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ABSTRACT 

The purpose of this exploratory study was to develop, 

test, and apply a questionnaire which would be used to 

determine the possibility of PMS in women being admitted to 

psychiatric facilities. 

Although a review of the literature supported the 

assumption that PMS symptoms and symptoms of psychiatric 

illness share overlapping features, the evaluation process 

currently implemented in psychiatric facilities does not 

allow for the possibility of a diagnosis of PMS. The 

questionnaire, created to detect PMS symptom changes in 

intensity and timing, was administered to women newly 

admitted to psychiatric facilities. Thirty-two percent of 

the group demonstrated the possibility of having PMS. 

The results of this study would suggest that women of 

child-bearing potential, admitted to a psychiatric facility, 

might be evaluated for the possibility of PMS. 
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INTRODUCTION 

Although Premenstrual Syndrome (PMS) first was 

described in the literature in 1931 by Frank, today's 

descriptions of the syndrome's primary characteristics vary. 

Researchers and clinicians do not agree on the specific 

criteria that delineate PMS from psychiatric syndromes or 

diseases. Thus, identifying the primary syndrome 

characteristics of PMS, as separate from or in conjunction 

with other identifiable symptoms of mental illness, is 

difficult because there is no standardization of defining 

characteristics. In addition, these characteristics 

frequently overlap across several mental illness categories 

or diagnoses. For example, the most common psychological 

symptom of PMS cited in the literature is tension, which 

includes characteristics of depression, irritability, 

agitation, anxiety, and lethargy (Abraham, 1980; Coyne, 

1983; Dalton, 1984; Hanna, 1980; Watts, 1980; Wilson, 1984). 

In contrast, the most characteristic symptom of PMS reported 

by clients is the existence of a sudden mood swing without 

perturbation (Abraham, 1980; Chihal, 1981; Dalton, 1984; 

Gough, 1982; Hanna, 1980; Hobson, 1984; Labrum, 1983; Moos, 

1968; Norris, 1983; Rubinow & Roy-Byrne, 1984; Watts, 1980). 

Several symptoms o£  PMS and symptoms of psychiatric 

illness share overlapping features. Case studies have been 
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described as either premenstrual tension associated with 

neurotic episodes or as major psychiatric illnesses aligned 

with the menstrual cycle (Williams & Weekes, 1952). For 

example, studies have shown a pronounced rise in the 

frequency of admission to psychiatric units among depressed 

women on the last day of the premenstrual phase and the 

first day of menstruation (Abramowitz, 1982; Reid & Yen, 

1981). Reid and Yen (1981) also found that the number of 

accidents and suicide attempts increased during the 

premenstrual phase. Dalton (1984) noted that in four 

London hospitals, out of 276 female emergency psychiatric 

admissions, 46% occurred during the premenstrual phase. 

Other reports have linked adverse social behaviors to PMS 

with specific descriptions including marital discord, baby 

battering, child abuse, and criminal behavior (Gough, 1982; 

Halbreich & Endicott, 1983; Hanna, 1980; Labrum, 1983; 

Norris, 1983; Reid & Yen, 1981). Furthermore, in two 

separate cases, the British courts have even alleged that 

PMS was a contributing factor to murder by lessening the 

women's sense of responsibility for their actions. (Hobson, 

1984). 

Statement of Purpose 

The confusion over a lack of clearly defining syndrome 

parameters for PMS makes the assessment process difficult 

and interferes with an efficient implementation of an 
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accurate treatment plan by health care providers. 

Therefore, the specific purpose of this study is to develop 

and to test an assessment questionnaire that could be used 

to screen for the possible existence of PMS in adult females 

of childbearing years who are admitted to a psychiatric 

facility. 

Rationale 

Personal experience has revealed that female patients 

reported emotional symptoms routinely worsened just before 

the onset of menses. These patients complained of becoming 

"enraged, weepy, jittery, bitchy, and intolerant of others". 

They also stated that they "nagged, shouted, and became 

abusive to their children and spouses". Although these 

symptoms are characteristic descriptors of PMS, the 

admitting diagnosis for each patient did not reflect the 

possible existence of PMS as an underlying contributing 

factor to the patient's described behavior. 

Presentation of this preliminary observational data to 

the unit head nurse stimulated a discussion regarding the 

frequency of occurence between the simultaneous onset of 

menstruation and an admission to a psychiatric facility. 

Furthermore, during a group discussion with clients, 

participants were eager to relate their experiences of 

increased intensity of existing biological and psychological 



11 

symptoms and the appearance o£ new symptoms during the 

premenstrual phase. 

In spite of this awareness on the part of a few 

individuals, it was evident that the possibility of PMS was 

not receiving adequate attention by all health providers. 

These clinical observations stimulated further curiosity in 

regard to published information about PMS, particularly the 

diagnostic assessment of PMS and the possible relationship 

of PMS to mental illness. A cursory examination of the 

literature on PMS disclosed a similarity between 

psychological symptoms of PMS and certain psychiatric 

illnesses (Dalton, 1984; Moos, 1968; Norris, 1983; Gough, 

1982). The assessment process commonly employed to evaluate 

the possibilty of PMS was found to be a lengthy self-report 

diary conducted over several months (Moos, 1968). The self-

discipline required to compile the diary limits the 

practicality of this assessment technique. In addition, the 

time lost until the diary is completed and adequately 

evaluated by health care professionals results in a 

prolonged, undiagnosed course of illness for those PMS 

victims. 

In summary, an assessment tool that would screen for 

the possible presence of PMS in women admitted to a 

psychiatric facility would serve several purposes. First, 

staff awareness of the possible presence of PMS in the 

patient would be increased. Second, a timely and cost-
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effective direction for appropriate nursing care for this 

select population of psychiatric patients could be initiated 

when indicated. Thus a more correct assessment would 

increase the efficacy of treatment and be more cost 

effective to both patient and facility. 

Conceptual Framework 

Premenstrual syndrome refers not only to what symptoms 

are manifest, but when and with what intensity these 

symptoms occur. For example, since Frank (1931) first 

introduced the term "premenstrual tension", describing it as 

a specific and severe syndrome, premenstrual syndrome (PMS) 

has been associated with over 57 symptoms (Rubinow & Roy-

Byrne, 1984). To further complicate the diagnostic process, 

some women may experience only one or two of the symptoms 

simultaneously or sequentially, while other women may 

experience 10 or more symptoms. The intensity of the 

experienced symptoms may vary with each menstrual cycle and 

also may change over the lifetime of a woman. Probably no 

two women experience PMS in exactly the same way. 

For purposes of this study, identified symptoms will be 

divided into two categories which seem to best describe the 

majority of defined symptoms found in the literature: 

biological symptoms and psychological symptoms. The 

biological categorization of symptoms includes: pain 

symptoms, neurovegetative changes, autonomic and central 
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nervous system interruptions, 

and dermatological imbalances, 

the psychological parameters 

responses, cognitive proces 

(see Figure 1). 

fluid/electrolyte imbalances 

Symptoms categorized within 

of PMS include: affective 

s, and behavioral responses 
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PAIN - - - - - -

NEUROVEGATATIVE - - -

AUTONOMIC NERVOUS SYSTEM 

CENTRAL NERVOUS SYSTEM - -

FLUID/ELECTROLYTE - - - -

DERMATOLOGICAL -----

BIOLOGICAL 
SYMPTOMS 

-PMS 

AFFECTIVE -

COGNITIVE 

BEHAVIORAL 

-PSYCHOLOGICAL 
SYMPTOMS 

Figure 1. 

Linking Biological and Psychological Symptoms 

to a Definition o£ PMS: A Conceptual Model 
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CHAPTER II 

REVIEW OF THE LITERATURE 

The literature review intially outlines various 

definitions of PMS. Next, a focus on the etiology of PMS is 

presented. Finally, commonly described biological and 

psychological symptoms of PMS are included. 

Definition 

Premenstrual syndrome usually is defined according to 

time of symptom onset within the menstrual cycle and/or by 

the symptoms themselves. A time orientation to the 

definition is proposed by researchers who define PMS by 

criteria associated with the menstrual cycle. The usual 

cited PMS time range is from one to 14 days before the onset 

of menses. For example, Coyne (1983) defined the 

premenstrual phase as synonymous with the late luteal phase, 

(eight to 10 days before the onset of menses), when women's 

estrogen levels increase and progesterone levels rapidly 

decrease. Similarly, Dalton (1984) required that symptoms 

must (a) occur exclusively during the second half of the 

menstrual cycle; (b) increase in severity as the cycle 

progresses; (c) be relieved by the onset of the full 

menstrual flow; (d) be absent in the post-menstrual phase; 

and (e) be present for at least three consecutive cycles. 

In contrast to the time-related definitions of PMS 
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which describe fairly specific parameters, other researchers 

have defined PMS as a collection of symptoms. In 1968, Moos 

used cluster and factor analytic techniques to produce a 

symptom definition of PMS. He developed a retrospective 47 

item Menstrual Distress Questionnaire which generated eight 

symptom groups. The majority of items and symptoms focused 

on somatic changes with psychological changes less 

extensively catalogued and subsumed under only two of the 

eight categories. 

