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ABSTRACT

This study explores the social and cultural influences on women's

understanding of premenstrual syndrome (pMS). Sixteen Winnipeg women who

identified themselves as suffere¡s of pMS were interviewed concerning their

experiences and their perceptions of the effect of pMS on their lives. eualitative

analysis of the data suggests that a self-diagnosis of pMS develops through a process

which mirrors that of reality construction as oullined by Berger and Luckmann (1967),

A labelling theory approach was utilized within the social constructionist framework.

Fro'.r this perspective, it was determined that the women in the study adopted the

ilhress label of PMS when the social context in rvhich their premenstrual change

occurred was such that thei¡ behavior could be seen to violate social no¡ms, and if
PMS could be described as a readily available, and acceptabre, expranatory moder.

lv
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r. INTRODUCTION

A variety of premenstrual changes have been observed for centuries and noted

in the ea¡liest of medical writings (Delaney et al. 1988, T. Johnson 1987). Today,

premenstrual changes are collectively defined by Westem medicine as a physiological

problem, commonly known as premenstrual syndrome (PMS). Definitions of pMS are

thought to include as many as one hundred and fifty different, and often contrary,

symptoms, with the presumption that at least some symptoms affect all women. This

belief continues to support the Victorian notion of biological determinism, that women

are not rational beings, but rather are controlled by their reproductive functions. pMS

is deemed to have negative consequences for women, and is believed to place stress on

intimate relationships because of women's inability to function in conventional,

socially acceptable ways.

The cur¡ent image of PMS has been drawn primarily from biomedical studies

which have been shown to lack objectivity, scientifrc rigor, and to be riddled with bias.

The major goals of this research have been the discovery of specific etiology,

prevalence, and incidence, although no conclusive results have yet been reported. The

biomedical model focuses on the assumption that once cause can be discerned, cure is

not far behind. However, cause for PMS is yet to be determined, and no treatments

have yet been found to be effective in the relief of symptoms. Biomedical resea¡ch



has also tended to negate the influence of social and cultural factors on tt" ,r*ing un2a

experience of health and illness generally (McElroy and Townsend 1989, Mishler et al.

1981). Social science has provided additional insight regarding the social context

relevant to PMS, but in general these sh¡dies tend to be overlooked because of distrust

of research conducted outside the scientific, biomedical model. In all areas of ¡esearch

to date the study of women's experience has received little interest. There is,

however, a pressing need for investigative studies of PMS from all disciplines.

Historically, women's biology has been offered as a rationale for their exclusion on

many levels, and very recently, PMS has been introduced as a contributing factor in

both criminal and civil law cases. Therefore, the possibility fo¡ the use and abuse of

the diagnosis of PMS is increasing.

This study explores the social and cultural influences on women's perceptions

of PMS by interpreting the meanings individual women give to their own experiences.

I suggest that PMS can be unde¡stood within the f¡amework of social constructionism,

a theoretical perspective dealing with what we know as reality in our lives a¡d the

process through which that knowledge is acquired. This framework can help to

explain how the objective reality of women's menstruation has been socially

constructed as a medical problem. A¡ illness diagnosis is often viewed as benefìcial

for those afflicted, as it provides an explanation and justification fo¡ illness-related

behavior. In regard to PMS, however, it may also be argued that PMS is a label

applied to female behavior which might be seen to be socially problematic. In this

way, a medical label individualizes the problem and attention is deflected from social
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factors whích also influence behavior. The analysis of the data from the perspective of

social constructionism and labelling theory suggests that the labelling of PMS as illness

masks the social factors which infiuence the interpretation and labelling of individual

behavior. PMS is a socially available and culturally acceptable explanation for

behavior which is seen to fall outside the norm for that deemed appropriate for women

in today's society.

