this union, that is, which can lead to knowledge. Not only are
mind and nature assigned gender, but in characterising scientific and
objective thought as masculine, the very activity by which the knower can
acquire knowledge is also genderized....Simply put, nature is objectified.”
(Keller, 1985 Pp 79)
Hollway (1989) takes Keller’'s (1985) point to argue that in steeping itsclf in the
trappings of objective science, psychology is similarly constructive in the
production and reproduction of gender rclations and the subject. Parlee (1991)
suggests PMS to be a gendered illness, and it can thus be argued that in working
within the parameters of science, psychological and bio-medical research into
PMS is simply reflective of the standards of a gendered science. This thesis
represents an attempt to move to the outside of more traditional psychological
epistemology, in order to move forward from the perceived impasse (Ussher,
1992a) in PMS research.
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Chapter Two: The menstrual cycle.

2.1.1 Introduction.

The human menstrual cycle, simply as a biological phenomenon, can be said to be
an endocrinologically  mediated infradian rhythm that affects nearly all women
for a significant part of their lives (\McNeill, 1992). Human females are unique in
the fact that they menstruate, for most other female mammals have a brief period
of sexual receptivity 9 that usually coincides with the fertile point in their
reproductive cycle (Golub, 1992). Human females, then, could also be said to be
unique in that they may be sexually receptive for the larger part of their
reproductive cycle, and humans as a species unique in terms of the vast array of
cultural meanings, signs, and linguistic terms associated with the sexual and

reproductive acts (Bem, 1992).

This chapter will describe the biology of the human female menstrual cycle, and
the symptoms and effects associated with both ‘normal’ and ‘abnormal’ cycles.
This literature is reviewed as a precursor to any discussion of premenstrual

syndrome for two reasons.

In the first place, the menstrual cycle (and associated issues, such as PMS or
endometriosis) are popularly and medically understood, for the larger part, from
a position that is grounded in the biological and the scientific (Ussher, 1992a). In
order to critique any notion of science, and specifically it s uses with regards to
construction of female experience, it is necessary first to lay out the scientific
‘facts’. Throughout this chapter, I shall reflect on critical or alternative
explanations to the more traditional interpretations of menstruation, although
these will be set out in detail in chapter three. This chapter will be drawn upon
throughout the remainder of this thesis as illustrative of a particular position

within scientific discourse.

In the second place, this chapter represents a large part of the work originally
laid out for my doctoral research, and as such has informed both my
understanding and subsequent critique of the area. It may also be understood as
informing the rationale for studies presented in chapter five, and, to a lesser

extent, chapter six.

9 This is known as oestrus (Golub, 1992).
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To summarise, this chapter is intended to provide an overview of the menstrual

cycle, and of the research into the symptoms and effects associated with it.

2.1.2 Menarche: The onset of menstruation.

Menarche, the first menstrual bleed, is usually preceded by certain physical
changes in the female body. Breasts and pubic hair will usually begun to have
develop by the time that menarche occurs, body weight and height will have
increased, with the hips becoming fullerl0 | Put simply, the internal (hormonal)
changes that occur with puberty are accompanied by obvious physical change.
The first menstrual bleed will occur on average anywhere between the ages of

nine and sixteen, on average at twelve years of age. (Golub, 1992).

In biological terms, the onset of menstruation marks the beginning of a young
woman's reproductive potential. In more social terms, it signifies the transition
from girlhood to womanhood in a way that is both externally obvious and
personally significant. The menstrual cycle then, as Richardson (1992a) points
out, is one of the very few human biological characteristics that illustrates
complete sexual dimorphism; as such, it can be argued that the menstrual cycle
contributes significantly to both male and female social and sexual identity,
cultural beliefs and expectations of women, and the social as well as the biological

construction of gender identity (Richardson, 1992a).

Martin (1987), in her anthropological study of the cultural, mecdical and personal
meanings of menstruation, illustrates this last point well. From a qualitative
analysis of interviews with 165 American women of mixed racial background and
social class, she draws out the central themes that women spoke of, with regard to

their experiences and understandings of menarche.

Martin (1987) observes that one of the most important parts of the meaning of

menarche to her interviewees was often this transition from girlhood to

10 For a thorough review of the changes in the young female body both prior to
and during menarche, I refer the reader again to Golub (1992: chapter 5, Pp24 -
51). Martin (1987) provides interesting coverage of the social and personal
changes associated with the onset of menstruation.
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womanhood: Her participants spoke of feeling like ‘a woman now’ (Martin, 1987
Pp 101). Another central meaning was the significance of the advent of
reproductive potential, which in turn was referred to as a ‘part of being a woman’
(Martin, 1987 Pp 101). A further theme was that of menstruation being a common
bond, or identity, between women. By beginning to menstruate, women often felt
that they were joined together with other women, and as such, separate from

men, who were excluded from and even ignorant of menstruation (Martin, 1987).

It can be argued, then, that the menstrual cycle has dimensions and meanings
other than the biological understanding of the menstrual cycle as being a
monthly fluctuation in hormone levels. Ussher (1989) makes an observation that

summarises this position:

“When I talk of this reproductive cycle I am referring to the whole cycle

from menarche to menopause., not merely the menstrual cycle which

occurs every month.... For puberty will be seen to mark the beginning of

the process which links female reproduction to weakness and debilitation,

defining women through our position in the reproductive life cycle..... It is

following menarche that the ‘girl’ becomes a woman, and following
menopause that socieiy deems women useless and redundant”

(Ussher, 1989 Pp 13)

Richardson (1992a) continues, to suggest that the menstrual cycle is positioned

upon an interface between biology and culture. Being positioned thus, between

the internal physical experiences of the menstruating body, and the cultural

beliefs and practices associated with the menstrual cycle, it is possible to explorc

both in an attempt to understand the meaning of menstruation to the individual,

and it's role in the construction of the self.

2.1.3 Endocrinological Change Across the Menstrual Cycle.

The endocrinological changes that accompany the female reproductive cycle are
controlled by interactive relationships between the ovaries, pituitary gland,
hypothalamus and the central nervous system, operating within a complex
feedback system (see figure 2.1). These = endocrinological changes are
accompanied by specific physiological changes. There is a great deal of rescarch
on the endocrinological changes associated with the menstrual cycle, and one of

the possible reasons for this is the relative ease (compared with subjective
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dimensions of the menstrual cycle) with which they are measured, through the
use of blood or urine assay, or similar techniques (Richardson, 1992a). Although
such measures have their limitations (McClintok, 1991) they are able to provide a

reasonably accurate picture of steroid activity throughout the menstrual cycle.

The cycle itself consists of the maturation of an ovarian follicle, which
culminates in the release of the ovum from the ovary and it’s subsequent journey
down the fallopian tube, and the development of the corpus luteum (Golub, 1992).
At the same time, the womb lining or endometrium is developing to prepare for
the possible implantation of the fertilised ovum. If fertilisation fails to occur,
then the corpus luteum regresses or shrinks and the endometrium breaks down,

to be discharged from the body as menstrual flow (Golub, 1992).

During the first half of the menstrual cycle!!, the follicular phase, a

hypothalamic releasing factor (gonadotrophin-hormone-releasing factor

11 The first half of the menstrual cycle is from approximately day 1 to day 14. Day
one of the menstrual cycle is the first day of menstrual bleeding, and in a 28 day
cycle, day 28 would be the last day of the menstrual cycle prior to the onset of
bleeding and thus the beginning of the next complete cycle. The follicular phase
or first half of the menstrual cycle is from approximately day 1 to day 14, with
ovulation occurring midcyle (approximately 14 days before menstruation). The
second half of the cycle, or the luteal phase, is thus from ovulation to
menstruation. The length of these phases can only be approximate, as the length
of the menstrual cycle varies greatly from woman to woman, with a ‘normal’
cycle being anything from 23 to 36 days in length (source: Matteo, S. (1987) The
effect of job stress and job interdependency on menstrual cycle length regularity
and synchrony. Psychoneuroendocrinology 12 (6) 467 - 476).
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Hormone Feedback System.
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Figure 2.1: The Hormonal Feedback System Associated with the
Menstrual Cycle. (Source: Golub, S. (1992) Periods: From Menarche to Menopause
London: Sage.)

or GnRH) stimulates the anterior pituitary gland to produce follicle stimulating
hormone (FSH), which in turn stimulates one of the ovarian follicles to develop
and secrete oestrogen (Asso, 1983). This increase in blood-oestrogen levels in turn
stimulates the reconstruction and reproliferation of the endometrium. Through
feedback, via the hypothalamus, it also stimulates the pituitary to produce
luteinising hormone (LH). The blood concentration of LH peaks at mid-cycle,
which causes the now mature ovarian follicle to rupture and release an ovum
through the wall of the ovary, into the fallopian tube (Taymore, Berger,
Thompson & Karam, -1972).
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The ovum is propelled down the fallopian tube by the action ofifimbriae, into the
uterus. If sexual intercourse has taken place whilst the ovum has been travelling
down the fallopian tube, and the ovum is fertilised, then it will at this point
implant itself into the endometrium (Golub, 1992). During the second or luteal
phase of the menstrual cycle, controlled by levels of LH the original site of
ovulation (the point on the ovarian follicle from which the ovum was expelled)
develops into the corpus luteum, literally, ‘yellow body’ (Golub, 1992). The CL
secretes both progesterone and oestrogen, which are responsible for preparing
the endometrium for implantation by the fertilised ovum should fertilisation
occur. This also inhibits the anterior pituitary gland (via a negative feedback
mechanism) from producing FSH and LH. If fertilisation does not occur, the CL
ceases to produce oestrogen and progesterone, blood hormone levels gradually
fall and the endometrium breaks down and is expelled from the body as menstrual
flow. In the absence of the inhibiting presence of oestrogen and progesterone,
the hypothalamus again stimulates the pituitary to produce FSH, and a new cycle
begins (Golub, 1992).

2.1.4 Physiological Change Across the Menstrual Cycle.

The hormonal changes associated with the human menstrual cycle arc usually
accompanied by specific physiological changes (Golub, 1992). Body temperature
(Hyde, 1979), cervical mucus (Golub, 1992), urinary excretion and electrolyte
ratios (DeMarchi, 1976), alcohol metabolism (Asso, 1983), body weight (Voda, 1980)
and food intake and metabolism (Asso & Braier, 1982) have all becn found to vary

across the cycle.

Basal body temperature tends to be lower through the follicular phase of the
menstrual cycle, dipping slightly at ovulation and rising on the following day by
0.4 degrees Fahrenheit (Hyde, 1979). This variation in body temperature can be
used to predict ovulation, either to avoid pregnancy or to enhance the
possibilities of conception. Cervical mucus is thick and viscous in consistency in
the days following menstruation. Just prior to ovulation, as oestrogen levels begin
to rise, the mucus becomes slippery and more alkaline. The last day of slippery
mucus, or peak day, is generally the day prior to ovulation, and fertilisation is
possible up to four .days after this. After ovulation, the mucus becomes much
thicker and less slippery, under the influence of progesterone, and stays this way

until menstruation begins (Golub, 1992).
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Asso and Braeir (1982) provide some evidence that vital signs (pulse and
respiratory rate, blood pressure) do vary across the cycle, and possibly autonomic
arousal, with slight increases in heart rate and blood pressure being seen in the
second half and premenstrual phase of the cycle. The amount of urine excreted
tends to increase at mid cycle, and at the onset of menstruation. This is probably
related to variations in the levels of electrolytes in the body: DeMarchi (1976)
found the sodium/potassium ratio to be highest during menstruation, when
potassium is low and sodium high. At ovulation, it was further found that these
positions reverse. Body water content has also been found to vary (Asso, 1983),
and this may explain the differing levels of alcohol metabolism that have bcen
found across the cycle: Jones and Jones (1976) found that women are lcss tolerant
to alcohol premenstrually, and tolerate it best during menstruation when the

sodium/potassium ratio is highest (DeMarchi, 1976).

Finally, weight gain of up to five pounds has been reported by women in thc late
lutcal phase of the cycle, a finding which could perhaps -be explained by the
increased levels of oestrogen present after ovulation (Southam & Gonzaga, 1965)
or by water retention and changes in eclectrolyte balance. It is possible that
oestrogen may cause post-ovulatory increases in food intake, by making the body
more tolerant to carbohydrates in the luteal phase of the cycle (Asso & Braier,
1982). This is a contentious point, however, and it may be that changes in
perceived or actual body size and eating behaviour across the menstrual cycle are

due to a cognitive, rather than biological, mechanism (Golub, 1992).

Frye, Crystal, Ward and Kanarek (1993) investigated food preferences across the
menstrual cycle. In an attempt to examine the role of cognitive mechanisms in
food preference, they included a measure of dietary restraint in a study that
examined the relationship between the menstrual cycle, gender and preference
for sweet or fatty foods. 25 female and 12 male college students rated the
sweetness, fatness and pleasantness of 16 dairy products with varicd sucrose and
fat contents over a 4-week period. No difference in fatness or sweetness ratings
was found in the sample of women across the menstrual cycle, or as a function of
dietary restraint. The authors further report a general decline in pleasantness
ratings in all participants over the 4-week period (a confounding factor in the

design of the study). No difference was found in ratings of sweetness or fatness as
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a function of gender. However, it is reported that differences in pleasantness (or
preference ratings) were found: The male sample showed an increased
preference for solutions with 10% and 20% sucrose compared to women, and
women who scored highly on the restraint scale used showed a lower preference

for solutions containing 0% or 5% glucose than the low-scoring women.

It is impossible, however, to take these results as indicative of a direct causal
relationship between a particular cognitive set or style as regards food
preference and diet, as the nature of cognition itself is open to debate. The study
reported above certainly provides us with no evidence for a relationship between
the menstrual cycle and food preference. Whilst this result could be explained in
terms of small sample size and the short timec focus of the study (fcmale
participants were only monitored for the course of one menstrual cycle), it is
equally plausible to propose that any relationship that might exist between the
menstrual cycle and food preferen{:%azbe due as much to the interaction of social
and interpersonal factors, as some causal hormonal aetiology. It might further be
suggested that such laboratory situations, using solutions that may at worst be
barely palatable, hardly reflects the action of the individual in their ecological

setting.

2.1.5 Understanding physiological change across the menstrual cycle
The cyclical changes described above are experienced by women at a
physiological level: many women will be completely unaware for their entire
reproductive lives that, for example, their body electrolyte balance changes
across their menstrual cycle. The symptoms generally associated with thesc
changes, which are discussed in section 2.1.6, may be ecxpericnced more
consciously than such minute fluctuations. Alcohol metabolism, food intakc and
carbohydrate metabolism, electrolyte ratios, cervical mucus consistency and basal
body temperature changes are all understood through and exist within our

considerable biological, and behaviourist frameworks.

Taking the example of cervical mucus, it is suggested (Golub, 1992) that the
consistency of cervical mucus changes across the cycle as a direct result of
changing levels of the reproductive hormones oestrogen and progesterone. The
change from a sticky and slightly alkaline consistency, to being slippery and

more alkaline for a brief period of time around ovulation, can then be understood
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as a biological mechanism that optimises the chances of fertilisation occurring: at
ovulation, vaginal conditions are positively welcoming to sperm cells. This in
turn can be used to support sociobiological lines of reasoning around female
sexual (reproductive) behaviour: that physiological and behavioural factors are

geared towards optimising the chances of conception (Bem, 1992).

The point I should like to draw from this example is simply that although the
menstrual cycle may be reduced to jts smallest possible denominators: the
biological mechanisms and fluctuations that constitute an almost universal
physiological experience for women of reproductive age, biological ‘facts’ do not
exist outside of social understanding. Basic evolutionary theory and an
understanding of biology may be used to explain the evolution and existence of
the menstrual cycle, but to step from these empirical measures to an
understanding of female experience and behaviour incorporates more than
scientific neutrality. The very act of interpreting data, or interpreting
experience, incorporates the realm of the social (Woolgar, 1988), and, it will be
argued, our constructions of gender as much determine as are determined by our
biological knowledge. I shall use this line of argument to examine the nature of

science and the use of gender in chapter 3.

2.1.6 Physiological symptoms across the menstrual cycle.

2.1.6.1 Dysmennorhea

According to Richardson (1992a), nearly all women will experience a degree of
physical sensation either just before Or at the onset of menstruation. For some
women, this sensation will be an extreme discomfort, which in the absence of
pelvic abnormality is termed primary dysmenorrhoeal? . In brief, primary
dysmennorhea is caused by ischemic hypoxia of the myometrium, or uterine
muscle. This occurs when a tendency in the myometrium to be hyperexcitable is
combined with wuncoordinated or irregular contractions at the onset of or
throughout menstrual bleeding (Dawood, 1981; Friedrich, 1983). It may also be the
case that elevated levels of progestrogen in the second half of the menstrual

cycle which stimulate production of endometrial prostaglandins!3 cause primary

12 1 provide a more detailed explanation of primary dysmennorhea in chapter
three, where the use of questionnaires to asses the degree of menstrual pain is
also reviewed.

13 Endometrial prostaglandins normally stimulate the myometrium to expel the
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dysmennorhea (Dawood, 1981; Lundstrém, 1985; Richardson, 1992a).
Dysmennorhea is experienced fairly wuniversally across cultures, and can be

effectively treated with prostaglandin synthetase inhibitors (Richardson, 1992a).

Secondary dysmennorhea, or dysmennorhea occurring with some kind of pelvic
pathology, is divided into three categories (Laros, 1981): Spasmodic, congestive
and obstructive dysmennorhea. Whereas in primary dysmennorhea, age of onset
is typically restricted to wup to six months post-menarche, secondary
dysmennorhea can begin at any point in the pre-menopausal woman’s

reproductive life-cycle.

Spasmodic dysmennorhea causes a similar type of pain to primary dysmennorhea,
characterised by uterine hyperexcitability leading to inadequate blood flow to the
myometrium (Golub, 1992). This may be caused by a number of factors, such as
benign tumours, intrauterine contraceptive devices such as the coil, polyps and
narrowing of the cervix amongst them. Treatment varies according to the
diagnosis, and surgery is often used to remove benign tumours (fibroids) or the

uterus (hysterectomy) in extreme cases (Laros, 1981).

Obstructive dysmennorhea is usually caused by some congenital abnormality in
the uterus, where the uterus is partly developed and lined with endometrium but
where there is no opening into the vagina and no outlet for the menstrual flow

(Laros, 1981). Surgery is usually performed to correct this abnormality.

Finally, congestive dysmennorhea tends to begin in the days prior to
menstruation, and is characterised by a feeling of heaviness or aching in the
lower abdomen. This may be caused by endometriosis, the existence of a benign
growth in the myometrium, inflammation of a fallopian tube or pelvic
inflammatory disease (PID). Treatment, again, varies according to thc diagnosis
(Laros, 1981).

2.1.6.2 Endometriosis

disintegrating endometrium and other menstrual debris. If progesteronc levels
were abnormally high, then an excess of these prostaglandins would be produced
which, when combined with a secretory endometrium, might give rise to the
acute discomfort associated with primary dysmennorhea (Richardson, 1992).
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Endometriosis affects an estimated 10% - 15% of pre menopausal women, and is
also a major cause of infertility (Golub, 1992). It is supposedly caused by the
spread and growth of endometrial (womb-lining) tissue from the uterus to other
organs. This tissue spreads most commonly to the ovaries and fallopian tubes,
although patches have been found in other areas of the body such as the
intestines. Because all endometrial cells respond to gonadotrophic hormones, this
migrant tissue thickens, enlarges and bleeds to the same cycle as those lining the

uterus, often causing chronic pain and scarring (Older, 1984).

Why this tissue spreads is not clear: a number of theories exist, including genetic
or familial risk (Older, 1984). Endometriosis is an interesting problem: Whilst
women who suffer from it often experience chronic pain, and extreme difficulty
in getting an accurate diagnosis or effective treatment, there is remarkably little
research in the area. It is not clear, for example, whether this action of the
endometrial tissue is unique to women who experience endometriosis, or whether
some endometrial ‘spreading’ happens in most women of a reproductive age, with
only a particular subgroup experiencing the chronic symptoms that characterisc
endometriosis. There is almost no epidemiologic data for this condition, and given
the distress that it causes, it is an area that certainly merits a great deal more
research. Treatment is poséible using either medical or surgical mcthods: The
medical treatment involves the long term use of large doses of oestrogen and
progesterone to suppress ovulation and menstruation, and in more extreme cases
surgical treatment involving the excision or cauterising of endometrial lesions is
used to remove the endometrial implants (Older, 1984). Whilst therc are some
negative side-effects associated with both forms of treatment, provided the
disorder has been correctly diagnosed, symptoms may be adequately alleviated
and rates of infertility reduced (Golub, 1992). Again, the incidence of

endometriosis is fairly steady across cultures (Golub, 1992).

Throughout the menstrual cycle the uterus shows a changing pattern of
contractile activity, governed by the levels of oestrogen, progesterone and
prostaglandins (Dawood, 1981). Research monitoring uterine contractions of
women using microtransducer measuring devices, has shown abnormally high
levels of uterine activity in women with primary dysmennorhea (Friedrich,
1983). However, the normal uterus is active to some extent throughout the

menstrual cycle, and some women report that they experience a distinct pain at

24



ovulation, although evidence for this is largely anecdotal (Golub, 1992).

2.1.7 Psychopathology, illness and the menstrual cycle

2.1.7.1 Psychopathology

The belief that menstruation makes women more vulnerable to both physical and
mental illness can be traced back through history to ancient Greece (Ussher,
1991; 1992b). Maudsley (1873) suggested:

“The monthly activity of the ovaries...has a notable effect upon the mind
and body; wherefore it may become an important cause of mental and
physical derangement....It is a matter of common experience in asylums,
that exacerbations of insanity often take place at menstrual periods”
(Maudsley, 1873 Pp. 88; cited by Ussher, 1992b).

More recently, there has been some research into the rates of admission to
psychiatric hospitals and levels of suicide attempts in the premenstrual and

menstrual phases of the cycle.

Glass (1971) surveyed emergency psychiatric admissions and rates of attempted
suicide in a sample of 84 women., It was found that during the premcnstrual phasc
of their cycles, twice as many women were seen in the emergency room as would
be expected, and three times the ‘normal’ rates of suicide attempts occurrcd in the

premenstrual phase.

Mandell and Mandell (1967) reviewed the number of women contacting an
American suicide prevention centre, and found that of the women who could be
classified as suicidal, the highest significant proportion called during the
menstrual phase of the cycle (26%, compared to an expected 12.4%). However, the
number of women contacting the centre in the premenstrual phasc of their
cycles was also significantly higher than expected, 19% compared to a predicted
12.4%.

Abramowitz, Baker and Fleischer (1982) retrospectively studicd the psychiatric
case records of women admitted to a Psychiatric centre. They found that depressed
women showed eclevated admission rates on two particular paramenstrual days: the
day before and the first day of menstrual flow. 41% of the women had been
admitted to the facility on one of these two days of their menstrual cycles. A
comparison group of schizophrenic women did not show this pattern in

admissions. They conclude that their findings support an hypothesis of a
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relationship between periodic psychiatric crisis and the paramenstrum. However,

the sample of depressed women in the survey was quite small (n = 39).

Stein, Hanukoglu, Blank and Elizur (1993) present a single case study of a 14-year-
old girl who developed a late-luteal psychosis during two consecutive menstrual
cycles. The psychotic symptoms resolved completely after the onset of menses.
They argue that the patient’s response to a two-monthly progestrogen treatment,
after which the psychotic symptoms did not reappear, provides some support for
the existence of a discrete premenstrual psychosis, or sub-group of premenstrual
symptoms. It is difficult however to draw many conclusions from a single-case
study over such a brief period of time (the patient was monitored for five
menstrual cycles), and in the absence of information about the girl’s previous

history of psychiatric disturbance and immediate context.

There has been some research into the exacerbation of existing
psychopathological conditions and the menstrual cycle. Taylor, Rush, Hetrick and
Sandman (1993) examined self-injurious behaviour (associated with emotional
disturbance) in a sample of 9 women with mental retardation (sic. ). The women
were aged 16-38, and had behavioural records of self-injury. Taylor et al (1993)
examined the records of these women over a six month period, and divided the
women’s menstrual cycles into four phases (menses / early follicular phase; late
follicular phase; early luteal phase; late luteal or premenstrual phase). Using this
phase delineation, analysis showed that the highest proportion of sclf—injux;ous
behaviour occurred in phases one and two of the menstrual cycle (menses / early
follicular phase, and late follicular phase); 43.5% in phase one, and 47.3% in
phase two, respectively. The authors suggest that these results indicate a
relationship between changing peripheral and central endorphin levels across

the menstrual cycle and pain thresholds.

In a review of the evidence for a relationship between psychopathology and the
menstrual cycle, Clare (1983) notes that there is some support for a relationship
between the premenstrual phase of the menstrual cycle and psychotic and
neurotic illnesses. However, he questions the notion of this relationship,
suggesting that any simple causal model which attributes psychiatric ill-health to
hormonal variation be turned over in favour of a more complex multi-factor

model, to include personality and social problems, life events and stress (Clare,
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1983).

A major problem with much of the research in this area is the interpretation by
authors of the link between menstrual bleeding and psychiatric illness. Parlee
(1975) suggests that the stress of illness or accidents may actually bring about
menstruation - authors of research into psychiatric admission rates, or accidents
and the menstrual cycle, usually posit the opposite relation (see, for example,
Glass, 1971; Mandell & Mandell, 1967). The menstrual cycle is, after all, regulated
by the action of the hypothalamus, which itself is vulnerable to the effects of
external stress. As Golub (1992) points out, strong emotion may result in hormonal
shifts, changes in the endometrium, and delayed or early menstruation. Thus,
there may be a misleading or spurious correlation (rather than causal

relationship) between menstruation and psychiatric illness.

2.1.7.2 Epilepsy

There is some evidence for a correlation between frequency of epileptic attacks
and the menstrual cycle. Rosciszewska (1980), in a four year longitudinal study of
female epileptics, found an increased incidence of attacks (55%) in the
premenstrual phase of the cycle. However, Backstrom (1976) found that epileptic
attacks were more likely to occur in the follicular (first half) phase of the cycle,
with fewer occurring in the second half. Again, there are problems with
interpretation of such data, as epileptic attacks place the body under extreme

stress.

2.1.7.3 Illness and Allergy

In a review of systemic changes across the menstrual cycle, Southam and Gonzaga
(1965) report evidence that pneumonia, influenza, scarlet fever, pancreatitis and
typhoid fever occur more frequently in the premenstrual phase of the cycle.
Retrospective reports of illness however are difficult to asses, for the reasons
outlined previously. Certainly, there would seem to be cyclical changes to
sensitivity to allergens. Smolensky, Reinberg, Lee and McGovern (1974)
conducted a study of cutaneous reactions to histamine, and found that cutaneous
sensitivity was highest on the first day of menstrual bleeding and lowest at

midcyle.

Groer, Carr and Younger (1993) investigated the relationship between sclf-
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reported symptoms of infection, menstrual cycle related distress, and cycle phase.
Using a population of 65 non-pill using women with regular menstrual cycles,
they administered a battery of instruments to measure perceived stress, menstrual
distress, and an investigator-developed measure of common respiratory, skin,
gastro-intestinal and genitourinary infections (Groer, Carr & Younger, 1993). A
significant relationship between symptoms of infectious illness and the
perimenstrual period was found, when compared with mid-cycle ratings of
symptoms. However, this phasic influence was no longer significant when scores
for menstrual distress were controlled, which the authors argue is indicative of a
general relationship between distress and infectious illness during the menstrual

cycle.

Two points are worth considering when regarding the conclusion of the above
study, both of which concern the methodology of menstrual cycle research. In
the first place, the problems associated with self-report are well documented
(Ussher, 1992a). Whilst self-report measures are often presented as an accurate
way of documenting symptom or pain experience, it is difficult to regard them
outside of the immediate context of each individual as having any inherent
‘truth’. Hollway (1989) argues that self-report and psychometric instruments
reflect and reproduce cultural values, and this criticism could certainly be
levelled at the study in question. Whilst the researchers certainly intended the
participants to be blind to the object of the study, the women would still be
conscious of their menstrual cycles. So although unaware of the menstrual cycle
focus of the research, participants in such research are still exposed to the wealth
of social knowledge around menstruation and the menstrual cycle. This leads to
the second point: That whether the results of this study reflect a ‘true’
relationship between ovarian hormones and infection, or a relationship between
women who are more likely to report menstrual distress and report of illness
symptoms is not clear and cannot be surmised from these results, or using this

research strategy.

Shibasaki, Takeda, Sumazaki, Nogami & Takita (1992) used a single case study
design to examine the seasonal exacerbation of a 19 year old woman who
experienced asthma . premenstrually. The patient had experienced asthma, caused
by an allergy to house dust mites, in the early (pre-pubescent) years of life, and

had been effectively de-sensitised by use of an immunotherapy program.
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Shibasaki et al (1992) report that the asthmatic symptoms reoccurred at
menarche, and thereafter until her 19th year regularly occurred before
menstruation, terminating when bleeding ceased. In addition, the patient only
experienced these symptoms from April until October, implying an increased
sensitivity to histamine at a particular point in each year, that did not mirror the
concentration of house dust mites in her immediate environment. From this
single case study, Shibasaki et al (1992) went on to examine the monthly
admissions for asthma at a hospital in the same regional area, in a population aged
from 3 to 15 years, with the purpose of comparing these figures with the month-
by-month symptom experience of the patient. Shibasaki et al (1992) found that
the patient’s symptoms correlated well with the monthly hospital admissions.
They suggest that the seasonal variation in the patient’s experience of asthma was
caused by environmental factors, but that these factors did not adequately explain
why the patient only experienced asthma in the premenstrual and menstrual
phase of the cycle. The researchers note that asthmatic sensitivity to allergens
often follows the course of the menstrual cycle: One explanation for this might be
infradian rhythm entrainment, or the entrainment of a minor body rhythm to a

more significant one (McNeill, 1992).

2.1.7.4 Migraine

Migraine headaches would also appear to be related to shifting hormone levels
and fluctuations in circulating prostaglandins (Edelson, 1985). Golub (1992)
suggests that in more than 60% of cases, migraine is related to the premenstrual
phase of the cycle. The exact mechanism of this relationship is not yet clecar
(Golub, 1992).

2.1.7.5 Visual and ocular variables

There is some research to suggest that the menstrual cycle has a significant effect
on various ocular and visual variables. Soni (1980) found a cyclical variation in
central corneal thickness (CCT) in 8 normally menstruating women, which was
absent in a comparison group of 15 combined contraceptive-pill users. Cyclical
variations have also been found in corneal curvature, and corneal sensitivity
(Manchester, 1970; Riss et al, 1982).

In an investigation of visual acuity across the menstrual cycle, Scher, Purcell and

Caputo (1985) administered a letter identification task to 4 18-30 year old women at
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two points across the cycle. A small reduction in visual acuity was found in the
ovulatory phase of the cycle, a finding which the authors suggest to be
contradictory to other studies. Scher et al (1985) explain this result in terms of an
interaction between the specific task demands and cycle phase, however it may
equally well be explained in terms of the small number of participants tested, and

the use of only two discrete menstrual cycle points in the study design.

Two flash fusion, critical flicker fusion, contrast sensitivity and other measures
of visual sensitivity have also been studied in relation to the menstrual cycle, but
Guttridge (1994) argues that any changes that may occur across the cycle are
usually very small, and are of little (if any) clinical significance to women. It is
interesting to note that this field of research is one that does yield some (very
small) evidence of non-symptomatic significant change of a body system in

response to levels of reproductive hormones.

2.1.7.6 Symptom improvement

Finally, Golub (1992) points out that some disorders actually improve during the
premenstrual phase of the cycle. It has been suggested that oestrogen has certain
anti-inflammatory properties (Magos & Studd, 1985), which might explain the
improvement in certain rheumatoid arthritic conditions in the second half of the
menstrual cycle, when circulating levels of reproductive hormones are high. In
addition, whilst the negative experiences of the second half of the menstrual
cycle are often emphasised (see chapter 3), many women report an improvement
in mood and an increase in creativity and sexual responsiveness or feeling

around the time of ovulation.