In 1980, using a modified version of Moos' 

questionnaire and several psychiatric symptom rating scales, 

Steiner and associates identified eight major mood and 

behavioral symptoms. Clients were required to report five of 

the eight symptoms before the diagnosis of Premenstrual 

Syndrome was applied. A critique of these studies is 

offered by Rubinow & Roy-Byrne (1984) who noted that the 

absence of specific inclusion and exclusion criteria in the 

Moos questionnaire limited the ability of the scale to 

translate changes in mood and behavior into useful 

diagnostic categories. They noted that Steiner and 

associates' diagnostic criteria failed to include somatic 

symptoms and their criteria excluded patients with a 

psychiatric history. 

Abraham (1980) and Labrum (1983) also determined that 

the symptom groups generated by Moos did not adequately or 

correctly categorize the symptoms of PMS. They proposed a 
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more useful classification o£ PMS symptoms which was 

divided into five major categories that identified both 

biological and psychological characteristics. Although 

Abraham acknowledged that all of these symptoms or any 

combination of these symptoms might be present in an 

individual, usually one of the five symptom groups was 

found to be predominant. Rubinow & Roy-Bryne (1984) stated 

that the sensitivity and specificity of these categories 

were questionable since the scale contained only 19 items 

and was not constructed using standardized psychometric 

procedures to ensure internal consistency, reliability, and 

the cohesiveness of subgroups. 

In 1982, Halbreich, Bndicott, and associates developed a 

95 item premenstrual symptom assessment form which allowed 

for the development of inclusion and exclusion criteria for 

a number of sub-syndromes. These sub-syndromes reflected 

their definition of PMS as primary changes in mood and 

behavior. The form also introduced bi-directionality of 

potential change in the same symptom area. For example, 

overeat or undereat were terms used to describe a change in 

appetite. Unfortunately, the assessment form is lengthy and 

included items that did not evenly address the full range of 

symptom catagories commonly attributed to PMS. 

Other studies have attempted to link definitions of PMS 

with psychiatric morbidity in women. Wetzel, Reich and 

McClure (1975) and Schuckit, Daly and Herrman (1975) have 



18 

suggested that college students who reported having 

Premenstrual Syndrome were more likely to seek psychiatric 

help and be diagnosed with an affective disorder than those 

students who did not have PMS. Students with PMS also had a 

higher incidence of prior depression and developed 

depression at a higher rate compared to their non-PMS 

college counterparts. Coppen and Kessel (1963) stated that 

women who scored high on a defined premenstrual profile also 

scored high on the Eysenck neuroticism scale. In contrast, 

Rees (1953) noted that there were severely neurotic women 

who did not complain of premenstrual symptoms. He further 

observed that neurotic women, who improved psychologically 

as a result of psychotherapy, did not necessarily show 

improvement in their premenstrual symptoms. 

Based on these reported studies which outline a 

diversity in definition of PMS, a significant percentage of 

reported characteristics include both biological and 

psychological components. In addition, no one perspective 

seems adequate in its completeness of syndrome definition.-

Etiology 

Discussions on the etiology of PMS are as. diverse as the 

descriptions of syndrome definitions. For example, a few 

researchers have stated that PMS is an evolutionary 

adaptation. Hostilities were seen as deliberately programmed 

in the pre-menstrual or menstruating female to discourage 
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man from wasting sexual energies at a time when conception 

was least likely (Rosseinsky & Hall, 1974; Adams, Gold, & 

Burt, 1978). In addition to this viewpoint, several 

researchers have cited psychosocial factors as indices of 

PMS and numerous individuals espouse to the biological or 

genetic origins of PMS. Because there is such a varied 

opinion, the general agreement is that PMS is a complex 

condition of several etiological origins. 

Biological Etiology of Premenstrual Syndrome 

Conceptualizations on the biological origins of PMS 

differ. Several researchers (Dalton, 1984; Day, 1980; 

Hanna, 1980; Labrum, 1983) have cited a hormonal imbalance 

in the latter half of the menstrual cycle, when the level of 

estrogen increases and level of progesterone decreases, as 

the origin of PMS. Simarilarly, Green and Dalton (1953) and 

Israel (1938) reported that unopposed estrogen due to 

inadequate luteal-phase activity with resultant progesterone 

deficiency is descripive of PMS causation. Other hormones 

such as prolactin (Horrobin, 1976) and 

angiotensin/aldosterone (Janowsky, 1973) also have been 

proposed as key factors in the development of PMS. 

Of 10 reviewed research studies examining the 

relationship between menstrually-related mood disturbances 

and progesterone levels, five studies reported that 

diagnosed PMS patients had reduced progesterone in the 
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mid-late luteal phase as compared to a control population 

of non-PMS individuals (Abraham, Eisner and Lucas, 1978; 

Backstrom and Cartensen, 1974; Backstrom, Wide, and Soderga, 

1976; Munday, Brush and Taylor, 1981; Smith, 1975). In 

contrast, three studies showed no abnormality for diagnosed 

PMS patients in progesterone secretion during the mid-luteal 

phase (Andersch & Abrahamsson, 1979; Anderson & Larsen, 

1977; Taylor, 1979). Another study reported that 30% of a 

sample of patients diagnosed as having PMS were found to 

have significantly lower levels of progesterone during the 

late luteal phase (Munday, 1977). The final study revealed 

elevated levels of progesterone during the early-mid luteal 

phase in PMS patients (O'Brien, Selby, and Symonds, 1980). 

The high variability in reported study findings 

relative to progesterone levels and mood or behavior changes 

is supported by the work of Halbreich, Endicott and Nee 

(1983). They suggested that there are different types of PMS 

described by the specific pattern of fluctuation in hormone 

levels or ratios. For example, they hypothesized that women 

with predominant symptoms of anxiety and irritability may 

have a high estrogen slow progesterone ratio whereas women 

with predominant premenstrual depression may have a low 

estrogen:high progesterone ratio. Thus, partial explanation 

to the high variability in reported symptoms may be related 

to variable estrogen or progesterone hormonal levels or 

ratios. 
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in contrast to the findings relating progesterone level 

changes with PMS, Chihal (1981) presented three conceptual 

frameworks linking PMS with altered levels of two ovarian 

steriods, prolactin, and aldosterone. Women with PMS were 

found to have an increased estrogen:progesterone ratio 

during the last three days of their menstrual cycles. These 

women exhibited an increase in serum follicle-stimulating 

hormone six to nine days prior to menses with no difference 

noted in their luteinizing hormone levels. The timing of 

premenstrual symptoms was found to correlate with the 

elevation of plasma prolactin during the luteal phase and 

women with PMS demonstrated increased prolactin levels which 

increased the sodium:potassium ratio in the urine. 

Prolactin has been shown to potentiate aldosterone 

production, thereby altering the excretion of urinary 

electrolytes. Support for the supposition that increased 

aldosterone may be a factor in PMS is strengthened by the 

fact that spironolactone, an aldosterone antagonist, 

produced a marked decrease in PMS symptoms when administered 

during the seven days prior to the onset of menses. 

Other perspectives on the biological origins of PMS 

have included altered gonadal steriod activity secondary to 

decreased renal clearance (Prank, 1931); decreased hepatic 

clearance (Biskind, 1943); and increased gonadotropin 

secretion (Backstrom, 1976). Another perspective defined 

the cause of PMS as the cascade of changes in the neuro-
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endocrine system (within the brain-hypothalamus-pituitary 

complex) that leads to the various manifestations of PMS 

(Reid & Yen, 1981; Halbreich & Endicott, 1982). In addition, 

studies of several posthysterectomy and postmenopausal 

patients have demonstrated that PMS symptoms appeared at 

regular intervals reflecting the circadian timing of 

symptoms which routinely appeared during specific phases of 

previously experienced menstrual cycles (Gough, 1982). 

Gough's (1982) finding suggested that the etiological site 

of PMS lay within the hypothalamus rather than within the 

uterus or ovaries. Norris (1983) concurred with Gough's 

proposal and concluded that PMS is a complex disorder with 

some apparent link to the cyclic activity of the 

hypothalamic-pituitary-ovarian axis. 

While finding that increased sympathoadrenomedullary 

(SAM) activation in response to life stress has showed 

promise for explanations of premenstrual symptomatology 

(Koeske, 1980; Villa & Beech, 1977; Wineman, 1971), this 

perspective did not explain the apparent variability in both 

the type and severity of symptoms (Coyne, 1983). Coyne 

suggested that if increased SAM activation is inherent in 

the premenstrual phase, activation of this hormone should be 

exacerbated when a woman experiences a psychological 

stressor. Thus, individual variability in the reporting of 

premenstrual symptoms may be attributed to different amounts 

of experienced life stress and/or a differential 
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physiological response to actual or percieved stress. 