The following chapters outline the wo¡k of this study. Chapter 2 presents a

review of the literature dealing with PMS, particularly with regard to its history, the

biomedical research to date, and studies of sociocultural influences which relate to a

diagnosis of PMS. Chapter 3 discusses the theoretical perspective of social

constructionism and shows its relationship to the study of PMS. Chapter 4 outlines the

objectives of the study and the methods employed in conducting the research. Chapter

5 profiles the sample of women who paficipated in the study and presents the findings

from the interview data. Chapter 6 discusses the findings of the study and provides a

broader analysis based on a labelling theory approach. The conclusion to this chapter

discusses the strengths and limitations of the study and presents recommendations for

future research.



2. REVIEW OF THE LITERATURT,

My review of the literature dearing with pMS fals into th¡ee main areas: (r)

the history of PMS as a medical problem; (2) the biomedical research which attempts

to define PMS and delineate causation, and the limitations and methodological

problems of these studies; and (3) a review of the sociocultural influences relating to

PMS.

2.I THE HISTORY OF' PMS

A connection between the physiorogy of the menstrual cycle and behavioral

change has been noted since the early medical writings of Hippocrates around 400

8.C., and of Soranus in the second century A.D. (Delaney et al. 19gg, T. Johnson,

i987). only since the nineteenth century, however, has menstruation been regarded as

a medical problem requiring clinical investigation, diagnosis and treatment. The basis

for this notion is a scientific theory known as biological determinism which has

resulted in the belief that women are controlled by their reproductive organs. As

Freud would have us believe, biology is destiny (Hubbard 1990).

From a historical review of gynecological operations on the institutionalized

insane in ontario, it was determined that early medical theo¡ies and practices linked

the menstrual cycle to insanity (Mitchinson in Kendall i991). Laws (19g3) also stares

the typical female troubles of the nineteenth century, often treated by such means as
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ovariotomy (known as female castration) and hysterectomy, are the same as the

symptoms of PMS today: "'nervous prostration,' irritability, mood changes, a

tendency to go mad and attack people" (Smith-Rosenberg quoted in Laws 19g3:24), or

in othe¡ words, irrational behavior directed at individuals close at hand.

In 1931 Robert T. Fra¡k was the first researcher to propose a scientihc lìnk

between behavioral symptoms and the premenstrual phase. premenstrual tension, as he

called it, was assumed to be the result of an imbalance of female sex hormones.

Female labour force participation had increased steadily since World War I, and one

area of interest during the Depression years was the effect of premenstrual symptoms

on women's ability to work (T. Joh¡rson 1987, Martin 1987). Because of his

suspicions about the negative effects of premenstrual tension on work performance,

F¡ank felt obliged to warn employers that female workers would need tempo¡ary care

on a regular basis each month. His position lent support to the notion ca¡ried ove¡

from Victorian times that women, swayed by their ovaries, were easiest to handle if

kept at home and out of the workforce (Martin 1987).

With the beginning of World War II, a new spate of studies arose suggesting

premenstrual tension was not as problematic as had been previously thought. Some

researche¡s even reversed their opinions from the previous decade (Martin 1987). By

the end of the war, however, with women again pressured to rehtrn to family roles,

there was renewed interest in the type of menstrual resea¡ch which suppofed Frank's

earlier hormone theory (Martin 1987).



The emphasis on the relationship of women's biology to economic need has

been noted as a means of reinforcing niale privilege in the workforce. Fo¡ instance,

some scientists stressed the debilitating effects of menstruation as justification to keep

women out of medical schools:

...they were not simply reflecting attitudes about menstruation. They
used the current social construction of this aspect of women's biology
where it served them, not where it did not (Sayers 1982:116).

By 1953, British researchers G¡een and Dalton (1953), had coined the term

premenstrual syndrome to amalgamate, under the nomenclature of one disorder, all the

various and often contradictory conditions commonly known as PMS. As had been

the case with Dr. Frank twenty years earlier, Dalton's research was primarily

concelned with "the effect on women's performance at school and work and the cost

to national economies of women's inability to work premenstrually" (Martin

1987:120).