Krug, Stamm, Pietrowsky and Fehm (1994) examined the effect of the menstrual
cycle upon creativity in a sample of 17 non-pill using women, aged 21 - 32. A
sample of 17 age-matched women who were using the combined (progestin and
oestrogen}pillwere used as a control sample. The participants were given
performance tests, measuring semantic and figural abilities of divergent
thinking. A motor perseveration task was also included, and participants were
tested at three points in the menstrual cycle: At menses, at a preovulatory point,
and at a mid-luteal point. The authors argue that tests of divergent thinking
ability can claim to measure different aspects of creativity. They report that at

preovulatory testing, when blood concentrations of oestrogen and lutenising
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hormone are highest, the experimental sample showed an increase in creativity,
with a corresponding decrease in motor perseveration. In contrast, the. control
sample showed no pre-ovulatory change in either aspect. However, the sample
size was again quite small, the participants were only tested for the duration of

one menstrual cycle and at only three ' discrete points.

Bardwick (1971) studied a sample of 26 college students, aged between 19 and 22.
The participants gave verbal recollections of life events and memorable life
experiences at ovulation and premenstrually for two menstrual cycles. The
samples were then analysed using a standardised anxiety scale, and it was found
that anxiety and hostility levels were lower at ovulation, and that feelings of self
satisfaction and contentedness were quite common at this point in the cycle. This
study is by no means methodologically perfect (see Golub, 1992), but serves as an

example of a possible positive effect of menstruation.

2.1.8 Conclusion: The physiological experience of the menstrual
cycle.

The purpose of the proceeding section has been to lay out the biological profile of
the menstrual cycle, and to review the certain physiological processes that may
cause women to experience physical discomfort. I chose to review this aspect of
the menstrual cycle as a precursor to any discussion of psychological symptoms
and premenstrual syndrome, simply to illustrate the working of what is basically
a biological universal for the vast majority of women. There is little cross cultural
difference in the physical experience of menstruation, and what there is may
often be interpreted in terms of different diet, exercise levels, and attitudes to
pain and disclosure across cultures. For example, Zborowski (1965) found that
Italian and Jewish patients showed more pain in response to the same stimulus
than did Irish or American patients, a finding that serves to illustrate how
cultural factors may affect the experience of bodily factors, such as pain (Golub,
1992).

It could be argued that by drawing this distinction, between the physiological and
psychological aspects of the menstrual cycle at this stage in the thesis, I am
simply reinforcing the Cartesian notion of a body / mind dualism that is inherent
in Western attitudes to health and illness (Kirmayer, 1992). I should, however,

like to argue that this is far from the case. What I wish to illustrate, through
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reference to this section throughout the thesis, and through my use of critical
approaches to understanding the experience of menstruation, is that even what
might be termed the most basic biological processes of menstruation can hardly
be separated from a social understanding of such (see section 2.1.5). In drawing
later upon arguments around the social construction of science, from feminist
standpoint theory and from discursive approaches to psychology, I will attempt to
provide a theory of the experience of PMS that integrates both the body and the

social.

The menstrual cycle is a wuniversal physiological experience for women of
reproductive age. Certain physiological symptoms may be indicative of various
underlying pathologies, the incidence of which remains fairly universal across
cultures. The seriousness, and ultimately the fatalities associated with disorders
such as congestive dysmennorhea may vary from culture to culture, depending
upon the importance of women’s health care within a particular context, and
upon the levels of medical technology and care available. Similarly, the
interpretation of menstruation, the importance with which it contributes to
feminine identity, and the social understanding of various gynaecological
problems will also vary across cultures. For example, Sayers (1982) cites cross-
cultural differences in attitudes to menarche as an example of the social
construction of menstruation. Some cultures, Sayers notes, believe menstrual
blood to be dangerous. This leads to the exclusion of women, at menarche, from
the day-to-day life of the society, and her placement in a ‘menstrual hut’ until
bleeding ceases. Such arguments for the exclusion of women at menstruation will
be reviewed in section 2.2.1, and it can certainly be suggested that within our own
culture, beliefs about the detrimental effects of menstruation are used as
justification for the exclusion of women from certain kinds of work, in the belief
that either they are not physically suited to, say, fly aircraft when they arc
premenstrual or menstruating, as they will be liable to make more mistakes. It has
also been argued (for a critical review, see Ussher, 1992b) that forcing women (o
undertake particular physical or intellectual work around the time of
menstruation may prove damaging to their health, and ultimately impair their

fertility.

Certainly, it could be argued that beliefs around the influence of menstruation

upon ability and performance are not mediated by the social construction of
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femininity and menstruation (Sayers, 1982), but rather that they reflect
accurately the direct |effect of menstruation upon behaviour. Dalton (1969)
suggests that the menstrual cycle is directly responsible for devastating
consequences: psychosis, crime, accidents and suicide, to name but four. But the

evidence, as will be seen in the following section, is contradictory to say the least.

2.2 Behaviour and the menstrual cycle

Following on from the review of the physiological processes and symptoms
associated with the menstrual cycle, I shall now move on to review the evidence
for a relationship between the menstrual cycle and behaviour. I have divided
‘behaviour’ into four sections: performance, criminal behaviour, accidents and
sexual behaviour. These separations reflect more the broad areas of research than
discrete categories - there is, for example, some overlap between the literature

around accidents and the menstrual cycle and performance.

Ussher (1992b) suggests that historically, female biology has been used by the
culture to position women as less capable of performing certain types of work,
less able to perform academically, and more liable to encounter accidents. Sayers
(1982) has, through the use of cross-cultural comparisons, made a rclated point:
That menstruation is sometimes used to exclude women from areas of power and
the main cultural milieu. As was stated in the previous section, it could be argued
that these truisms around performance, behaviour and the menstrual cycle
reflect a true causal relationship, rather than any» social construction of
femininity. Research in these areas, and the underlying assumptions about

femininity and menstruation, are considered in the following section.

2.2.1 Performance and the menstrual cycle

Social representations of women are infused with the notion of academic, athletic
and work performance worsening premenstrually or menstrually. Popular
cartoons often use the menstrual cycle as a source of humour for exactly this
reason: the feminist cartoonist Jacky Fleming illustrates this point wcll, with a
cartoon depicting a set of stickers for women to wear when premenstrual, in
order to warn others of their state. The stickers have messages such as *“Do
yourself a favour and give me a wide berth” and “only ask questions that require
a yes / no answer, and leave again promptly” with the letters “PMT” spelt out in a

skull and crossbones format beneath (Jacky Fleming (1992) ‘Never Give Up’
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London: Penguin). Women’s magazines similarly communicate this message to

women, as the following excerpt illustrates:

“You know you're premenstrual when.......
-You can’t concentrate further than the first two words of any sentence
-You just want someone to take care of you.
-You spend twenty minutes wandering around your flat looking for the
keys that were in your pocket all along.
People think you are premenstrual when....
-You demand to be taken seriously
-You say NO
-You ARE premenstrual (Magazine’s emphasis)
(Cosmopolitan magazine, February 1992, Pp37).

Studies that have examined the effects of the menstrual cycle on any measure of
performance or behaviour tend to either compare women at pre- and post-
ovulatory segments of the cycle, or choose discrete points throughout the
menstrual cycle. Where a particular cycle phase is referred to, it is the term
chosen by particular researchers with regard to their study design that is
reported here. Methodological issues in relation to this are discussed in chapter

three.

2.2.1.1 Task performance

The evidence for a causal relationship between the menstrual cycle and poor
performance is far from clear, however. Sommer (1983) reviewed sixteen studies
that used reaction time in laboratory based situations as a measure of
performance across the menstrual cycle. Of the sixteen studies, Sommer reports
that twelve failed to show any menstrual cycle effects upon performance
(Sommer, 1983). Favereau (1973) tested six women using a simple reaction time

experiment, and reported that reaction time was slower during menstruation.

In contrast, Slade and Jenner (1980), using a choice reaction time paradigm and a
detection task, studied the effects of the menstrual cycle upon performance. It was
found that there was only a small association between symptoms typically
associated with the second half of the menstrual cycle and performance, and

overall variation in performance did not reach significance.
Ussher and Wilding. (1992) used a battery of performance measures and a

computerised version of the Stroop task (Stroop, 1935) to investigate interactions

between stress and performance across the menstrual cycle. The participants
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were a group of self-reported PMS sufferers (n = 16) and a control group of
women (n = 14) who reported no premenstrual or menstrual problems. The
battery of performance measures included a digit span task, a tracking and dot
detection task, a synonyms task and a visual search task. Data. were collected at two
points during the cycle, intermenstrually and premenstrually. No difference was
found between the subject groups in performance or reaction to stress, Or across
the subject groups and between cycle phases. A previous study (Ussher & Wilding,
1991) which had used the same battery of tests at discrete points during the cycle

had produced similar results, with no effect of cycle phase or PMS status reported.

Golub (1976) found no evidence of phase differences in the ability to select
appropriate words, to produce words appropriate to a particular area of meaning,
semantic flexibility and fluency. Similarly, Silverman and Zimmer (1976) found

no evidence of phase differences in performance on a test of verbal fluency.

The Rod and Frame Test (RFT) is often used as a measure of perceptual
disembedding (Sommer, 1992). Briefly, the RFT requires a participant, seated in a
darkened room, to determine the degree of tilt of a rod within a frame, the rod
alone or the frame alone. There are many variations of this task. Klaiber,
Broverman, Vogel and Kobayashi (1974) found a less accuratc perception of
verticality in the second half of the menstrual cycle, when compared with the

preovulatory phase.

Sommer (1992) reviewed five studies of immediate and short term memory, which
used such tasks as digit span, letter elimination, recall and immediate learning as
measures of performance. Sommer (1992) reports that none of the studies
reviewed showed any significant phase effects. Similarly, no phase ecffects have
been found in studies of visuospatial ability, using object assembly, localisation

tasks and block designs as measures of performance (Sommer, 1992).

The evidence for any menstrual cycle phase effect on measures of motor co-
ordination is contradictory. For example, Jensen (1982) found a premenstrual
detriment to the ability to perform a pursuit rotor tracking task. Munchel (1979)

found no phase effects with the same task.

Silverman and Phillips (1993) present the results of four sequential, interrelated
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studies of the relationship between menstrual cycle phase and spatial
performance. Using a three-dimensional mental-rotation paradigm, the studies
employed both between- and within-subject designs. The authors report a
menstrual phase improvement in spatial performance, when oestrogen levels are
at their lowest point, in all four studies. Interestingly, Silverman and Phillips
(1993) further report that this improvement in performance occurred only for
the specific task of mental rotation, and was not shown for control tasks that were
not of a spatial nature, or for a different spatial task. However, the authors
present these results in the context of a discussion of the evolutionary origins of
sex-specific differences in spatial behaviours, a leap which may be viewed as
somewhat tenuous, considering the failure of similar research to produce such
results and the short time-focus of the studies involved. The specificity of the
difference, in that difference was only found on one specific mental rotation task,
may also call into question the evolutionary significance of such a minute part of

human cognitive function.

Gordon and Lee (1993) report no difference in cognitive performance on a
broader range of tasks between different phases of the menstrual cycle. Using
generally large samples of women, with oral contraceptive usec and the menstrual
cycle as independent variables14 , Gordon and Lee (1993) administered a battery
of tasks to the participants, including verbosequential and visuospatial tests, at
discrete time points. No phase differences were found for the two regularly-
menstruating groups (oral-contraceptive users and non-oral-contraceptive
users), a finding which the authors state goes against theories of shifts in

cognitive function as a direct result of fluctuating blood levels of oestrogen.

It is interesting to note that despite this contradictory evidence for any menstrual
cycle effect upon performance, many women still feel that they perform less well
menstrually or premenstrually. Sommer (1973) suggests that up to 16% of women
feel that their ability to perform is significantly reduced in the premenstrual

phase of their cycle.

Sommer (1992) in her comprehensive review of cognitive performance and the

14 The study also included a group of women (n = 14) with amenorrhoea as a
control group, although the cause of the amenorrhoea is not clear for each of
these women.
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menstrual cycle, suggests that there is little or no evidence for any real cyclical
fluctuations. She states that whilst evidence exists for some alteration in brain
metabolism across the course of the menstrual cycle, to translate such
physiological events into presumed changes in observable behaviour represents
more the misconceptions of the context within which research is conducted, than

any concrete evidence for behavioural or performance changes.

2.2.1.2 Academic performance

Dalton (1969) has suggested that menstruation has significantly adverse effects
upon examination and intellectual performance. Sommer (1972) presented a
series of studies of the performance of 200 college women on two specific
intellectual tasks, a critical thinking appraisal scale and class exams. Dividing her
participant’s cycles into four phases (menstrual, follicular, luteal and
premenstrual), Sommer then compared scores on both tests for each woman
across all four phases of the cycle. However, no significant phase effect upon
performance was found, although it is worth noting that the women who were
using oral contraceptives performed significantly better irrespective of cycle

phase.

Walsh et al (1981) examined the scores of 244 female paramedic students in course
tests over a period of one year. No significant effect of cycle phasc upon

examination score was found.

Richardson (1988; 1991) reviews the relationship between the menstrual cycle
and student learning. Observing the common assumption that women students
will experience variations in intellectual performance throughout the menstrual
cycle, he concludes, through a review of research in the area, that despite the
common reporting by women of impaired intellectual performance in the
menstrual and premenstrual cycle phases, that the available research does not

support this assumption.

Golub (1992) reports that of the vast number of studies that have bcen carried out
on academic performance and the menstrual cycle, nearly all have failed to show
any significant effect. of cycle phase. Yet as Ussher (1992b) points out, the belief
in premenstrual and menstrual related detriment to academic performance

persists. Ussher (1992b) concludes that belief in such differences is reflective of
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the social construction of femininity, rather than founded in the results of

academic research.

2.2.3 Criminal behaviour and the menstrual cycle

Brahams (1981) reviews two cases in which premenstrual distress was used in
defence of criminal behaviour., In the Crown v. Craddock, a 30 year old woman
with a history of violent and disruptive behaviour stabbed another woman to
death. It was noted that her violent behaviour followed a predictable monthly
cycle. The woman was treated with progesterone by Dr Katharina Dalton, and the
woman’s behaviour was reported to significantly improve. Thereafter she was
treated continuously with progesterone, and given a probation order with a

verdict of manslaughter due to diminished responsibility.

Brahams (1981) goes on to report the case of a 37 year old woman convicted for
the manslaughter of her lover in 1981. Dr Dalton again gave evidence for the
defence, claiming that the woman’s history of post-natal depression and PMS
effectively created a circumstance of diminished responsibility at the time of the
murder. To quote from the Lancet report:
“Dr Dalton gave evidence that PMS is a disease of the body and therefore a
disease of the mind in that bodily metabolism is upset and that upsets the

mental process....”
(Brahams, 1981 Pp1239).

Dalton (1960) reports that 49% of crimes (compared to an expected 29%) carricd
out by a population of 156 female prisoners were committed during the
premenstrual or menstrual periods. Dalton provides the explanation that
premenstrual and menstrual hormone changes, resulting in increased lethargy

and decreased mental capacity, increased the chances of women being caught.

It is difficult to interpret data collected on the incidence of crime and violence in
the premenstrual or menstrual phases of the cycle. In the first place, if one
intuitively suggests the premenstrual and menstrual phases of the cycle to last
for approximately one week each (in a so-called typical 28 day cycle), then the
finding reported by Dalton (1960) above would illustrate exactly what one would
expect if no relationship existed. Secondly, as has been discussed carlier, severe

emotional strain or trauma may interfere with the menstrual cycle, bringing
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menstruation on early (Golub, 1992). Smith (1991) found that the number of
menstrual cycles in a 90 day period after illness, accidents or surgery often
decreases from previous levels. In both of the case examples cited above, the acts
of violence were carried out in contexts that were very stressful. Merely the act of
killing, one would similarly imagine, must prove to be quite traumatic. This
illustrates a further point: that any relationship between criminal behaviour and
the menstrual cycle would probably be highly complex, and that to generalise
from the studies above would be to ignore the context within which acts of

violence are committed.

2.2.4 Accidents and the menstrual cycle

Ussher (1987) states that accident rates in relation to different cycle phases have
been used as a measure of performance. Dalton (1964), in a review of research in
this area, concludes that the evidence lies in favour of a relationship bctween
particular types of accident (specifically, road accidents and accidents that occur

in the home) in the premenstrual and menstrual phases of the cycle.

An earlier study by Dalton (1960b) that examined the rates of admission to a
hospital accident and emergency department found that in a sample of 84 women,
at least 50% of accidents had occurred in the premenstrual or menstrual phases of

the cycle (see comments in section 2.2.3).

Cowie (1970) studied a population of female factory workers and machine
operators and found some evidence for a premenstrual increase in minor

accidents.

Again, it is difficult to interpret these studies, due to the confounding effects of
stress and physical trauma upon menstruation, and to differences in the

designated cycle-phases used by each study.

2.2.5 Sexual behaviour and the menstrual cycle.

Both prospective (day-to-day) and retrospective methods have been used to collect
information on sexual behaviour and the menstrual cycle (Golub, 1992).
Questionnaire studies have provided conflicting results, with some showing a
premenstrual peak in sexual interest and enjoyment, others a mid-cycle peak
(Kinsey et al, 1953; Williams & Williams, 1982).
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Morris and Udry (1982) collected day-to-day reports of sexual activity in a sample
of 40 women, and found evidence for a mid-cycle peak of intercourse and orgasm.
Adams, Gold & Burt (1978) studied rates of female-initiated sexual activity across
the cycle, and found evidence for an ovulatory increase in masturbation and

intercourse in non pill-using women.

Matteo and Rissman (1984) recorded the daily sexual activity of 7 21 - 31 year old
lesbian couples over a 14 week period. A significant peak was found in the
number of sexual encounters and frequency of orgasm at midcycle, which the
authors argue was independent of interactions with males, contraceptive use and
fear of pregnancy. This study is useful, as the majority of studies of sexual
behaviour focus on heterosexual women, and use frequency of intercourse as a
total measure of sexual interest and behaviour. However, this study did not
examine sexual feeling, masturbation, and sexual satisfaction, all of which would
be useful measures of sexuality with regard to the menstrual cycle. There is
relatively little research on non-heterosexual women and the menstrual cycle,
but there is a distinct paucity of research on women not currently sexually active
in either a heterosexual or lesbian relationship. Again, this is largely because
frequency of sexual intercourse is most commonly used as a measure of

sexual behaviour, in the absence of other information.

It should be considered, however, that expectations and attitudes towards sexual
behaviour at different points of the cycle may influence the results of such
studies (Golub, 1992). It may further be the case that the timing of sexual
intercourse itself may have an effect on the length of the menstrual cycle: Cutler,
Garcia & Krieger (1980), in a study comparing cycle lengths of sexually active and
non sexually active college women, found that women who had regular (weekly)
intercourse were less likely to have irregular periods. A further problem with the
interpretation of research into sexual behaviour and the menstrual cycle is that
sexual behaviour is most usually measured in terms of (heteroscxual) intercourse,
which (arguably) does not provide a full picture of women’s sexual fcelings and

activity.

2.3 Conclusion
It would seem to be the case that certain physiological variables and symptoms do
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change with the menstrual cycle. Some conditions, such as asthma, may be
exacerbated, and some physiological measures such as visual acuity may change,

although these changes are likely to be very small indeed (Guttridge, 1994).

The precise mechanism of many of these relationships is unclear. Taking again
the example of premenstrually exacerbated asthma, it may be that fluctuations in
hormones directly affect the levels of response to allergens or the degree of
bronchial congestion (Shibasaki et al, 1992). Alternatively, cyclical variations in
symptoms otherwise unrelated to the menstrual cycle may be due to the oscillation
of particular infradian rhythms, that may be ‘entrained’ or ‘slave’ rhythms to
the menstrual cycle. The body experiences numerous cycles of periodic
phenomena: circadian (or twenty four hour) cycles such as sleep / wake, and
infradian (longer) cycles such as the menstrual cycle, or (arguably) various
mood and state changes over time. It has been suggested that the menstrual cycle
is a strong infradian rhythm (McNeill, 1992), and the entrainment of other
infradian rhythms to the menstrual cycle might explain in part why certain
characteristics or variables are seen to vary with the cycle over time. McNeill
(1992) notes that biological rhythms are known to differ markedly across
individuals, which might explain in part some contradiction in the various

literatures.

There is some variation between studies of menstrual cycle phase dcsignation
(Ussher, 1987). This renders it difficult to draw many strong conclusions from thc

available research.

It is still more complicated to interpret the results of studies of bchaviour or
performance and the menstrual cycle. Often, the rationale for rcsearch on
performance and the menstrual cycle is based on the assumption that behaviour
is directly linked to the effects of hormone levels. But as Sommer (1992) points
out, this relationship is by no means clear or simple. As we have seen, the
physical effects of reproductive hormones on various physical capacitics that
might be associated with performance or behaviour, for example visual acuity,
are so small as to be practically negligible. It would seem appropriate to reiterate
a point made by Sommer (1992): That what researchers should be addressing s
not how menstruation affects performance, but instead why the belief in this

particular relationship persists. Ussher (1992b) argues that the answer to this
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question lies in an examination of the discursive practices that construct women,

and female biology.

This chapter has set out an hormonal profile of the menstrual cycle. Further, it
has examined associated symptomology, and the literature around behaviour,
performance and the menstrual cycle. It has been noted that little evidence exists
for any detriment to the above measures associated with the normal functioning
of the female reproductive system, yet the amount of research that is carried out
in this sphere may be posited as evidence of a persistent belief in  any such

effects.

It would seem, then, that there lies a case for an examination of the social
construction of menstruation (Sayers, 1982). Such an endeavour might then serve
to refocus our interpretations of such research as has been presented above. This
research further calls into question the credibility of scientific method in this
area: As will be seen in chapter 3, the published face of menstrual cycle research
is largely skewed and unrepresentative. Ussher (1992b) notes that studies that fail
to achieve statistical significance from their data, more often than not fail to be
published in academic journals. Ussher (1992b) suggests that the vast majority of
research into behaviour, performance and the menstrual cycle achieves non-

significant results.

Thus far, little mention of premenstrual syndrome (PMS) has been made. The
existence of PMS in the medical and psychological research and clinical literature
has provoked an enormous amount of debate in recent years. Specifically
referring to increases in emotional, behavioural and physical symptoms in the
premenstrual phase of the cycle, this debate refers specifically to the proposed
relationship between female hormones and behaviour that I have begun to

outline here.

Chapter Three: Premenstrual Syndrome.
3.1 Introduction

The term “Premenstrual Tension” was first used by R. T. Frank, who in 1931

described the following symptoms in his patients:
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“Indescribable tension from ten to seven days preceding menstruation,....
These patients complain of unrest, irritability ‘like jumping out of their
skin’ and a desire to find relief by foolish and ill-conceived actions. Their
personal suffering is intense and manifests itself in many reckless and

sometimes reprehensible actions.”
(Frank, 1931 Pp 1054).

It may be concluded from the review presented in chapter two that measurable
physiological changes, in terms of hormonal fluctuations and visible change to
bodily secretions and physiological structures within the reproductive system,
occur fairly universally (in the absence of any pathology) in women of a
reproductive age. Parlee (1991) notes that essentially, there is no conclusive
evidence to support a simple medical or psychological model of paramenstrual
debilitation. From chapter two, it may also be concluded that, whilst a great decal
of research has sought to establish a simple causal link between levels of
reproductive hormones (generally, progestrogen and oestrogen), performance or

behaviour, the evidence for such a link is at best contradictory and tenuous.

The previous chapter also attempted to review the literature on pecrformance,
behaviour and the menstrual cycle as separate and distinct from any discussion of
Premenstrual Syndrome, or PMS. Of course, it can be argued that to separatc the
two bodies of literature entirely is impossible, as the two are incxtricably linked
in terms of the epistemological assumptions that they represent. The purpose in
this instance is, however, to present a broader picture of the °‘state of knowledge’
regarding the menstrual cycle, to be narrowed in focus in the present chapter.
Certainly, one question that may be asked of the literature represented in chapter
two, is why so much of the research has focused (more often than not,
unsuccessfully) upon a negative or detrimental relationship bctween

reproductive hormones, performance and bechaviour.

In a thorough review of cognition and the menstrual cycle, Richardson (1992a)
notes that paramenstrual cognitive impairment is a relatively recent idea, which
has it's roots in far earlier notions of the detrimental effects of intellectual
activity upon women’s reproductive capacity and general hecalth. Negative
constructions of menstruation and the menstrual cycle, both in ancient and
modern societies, have been noted by Sayers (1982) and Ussher (1989; 1991). The
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quote with which this chapter is begun, taken from the writings of gynaecologist
R. T. Frank in the earlier half of this century, arguably marks the beginnings of
the transformation of the menstrual cycle, through the lens of modern science
and medicine. Through this transformation, it may be argued that the disease
category of PMS has been created (Ussher, 1989).

The purpose of the following chapter then is to provide a thorough examination
and review of the concept of Premenstrual Syndrome, or PMS. The emergence of
PMS as a disease category will initially be placed within it s historical and
scientific context, with reference to earlier beliefs around and research into
menstruation. Modern definitions, criteria, and instruments for measuring PMS
will then be reviewed, in order to examine the predominant medical and
biological approaches to the field. This will, in effect, cover the literature
contained within what Ussher (1992a) terms the biomedical model, and

‘traditional’ psychological research, of PMS.

Following on from this, significant critiques of PMS!5 will be cxamincd in detail.
The social construction of PMS will be reviewed, which continues from scction
2.2.1 where discussion of negative social constructions of mecnstruation is
initiated. This will introduce an outline of possible psychological approaches to
PMS, and a brief review of proposed psychological models!® of PMS. The chapter
is concluded by a summary of thesec reviews and the introduction of critiques of

positivist psychology.

3.1.1 Premenstrual Syndrome and science: An historical perspective
In chapter two, early beliefs around menstruation and the ability to work wecre
discussed in brief. The quote at the introduction of this chapter, from thc works of
Frank (1931), is the earliest mention of “Premenstrual Tension” as an illness or

disease category. However, ecarly medical and popular belicfs about the

15 At this juncture, I mean to use “PMS” in a global sense, to cover the concept of
PMS as a disease category, the epistemological assumptions that are contained
within such a category, the nature of research that is carried out and the
interests and agendas of the researchers in the area. This is commensurate with
the work of Ussher (1992a), who reviews the major methodological and feminist
critiques of the area,” and provides an innovative critique of the origins of
research carried out in the area of PMS.

16 These will be covered in greater detail in chapter four, where I set out my
epistemological stance and theoretical framework.
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relationship between performance, behaviour and menstruation precede this date
considerably. This section will review historical constructions of menstruation
and the emergence of PMS in the earlier half of this century. This literature will
be placed within the context of the development and popularisation of sciencel? ,
in order to illustrate later how what will come to be termed scientific discourse

creates a socially powerful construction of the female body.

3.1.2 Science, religion and the female body.

From the fifteenth century to the present time, science, as an epistemology and
an ideology, has gained hold in the West. Perhaps the most accurate definition of
science lies within a description of its method - what is broadly termed as
positivism is essentially a belief that the positive benefit of science can be

reduced to scientific method alone (Harding, 1991).

A basic premise of the hypothetico-deductive techniques of scientific research is
to be found in the principle of falsification (Popper, 1963?rldis generally used
throughout the social and natural sciences. Falsification of an idea, or hypothesis,
involves the setting of a null hypothesis (drawn from existing knowledge, in an
attempt to predict future results) in order that it be proved incorrect, the
supposition being that whilst one can never, with complete certainty, confirm an
hypothesis that one believes to be true unless one has observed or tested all
examples of the phenomenon under research, one can more easily prove a
negative hypothesis to be false (Woolgar, 1988). This method assumes that all
observers or observations are neutral (i.e. bias frce), and has at it’s core a
premise of essentialism, that is, that in the broad sense phenomena may be
reduced to a single factor or cause and that by using scientific method this factor

or cause may be objectively discovered (Woolgar, 1988).

Woolgar (1988) goes on to note that the social organisation, or devclopment of

science may be organised into three phases. The amateur phase (1600 - 1800),

17 By science, I mean to use the term to refer to any discipline that sceks to
research and to maintain academic rigour by adherence to the principle of
science, and by the use of empiricist techniques in research. Thus, under this
definition, both the ‘natural’ and ‘social’ sciences are included. Obviously, this
definition is not absolute or without argument, and I use it here to facilitate a
broad discussion. Critiques of social science, social science epistemology and
methodology, and specifically psychology, will be reviewed in chapter four.
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covers a period when science took place outside of academic and govcrnment
institutions, when participants were nearly all financially independent
professional men. The second, or academic phase (1800 - 1940), marked a period
when more training and resources were required to accommodate the growing
body of research and science practitioners, and science tended to be practised
within the confines of Universities. The final phase, which Woolgar (1988) terms
the professional phase, covers the period of time from the 1940’s to the present,
where science is funded on the whole by central government, and where non-
scientific sponsors therefore have an increased interest in the practice and
outcomes of science. In addition, the work of science now tends to be judged in
terms of it’s economic and social value, which has led to a marked increase in the
amount of scientific effort directly related to industry. Along with the growth of
the mass media, so too has public awareness of scientific endeavours and their

value grown (Woolgar, 1988).

However, it may be argued that science, and positivism, have implications and
actions beyond the immediate activity of research. Whilst the notion of science as
something special and distinct from other forms of cultural activity, and the
assumption that science may bring into view objects of the world that are rcal,
objective and independent in status persist, science itself is organised to reinforce
the ideology of representation (Woolgar, 1988). That is to say, that science itsclf is
not separable from the objects that it brings in to view, nor the context within
which it is practised. This is an argument for science as a social system, or
ideology, and as such, has important implications for research and theory

pertaining to the female body.

Ussher (1991) presents a coherent argument for the medicalisation of the femalc
body. In “Women’s Madness: Misogyny or mental illness” she charts the cultural
shift from religion as the prevailing ideology to science. This is paralleled with
the shift from the social control of women through the body by religious doctrinc
(for example, witch burning) to the social control of women through the body by
medical doctrine (for example, psychiatric classification and the higher
incidence of particular types of mental illness in women). This argument follows
from the observations of Szasz (1971), who has compared the witch burnings and
inquisitions of the 15th and 16th centuries to modern psychiatric classification

systems and treatment, and questioned the existence of mental illness itself as
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being at the control of those in power, namely, the (male) priest or physician
(Szasz, 1971).

This shift in popular understanding and governing ideology can be, in brief,
understood as a ‘paradigm shift’ from religion to science (Kuhn, 1962)18 .
Although positivism!? has it’s roots in ancient Greece and the work of ecarly
‘scientists’ such as Aristotle, it may be argued that it became accepted (and then
only by the intellectual elite, such as Gallileo, and later Descartes) in the fifteenth
and sixteenth centuries, a period in cultural history known as the enlightenment
(Harding, 1991). Medical science, although stretching as far back as ancient
Greece (Martin, 1987), as a discipline became popularly established as late as the
nineteenth century (Jordanova, 1989; Ussher, 1992b).

From ancient Greece until the late 18th century, male and female bodies were
seen as structurally similar (Martin, 1987). Both female and male reproductive
organs were conceptualised as being structurally analogous, and this idea
persisted even with increased knowledge of reproductive anatomy. However, from
the end of the 18th century, and increasingly so this century as science bccame
professionalised (Woolgar, 1988), metaphors of the female reproductive body as
similar (if weaker) than the male body came under attack (Martin, 1987). Martin
argues that this occurred in the light of new “discoverable biological
distinctions” between the genders, and that this attempt to ground differcnces
between genders in the biological and natural sciences grew from the

disintegration of old ideas about the existing order of politics and society (Martin,

18 A paradigm shift, used in this context, marks a change in socictal
epistemological assumptions, where epistemology can be defined as that branch
of philosophy that is concerned with the scope and nature of knowledge, and the
general reliability of claims to knowledge (Harding, 1991). In brief, it can be
described as a gradual change, filtered through significant social bodies (such as
the media) in understanding about the nature of knowledge and how knowledge is
produced (Kuhn, 1962). So, in this example, after the enlightenment period that
ran through the 15th and 16th centuries, where science became accepted and
promoted by the intellectual elite, science gradually replaced religion as the
governing ideology.

19 Positivism may be defined in epistemological terms as the belicf that the
positive benefits of science may be reduced solely to it’s method (gencrally, the
hypothetico-deductive “ method). This assumption renders it unnecessary for
scientists themselves and the institution of science to be concerned with the
economic, social or political origins, consequences or constituting valucs of
science (Harding, 1991).
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1987). In other words, that with the gradual shift in social systems from religion
to science, it may be argued that science took the place of religion in maintaining

the social status quo, and the existing order of gender relations.