Other biological viewpoints which define PMS posit 

causes as imbalances in amine levels or enzymes or 

electrolytes. Biogenic amines, such as norepinephrine/ 

epinephrine, serotonin, and dopamine have been found to 

affect moods (Coppen & Shaw, 1963; Geller, Ritvo & Freeman 

, 1982; Hollander, Michelson & Wilkins, 1957; Pollin, Cardon 

& Kety, 1961; Schilldkraut & Kety, 1967; Smith & Prockop, 

1962). For example, epinephrine triggers anxiety; 

norepinephrine triggers hostility and irritability; and 

high levels of serotonin creates nervous tension, 

drowsiness, palpitation, water retention, and an inability 

to concentrate and perform. Dopamine is believed to balance 

out the effects of these three amines by inducing relaxation 

and increasing mental alertness (Boshes & Arbit, 1970). In 

competition with the "amine" definition of PMS, Abraham 

(1983) theorized that a magnesium deficiency, which 

produced altered electrolyte balance, was a predisposing 

factor in PMS symtomatology. Magnesium specifically 

depletes brain dopamine without affecting brain serotonin 

and norepinephrine levels. Coyne (1983), on the other hand, 

cited medical research that focused on delineating the 

fluctuation of a hormone or group of hormones which leads 

to sodium and water retention and potassium depletion 

concurrent with an increase in symptoms as the basis of PMS. 

In addition, a variety of other biological perspectives have 
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considered endometrial toxins (Stieglitz & Kimble, 1949) and 

nutritional imbalances (Abraham, 1980; Dalton, 1984; Labrum, 

1983) as origins of PMS. 

Psychological Etiology of Premenstrual Syndrome 

Some researchers think that PMS has a 

psychological/psycho-social orgin. Watts (1980) concluded 

that premenstrual women may suffer because they cope 

inadequately in many areas of life as indicated by raised 

neuroticism and trait anxiety scores on standardized scales. 

For example, Sharma (1982) correlated premenstrual tension 

with psycho-social factors such as disturbed attitudes 

toward menarche and menses. Attitudes were described as 

guilt feelings about sex, poor sexual and marital 

adjustments, and neuroticism. Coyne (1983) presented a model 

of individual differences in lifestyle and life stresses 

that overlie similar physiological factors in the course of 

the menstrual cycle. In contrast, Osmun, Steiner and Haskett 

(1982) stated that no evidence of significant psycho-social 

factors was implicated in the development of the 

premenstrual syndrome. 

Clinical Symptoms of PMS 

The classically described clinical symptoms of PMS 

begin to appear somewhere in the last 10 days of the 
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menstrual cycle. Symptoms usually peak a day or two be£ore 

the onset o£ the menstrual flow (Abraham, 1980; Dalton, 

1984; Labrum, 1983; Moos, 1968; Norris, 1983) Symptoms 

occur during a definite and relatively constant portion of 

the menstrual cycle and symptoms always have a clear 

beginning and a clear end. In addition, during other 

segments of the menstrual cycle, the patient should feel 

normal (Abplanalp, 1983; Dalton, 1984). 

Symptoms vary from woman to woman, and each woman may 

experience different intensities of symptoms from one cycle 

to the next. For example, one month a woman may report 

symptoms as being mild in intensity with only one or two 

presenting symptoms. The next month the symptoms may be more 

numerous and/or more intense. Occasionally, the number of 

symptoms increase and the intensity becomes more severe with 

age (Abplanalp, 1983; Chihal, 1981; Reid & Yen, 1981). 

Symptoms commonly described in the clinical literature can 

be divided into those of a biological nature and those of a 

psychological nature. Although there may be considerable 

overlap between these two catagories of symptoms, the 

proposed dichotomy of symptoms provides a cogent means of 

organizing the reviewed clinical literature. 
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Biological Symptoms of Premenstrual Syndrome 

Biological categorization of Premenstrual Syndrome 

includes six sub-categories: pain, neurovegatative changes, 

autonomic and central nervous system interruptions, 

fluid/electrolyte imbalances, and dermatological disorders. 

Pain is one of the most frequent symptoms cited in the PMS 

clinical literature (Abraham, 1980; Abplanalp, 1983; Chihal, 

1981; Dalton, 1984; Frank, 1931; Gough, 1982; Hanna, 1980; 

Halbreich , Endicott & Nee, 1983; Harrison, 1982; Israel, 

1938; Labrum, 1983; Moos, 1968; Norris, 1983; Reid & Yen, 

1981; Rubinow & Roy-Byrne, 1984; Watts, 1980; Wilson, 1984). 

These authors noted that most types of headaches, including 

migraines and tension headaches, can occur more frequently 

or solely during the premenstrual cycle for women with PMS. 

Often migraines characteristically occur on the day before 

menstruation or during the first two days of bleeding. 

Muscle-contraction headaches, associated with PMS, are 

characterized by stiffness in the neck and the feeling of a 

tight, constrictive band around the head. 

Joint and muscle pain, common in women with PMS, are 

experienced as a stiffness or a dull ache in the shoulders, 

back, chest, hips, knees, legs, ankles, or hands (Abplanalp, 

1983; Dalton, 1984; Frank, 1931; Gough, 1982; Halbreich, 

Endicott & Nee, 1983; Harrison, 1982; Labrum, 1983; Moos, 

1968; Rubinow & Roy-Byrne, 1984; Witt, 1983). Some women 

who have rheumatism or arthritis often suffer from flare-ups 
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o£ these conditions during the premenstrual phase (Dalton, 

1984). Premenstrual cramps, felt in the thighs, back, or 

vaginal area, can occur up to two weeks before the period 

begins and they may or may not be followed by heavy 

menstrual cramps (Dalton, 1984; Harrison, 1982; Labrum, 

1983; Moos, 1968; Rubinow & Roy-Byrne, 1984; Witt, 1983). 

Breast tenderness that can occur with PMS can be mild 

or quite severe (Abraham, 1980; Dalton, 1984; Gough, 1982). 

The swelling and soreness can result in extreme sensitivity 

to any touch, even to the extent of irritation from 

clothing. Breast tenderness frequently heralds the onset of 

menses. (Abraham, 1980; Abplanalp, 1983; Chihal, 1981; 

Dalton, 1984; Gough, 1982; Harrison, 1982; Hobson, 1984; 

Israel, 1938; Moos, 1968; Norris, 1983; Reid & Yen, 1981; 

Rubinow & Roy-Byrne, 1984). 

Other biological symptoms frequently identified with 

PMS involve alterations in routine eating and sleeping 

patterns. Premenstrual sleeplessness often begins before 

other symptoms and may contribute to mood shifts, 

irritability, and depression (Abraham, 1980; Halbreich, 

Endicott & Nee, 1983; Israel, 1938; Harrison, 1982; Labrum, 

1983; Moos, 1968; Rubinow & Roy-Byrne, 1984). Descriptions 

of insomnia can consist of either difficulty falling asleep 

at night or awakening too early in the morning (Abraham, 

1980; Harrison, 1982; Labrum, 1983; Moos, 1968; Rubinow & 

Roy-Byrne, 1984). Many women commonly report a pervasive 



28 

sense of exhaustion throughout the premenstrual cycle 

(Chihal, 1981; Frank, 1931; Hanna, 1980; Halbreich, Endicott 

& Nee, 1983; Harrison, 1982; Hobson, 1984; Labrum, 1983; 

Norris, 1983; Moos, 1968; Rubinow & Roy-Byrne, 1984). 

Cravings for food, especially for chocolate, sweets, or 

salty foods, have been frequently reported by women with 

Premenstrual Syndrome. Commonly, women reported these 

strong cravings resulted in binge eating (Gough, 1982; 

Halbreich, Endicott, & Nee, 1983; Hanna, 1980; Harrison, 

1982; Labrum, 1983; Norris, 1983; Reid & Yen, 1981; Rubinow 

& Roy-Byrne, 1984; Witt, 1983). 

Some women with PMS have noted a change in their sex 

drive (Harrison, 1982; Hanna, 1980; Norris, 1983; Rubinow & 

Roy-Byrne,1984; Wilson, 1984). Several women have reported a 

greatly increased sex drive while other women have reported 

a marked decrease or absence of sexual desire. Although 

depression usually is asssociated with a decreased libido, 

there was not always this clear association in PMS. For 

example, some women who were premenstrually depressed and 

withdrawn had an increased sex drive; however, the opposite 

state was more common. Some women also found that 

premenstrual body changes affected their sexuality. (Hanna, 

1980; Norris, 1983; Rubinow & Roy-Byrne,1984; Wilson, 1984). 

Breast tenderness could be so severe as to make any touching 

of the nipples painful, and bloating often made a woman feel 

both uncomfortable and unattractive. 
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Several autonomic symptoms associated with PMS included 

constipation or diarrhea (Norris, 1983; Rubinow & Roy-Byrne, 

1984; Witt, 1983), nausea (Hanna, 1980; Halbreich, Endicott 

& Nee, 1983; Harrison, 1982; Moos, 1968; Rubinow & Roy-

Byrne, 1984; Witt, 1983), sweating (Labrum, 1983; Moos, 

1968; Rubinow & Roy-Byrne, 1984), and hot flashes (Dalton, 

1979; Dalton, 1984; Moos, 1968; Norris, 1983). Cardiac 

irregularities, especially palpitations, also were 

frequently cited as a symptom of PMS in the literature 

(Moos, 1968; Labrum, 1983; Halbreich, Endicott & Nee, 1983; 

Harrison, 1982; Rubinow & Roy-Byrne, 1984). 