Since the late 1970's PMS has come to be described as a standard, categorized

behavioral disorder, and the entire premenstrual phase has undergone extensive clinical

and psychological investigation (T. Johnson, 1987). Specialty clinics have been

established for research and treatment, and range from those that are publicly funded

for biochemical research to those privately-owned, for-profit clinics established mainly

to dispense as yet unproven hormone treatments (Henesen 1984). Individual women

themselves have also formed self-help g¡oups to ove¡come what many women feel is

the reluctance of the medical profession to provide them with the support they require

to deal with PMS (Henesen 1984).
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Over the years, various treatments have been prescribed for PMS. As in the

past, rest is still prescribed today, as well as exercise, reorganization of schedules,

meditation, acupuncture, an emphasis on a healthy diet and lifestyle, including vitamin

therapy, avoidance of alcohol, caffeine, sugar and salt, and encouragement of a

relaxing orgasm to reduce the effects of stress (Rome i986, de Souza 1991). The

most often used treatment today for severe cases, however, is hormone replacement

therapy. Despite the medley of treatn.rents, none have been found to be effective, and

research has shown thaf 50yo - 70% of women trying any treatment will hnd sone

relief from symptoms (Rome 1986).

Currently, PMS is described as an affective (ernotional) disorde¡ which has

been used successfully as a legal defense in homicide and abuse cases (Kendall 1991,

Boorse 1987). The implication is that (at least some) women carutot be responsible for

their actions one week out of every fou¡. Kendall (1991) suggests that the furor began

when a B¡itish woman, Christine English, ran down her lover with a car in 1981. He¡

murder charge was subsequently reduced to manslaughter because it was judged she

acted from diminished capacity due to PMS. In 1987 in Canada, an Ontario woman,

Marsali Edwards, also received a reduced sentence for assaulting her estranged

husband when PMS was used as a defense.

Kendall (1991) reports that some proponents of the legalization of pMS feel it

should be available as a defense similar to other organic illnesses. Opponents,

hou'ever, suggest that legal recognition of PMS could reinforce stereotyped attitudes of

the inferiority of women, leading to the legitimation of disc¡iminatory practices.
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Kendall cites, for instance, the case of a British woman denied custody of her children

because of he¡ PMS, and a canadian woman whose children were placed in protective

custody because of evidence against her, including the fact she suffered from pMS.

It has been suggested that the use of PMS as a legal defense rnay tend to

deflect attention from the social and economic causes for c¡iminal actions. christine

English was reported to have been habitually abused by the alcoholic, womanizing

lover she killed. Edwards' husband was also described as a wife-beating drunk who

refused to pay child support. Kendall (1991) thus contends that the use of pMS in the

courts only serves to subjugate women further through the reinforcement of

stereotypical attitudes concerning the effect of the menstrual cycle on behavior.

Despite these criticisms, the legal recognition of pMS has been supported by

the recent inclusion of PMS in the Diasnostic and Statistical Manual of Menf¡l

Disorders (DSM-IV) of the American Psychiarric Association (ApA) ( 1 994).

Although the condition described is called Premenstrual Dysphoric Disorder (PMDD),

and it is listed under the section on Depressive Disorders, there is ljttle to distinguish it

from what it commonly called PMS. The APA claims that pMDD is most applicable

to:

...those women for whom a rigorous p¡ospective assessment confirms a pattern
of severe depressive symptoms that occurs regularly during the last week of the
menstrual cycle and markedly interferes with daily living. Research indicates
that 3 to 5 percent of women experience severe, recurrent depressive symptoms
that cause marked distress and/o¡ create significant impairment in functioning.
This is in contrast to the premenstrual syndrome that occurs much more
frequently and that is much less disabling (American psychiatric Association
i 993).
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Dr. Caplan, a clinical psychologist at the University of Toronto, says that

despite this insignificantly small number of women, research of the ApA itself has

shown that up to forty-five percent of women seeking help for pMS will be diagnosed

with PMDD. Thus, it has been estimated that 500,000 women in the US alone could

be labelled as clinically depressed (caplan 1993). with this legitimate illness label at

hand, the risk of denying credence to other causes for women's depression increases.