Returning briefly to the review of current medical understanding of the
menstrual cycle in chapter two, it may then be argued that whilst our framework
for understanding reproductive events such as menstruation has changed, the
underlying beliefs or discourses that comprise the constructs of these events in
actuality still share many common components. Science, for example, posits that
the evolutionary goal of the female reproductive cycle is the implantation of a
fertilised ovum (Martin, 1987). From this, it may similarly be suggested that
pregnancy and childbirth are normal and desirable states (Martin, 1987). Ussher
(1991) similarly notes that under religious doctrine, menstrual taboos and folk
stories that constituted social knowledge about menstruation were effectively used
to control those women who did not conform to social norms of child bearing.
Implicit within these beliefs is the prevailing social order of the time, the ideal of
which is set out at many points within theological and religious writing. For
example:
“To the woman he said,
I will greatly multiply your pain in
childbearing;
in pain you shall bring forth
children,
yet your desire shall be for your
husband,
and he shall rule over you”
(The Book of Genesis, Chapter 3 verse 16; The Holy Bible, revised Catholic Edition,
1966; London, Thomas Nelson & Sons Ltd.)
Within this quote from the book of Genesis?0 , the order of gender relations is
clearly set down, along with the female role within this order. As a punishment
for disobeying explicit orders, Adam and Eve are banished from the garden of
Eden. The quote above is a section from the text addressed to Eve, where God is
explicitly setting out her punishment. The book of Genesis is fundamental in

Christian teaching, as. it sets out Christian beliefs in the origins of the world, the

20 This text is included as illustrative of religious belief and doctrine, and is
treated here as text, not with any inherent truth value.
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objects and creatures that inhabit it, and the order of these objects and creatures.
Thus parallels may be drawn between religion and science, as frameworks

through which societal values are transmitted and understood.

Science, then, as a knowledge system, has evolved and become popularised into
the social sphere over hundreds of years. The argument for positivism is that
science may be distilled to it’s method, and that this method may be used to create
and uncover new knowledge. Rigorous use of the scientific method supposedly
allows for the collection of value-free, objective data, and the discovery of truths
about phenomena. Contained within this philosophy is a principle of essentialism,

whereby phenomena may be reduced to single causes or factors.

In a broader sense, science may similarly be seen as a social system, analogous (as
such) to other social systems. As the predominant framework through which
knowledge is gained and phenomena understood, it may be argued that use of
scientific method has important implications both for the maintenance of the
social order, and for that which it seeks to classify. Science itself tends to disavow
this aspect of its endeavours, as there is an explicit contradiction between an
objective method by which to discover truth, and a social system with the power to
classify and create, and which may have consequences beyond the immediate
creation of knowledge (Harding, 1991). The following section will examine these
contradictions, in order that the emergence of PMS as an illness category may be
discussed in the context of the development of science and the implications of

research.

3.1.3 Critiques of science
A basic problem of science has been highlighted in the previous section: That is,
that whilst science is generally positioned2! as a value free, objective medium to

discover truths, it has consequences and actions above and beyond the immediate.

The critiques of science to be outlined in this section fall into two catcgories: The

21 And, arguably, is defined by philosophers and sociologists of science(Woolgar,
1988).
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social critiques (see, for example, Foucault, 1973; 1986; Henriques et al, 1984), and
the feminist critiques (see, for example, Harding, 1987; 1991; Keller, 1985). This
division is not meant as definitive nor prescriptive, rather, I intend to deal with
some of the broader ‘macro’ critiques before progressing to the micro-

technologies of gender and science.

3.1.3.1 Science, society and Foucault.

The work of Michel Foucault on the subject of knowledge and power will be
reviewed, in as much as it stands as a critique of science and of the realist2?2
position contained within positivism. Foucault’s work 1is important at this
juncture, for whilst his work relates more to the subjcctification of the individual
than deconstructing the nature of science, contained within this work is an
intricate analysis of the means of production of power and knowledge, in which
science plays an integral part. Foucault’s work forms an early part of what is

now termed the post-structuralist movement23 (Ussher, 1992b).

Foucault (1980; 1982) envisioned science as a social system, implicated in the
maintenance of social order and the control of the individual. Foucault has stated
that the aims of his comprehensive work in philosophy and gencalogy has been
to create a history of the different modes by which, within Western culture,
human beings are made into subjects (Rabinow, 1984). He posits threc modes of

objectification through which this process of subjectification occurs.

The first mode of objectification Foucault terms dividing practiccs (Foucault,
1984a). Essentially, dividing practices may be seen as modes of social manipulation
that combine the mediation of science and the practice of exclusion. This may be
seen to be illustrated by Foucault’s ecarlier works, for example, The Birth of the

Clinic (Foucault, 1973). Within this mode, individuals arec identificd and drawn

22 Parker (1992) outlines four features or aspects of the realist position. These are:
a belief in the nature of things as complex structures; the use of theories about
their tendencies under conditions of closure; the nature of rational knowledge as
presupposing a world that exists independently of experience; the relationship
between prediction and explanation (Parker, 1992 Pp 28). Thus, from within a
positivist perspective, a realist position about the nature of objects and knowledge
is taken up. .

23 This classification of Foucault as a post-structuralist is arguable, howcver,
despite the use of deconstruction and analysis of language within his work there
is still debate over his epistemological status (Rabinow, 1984).
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from a largely undifferentiated mass. The second mode is termed ‘scientific
classification’.  Foucault states that this arises from:
“The modes of inquiry which try to give themselves the status of sciences;
for example, the objectivizing of the speaking subject in grammaire
générale, philology, and linguistics...[or] the objectivizing of the
productive subject, the subject who labors, in the analysis of wealth and
economics. Or... the objectivizing of the sheer fact of being alive in natural
history or biology”
(Foucault, 1984a Pp 8 - 9).
Foucault (1984a) goes on to argue that it is through these modes of inquiry, and
the sudden historical breaks that mark off discursive?4 discontinuity, that power
and knowledge are produced and re-produced. Thus, an example of this second
mode of objectification might be psychiatric classification, in which the
individual has been singled out from the undifferentiated mass, and marked as

different by this system.

The final mode of objectification posited by Foucault is subjectification (Rabinow,
1984). This mode is concerned with the way in which a human being turns her or
himself into a subject - of knowledge or power, those processes of self-formation
in which a person is active. The resources upon which a person draws in order to
create themselves as a subject will, of course, be culturally specific, and will be
determined by an interplay between the first and second modes of subjectification

- dividing practices and scientific classification (Foucault, 1984a).

So, inherent within the thesis of Foucault (1973; 1980; 1982; 1984a; 1984b) is the
positioning of science as a social system, implicated in the production of
knowledge and the maintenance of social power. Much of his work was devoted to

analysing the structures of human sciences, treated as discursive systems

24 The term discourse, used in the Foucauldian sense, refers to a regulated system
of statements with a particular cultural history, which Foucault terms a
genealogy, and a set of rules which effectively distinguish it from other
discourses by establishing both links and difference (Ussher, 1992b). A discourse
therefore refers not only to language, but may equally apply to other forms of
representation and interpretation. Discourses, within this perspective, are what
organise our knowledge around a subject or phenomenon, and what organise the
relation of the individual and society to that subject or phenomenon (Ussher,
1992b). Foucault’s work largely originates post-structuralist analyses of language.
Parker (1992) sets out a more comprehensive definition of discourse, and the
movement of discourse analysis, which will be examined in chapter four.
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(Foucualt,1980), and the operation of these disciplines. Henriques et al (1984)
continue this analysis and apply it to deconstructing psychology as a human
science. While Foucault posits that the social sciences are practices and discourses
implicated in the construction of the various institutions that, when seen as a
whole, constitute society or the social (Henriques et al, 1984), Henriques et al
(1984) go on to suggest that the social sciences are actively involved in “the
practices and relations between people that constitute social existence”
(Henriques et al, 1984 Ppl06).

It may be argued, then, that any discipline of which scientific method is a part
takes a positivistic epistemological stance. Positivism makes assumptions about the
world, the objects contained therein, the nature of knowledge, and the status of
method. From a Foucauldian perspective, these assumptions may be secn as
simplistic or even misleading, for science cannot be divorced from the context
within which it is practised, the participants who practice it, and it's

consequences - all of which are brought to bear upon the individual.

3.1.3.2 Feminist Critiques.

In the light of this perspective on science, I shall now move on to revicw some of
the relevant feminist critiques. These critiques, of the institution, practice and
power of science are not divorced from the arguments set out above. Rather, 1
wish to enhance this argument with the use of feminist observations upon the
nature of science. I shall then present a brief history of the emergence of PMS
into the social and medical sphere, and conclude this section by drawing these

strands of argument together.

From the 1970’s to the present time, feminist researchers and theorcticians have
been bringing to bear upon science the approaches being developed in the social
sciences and within the women’s movement as a whole (Harding, 1991). Harding
(1991) notes a number of obstacles to women both as participants in science, and

as objects23 of science.

Harding (1991) charts the obstacles to women who wish to succeed in science, in

25 Woolgar (1988) notes that what are termed the objects of the ‘natural’ sciences
(physical or chemical phenomena, for example) may equally be termed the
subjects of social sciences (behaviours, individuals).
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terms of lack of educational and employment opportunity. She further notes the
uses to which the scientific method, and thus scientific knowledge, is put, arguing
that science has often been used as a vessel for the promotion of sexist, racist, and
classist values. Harding goes on to argue that, in the same way, science is steeped
in sexist and androcentric bias, with the following consequences:
“Androcentric biases...enter in the concepts and hypotheses selected, in
the design of the research, and in the collection and interpretation of data.
The most radical implication of understanding how the structure of the
institution of science structures the science produced there, however, may
be the recognition that whoever gets to define what counts as a scientific
problem also gets a powerful role in shaping the picture of the world that
results from scientific research.”
(Harding, 1991 Pp 40).
Hence, whilst science is posited as a neutral and value free medium through
which truth may be discovered, it may be argued that the context within which
scientific research is conducted, the practitioners who conduct the research, the
sponsors who fund the research and thus drive the resecarch questions will all
affect the information that is observed (the ‘raw data’) and the results that arc
abstracted from this. They will also affect the use to which such results arc put
(Harding, 1991). '

Keller (1985) argues that science itself is gendered, inasmuch as it not only
excludes most women from it's practice, but that iitis ‘hard’, ‘objcctive’ and
‘autonomous’, characteristics commonly associated with masculinity. In addition
to this, she argues that scientists hold to thc assumption that “the universe they
study is directly accessible, represented by concepts shaped, not by language, but
only by the demands of logic and experiment” (1985 Pp 130). In effect, then, not
only can science itself be seen to be gendered, but it s assumptions about the
world and the objects within it may be seen to be given privileged status over
other interpretations of the world. Because scientific knowledge is privileged and
seen as being distinct from other forms of knowledge, as a result of it's ‘objective’
nature, Hollway (1989) suggests that what is needed is a challenge to the principle

of objectivity, that incorporates a theory of meaning,

Keller (1985) further notes one of the most fundamental limitations of science

and the scientific process as being the way in which novel findings arc
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discounted or actively ignored if they do not fit into existing theories or
paradigms, as they are subversive to the existing order. An example of this might
be the persisting belief in the negative effects of the menstrual cycle in spite of
the lack of empirical evidence for this, as noted in chapter two. The academic
system positively fosters this process within psychology, by placing great
pressure upon it's participants to publish only positive (i.e. statistically
significant) results, which leads to published psychology often presenting a face
that is unrepresentative of it's research. Thus, the scientific value of objectivity

is called into question.

Finally, Keller (1985) suggests that the persistence of science as a social systcm is
bought about by an interaction between gender development, a belief system that
equates objectivity with masculinity, and a set of cultural values that prioritisc
masculinity and science (Keller, 1985). She states:
“First is the failure to take serious notice not only of the fact that science
has been produced by a particular subset of the human race - that is, almost
entirely by white middle-class men - but also of the fact that it has evolved
under the formative influence of a particular ideal of masculinity....Second,
and related, is the fact that, in it's attempts to identify extra-scientific
determinants of the growth of scientific knowledge, the social studies of
science have for the most part ignored the influences of these forces...that

are at work in the individual human psyche.”
(Keller, 1985 Pp 7).

So, to summarise, science as a system for acquiring knowledge has developed over
hundreds of years. As such, it contains refined principles of method such as
falsification, and principles of definition, such as objectivity. The social and
feminist critiques outlined above illustrate the way in which science may be
conceived as a social system, with implications and consequences beyond the
immediate practice of research, and not immune to prejudice or bias.
Furthermore, these critiques highlight the parallels between science and other
social systems (such as religion), in the way that they serve to maintain the social
order. This section has established an argument for science as a social systcm, and
I shall now review the emergence of PMS into the medical and social sphere, to
conclude with an examination of PMS, science, and the medicalisation of the

female body.
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3.1.4 A history of PMS

From chapter two, where the normal functioning of the female reproductive
system was reviewed, and the previous section of this chapter, where the
development of science as a social system has been reviewed, the history of a

proposed abnormality associated with the menstrual cycle will now be examined.

It has been argued (Martin, 1987; Ussher, 1992a) that the dominant model for
PMS26 is the medical, or bio-medical model. In broad terms, within this model PMS
is proposed as a syndrome that manifests itself as a variety of emotional, physical
and behavioural symptoms, generally occurring from seven days prior to
menstruation to the onset of menstruation, with symptoms being relieved at or
shortly after the onset of menstrual bleeding (Martin, 1987). As has already been
noted, within Western culture, phenomena tend to be presented and understood
predominantly through scientific discourse. Therefore, for the purpose of this
section, the emergence of PMS into the medical and psychological sphere will be

examined.

In order to review the origins of PMS, Martin (1987) suggests an examination of
earlier medical literature. She notes that in the nineteenth century, menstruation
began to be regarded as a pathological process, with the prevailing view being
that the reproductive organs determined a woman’s physical and psychological
state during puberty and menopause, and similarly at menstruation (Martin,
1987). Women were advised to rest at these times, in order to divert as little energy
as possible away from the uterus and ovaries (Martin, 1987). As Ussher (1992b)
notes, in her deconstruction of research into sex differences in performance and
the menstrual cycle:
“..it was in the nineteenth century that experts in the area of medicine,
education and science became more prolific in the pronouncements about
the weakness in the female sex, and women’s consequent unsuitability for
intellectual exertion...It was assumed that women had a finite amount of
energy which could be used either for study or for reproduction....”
(Ussher, 1992b Pp 66 - 67).

Martin notes that beliefs in female weakness and unsuitability for intellectual

26 Medical definitions and criteria for PMS will be reviewed in a later section of
this chapter.
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activity as a result of their reproductive cycle persisted up until the earlier part

of the twentieth century (Martin, 1987).

Martin (1987) states that it is generally acknowledged that R. T. Frank, in 1931,
was the first person to name and describe the symptoms of PMS. However, in the
same year, psychoanalyst Karen Horney published her paper ‘Premenstrual
Tensions’. Horney trained as a therapist in Berlin in the early part of this
century, and devoted the vast part of her career to the study of ‘Feminine
Psychology’. Motivated by her discovery of discrepancies between theories of
Freudian psychoanalysis and what she observed to be the therapeutic results of
application of these theories, Homey’s work with women sought to redress what
she perceived as an imbalance between Freudian accounts of sexuality and the
self, and the experience of her women patients (Kelman, 1967). Horney’s

observations of premenstrual symptoms were thus:
“...disturbances occur not only during menstruation but even more
frequently...in the days before the onset of menstrual flow. These
disturbances are generally known; they consist of varying degrees of
tension, ranging from a feeling that everything is too much, a sense of
listlesshess or of being slowed down, and intensities of feelings of self-
depreciation to the point of pronounced feelings of oppression and of
being severely depressed. All of these feelings are frequently intermingled

with feelings of irritability or anxiousness.”
(Homey, 1931 trans. 1967, Pp 99 - 100)
Homey suggested that these symptoms were directly caused by the ‘physiological
process of preparation for pregnancy’ (ibid., Pp 106), and by some internal

conflict about child-bearing.

Frank (1931) similarly identified a set of symptoms, typically occurring in the
premenstrual phase, as the quote at the beginning of this chapter illustrates.
Frank’s contention was that women’s behaviour and experience was determined
by their ovaries, known by this point to produce sex hormones (Martin, 1987).
More specifically, he believed that the symptoms of premenstrual tension  were
caused by an excess of these hormones, because of a renal dysfunction, and
advocated either drug or x-ray therapy to rectify this imbalance. In his review of
the history of PMS, Richardson (1993) cites Abraham (1980) who pointed out that

renal dysfunction did not provide an adequate explanation for PMS, as any build
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up of oestrogen that occurred would already have been metabolised by the liver

and therefore rendered inactive.

Richardson (1993) notes that despite prevailing beliefs about menstrual symptoms
(e.g. Janiger, Riffenburgh & Kersh, 1972) in popular culture, historical and
medical documents prior to the 1930’s, no mention had been made of premenstrual
symptomolgy. And despite isolated references to some pre-menstrual symptoms in
historical writings, it is only this century that clinicians have suggested them to

be characteristic of the premenstrual phase of the cycle (Richardson, 1993).

Between 1930 and 1970, there was a moderate amount of research into PMS. For
example, Benedek and Rubenstein (1939) analysed transcripts from
psychotherapy sessions and monitored basal body temperature and vaginal
smears in a sample of nineteen women, who were under psychiatric treatment.
They claimed to be able to predict the time of ovulation and menstruation from
psychoanalytic material, and suggested that their study illustrated the way in
which human instinctual drives are controlled by gonadotrophic hormone levels
(Martin, 1987).

Greene and Dalton (1953) published research carried out in the 1940’s,
investigating the role of water retention in premenstrual symptomology. This
marked the beginning of Dalton’s career in PMS research, and her endeavours to
have PMS recognised as a medical, and treatable, problem. Greenc and Dalton
(1953) contended that water retention could be treated by synthetic
progestrogens. Dalton continues to propose that progestrogen is implicated in the
actiology of PMS (see Dalton, 1982), but this is one of many proposed (and, as yet,

not conclusively proven) aetiological theories. (Richardson, 1993).

It is also of note that, despite the identification of premenstrual tension or PMT in
the early half of this century, there has been an explosion of research in the area
from the 1970’s to the present time (Martin, 1987). Rittenhouse (1991) observes
that PMS only really became established in medical and public discourse in the
1980’s.  Richardson (1993) contends that PMS has only a ‘brief history’ (Pp 5).
This section has charted the brief history of PMS, and it s emergence into the
medical and social sphere will now be charted in the context of the development

of science, and gender relations.
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3.1.5 Conclusion: PMS, science and the female body.

In section 3.1, reference was made to the literature on the menstrual cycle and
performance. It was noted that little evidence existed for any menstrual cycle
effects on behaviour and performance, yet that research in this area, and popular

beliefs about the menstrual cycle, persisted.

The above reviews charted the development of science, and PMS as a medical
category, in an attempt to address this issue, and in order to set the foundations
for a review of the research into PMS. It is suggested that beliefs about the
menstrual cycle and femininity are legitimated and promoted through science

and scientific method.

Turning to PMS, it is further suggested that the emergence of this category may
reflect social values and beliefs (discourses around femininity and reproduction)
focused through the lens of science, as a social system. This may be parallcled

with earlier social systems, such as religion.

For example, Ussher (1991) draws a parallel between twentieth century mental
illness, nineteenth century hysteria and the witch hunts of the Middle ages. By
placing these examples of women’s ‘madness’, or women positioned as ‘other’ in
their historical context, she effectively illustrates how prevailing paradigms and
ideology serve to frame female experience and behaviour. Ussher (1989) states:
“...the use of labels of illness, which are based on the positivistic
philosophy of medical science, rather than the labels of badness or evil,
based on a theological philosophy, still define women as separate...Many
women are excluded from equal participation in society through a variety
of labels and, as we have seen, many of these labels and classifications are
related to the body, and specifically the reproductive cycle....Thus,
psychiatric classification associated with the female body cannot be
separated from its social context, as it is used as a means of control to
reinforce the power of those who determine the legitimacy of the
‘diagnosis’” .
) (Ussher, 1989 Pp 135).
To further illustrate this point, we may examine other culture’s beliefs about

menstruation. Sayers (1982) suggests that in certain societies, the exclusion of
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women from undertaking agricultural duties is founded in the belief that
menstruation is responsible for crop damage. Sayers further notes that within
traditional Jewish culture, women were excluded from temple, economic and
political life on the grounds that menstrual blood was seen as polluting (Sayers,
1982). Nicolson (1992) notes that even in twentieth century London, Orthodox
Jewish women follow separation rules, ensuring the separation of husband and

wife for the five days during and seven days following menstruation.

Ussher (1989) argues that such taboos exist in all cultures, with the form that they
take dependent upon social and contextual conditions. It could, of course, be the
case that such constructions of menstruation, as polluting or dangerous, are
founded in some fact, illustrated by the relative universality of menstrual taboos.
But as Sayers (1982) suggests, the existence and complexity of such taboos arc
possibly more reflective of social constructions and beliefs about menstruation

and femininity than of any actual effect of menstruation.

It may similarly be asked that why, when PMS (or PMT) was introduced into thc
medical sphere in the 1930’s, research in the area (with a few notable exccptions,
such as the work of Katharina Dalton) has only in the last twenty years become “a
repository of widely shared cultural understandings that social actors use lo make
sense of (some) women’s words and actions” (Parlee, 1991). That is to say, that
despite an introduction into medical discourse over sixty years ago, PMS has

arguably only entered public and medical consciousness in the last twenty years.

Parlee (1991) suggests that the re-emergence of ‘PMS’ as a disease category in the
last twenty years reflects social change: That it constitutes a backlash against the
second surge of the women’s movement, beginning in the 1970°’s. This may be
paralleled with the social conditions under which PMT was proposed by Frank
(1931). Martin (1987) notes the immediate interest in Frank’s work of the effects
of premenstrual tension on women’s capacity to work, the supposition being that
employers should make allowances for mild cases, and in severe cases allow

women one or two days bed rest (Martin, 1987).
Martin (1987) places the emergence of PMS within the economic and social

climate of the 1930°’s, where America and the West were slowly moving out of the

Depression after World War One. She observes that at this period in time, pressurc
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was being placed upon women to give up paid work, and allow men to take their
jobs (Martin, 1987). She points out that the vast part of the rescarch on PMS
published between World Wars one and two stressed the debilitating effects of
menstruation, with this emphasis subsiding for the duration of World War two
(Martin, 1987). Similarly, Martin (1987) argues that the work of Katarina Dalton
(1959; 1960a; 1960b; 1964; 1968) has stressed the effects of menstruation, and PMS,

on examinations and women’s ability to work.

The central tenet of Martin’s (1987) thesis is that women are defined and
controlled, not least in terms of their economic and social power, through the
medicalisation of their bodies and reproductive cycles. We have secn, too, how
Ussher (1989) argues a similar point. This section has placed PMS within the
context of this argument, and illustrated how science plays a vital part in the
production of knowledge about the female body, and it’s legitimation. Medical
criteria, definitions, and measurements of PMS will now be reviewed, along with
relevant research in the area, in order to explore in detail the bio-medical model

of PMS and it’s implications for women.

3.2.1 Defining premenstrual syndrome.

As has already been noted, Frank (1931) was the first clinician to label a cluster of
feelings, including irritability, unrest and hostility ‘premenstrual tension’, as he
suggested that they occurred only in the days immediately preceding
menstruation. In 1953, Greene and Dalton proposed that emotional tension was
only one of many possible symptoms, and that the condition should thercforc be

re-named ‘Premenstrual Syndrome’.

Definitions of PMS vary widely. Until very recently, they have tended to focus
either upon symptom timing or type of symptom as definitive. One early
definition stated that PMS constituted simply the recurrence of any symptoms, at
the same time in each menstrual cycle, with a symptom free period of at least
seven days (Dalton, 1964a, 1984). Dalton (1982) makes a discrimination bctween
PMS and PMT, with PMS being defined as the “presence of symptoms which recur
regularly at the same phase of ecach menstrual cycle, followed by a symptom free
phase in each cycle”, and PMT defined as the “Presence of psychological
symptoms which recur regularly in the same phase of each menstrual cycle,

followed by a symptom free phase in each cycle” (Pp 219). Thus whilst both
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definitions are dependent primarily upon temporal factors, Dalton (1982)
interestingly sets what might be termed a Cartesian dualism between the
experiences of mind and body. The term for any premenstrual emotional or
physical disturbance in most common medical and popular use is now PMS, but
this distinction between the emotional and physical symptomology remains tacit
(rather than explicit) within the literature, with the associated emotional
symptoms most commonly reported amongst self-diagnosed women (Warner &
Bancroft, 1990).

Bancroft (1993) points out that definitions such as this provided by Dalton (1982)
are reliant solely upon the timing of symptoms, and not the character of the
symptoms themselves. Furthermore, he observes that any woman whose
symptoms reached their peak five days before menstruation or during menstrual
bleeding would not be included, despite their cyclical nature. Bancroft (1993)
notes that the notion of a symptom free period of seven days may apply to
symptoms such as headaches, which may be present or absent, but becomes
inoperable when applied to symptoms such as irritability, which may not only be
difficult to measure but is also dependent (he suggests) as much upon
environmental conditions as hormonal ones. Moos (1969a) suggested a
combination of any of a possible 150 symptoms, including changes in sexual

desire, back pain, elation and depression.

Haskett et al (1980) propose a set of diagnostic criteria consisting of four major
points, that include both temporal and symptom type information. From a study in
which they collated the major symptoms experienced by a number of women
presenting with perimenstrual complaints, they suggest the following four
criteria without which diagnosis of what they term ‘primary recurrent
premenstrual tension disorder’ should not be made: In the first place, that there
should be present at least five of eight proposed sets of behavioural symptoms;
that the overall disturbance is so severe that serious impairment is experienced
socially, with the family or at work, that medical help has been sought or
medication taken (or both of these); that dysphoric symptoms have been
experienced premenstrually for at least six of the past nine cycles; and that
symptoms are only present during the premenstrual period with relief at or soon
after the onset of menses (Haskett et al, 1980). Bancroft (1993) notes that women

with predominantly physiological symptoms (such as swollen or tender breasts,

61



with predominantly physiological symptoms (such as swollen or tender breasts,
or a bloated abdomen, both of which are common premenstrual complaints) would
be discounted from this diagnosis, that the criteria impose a very narrow scope
upon the symptoms experienced by women, and that the six out of nine cycles
window for symptom experience fails to take account of common inter-cycle

variability.

Harrison, Sharpe and Endicott (1985) also provide a reasonably comprehensive
and integrated description, defining PMS as a collection of physical and affective
changes, occurring in the luteal phase of most menstrual cycles, with relief at the
onset of menstruation. They also stipulate that there should be at least onc
symptom free week (Harrison et al, 1985). However, this definition fails 1o
account for significant worsening of pre-existing symptoms in the premenstrual
phase, a condition that may be just as distressing for women as the experience of

novel symptoms.

Walker (1993) notes that early research suffered from the lack of a uniform sct of
diagnostic or inclusion criteria, and that considerable effort has becn expended
in recent years to produce a definition of PMS that effcctively distinguishes
women who ‘need’ medical intervention for their symptoms from thosc who do
not. To this end, in 1987 the American Psychiatric Association proposcd the
category of Late Luteal Phase Dysphoric Disorder (LLPDD) in an appcendix, as a
category in need of further research, with the aim of creating a systematic sct of
diagnostic criteria for premenstrual mood disorder (Bancroft, 1993). The proposcd

diagnostic criteria for LLPDD are set out in figure two below.

A: In most menstrual cycles during the past year, symptoms in B
occurred during the last week of the luteal phase and remitted
within a few days after the onset of the follicular phase. In
menstruating females, these phases correspond to the week before,
and a few days after, the onset of menses. (In non-menstruating
females who have had a hysterectomy, the timing of luteal and
follicular phases may require a measurement of circulating
reproductive hormones). :

62



B: At least five of the following symptoms have been present for
most of the time during each symptomatic late Iluteal phase, at least
one of the symptoms being either (1), (2), (3) or (4):
(1) Marked affective lability, e.g. feeling suddenly sad,
tearful, irritable or angry.
(2) Persistent and marked anger, or irritability.
(3) Marked anxiety, tension, feelings of being ‘keyed up’ or
on edge.
(4) Markedly depressed mood, feelings of hopelessness, or
self-depreciating thoughts.
(5) Decreased interest in wusual activities, e.g. work, friends,
hobbies. -
(6) Easy | fatiguability or marked lack of energy.
(7) Subjective sense of difficulty in concentrating.
(8) Marked change in appetite, overeating, or specific food
cravings,
(9) Hypersomnia or insomnia.
(10) Other physical symptoms such as breast tenderness or
swelling, headaches, joint or muscle pain, a sensation of
‘bloating’, weight gain.

C: The disturbance seriously interferes with work or with usual
social activities or relationships with others.

D: The disturbance is not merely an exacerbation of the symptoms
of another disorder, such as major depression, panic disorder,
dysthymia, or a personality disorder (although it may be
superimposed on any of these disorders).

E: Criteria A, B, C and D are confirmed by prospective daily self-
ratings during at least two symptomatic cycles (the diagnosis may
be made provisionally prior to this confirmation).

Figure 3.1 Diagnostic criteria for Late Luteal Phase Dysphoric Disorder. DSM-
III-R, 1987, APA Pp 369.

These criteria have proven to be controversial, and have resulted in many
petitions to the APA from researchers who either do not consider a premecnstrual
mood disorder appropriate for inclusion in the DSM, or who contest the notion of a
premenstrual mood disorder itself. Furthermore, they are still at prescnt only a
proposed diagnostic set, and not uniformly adhered to by clinicians or

rescarchers.

It is of note, however, that the APA proposed definition of PMS emphasises the
assumed link between PMS and the corpus luteum27. Bancroft (1993) suggests
that this reflects the widely held belief that PMS occurs only during ovulatory

27 See chapter two for an explanation of the role and action of the corpus lutcum.
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that this reflects the widely held belief that PMS occurs only during ovulatory
cycles, a notion that has been contested within the literature. Additionally, the
definition itself fails to specify any criteria of severity of symptoms or change,
and the terms used within the definition have been criticised for being too vague
(Bancroft, 1993).

In a study that attempted to utilise the DSM-III-R criteria for LLPDD, Gallant et al
(1992) utilised five different change criteria to compare a group of women
meeting criteria for LLPDD and a group of non-symptomatic women. It was found
that none of the change criteria effectively differentiated the two groups, which
renders LLPDD diagnosis problematic (Bancroft, 1993).

Hamilton & Gallant (1990) note that within the LLPDD definition lies the problem
of over and under diagnosis of the problem. Use of the guidelines for diagnosing
LLPDD, they suggest, may result in the over-inclusion of womecn (‘falsc positives’)
who, under the APA criteria may fit an LLPDD diagnosis but who do not consider
themselves to suffer from any premenstrual disturbance (Hamilton & Gallant,
1990). Similarly, use of these criteria may lead to the under-inclusion (‘false
negatives) of women who, whilst considering themsclves to suffer from sevecre

premenstrual distress, do not fit the precise LLPDD criteria.

One of the major problems of the LLPDD diagnostic criteria is that there is no
method of assessing symptom severity or degree of change contained within it s
definition (Bancroft, 1993). Hurt et al (1992), in an attempt to establish the
incidence of LLPDD, collected data from 670 women attending 5 clinics in the US.
Four different criteria were applied to these women: A percent change criteria
(where symptoms are assessed by percentage change from base line in the
premenstrual phase); an ‘absolute severity’ method; and ‘effect size’ method, and
a ‘trend analysis’ method to assess symptom severity and the degreec to which
women fitted the LLPDD criteria. It was found that the number of women meeting
the criteria for LLPDD varied from 14% (using an ‘absolute severity’ method) to
45% (using the ‘trend analysis’ method). Hurt et al (1992) note the nced for a
uniform method of assessment in this field, but do not indicate whether such a
high method should produce a high or low incidence of LLPDD (Bancroft, 1993).
Bancroft (1993) notes that in light of the fact that all the participants were

attending PMS clinics, it would be of interest to know how many of the

64



participants not meeting the criteria through any of the methods of assessment

still showed symptoms of a cyclical nature.