Central nervous system interruptions were described in 

many ways by women in their late luteal phase (Chihal, 1981; 

Gough, 1982; Hanna, 1980; Halbreich, Endicott & Nee, 1983; 

Jones, 1980; Israel, 1938; Labrum, 1983; Norris, 1983; 

Rubinow & Roy-Byrne; 1984; Witt, 1983). For example, many 

women reported being affected by clumsiness and a lack of 

coordination during their premenstrual cycle (Chihal, 1981; 

Halbreich, Endicott & Nee, 1983; Hanna, 1980; Jones, 1980; 

Labrum, 1983; Norris, 1983; Rubinow & Roy-Byrne, 1984). The 

clumsiness was described as dropping things, bumping into 

things, burning themselves, cutting themselves and having 

more accidents than usual. Women also reported a higher 

incidence of both petit mal and grand mal seizures (Gough, 

1982; Hanna, 1980; Jones, 1980; Labrum, 1983; Norris, 1983; 

Rubinow & Roy-Byrne, 1984). Dizziness (Hanna, 1980; 
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Halbreich, Endicott & Nee, 1983; Harrison, 1982: Israel, 

1938; Labrum, 1983; Rubinow & Roy-Byrne, 1984), paraesthesia 

(Rubinow & Roy-Byrne, 1984), and tremors (Labrum, 1983; 

Rubinow & Roy-Byrne, 1984) also have been reported. 

Women frequently reported changes in their 

fluid/electrolye balances. Some women stated they thought 

they had gained weight, even though the scale did not show 

an increase. Others reported as much as a twelve pound 

weight gain and loss monthly because of fluid retention. 

The weight gain of PMS is complicated by edema, food 

cravings and binges (Abraham, 1980; Harrison, 1982; Israel, 

1938; Labrum, 1983; Moos, 1968; Norris, 1983; Rubinow & Roy-

Byrne, 1984). Weight loss or gain also can be associated 

with increased frequency of urination (Rubinow & Roy-Byrne, 

1984). Burning on urination was also reported to occur 

premenstrually in the absence of known infection (Norris, 

1983). In addition, some women seemed to have an increase 

in the sensitivity of the urinary tract as well as of the 

vaginal areas such that any stimulation to the area, as in 

intercourse, could promote the need to urinate when the 

bladder was not necessarily full (Dalton, 1984). In 

contrast, some women complained of unquenchable thirst 

combined with a decrease in urine output (Dalton, 1984; 

Harrison, 1982; Labrum, 1983; Norris, 1982; Rubinow & Roy-

Byrne, 1984; Witt, 1983). Water retention seemed to be one 

of the major complaints women expressed during the 
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premenstrual period, water retention could result In breast 

swelling and/or tenderness and swollen feet, ankles, 

fingers, wrists, and abdomen (Abraham, 1980; Chihal, 1981; 

Dalton, 1979; Dalton, 1984; Labrum, .1983; Moos, 1968; 

Norris, 1983; Rubinow & Roy-Byrne; 1984). Some women 

reported a bloating sensation all over (Abplanalp, 1983; 

Abraham, 1980; Chihal, 1981; Dalton, 1979; Dalton, 1984; 

Gough, 1982; Halbreich, Endicott & Nee, 1983; Harrison, 

1982; Labrum, 1983; Moos, 1968; Norris, 1983; Reid & Yen, 

1981; Rubinow & Roy-Byrne, 1984; Witt, 1983). 

Dermatological eruptions frequently were reported 

during the premenstrual phase. Acne is not caused by PMS, 

but many women, adult and teens, found that their acne 

became much worse premenstrually (Labrum, 1983, Norris, 

1983; Isreal, 1938). Women who didn't usually have skin 

problems reported breaking out with pimples or sores at this 

premenstrual time of the month. If a woman was prone to 

styes or other infections, including herpes, these problems 

might also erupt premenstrually (Halbreich, Endicott & Nee, 

1983; Rubinow & Roy-Byrne, 1984). Furthermore, some women 

stated they were more allergic to makeup during the 

premenstrual cycle. (Harrison, 1982; Labrum, 1983; Moos, 

1968; Norris, 1983; Rubinow & Roy-Byrne, 1984; Witt, 1983). 
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Psychological Symptoms of Premenstrual Syndrome 

The majority of psychological symptoms of Premenstrual 

Syndrome can be categorized as affective responses, 

cognitive processes and behavioral responses. The 

affective symptom group was the most widely documented in 

the reviewed literature. Some women experienced rapid and 

extreme mood changes which often included: sadness (Abraham, 

1980; Dalton, 1984; Hanna, 1980; Harrison, 1982; Labrum, 

1983; Moos, 1968; Norris, 1983; Rubinow & Roy-Byrne, 1984; 

Witt, 1983); anxiety, characterized by a vague sense of 

panic (Gough, 1982; Halbreich, Endicott & Nee, 1983; Israel, 

1938; Labrum, 1983; Moos, 1968; Rubinow & Roy-Byrne, 1984); 

feelings of paranoia (Gough, 1982; Labrum, 1983; Rubinow & 

Roy-Byrne, 1984); a feeling of agitation and frazzled 

nerves (Dalton, 1984; Gough, 1982; Halbreich, Endicott & 

Nee, 1983; Harrison, 1982; Israel, 1938; Labrum, 1983; Moos, 

1968; Norris, 1983; Rubinow & Roy-Byrne, 1984; Witt, 1983); 

and loneliness (Dalton, 1984; Hanna, 1980; Harrison, 1982; 

Labrum, 1983; Norris, 1983; Moos, 1968; Witt, 1983). In 

addition, a vague feeling of unease or a need to be doing 

something (Dalton, 1984; Harrison, 1982; Labrum, 1983; Moos, 

1968; Norris, 1983; Witt, 1983) and tension, characterized 

by a feeling of being oddly unsettled or a sense of being 

about to snap were reported (Abraham, 1980; Dalton, 1979; 

Dalton, 1984; Hanna, 1980; Harrison, 1982; Labrum, 1983; 

Moos, 1968; Norris, 1983; Rubinow & Roy-Byrne, 1984; Watts, 
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1980; Witt; 1983). 

Reported mood swings often were unpredictable. For 

example, the change could happen overnight and without a 

known provocation (Abraham, 1980; Dalton, 1984; Halbreich, 

Endicott & Nee, 1983; Harrison, 1982; Labrum, 1983; Moos, 

1968; Norris,, 1983; Rubinow & Roy-Byrne, 1984; Witt, 1983). 

Some women reported feeling excessively irritable or like a 

time bomb ready to explode (Abraham, 1980; Chihal, 1981; 

Dalton, 1984; Prank, 1931; Gough, 1982; Halbreich, Endicott 

& Nee, 1983; Harrison, 1982; Israel, 1938; Jones, 1980; 

Labrum, 1983; Moos, 1968; Norris, 1983; Rubinow & Roy-Byrne, 

1984; Watts, 1980; Witt, 1983). In contrast, some women 

with PMS reported mood swings and depression which developed 

slowly over several days (Abraham, 1980; Chihal, 1981; 

Gough, 1982; Halbreich, Endicott & Nee, 1983; Hanna, 1980; 

Labrum, 1983; Moos, 1968; Norris, 1983). In addition, women 

who experienced premenstrual depression often reported a 

severe loss of self-esteem and devaluation (Abraham, 1980; 

Chihal, 1981; Gough, 1982; Halbreich, Endicott & Nee, 1983; 

Hanna, 1980; Labrum, 1983; Moos, 1968; Norris, 1983). For 

example, self-esteem disintegrated with the inability to 

control the drastic shifts in personality and temperment, 

and a recurrent sense of emotional helplessness was 

frequently described (Chihal, 1981; Hanna, 1980; Norris, 

1983). Statements which highlighted a loss of self-esteem 

included the patient's interpretation that everybody was 
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against her, that she was all alone in the world, and/or 

that her life and her future were without hope (Abraham, 

1980; Chihal, 1981; Gough, 1982; Labrum, 1983; Moos, 1968; 

Norris, 1983). 

Of all the identified psychological PMS symptoms, one 

of the most interpersonally damaging symptoms was the loss 

of relational trust or an increased suspicion between 

partners as women reacted inappropriately to a friend's or 

spouse's actions and words (Labrum, 1983; Norris, 1983; 

Rubinow & Roy-Byrne, 1984). Complaints of feeling not loved 

and misunderstood were listed during these times (Labrum, 

1983; Harrison, 1982; Norris, 1983; Rubinow & Roy-Byrne, 

1984; Witt, 1983). On an intrapersonal level, many women 

also experienced suicidal thoughts. Some women went so far 

as to totally plan how and where they would kill themselves 

(Gough, 1982; Halbreich & Endicott, 1983; Hanna, 1980; 

Labrum, 1983; Norris, 1983; Rubinow & Roy-Byrne, 1984). 

Even after the PMS symptoms disappeared, women reported 

being left with guilty memories of having said and done 

things that were not consistent with their behavior at other 

times during their menstrual cycle (Dalton, 1984; Labrum, 

1983; Norris, 1983). 