Mood change is not necessarily depression, and psychotropic medication can¡ot cure

social and economic ills.

The medical model which is reductionist and asocial, takes men,s bodies
as the norm, against which women's bodies appear diseased. ln the case
of PMS, women's cyclicity is taken fu¡ther to represent mental
derangement. When law and medicine intersect through legal
recognition of this medical 'truth,' tl.re notion of women's biology as
inherently disabling becomes even more powerful. Further, this medico-
legal alliance individualizes and depoliticizes female deviance (Kendall
1991:85).

Currently, the negative aspects of PMS are so widely accepted that it has been

referred to as "the worst thing about being a woman" (Singletary and Atwood

1990:18). Just as the biomedical definition of PMS conveys an image of women as

cont¡olled by their biology, the popular image pôrtrays women as out of control and

unable to meet social expectations. Magazine articles refer to premenstrual women as

monstrous Jekyll and Hyde characters (Parlee 1987), popular TV sitcoms such as

Roseanne portray families leaving home when the wifeimother is having a pMS attack,

and jokes and cartoons denigrate all women because of their menstrual cycles. For

example, in a segment of the outland cartoon (Breathed 1g9l), the characte¡ opus tells

his friend Bill that PMS "has been decoded to mean'pummel men with snippiness_'
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This is triggered by the tides -- all part of a conspiracy to turn men into whimpering

house eunuchs." The popular image of PMS thus focuses only on uncomfortable and

inconvenient physical symptoms, negative affect, and inappropriate, irrational behavior.

The result is that women today, as in Victorian times, are seen to be controlled by

their biology.

2,2 BIONÍEDICAL RESEARCH

2.2.1 Definition of PMS

Disease definitions and the diagnoses which result from them are generally

based on a degree of certainty concerning etiology. symptomatology, and prevalence

(Mishler 1981a). The literature on PMS, however, suggests there is, as yet, no

consensus as to its dehnition (Bernsted et al. 1984). As a medical syndr.ome, PMS

refers broadly to the full range of physical and/or psychological symptoms associated

with the premenstrual phase of the menstrual cycle (Ginsberg and Carter 1987).

Debate continues, however, as to whicl.r symptoms should be included and which

should not, the numbers of women affected, to what degree, and what specific period

of time constitutes the premenstrual phase.

As many as one hundred and fifty different, and often contrary, s)'mptoms are

described in the literature on PMS. From a review of cross-cultural studies of PMS,

S. Johnson (1987) suggests this unwieldy multitude can be grouped into th¡ee

simplified categories: physiological processes that vary over the menstrual cycle (body

temperature. thyroid gland size, and cervical mucus), pathological processes that may
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be exacerbated during certain phases of the cycle (such as migraine headaches and

personality disorders), and various generic changes involving recurrent physical and

emotional change (such as fluid ¡etention and sadness). Within all three categories,

only the negative aspects of premenstrual change are stressed, even though some

women have also identified positive experiences such as increased energy, efficiency,

affection and creativity (S. Johnson 1987). Thus,

instead of seeing these 'deviations' as measured against questionable
social no¡ms of benign femininity and masculine 'linearity,' they are
t¡anslated into deviance from the norms of physical and mental
well-functioning, that is, health (Zita 1989:192).

O'Brien (1987) suggests that since the 1970's researchers' definitions have

varied to the point where incidence rates have been found from between five and

ninety-five percent of study samples. Laws (1983) notes that clinical surveys of PMS

symptomatology would have us believe that up to ninety percent of women at any one

time report the presence of some symptom which the medical profession would

consider clinically serious. "Thus, (for a woman) a state of illness appears to be

statistically the norm" (Laws 1983:23; emphasis in original).