There have been other attempts at defining some premenstrual mood disorder.
The National Institute of Mental Health in America (NIMH) suggest a 30% change
from baseline in mood during the week before menstruation, compared with the
week following menstruation, for two out of three cycles. Walker (1992) notes that
in order to achieve academic respectability, @ most PMS studies are generally
expected to diagnose the syndrome on the basis of a 30% difference in symptom
levels between the premenstrual and post menstrual phases, based on at least two
cycles of prospective symptom reporting. Walker (1992) further observes,
however, that at least the majority of hormonal studies do not observe these

guidelines.

It is of note that the vast array of symptom experiences (see figure three) and
combinations have led some researchers to posit the existence of sevcral
heterogeneous premenstrual syndromes (Gise et al, 1990; Halbriech et al, 1985),
with each syndrome having a distinct aetiology and treatment requircments.
Walker (1992) observes that this assumption is implicit in some studies, with
researchers concentrating only on particular symptom groups (see, for example,
Halbriech & Endicott, 1985). Certainly, the number of possible symptom
combinations is vast, Laws (1985), in a survey of the literature, collected over 150
possible symptoms reported in association with PMS. Figure three (below)

illustrates only some of the most commonly reported symptoms.

Boyle (1985) investigated menstrual cycle effects upon induced dcpressed mood in
154 normal women. Using the Differential Emotions Scale, it was found that
women in the paramenstrum were more sensitive to depressive stimuli than
women at other points in the menstrual cycle. However, the design of the study
was between-subjects rather than within-subjects, and the Differcntial Emotions
Scale used measured twelve dimensions of mood, nine of which were negative, and

as such might be said to have a negative bias.
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Physical Symptoms Psychological Behavioural

Symptoms Symptoms
Bloatedness Irritability Food cravings
Weight gain Anger Changing libido
Water retention Depression Avoid social contact
Sore breasts Mood swings Change in routines
Abdominal cramps Tension Sleep problems
Headaches Crying
Backaches Anxiety

Nausea / sickness

Hot flushes / sweats

Skin problems (e.g. acne)
Clumsiness

Increased energy

Fatigue

Figure 3.2: Common premenstrual symptoms (Golub, 1992; Warner & Bancrefe
1990).

Bancroft (1993) observes that one of the most frequently cited reasons for the

contradictions in PMS research is the lack of any hard and fast diagnostic or

definitive criteria. However, it may equally be the case that this lack of definition

reflects more the difficulties in imposing a single diagnostic category to cover a
very wide range of phenomena. Bancroft (1993) states:

“From this viewpoint, the problem has not been a lack of agreed definition

but a failure to identify satisfactorily what it is that requires to be defined.

In the fullness of time the history of PMS may well serve as an example of

how the need for a discrete medical diagnosis can obscure clinical reality”

(Bancroft, 1993 Pp3).

An accurate and appropriate diagnosis should, ideally, clarify treatment

(Bancroft, 1993). It should further aid epidemiologic study, to enable a greater

understanding of the illness, and afford detailed research into aetiology and

treatment. However, Bancroft (1993) argues that none of the proposed definitions

of PMS have served these purposes: the approach to treatment remains confused,

and more importantly, as the quote above illustrates, the particular definitions

proposed confounded,as they may be by social beliefs about menstruation may

actually have hindered this operation. Bancroft (1993) suggests that for both
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clinical and research purposes, no attempt to define PMS should be made. Rather,
he argues that it would be more useful to identify any cyclical patterns of specific
symptoms or changes with no preconception about their relationship with the
ovarian cycle (Bancroft, 1993). This would allow for a clearer picture of the
relationship between particular symptoms and the menstrual cycle to be put
together, in the absence of any assumptions about the general effects of ovarian

hormones (Bancroft, 1993).

It may be concluded, then, that there is no hard-and-fast definition of or
diagnostic criteria for PMS. It is of note that different studies have tended to
utilise different definitions or diagnostic criteria, and that this may be
responsible for some of the confusion in the literature. However, at this point it
should be stressed that despite that lack of any uniform definition or consensus,
there still remains a sizeable number of women in the general population who
believe themselves to suffer from PMS (Golub, 1992).

3.2.2 Questionnaire measurement of PMS.

The tendency in recent research is to use prospective assessment of premenstrual
symptoms to confirm the presence of ‘true’ PMS (Walker, 1993). However, over
the course of the last century, since the 1930’s, a number of different
questionnaire instruments have been designed to assess PMS or premenstrual
symptoms retrospectively, and many studies still rely on these measures either as
retrospective stand-alone measures, or in parallel with prospective assessment
measures. This section will introduce the rationale behind the wuse of
questionnaire measures within psychology, with a brief consideration of critical

accounts of questionnaire use, and review the most commonly used instruments.

3.2.2.1 Science, culture and questionnaires.

The relationship between science and culture, and it's relevance to the PMS
debate, will be returned to in chapter eight. It is useful to consider the
relationship at this point, however, when viewing the construction of scientific
and psychological knowledge, and the means 'by which such knowledge is
acquired. Wendy Hollway (1984) in her analysis of psychological assessments in

organisations attempts to explain how applications of psychology are:

“...Themselves productive of psychological knowledge.... The latter are
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therefore not simply governed by considerations internal to scientific
discovery..... Psychology’s approach assumes that the knowledges that
make up psychology are scientific. Contained in that assumption are ideas
about objective progress towards absolute truth. It also assumes that there
are such things as individuals and that it is just a matter of developing
methods to assess them. Finally it sees applications as flowing from pure
science, but only affecting scientific knowledge insofar as they provide a
testing ground for ‘truth’”.
(Hollway, 1984 Pp27)
In a critique of the 16PF (Cattell, Eber & Matsouka, 1970), a psychometric
instrument widely used in occupational assessment that claims to measure general
personality attributes, Hollway argues that the psychometric measure invariably,
unintentionally taps into social factors rather than any truth about the
individual. This, she suggests, happens because of the reflexive relationship

between science and culture, or the cultural grounding of scientific knowledge.

In psychology’s attempt to objectify the individual, and to steep it’s asscssment in
scientific credibility, it reflects and creates social situations and discourscs. So, it
could be argued, has evolved the phenomenon of PMS, and the existence of the
questionnaires designed to measure and assess premenstrual disturbance could
similarly be argued to be reflexive of, as well as to shape and create, the social or
cultural sphere, in which exists the scientific. The positivistic science of
psychology, which is concerned with testing hypotheses of similarity and looking
for significant differences (Squire, 1989) by which to falsify these hypotheses in
the best scientific tradition, utilises it’s own tools towards the goal of objective
knowledge. These tools, as we have alrcady noted, are at their most fundamental
those that allow us to define difference or categorics of individuals - tools that
allow wus, as psychologists to investigate phenomenon in a more rigorous and

systematic manner (Richardson, 1990).

From a scientific perspective, such tools (at least within psychology) have been
developed through rigorous research in the human sciences. From a critical
perspective (e.g. Hollway, 1984) we could argue that the tools and methods of
psychology - the. experiment, the questionnaire, the checklist - are inextricably
bound to the social, to discourse around the individual that exists in thc cultural

field. Thus the use of questionnaires in PMS research stems from the scientific
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tradition, and the need to gain knowledge through the use of objective measures.
The purpose of this section, then, has been to take issue with the notion of
objectivity in PMS research, and also to place questionnaire research in the area

of PMS within it’s cultural context.

3.2.3.2 Questionnaire measures in PMS research: Early measures.

Over the last fifty years, a number of questionnaires and checklists claiming to
measure degree of premenstrual disturbance have evolved with the aim of
investigating the various premenstrual changes experienced by women in a
more rigorous and systematic manner (Richardson, 1990). The questionnaires
devised and used tend to differ slightly, depending upon whether they are
intended for diagnostic purposes (identifying ‘true’ PMS), survey purposes or
day-to-day monitoring of symptoms. Chapter three of this thesis notes the various

premenstrual changes experienced by women.

Although PMT was first described in the earlier half of this century by Frank
(1931) and Horney (1931), it is difficult to find evidence of psychometric
measurement of premenstrual symptomology much before the 1960’s. This may bc
due in part to two factors: The relationship between psychology and the
biomedical sciences in this' field - that psychometric measures would only have
evolved as psychology became concerned with the emotional (rather than
physical) changes predicted by a biomedical model or understanding of the
menstrual cycle, which in turn is related to the fact that psychology as a human
science has itself only become recognised in the twentieth century, becoming
dissociated from psychiatry and medicine and developing as a discipline in its

own right in the last fifty years.

In one of the earliest questionnaire studies, Brush (1938) devised a checklist of
emotional and physical symptoms that were supposedly related to menstruation,
which he administered to one hundred women in the US. This checklist contained
items such as increased fatigue and irritability - symptoms which were reported
by more than half of the respondents. Whilst this is probably the earliest attempt
to investigate menstrual-cycle related changes in. a more ‘systematic and rigorous
way’ (Richardson, 1990), two points are of interest. In the first place, this early
example was published in the American Journal of Orthopsychiatry - and so very

much concermned with emotional and physical symptoms as a direct result of
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physical change (along the lines of Frank’s original proposition, rather than
Horney’s). The second, and related, point is that as Richardson (1990) notes, this
measure made no attempt to discriminate between premenstrual and menstrual
symptoms. Thus it could be argued that it was an investigation more of the notion
of menstruation / the menstrual cycle as a general pathology - a notion that has
it s origins in theories associated with female reproduction which were dominant
in the later half of the nineteenth century (Martin, 1987), and which still
perhaps have echoes today in the existence of various menstrual taboos and folk
beliefs (Sayers, 1982). So in terms of the evolutionary history of PMS measures, it
might be said that this early example reflects more the development of
psychological nosological practices rather than any discursive or paradigmatical

shift in the cultural understanding of the female body alone.

Another example of a very early attempt to measure and predict premenstrual
symptomology is the study conducted by Benedek and Rubenstein (1939), where
psychoanalytic material from therapy sessions and dreams were compared with
basal body temperature and vaginal smears, from nineteen patients bcing trcated
for various neurotic disturbances. Benedek and Rubenstein (1939) discovercd that
they were able to predict when patients ovulated and menstruated from the
psychoanalytic as well as the physiological records. Specifically, they noted that
fears about mutilation and death, sexual fantasies, and anxiety and depression

were more common in the premenstrual phase.

However, as Martin (1987) notes, without any evidence of a causal link in one
direction or the other, Benedek and Rubenstein drew the conclusion from their
results that human (female) instinctual drives were controlled by gonadotrophin
production and levels. Despite the absence of any evidence other than the
correlational appearance of certain psychiatric traits at different points of the
menstrual cycle, this study proved important in shaping modern understanding
of the menstrual cycle and was still being quoted in the late 60’s (Ivey &
Bardwick, 1968). This study, although not using any standardised measure of PMS,
is interesting as Benedek and Rubenstein were a psychoanalyst and an
endocrinologist collaborating together on the project, working within a scientific
/ medical model of menstruation, which was possibly one of the first to usc such a
method in investigating paramenstrual symptomology. It could be suggested that

this study was the ideological fore-runner of later attempts to understand and
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measure PMS.

The 1960’s provided a series of attempts to measure premenstrual distress. Paulson
(1961), who postulated that various life stresses or psychosomatic factors might be
responsible for the experience of PMS, put together a thirty seven item inventory
concerned with physiological and psychological aspects of the premenstrual
phase and administered it to 255 five women aged 18 - 50, from different socio-
economic groups. The analysis of the data focused on the correlations of scores on
cach of the items with total score on the checklist, and it was found that the six
items correlating most highly with total score were increased tension, feelings of
depression, lowered morale, periods of emotionality and crying, feelings of
resentment and feelings of hostility towards others. The next five symptoms to
correlate highly with total score were according to Paulson all physiological in
nature, namely bloating, faintness, fatigue, pelvic pain and stomach cramps. The
checklist was used to investigate premenstrual symptomology rathcr than to
diagnose any pathology, and it is unclear where the original checklist items werc

derived from.

Coppen and Kessel (1963) surveyed a random sample of 500 general practice
patients. The survey contained questions about their experience of various
emotional and physical symptoms in the premenstrual phase, including swelling
or bloating, headaches, anxiety, irritability and depression, and most of the
respondents reported experiencing at least one symptom. Inter-correlations,
whilst statistically significant, proved to be only moderately so (Coppen & Kessel,
1963; Richardson, 1990). Emotional symptoms such as depression, irritability and
tension were generally reported as worsening in the premenstrual phase, and
unrelated to age or number of children (Coppen & Kessel, 1963). This survey is of
interest as it distinguishes between dysmennorhea or pain on menstruation, and
premenstrual symptomology, drawing the conclusion that the tendency to report
pain on the first day of menstruation, and the tendency for women to report
emotional symptoms as worsening prior to menstruation, provides proof of

dysmennorhea and PMS as two separate (though common) phenomena.
In cultural terms, examining Coppen & Kessel’s (1963) study within the cultural

context of the emergence of PMS as a distinct category from the nineteenth

century notion of menstrual pathology, this study can be viewed as important,
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one of the original scientific findings of a distinct (emotionally experienced)
premenstrual entity. It could also be suggested that this division, between the
emotional and physical experiences of the menstrual cycle, reflects also the
notion of a Cartesian dualism, or mind / body separation, that other researchers
have argued to be central to Western ideology (Kirmayer, 1992). Within the area
of PMS research, this dualism is of special interest as the effect of the body (in
this case, the effects of female hormones) upon the mind (in this case, emotional
state) can be argued to be culturally very distinct from any understanding of the
masculine mind / body relationship, traditionally positioned as being less
problematic. Ussher (1991), in a feminist critique of female emotional disorders,

argues:

“As the middle class woman in the nineteenth century was incarcerated in
the prison of femininity, so are her twentieth century descendants.
Women are categorised as labile, unstable, at the mercy of a biology which,
whilst it prepares us for woman’s greatest fulfilment, motherhood, leaves
us open to all manner of ailments and adversities.”
(Ussher, 1991 Pp 249)
By drawing analogies between the evolution of psychiatric nosology in the
nineteenth century and the way in which twentieth century science locates the
cause of female emotional instability firmly in the female body (by, for example,
attributing discontent and distress to reproductive syndromes such as post-natal
depression or PMS), she illustrates well the gendered nature and historical roots

of modern psychological models of ‘madness’.

King (1989) suggests that both neurasthenia (supposedly a nineteenth century
female nervous disorder, characterised by listlessness and fatigue) and PMS
gained the status of medical disease because of the historical recognition of
menstruation as pathological. King argues that both 19th and 20th century beliefs
about femininity were important in shaping modern understanding of
menstruation, and again it could be further argued that as medical expertisc has
evolved, so the diagnoses have changed, but not the underlying assumptions
about femininity. King (1989) concludes that a recognition of the cultural basis of
female emotional disorders might lead to a better understanding of women and

‘normal’ physiological and psychological experience.
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Thus it can be suggested that the study by Coppen and Kessel (1963) marked an
important point in the development of PMS ‘technology’ - whilst PMT was first
suggested as a possible disease category as early as 1931 (Frank, 1931; Homey,
1931), it was only as medical and psychological expertise developed that the
transition was made from a proposed model of menstrual cycle pathology to a
highly developed disease model. It can be argued that the early questionnaire
studies reviewed above represent this process of transition from nineteenth to
twentieth century technology and understanding, as well as the development of
psychology as a discipline. It may also be that they represent what Woollett and
Phoenix (1991) have observed in a critique of psychological constructs of
motherhood, that is, the °‘professionalisation’ of an aspect of women’s lives by, on

the whole, male experts.

The purpose of this section has been to illustrate the way in which modern
psychological research into the menstrual cycle and premenstrual debilitation
began, slowly, in the first half of this century, and operated largely within what
Ussher has termed a ‘bio-medical’ framework (Ussher, 1992). The following
section will review the questionnaire measures of PMS that have dcveloped from

earlier research, and which are still in current use.

3.2.4 Questionnaire measures in PMS research: Measures in current
use.

3.2.4.1 The Menstrual Distress Questionnaire.

Richardson (1990) states that the most commonly used instrument to assess degree
of premenstrual symptomology is the Moos Menstrual Distress Questionnaire
(MDQ, Moos, 1968). The MDQ was developed to measure self-reported mood and
performance change over the menstrual cycle. In its earliest form, the MDQ
required respondents to rate themselves from one to six on 47 items according to
the severity of symptoms experienced. The original study surveyed a sample of
839 women, who provided ratings for their menstrual, intermenstrual and
premenstrual cycle-phases retrospectively. This was done for the most recent
menstrual cycle, and for their ‘worst’ menstrual cycle (Moos, 1968). Factor
analysis of the questionnaire data revealed eight clusters of symptoms, of which
six showed large. cycle-phase differences: Autonomic Reactions, Pain,
Concentration and Behavioural Change produced higher menstrual phase mean

scores, and Water Retention and Negative Affect produced higher premenstrual
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mean scores (Moos, 1968). Moos also concluded that 30% - 50% of normal young
women experienced some negative changes across the menstrual cycle. Arousal
and Control, the two final clusters, showed no change across the cycle phases, and
Moos further noted that report of symptoms was unaffected by whatever phase of
her cycle (inter-menstrual, premenstrual or menstruating) a woman happened to
be in on questionnaire completion (Moos, 1968). The retrospective form of the
questionnaire is known as form A, and is still sometimes used to assess change
over the menstrual, intermenstrual and premenstrual phases of the most recent
menstrual cycle (e.g. Ussher, 1987: used the retrospective form of the MDQ as well

as the prospective version).

More recently a prospective form of the questionnaire has been devcloped, form
T, which assesses day to day change and symptom experience (Moos, 1985). The
MDQ may be the most popular method of assessing premenstrual change because it
has been standardised on large groups of women, and because it allows

comparison with other studies that have used it as a measurc (Ussher, 1987).

There have been, however, a number of criticisms associated with the structure
and use of the MDQ. In the first place, when Moos (1968) originally devised the
instrument, a ' principal components factor analysis was used to extract factors,
resulting in the final eight subscales. As Richardson (1990), in an excellent
review and critique of the MDQ and associated measures, points out, this mcthod of
factor analysis treats a set of variables as though no variance were uniquc to any
single item, and as though each variance were completely reliable. Use of this
method, Richardson argues, which may lead to an overestimation of the number
of underlying factors as a result of sampling effects, might well ultimately extract
too many symptom clusters from the data set. Richardson (1990) further suggests
that the use of an orthogonal rotation on the resulting factor matrix may also
produce a misleading picture, as orthogonal rotation does not producc any
indication of the degree to which factors may overlap (in this case, perhaps the
relationship between certain psychological and physiological processes). He
suggests instead that an oblique solution might be advantageously used in this
situation, which would provide the researcher with information about any
second-order or overlying factor, as well as the first order factors: This point is
particularly pertinent to the consideration of multi-factor or multi-component

approaches, and perhaps illustrates how  positivist and statistical procedures may
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be used advantageously in the area.

Boyle (1991) examined the interrelationships between the MDQ and the 8-State
Questionnaire, to investigate the possibility of overlap between the
psyhophysiological and emotional / mood states measured by the two instruments.
Some interset commonalities were found, with 6 out of 8 subscales of the MDQ
serving as predictors for scores on the 8SQ, but 7 of the 8SQ subscales serving as

predictors for scores on the MDQ.

This might be particularly appropriate bearing in mind the debate around
whether PMS is a single syndrome, or several syndromes characterised by
different symptom sets but linked temporally by the menstrual cycle (Richardson,
1990). A related criticism is directed to the use of raw scores in calculating total
scores on the MDQ. Richardson (1990) points out that this method assumes ecach
variable contributes equally to the symptom cluster, independently of any other,
and suggests that it may be more appropriate to use derived factor scores to
increase the overall reliability of the MDQ (Richardson, 1990).

However, Boyle (1992) conducted exploratory, congeneric and confirmatory
factor analyses of the MDQ intercorrelations, with a sample of 369 Australian
college students, and found that whilst the congeneric analysis suggested that a
number of the MDQ subscale items were not necessarily appropriate to the
measure, and might be removed from subsequent versions, the investigation

generally supported the 8-factor structure of the MDQ.

The fact that the MDQ in its original formm requires women to rate themselves
retrospectively for three points in their menstrual cycle, as well as their worst
ever menstrual cycle, may introduce a degree of confusion into the data obtained.
Richardson (1990) suggests that rating the different phases togecther may result
in some contamination of responses in some of the conditions, and furthermore,
that no condition variation (such as, for example, the randomisation of the order
in which phases are rated) has been introduced to avoid any possible order effect

that might result from responding to the four conditions in the same order.

There is also some debate about the use of the ‘worst’” menstrual cycle and the

‘most recent’ menstrual cycle as representative by the instrument, as not only do
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symptoms tend to vary in severity from month to month (Goudsmit, 1983), but the
very act of comparing different women’s subjective ratings of severity may not
itself be an appropriate measure (Sampson, 1988; Richardson, 1990). Although the
technique advocated by McFarlane & MacBeth-Williams (1994), discussed in
chapter five, translates this principle of ‘relativity’ into statistical terms and
compares deviations from the ‘norm’ of reported symptom experience and
behaviour, it utilises this strategy prospectively. As a final point, there also exists
some debate around the inclusion of different symptoms in the MDQ, with
suggestions of a negative bias in the instrument (Parlee, 1974), confusing or
unintelligible items (Clare, 1977; Richardson, 1990) and omission of some items
argued to be appropriate to a measure of menstrual distress (Dalton, 1982;
Halbreich & Endicott, 1982; Richardson, 1990).

3.2.4.2 The Menstrual Symptom Questionnaire.

The Menstrual Symptom Questionnaire (MSQ) was devised by Chesney and Tasto
(1975) to investigate the proposition put forward by Dalton (1964; 1969) that two
types of primary dysmenorrhoea (congestive and spasmodic)28 could be
distinguished, depending on the precise symptoms experienccd by a woman and
their temporal location in her menstrual cycle2? . Chesney and Tasto (1975)
devised an instrument consisting of 51 items, including what were considered by
the researchers to be common menstrual symptoms. Factor analysis revealed
three factors accounting for 43% of the variance in responses, with the first two
factors conforming closely to Dalton’s original characterisation of congestive and
spasmodic dysmenorrhoea (Stcphenson et al, 1983). The MSQ was subscquently
constructed from twenty five items, twelve having the strongest loading on the

28 The clinical characteristics of congestive dysmenorrhoea arec late onset (i.c.
years after menarche), variable symptom severity of 3 - 4 days several days
before menstrual flow begins, with symptoms consisting of a constant, heavy
sensation in the lower abdomen. Spasmodic dysmenorrhoea varies in onset time,
lasts for 1 - 5 days, and is characterised by severe cramping in the lower
abdominal area. It too has a relatively late onset time (Golub, 1992).

29 The different types of dysmenorrhoea referred to here (spasmodic and
congestive) are actually referred to as types of secondary dysmenorrhoea by the
medical profession (Richardson, 1990), and not primary. The term secondary
implies some pelvic abnormality resulting in painful menstruation, whereas the
primary disorder refers to pain (usually starting with or in the years after
menarche) in the absence of pelvic abnormality (Golub, 1992). This is confusing,
as psychological texts (e.g. Stephenson et al, 1983) refer to the MSQ as an attempt
to differentiate primary forms of the disorder.
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congestive factor and twelve on the spasmodic factor, with a final item requiring
respondents to identify with a description of one form of the disorder or the other
(Chesney & Tasto, 1975). A cross validation study repeated the factor analysis on
the twenty five items, and again found three factors, which accounted for 55% of
the variance (Chesney & Tasto, 1975). The first two factors were ultimately
identified as spasmodic and congestive dysmenorrhoea, and accounted for 26 and

21% of the variance respectively (Stephenson et al, 1983).

This instrument is of interest, whilst not being explicitly designed to measure
PMS, as congestive dysmenorrhoea is taken by some experts (e.g. Dalton, 1984) to
be strongly associated with at least one aspect of PMS, and the MSQ itself contains
items such as ‘I feel irritable, easily agitated, and am impatient a few days before
my period’ (Chesney & Tasto, 1975), symptoms often associated with PMS. The MSQ
has subsequently been criticised, Webster (1978) argued that an insufficient
number of women were included in the original study to make the subsequent
factor analysis meaningful. In her own study, Webster administered the MSQ to
an unselected sample of 275 women, repeating the analytical process that Chesney
and Tasto had used. The factor analysis yielded seven factors accounting for 62%
of the variance, and having failed to identify two factors corresponding to
congestive and spasmodic dysmenorrhoea, Webster (1978) questioned Dalton’s
original proposition (Dalton, 1964, 1969) and the validity of the MSQ (Chesncy &
Tasto, 1975).

Presuming that the two types of dysmenorrhoea were caused by imbalances in the
levels of two different hormonal substrates, Chesney and Tasto (1975) had
assigned opposite weights to items corresponding with the two forms of the
disorder. This was in order to produce ecither a high or a low scorc on the
instrument, depending upon the symptoms experienced. Gannon (1981) observed
that this would not account for women who experienced both types of symptoms,
or women who experienced neither. This might account for Webster’s results on a
larger sample of women, who had not (unlike the women is Chesney & Tasto’s
study) been preselected for experiencing menstrual pain. A later study by
Stephenson, Denney and Aberger (1983) used a modified version of the MSQ on a
sample of 423 American college students yielded very similar results to Webster’s
original paper (.Webster, 1978), with factors representing menstrual pain,

premenstrual negative affect, premenstrual water retention, premenstrual pain,
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menstrual backache and menstrual gastrointestinal symptoms.

3.2.4.3 The Premenstrual Assessment Form.

Finally, the Premenstrual Assessment Form (PAF, Halbreich & Endicott, 1982;
Halbreich et al, 1982) is an instrument intended specifically for clinical
assessment of premenstrual disturbance. The PAF is a ninety five item inventory,
which contains items relating to the physical, emotional and behavioural aspects
of PMS. Thus the 95 items break down into three sections: identification data and
general information with regard to menstrual history, 95 items that describe
premenstrual changes (each rated on a 6-point scale), and a brief narrative
description of the premenstrual state and how it differs from the ‘normal’ state.
In it's original form, the PAF is a retrospective instrument, which asks the
individual to assess the changes she has experienced premenstrually from her
normal non-premenstrual state during her last three menstrual cycles.
Halbreich and Endicott surveyed 154 women, and constructed the instrument from
the sample’s responses - the most frequent premenstrual changes experienced
were breast pain and some gain in weight, although over half of the sample
reported some premenstrual psychological symptoms (Richardson, 1990). Based
more on clinical judgement than detailed statistical analysis (Richardson, 1990),
criteria for eighteen syndromal categories were developed for use with women
presenting with premenstrual difficulties. The internal consistency coefficients
(alpha) of the 18 syndromes are on the whole quite high, though they range from
.61 to .92. A prospective form of the instrument has also been developed, the PAF-
Time Chart, which records daily ratings on 21 items from the full prospective

version of the questionnaire (Endicott & Halbreich, 1982).

Yuk, Jugdutt, Cumming and Fox (1990) used the PAF to survey a sample of 133
volunteers who were not at that time seeking help or using treatment for
premenstrual symptoms. It was found that incidence of the morc common
syndromes was minor, with depression, physical discomfort, and fluid retention
the most commonly reported factors. From these results, Yuk et al argue that the

PAF’s diagnostic criteria are too lax for the purposec of clinical investigation.
Windle (1988), in a general critique of measures of affect and temperament,

argues that the use of alpha coefficients as the sole criteria for determining

unidimensionality of items in measures is not sufficient, and argues for the use of
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more stringent tests of constructs, and cross-validation studies in multivariate
temperament research. However, the PAF is at present the only widely used scale
that can claim to discriminate between different premenstrual syndrome
subtypes, although this point is arguable (Gerstein et al, 1989). It should also be
pointed out that Halbreich and Endicott originally used the PAF on a normative
sample of women who had not actively sought treatment for any premenstrual
complaint (Halbreich & Endicott, 1982), which is in contrast to the formulation of
the MSQ (Chesney & Tasto, 1975). The subsequent failure to replicate the results of
Chesney & Tasto’s original study (see Webster, 1978) when using the MSQ on a
normative (un-preseclected) sample, and Gannon’s (1981) argument that the
bipolar weightings used on the MSQ render the instrument mecaningless to women
who may experience symptoms from both the spasmodic and congestive
categories of symptoms may indicate a very broad range of premenstrual
symptom experience, in both normal and help-seeking samples, that may not

necessarily indicate any abnormality.

3.2.4.4 Summary.

There are various methodological problems associated with the wuse of
questionnaires to define and measure premenstrual disturbance, and thesc will be
reviewed later in this chapter. It is important to note, however, critiques
concerning the place of psychological measures in the construction of the
subject. Hollway (1984) suggests that psychological assessments, such as
questionnaires, are themselves productive of psychological knowledge, and
applying this critique to PMS research, it may be argued that the questionnaires
reviewed thus far in this chapter form part of such a circular, productive process.
By drawing their assumptions about symptoms experienced from existing cultural
and scientific resources, by using techniques such as factor analysis to produce
higher-order components, and then using these components together to measure
the extent of a ‘problem’, it can be suggested that what these questionnaires
measure and describe is limited by their essentially social origins. In other words,
PMS questionnaires could be said to represent a social phenomenon, therefore
that is perhaps what they measure and, as Rodin (1992) might argue, this is also

what they reproduce.

This, however, does not address the issue of women who do experience

premenstrual distress (Ussher, 1992a, 1992b). By merit of their high incidence,
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the status of premenstrual symptoms or disturbance as abnormal may be
questioned: one estimation is that approximately 50% of women experience
premenstrual symptoms in all or most of their menstrual cycles (Gath et al, 1987),
with around 8% experiencing serious disruption to their lives because of PMS
(Wood et al, 1992). The incidence of PMS will be discussed in the following section.
The ability of current measures of premenstrual symptoms and PMS to adequately
describe premenstrual distress, or to distinguish between women suffering from
‘true’ PMS, and those suffering from some other disturbance, is further

questionable.

3.3 The incidence of PMS.

Estimates of the incidence of PMS within the general population of women of a
reproductive age vary, depending upon the diagnostic criteria used (Ussher,
1987). It further varies depending upon the mean age of the population under
study, their gynaecological history, psychological and genetic factors (Golub,
1992).

It has been estimated that between 5% and 95% of women of a reproductive age
experience PMS (Harrison et al, 1985; Clare, 1983). A more recent estimate suggests
that between 10% and 40% of women experience severe distress or disruption to
their lives as a result of PMS (Mortola, 1992).

Lloyd (1963) referred to the symptoms of irritability and depression as the ‘mid-
thirties’ syndrome, a comment which illustrates the modal age of incidence
(Golub, 1992). Dalton (1964a), using her definition of PMS (outlined in section
3.2.1) argues that the incidence of PMS increases with age. In her own research,
Dalton (1964a) reports an incidence of 30% - 44% in women in their mid-thirtics,

when, she suggests, incidence of PMS peaks.

Moos (1968) compared a.group of women under the age of 21 with a group of
women over 31, and reported that the older group of women were significantly
more likely to experience premenstrual symptoms than the younger group. More
recently, Golub and Harrington (1981) compared the physical and psychological
symptom scores of a group of 15 - 16 year-old students with a group of adult
women (mean age = 37). They reported that the group of younger women were

more likely to experience symptoms in the menstrual phase of their cycles,
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whereas the group of older women were more likely to experience premenstrual

symptoms.

Comey & Stanton (1991) collected survey data from 658 women who reported some
premenstrual symptoms, recruited through the media. The sample were self-
selected, and it is interesting to note the characteristics of this population who,
whilst they are determined by the readership of the publications in which the
study was advertised (Good Housekeeping magazine, and the Sunday Mirror), and
although this study relies on self-report or self-diagnosis, may give an indication
of the groups of women in which PMS is most commonly reported. The majority of
the women (n = 381, 57.9%) were in their thirties, married (76.4%), with 1 - 2
children (57.4%). 30.5% of the sample had suffered from PMS for 5 - 10 years, and
48.2% could identify no apparent reason for the onset of PMS. Participants were
asked to report which of their symptoms they found most distressing, and of the
13 most commonly reported (more than 60% of the sample) symptoms, 9 could be
classified as emotional or behavioural. 91.9% of the sample reported irritability as
a premenstrual symptom, and 84.5% reported tension. 55% of the sample reporicd
that PMS had a significant effect upon their relationship with their partner, and
48% had visited their GP for PMS symptoms in the past year. The authors conclude
that to this sample of women, PMS represented a major disability to their

emotional, professional and familial functioning.