As compared with the frequency of mention for both 

biological and emotional changes occurring during the 

premenstrual period, cognitive changes were not as 

extensively documented in the reviewed literature. Women 
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with Premenstrual syndrome have complained o£ memory 

difficulties, confusion, and a vague sense of "not thinking 

quite right" during the premenstrual cycle (Abraham, 1980; 

Halbreich, Endicott & Nee, 1983; Prank, 1931; Labrum, 1983; 

Moos, 1968; Reid & Yen, 1981). Forgetfulness (Abraham, 1980; 

Labrum, 1983; Moos, 1968; Norris, 1983; Jones, 1980) and 

decreased concentration were other disruptions in cognitive 

processes that are often associated with PMS (Abraham, 1980; 

Prank, 1931; Halbreich & Endicott, 1983; Jones, 1980; 

Labrum, 1983; Moos, 1968; Norris, 1983; Rubinow & Roy-Byrne, 

1984). 

Women with PMS reported many types of unpredictable, 

uncontrollable, aggressive, and often violent behavioral 

responses. Instances of loss of control around children, 

sometimes resulting in physically hurting the children were 

reported (Gough, 1982; Halbreich & Endicott, 1983; Hanna, 

1980; Hobson, 1984; Labrum, 1983; Norris, 1983). Women 

expressed concern over their apparent lack of self-control, 

especially in regard to fits of temper and rages (Gough, 

1982; Labrum, 1983; Moos, 1968; Norris, 1983; Rubinow & Roy-

Byrne, 1984). Some women said they felt supersensitive to 

criticism and constantly on the verge of tears with the 

least comment about their work or their appearance touching 

off a flood of tears (Dalton, 1984; Gough, 1982; Halbreich & 

Endicott, 1983; Harrison, 1982; Labrum, 1983; Norris, 1983; 

Witt, 1983). 



36 

A decrease in physical coordination that resulted in 

women tripping more easily, dropping things, cutting 

themselves, and feeling less able to carry out ordinarily 

easy physical tasks was one of the more subtle but 

troublesome symptoms of PMS (Dalton, 1984; Halbreich & 

Endicott, 1983; Gough, 1982; Harrison, 1982; Jones, 1980; 

Labrum, 1983; Moos, 1968; Norris, 1983). For example, 

athletes and dancers said that their timing was off. Women 

sometimes found their speech slurred, and professionals such 

as singers dreaded performances during the premenstrual 

phase because they found that their voices were altered. 

In summary, Premenstrual Syndrome has not been clearly 

defined in a consistent manner by researchers and 

clinicians. For example, investigators have used different 

labels to describe the experienced symptoms: Premenstrual 

Tension, Premenstrual Syndrome, Premenstrual Symptoms, and 

Premenstrual Changes. In addition, no one can agree on a 

standardized description of the etiology or clinical 

symptomotology of PMS. Due to the identified diversity and 

multiplicity of explanations for the psychological and 

biological changes which occur during the premenstrual 

phase, attempting to relate the entire gamut of PMS symptoms 

to a single etiology would seem incorrect. A multivariate 

approach which incorporates both biological and 

psychological components seems more appropriate and is more 

comprehens ive. 



37 

A majority o£ researchers do agree that the timing o£ 

symptoms is critical in defining the presence of PMS. The 

critical time period commonly identified is eight to 10 days 

before the onset of menses. A clarity of definition and 

description of the clinical symptoms of PMS would be indexed 

by an instrument sensitive to changes in symptoms consistent 

with the late luteal phase of the menstrual cycle. Thus a 

test of the construct validity of the tool will be to 

determine the sensitivity of the tool to changes over time. 

A second test of the construct validity of the scale will be 

to determine if the scale findings agree with the literature 

supporting the high rate of PMS in newly admitted patients 

to a psychiatric facility. 

Research Questions 

The research questions are: 

1) Is the Premenstrual Syndrome Assessment Questionniare 

reliable as determined by internal consistency? 

2) Does the Premenstrual Syndrome Assessment Questionniare 

detect the symptom changes in intensity and timing 

consistent with those symptoms changes used to define PMS? 

3) What is the percentage of PMS among females of child-

bearing potential who have been newly admitted to a 

psychiatric facility? 
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CHAPTER III 

METHODOLOGY 

This exploratory study was comprised of three phases: 

1) a questionniare development phase; 2) a testing phase to 

determine the psychometric strength of the instrument; and 

3) an applied phase in which the questionniare was 

administered to women in psychiatric facilities to determine 

the frequency of PMS in this group. The development phase 

began with the creation of questionnaire items based on a 

literature review and results recorded from clinical 

observations. Selected items were then reviewed by an 

expert panel of eight health care providers familiar with 

PMS symptoms to provide content validity. Changes 

recommended by the expert panel were incorporated into the 

questionnaire prior to use in the testing phase. To initiate 

the testing phase, a sample of 15 women with a known 

diagnosis of PMS completed the questionnaire to support 

construct validity, determine reliability, and provide 

baseline scores for future comparison with scores from other 

groups. In phase three, the questionnaire was administered 

to women newly admitted to several metropolitan southwestern 

psychiatric facilities to determine the percentage of 

females having the possiblity of PMS. 

Protection of Human Subjects 

The research project was submitted for approval to the 
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Ethical Review Committee o£ the university o£ Arizona 

College of Nursing (See Appendix A for Letter of Approval). 

To protect the subjects and the confidentiality of the 

information gathered, all forms were coded to ensure 

anonymity. Participants' names were stored separately from 

obtained data. Data were stored in a locked file with access 

restricted to research personnel defined as the primary 

investigator, research assistant, and faculty advisors. The 

research data will be destroyed after the project is 

completed or when the data are no longer useful to the 

investigator. Each participant was free to ask questions and 

to withdraw from either study phase at any time without 

stating the reason for doing so and without compromise to 

continued medical or nursing care of her choice. 

Following the completion of the ethical review process 

in the College of Nursing, an institutional review was 

completed for each site of data collection. A consent form 

(Appendix B) was given to each participant and an additional 

copy of this form was recorded in the participant's chart 

when necessary. 

Phase 1: Developing the Questionniare 

The Premenstrual Syndrome Assessment Questionnaire 

(Appendix C) was based upon a review of the literature and 

clinical observations. Items chosen for inclusion in the 
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questionnaire were based on those symptoms most commonly 

cited and agreed upon by researchers in each of the nine 

major sub-categories identified within the conceptual 

framework (see Figure 1, p. 7). To keep the questionnaire 

concise and brief, two items from the literature review that 

best represented each major sub-category were selected for 

inclusion. In all, 18 items comprised the proposed format. 

The six sub-categories and their two representative items 

classified as biological symptoms were: 1) pain, represented 

by "headache" and "breast pain"; 2) neurovegetative 

changes, represented by "change in sleeping patterns" and 

"food cravings"; 3) autonomic nervous system interruptions, 

represented by "constipation or diarrhea" and "sweating or 

hot flashes"; 4) central nervous system interruptions, 

represented by "dizziness" and "clumsiness or accidents"; 5) 

fluid/electrolyte imbalances, represented by "bloating or 

swelling" and "have to go to bathroom more often"; and 6) 

dermatological disorders, represented by "outbreak of acne" 

and "hives or rashes". Items selected for three sub-

catagories labelled as psychological symptoms were: 1) 

affective responses, represented by "feeling sad" and 

"feeling irritable"; 2) cognitive responses, represented by 

"concentration problems" and "thinking you're not loved"; 

and 3) behavioral responses, represented by "crying jags" 

and "emotional outbursts". 

A five point Likert-type scale which indicated the 
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level o£ PMS symptom Intensity ranging from a score of 1 

(never) to 5 (always) was used. Each item required two 

responses: 1) the response that best described the subject's 

symptoms during the pre-menstrual phase (seven days previous 

to the start of her menstrual flow); and 2) the response 

that best described the subject's symptoms during the rest 

of her menstrual cycle. 

The assessment questionnaire was accompanied by a 

section requesting demographic and health information. The 

Demographic and Health Information Sheet (Appendix D) 

elicited responses from the participants regarding the 

following: age, education, and race. In addition, a code 

number for each testing facility distingushed between the 

various sites of data collection. If the subject was taking 

hormones or birth control pills, the name and dosage of 

these medications also were requested. Finally, if the 

subject had not had a hysterectomy, the subject was asked to 

identify the date her last menstrual flow started. 

Content Validity of the Questionniare 

Content validity deals with the sampling adequacy of 

the items being measured. (Polit & Hungler, 1978). Overall 

content validity is supported by the ease with which 

responses can be classified into appropriate categories and 

the apparent relevance of the defined categories to the 
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study purpose. In this study, content validity was 

established by presenting the proposed questionnaire 

(Appendix C) to an expert panel comprised of eight health 

care providers familiar with the symptoms of PHS. Specific 

symptoms and major symptoms categories were reviewed by the 

panel to assess their relevance to a standarized definition 

of PMS. 