Findings such as these support the popular notion that every woman is at risk

of experiencing PMS, even though those classified as severe comprise only between

three and ten percent of srudy samples (Zita 1989), Therefore, definitions of what

constitutes PMS appear to lie not in any objective biological reality, but rather in a

social need to dehne these symptoms of PMS as problematic and treat them as illness.
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2.2.2 Causal Theories

Clinical research to date has also failed to shed light on the etiology of pMS.

Although theories range from genetic abnormality to the influence of central

neurotransmitters, Clare (1985) suggests that the majority of causal theories continue to

revolve around Frank's (1931) and Dalton's (1964, 1969) insistence on hormonal

imbalance, with progesterone being considered the most influential of the reproductive

ho¡mones. Double-blind clinical trials, however, have found

no significant difference between progestetone and placebo in reducing
symptoms of premenstrual syndrome, and in the majority of cases
placebo was more effective... (Sampson 1979:209),

The relationship between PMS and psychiatric disorders has been widely

investigated as to a possible causal link. In a review of studies involving psychiatric

patients, Rubinow and Roy-Byrne (1984) found approximately sixty-five percent of the

samples reported symptoms of PMS. They also report that some community studies

have found an inc¡eased risk of depression in women who experience moderate to

severe PMS. However, the ¡everse has also been found, in that women with

depression report a greater degree of PMS:

Not only do women selected for depression have a¡ increased incidence
of premenstrual symptoms...but women selected for perimenstrual
difficulties appear to have an increased prevalence of depression as well
(Mackenzie et al. 1986:18).

The researchers could not provide an explanation for this finding. There are

two plausible suggestions, however, for the con¡lection between PMS and depression.

As previously stated, the negative emotional aspects of PMS are particularly

emphasized ove¡ eithe¡ the physical aspects, or any positive experiences; as well, it has
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been noted that any emotíonal complaints by a woman are often mistakenly diagnosed

as clinical depression (Leonard 1983).

2.2.3 Limitations and Methodological Problems of Biomedical

Research

The doninant model within which pMS has been studied has a

physiological/medical base; as such, it is often referred to as the biomedical model.

Three major limitations of this model have been suggested. Firstly, the model is

preoccupied with pathology, and therefore emphasizes abnormalities ratl.rer than

commonalities of physical change. Secondly, the principal focus of clinical researclr

conducted within the model is physiological; therefore, the social, cultural and

institufional contexts within which disease is experienced are ignored. Lastly, the

relationship of culture to the production of definitions of disease and illness is also

overlooked (T. Johnson 1987, McElroy and Townsend 1989, Mishler et al. 19gl).

Various methodological problems have been identified with the clinical research

conducted on PMS. For example, it is not currently possible to measure premenstrual

change objectively. Empirical tests of hormone levels carulot differentiate between

women with and without symptoms, nor have individual differences in hormone levels

proven to be conclusive evidence of a premenstrual syndrome (O,Brien l9g7).

For these reasons, an assessment of symptomatology is most often based on

retrospective self-reports, aided by a menst¡ual distress questionnaire, which is a

checklist of predetermined symptoms. The most cofitmon is the Moos Menstrual
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Distress Question-naire (MDQ) which lists 47 symptoms (Moos 196g). More recent

insfuments define PMS according to as few as eight or as many as 95 symptoms (T.

Johnson 1987).

Another methodological difficulty that has plagued pMS research has resulted

from the use of biased samples. Rubinow and Roy-Byrne (1984) report that in some

early studies testing the Moos MDQ, the samples included some women using oral

contraceptives and some who were pregnant. As both birth control pills and

pregnancy alter the usual hormone balance, the sample groups therefore did not

accurately represent the typical menstruating woman who might be prone to symptoms

of PMS. other sample populations have consisted of only college students, psychiatric

patients, or women undergoing treatment at premenstrual clinics and who therefore had

already been diagnosed as having PMS. It is not likely that these groups represent

women in the general population who define themselves as pMS sufferers; therefore,

one should not generalize on the basis of these results.

One of the few Canadian studies of PMS, conducted by Ramcharan et al.