There is not a great deal of research upon the cross cultural incidence of PMS.
Chandra and Chaturvedi (1989) report the results of a study of forty eight female
nursing students of Indian background, ecvaluated retrospectively for cognitive,
affective and somatic changes in the premenstrual phase. Whilst premenstrual
symptoms of some description were common, more of the symptoms reported
related to somatic changes. Additionally, only 6% of the sample met the criteria
for LLPDD, a figure that is lower than most Western studies (Chandra &
Chaturvedi, 1989). The sample used in this study is quite small for such a survey,
and the use of retrospective reporting methods will be discussed later in this

chapter.
In a further study, Chaturvedi & Chandra (1991) examined menstrual attitudes and

premenstrual experiences in a sample of 48 women of Indian background.

Menstruation, within this sample, was more likely to be viewed as a natural rather
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than a debilitating event, with naturalness attitudes being highly correlated with

well-being.

Hasin, Dennerstein & Gotts (1988) conducted a cross cultural study of menstrual
cycle related complaints across different ethnic groups in Australia, collecting
data from a total of 130 women. 50.8% of the total sample reported some menstrual
symptoms, which were predominantly somatic in nature. 69% of the sample
reported some premenstrual symptoms. Of the different ethnic groups surveyed,
Vietnamese, Turkish and Greek women tended to report mostly somatic
premenstrual symptoms, which compares with 60% of Australian and 53% of
Italian women reporting mostly psychological and behavioural premenstrual

symptoms.

Returning to Bancroft’s (1993) point, made in section 3.2.1, that LLPDD diagnosis is
based upon the assumption that PMS will only occur in ovulatory cycles, Mectcalf
and MacKenzie (1980) note that 91% of women aged 30 - 39 ovulate regularly,
whereas only 62% of women aged 20 - 24 will do so. This could explain the reported
difference in incidence of PMS for different age groups, as anovulatory cycles do
not exhibit the pre- and post-ovulatory fluctuations in progestcrone and

oestrogen typical of ovulatory cycles (Golub, 1992).

3.4 Aectiology of PMS.

Despite such large estimates of prevalence, and despite (or perhaps as a result of)
the resecarch effort expended upon providing a definition of PMS, a wide variety
of different aetiological profiles for PMS have been proposed, and little, if any,
consensus exists. Many of the aetiological models that exist of PMS arc trcatment
driven rather than theory driven, which perhaps reflects the attempts of
clinicians to treat women presenting with severe premenstrual symptoms
(Tucker & Whalen, 1991), and the fact that much of this research is funded by

drugs companies must, to some extent, influence this.

Ussher (1992a) proposes that the predominant model through which PMS is
understood, researched and treated is a bio-medical one. Within this model, the
menstrual cycle is. treated as an independent variable which may effect
behaviour, mood or performance (MacFarlane & MacBeth-Williams, 1990). It has

already been noted that whilst many women will experience some physiological
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change or symptoms along with the course of their menstrual cycle (Richardson,
1992a), not all women will experience changes in mood or behaviour, and those
that do may find that the extent of this change may vary from cycle to cycle
(Bancroft, 1993). The assumption beneath the adoption of a bio-medical model
within PMS research is that the symptoms and timing are related to a pathological
state, and that this state is related to ovarian hormones (Walker, 1992). Precise
aetiological accounts vary, and the following section will briefly review

actiological theories of PMS that can be said to fall within this bio-medical model.

3.4.1 Ovarian Hormones.

The occurrence of PMS in the luteal phase of the menstrual cycle might well lead
to the supposition that PMS is related to ovarian hormones and thercfore to luteal
function (Walker, 1992). Backstrom et al (1983) found that premenstrual
symptoms tend to begin after the LH surge and increase until progesterone and
oestrogen levels have fallen.  Walker (1988) has found that symptoms arc not
related to levels of ovarian hormones on a day-to-day basis. There is little support
for, or research into, an oestrogen-only hypothesis for PMS (Tucker & Whalen,
1991), and the majority of hormonal models of PMS centre on the role of

progesterone as causal of premenstrual symptoms,

A crucial issue here is that whilst the symptoms of PMS may be linked temporally
to changes in the levels of circulating ovarian hormones, for these hormones to
be implicated in the aetiology of PMS then a difference between womecn with and
without PMS should be established. Many studies have attempted to do this: Some
have found differences in specific points of the luteal phase (e.g. Watts et al,
1985), others have failed to find any differences between groups of women (e.g.
Taylor, 1979; Backstrom et al, 1983; Rubinow et al, 1988). In a review of ovarian
hormones and PMS, Walker (1992) concludes that there is little evidence to
support a consistent hormonal dysfunction or deficiency in PMS, but that the use
of different definitions of PMS and varying ways of measuring hormone levels

makes comparison between studies difficult.

Dalton (1964a, 1982) proposes that PMS is caused by an imbalance in the ratio of
oestrogen to progesterone in the luteal, or post-ovulatory phase. Progesterone is
presumed to be deficient, causing the symptoms of anxiety, water retention and

breast tenderness (Dalton, 1964a). Progesterone is believed to have calming
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effects, whereas oestrogen is thought to increase anxiety. Therefore, a lowering
of the progesterone-oestrogen ratio is believed to lead to an increase in tension
and irritability premenstrually (Day & Taylor, 1981). It has also been suggested
that dysphoric emotional symptoms are related to decreasing progesterone levels
(Rausch & Janowsky, 1982).

Progesterone treatment for PMS has, in the past, been credited with great success.
Greene & Dalton (1953) suggested that treatment for PMS with progesterone was
almost invariably successful, and other sources have suggested that this
treatment can remove the symptoms of up to 77% of patients (Norris, 1983).
Dennerstein et al (1985) conducted a double blind placebo controlled trial of oral
progesterone as a treatment for PMS, and report a beneficial cffect upon water
retention and mood symptoms. Progesterone is still, at present, the treatment of
choice for PMS of the majority of practitioners (O’Brien, 1993). However, it has
been noted that there is a dearth of double blind placebo controlled rescarch
supporting a progesterone hypothesis (Ussher, 1992a), and of the controlled
rescarch that has been carried out, progesterone has often proved to bc no more
effective in alleviating symptoms than placebo (Andersch & Hahn, 1985;
Maddocks et al, 1986; Maxson, 1987; Freeman et al, 1990)

Indeed, progesterone deficiencies have been found in a minority women, but
Dalton (1982) proposes that the success of progestrogen therapy stands as
convincing evidence for this aetiological model. As has been noted, many studies
have failed to replicate this finding, and progesterone therapy often fails to
perform better than placebo in treatment trials (Maxson, 1987). Furthermore, it is
of note that whilst many aetiological theories of PMS cite the success of hormone
treatment in evidence, a large placebo response is typical of such studies
(Andersen et al, 1977, Day, 1979; Day & Taylor, 1981; Metcalf & Hudson, 1985).
Magos, Brincat & Studd (1986) found that 94% of participants in a control
condition reported and overall improvement in their symptoms when given a
placebo treatment, and 84% considered the placebo to be more ecffective than

other forms of treatment that they had tried.
3.4.2 Prostaglandins.

'Prostaglandins, locally acting and swiftly metabolised fatty acid derivatives found

throughout the body, are similar to neurotransmitters and act upon specific cell
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membrane receptors (Tucker & Whalen, 1991). Uterine prostaglandins are
regulated by the action of ovarian hormones, implicated in a number of effects
such as uterine contractions. It is possible that under the right circumstances,
prostaglandin levels may influence certain neurotransmitters that qffect mood,
whilst being directly involved in the production of certain physical symptoms

such as pain and nausca (Budoff, 1980).

3.4.3 Water retention.
Water or fluid retention is often cited as a cause of some premenstrual symptoms,
such as weight gain and breast tenderness. Breast volume gradually increases
after ovulation and reaches a maximum level on the first day of menstruation, and
breast tenderness is thought to be caused by the effects of oestrogen upon the
breast tissue (Golub, 1992).

Janowsky et al (1973) conducted a carefully controlled study examining mood,
weight, and urinary potassium and sodium levels. A gradual increase in negalive
affect, weight and the sodium / potassium ratio was found in the lutcal, late luteal
and early menstrual phases of the cycle. It is suggested that this increase in the
sodium / potassium ratio may explain some of the water-retention symptoms
experienced by women. Aldosterone, a renal regulator, has also bcen implicated
in this, but the evidence is contradictory. Reid and Yen (1981) suggest that water-
retention type symptoms may simply be the cause of localised processes at the
affected sites and many recent reviews (Backstrom, 1983; O’Brien, 1987; Strickler,
1987; Tucker & Whalen, 1991) can find no strong support for any water rctention

hypothesis.

3.4.4 Prolactin.

Prolactin, a substrate associated with the control of ovarian hormones and also
fluid regulation, has been implicated in the aetiology of PMS (Rausch & Janowsky,
1982). However, the evidence for this is extremely limited (Tucker & Whalen, 1991;
Golub, 1992), and Steiner et al (1984a; 1984b) have failed to find evidence of any
atypical menstrual or circadian cyclic secretion of Prolactin in a group of women

with severe PMS.

3.4.5 Cycle entrainment.
McNeil (1992) suggests that PMS is the result of the synchronisation of the
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menstrual cycle (a major infradian rhythm) with an independent mood cycle.
Certainly, there is some evidence that both men and women experience a mood
cycle (Parlee, 1991), and McNeil (1992) proposes that a naturally occurring mood
‘dip’ coincides with the premenstrual phase, exacerbating the mood change.
Oestrogen and progesterone also affect the body’s circadian (24 hour) rhythm,
and it has been found that women with PMS respond favourably to phototherapy
(Parry et al, 1990).

3.4.6 Dietary factors.

Finally, dietary factors, such as vitamin B6, vitamin E, magnesium and zinc have
been implicated in PMS (Williams et al, 1985; London et al, 1983). In a survey of
treatment practices, Lyon & Lyon (1984) found that vitamin therapy was
advocated by 60% of practitioners surveyed. However a recent review of an
intervention using vitamin B6 (Kleijen et al, 1991) failed to find any effect above
that of placebo response, and Tucker and Whalen (1991) conclude that dietary

inadequacy is unlikely to be the cause of PMS.

3.4.7 Genetic factors.

There is some evidence for a genetic factor in the aetiology of PMS. Kendler et al
(1992) retrospectively assessed self-reported symptoms in the premenstrual and
menstrual phase in more than 800 female twin pairs. They report that a
phenotypic factor analysis showed that premenstrual and menstrual symptoms
occurred independently of one another, and further that familial resemblance
for menstrual and premenstrual symptoms was due solely to genetic factors. From
this analysis, they posit heritability estimates for menstrual and premenstrual

symptoms of 39.2% and 35.1% respectively.

Lewis & Hom (1991) assessed a possible genetic component for premenstrual
symptoms, and further investigated the association of neuroticism with
premenstrual changes. In a well-controlled study, 24 monozygotic (identical) twin
pairs, 24 dizygotic (non-identical) twin pairs and 24 age matched unrclated pairs
of women aged 18 - 35 were administered the PAF and a personality inventory.. It
was found that monozygotic twins were more similar in their rctrospective
reporting of premenstrual symptoms, particularly mood changes, and further

that high neuroticism scores correlated with report of premenstrual changes.
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Van den Akker et al (1987) surveyed 462 British female twin pairs collected from
two different registers, in order to assess genetic and environmental influences
on menstruation and experience of symptoms. Menstrual cycle histories were
collected retrospectively from all participants, along with prospective
information for PMS symptoms. Environmental influences were found to account
for menstrual cycle length, and genetic factors were found to account for age at
menarche. Genetic factors were also found to account for experience of PMS

symptoms.

The studies reported above would appear to provide some evidence for a genetic
factor in PMS. However, it is difficult to ascertain whether, for example, the twin
pairs studied were raised together or apart, and in what socio-economic
background each was raised, from the reports themselves. Factors such as this
may influence the way in which members of twin pairs report symptoms, and
what symptoms they report, if we consider the role of socio-cultural influences

on the self-report of PMS.

3.4.8 Summary.
To conclude, a wide range of aectiological theories have been proposed for PMS,
and this section has attempted to present only a brief summary of the main models
proposed. Such models are often supported by evidence from treatment trials.
Progesterone has been a preferred medical treatment for many years, yet natural
progesterone has proven to be no more effective than placebo in double blind
trials (Sampson, 1979; Andersch & Hahn, 1983; Maddocks et al, 1986). As two recent
reviews note, there is no single biological marker for PMS, and no simple
relationship between hormones and PMS symptoms (Bancroft, 1993; O’Brien,
1993). Additionally, no one treatment has been shown to be consistently more
effective than placebo (Bancroft, 1993). Walker (1992) suggests that the lack of
methodological comparability between trials, and the problems in defining PMS,
make a firm conclusion as to the aetiology of PMS impossible. Walker (1992)
continues:
“Further basic research is clearly needed to identify the precise nature and
prevalence of PMS before aetiological hypotheses can be made. The
important conclusion to be drawn from the available evidence is that the
symptom severity which distinguishes the PMS sufferer may have little or
nothing to do with PMS itself’
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(Walker, 1992 Pp76).

3.5 Treatments for PMS.
As Tucker & Whalen (1991) point out, a great deal of the aetiological accounts of
PMS are inseparable from the research on PMS treatments. This section will

briefly review a small number of treatments for PMS, and treatment outcomes.

Hormonal treatments for PMS have been examined in the context of ovarian
hormone aetiological models. As has already been noted, there is a large placebo
affect for all treatments for PMS, and in adequately controlled double blind trials
progesterone treatments have more often than not failed to be more effective
than placebo in the alleviation of premenstrual treatments. Oral contraceptives
are sometimes prescribed as a treatment for PMS (Price, 1990), and despite earlier
studies showing some promising results (e.g. Hezberg, 1971), subscquent double
blind placebo controlled trials have failed to replicate these findings (e.g. Morris,
1972).

Vitamin therapy, dependent upon a predominantly dietary model for PMS, has
proven to produce equally conflicting results. Some studies have found
pyridoxine (vitamin B6) to be beneficial in alleviating some of the corc symptoms
(e.g. Taylor, 1979), and others have not (e.g. Stokes, 1972). Added to which, B6,

when taken in large doses, can have some distressing side effects (Price, 1990).

Bromocriptine, a dopamine agonist used also in the treatment of amenorrhoea,
infertility and Parkinson’s disease, has been used to treat PMS (Price, 1990).
Dopamine is the primary prolactin inhibitory factor in the central nervous
system, therefore bromocriptine has an inhibitory effect on prolactin levels.
Some studies have shown bromocriptine to be wuseful in alleviating water
retention and irritability (Anderson, 1979; Elsner, 1980), however it does not
appear to effect other symptoms (Steiner, 1979). Diuretics have also been used to
treat the symptoms of water retention, but have little effect on other symptoms
(Price, 1990).

Prostaglandin inhibitors such as oil of evening primrose have been uscd to treat

the physical and emotional symptoms of PMS (Wood, 1980; Jakubowitz, 1982), as

have prostaglandin precursors (Abraham, 1983), in both cases with conflicting
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results. Other treatments include lithium carbonate (Steiner, 1980); Clonidine
(Price, 1984) and GnRH (Muse, 1984).

Freeman et al (1992) carried out a double blind, placebo controlled study of
progesterone suppositories in the treatment of PMS, with a view to determine
post-study PMS symptom levels and use of medication. At one year post-study, of
124 participants 27% were taking medication for premenstrual symptoms, with
symptom severity being less at follow up than at initial enrolment but still

greater than at the start of the original study.

Menkes et al (1993) examined the efficacy of fluoxetine (an anti-depressant,
sometimes marketed as Prozac) in the treatment of PMS symptoms. In a double
blind, placebo controlled trial, the authors report that fluoxetine produced
marked improvement in 15 of 16 women to complete the trial, with eight women
showing almost complete remission of symptoms. They also report that the action
of the medication extended over affective, physical and behaviour componcnts of
PMS. The sample size of this study is extremely small, however, and bearing in
mind the possible adverse reactions that have been reported in conjunction with

fluoxetine (see Menkes, 1993), more research is needed.

There is no one reliable treatment for PMS, and recent reviews have highlighted
the lack of adequately controlled double blind treatment trials (e.g. Robinson &
Garfinkel, 1990). Similarly, the recommendations for treatment that have comec
out of treatment reviews have tended to conclude that treatment is best managed
on an individual basis, with different treatments tried (Harrison, Sharpe &
Endicott, 1985; Price, 1990; Robinson & Garfinkel, 1990).

3.5.1 Summary.

Definitions, aetiology of and treatment for PMS have been reviewed. It is
concluded that whilst there has been effort to produce a definitive diagnosis for
PMS, no consensus has yet been reached, and similarly that whilst therc are many
actiological theories and proposed treatments, the evidence for the proposed
models of PMS is often contradictory and no one treatment for premenstrual

symptoms has proved to be uniformly effective.

3.6 Critical accounts of PMS.
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Mention has been made thus far of certain methodological and epistemological
problems central to the debate around PMS, and it’s associated measures. The
following sections will review what may be termed the methodological and
feminist critiques (Ussher, 1992a) in the area, before reconstructed theories of

the menstrual cycle and PMS are examined.

3.6.1 Methodological problems.

It has already been noted that the lack of uniform definition of what constitutes
PMS (and how to measure it) renders interpretation of the vast array of studies in
the area problematic, and comparisons often impossible. Many of the
methodological problems in PMS research have been dealt with in this chapter as

the literature has been reviewed, and this section will succinctly cover thec main

points.

Ussher (1992a) notes that different definitions of menstrual cycle phases have
been used by different studies, and the majority of hormonal studies fail to usc

any proposed standardised definition of PMS (Walker, 1992).

Studies within what might be termed the bio-medical model of PMS have tended to
treat the menstrual cycle‘ as an independent variable, that may influence a
woman’s mood, performance or behaviour. However, as described in chapter 2,
the menstrual cycle is controlled by a series of complex interactions between the
central nervous system (CNS) and the ovaries, and the precise nature of these
relationships is not yet fully understood (Walker, 1992). Almost every body system
(such as body temperature, blood pressure, pulse rate) may be affected by
menstrual cycle changes, and the menstrual cycle itself may be affected by
emotional or physical stress (Golub, 1992). Stress promotes increased utilisation of
the neurotransmitter norepinephrine, and chronic stress over time gradually
depletes the body’s norepinephrine stores. Norepinephrine is implicated as an
agonist of GnRH, and if norepinephrine levels are low as a rcsult of stress at mid-
cycle, then the LH surge required for ovulation may not occur (Golub, 1992).
Additionally, stress may affect hypothalamic response (Golub, 1992).

Furthermore, studies -that have examined changes across the menstrual cycle take

measurements at different points. Some studies take measurements at only two

discrete points in the cycle, and when this is confounded by the different cycle
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phase definitions utilised by different studies, comparisons and evaluations based
on the literature become extremely difficult to make (Ussher, 1992a; Bancroft,
1993).

It is of note that many studies illustrate a discrepancy between cyclical symptom
changes evaluated by retrospective and prospective report, with retrospective
reports often obtaining variations not found when prospective methods are
employed (e.g. Abplanalp et al, 1979; May, 1976; Moos et al, 1969; Vila & Beech,
1980). This has led some researchers (e.g. Rodin, 1992) to posit that such
variations are due to the influence of socio-cultural factors upon symptom recall,
and it has been suggested that responses given in retrospective reports reflect
cultural stereotypes about menstruation and the menstrual cycle (McFarlane &
MacBeth-Williams, 1994).

Parlee (1980) observes that researchers have often failed to ensure that their
participants have remained blind to the purpose of menstrual cycle research. If
women are aware of the menstrual cycle focus of a study, it is argued that they are
more likely to report negative mood fluctuations (Parlee, 1974) or that they will
misattribute genuine symptoms to the menstrual cycle (Koeske, 1977). Golub &
Harrington (1981) found cyclical changes in mood when participants were
administered an instrument labelled ‘menstrual distress questionnaire’ (Moos,
1977), but failed to find such an effect for an unlabelled instrument. Furthermore,
instruments such as the MDQ have been criticised for a negative bias in responsc
items, which may lead to a biased representation of premenstrual experiences
(McFarlane & MacBeth-Williams, 1984). Studies may also fail to place menstrual
cycle related mood changes in context, by comparison with other samples (such as

men) or other cycles (such as week-day) (McFarlane & MacBeth-Williams, 1990).

A final issue of note in the problems around interpretation and comparison of
PMS studies is the possible publication bias noted by Ussher (1992a), who observes
that whilst many studies looking at the effects of the menstrual cycle upon
performance, mood and behaviour will not achieve statistically significant
results, it generally only those studies that do achieve this that are published. This
leads to a published face of PMS and menstrual cycle research that may be
unrepresentative of the vast majority of endeavours to find a menstrual cycle

effect on measures of mood and performance.
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3.6.2 Methodological issues associated with questionnaire use.

The MDQ (Moos, 1968), MSQ (Chesney & Tasto, 1975) and PAF (Halbreich & Endicott,
1982) are all widely used instruments in the field of PMS research. There are,
however, a number of problems with both prospective and retrospective
questionnaire use, and more specific criticisms aimed at the instruments
themselves. It is useful to review these methodological problems prior to an
examination of further questionnaire studies in order to place questionnaire use

in the area of PMS within it’s scientific context.

As has already been noted, a number of symptoms are associated with the
premenstrual phase. Attempts by researchers to assess thesc by the use of
questionnaires have often proved confusing: for example, some studies
investigating mood change in the premenstrual phase have found an incrcase in
negative affect, irritability and anxiety (e.g. Moos, Kopell, Melges, Yalom, Lunde,
Clayton & Hamburg, 1969; Golub, 1976; Voda, 1980) whilst others have found no
change (e.g. Silbergeld et al.,, 1971). Brockway (1976) found no change in scores
on the Pain and Negative Affect sub-scales of the MDQ for intermenstrual and
premenstrual reports, although Brockway’s participant’s low completion rate
could have affected this result (Richardson, 1990). Given the methodological
discrepancies in this particular literature, it is very difficult to asses the impact of

cycle phase upon retrospective questionnaire reports.

Groer, Carr & Younger (1993) investigated the relationship between cycle phase,
illness and menstrual cycle related distress. Sixty five non-pill using women
were administered the MDQ, a stress measurement scale and a checklist of
infection symptoms. It was found that whilst infection symptoms tended to cluster

around perimenstrual phase, there was no phase specific effects upon MDQ scorcs.

Studies investigating mood change across the cycle , using measures of state or
mood with cycle phase as an independent variable provide similarly conflicting
results. Asso (1983) suggests that this may be due to the inappropriateness of
clinical measures of depression, which may not bc sensitive enough to the levels
of change occurring. However, these findings may also reflect the fact that
different studies have wused different definitions (and provided different

instructions for participants) of cycle phase, specifically what period of time
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constitutes the premenstrual phase, and some studies have only taken

measurements at two points of the menstrual cycle (Ussher, 1992).

Richardson (1990) states that a general problem with instruments such as the MDQ
is that they rely heavily on women’s recollections and the accuracy of self

reporting.

Parlee (1991) has noted the reclationship between culture and PMS, and the
cultural embrace of the notion of the ‘diseased’ female reproductive cycle. In an
earlier study, Parlee (1974) showed that women’s reports of their own
paramenstrual experiences were very similar to those given by women when
asked to describe premenstrual experiences in general, and those given by men
in response to the same. Brooks-Gunn and Ruble (1980) argue that women'’s
reports of menstrual symptoms reflect cultural beliefs and expectations about the
menstrual cycle, and it could be argued that the same point may apply to beliefs
and expectations about premenstrual experiences. Christensen and Oci (1990) uscd
the PAF to investigate men’s perception of women’s premenstrual changes. A
sample of 95 male University students aged 17 - 55 were administered the PAF, and
it was found that men believed women to suffer dysphoric changes such as
hostility, mood changes and low self esteem, as well as physical discomfort and
behavioural changes. Ruble (1977) demonstrated the enduring effects of cultural
beliefs about PMS in a study where women werc given false feedback about their
cycle phase. False information about cycle phase led: to different symptom
ratings among women who were actually at the same phase of their menstrual

cycles.

Finally, Olasav and Jackson (1987) found that showing women videotapes
designed to either increase or decrease their expectations about mood changes
across the menstrual cycle had far reaching effects on women’s subsequent mood
reports: at a 40 day follow-up session women still showed altered symptom reports,
and the videos seemed to also effect their day-to-day mood reports throughout the

menstrual cycle.
If it is the case .that symptom ratings on retrospective measurcs can be

manipulated by false information about cycle phase (Ruble, 1977), or that similar

scores can be achieved when people’s beliefs (e.g. Brooks, Ruble & Clark, 1977;
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Olasav & Jackson, 1987; Christensen & Oei, 1990) rather than experiences are
assessed, then such measures should be used and interpreted with caution. The
effects of cultural stereotypes and expectations may be further confounded by
memory constraints when women’s experiences are assessed by self report or
retrospectively - Richardson (1990) suggests that retrospective reports should be
contrasted with day-to-day symptom reporting. Finally, it could be argued that
actually labelling an instrument as a ‘Menstrual Distress Questionnaire’ may

contaminate subsequent responses (Ussher, 1987).

The use of retrospective self-report instruments, such as the original form of the
MDQ has been much debated (e.g. Koeske, 1983; Richardson, 1990; Ussher, 1992).
This is because many studies have failed to find any correlation between
retrospective symptom reports and day-to-day, or prospective, ratings (e.g. Moos
et al, 1969; Parlee, 1974; Brockway, 1976; Rouse, 1978; Abplanalp, Donnelly & Rose,
1979; Vila & Beech, 1980). Brockway (1976), for example, found significant
differences between prospective and retrospective ratings of Pain and Negative
Affect on the MDQ. These findings would suggest that retrospective questionnaire
assessments are of questionable validity. It has been argued that the cause of this
discrepancy might be the effect of cultural stereotypes on retrospcctive reports
(Koeske, 1983; Richardson, 1990), although Olasav and Jackson’s (1987) study
manipulating women’s expectations of their menstrual cycle related symptoms

showed effects on both retrospective and concurrent reports (Richardson, 1990).

Boyle and Grant (1992) used the MDQ and the Differential Emotions Scale to
quantify physical and emotional premenstrual change both retrospectively and
prospectively in a sample of 103 women (oral contraceptive users and non-users).
They found that prospective reports showed less discernible symptoms than did

retrospective reports.

There is some evidence that prospective reports tend to produce lower symptom
ratings than retrospective ones. Endicott and Halbreich (1982) found that
retrospective ‘administration of the PAF produced higher symptom severity
ratings than did subsequent prospective reports. This may be because of
differences in premenstrual phase experienced by women - many studics will use
an average of total symptom ratings over the days when premenstrual symptoms

are expected, which may prove to be misleadingly low (Moos, 1985). Diffcrences in
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procedures used to collect the two types of data may also affect the levels of
symptoms that women report (Richardson, 1990). It has been argued (Logue &
Moos, 1986) that in order to address this problem, both prospective and
retrospective data should be collected. These issues have ultimately led to the use
of prospective ratings in the diagnosis and research of PMS, in order for a study

to gain academic credibility (Walker, 1993).

However, it should be noted again that women’s premenstrual symptom
experiences often do vary from cycle to cycle (Richardson, 1990; Golub, 1992).
From the results of a study that directly compared scores on modified forms of the
prospective and retrospective MDQ, Hart, Coleman and Russell (1987) concluded
that much of the discrepancy between retrospective and prospective findings are
due to this variation, and further suggest that as retrospective reports may reflect
a woman’s expectations or general-to-average experience of her menstrual cycle,
as such they are distinct in quality from prospective assessments and of great
interest to research (Hart et al, 1987). Thus it can be argued that prospective and
retrospective questionnaires are not necessarily measuring the same aspect of
women’s experience, which makes comparisons between the two types of

measures misleading,.

There is considerable evidence to support the use of blind rather than informed
designs in PMS research. It has been suggested (Englander-Golden et al, 1978) that
the use of retrospective measures of paramenstrual symptomology neccssitates an
informed design, to ensure that the data collected may be compared with
particular cycle phases. This of course is not the case if a general mood
assessment instrument is used (as opposed to one that is designed specifically to
assess paramenstrual symptomology) to investigate the effect of the menstrual

cycle on mood or emotional states.

Golub and Harrington (1981) found cyclical changes in mood when using the MDQ
with a population of normal women, but found no similar change when mood
scales that were not menstrually labelled were used. Vila and Beech (1980) found
in their study of 24 phobic patients that use of menstrually related questionnaires
produced reported mood changes, whereas use of concurrent mood reports in a

blind condition produced no such effects.
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Gallant, Hamilton, Popiel and Morokoff (1991) used daily ratings of moods and
symptoms to examine the relationship between symptom experience, awareness of
study focus, gender, menstrual cycle phase and day-of-week. From the results of
30 normally cycling women and 23 men from whom ratings had been collected
for two cycles or two months (respectively), and by randomly assigning the
women to an aware or unaware group regarding the menstrual cycle focus of the
study, six factors (dysphoric moods, well-being, physical symptoms, personal
space, food cravings and depression) were found to account for 70% of the
variance in responses. Women who were unaware of the study focus reported less
well-being than men during the premenstrual phase, but did not differ on any
other measure, and it was further found that aware women did not significantly

differ from men on any of the measures taken at any point.

If there is a case for the use of blind or uninformed designs in quecstionnaire
studies, then it would seem fair to say that this would depend on the particular
research questions of any one study. In logical terms, to use an informcd design
would necessitate the acknowledgement of the possible effects of  sociocultural
factors in any subsequent analysis. Certainly, if one take the possible role of
cognitive factors into account (see chapter five) then explicit use of the terms
‘menstrual’, ‘premenstrual’ or ‘menstrual distress’ in information given to study
participants may serve to ‘cue them in’ to a particular set of menstrual-cycle

related cognitions, or, in broader terms, beliefs.

3.6.3 Feminist & socio-cultural critiques.
This section will review feminist critiques of PMS research, as a precursor to

outlining a feminist standpoint on PMS in chapter four.

From the critical accounts of science outlined at the beginning of this chapter, it
may be suggested that PMS represents social values and represcntations of
femininity legitimised through the lens of science. This is a crucial point:
Returning now to the beginning of this chapter, it is possible that we may view
the concept of PMS and the female reproductive cycle in a new light, and this
critique is central to my thesis. Certainly, it has been suggested elsewhere
(Parlee, 1991) that the concept of PMS represents a gendered illness category,
furthering the interests of specific institutions and negating what might be seen

as legitimate female protest and response to social conditions. Parlee (1991)
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observes that initially, feminist researchers adopted three strategies in order to

counteract the biological reductionist focus of most PMS research.

In the first place, Parlee (1991) notes that scientific evidence was gathered by
researchers to show that menstruation has no impact upon women’s work related
performance (e.g. Sommer, 1973; 1992). Martin (1987) notes that if it were the case
that menstruation, and specifically PMS, emerged as an illness category as women
were subjected to the increased pressures of work in the industrialised West, then
incidence of PMS would increase alongside greater work discipline. This, she
argues, is not illustrated by the literature (Martin, 1987). Secondly, evidence was
collected to illustrate that women are not uniquely affected by cyclical changes
(e.g. Parlee, 1978). Finally, Parlee (1991) observes that the significance of
premenstrual effects upon mood, behaviour and performance was placed in
context alongside the effects of other cycles, such as day of the week (e.g. Golub,
1976). Ussher (1992a) terms such research strategies ‘liberal feminist’, in as much
as they seeck to provide a methodologically better, rather than diffcrent, account
of PMS.

The concept of PMS as a syndrome has also becn called into question (e.g. Laws,
1985; Golub, 1992), the contention being that such a diverse array of symptoms
hardly merits the label of ‘syndrome’. Allen (1990) suggests that one may as well
posit the category of pre-breakfast syndrome, under which umbrella term to
place all the possible symptom experiences associated with waking up in the
morning such as smokers cough, habitual fatigue or hangover, morning sickness
and so on. This comment upon the use of the term syndrome in describing
premenstrual experience highlights again the diversity of symptoms reported by
women, and others (Golub, 1992; Richardson, 1993) have noted that PMS does not
meet the dictionary requirements of a syndrome at all. It is worth remembering,
too, that homogeneity of symptom timing does not necessarily imply homogeneity

of aetiology.

