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Chapter 1—Diagnosis and Management
of the Premenstrual Syndrome

Michelle L. Matthews, MD, Bradley S. Hurst, MD,
and Paul B. Marshburn, MD, FACOG

I. INTRODUCTION

Premenstrual syndrome (PMS) is a constellation of
symptoms experienced by women in the week before the
menses. PMS was first identified in medical literature as a
clinical entity in the 1930s.! However, the first known doc-
umentation of PMS symptoms dates back to Hippocra-
tes.? Approximately 80% of reproductive age women
experience some premenstrual symptoms, including fa-
tigue, irritability, bloating, or breast tenderness.® In ap-
proximately 5% of women, the symptoms are significant
enough to cause interference in daily functioning leading
to marital discord, sexual dysfunction, and difficulties
within families. PMS may also result in loss of work and
dysfunction in professional relationships.

Although the symptoms of PMS are well document-
ed, the underlying pathophysiology of the condition
and the components necessary to establish a diagnosis
are not well established. Because physical premenstrual
symptoms overlap with PMS, it is often difficult to estab-
lish a diagnosis of PMS. However, it is critical for health-
care providers to make an accurate diagnosis in order
to provide appropriate treatment. Fortunately, most
women can be successfully treated with specific thera-
pies once the proper diagnosis is established.

Il. ETIOLOGY

CASE PATIENT | PRESENTATION

Patient 1 is a 27-year-old, unmarried, Caucasian
woman who states she has irritability and depression the
week before her menses. She also notes difficulty concen-
trating, lack of energy, insomnia, and bloating that resolve
by the end of her menstrual cycle. Her menstrual cycle
length is 28 days with 3 to 5 days of bleeding. She denies
symptoms during the cycle except for the week before her
menses. She denies any history of medical problems
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including psychiatric disease or any pertinent gynecolog-
ic history. She denies any history of physical or psycho-
logic abuse. She is occasionally sexually active. Her family
history is unremarkable. She is not currently on any med-
ications but is taking a multivitamin. Her premenstrual
symptoms often interfere with her ability to function at
work as well as interact with her friends and family.

¢ What is PMS?
¢ What are the risk factors for PMS?
¢ What causes PMS?

DEFINITION OF PMS

PMS includes physical and emotional symptoms oc-
curring 1 or 2 weeks before menstruation. Table 1 shows
the most common symptoms, including emotional
changes (such as irritability, anxiety, and depression) as
well as physical symptoms (including breast tenderness
and bloating). The symptoms range on a continuum
from mild to severe. Although most reproductive age
women experience some mild premenstrual symptoms,
only those patients with symptoms significant enough to
interfere with daily activities are considered to have PMS;
otherwise, no criteria are universally accepted for diag-
nosing PMS. The diagnosis is subjective and determined
by the healthcare provider based on patient self-report of

symptomms.
RISK FACTORS

Several factors may increase a woman’s risk of exhibit-
ing PMS symptoms. Women are at risk of experiencing
PMS during their late 20s to mid 30s, and symptoms may
increase with age. Research has also shown a possible
genetic predisposition to PMS. There is an increased
likelihood of similar premenstrual symptoms between
twins. In fact, one study reported that 35% of the simi-
larity of PMS symptoms in twins is caused solely by genet-
ic factors.” Women often report a family history of PMS
in a first-degree relative, which further reinforces the
possibility of a genetic role. Environment is likely to play
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