(undated), attempted to overcome some of the methodological difficulties of previous

studies. The primary aim oftheir unpublished study was to measure the prevalence of

symptoms, mainly psychological, which are said to cha¡acterize pMS. This was a

blind study based on a random sample of over 14,000 households in Calgary. Six

thousand women between the ages of 20 a¡d 49 were eventually interviewed about

what they we¡e told was a study of women's health issues. Although the Moos MDe

was used, the researchers felt that reporting bias was ¡educed because the questions
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about symptoms were not placed within the context of the menstrual cycle. Their

findings show that seven of the eight major psychological symptoms were virtually

absent in the premenstrual phase of their sample. Slight change in some of these

symptoms was seen during the menses, but none of the differences were statistically

signif,rcant. They did find, however, that the small number of women (ten percent)

who had experienced stressful life changes in the year preceding the study also tended

to report more severe MDQ symptoms. Their report states, "The study provides no

evidence that the prevalence of severe psychological symptoms is higher in the

premenstrual phase than at other phases of the menstrual cycle" (Ramcharan et al.,

undated p. 10). They conclude that PMS is an enigma. Despite the overwhelming

lack of any evidence of PMS in the general population, the authors suggest there is a

pressing need for further study in this area. They offer nothing to support this

recommendation, however. Although the study was funded by the Alberta Heritage

Foundation for Medical Research and the National Health Research and Development

Program of Health and Welfare Canada, the findings were never published.'

An additional problem with clinical PMS research concerns the sexist bias of

the biomedical model itself and the research which results.

Much of the research being done on PMS is, in fact, suspect and...rests
upon invidious ideological assumptions about the nature of women...a
nature which in tum is seen as requiring medical surveillance and
management, along with a 'protective' secondary citizenship (Zita
1989:189-190).

'This info¡mation is based on personal conversation with one of the study's
autho¡s.
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The masculinist bias of PMS ¡esearch is based on an ideological perspective which

views men and women as polar opposites, "weighted in favor of males and used to

justify male domination over women" (Zir.a 1989:190). It is from this perspective that

symptoms of PMS are perceived only negatively, and that women's emotional

complaints are more often judged as individual depression (Leonard 1983). The

biomedical model conceives of health and illness in opposing terms: if one is not well,

one is ill. Change itself is portrayed as negative (Mishler I98la). Therefore, the

physical, emotional and behavioral changes which may coincide with the menstrual

cycle are placed into a category which fìts the currently accepted model of illness.

When up to ninety-five percent of all women are believed to have at least some of the

symptons attributed to PMS, it is easy to understand how the premise of medical

research is biodeterministic. Medicine, "like all other rnajor social institutions in

patriarchal societies, reflects patriarchal values in both its theory and its practice"

(Scambler and Scambler 1993:13).

Althougb the biomedical research of PMS appears to be inconclusive and

contradictory, it might be suggested that the difficulty of finding observable evidence

for a connection between menstrual change and behavior lies mainly with the nethods

used. Clearly, many women describe noticeable changes in relation to their menstrual

cycle. Perhaps the reason that biomedicine has not yet been able to substantiate these

claims is a result of inadequate tools and methods, and not, as some might believe,

that the changes are imaginary. Bearing this in mind, the next section looks at

alternate explanations fo¡ PMS presented f¡om a sociocultural perspective.
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2.3 SOCIOCULTURAL INFLUENCES

A limited amount of social science research has been conducted regarding the

relationship of PMS to stress, social support, and sex roles (Clare 1985). The study of

socialization techniques, including the influence of media representations, and cultural

influences on the socialization of behavior and attitudes are also releva¡t. These

studies attempt to overcome limitations of ¡esea¡ch based on the biomedical model,

and provide an u¡derstanding of social and cultural influences which affect a diagnosis

of PMS.

In regards to the study of PMS and stress, the majority of studies:

are founded on the assumption that if there is an association beter'een
stress and the premenstruum, it is the changes associated with the
premenstrual phase which cause the stress and not the other way around
(Clare 1985:478).