Koeske (1983) has argued that whilst socio-cultural research provides us with
evidence that biological factors cannot account for the entirety of women’s
premenstrual experience, at the same time they fail to provide an alternative to
the predominant biological reductionist models of PMS. This, Koeske (1983)

argues, is because basic assumptions about gender, personality, and the
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‘individual differences’ model employed by such research are not questioned.
Koeske (1983) calls for methodological safeguards against bias in socio-cultural
research, but also for a more adequate cultural analysis of PMS. It may be
suggested that this can only be provided by placing PMS firmly within its

cultural and scientific context, as this chapter has attempted to.

Rodin (1992) reviews the inconclusiveness around PMS research from a feminist
position, and concludes that it is symptomatic of persistent cultural and medical
constructions of femininity. Supporting Martin’s (1987) contention, that PMS may
be seen as a mode for the expression of women’s anger as a result of her
oppressed status in capitalist society, Rodin (1992) argues that the category of PMS
is produced and reproduced by medical (scientific) discourse, and that it cannot be

separated from a cultural context that seeks to define and contain women.

3.6.4 Summary.

Fundamental problems with the concept of, and research into, PMS have been
revealed in the preceding sections of this chapter. We have noted that no one
aectiological model, definition or treatment exists, and have further noted the
methodological deconstructions of the literature and the feminist and socio-

cultural critiques that have -developed over the last twenty years.

There are, however, two important points to consider before the category of PMS
is dismissed altogether. The first is that some women do experience a significant
degree of premenstrual distress, in spite of the problems observed hercin, and
will benefit from a diagnosis of PMS (Parlee, 1991; Ussher, 1992a). The second
point is that the bio-medical model, feminist and socio-cultural critiques have all
failed to reach a solution to this distress in the form of an effective treatment for
PMS (Koeske, 1983; Ussher, 1992a). The vast amount of research into the aetiology
has either been treatment, rather than theory driven (Tucker & Whalen, 1991), or
correlational rather than hypothesis testing in nature and therefore resting
upon assumptions that have been deconstructed here. Predominant models of PMS
have thus failed to generate an adequate theoretical account of the syndrome,
and therefore have not addressed the issue of what distinguishes a woman who
does self-report PMS from a woman who does not. Nor can the bio-medical
approach account’ for the problems of ‘false positives’ and ‘false negatives’

(Hamilton & Gallant, 1990). Therefore, practitioners who are being asked to treat
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women presenting with premenstrual symptoms can provide no long-term
solution that is more effective than placebo, and an opening exists for a
reconstructed feminist anfi psychological theoretical account of PMS. The final
section of this chapter will review the development of psychological and multi-

factorial approaches to PMS.

3.7 Reconstructed approaches: Towards a psychological theory of
PMS.

Use of a psychological approach to understanding women’s experience of PMS
implies a belief in the assumption that factors other than hormonal ones have a
significant role in causation. The term ‘psychological’ is rather a broad one, and
could indicate a variety of approaches from the psychophysiological to the social
psychological. Use of a psychological-type model or approach in PMS research is
not new, and there are many examples of studies on social cognition, stress,
arousal and attribution that have until recently been considered alone, or as part
of a general socio-cultural critique of predominantly bio-hormonal approaches to
PMS. New developments are reviewed in this section, however, in the form of

multi-factorial or bio-psycho-social approaches to PMS.

Horney (1931) makes the first link between PMS and a psychological mechanism,
by suggesting that premenstrual tension may be caused by repressed conflict and
desires relating to child-birth. Walker (1993) terms this a psycho-therapeutic
model of PMS, where normal hormonal variation added to some psychological

conflict result in the abnormal symptoms of PMS.

More recent psychological theories of PMS may be broadly termed social-
psychological models (Walker, 1993), and tend to be uni- or bi-variate in
structure. For example, some research suggests that situational factors and
subsequent attributions may play a part in determining and subsequently
labelling mood changes (e.g. Koeske & Koeske, 1975; Parlee, 1982; Bains & Slade,
1988). Koeske & Koeske (1975) found, using a vignette paradigm, that both men
and women attributed the negative moods of a female character to menstrual
cycle factors, but positive moods to external events. Based on this study design,
Bains & Slade (1988) investigated sixty women’s attributions of a character’s
emotional responsés and actions in set vignettes. It was found that women were

more likely to attribute negative moods occurring premenstrually to health
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factors, whereas negative moods occurring intermenstrually were more likely to
be attributed to work or personality factors. Positive moods tended to be attributed

to background factors, day events and personality.

Koeske (1977) suggests that premenstrual symptoms may at least in part be
accounted for by premenstrual increases in autonomic arousal, with situational
cues determining the subsequent interpretation of arousal as positive or negative.
Koeske’s (1977) proposal is based on Schacter & Singer’s (1962) arousal theory of
emotion, which posits that emotionality results when an aroused person interacts
with the emotion labels provided by the context of a situation. Thus, the
premenstrual phase may provide a negative situation label. Koeske (1977)
measured physiological and psychological variables in a blind study, and found
some evidence of a general increase in arousal in the premenstrual phase of the
cycle. However, Koeske (1977) also reports a high level of individual difference in
the results, which suggests two modifications that might be made to further
studies along this line. In the first place, this study illustrates that use of within-
subject rather than between-subject study designs may be more appropriate.
Secondly, use of analytical techniques that employ the analysis of standard
deviations rather than mean scores may give a better indication of premenstrual

changes within subject groups (e.g. McFarlane & MacBeth-Williams, 1994).

Klebanov & Jemmott (1992) investigated the effects of expectations upon self
reports of premenstrual symptoms, by giving false information to participants
about cycle-phase. It was found that women who were told (falsely) that they
were premenstrual reported more pre-menstrual symptoms in a subsequent
ratings task. However, the authors conclude that whilst expectations appear to
have an effect upon premenstrual symptom reporting, the results of their study
also indicate that some women genuinely do experience more premenstrual

symptoms than others.

Coughlin (1990) found poor marital satisfaction to be the best predictor of PMS,
when other life events had been controlled for. Some studies have found that
menstrual and premenstrual distress are related to undesirable life events
(Wilcoxon et al, 1976; Siegal, Johnson & Sarason, 1979), and others that incrcases
in life stress are related to increases in the report of menstrual cycle related
symptoms (Koeske, 1977; Ussher, 1987). Beck et al (1990) investigated the
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predictive role of psychosocial stress upon symptom severity in twenty five
women with prospectively confirmed PMS.  Using a battery of instruments to
measure daily stress, mood and physical symptoms, Beck et al (1990) found no
association between cumulative daily stress and the severity of premenstrual

symptoms.

Such theories implicate coping skills, social support and expression of
symptomology in the onset and maintenance of PMS. Rubinow & Schmidt (1989)
further propose that the state model of psychological functioning be used as a
framework through which to understand premenstrual symptom incidence and
experience. This model generally presumes that alterations in perceptions and
behaviour occur within the context of differentiated and organised experiential
states, each of which is characterised by a particular set of beliefs, perceptions,
memory accesses, communication styles, self and object relations and so on
(Rubinow & Schmidt, 1989). Applied to PMS, the existence of a premenstrual state
implies a particular set of these characteristics, triggered premenstrually, and
mediating interactions between self and world, and the possibility of particular
cognitive sets or styles associated with PMS is raised. This model represents one of
the earliest attempts to integrate information from the social psychological

models within a more multi-factor framework.

Research is beginning to move towards a conceptualisation of thc menstrual cycle
as a multi-faceted experience (Ussher, 1992a). One of the reasons for this is the
need for an integrated research framework, through which to transgress the
theoretical impasse reached by the feminist, socio-cultural and methodological
critiques addressed ecarlier, and integrate these factors into a model that may
embrace many aspects of women’s experience of their menstrual cycles. Such a
multi-factorial approach need not exclude ovarian hormones in the actiology of
PMS, but nor need it afford them a predominance in our conceptual framework

that is not borne out by the literature.

Ussher (1992a), in a call for such a reconstructed approach to the menstrual
cycle, sets out her rationale thus: In other areas of psychology and medicine,
simple biological theories are gradually being turned over as inadequate, and
replaced by models that illustrate the complex relationship between life events,

social support, and personality variables. Ussher points out that this shift has
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already occurred in the field of depression (Ussher, 1992a).
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A Mutlivariate model of PMS; 1992a Pp 161.

The figure above illustrates how such a model may be applied to PMS, with trait

Figure 3.3: Ussher,

variables and broader social factors accounted for (Ussher, 1992a). There are
other similar approaches (see, for example, Walker, 1992, 1995: O’Brien, 1993).
Ussher (1992a) argues that this model effectively reconciles the results of

research studies reviewed earlier in this chapter, with perhaps some explanation

of the conflicting results of different research studies contained therein.
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For example, within this framework, a woman who experiences normal monthly
hormonal fluctuations might be subject to specific vulnerability factors (such as
personality factors) or, alternatively, specific life events which, in the context of
a set of cultural stereotypes about menstruation and femininity, lead her
eventually to self-diagnose PMS. One can see here how many different
combinations of factors may emerge, a possibility which again may serve to
explain previous conflicting research. Ussher (1992a) states:
“In short, the experience of symptoms as being part of a premenstrual
syndrome can be seen to be the result of an interaction between perceived
changes in arousal, life events, underlying personality factors, and the
amount of social support, constructed within the cultural expectation that
menstruation is debilitating....One can appreciate that the experiences of
any individual woman might be interpreted very differently, given a
change in any one (or more) of the different factors within this model”
(Ussher, 1992a Pp 163).

Some preliminary evidence in support of integrated psychological approaches to
PMS may be seen in the results of two treatment studies. Morse, Bernard &
Dennerstein  (1989) used rational emotive therapy and relaxation training
alongside more traditional progesterone treatment in a sample of six women. At
the end of the ten week therapy program, significant improvements were found
in a number of psychological and physical symptoms. Improvements in
psychological functioning were still seen at one year follow up: However, this
study has an extremely small sample size and further research on the use of RET

and relaxation training in the treatment of PMS is needed.

Kirkby (1994) notes that there have been nine studies of psychological
interventions for PMS to date, which have consistently claimed positive outcomes.
He notes a number of methodological problems with these studies, and presents
the results of his own research, investigating the efficacy of a cognitive-
behavioural coping skills treatment for PMS symptoms. Kirkby (1994) reports that
his study shows such interventions can reduce the negative ecffects of
premenstrual symptoms, and that this beneficial effect may be maintained over

time,

Morse, Dennerstein, Farrel and Varnavides (1990) combined hormone thcrapy,

103



coping skills training and relaxation in the treatment programs of 54 women with
prospectively confirmed PMS. Using a battery of instruments to assess changes in
menstrual cycle symptoms, anxiety, anger, depression, cognitive functioning and
daily symptom experience at pre- and post-treatment, Morse et al (1990) report
that coping skills training (cognitive behavioural therapy) provided substantial
relief to affective and cognitive PMS symptoms, at a significantly higher level
than hormonal therapy alone, and that this improvement persisted at three

months follow up.

3.8 Conclusion.

In this chapter, the development of PMS as an illness category has becen charted,
in the context of a critique of gencral scientific epistemology. This was donc in
order to examine the relationship between science, society and the female body,
and it is suggested that social order may be seen to be supported and regulated
through the use of science, and that PMS may bc argued to be a part of that

regulation.

The literature on the definition, aetiology and treatment of PMS has also been
reviewed, so that the predominant model, a bio-hormonal approach, may bc
examined. It is concluded that such approaches fail to discriminate betwcen
women who do and women who do not self-report PMS. I should further like to
suggest that, taken in the light of my earlier critiquc of science, the persistence
of this model despite the contradictions and problems inherent in the research
literature reflects the persistence of the social values, or more accurately
discourses around femininity reviewed previously (Rodin, 1992), in research

practices.

Psychological approaches to PMS have also been reviewed, concluding with an
examination of a proposed multi-factor model (Ussher, 1992a). It is concluded that
such an approach may reconcile some of the tension between bio-hormonal
approaches on the one hand, and socio-cultural, social-psychological and feminist
approaches on the other. It is further suggested that such a model may account
for previous discrepancies in research results, and that this integrated
framework may be utilised in order to move theoretical accounts of PMS forward

and investigate new avenues for trcatment.
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Multi factor models similarly open different research avenues, and a model that
may not only acknowledge the interplay of different factors in the process that
leads a woman to self diagnose PMS, but that also accounts for the cultural context
in which the category of PMS exists, may open many exciting and new research
strategies in order to investigate different facets of premenstrual experience.
Specifically within psychology, it allows us to employ some of the strategies and
theoretical approaches developed from feminism, and the «crisis in social
psychology (Parker, 1989), to investigate the role of the social in women’s
experience of PMS. The following chapter will set out my precise theoretical

framework through which these issues are addressed.
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Chapter Four: Epistemology, methodology and research strategies.
4.1 Introduction.

Chapters two and three of this thesis have outlined and reviewed research on the
menstrual cycle and PMS, the vast majority of which has been conducted from
within a scientific or bio-medical perspective (Ussher, 1992a). The central
principles of science and scientific method have further been reviewed, in order
to place in context the emergence of PMS as an illness category within Western
culture. It has been concluded that the univariate accounts of the menstrual
cycle, and premenstrual syndrome, provided by research within thisperspective
have failed to give an adequate definition of PMS, or further to account for the
difference between those women who do experience somc significant
premenstrual distress, and those who do not. This is well illustratcd by, for
example, the problem of ‘false positives’ and ‘false negatives’ noted by Hamilton &
Gallant (1990) (see chapter three).

It is suggested that this lack of consensus regarding the dcfinition of PMS may be
due more to the assumptions made about knowledge, gender and behaviour, than a
failure to as yet identify an appropriatc hormonal substrate. Furthermore, it may
be concluded that there is a paucity of theoretical accounts of the menstrual

cycle, and specifically PMS, through which to examine these issues.

The development of multi-factor, or Dbio-psycho-social approaches to
understanding women’s experience of PMS, has been noted. In a paper revicwing
the current state of research in the area of PMS, Walker (1993) concludes that in
order to progress from the impasse reached between bio-medical and feminist
researchers (Ussher, 1992a), three strategies should be adopted. In the first place,
Walker (1993) proposes that the assumptions made about the nature of PMS should
be acknowledged, both at a disciplinary and an individual level. Secondly, she
suggests that more consideration should be given to the use of diffcrent research
strategies in the area. Walkerdine (1993) has noted that any research strategy
may only access one ‘story’ about or facet of a phenomenon. Finally, Walker
(1993) argues for the formulation of integrated theoretical accounts of PMS, in

other words, the adoption of a multi-factor or bio-psycho-social approach.
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The purpose of the following chapter is to set out the position adopted on each of
these points. The utility of a multi-factor approach  will be restated, and the
assumptions that may be drawn about the illness category of PMS will be set out.
Little attempt has been made thus far to distinguish between the psychological
and specifically bio-medical research in the area of PMS: This is for good reason.
Psychology, as a scientific discipline, will be examined, in order to reveal the
assumptions made about PMS by a positivist psychological approach. The
alternatives to this approach will be explored, with a view to presenting the
theoretical advances to come out of the ‘crisis’ in social psychology (Parker,
1989). I will then go on to state the rationale for the use of a feminist, and
women-centred, approach within a multi-factor framework, and the possibilities
for use of different research strategies that such a framework affords. I will
conclude by bringing these two strands of argument together, in order to

introduce the research presented in chapters five, six and seven of this thesis.

In light of the recent advance towards multi-factor approaches to PMS, it may be
suggested that not only do such approaches afford the utilisation of different
research strategies, but that use of such diverse strategies, and careful
consideration of the epistemological assumptions from which they stem, is vital in
order to develop a theoretical account of the process by which women come to

self-diagnose or self-report PMS.

In a critique of the naturalist30 tradition, Hollway (1989) argues against the
distinction between theory and method inherent within the social sciences. This
distinction, she suggests, is borne out of a long-standing predominance of the
hypothetico-deductive method within the social sciences, a principle which

entails the formulation of an hypothesis on the basis of a theory, and the

30 Giddens (1976) notes that the social sciences were shaped by proximity to the
advances in the natural sciences, in the late eighteenth and nineteenth
centuries. Chapter three of this thesis sets out the development of scientific
theory and method. Giddens (1976) notes that this influence of the natural
sciences resulted in the translation of scientific method to the study of the social,
where Hollway (1989) has suggested that traditional psychology is obsessed with
scientific method. Bhaskar (1979) defines naturalism to be the position in which
“There is an essential unity of method between the natural and social sciences.
It’s tenets are two: reductionism refers to the position that there is an actual
identity of subject matter; scientism refers to the position which denies any
significant difference in the methods appropriate to studying social and natural
objects” (1979 Pp 1; Cited by Hollway, 1989).
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independent collection of data by which to test this hypothesis (Hollway, 1989; see
also chapter three). This process by which hypotheses are set by theory, and data
collected by method results, Hollway (1989) suggests, in the separation of theory
and method. The hypothetico-deductive method fails to stipulate how theory is to
be generated, and thus divorces itself from reflection upon the appropriateness of
method to particular epistemological assumptions. Within this chapter, I hope to
argue for a particular epistemological position which may allow both theory and
method to be reflexive: By the use of a multi-factor approach to PMS, I hope to
advocate the utilisation of different research strategies through which to
investigate this; by the use of different research strategies, I hope to enhance and

shape the theoretical account of PMS.

This chapter, then, will set out the theoretical framework through which my
research is conducted and interpreted, and the research strategies employed
within this research. As such a rationale will involve an examination of
epistemological and methodological assumptions, and a distinction bectween
different research methods or strategies, it would seem appropriate (o begin by

defining my own interpretation of these terms.

4.1.2 Defining the terms of research.

The debate around use of different methodologies through which to conduct
research and generate theoretical accounts of phenomena will run through the
course of this chapter. For the purpose of this section, it is necessary (o note that
this issue has been crucial to the development of feminist theory, specifically
within psychology, as feminists have sought to develop different or more
appropriate ‘ways of knowing’ or methodologies distinct from traditional

psychology.

The critique of positivism has been outlined in chapter three. To recap, within a
positivist approach, the subject of knowledge (the scientist or knower) is an
individual. The knower cannot be a group, such as a class or gender, and further
is abstract, in other words ‘they’ cannot have any specific historical or social
identity (Harding, 1991). Authors of the results of scientific research are
therefore presumed to be socially and historically anonymous, and the particular
race or gender of a researchershould not make any difference to the ‘goodness’ of

the research conducted or the ensuing results (Harding, 1991).
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Furthermore, the scientific or positivist method is presumed to be powerful
enough to eliminate any social biases that could possibly find their way from the
social context or situation of the researcher into concepts, hypotheses, research
designs or interpretations of data. Therefore, the scientific method rests upon the

assumption that it has ‘strong objectivity’ (Harding, 1991).

The critical review of the literature that is provided by chapters two and three
has outlined positivistic approaches to the menstrual cycle and PMS, and in so
doing highlighted the cultural assumptions around femininity that, it is argued,
have directed and focused this research. Thus, a critique has also been provided of
the premise of ‘strong’ objectivity within this field. This is in line with the
argument of Harding (1991), who summarises five feminist critiques and
responses to traditional science: The lack of opportunity for women in science
education and employment; the sexist misuse and abuse of scientific research; the
sexist and androcentric bias in research conducted and interpretations madc; the
gendered nature of science itself; and the androcentrism of scientific
epistemologies3! . Further, a point made by Walker (1993) is illustrated: That PMS

is an issue of science, as well as an issue of gender.

In setting out her thesis on feminism and methodology, Harding (1987) provides
us with definitions of epistemology, methodology and research method. These
definitions will be taken up and utilised by the remainder of this chapter, and

examined as a precursor to the construction of my own theoretical framework.

Harding (1987) defines epistemology as, broadly, a theory of knowledge, which
sets out who may legitimatcly be termed a ‘knower’, what requirements beliefs
must meet in order to be legitimated as knowledge, and what kinds of things may
be known. Thus, within the body of bio-medical research upon PMS that has been
reviewed, we may argue that scientists (medics, psychologists) are legitimated as
knowers, and of these the majority may be seen to be male. It has already been
suggested (Parlee, 1991) that PMS may be seen as a gendered illness, and it is
further arguable that behaviour and experiences that are different from the

(male) norm (Nicolson, 1992) count as beliefs about the menstrual cycle and

31 For a more detailed examination of this argument, I refer the reader to chapter
three, and to the work of Sandra Harding (1987; 1991).

109



femininity. These beliefs then are tested by the methods of science and thereby
legitimated as knowledge, and the objective measurement of hormonal,
behavioural and emotional (subjective) variables may be known about through

this process.

Methodology may be defined as a ‘theory and analysis of how research does or
should proceed’ (Harding, 1987 Pp 3). Thus a methodology, as a body of knowledge,
will include an account of how the structure of any particular theory finds its
application within specific scientific disciplines (Harding, 1987). The assumptions
made about PMS and the menstrual cycle within bio-medical research32, the
debate around definition, classification and measurement, and the translation of

this debate into research practice, may be viewed as an example of this.

Finally, research method, or research strategy (the term employed by the title of
this thesis) may simply be defined as a technique for gathering evidence or
information, governed by methodological and epistemological rules (Harding,
1987). Thus we may see that within the predominant bio-medical model of PMS,
specific epistemological assumptions have determined both the research
questions (derived from methodological and epistemological issues) and the

research strategies used to test these.

It would appear to be the case, then, that disciplinary knowledge about a
phenomenon is governed by an hierarchical relationship between epistemology,
methodology and research strategy. It may also be argued, in light of the critiques
of science outlined in chapter three, that the relationship between scientific
knowledge and cultural belief is a circular one. The state of research, or impasse
(Ussher, 1992a; Walker, 1993) in the arena of PMS may be seen to be reflective of
this circularity. It is through careful examination of these issues that the notion
of ‘strong objectivity’ within positivist research may be questioned, and further
through careful consideration of these issues that feminists have attempted to
counteract the androcentric biases within positivism and put forward altcrnative

epistemologies and ‘ways of knowing’.

4.1.3 A multi-factor approach to PMS.

32 See chapter three.
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It is suggested, then, that the lack of consensus over the definition of PMS reflects
the contradictions and problems in the area outlined in chapter three. As a result
of these problems, multi-factor approaches are gradually being formulated and
adopted for use in the assessment and treatment of PMS (see Rubinow & Schmidt,
1989; Parlee, 1991; Ussher, 1992a; Bancroft, 1993; Walker, 1993). Such approaches
have been suggested to counter the methodological and epistemological problems
experienced by researchers in this field (e.g. Ussher, 1992a; Walker, 1993), and it
is suggested that in theorising and researching women's experience of PMS from
this standpoint, the many factors that may contribute to a self-diagnosis are

acknowledged, including the possible effects of social and cultural factors.

Taking again Ussher’s (1992a) model (see chapter three), different facets of both
internal and external experience may be seen to be contributory to the outcome
measure of self-diagnosis of PMS. It has already been noted that Richardson
(1992) proposes the menstrual cycle, like cognition, be conceptualised as
positioned upon an interface between the internal, or biological, realm of
experience, and the social, or external. Such a conception of PMS need not fall
into traditionally dichotomous, or dualist, ways of thinking about the relationship
between mind and body. Rather, we may begin to conceptualise subjectivity33 as a
dynamic and multi-faceted process (Hollway, 1989), a position which may be seen
to integrate the traditional boundaries of the ‘individual’ and the ‘social’. Thus, it
may be the case that different research strategies may be appropriate for
different facets of the multi-factorial approach, that each strategy may access
only one possible ‘story’ (Walkerdine, 1993) about PMS, and that taken together,
within the context of a particular epistemological standpoint, new theoretical

accounts of the experience of PMS may emerge.

4.1.4 Assumptions about PMS.
As previously noted, Walker (1993) suggests that in order to provide new

33 Henriques et al (1984) use the term subjectivity to refer to “individuality and
self-awareness - the condition of being a subject - but understand in this usage
that subjects are dynamic and multiple, always positioned in relation to discourses
and practices and produced by these - the condition of being a subject” (Pp 3).
Hollway (1989) further uses the term subjectivity to move away from the problem
of individual / society dualism, thus displacing objective rationality from the
centre of the human subject. This, Hollway (1989) argues, opens up radical new
possibilities for the use of subjective knowledge, and it is in this sense that I wish
to use the term.
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theoretical accounts of the experience of PMS, we must acknowledge the
assumptions that we make both at a disciplinary and an individual level. Thus far,
I have examined the assumptions made about PMS by traditional bio-medical
approaches, and introduced the assumptions made by multi-factor, or bio-psycho-
social approaches. I should like to take this point a step further, and suggest that
the adoption of a multi-factorial approach within the discipline of psychology, we
not only acknowledge the experience of PMS to be a multi-faceted one, but may

move away from hard and fast category boundaries altogether.

In light of the methodological and diagnostic problems outlined previously, I
should like to argue that use of any hard-and-fast diagnostic strategy to determine
women's inclusion or exclusion as participants of study are not always the most
appropriate framework through which to research PMS. Such assumptions about
the nature of PMS, and suggestions that the medical or self-diagnostic process can
be reduced to a checklist or brief criteria (see chapters three and six),
prematurely assume a concreteness of the phenomenon that is in no way

reflected in the research literature (see, for example, Parlee 1991).

These assumptions are also steeped in the positivist epistemology, that a “"thing" is
real and exists outside and independently of cultural acknowledgement to be
measured (Woolgar, 1988). The importance of subjective factors within scientific
method is, as we have seen, rarely reflected upon by researchers in the bio-
medical field, where the vast majority of PMS research is conducted. To proceed
from the present "impasse" that some psychological researchers suggest PMS
research has come up against (Ussher, 1992a), the recent emergence of PMS as a
‘social problem’ and medical category (Rittenhouse, 1991) must be acknowledged
within the context of such critiques and the gendered nature of science (Keller,
1985).

Thus, focus of this research is self-diagnosis of PMS, a move which represents an
attempt to progress from any society / individual dichotomy, and towards an
inclusive theory of subjectivity, premenstrual experience and cultural premise.
The contradictory nature and lack of consensus apparent in the literature
reviewed in chapters two and three, regarding the aetiology and effects of PMS
and the menstrual cycle in all spheres of performance, physical experience and

emotion, may reflect a fragmentary or multi-faceted state, grounded in
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experience of gender and biology, rather than failure by science to locate a
single cause for premenstrual distress. Additionally, there is a growing belief that
women’s beliefs and concerns are as valid as more traditional or ‘objective’ data,

and that these can be evaluated and studied in their own right (Nicolson, 1986).

4.1.5 Psychology, science and epistemology.

As has already been noted, Walker (1993) suggests that in order for new
theoretical accounts of women’s experience to be developed, the assumptions
made about PMS both at a disciplinary level and at an individual level must be

acknowledged.

The purpose of this section then is to set out the assumptions that psychology, as a
social science, has traditionally made about the nature of PMS, and to proposc a
psychological approach that may progress from the limitations of traditional uni-
variate accounts. This will be done by a brief examination of the discipline of
psychology (for a broader discussion of philosophies of science, see chapter

three), and of the utility of new paradigm approaches.

Venn (1984) suggests that a ‘science of the individual’ (Pp 126) has at least two
historical strands. In the "first place, the sixteenth and seventeenth centuries
marked a heightened medical and clinical interest in the study of
psychopathology (see Foucault, 1973); secondly, the early discipline of
behaviourism which developed in the second half of the nineteenth century,
itself stemming from the development of Darwinian approaches to natural
history. Venn (1984) places these developments within the context of the
enlightenment and the emergence of capitalism, to illustrate how a science of the
individual may be implicated in social regulation. Certainly, this is commensurate
with the place of science in the creation of the social, as outlined in chapter
three. Venn (1984) suggests that the adoption of epistemological assumptions and
methods drawn from the natural sciences to measure the individual set up a
situation in which the individual became represented, regulated and measured

against these assumptions.
For the purpose of this thesis, I should like to concentrate upon the alliance of

behaviourism with the epistemological assumptions of the natural sciences, and

the implications that this had for the developing discipline of psychology.
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Hollway (1989) notes the predominance of naturalism within the social sciences,
it’s empiricist epistemology, positivist methodology, and hypothetico-deductive
methods. Positivism (see chapter three) assumes an objective and knowable
reality, where objective knowledge is acquired through scientific
experimentation and observation, to falsify or verify hypotheses (Harre &
Secord, 1972). Certainly, the hypothetico-deductive method has been presented as
the dominant paradigm within modern psychology since the 1930’s (Kitzinger,
1987; Henwood & Pidgeon, 1992). As has been noted in chapter three, this
paradigm promotes experimental methods, manipulation of variables,
quantification and statistical analysis within it’s procedures (Henwood & Pidgeon,
1992).

It has already been suggested (see chapter three) that positivism presumes a
reality that is objective and knowable, and further measurable by it's own
instruments (Venn, 1984). Therefore, it may be suggested that thec methods and
assumptions about phenomena employed by the natural sciences (biology,
chemistry and so on) are applied, in general terms, by the discipline of
psychology. Venn (1984) suggests that psychology occupies a situation between
the biological and the social, when we come to conceptualise the causal relations
of phenomena, Thus, within the arena of menstrual cycle research, it is possible
to sece how the menstrual cycle is viewed as an indcpendent (biological) variable,

and it s subsequent place in the (social) construction of the femalc subject.

There have been many critiques of positivism from both within and outside
psychology (see, for example, chapter three; Harre, 1979; Shotter, 1975, 1984;
Parker, 1989). Most notably, critical accounts of positivism in psychology
emerging in the 1970’s (e.g. Harre & Secord, 1972; Shotter, 1975; Harre, 1979) led to
what has been termed the ‘crisis in social psychology’ (Parker, 1989), To
summarise, the epistemological premises of positivism were questioned: the
notion of the rational, individual, measurable subject; the objectivity of positivist
methods; the place of psychology in social regulation (Parker, 1989). This resulted
in a ‘turn to language’ and the emergence of the post-structuralist tradition,
influenced by, amongst others, the works of Lacan, the ‘new French feminists’
(Irigaray, Cixous, Kristeva), Foucault, Derrida and post-Saussurian linguistics
(Gavey, 1989).
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In brief, post-structuralist approaches mark a turn away from, and a
deconstruction of,  ‘realist’ accounts of the individual, provided by traditional
psychology, and towards language and discourse as constructive of subjective
experience. Weedon (1987) summarises a post-structuralist approach thus:
“All forms of post-structuralism assume that meaning is constituted within
language, and is not guaranteed by the subject which speaks it. In this
sense, all post-structuralism is post-Saussurian....deconstruction looks to
the relationship between different texts; and Foucauldian theory, which is
arguably of most interest to feminists, looks to historically specific
discursive relations and social practices”
(Weedon, 1987 Pp 22).
Thus, post-structuralism deconstructs the notion of the unitary individual, which
we have already seen to be a premise of traditional psychology, and looks towards
the action of language and discourse in the construction of meaning. It further
provides a critique of the assumptions of traditional accounts of the individual, as
is illustrated by the Foucauldian critique of science laid out in chapter three. The
implications of this approach for psychology will be further discussed in chapter
seven, where a qualitative approach to PMS is outlined. However, for the time
being it is sufficient to note that the critical account of positivism provided by the
post-structuralist tradition, and the ensuing new-paradigm research strategics
(such as ethnomethodology, speech-act theory) in an attempt to provide person
centred and context oriented psychological accounts, opened up many new
avenues of research within the discipline. Previous accounts of the individual
were laid open to new interpretation (see, for example, Hollway, 1984), and
subjective experience began to be conceptualised not only as grounded in the

social (or discursive), but as plural and contradictory.

Many of the ‘new paradigm’ approaches, such as discourse analysis (sce, for
example, Hollway, 1989) and ethnomethodology (e.g. Garfinkel, 1967) were
adopted and adapted from other disciplines, such as anthropology and sociology.
The possibilities that such approaches afforded for research and interprctation
were many: One of the main critiques of positivist psychology was it s abstraction
of experience and its failure to provide an -account of subjectivity that was
grounded in the _social context (Henriques et al, 1984). Research strategies that
focused on the discursive realm therefore provided an opportunity to not only

‘add in’ the social, but to provide theoretical accounts of experience that
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deconstructed traditional explanations and examined the role of language and
discourse in the construction of subjectivity (Hollway, 1989). With regards to the
arena of PMS and menstrual cycle research, it is possible to see the advantages of
contextualising the experience of PMS, in light of the inadequacies of traditional
theoretical accounts. Therefore, we may move away from the assumption that the
experience of premenstrual distress is grounded purely in the biological, and
begin to acknowledge the role of the cultural in the construction of the

premenstrual experience.