The expert panel, consisting of two physicians and six 

nurses, was obtained from several participating metropolitan 

southwest psychiatric facilities following an initial 

contact by the investigator during which the purposes of the 

study were discussed. The health care providers, familiar 

with the symptoms of PMS through education and professional 

experience, were asked to review the questionnaire for 

content validity, clarity of instructions and 

comprehensiveness. Responses were recorded and taken into 

consideration for appropriate revisions. The panel did not 

recommend that any changes be made to the content or format 

of the questionniare. 
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Phase 2: 

Determining the Psychometric Strength of the Questionnaire 

Known PMS Sample 

Fifteen subjects with a known diagnosis of PMS were 

obtained from a local area OB-Gyn physician. All subjects 

had been diagnosed with PMS through the use of the diary 

documentation of symptoms for a minimum of three months. 

Each subject from this convenience sample met the following 

criteria to be included: 1) subject had a diagnosis of PMS 

made through the review of the subject's diary; 2) subject 

was a minimum of 18 years of age; 3) subject was between the 

start of menses and menapause; 4) subject had not had a 

hysterectomy and 5) subject was able to read, speak, and 

understand English. 

Procedure and Data Analysis of Known PMS Sample 

A letter detailing the proposed study and requesting 

participation in the study was mailed to a number of 

prospective subjects by the OB-Gyn physician. A self-

addressed envelope was included with the letter for return 

by the prospective participant indicating a variety of 

choices (Appendix E). The physician's office retained all 

records of response and only those responses with a positive 

commitment to participate in the study or a request for 
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further information were forwarded to the investigator. All 

women whose names were forwarded to the principle 

investigator were contacted by phone to respond to questions 

about study involvement or to arrange a convenient date and 

time for completion of the questionnaire. In addition, the 

number of study refusals and non-responses to the 

introductory letter was obtained from the physician's 

office. 

The Known PMS sample was asked to complete the 

questionnaire (Appendix C) so baseline scores for each item 

and total scale scores could be obtained. Change scores for 

each item were obtained by subtracting the second timing 

cycle score (rest of the menstrual cycle) from the the first 

timing cycle score (late-lutuel of premenstrual phase). 

Questionnaire Reliability 

An instrument may be said to be internally consistent 

to the extent that all of its subparts are measuring the 

same characteristic (Polit & Hungler, 1978). In this study, 

from responses obtained from the Known PMS sample, internal 

consistency for the questionniare was established using 

coefficient alpha (Cronbach's alpha) using the 18 change 

score items obtained by subtracting the the score of the 

second timing cycle (rest of the cycle) from the first 

timing cycle (late-lutuel phase). 
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Questionnaire Construct Validity 

Construct validity is concerned with the adequacy with 

which the instrument represents the concept being measured 

(Polit & Hungler, 1978). The construct validity of this 

instrument was tested by having the instrument scored by a 

sample of women known to have a diagnosis of PMS. 

Similarity between their responses on the questionnaire and 

the expected changes in intensity and timing of symptoms of 

PMS would assist in supporting the construct validity of the 

instrument. 

Phase 3: Application of the Questionniare 

Applied Study Sample 

The sample used in the applied phase was comprised of 

18 5 women newly admitted to one of several southwestern area 

acute-care psychiatric facilities. Each subject met the 

following inclusion criteria: 1) subject must have been 

admitted to the facility within the last seven days, 2) 

subject must be oriented in time, place and person; 3) 

subject must be a minimum of 18 years of age; 4) subject 

must be between the start of menses and menapause; 5) 

subject must not have had a hysterectomy; 6) subject must 

not be taking birth control pills or hormones; and 7) 

subject must read, speak, and understand English. Although 
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all women of child-bearing age over the age o£ 18 were asked 

to participate in the study, the final screening of subjects 

for inclusion in the study was accomplished by the 

investigator to diminish the time demands placed on staff 

nurses conducting the assessment. 

Procedure for Applied Study Sample 

An inservice program to familiarize agency personnel 

with the study purpose and questionnaire format was 

presented by the investigator to a group of facility 

employed registered nurses. Whenever possible, this time was 

utilized as part of the continuing education credits 

required by the hospital for professional personnel. Nurses 

were chosen for participation by the unit head nurse using 

some or all of the following criteria: 1) familiarity with 

patient; 2) representation of personnel across all shifts; 

and 3) willingness to participate,as subject interviewers. 

To keep the time demands on the staff nurses to a 

minimum, staff evaluated prospective subjects using only the 

following criteria: 1) subject must have been admitted to 

the facility within the last seven days; 2) subject must be 

orientated in time, place and person; 3) subject must be a 

minimum of 18 year old; 4) subject must be between the start 

of menses and menapause; and 5) subject must be able to 

read, speak, and understand English. Each staff interviewer 

approached potential subjects regarding participation in the 
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study and administered both the PMS Questionnaire and 

Demographic and Health Sheet upon subject agreement. The 

PMS Questionnaire was administered in well-lighted, minimum 

activity hospital areas where privacy was maximized and a 

table and chair were available. 

In accordance with hospital policy and procedure, the 

PMS Questionnaire and Demographic and Health Information 

Sheet were stored separately from the patient chart. The 

investigator collected the data from participating 

facilities in a timely, routine fashion. In evaluating the 

completed forms, any subject who did not meet all seven of 

the inclusion criteria was omitted from the study. Whenever 

necessary, a copy of the consent form was placed in the 

subject's chart for retention in subject's permanent record. 

All original forms were maintained in locked personal 

records of the investigator. 

Data Analysis for Applied Study Sample 

Originally, all questionnaires were reviewed for 

completeness of questionnaire responses and subject 

appropriateness for inclusion in the study. A change score 

was calculated between the first timing cycle (late-lutuel 

or premenstrual phase) and the second timing cycle (rest of 

the menstrual cycle) using simple subtraction. The 

individual item change scores were added to get the total 

change score. Total change scores from the applied study 
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group were compared to the baseline statistics calculated 

for the group of known PMS patients by means of a frequency 

distribution of individual change scores with descriptive 

statistics from the PMS group overlayed. This analysis was 

undertaken to determine whether there was a high percentage 

of PMS in females newly admitted to psychiatric facilities. 
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RESULTS OP DATA ANALYSiS 

This chapter presents the results of the study. 

Findings related to research questions are presented. 

Analysis of Demographic Data 

The characteristics of the known PMS client group and 

the applied study group are revealed through an examination 

of the data obtained with the Demographic and Health 

Information Sheet. Out of 23 subjects with a diagnosis of 

PMS, a total of 15 subjects agreed to participate in the 

study. The 15 subjects ranged in age from 23 to 47 years, 

with a mean age of 35.4 years. Education completion ranged 

from eighth grade to post-graduate degree with a mean of 

12th grade. Eight of the subjects were Caucasion, five of 

the subjects were Hispanic, and two of the subjects were 

Black. 

The Applied Study group was comprised of a total of 236 

subjects obtained over a period of seven months. During the 

final screening of the completed Demographic and Health 

Sheet, 185 subjects met the inclusion criteria for the 

study. The subjects ranged in age from 18 to 48 years, with 

a mean age of 28.2 years. Education completion ranged from 

eighth grade to post-graduate work with a mean of 11th 

grade. Prom a total group of 185 subjects, 17 of the 

subjects were American-Indian, 109 of the subjects were 
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Caucasion, 41 of the subjects were Hispanic, and 14 of the 

subjects were Black. Four subjects were in the Other 

catagory. 

Questionnaire Content Validity 

To establish content validity, the proposed 

questionnaire was submitted to a panel comprised of two 

physicians and six nurses familiar with the symptoms of PMS 

through education and professional experience. Both 

physicians' practice speciality was Obstectrics and 

Gynecology. One physician operated a PMS clinic. Pour of the 

nurses worked extensively with PMS subjects. The panel was 

asked whether each symptom on the questionnaire intuitively 

appeared to be a valid measurement of PMS. Each specific 

symptom and major symptom category was evaluated by the 

panel to assess their relevance to a standarized symptom of 

PMS. There was total agreement among all panel members that 

the questionnaire adequately tapped the universe of content 

pertaining to PMS. On the basis of these results, content 

validity was established for the questionnaire. 
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Analysis of Research Questions 

Question 1) Is the Premenstrual Syndrome Assessment 

Questionniare reliable as determined by internal 

consistency? 

The responses to the questionnaire from the Known PMS 

sample was used to determine the internal consistency of the 

scale. The reliability of the scale was adequate for an 

immature instrument. Internal consistency using coefficient 

alpha was alpha = .74 for the total scale (standardized 

alpha = .70). 

Question 2) Does the Premenstrual Syndrome Assessment 

Questionniare detect the symptom changes in intensity and 

timing consistent with those symptoms changes used to define 

PMS? 

The known PMS group was used to test if the PMS 

assessment questionnaire demonstrated symptom changes in 

timing and intensity consistent with those symptom changes 

used to define PMS. Item change scores were calculated 

between the first timing cycle (late-lutuel or premenstrual 

phase) and the second timing cycle (rest of the menstrual 

cycle) using simple subtraction. The mean, median, standard 

deviation, and range of individual item change scores and 

total questionnaire change scores were computed (see table 

1). Seventeen out of 18 individual change scores showed an 

increase. Item 12 evidenced no change. Items five, seven, 
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and eight did show an increase, although the increase was 

not significant. Out of 18 items, 14 increased significantly 

indicating the expected changes in timing and intensity were 

being recorded in 78% of the questions. This high percentage 

would lend support to the construct validity of the 

questionniare. 