Dalton (1977), for instance, blamed marital and family stress on the periodic lapse of

the traditional even-ternpered, well-organized woman, and even went so far as to

blame the diminished performance of all members of the family on the premenstrual

wife and mother (Zita 1989;.

In a recent Canadian study, Pirie (1988a, 1988b) found that female dental

hygienists attributed problems of physical coo¡dination and initability at home to

PMS, while they were basically unaware of these symptoms at work. This finding

suggests an association between the negatively-perceived experience of PMS and the

social context of the home. Work outside the home, long felt to be an inappropriate

environment for a premenstrual woman, may in fact have a mediating effect on her

perception of symptoms, even appearing to provide total relief of symptoms.
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other studies of the correspondence between pMS and women's traditional

family role also noted simila¡ities between reports of pMS and ma¡ital disharmony.

Marital problems involving as they often do, self-esteem, sexual
anxieties and sex ¡ole conflicts, may serve to heighten the subject's
sensitivity to aspects of her sexual and menstrual functioning and,
indirectly, serve to focus her attention on changes occurring during her
menstrual cycle which otherwise she might ignore or at least tolerate
(Clare 1985:479).

Good and Good (1981) suggest that PMS, believed to cause a lack of self-control, can

only be legitimately expressed within the home. Because a woman's primary role in

the family is to maintain harmony, however, it is generally assumed that if her anger is

allowed to surface it will place additional burdens on those a¡ound her. with pMS as

a cause, however, there is no need to question whether family dynamics are producing

the stress (Martin 1987, Pirie 1988b).

Pirie's (1988b) canadian study showed that those women who label themselves

as sufferers of PMS (forty+hree percent of her sample) reported the same variety and

intensity of premenstrual symptoms as those who referred to themselves as

non-suffere¡s. The major difference between the two groups was the tendency to

adopt the illness label; in other words, to defìne their symptoms as an illness. pirie

suggests it is not symptoms, per se, which influence behavior, but rather "it is the

illness label...out of which meaningful role behavior emerges and becomes patterned"

(Pirie 1988b:244). She observed that illness behavior was virhrally non-existent

among the single non-sufferers, while ma¡ried non-sufferers showed different patterns

of family conflict ãid conflict resolution than those who we¡e labelled sufferers. pi¡ie

concludes,
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...the high incidence of the placebo effect suggests that more emphasis
should be placed on how the symptomatology normally associated with
the premenstrual syndrome is socially constructed, and whethe¡ or not
that process varies with the social context in which the subject is
interacting a1 the time (Pirie 1988b:16).

Interpersonal relations such as marriage involve the maintenance a¡d enhancement of

social status a¡d self-esteem, and thus may require mechanisms for saving face, or in

other words, presenting oneself correctly in a particular situation (Clare 19g5).

Therefore, an implication of this research is that PMS provides the legitimation for

what might be perceived as irrational, unwarranted behavior in situations of

interpersonal confl ict.

PMS may simply be a statement of what it is to live in a sexist society
where women, faced with disappointments, role conflicts, and un¡ealistic
expectations in the face of positions of relative powerlessness simply
somatize their oppression (Pirie 1988b:65).

One of the few studies that has examined both women's and men,s mood

changes, and social as well as menstrual cycle differences, was conducted by

Mansfield, Hood and Henderson (1989). They explored the relationship between cycle

phases and days of the week with the experience of psychological changes in women

and their partners during the menstrual cycle. Nine women a¡d their husbands,

ÌÌnaware of the purpose of the study, reported daily for th¡ee months on various

matters relating to well-being. The various experiences rated in the study included

positive and negative psychological states as well as physicat experiences (menstrual

flow for women and allergies for men). The major finding was that the day of the

week was more closely related to variability in daily report than menstrual cycle, with

negative mood decreasing on the weekends for both women a¡d men. The stage of
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the woman's menstrual cycle had virtually no influence on her orm mood or the

combined mood of the couple; however, the men did become slightly more agitated

during their wives' menses than during other stages of their cycles. To explain this,

the authors suggest that husbands, awa¡e of their wives' cycles, may anticipate a

stereotyped pattern of spousal distress and initability at that time. Therefore they

conclude that menstrual cycle research should not ignore the influence of life context.