4.1.6 Feminism, science and feminist standpoint theory.

Feminist critiques of positivism have previously been reviewed (see chapter
three; Harding, 1991). The purpose of this section is to set out a particular feminist
epistemological response to positivism, and to examine the utility of conducting

women-centred research in the arena of PMS.

One of the strands of feminist theory to develop from critiques of positivism is
feminist standpoint theory (see Harding 1987, 1991, 1993). Harding (1993) argues
that feminist standpoint theory represents the development of a particular
feminist epistemological response to positivism. Doherty (1994) suggests that the
defining features of feminist standpoint theory may be organised into the

categories of epistemological orientation, reflexivity and political agency.

In terms of epistemological orientation, it may be suggested that feminist
standpoint theory assumes knowledge to be grounded in social reality (Harding,
1993). This represents a move away from other realist psychological accounts of
subjective experience, where knowledge is presumed to be acquired through
objective experimentation (see section 4.1.5). It further suggests that the
distinctive features of women’s social situation, in a gender-stratified society, may
be directly utilised as theoretical and research resources (Harding, 1991; 1993).
Therefore, if it is the case that traditional scientific and psychological accounts of
women have provided a distorted account of femininity and female experience, a
less distorted theory may emerge by attempting to view the world through our
participant’s eyes (Harding, 1991; 1993). Doherty (1994) suggests that the
unproblematic status which women’s accounts are afforded by this
epistemological pdsition marks it as a critical realist approach: However, this

point is arguable, as some researchers (see Henwood & Pidgeon, 1994; sce section
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4.3) posit a feminist standpoint to be commensurate with a post-structuralist

approach.

Feminist standpoint research further emphasises reflexive practice, both in
terms of the action of research itself, and the role of the researcher in that
research (Doherty, 1994). By providing a critique of positivism, and an ongoing
critical reflection upon research practice in general, feminist standpoint theory
allows us to reinterpret existing accounts of women’s experience (as viewed
through the lens of a gendered science) (Harding, 1991; Keller, 1985). Similarly,
in bringing the researcher herself into the theoretical frame, we may begin to
acknowledge the role that the researcher’s own identity, interests and values play

in the interpretation of data and research (Doherty, 1994).

Finally, feminist standpoint ecpistemology emphasises the role of research as an
impetus for social change (Doherty, 1994). Because this standpoint presumes the
individual to be agentic (see, for example, Henriques et al, 1984), women are
positioned as instrumental in the process of political and personal change, and
the very act of ‘seeing through our participants eyes’, and therefore using the
research process as empowering, may provide us not only with new accounts of
the status quo, but with the material through which to bring about change
(Harding, 1993). To summarise, feminist standpoint theory is concerned with the
emphasis upon research for rather than on women, moving away from
traditional (science-based) accounts of women’s expericnce, and generating new

theoretical accounts through which to bring about social change (Harding, 1993).

Therefore, the research presented in this thesis is an attcmpt to use
psychological strategies to provide research for women rather than conduct
research upon them. It has been noted (Ussher, 1992a) that often the women who
do suffer from severe premenstrual distress have, at present, few choices offered
them by physicians or psychologists, as heated aetiological arguments are
reviewed and refuted. Parlee (1991) in her analysis of the cultural and scientific

construction of PMS, argues that:

"The players in research on PMS during the 70's and 80's are scientists in
the social science and biomedical research communities. The contest is over

what will count as the authoritative scientific account of how women
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experience their menstruating bodies. The context is a political struggle

initiated and represented by feminism..."
(Parlee, 1991 Pp3)

It is difficult to see exactly where the women who do experience problems or
distressing premenstrual symptomology fit into this picture - indeed, the
metaphor of PMS research and treatment as a game or battleground is not
uncommon in the research literature (see Ussher, 1992a). The epistemological
standpoint taken by this thesis not only attempts to overcome the practical,
methodological and diagnostic problems outlined previously, it concurrently

adopts a women-centred approach in order to, as Jane Ussher (1992a) suggests:

"...work toward a more integrated research framework, recognising the
perspectives of the different research camps and reconciling both the
ideological corners of the feminist and the reality of the phenomena that
are experienced by many women ... They report it as being a reality for
them, and so denying it's existence on the basis of a myriad of research

findings makes little sense in those terms”
(Ussher, 1992a Pp44)

Such an epistemological shift involves not only the formulation of research

questions with a different emphasis to more traditional research, but the adoption

of varying research strategies to this end. As Henwood & Pidgeon (1994b) argue:
"More recently writers have tended to conclude that feminist social science
is a pluralistic endeavour, which therefore necessarily proceeds on the

basis of diversity of methods (without privileging any one in particular)"”.
(Henwood & Pidgeon, 1994b p2)

The ultimate aim of such research, conducted with a multi-factor approach to
PMS, within a feminist standpoint, is to provide researchers and clinicians, as
well as the women themselves, a theoretical account of PMS that recognises the
diversity of experience and cultural factors that may lead a woman to self
diagnosis. Invariably, it will raise more questions about the social nature of
menstruation and the practices that surround cultural prescriptions of gender,
femininity and behaviour. However, in the light' of Walker's (1993) argument for
the acknowledgement of assumptions both within disciplines and researchers,

such a position would appear to be a strategic way forward.
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4.2.1 Multi-factor approaches and Research Strategies.

At this stage it is necessary to set out the justification for a plurality of research
strategies in the arena of PMS research. This can be done in two ways - by
examining in closer detail the implications of a multi-factorial model of PMS,
focusing on the efficacy of different strategies in investigating each facet, and
by examining the relationship between feminist approaches and methodology in
greater detail. This section will focus upon the implications of a multi-factor

approach for the adoption of different research strategies.

Richardson (1992a), argues that menstruation is not only one of the few truly
dimorphic human sexual characteristics, but that it is also therefore implicated in
the formation and development of women’s identity. At the same time, Richardson
argues, cultural beliefs about the menstrual cycle influence both men and
women’s own beliefs and expectations about the social role and position of women
- that “The menstrual cycle as a biological process is implicated in the social
construction of gender” (1992, Ppl). He suggests that like cognition, the
menstrual cycle is positioned on an interface between culture / the social realm
and biology, between internal and external experience. Thus claims for a
univariate aetiology of PMS can no longer be considered as feasible, if such a
position is taken up. Rather, it would be more appropriate, and more illuminating,
to consider and research into PMS from within a broader ecpistemological base.
Taking again the move towards a multi-factor research position (e.g. Ussher,
1992a; Walker, 1993, 1995; O°’Brien, 1993) which can account for recent
deconstructive and critical work within psychology and menstrual cycle research
(Ussher 1992a), such an epistemological shift need not bias us towards any onc
particular factor. As Henriques et al (1984) set out in their work on subjectivity

and experience:

“The point that we are making is that whilst we should avoid founding a
theory of subjectivity on a taken-for-granted biological origin, we cannot
construct a position which altogether denies biology any effects. The only
way to do this without granting either term of the biology-society couple
the status of pregiven categories is to reconceptualise them in such a way
that the implicit dualism is dissolved in favour of stressing the relational
character of their mutual effects...Thus we have a striking case where the

question of determinism is shown to be a matter of complex interrelation of
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conditions and effects, with no category appearing as determinant.”
(Henriques et al, 1984 Pp 21-22))

Investigation into the experience of PMS is undeniably an investigation of
women’s subjectivity - their experience of their own selves as menstruating
women. In considering an example of the effects of early menstruation on Puerto
Rican girls, Henriques et al (1984) illustrate that the meaning ascribed to
menstruation is not simply a question of biological determinism. They continue:
“First, the biological process itself is not a prior given, on which the social
has later effects. Rather it is shown to be open to dramatic changes
resulting from socio-economic factors. Second, categories such as ‘child’ or
‘woman’ are shown to be neither biological givens nor  simply social
constructs. Third, it becomes impossible to think of the relationship in
terms of the logic of cause and effect. In short, we have the demonstration
that it is only because certain norms have become so much part of our
common-sense view of reality that we are able to forget that they are the
result of a production: that they have become  naturalised as indisputably

biological or social”
(Henriques et al, 1984 Pp22).

Whilst such a critical stance is vital in interpreting or ‘reading’ the results of
previous research, and in formulating new research ideas, it nced not be adopted
to the exclusion of more traditional research strategies and interpretations.
Rather, the shift is evident in the theoretical concerns that guide rescarch.
Taking Richardson’s (1992) and Ussher’s (1992a) arguments into account, it would
appear imperative that future psychological research into PMS does not bias itself
towards any form of determinism, be it social or biological. Instead, researchers
should take advantage of the wealth of psychological techniques open to them in

investigating each facet of the experience of PMS.

Thus, a model for the self diagnosis or expression of PMS that seeks to encompass
possible socio-cultural, psycho-physical and endocrinological factors into its
framework must, by definition, consider the utility of different research methods
as appropriate to investigate each. Both Ussher (1992a) and Rubinow & Schmidt
(1989) suggest a'poés'ible role of social factors in women’s experience of their
menstrual cycles. Ussher (1992a) and others (Walker, 1993, 1995; O’Brien, 1993)
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posit both social cognitive and socio-cultural factors as contributory to women’s
self diagnosis. She presents this model within the context of a thorough review of
existing PMS research, and calls for use of such a multi-factorial approach to
reconcile feminist and psychological research positions (see section one).
Rubinow & Schmidt (1989) suggest that the state model of psychological
functioning may be considered to successfully integrate the diversity of
premenstrual symptoms reported, the temporal sequence of symptom events, and
the lack of consensus in research upon aetiology and treatment:

“According to this model, alterations in perceptions and behaviour can

be viewed as occurring in the context of well-differentiated and highly

organised  experiential or  behavioural states, each of which s

characterised by a particular set of beliefs, affects, memory accesses,

perceptions, communication styles, self and object relations, neurobiol-

ogic characteristics, and rules for interpreting and interacting with the

environment”
(Rubinow & Schmidt, 1989 Pp 62).

Whilst this model does not explicitly take into account the feminist and socio-
.cultural critiques of PMS research outlined in section one, it is clear that the
authors allow for the effect: of environment and beliefs upon the cxperience of

psychological and physical state.

Concerns such as these are echoed by Golub (1992) who documents the possible
aetiologies of PMS. She examines research into the role of ovarian hormones,
water and electrolyte balance, neurotransmitter systems, prostaglandins,
nutrition and psychological factors as causal in the onset and maintenance of
PMS, and turns to treatment efficacy as a possible source of information. She
states that a combination of dietary change, exercisec, and supportive
psychological treatment (unspecified) are often helpful to women in
ameliorating distressing symptoms - which in itself conccdes a possible
multiplicity of causal factors (Golub, 1992). In concluding her research, she
provides a comprehensive list of directions for future work on menstruation, PMS
and the menstrual cycle which emphasises the interdisciplinary and multiple
nature of such endeavours. These research ideas she categorises as hecath related,
‘psychology and education, and basic research. Within this list, under the

category of future psychological and educational research, Golub calls for thc use
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of qualitative methodology to examine the menstrual experience across women’s

lifetimes (Golub, 1992).

In recent years, researchers in other areas of psychology have adopted similar
multi-factorial approaches in order to encompass contradictory research
findings, that may be indicative of equally complex relationships between social,

biological and cognitive factors.

Research into depression (e.g. Beck, 1987; Robins & Block, 1989) has begun to
move towards explanatory models that allow for individual variation in
aetiological theorics and treatment techniques (Ussher, 1992a). Brewin (1989)
proposes a model of cognitive change in psychotherapy for depression that
suggests researchers should take into account patient’s social environment
(context) such as the presence of social support or stressors, as well as the

presence of specific cognitive mechanisms.

Within the field of health psychology, there have been calls for multivariate bio-
psycho-social approaches that embrace both qualitative and quantitative
concerns (Yardley & Yardley, 1993; Yardley, 1995). It can be argued that such a
shift in emphasis need not result in poorer conceptual clarity and loss of
“intellectual rigour”, rather that it may serve to expand the framec of reference
within which the researcher operates (Yardley & Yardley, 1993). This, in turn,
would lead to positive benefits in arcas where it is important to present
convincing research to many different audiences (the public, general
practitioners, policy makers) - to clarify this point, it is worth recognising the
different power that various research methods may wield. For example, a
multivariate statistical analysis of a highly controlled longitudinal study may be
important to convince GP’s and psychologists of the influence of various
different factors as contributory to self-diagnosis of PMS, contained within a
dctailed explanation of epistemological concerns (see section one). On the other
hand, in addressing the question “what makes a woman self-report PMS”, a
qualitative or discourse analytic study may be useful to examine the social
construction of the menstrual cycle within the context of the socio-cultural and
feminist concerns, an approach that could have important implications for
clinical practice. Secondly, in an area where clearly more rescarch is needed, and

where statistical significance appears to be difficult to achieve (see, for example,
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Ussher, 1987; 1992a) much consideration must be given to the type of rescarch
questions set and the research method used in relation to the anticipated

audience.

So it is clear that whilst multi-factor approaches recognise the complex nature of
psychological states or disorders, they can also adopt different research strategies
to investigate the experience or effects of different factors. In the area of vertigo
research, Yardley & Yardley (1993) argue that both quantitative and qualitative
methods can be used to provide a fuller picture of the effects and expericnce of
recurrent vertigo. They document the utility of a variety of strategies in assessing
the impact and experience of vertigo, including both qualitative and quantitative

investigations. They conclude:

“...By combining the particular insights and virtues of a range of
methodologies it was possible not only to reach an ' understanding of
vertigo as a dynamic process, but also to interest and engage a wider

audience.”
(Yardley & Yardley, 1993 Pp 21).

~This point may be embraced by PMS research, where political, mcthodological and
practical concerns could be assuaged by strategic pluralism and attention to

research questions.

4.2.1 Triangulation and multi-factor approaches.

Further support for the adoption of different research methods or strategies can
be drawn from theoretical developments in other areas of social science, as well
as psychology. Denzin (1970) advocates the pluralistic use of methods - or
triangulation - in order to add breadth and depth to analyses. He notcs the long
history of the use of multiple mcasures and methods to overcomc the inherent
weakness of single measurement in the physical sciences, and describes the
triangulated method within sociology as a commitment to “sophisticated rigour”
(1970, Pp234). In this context, Denzin maps both the meaningful combination of
methods to generate theoretically grounded observations, and the use of
triangulation as a research approach. To illustrate the bencfits of such a strategy
to psychological research, it is necessary to set out thc arguments drawn upon to

advocate their usé within sociology, where critical and methodological shifts
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preempted those occurring in psychology in the 70’s and 80’s (Parker, 1992).

Adoption of a triangulated approach within sociology does not necessarily imply
that this is done towards pursuing ‘objective truth’, as it is argued that different
methods each imply a different line of action towards reality (Denzin, 1970).
Denzin argues that the researcher creates the world of observation - that the
observed phenomena do not exist outside of the actions taken towards them. Thus,
while adoption of different methods may not result in scientific consensus about a
phenomenon, it is argued that such a consensus would be illogical, as
observations are dependent upon the world or context of the observer and are
constantly subject to change or different interpretation. This point fereshadows a more
recent psychological argument - that any one method will only access a story or a
truth about a phenomenon (Walkerdine, 1993), and applying this point to PMS
rescarch, this may also reflect the complex relations that initially create the

experience of such a “condition”.

Triangulation, defined as the use of multiple methods (both qualitative and
quantitative), types of data, investigators and theory in research, is argued to
-raise the sociologist above the personal biases stemming from single methods
(Denzin, 1970). In summary, triangulation of data would involve the usc of
different sources of information, taken at different times or in different contexts.
Triangulation of investigators simply involves the use of multiple obscrvers to
avoid problems of bias and non-reliability. Theory triangulation can be achieved
by taking the typically small set of research questions or hypotheses that guide
research studies, and approaching them with multiple perspectives and
interpretations in mind. The rationale for this is not only that all possible
approaches to a subject are considercd before a study is carried out, but also that
the broader theoretical significance of a piece of work is allowed. Finally, two
types of method triangulation are proposed - “within method” and “betwcen
method”. “Within method” triangulation, as the name implies, involves the
employment of different techniques within one method to examine data. “Betwecn
method” triangulation is defined as the combination of two or more rescarch
strategies in the study of the same phenomenon. In discussing the advantages and
shortfalls of multiple techniques of research, Denzin states:

“The shifting, conflictual, emergent, constructed nature of the social

world, coupled with the unique problems that arise from theories, methods
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and observers, make the doing of sociology fundamentally  difficult...The
resolutions to this difficulty are twofold. First, sociologists must recognise
these basic features of the research act. Second, multiple strategies of
triangulation must become the preferred line of action when theory-work,
research and interpretation are undertaken. By combining multiple
observers, theories, methods, and empirical materials, sociologists can hope
to overcome the intrinsic bias and problems that come from single-method,

single-observer, single-theory studies”
(Denzin, 1970 Pp246 - 247).

It is stressed that researchers must be awarc of the subjective nature of rcality,

and the problems with inconsistency that such approaches may yield.

Banister et al (1994) define triangulation as the use of different ‘vantage points’
(Pp 145) in research, allowing for illumination of a subject from many diffcrent
standpoints. Again, they brcak this definition down into thrce basic forms of
triangulation: of data, of investigation, and of method. In this instance, it is

triangulation of method and of data that arc of relevance, and thcsc are

-respectively defined as the use of diffcrent methods to collect information, and

the collection of accounts or data from differcnt sources (Banister et al, 1994).
Further, Banister et al (1994) suggest that triangulation of theory, or the embracc
of different theoretical accounts, affords thc researcher to brcak through the
parameters and limitations that are inherent in uni-theorctical accounts and to
acknowledge the existence of diffcrent ‘realities’ and the complexity of social
existence. In this sense, this thesis represents an attempt to use a broad sclcction
of participants (triangulation of data), of rescarch strategies (triangulation of
method), and a multi-factor approach to PMS (triangulation of theory), in order to

consider the processes by which women come to sclf-report PMS.

Bryman (1984) documents the debate about the use of qualitative and quantitativce
research methods within sociology, and notes the problems encountercd by
researchers in distinguishing between technical and epistemological issues.
Bryman argues that no hard and fast relations between epistemological positions
and any one methodology exist - rather he illustrates the lack of relation bctween
researcher’s parlicuiar epistemological concerns and their research methods. Far

better, it would seem, to take a strategically intcgrated stance and utilisc the
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benefits of different research methods by design, whilst acknowledging and

reflecting upon onc's own epistemological standpoint.

4.2.3 Critiques of cognitive psychology.

Finally, in the area of cognitive psychology, recent theories that again seek to
encompass the many facets of internal and external experience that constitute
subjectivity have pointed the way towards the use of different research strategies,
and a subsequent shift in epistemological concern by researchers. Richardson’s
(1992a), consideration of the commonality between the menstrual cycle and
cognition notes that whilst intellectual capacities such as knowing, reasoning and
conceiving, and ultimately social existence, are dependent upon the “biological
integrity” (1992a Ppl) or optimal physiological organisation of the brain, the
contents or structure of cognition itself (understood in a wide sense to infer all
modes of knowing) are concurrently organised by a network of knowledge

structures that are understood and communicated through socio-cultural practice.

Potter & Edwards (1990), in a critique of attribution theory present an alternative
approach to the study of social cognition. They argue that attribution theory, the
-social psychological study of the process of causal attribution and reasoning (sec
Kelly, 1967), is subject to ‘three major shortcomings as an explanatory tool for
human belief formation: that it fails to question the context or meanings of the
stimuli and measures that it uses, that it takes a naive realist approach to the
language with which people describe their beliefs and actions and the actions of
others, and that i.'s subsequent accounts of people’s actions are constrained by
this lack of context or situatedness of the linguistic terms through which belicfs
are expressed and acted upon. They present instead a discourse analytic account of
thc social construction of “fact”, taking political journalism as an example. By
taking this approach, the authors propose that inference and given reality may
be examined as constructive work simultancously carried out by participants as

part of the “rhetoric of ordinary discourse” (1990 Pp421). They concludec:

“...0ur suggestion is that the best research strategy will be one that does not
attempt artificially to split them [inference and given reality] apart and

which studies .these processes in natural contexts.”
(Potter & Edwards, 1990 Pp 421).
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This is an excellent example of the type of research that may be carried out into a
social process that contextualises it's interpretation of a particular social reality.
In assessing the extent of cognitive impairment across the menstrual cycle,
Sommer (1992) proposes that the lack of evidence for menstrual cycle related
cognitive impairment countered against the persistence of cultural beliefs in the
reality of such changes may lead us to alternative avenues of exploration. Such
contradiction, Sommer suggests, calls for an analysis going beyond the level of
biological mechanisms, that examines the relationship between cognition and the
menstrual cycle within it's cultural context, and which questions the social and
psychological functions that beliefs about female decbilitation and lability serve
(Sommer, 1992). Drawing these theorctical strands together, it can be argucd that
research into PMS may not only question the relationship between the social and
the physical, but that it may draw upon diffcrent strategies in order to highlight

the shifting nature of this relationship.

4.2.4 Summary.

It seems then that such an approach may be beneficially adopted by research
into PMS, which has to date concentrated mainly on thc use of single methods
-within biomedical paradigms, approaches advocated by the traditional
reductionist perspective of femalc biology. From this examination of the
relationship between theorctical framework (in this case, a multi-factorial
approach to seif-diagnosis of PMS) and research strategy, I will conclude by
stating the position adopted by this thesis - that plurality (or triangulation) of
research methods is a function of a specific epistemological shift, and that use of
different research strategies may utilise the benefits of each in providing a fuller
picture of women’s experiences. So long as that epistemological basc is grounded
in strong theory, then the possible shortfalls of such diversification may be
avoided. This shift is also suggested by the use of a feminist approach where the
social (gender) meets the biological (the menstrual cycle). I will now examine
the relationship between a feminist approach to PMS research, and rescarch
method, and conclude by drawing together the rationale for different rescarch
strategies in multi-factorial and feminist approaches, as specific to rescarch into

women’s experience of PMS.

4.3.1 Feminism and Research Strategies.

PMS, being a relatively recent phenomenon in our cultural and medical history
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(Rittenhouse, 1991), has been suggested to be a cultural response to feminist
challenges to the existing social order (Parlee, 1991). Despite the origination of
PMT in the works of Frank (1931) and Horney (1931), it can be argued that PMS
has only became a “social problem” in the early 1980’s (Rittenhouse, 1991). Parlec
(1991) suggests that this emergence into the popular consciousness was a
function of the challenge created by the feminist movement in the 1970’s, the
Women’s Health Movement that began at that time, the increasing interest by the
lay and scientific media in women’s menstrual experiences and the embrace by
many women of the label of PMS as meaningful to their experience. She further
notes:
“PMS is a gendered concept of illness which came into being in our culture
in the early 70's when social relations of gender were under challenge by
feminists. It furthers interests reflected in the routine activities of specific
and powerful social institutions.... ‘PMS’ serves to contain potential social
protest by women by channelling interpretations of their suffering and
actions into medical rather than political forms. These multiple cultural
meanings and functions of ‘PMS’ are ... unrelated to the question of
whether or not a pathophysiological mechanism for a premenstrual disease

is identified in the future.”
. (Parlee, 1991 Pp 11).

Within this quote, the crucial interests of feminism in PMS theory and research
arc set out. Socio-economic factors arc active in it s construction, in the form of
medical and institutional investment in treatment and practice (Dwyer, 1993).
PMS is also an issue of gender, as Richardson (1992) has argued. Finally, within
the current social climate, the label or category of PMS, it could be argued, serves
the same function that eighteenth and ninetecnth century discourses about
reproduction, intellect and lability served  (Ussher, 1992b) in directing female
protest and resistance (in the form of anger, irritability, violence) into the

medical sphere rather than into active change or political forms.

Richardson’s (1992) suggestion that the menstrual cycle poses a challenge for
contemporary feminism, which he states to maintain the position that gender
behaviour is linked by society to each sex in a "‘wholly arbitrary fashion” (Ppl),
assumes a coherence in feminist approaches that is not reflected by current

theory (Phoenix, 1990). By examining this suggestion in dectail through
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elaboration of the particular feminist standpoint of this thesis, and reviewing the
link between feminism and method, I hope to be able to draw together the

arguments between feminism, a multi-factorial approach to PMS, and the use of

different research strategies.

It has already been noted that feminists have traditionally attempted to provide
alternative accounts of the subject to those provided by mainstream psychology.
Westkott (1979) suggest that feminist critiques of the social sciences form two
overlapping traditions. The first of these, she suggests, focuses on the invisibility
and / or distortion of women as both “objects of knowledge” (Pp 423) and
rescarchers - under this broad heading might fall rescarchers that Ussher (1991)
might label the “liberal” feminist researchers, and Squire’s “egalitarian”
feminists. This is related to critiques of science as reinforcing gender-bias, and
the solution is located in the need to promote and legitimise women as rescarched
and researchers. The second tradition focuses on the methods used to establish
social knowledge, and actively questions the epistcmological assumptions of
positivist science. Stemming forth from thcse traditions are a variety of feminist
perspectives, tending to move radically away from existing research paradigms
towards providing an account that is specific to women, both in mcthod and
theory. Within this tradition fall the *radical” and “socialist” approaches
identified by Ussher (1991), and those feminist post-structuralist approachcs

drawing upon psychoanalytic theory in their re-evaluation of gender statcs.

For example, Malson (1992), in examining the discursive construction of anorcxia
nervosa through the lens of psychoanalytic thcory and a post-structuralist

discourse analytic stance, states:

“There is then no identity outside of the language; subjectivity is only
possible in an alienated identification of oneself as “I”, a pre-existing
linguistic position in which each subject is positioned as either masculine

or feminine”
(Malson, 1992 Pp 10).

So within feminist post-structuralist approaches then, subjectivity is scen as
being constructed through and produced by discourse. This allows for dctailed
examination of the often fragmentary and contradictory nature of subject
positions. Because one of the tenets of post-structuralist theory is a critique of

positivism and a rejection of essentialism, the methods used by researchers in this
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ficld to examine the construction of the self and identity are radically different

from more traditional empiricist stances.

Many feminists, however, consider it appropriate to conduct rescarch using
quantitative methods (see Henwood & Pidgeon, 1995). The argument for this
strategy is that the epistemological concerns of feminist enquiry arec somewhat
different to those of mainstream work, in other words it can be argued that
feminist research can adopt quantitative methods, but uses them to address
questions aimed at correcting the “partial and distorted accounts in the traditional
analyses” about women (Harding, 1987 Ppl). This is what Squire (1989) would term
“egalitarian” feminism within psychology. The arguments against such a position
would include the critiques of positivism outlined in section one, and the
possibility that any quantitative research is subject to biases and oppressive

practices inherent in positivism.

As a result of the tension between positivism and feminism (see chapter three)
some feminists (e.g. Griffin, 1986) have moved away from quantitative techniques
altogether in favour of what they consider to be more sensitive and politically
appropriate qualitative methods. Again, such movement can be éccn to be
indicative of an epistemological shift, away from the value structures of
traditional psychology and towards creating a new psychological account of, and
for, women. But choice of mecthod, as Bryman (1984) notes, is all too rarely linked
specifically to particular epistemological concerns. The standpoint of this thesis is
that a degree of reflexivity, and consideration of ethical and interprctive issucs,
can be maintained within a pluralistic perspective - that theory does not imply
any one specific practicc. Harding (1987) similarly acknowledges the nced for
carcful consideration of method, methodology and epistemology, concluding with

the statement that there is “no onc feminist method” (Pp9).

4.3.2 Feminist epistemology and research strategy.

The issue remains, however, as to at which level one distinguishcs between
epistemology and mecthod. To complment a feminist and multi-factorial
standpoint, I would argue that method is not simply a question of epistemology,
but that method choice entails assessment of the appropriate way by which to
investigate different facets of experience. I shall now outline two related

approaches used b'y'feminist psychologists in order to address issues of gender -
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the social constructionist approach (e.g. Potter & Wetherell, 1987) and
poststructuralist theory (e.g. Hollway, 1989).

These approaches, as Potter (1994) points out, overlap to a degree - both tend to
take discourse as their focus, and employ a variety of qualitative methods in order
to generate and explore theory (Potter & Wetherell, 1987). Both approaches imply
a particular epistemological concern with the social construction of subjectivity,
and the action of discourse, and both take a critical stance towards positivism. But
I should like to argue for the adoption of social constructionist and
poststructuralist concerns at the methodological level, to interact with a broader
epistemological standpoint that must, by definition, account to some extent for the

actual experience of the body as well as the actions of the social world.

In the social construction perspective, both sex and gender arc taken to be
socially developed statuses The social construction of gender is further taken to be
in part the social construction of sexuality, including sexual feclings,
preferences, and so on (Lorber & Farrell, 1991). Lorber & Farrell usc the cxample
of the social construction of masculinity in the USA to illustrate this wherc, they
arguc, masculinity is ecquated to hetcrosexuality to such an extent as to producc
-homophobia and related behaviours (1991). Subjectivity is created by the
interplay of discoursc and context, so that individual experiencc is produced and

recproduced through social mechanism.

Sayers (1982) examines the social construction of menstruation, and argucs that
women’s biological approaches are generally construcd as placing them closer to
nature than men. She cites the existence of menstrual avoidance taboos as
evidence for this constructive process, as a means of controlling and excluding
women. This cultural construction of menstruation as dirty or shamecful could be
argued to be indicative of a particular (tacit) set of assumptions about femininity
(Ussher, 1989). Similarly, the lack of evidence for, but consistent belicf in, poorer
academic or work performance by women premenstrually (Ussher, 1992b) could
imply the presence of a powerful and influential set of beliefs about acccptable

female behaviour and educational achievement.

A feminist postfstmc;uralism is defined by Weedon (1987) as:
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“A mode of knowledge production which uses post-structuralist theories of
language, subjectivity, social processes and institutions to understand

existing power relations and to identify areas and strategies for change”
(Weedon, 1987 Pp 40 - 41).

Feminist poststructuralist approaches within psychology can be said to differ
from other feminist approaches (such as feminist empiricism, for example),
which place a great deal of emphasis on women’s experiences as though these
were universal and trans-historical (Gavey, 1989). Additionally, they can be said
to be contained "within the social construction perspective, in as much as they
focus upon the discursive construction of experience (Potter & Wetherell, 1994).
Through analysis of the discourses surrounding gender a picture evolves dcfying
the notion of the inherent, essential meaning of experience (Weedon, 1987) and
rcjecting any assumed, fixed qualities of gender categories. Through the
acknowledgement of the relationship between language and subjcclivity,
feminist poststrucuralist approaches seek instead to investigate the often
contradictory and fragmentary nature of subjectivity. Gavey (1989) presents a

discourse analytic account of sexual coercion within heterosexual rclationships,

and concludes:

“Feminist post-structuralism and other post-modern initiatives open up
new ways of working for feminist psychologists. These include analysis of
the socially constructed nature of human behaviour, deconstruction of the
assumptions within language and the processes of producing
subjectivities, and discourse analysis of existing discursive fields and

[

related subject positions.
(Gavey, 1989 Pp 472).

It is perhaps worth reitcrating at this point that many of the critical accounts of
PMS rescarch (Koeske, 1983; Parlee, 1991; Ussher, 1992a) are reflective of and stem
from earlier critical accounts of social psychology (e.g. Parker, 1989; Parker &
Burman, 1992), which themselves followed critical advances in the philosophy
and sociology of science (see Kuhn, 1962; Woolgar, 1988). These critical accounts
were taken up by feminist psychologists as evidence of the bias inherent in
empirical psychological mcthods, that treated gender as an independent variable
and conducted it’s research in an ahistorical, decomcxlualised method (Sherif,

1987). Similarly, it'Wés this deconstructive approach to scientific method that led
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many feminist researchers to adopt post-structuralist or social-constructionist

positions, which rejected outright the assumptions of positivism.

The relationship between feminism, theory and method is not a straightforward
one. Certainly, some feminist poststructuralist  approaches take the perspective
that gender attributes, and those factors associated with them, are ascribed in a
totally arbitrary fashion by the movement and action of discourse (Butler, 1990).
“Socialisation” accounts of gender characteristics tend to focus on the multiple
social and cultural factors which may affect development, but tend to rely on the
notion of social influences as “qualifying and controlling a biologically given
potential” (Squire, 1989 Pp64). Social constructionist accounts of gender
characteristics, such as Sayers (1982) have been criticiscd for remaining caught
in the opposition between the body understood as a biological category and
gender as a social one (McNay, 1992). Yet the arguments asserted for cach
approach must surely reflect the multiple and complex nature of subjecctivity, the
study of which both feminism and psychology are concerned with (Squire, 1989),
and the methods that each approach chooses by which to investigate the
subjective state. Additionally, within the realm of menstrual cycle rcscarch, the
issuc of biology, or rathcr the notion of some ‘biological given’, must be
reconciled in response to Richardson’s (1992)  suggestion, that it is problcmatic

for feminist theory.