Question 3) What is the percentage of PMS among 

females of child-bearing potential who have been newly 

admitted to a psychiatric facility? 

The statistics for the applied study group were 

overlayed with the mean (24.3) and the standard deviation 

(4.9) of the Known PMS group to see what percentage of the 

applied study group had the possibility of PMS (see table 

2). More than twenty-six percent (49 subjects) of the 

applied study group fell within the standard deviation (4.9) 

of the PMS group mean, which meant they had the possibility 

of PMS. In addition, more than 6 percent (12 subjects) of 

the individuals in the applied study group had a total 

change score greater than the standard deviation (4.9) of 

the Known PMS group, which meant they had more intense 

symptoms of PMS than did the Known PMS group. In summary, 

thirty-two percent (61 of 185 subjects) of the applied 

group had the possibility of having PMS. A subject with a 

total change score between 19 and 29 would indicate the 

possibility of PMS in that subject. 
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Table 1 

Change Scores From Known PMS Client Group N = 15 

Variable Mean 
Standard 
Deviation 

Min 
Val 

Max 
Val 

Std Error 
Of Mean T 

1 headache 1.5 1.19 0 3 .31 4.78 *** 
2 breast pn 2.9 .99 0 4 .26 11.21 *** 
3 sleep chg .9 1.13 0 3 .29 2.98 ** 
4 food chg 1.1 1.10 0 3 .28 3.76 ** 
5 const-dia .2 .56 0 2 .14 1.38 
6 hot flash .5 1.46 0 3 .37 3.90 ** 
7 dizzy .4 .83 0 2 .21 1.87 
8 clumsy .4 .74 0 2 .19 2.10 
9 bloating 2.6 1.18 0 4 .31 8.51 *** 
10 freg urin .5 .83 0 2 .22 2.17 * 
11 acne 1.6 1.06 0 3 .27 5.87 *#* 
12 rashes .0 .00 0 0 .00 .0 
13 feel sad 1.4 .99 0 3 .25 5.50 *** 
14 feel irit 1.9 1.16 0 4 .30 6.44 *** 
15 concentrat 1.1 1.29 0 3 .33 3.23 ** 
16 not loved 1.9 1.03 0 4 .26 7.25 *** 
17 cry jags 2.5 .83 1 4 .22 11.46 *** 
18 outbursts 2.1 1.13 0 4 .29 7.34 *** 

TTL change score: 
24.3 4.87 16 31 1.25 19.31 

*** e<.ooi 
** e<.01 
* ]3<. 05 
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Table 2 

Frequency Distribution of Total Change Score of the 
Applied Study Group With Statistics from Known PMS Group 
Overlayed 

Cumulative Cumulative 
Change Frequency Percent Frequency Percent 

-4 1 0.5 1 0.5 
-3 1 0.5 2 1.1 
0 5 2.7 7 3.8 
1 2 1.1 9 4.9 
3 2 1.1 11 5.9 
4 2 1.1 13 7.0 
5 7 3.8 20 10.8 
6 5 2.7 25 13.5 
7 3 1.6 28 15.1 
8 8 4.3 36 19.5 
9 5 2.7 41 22.2 
10 6 3.2 47 25.4 
11 13 7.0 60 32.4 
12 5 2.7 65 35.1 
13 3 1.6 68 36.8 
14 9 4.9 77 41.6 
15 13 7.0 90 48.6 
16 7 3.8 97 52.4 
17 15 8.1 112 60.5 
18 12 6.5 124 67.0 

1 19 7 3.8 131 70.8 
1 20 7 3.8 138 74 .6 
1 21 4 2.2 142 76.8 
I 22 8 4.3 150 81.1 
I 23 2 1.1 152 82.2 
1 24 6 3.2 158 85.4 
PMS Mean --
i 25 6 3.2 164 88.6 
1 26 4 2.2 168 90.8 
I 27 2 1.1 170 91.9 
I 28 2 1.1 172 • 93.0 
I 29 1 0.5 173 93.5 

30 2 1.1 175 94.6 
31 1 0.5 176 95.1 
32 2 1.1 178 96.2 
33 1 0.5 179 96.8 
35 1 0.5 180 97.3 
36 2 1.1 182 98.4 
37 1 0.5 183 98.9 
53 1 0.5 184 99.5 
54 1 0.5 185 100.0 



Chapter V 

55 

CONCLUSIONS AND IMPLICATIONS 

This chapter discusses the conclusions and implications 

of this study. Limitations of this study and recommendations 

for further research are also included. 

Conclusions 

The thrust of this study was to develop, test, and 

apply a questionnaire which would be used to determine the 

possibility of PMS in women being admitted to psychiatric 

facilities. 

A review of the literature supported the assumption 

that PMS symptoms and symptoms of psychiatric illness share 

overlapping features. Studies associated PMS with neurotic 

episodes and PMS with major psychiatric illnessess. In some 

cases, adverse behavioral episodes, including baby 

battering, child abuse, and criminal behavior including 

murder were directly linked to PMS (Dalton, 1984, Gough, 

1982;, Halbreich & Endicott, 1983; Hanna, 1980; Hobson, 

1984; Labrum, 1983; Norris, 1983; Ried & Yen, 1981). This 

evidence led the investigator to the assumption that there 

was a percentage of women being admitted to psychiatric 

facilities who had PMS and were not being adequately 

diagnosed. Since it became apparent from the literature 

review that there was no instrument which could be used to 
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quickly determine the possibility of PMS in women, the 

investigator was encouraged to create the Premenstrual 

Syndrome Assessment Questionnaire utilized in this study. 

In the conceptional framework presented in Chapter 1, 

the two major catagories, psychological symptoms and 

biological symptoms were linked as basic symptom groups used 

to define Premenstrual Syndrome. These groups were 

represented on the Questionnaire by those symptom items rujst 

strongly supported in the literature. The responses to the 

Questionnaire by a Known PMS group was expected to support 

the inclusion of each of these symptoms items on the 

Questionnaire. 

The six items representing the category of 

psychological symptoms each had a high change score. The 

items "feeling sad", "feeling irritable", "difficulty in 

concentrating", "thinking you're not loved", "crying jags", 

and "emotional outbursts" have been the most strongly 

supported in the literature as psychological symptoms of 

PMS. Of the six items, "crying jags" and "emotional 

outbursts" had the highest change scores indicating these 

were the strongest psychological indicators of PMS. 

The biological symptom item, "pain in breasts", scored 

higher than any other individual item, including 

psychological symptom items. This finding agreed with the 

literature which listed "pain in breasts" as the most common 

biological symptom of PMS. As a group, however, the 
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psychological symptoms were scored consistently higher than 

the biological symptoms, indicating agreement with the 

literature which reported a high incidence of common 

psychological symptoms but a wide range of biological 

symptom items. The wide range of biological symptoms items 

seemed to reflect the individual thrust of each study in the 

literature and different biological symptoms had varying 

support in different studies. 

Biological symptom item "constipation or diarrhea", 

did increase in the change score but did not increase 

significantly. This would indicate a varying response among 

the Known PMS sample. Although "constipation or diarrhea" is 

supported in the literature (Norrls, 1983; Rubinow & Roy-

Byrne, 1984; Witt, 1983), a possible alternative autonomic 

symptom could have been "nausea". 

Both items chosen to represent central nervous system 

interruptions, "dizziness" and "clumsiness" increased but 

did not increase significantly in the change scores. The 

literature strongly supports clumsiness or lack of 

coordination (Chihal, 1981; Halbreich, Bndicott & Nee, 1983; 

Hanna, 1980; Jones, 1980; Labrum, 1983; Norris, 1983; 

Rubinow & Roy-Byrne, 1984) and "dizziness" (Hanna, 1980; 

Halbreich, Endlcott & Nee, 1983; Harrison, 1982; Israel, 

1938; Labrum, 1983; Rubinow & Roy-Byrne, 1984). The 

alternate items, seizures, paraesthesia, and tremors were 

not as strongly supported. Since the literature strongly 
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supported "dizziness" and "clumsiness", the lack of 

significant increase from the Known PMS sample could be due 

to the limited size of 15 subjects on the panel. 

Two symptoms on the questionnaire were chosen to 

represent dermatological disorders based on the literature. 

Although this category was not as strongly supported by the 

literature as other biological PMS symptom catagories, there 

were enough findings to support inclusion of dermatological 

disorders as a category on the questionnaire. The change 

score for item 11, (acne), increased significantly, 

supporting the inclusion of this item on the questionnaire 

and confirming the literature findings. Item 12 (hives and 

rashes) was the only item to show absolutely no increase in 

the change score. Of the total known PMS sample, none of 

the subjects had a change in intensity and timing with this 

symptom. This would indicate that this item had no 

relationship to PMS, at least in this group. However, the 

limited number of the known PMS sample of 15 subjects could 

be a possible limitation in this study. In summary, all 

other symptom item change scores, 14 out of 18, did increase 

significantly which supported their inclusion in the 

Questionnaire in agreement with the literature. 