4.2.4 Feminism and qualitative approaches.

The critiques of positivism outlined previously (sce section onc) led a number of
feminist researchers to explore qualitative research methods, in an attcmpt to
escapc the bias associated with positivism (Henwood & Pidgeon, 1995). Qualitative
approaches, it can be argued, potentially allow for more involvement between
rescarcher and participants, and often “emphasise the importancc of crcating
ncw ways of seeing rather than the testing of prior thcory” (Henwood & Pidgeon,
1994). This, it is suggested, can allow research to proceed in a progressive and
innovative fashion, and also allows for greater sensitivity to the rights and

personal realities of the participants involved.
A concept central to many qualitative approaches is the open acknowledgement

of the interplay between researchers and participantd own subjectivitics.

Henwood (1993)'a'rgu'cs that these facets of qualitative research have greal
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emancipatory potential, in contributing to the goal of doing research for rather
than on women. But the meeting point between theoretical base, and research
approach, is often blurred. Some feminist psychologists argue that qualitative
approaches can be used effectively to challenge gender biased claims within the
social sciences (Henwood & Pidgeon, 1995). For the reasons outlined above, many
feminist approaches eschew quantitative techniques altogether, favouring
instead the greater flexibility, and freedom from a particular set of political
constraints, that qualitative approaches bring (Duelli Klein, 1983). According to
Henwood & Pidgeon (1995), this was an effort to provide a psychology for women
that valued women’s experience in their own terms, a point echoed by Squire

(1989) as she documents the “Women-Centred” feminist approach.

However persuasive the argument for an exclusive or special relationship
between qualitative and feminist approaches is, Henwood & Pidgeon (1995) arguc
that therc remain a number of unresolved dilemmas. In the first place, and this is
an argument that extends to other realms of psychology aside from feminist
rescarch, the links between positivism and quantification on the onc hand, and
feminist, new paradigm approaches and qualitative methods on the other, arc
often taken to be mutually exclusive (Henwood & Pidgeon, 1995). Although the
point that choicc of mcthod can often be made for practical rather than
theoretical reasons, and the observation that qualitative research merely
involves imposing a different interpretive framework upon raw data both
providec modest support for quantification, neither 1is especially convincing
(Hecnwood & Pidgeon, 1995).

Qualitative research also raises different ethical issues to those encountered by
researchers working within more traditional boundaries. Finch (1984)
acknowledges that her status as a sympathetic female listener when conducting
qualitative interviews gave her access to her participants lives that she might not
otherwise have had. Finally, the practice of reflexive qualitative rescarch,
expounded by many feminist researchers, does not automatically add weight to

any subsequent interpretation of raw data. As Henwood & Pidgeon (1995) observe:
“By being prepared to explain and justify ‘the basis for her interpretations

to all concerned... the qualitative researcher becomes accountable for her

interpretations and their social and political consequences to herself, her
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participants and her community.... reflecting the hand of the researcher
will not automatically strengthen the credibility of an account.... the
outcomes of the research are also to be evaluated within a still generally

unreflexive discipline.”
(Henwood & Pidgeon, 1994b Ppll).

Henwood & Pidgeon add that the problems associated with the notion of
reflexivity, or acknowledging one’s own existence as researcher in the process of
interpreting and collecting data, is inextricably bound up with the “multiple
forms of subjectivity” (Henwood & Pidgeon, 1994b) and subject positions working
within the research setting. These, they suggest, include the suppositions and
beliefs held previously by the researcher, and the broader and often implicit
cultural frameworks for understanding and interpretation (Henwood & Pidgeon,
1994b). Finally, they return to a point made previously in this section, that the
practice of reflexivity and qualitative research should be considercd carefully
with regard to the desircd “audience” of a piece of rescarch (Henwood & Pidgeon,
1995; Yardley & Yardley, 1993). In other words, concerns other than the

epistemological may determine the relevance of a particular rescarch strategy

(Bryman, 1984).

4.3.4 Summary: Feminist standpoint theory and methodological
pluralism.

The argument for methodological pluralism within fcminist approaches has been
made eloquently by Henwood & Pidgeon (1995), who echo Harding’s (1987)
assertion that feminist research is more an epistemological than tcchnical
practice. As stated by Lorber & Farrell (1991), a feminist “would not neccssarily
reject quantitative research, but would design the resecarch differently” (Pp 213).
Henwood & Pidgeon (1995) suggest that not only is such pluralism a stratcgic
rcsponse to the above dilemmas, but reiteratc Niclson’s (1990) point, that feminist
inquiry itself can be termed a research paradigm, because of the parallel
practices of asking new research questions, secking the appropriatc means by
which to investigate them, and seeking new explanations and theorics for
existing research (Henwood & Pidgeon, 1995). Hollway (1989) argues that theory
and practice within feminist psychological research should remain indcpendent,

to avoid the obscuration of research questions by inappropriate mecthod.
Whilst they question the coexistence of post-structuralism and empiricism within
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any epistemology, Henwood & Pidgeon (1995) conclude their examination of the
relationship between feminism and research by revising the feminist standpoint

(sce Rose, 1983; Harding, 1986, 1991).

It can be argued (Henwood & Pidgeon, 1995) that feminist epistemologies fall into
three categories: feminist empiricism, feminist standpoint and feminist post-
modernism. Henwood & Pidgeon (1995) further argue that aspects of feminist
empiricism and feminist post-modernism can be bound together within the
feminist standpoint, an epistemology that attempts to develop a more complex
understanding of the intricate relationship between women’s experience and the

scicntific process. They state:

“Standpoint theorists argue that science is not isolated from the social
order but should be placed in the same causal plane and investigated in the
same terms as the phenomena it seeks to explain..... The feminist analysis is
that dominant conceptual schemes are partial accounts, since they are
based only in the social activities of the powerful in society who are

typically (though not necessarily) men.”
(Henwood & Pidgeon, 1995 Ppl8).

So whilst consideration of the scientific process is encouraged, it is recognised as
being merely a partial account, which may be ‘fleshed out’ not only by
considering science from the standpoint or perspectives of women’s lives, but by
adopting different methods of inquiry. Standpoint theory may encompass the
post-structuralist concern of multiple subjectivities or realities, so long as women
are not taken to be an homogenous category who “speak with one unified voice”
(Pp20). It is here that the issue of reflexivity, and the necessary avoidance of any
absolutist stance, may be reintroduced: It may be argued that by using different
research methods, and reflecting upon each as productive proccsses in
themselves, so a less distorted picture of the experience of particular groups of
women may emerge, where as Gorelick suggests, the *“visions of each sub-group
of women must refocus or re-vision thc knowledge of all” (Gorelick, 1991 Pp473).

Thus, by taking a feminist standpoint, comaining' " a multi-factorial model of PMS
through which to understand and research women’s experience, and using self-
report of PMS rather than forcing a diagnostic category that is bound up in the
methodological (and misogynistic) pitfalls of traditional PMS rescarch, it is
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possible to reconcile the interests of feminist deconstructive practices and to
address the need for practical solutions to women’s experience of PMS. Further, in
order to do this, the researcher may utilise different research methods not only as
appropriate to each facet of the experience of PMS, but to reflect upon and
acknowledge these methods role in it’s construction. It remains to address
Richardson’s (1992) suggestion that the menstrual cycle poses a problem for
feminism, as it is one of the few sexual dimorphic human characteristics, and to

set out finally the epistemological standpoint taken by this thesis.

4.4 Conclusion.

As has alrecady been stated, some feminist post-structuralist approaches consider
all gendercd or sexual experiences and characteristics to be arbitrarily assigned
through discourse (see Gavey, 1989). However, the position argued herc is in line
with that of Henriques et al (1984): that whilst a theory of subjcctivity founded in
some biologically given component cannot be assumcd, nor can wec dcny biology

any role in the formation of experience.

The position that is commensurate with use of a multi-factor modcl within a
feminist standpoint is that all factors contributing to subjective expcricnce may
be acknowledged, with no facet being predominant over another. Rather, the
relational nature of the production of “PMS” is stressed, a position which I would
argue is suggested by the current state of “knowledge” and various
mecthodological and thcoretical impasses currently experienced by rescarchers in
this field (see Ussher, 1992a). Furthermore, a feminist standpoint that embraced
purely the realm of the social and denied biological or internal experience would
not only be naive, it would be guilty of the same esscntialism that traditional
psychology has so often been accused of. McNay (1992) notes that, taken to it’s
logical limit, not only is the body neutralised and dcnied any salicnce whatsocver,
but the boundaries of our polarised notion of gender may become blurrcd and

confused.
Braidotti (1989) provides an eloquent summary of a feminist approach to the body
that understands it as lying at the threshold of subjectivity, but not in terms of a

fixed biological essence, nor as a result of social conditioning (McNay, 1992):

“The ‘body’ is rather to be thought of as the point of intersection, as the
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interface between the biological and the social, that is to say between the
socio-political field of the microphysics of power and the subjective
dimension... This vision implies that the subject is subjected to her / his
subconscious; the driving notion of ‘desire’ is precisely that which relays
the self to the many ‘others’ that constitute her | his social reality”
(Braidotti, 1989 Pp97).

With regard to the use of qualitative methods to investigate women’s experience,
and the discursive construction of such a gendered illness, the realm of biology is
not denied. Instead, the way in which biological experience is translated into
illness experience, through the lenses of gender and discourse, is examined. As
Kirmayer (1992) suggests, the pervasive Western dualism in which the activity of
the mind is valued over and against the life of the body is a misleading and false
one - despite the inadcquacies of a language that is itself partly grounded in
bodily experience, our “aching bodies” (Pp 323), wherever the ache is situated,
seck linguistic expression. However, the examination of methodological pluralism
set out within this chapter should also point towards the benefit of employing
different mecthods through which to investigate a research question, grounded in
‘a particular epistemological account of women’s experience and their place in the
social order, and thcir utility in enhancing our theoretical account of the

expericnce of PMS.

What remains to be seen, in addressing women’s experience of PMS, is how that
“ache” is linguistically and socially produced, and how these constructions relatc
to the “gendered illness” of PMS (Parlee, 1991). To link this with the plurality of
mcthods appropriate to a multi-factor model of PMS, Walker (1993) suggests that
PMS is an issue both of science and gender. She claims that the “scientific” or
positivist approach to PMS research relies upon four assumptions, many of which
go back to the original paper on premenstrual tension by Frank (1931) and which
have remained, for the grcater part, largely unquestioned. These assumptions,
she suggests, are firstly that menstruating women are variable, that it is normal
to experience some change across the menstrual cycle, that some women
experience severe tension premenstrually, and finally that severe premenstrual

change is dysfunctional (Walker, 1993).

These assumptions have not been questioned as science, because of its own
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gendered nature and bias, has failed to accurately describe the phenomenon of
menstrual cycle change. Furthermore, these assumptions have not been
challenged within a reflexive framework, that questions the nature of scientific
mecthod itself. PMS is further an issue of gender, as researchers have failed to
consider their own subjectivity (background, culture, beliefs) as affecting their
interpretation of data, and the cultural assumptions about femininity that are
often implicit in the methods that we use. Walker goes on to propose three
strategies for redressing the balance in PMS research: that these tacit cultural
assumptions must be acknowledged within the context of research, leading to the
second strategy which is the concern that research should develop with different
ways of knowing - in other words, not simply acknowlcdging our own
subjectivity but also seeking the use of techniques that achieve this aim. Finally,
Walker calls for the use of an integrated theory (what she terms a “bio-psycho-
social” model of PMS) in order to move on from current theorctical quagmirc and
generate new theory (Walker, 1993). This approach enables the rescarcher not
only to use quantitative techniques to investigate the experience of PMS, but to
draw strands from post-structuralist thcory at the epistemological level, and to
consider the use and productive nature of both qualitative and quantitativc
‘research methods. I would argue that adoption of a feminist standpoint, within
which is contained an integrated theorctical model of the self-diagnostic and
expericntial process of PMS, is the best way to reconcile these stratcgics, and will
now go on to summarise the different research strategies to bc employed from

this epistemological stance.

4.5 Summary of theoretical framework and outline of thesis.

This thesis, then, takes a multi-factor approach to PMS, within a feminist
standpoint epistemology. The critique of positivism contained within feminist
standpoint theory allows us to employ the observation that traditional
psychological, and bio-medical approaches have failed to provide an adecquate
theoretical account of the process by which women come to define themsclves as

experiencing PMS.

The adoption of a multi-factor approach, and a feminist standpoint epistemology,
thercfore allows us to set the rescarch question ‘what makes a woman self-report
PMS’, and to address it in a number of different ways. In this sense, 1 have

attempted to draw upon the premises of triangulation (of data, mcthod, and
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theory), in presenting and interprcting my research. As [ stated in the first
chapter of this thesis, the process of writing and representation of what I have
done, of ‘making sense’ of my research, has often involved a struggle to impose
order on what has often felt like ‘chaos’. However, in using feminist standpoint
theory, and triangulation, as ‘lenses’ through which to view my research, [ hope
to present my research as both a personal and academic progression in my
understanding of the self-report of PMS, and to conclude this thesis with a
consideration of ways in which theoretical understandings of PMS may be moved

forward.

The research presented in section two (chapters five, six and seven) of this thesis
documents three ways in which psychological methods have been utilised to
address this question. Chapter five describes two psychological experiments,
examining the possible ré)le of cognitive factors in the self-reporting of PMS.
Chapter six describes a questionnaire based study of three different populations,
examining both the utility of questionnaire measures of health and distress in
this arena, and the measurement of PMS within different populations. Finally,
chapter seven reports a qualitative discourse-analytic approach to PMS, where
the texts of interviews with women attending their first appointment at a PMS
clinic are analysed in order to examine the social and discursive construction of
PMS.

The rescarch presented in chapter five is the research that I conducted at the
beginning of my time of study, when I was working in a strong positivist
environment. Chapters six and seven are both later work, as I began to examinc
different research strategies and draw further upon feminist and critical
perspectives in my research. In all instances, the research is presented in a ‘self-
contained’ style, that is, within each chapter I restrict myself to prescnting data
and interpreting results in a way which is traditionally appropriate to each
research strategy. It is in the conclusion that I re-visit each study, and draw out

the implications of the studies as they pertain to broader thecoretical points.

Thus, commensurate with a feminist standpoint epistemology, the utility of these
different strategics is .discussed in chapter eight. Critiques of each strategy, and
their limitations in addressing the research question ‘what makes a woman sclf-

report PMS’ are provided in this concluding chapter. This thesis, therefore,
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concludes with a further discussion of the results of these studies, placed in the

context of the epistemological assumptions sct out within this chapter.
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4.6 Details of theoretical framework.

It is of use to provide at this point a summary of the different theoretical frameworks and
assumptions behind the research strategies used in the course of this thesis, and how these
relate to a multi-factor approach to women's experience of PMS, from a feminist standpoint.
For clarity, I will also discuss the positions adopted with regard to the literature reviewed in

chapters two, three and four.

Chapter two reviews the literature around biological processes associated with the menstrual
cycle, and literature pertaining to variations in performance, behaviour and symptomatology
across the menstrual cycle. In this sense, I review the biological 'realist' position, regarding
the actions and possible effects of reproductive hormones and events. I also begin to question
the positioning of biological events as 'real’ in section 2.1.5, in drawing upon constructivist

accounts of language, as they pertain to the menstrual cycle.

Chapter three begins with a review of the history of premenstrual syndrome. At this point I
introduce constructivist accounts of science and the development of scientific ideology, and
combine this with a feminist critique of science, to illustrate the way in which science
traditionally positions the menstrual cycle. I also draw upon a Foucauldian critique of
scientific discourse (e.g. Foucault, 1980) to strengthen this position. In this sense, I begin to
introduce a feminist standpoint that is critical of positivism, and constructivist in its
questioning of the assumptions behind scientific ideology. A multi-factor approach to
yvomen's experience of PMS (e.g. Ussher, 1992a) is reviewed, as a way of breaching the
'impasse' reached between the mutually exclusive bio-hormonal and critical-social accounts
of PMS. It is from this point that I begin to examine the contributions and tensions between

a multi-factor approach, and a feminist standpoint.

Chapter four reviews the relationships between epistemology, research methodology and a
feminist standpoint. Methodological pluralism, and triangulation of data, theory and method,
are recommended as being commensurate with both a feminist and a multi-factor approach
to women's experience of PMS. I also examine the tensions between science and scientific

method, and the discipline of psychology.
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Chapters two and three noted that the menstrual cycle, and PMS, are traditionally and
popularly positioned as events that are biological alone, with no social or inter-personal
factors contributing to women's experience of them. The critique of science presented in
chapter three, particularly the Foucauldian position on scientific ideology, illustrates how the
positioning of the menstrual cycle (and PMS) as biological alone, and discoverable,
measurable and predictable by scientific methodology, serves to reinforce and legitimise this
positioning. This discourse of science and the female body, I would argue, provides an

interpretive framework for aspects of women's behaviour and experience.

At this level, in reviewing the literature, I am drawing upon constructionist accounts of
science and the menstrual cycle as a counter-position to traditional positivist or biomedical
accounts. In chapter four, however, I note the tensions between some constructionist and post-
structuralist positions, and notions of any realm of 'material' experience. I present a theoretical
framework for this thesis, drawing upon feminist standpoint theory, and a multi-factor
approach, where experience (or subjectivity) is positioned not as having a taken-for-granted
biological or social origin, but rather a position that stresses the 'relational character of their
mutual effects' (Henriques et al, 1984 Pp 22), with no category or realm taking precedence
over another. Braidotti (1989) similarly notes that the 'body' may be considered as a point of
intersection, and from this I suggest that experience and subjectivity, in this case women's

experience of PMS, may be examined.

In other words, I am suggesting that there are many different levels or stratas at which the
menstrual cycle is experienced by women, all of which contribute to their subjective
experience of the menstrual cycle, and their positioning of their PMS status. I am also arguing
that when women's experience of PMS is being investigated, one 'level' or factor that

contributes to this experience must be placed or considered within the context of other factors.

The research question 'what makes a woman self-report PMS' is then investigated using three
different research strategies. These three strategies contain very different epistemological

assumptions about the nature of experience, which I summarise below. My justification for
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presenting these three studies as different ways of addressing the research question rests on
the premise that as well as different levels of experience within the subjective experience of
the menstrual cycle, there are different research standpoints from which to investigate this
experience. Drawing again on the multi-factor approach to the experience of PMS, I suggest
that asking the research question from different research standpoints will provide very
different answers, highlighting the argument that different methodologies access very

different 'truths' (Walkerdine, 1993) about phenomena.

The research presented in chapter five utilises experimental methodology, in investigating
attentional bias, arousal, stress and reactivity across the menstrual cycle. The assumptions
behind this research strategy are those of logical positivism - that phenomena exist as 'real’
and may be measured. Within this chapter, I consider the findings of this study from within
this particular experimental paradigm, as it has been applied to measure attentional bias,
physiological and psychological variables across the menstrual cycle. In chapter eight I re-
visit study one, and critically reflect upon this position, questioning the implications, and
appropriateness, of using experimental methodology in this area. I also note the relevant
critiques of science as they apply to this study, and the practice of abstraction of phenomena

that has been suggested to characterise cognitive approaches within psychology (Potter &

Edwards, 1990).

Chapter six uses a questionnaire-based empirical methodology in examining the relationship
between women's experience of PMS and perceived detriment to emotional and physical
health. Again, within this chapter, results are discussed from a 'realist' perspective, but in
chapter eight I re-visit this study and examine the implications of the research strategy used

in light of critiques of questionnaire-based research and realist assumptions about PMS.

Chapter seven moves radically away from realist assumptions about women's experiences of
PMS, and uses a discourse-analytic framework to analyse women's accounts of PMS. This
approach draws upon constructionist and post-structuralist strands of argument, in its

deconstructive techniques and positioning of discourse. However, I also argue that there are
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degrees of ‘critical distance' to be taken up in the reading of texts, and that again, in
considering women's experience of PMS, use of a discourse-analytic research strategy does
not negate the role of material experience, rather that material experience may be framed and

interpreted by discourse.

In chapter eight, I consider the tensions between notions of the body and the critical stance
of discourse analysis, and the implications of this for the interpretation of my research. The
three studies in this thesis are presented in temporal order - as such they illustrate the
progression of my thinking about women's experience of PMS, and also the opportunities
available to me to conduct research. I conclude that the different positions adopted by these
studies may, to an extent, be reconciled through the acknowledgement that the menstrual
cycle is experienced at a number of parallel levels, and that examining women's experience
from a number of research standpoints may present a way of breaching the fragmentation and
stagnation between divergent research camps. Such a progression, I would argue, is possible
only from a framework that takes a critical distance from the material and the socio-linguistic
realms of experience, such as the feminist standpoint and constructivist position considered

here.
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Chapter five: Attentional bias and self reported PMS.

5.1.1 Introduction.

The use of experimental paradigms within psychology has a history that is almost
as long as the discipline itself34 . It has already been noted that logical positivism,
and wuse of the hypothetico-deductive method, predominate within the
mainstream.  This is certainly true of cognitive psychology, a disciplinary strand
exploring and describing the structures and processes that underpin mental
activity, which tends to use information processing and other representational
models through which to understand the functioning of the mind (see Williams et
al, 1988; Edelmann, 1992). Use of the hypothetico-deductive method invariably
entails the setting of a specific null hypothesis (drawn from existing knowledge),

and the testing of this hypothesis by means of a controlled experiment.

Some psychological research in the arca of PMS has focused upon cognitive
factors and variations across the menstrual cycle, wusing paradigms and
experimental techniques drawn from cognitive psychology. However, any
fluctuations found tend not to be accounted for in any cognitive framework of
premenstrual experience, rather, any diffcrences tend to bec accounted for in
terms of the traditional hormonal model of PMS (sce, for example, Anderson &
Ellens, 1989). Further, as noted previously (see chapter two; sce chapter three),
notions of premenstrual cognitive impairment persist, despite the lack of
empirical evidence for this, and the lack of any evidence for cognitive
performance differences  between women with and without PMS. This renders
hormonal or biomedical theoretical accounts of PMS and premenstrual dctriment
to performance weak. Recent theorctical developments (see, for ecxample,
Bancroft, 1993; Ussher, 1992a) have tended to move away from this univariatc
standpoint, and emphasise the possible role of cognition and cognitive

mechanisms in the experience of PMS.

Within Ussher’s (1992a) multi-factor model of PMS, cognitive factors contribute to
outcome behaviour at the enduring vulnerability level, and at the transient

intermediate state35 . Factors proposed to influence women’s experiences of their

34 See chapter four for a review.
35 See chapter four.
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menstrual cycle include enduring vulnerability components (trait factors,
monthly fluctuation in arousal and hormones), environmental stimuli (social
stressors, life events, social support) and socio-cultural factors (e.g. cultural
beliefs about menstruation), leading to a transient intermediate state where
attribution of symptoms, labelling and perception of arousal, and perception of
control / self-efficacy determine the outcome event as either coping with
premenstrual symptoms (possibly entailing some compensatory effort), or self-

diagnosis for PMS and possibly help-secking behaviour (Ussher, 1992a).

Choi & Salmon (1995) investigated the strategies employed by a sample of 342
women to cope with menstrual cycle changes and premenstrual symptoms. Using
an extensive checklist of coping items, they found that the most successful
strategies employed by women were active-behavioural (e.g. steady cxcrcise, kept
busy) and active-cognitive (e.g. tried to see the positive side of things, rclaxation

exercise).

Klebanov & Jemott (1992) investigated the effects of bodily scnsations and
expectation on self-reports of premenstrual symptoms. In the first of two
-experiments, 48 women were assessed during their premcnstrual phase, and in
the second experiment, 82 ‘women were studied during their intcrmcnstrual or
premenstrual phase. All participants took a fictitious test that indicated (falsely)
that they were premenstrual or intermenstrual, and premenstrual distress was
assessed prior to the studies, and the results showed a correlation betwcen level of
premenstrual distress, and reported premecnstrual symptoms. Additionally, women
who were falsely told that they were premenstrual reported greater symptom

experience than those who were told that they were intermenstrual.

There is further evidence for the role of cognitive factors in PMS from trcatment
trials for cognitive-type interventions. For example, Morse & Dennerstein (1991)
conducted a controlled treatment trial for PMS symptoms, comparing hormonc
therapy, a cognitive-behavioural intervention, and a waiting list control group.
It was found that the cognitive-behavioural intervention was the most effective
at alleviating premenstrual symptoms, both immediately after trcatment and at

follow up36 . Kirkby. (1994) found that women reporting severe premenstrual

36 Sec chapter four.
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symptoms showed significant improvements in symptom levels when allocated to
a cognitive-behavioural coping skills treatment, even at a 9-month follow up. In
all, there are nine published reports of cognitive-behavioural interventions used
in the treatment of PMS, and positive outcomes are consistently reported (Kirkby,
1994).

If we are researching PMS from within a multi-factor approach, such as that
proposed by Ussher (1992a), then it is feasible that we may use the state model of
psychological functioning3?7 (Rubinow & Schmidt, 1989) as a framework through
which to wunderstand the mechanism of change, from ‘normal’ experiential statc
to ‘premenstrual’ experiential state . From this approach, we could hypothesise
that some physical or emotional cue, at the onset of the late luteal or premcnstrual
phase, may mark the change for an individual woman from her non-
premenstrual state into a state characterised by a specific set of affective
responses, beliefs, memory accesses, communicational styles, self / object relation
rules and so forth (Rubinow & Schmidt, 1989), leading the individual woman to

categorise herself as being premenstrual.

‘Returning to the literature reviewed in chapters two and thrce, wec may
summarise that most women experience some physiological change across their
menstrual cycle (Richardson, 1992). Further, we may note that whilst a grcat deal
of research has focused upon the dctrimental effects of menstruation and the late
luteal phasc upon performance and behaviour, there is little evidence to support
such theories, and little research into the role of cognition as a mediating factor
in the experience of PMS and the menstrual cycle . The research that does exist
(e.g. Bains & Slade, 1988) has often been correlational, or conducted from a social-
cognitive standpoint, rather than investigating the feasibility of an information

processing type cognitive approach.

Stein et al (1989) prospectively evaluated 20 normally menstruating women with
panic disorder across a minimum of two drug-free menstrual cycles. Somc
cognitive approaches to panic disorder (e.g. Clark, 1988) focus on the way in
which panic patients are more preoccupied with bodily sensations than the non-

panicker, monitor themsclves more closely, and interpret particular bodily

37 See chapter three, sec this chapter.
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sensations in a catastrophic manner. If this were the case, then women with
panic disorder may be more likely to notice the physiological changes associated
with the menstrual cycle, and interpret these in a catastrophic manner, with a
corresponding increase in panic attacks in the menstrual or premenstrual phase
of the cycle. Participants provided daily self-report ratings of anxiety and panic
attacks. However, no effect of cycle phase was found on anxiety ratings in the
panic patients or in a matched normal control group, which contrasted with a
robust increase in a further group of participants with -PMS. The authors suggest
that symptoms of panic disorder are not commonly exacerbated by the

premenstrual phase of the menstrual cycle.

A different interpretation of the above results is possible. It may wcll be that
panic disorder is not exacerbated by either premcnstrual or menstrual symptoms,
and this could be explained by the fact that the symptoms and sensations
associated with the menstrual cycle are not typically those focused on by panic
patients. So whilst the panicker may attend more to her internal environment,
returning to the premise of cognitive spccificity discussed earlier, it may bc that
she selectively attends only to those symptoms associated with her panic attacks
‘(such as breathlessness, increase in heart rate), possibly even at the expcnse of
other sensations. Further, the study takes no account of either individual
pathology (in terms of panic disorder) or type of premecnstrual symptoms
experienced. The study is important, however, in as much as it provides a
theoretical ‘stepping stone’ to a more detailed cxamination of cognitive factors
involved in the experience of PMS. If we start to conceptualisc PMS as an
‘emotional disorder’, rather than a hormonal one, then we may not only utilisc
the research strategies in the area, but we may begin to provide a thcorctical

account of the process that leads a woman to self-diagnosec PMS.

Does the PMS sufferer, for example, attend more to physical cucs associated with
arousal (as the increase in anxiety in the PMS group above might suggest)? Might
there be a specific cognitive set, or schemata, associated with PMS, including
expectations about symptom experience, performance, attributional style? Does
she find such cues morc salient than neutral stimuli? And is this subject to cycle
phase effects? Returning to the state model of psychological function, does the
PMS sufferer attend to physical cues salicnt to her menstrual cycle, resulting in a

changed emotional state premenstrually, or does an increase in autonomic arousal
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premenstrually lead her to attribute this to PMS Gés Schacter & Singer (1962) might

propose)?

This chapter will argue that because of parallels that may be drawn with research
into emotional disorders, and some research studies, there is some support for the
role of cognitive processes in the experience and interpretation of menstrual
symptomology, that may lead some women to self-diagnose PMS. Furthermore,
these cognitive processes may be focused around the interpretation, or

misinterpretation, of some underlying arousal change.

By drawing on some of the research reviewed in the preceding chapters, this
chapter will present the results of a pilot study and an experimental study, using a
particular cognitive paradigm, which examine variations in attentional bias,
physiological and psychological factors across the menstrual cycle in two groups
of women. There are, it will be suggested, significant comparisons to be drawn
between existing rescarch in some cognitive approaches to emotional disorders,
and the area of PMS research: By a review of cognitive approaches to three
particular emotional disorders (depression, anxiety and panic disorder), and
-examination of their assumptions, these parallels will be used to introduce the two
studics. Results of the studies will be discussed both at the level of a cognitive
approach, and in terms of the implications that they have for multi-factor modecls
of PMS.

5.1.2 Introduction to a cognitive approach.
Chapter four noted the development of multi-factor approaches to PMS (e.g.
Ussher, 1992a; Walker, 1993; O’Brien, 1993) and drew a parallel bctween such
approaches to PMS research, and other areas of psychology such as  depression
and vertigo. Cognitive approaches to emotional disorders tend to take what might
be termed a diathesis stress, or multi-factor approach, although they vary in their
respective foci (Williams et al, 1988):
“Cognitive models...characterise man (sic.)as a complex information
processing system, and attempt to describe human experience and activity
in terms of the integrated operation of fundamental processing
mechanisms which act upon, and are themselves acted upon, by the flow of

information through the system”
(Williams et al, 1988 Ppl4).
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A cognitive approach, therefore, can be said to conceptualise the self and

experience as positioned upon an internal / external (social) interface38 .

Cognitive psychology then, addresses the ‘normal’ functioning of the human
mind, proposing a variety of representational models and structures (see Magaro,
1991; Edelmann, 1992), in order to explain the processing and interpretation of
incoming information, the representation of stored information, and the
subsequent interaction between the individual and the environment. However,
cognitive approaches have also proved useful in the study of emotional disorders,
the research therein further informing cognitive models of ‘normal’

functioning.

Cognitive approaches to emotional disorders tend to focus either on the effccts of
emotion on cognitive processes or upon the role of cognitive processes in the
creation of emotional states (Williams et al, 1988). Rcsearch into the effects of
emotion upon cognitive processes tend to takc one of three forms: Emotional
material may be used in contrast to neutral material to investigatc variations in
attention and memory (e.g. Kleinsmith & Kaplan, 1963); State (temporary
-emotional arousal) or trait (chronic emotional arousal or preoccupations) in
participants may be cmployed to investigate cognitive proccssing; or an
interaction between emotional content of test matcrials and statc or trait of

participants may be explored (Williams et al, 1988).

The effects of cognitive processes on emotional states have also bcen studied, for
example Scherer (1984) emphasises the role of interpretation and attribution in
the relationship between events and emotional response. Williams et al (1988)
reiterate the clinical emphasis on the reciprocal relationship betwcen cognition
and mood, whereby mood is affeccted by cognition, and vice versa. Thec authors
continue:
“The emotional states of anxiety and depression ... are multi-faceted. In
patients with anxiety states there are likely to be acute and intense
emotional reactions with a strong autonomic component, but also long-
term cognitive elaboration around themes of danger. Depression is perhaps

less likely to include acute reactions to specific stimuli, but is more

38 See also Richardson (1992).
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