The Premenstrual Syndrome Questionnaire was created to 

detect PMS symptom changes in intensity and timing. The 

data analysis of the responses from the Known PMS sample did 

show that a majority of the items changed in the direction 
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anticipated which is supportatlve o£ the construct validity 

of the instrument. 

Since the Questionniare was found to be reliable and to 

have some degree of validity, it was used to determine the 

percentage of women being admitted to a psychiatric care 

facility who had the possibility of PMS. A questionnaire to 

evaluate the possibility of PMS needed to be concise, easy 

to understand and use because of the compromised cognitive 

state of the patient. The questionnaire was acknowledged to 

be simple to use by those subjects in the Applied Study 

sample. However, cognitive ability was hampered by the very 

psychiatric symptoms that brought the patient to be admitted 

to the psychiatric facility initially. Although only 

patients oriented to time, place and person were utilized in 

this study, the investigator could not estimate how the 

hampered cognitive ability of the sample may have affected 

the study results. 

When a 185 subjects, (Applied Study sample), had 

completed the PMS Questionnaire, statistics from the Known 

PMS sample were overlayed on the statistics from the Applied 

Study sample. Forty-nine subjects of the Applied Study 

sample fell within the standard deviation (4.9) of the Known 

PMS sample mean (24.3). This would indicate that twenty-six 

percent of the Applied Study sample had symptoms similar to 

the symptoms of the Known PMS sample and therefore had the 

possibility of PMS. Twelve of the Applied Study sample had 
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scores higher than the standard deviation of the Known PMS 

sample. This would indicate that six percent of the Applied 

Study sample had more intense symptoms of PMS than the Known 

PMS group and would more certainly have the possibility of 

PMS. In summary, a total of 61 subjects, (33 percent), of 

the Applied Study sample had symptoms of intensity and 

timing to reflect the possibility of their having PMS. This 

indicated to the investigator that there is a basis for 

considering that women admitted to psychiatric facilities 

may have the possibility of PMS. 

Limitations and Suggested Further Research 

A possible bias to the study could be derived from the 

fact that the known PMS group was composed of only caucasion 

women who were well educated. The complete Known PMS sample 

was obtained from one physician and the limits of her 

practice limited the study. The women of the applied study 

group came from a higher functioning population which did 

not include state or county facilities. Therefore, since the 

charactistics of the samples differ, the questionnaire based 

on the responses of the PMS group may not be applicable to a 

population comprised of other ethnic origins and levels of 

education different than those of the original PMS group. 

A question regarding the time the subject's last 

menstrual flow started was included on the Demographic and 

Health Information Sheet to assist the investigator in 
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determining where the subject was In her menstrual cycle at 

the time the Questionniare was completed. The frequency of 

the inability of the subjects in the Applied study sample to 

respond to this question, (28 percent), was an indicator 

that relying on the memory of the subject was a potential 

weakness in the questionnaire. This would indicate that a 

positive response to the questionniare should be followed by 

an evaluative process such as the three month diary to more 

specifically ascertain the correct diagnosis. 

Ideally, validation of a tool to assess for the 

possibility of PMS would be administered to a control group 

of women completely without PMS and to an comparison group 

of women with known diagnosis of PMS. The difference in 

scoring between the two groups might indicate the 

possibility of PMS. A control group consisting of women 

without PMS would be difficult to obtain because of the 

disagreement among researchers and clinicians regarding 

diagnosis of PMS, as discussed in the literature. 

Summary 

This study was implemented to determine if there were 

women being admitted to psychiatric facilities who had the 

possibility of a diagnosis of PMS that was being overlooked 

by current admission procedures. The evaluation process 

currently implemented in psychiatric facilities does not 
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allow for the possibility of a diagnosis of PMS, either as a 

primary diagnosis or as a secondary exacerbation of a 

psychiatric diagnosis. The high percentage of subjects in 

the Applied Sample who tested the same or higher on the 

questionniare than the Known PMS sample indicates that women 

are being admitted to psychiatric facilities with the 

possibility of a diagnosis of PMS. The results of this study 

would suggest that women of child-bearing potential, 

admitted to a psychiatric facility, might be evaluated for 

the possibility of PMS as part of the holistic assessment of 

their health. 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TO: Joan A. Bennett, R.N, BSN 

FROM: Linda R. Phillips, PhD, FAAN. 
Acting Director of Research 

DATE: May 21, 1987 

RE: Development of a Premenstrual Syndrome Assessment Questionnaire 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 
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Appendix B 

CONSENT FORM 

(Page 1 of 2) 

DEVELOPMENT OF 

A PREMENSTRUAL SYNDROME ASSESSMENT QUESTIONNAIRE 

I understand my participation in this study is 

voluntary and that the purpose of this study is to develop a 

tool that will assist in evaluating the possibile presence 

of Premenstrual Syndrome in women being admitted to a 

psychiatric facility. 

I understand I will be spending approximately 20 

minutes of my time answering the questions on the 

Premenstrual Syndrome Assessment Questionnaire to the best 

of my ability. I am free to withdraw from this study at any 

time without affecting the quality of my treatment or care 

in any way. I am free to ask questions at the time of 

interview and I understand that answers will be provided to 

the best of the ability of the interviewer. There are no 

known risks associated with participation in this study. 
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CONSENT FORM 

(Page 2 of 2) 

All forms will be coded to protect anonymity. When the 

data are analyzed, the results will be submitted for 

publication and anonymity will be maintained by presentation 

of data in summary form. Responses to this questionnaire 

will be available to the principal investigator and the 

thesis committee of the University of Arizona College of 

Nursing and will be kept in a safe place. 

I have read and understand the information above and I 

agree to participate in this study. 

(date) (name of participant) 

(witness) 

If you have any additional questions, you may contact 

at after PM. 
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Appendix C 

PREMENSTRUAL SYNDROME ASSESSMENT QUESTIONNAIRE 

INSTRUCTIONS 

Answer the questions to the best of your ability knowing 
there is no right or wrong answer. Select the number which 
best describes your experience of these symptoms for each of 
the two time periods: 1) a time range from- seven days before 
the start of your menstrual flow until your menstrual flow 
began; 2) a time range covering the rest of your cycle. 

Example; If you always have a headache just before your 
"period" begins you would put a (5) in the first column. If 
you occasionally have headaches during the rest of your 
cycle you would put a (2) in the second column. 

[1- never, 2- seldom, 3- sometimes, 4- usually, 5- always] 

7 days 
before 
to 
most rest 
recent of 
flow cycle 

I.. headache (migraine) _ 
2.. pain in breasts (swelling) ... 
3.. change in sleeping patterns 
4.. food cravings 
5.. constipation or diarrhea 
6.. sweating or hot flashes 
7. . dizziness 
8.. clumsiness (accidents) 
9.. bloating or swelling 
10. have to go to bathroom more often 

II. outbreak of acne 
12. hives or rashes 
13. feeling sad 
14. feeling irritable 
15. difficulty in concentrating 
16. thinking you're not loved 
17. crying jags 
18. emotional outbursts 

DO NOT 
WRITE 
IN THIS 
SPACE 

(CHANGE 
SCORE) 
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Appendix D 

DEMOGRAPHIC AND HEALTH INFORMATION SHEET 

(Todays date) (code) 

Medical Facility 

[PLEASE CIRCLE YOUR ANSWERS WHEN APPROPRIATE) 

1. What is your age? 

2. Please circle the grade/degree you last completed. 

1 2 3 4 5 6 7 8  

9 10 11 12 

2 year degree 

4 year degree 

post graduate work 

post graduate degree 

3. Please circle your race? 

American-Indian Caucasion 

Hispanic Black Other 

4. Are you currently taking hormones or 

birth-control pills? Yes No 

If yes to above, what kind (i£ known) and how often, 

Name Frequency of use 

5. Have you had a hysterectomy? Yes No 

When did your last menstrual flow start? 
month-day-year 
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Appendix E 

Letter requesting participation in Pilot Project 

Dear 

I am pleased to inform you of a new university approved 
nursing study being done to assist in diagnosing PMS in 
women. Your participation will consist of answering a brief 
survey seeking general information about yourself and then 
answering 18 questions that would refer to symptoms which 
are commonly identified with PMS. The entire process should 
only take 20 minutes of your time and would be done in this 
office. Confidentiality will be maintained by coding your 
responses with a number instead of your name. The only 
people with access to your name will be the designated 
research staff. For convenience, we could schedule this 
activity to coincide with your regular appointment. Your 
medical care will NOT be influenced in any way relative to 
your decision about participation and you are free to ask 
any questions or withdraw from the study at any time. 

Because you are- a known PMS client, your responses will 
play a vital role in this study. 

Would you be willing to participate in this study? I 
have enclosed a self-addressed envelope and a card for your 
response. 

Thank you. 

Response Card to Accompany 
Letter requesting participation in Pilot Project 

YES, 
I AM WILLING TO PARTICIPATE IN THE STUDY CONCERNING PMS 

NO, 
I AM NOT WILLING TO PARTICIPATE IN THE STUDY. 

UNSURE, 
I WOULD LIKE MORE INFORMATION. 

NAME 

ADDRESS 

PHONE # 
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