Martin (1987) reports on studies which show PMS increases in ¡eìation to age,

number of children, and the presence of a male partner in the household. Rome

(1986) presents a profile of women seeking help through progesterone-dispensing

clinics as outwardly positive about their lives but feeling they have a menstrual

problem which is out of control. These women usually have neither family nor friends

with whom to discuss their problem and typically have partners rvho are fed up with

their mood swings. Rome clearly notes the objective physiology of cycle changes, but

feels the propensity to label these changes as problematic is a reflection of both social

expectations and lack of support for women in society.

These same characteristics of PMS have also been found to be ¡elated to

women's depression. This may then provide an explanation of the observed link

befween the two. Just as married women in traditional role situations are more prone

to symptoms of depression than women in less-defined roles (Gove and Tudor 1973,

Leonard 1983), so too it appears they are more likely to report the problems of pMS.

Thus.

It is always a mistake to accept too readily assignments of cause and
effect fo¡ phenomena that occur together. Those very assignments may
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have been made to sustain the ideology that perpetuates their
conjunction (Hubbard 1990: 18).

some resea¡chers have studied the infiuence of media representations of pMS.

In Ch¡isler and Lelry's (1990) review of popular magazine articles, for instance, 131

different symptoms were found to describe the premenstrual woman. In more than

half of the articles the most frequently discussed symptoms included (in rank order)

depression/despair/sadness, swelling,Õloating, irritability, headache, tender breasts, and

mood swings. These symptoms support the stereotype of the mala justed woma¡.

Anothe¡ researcher found that many PMS articles followed titles such as "Dr. Jekyll

and M¡s. Hyde," "PMS: The Return of the Raging Hormones,', "Once a Month I,m a

Woman Possessed," and "Taming of the Shrew Inside You,, iparlee l9g7).

Rittenhouse (1991) suggests that the popular literature does not distinguish

premenstrual symptoms from PMS as a syndrome. Therefore pMS is seen to

encompass all changes, from mild to severe, and is felt to affect the majority of

women of reproductive age. A conclusion by Chrisler and Ler,y (1990) is that the

overwhelmingly negative and all-inclusive tone of these articles helped to pave the

way for the APA's decision to include PMS in the DSM-IV (American psychiatric

Association 1994).

Parlee (1987) speculates that joumalists tend to oversimplify and distort the

scientific resea¡ch about PMS in an attempt to focus on what might be considered

newsworthy. However, both the resea¡ch and the popular reporting of it can be

viewed as social products in that "they support the social order by rationalizing

("explaining" f¡om the point of view of one social group) differences among groups



22

and by mystifying individuals whose experience does not accord with the ideology"

(Parlee 1987:195). From a social constructionist perspective, the media is a social

institution which serves to maintain social o¡der through the dissemination of

objectified and reified knowledge. Therefore, the negative representation of PMS

found in the media serves an ideological function to support the definition of women

as irrational and out of control.

Some studies have investigated cultural beliefs regarding women's position in

society and general beliefs regarding menstruation and its effect on women. Scambler

and Scambler (i993), for instance, suggest that women are predisposed though

socialization to accept negativity regarding menstruation. Their study found that the

majority of the women interviewed felt antipathy towa¡ds menstruation, describing it

as unhealthy, unclean, and messy. Scambler and Scambler thus point out that surveys

such as the Moos MDQ (Moos 1968) likely tap only negative effects, excluding even

the possibility that a woman may have a positive experience.

Using the framework of attribution theory to study PMS, Koeske and Koeske

(1975) found their subjects attributed negative moods to their premensfruum. The

women in their sample were more likely to blame their mood on PMS if the mood

was judged to be particularly inappropriate for the situation. They also felt personally

responsible for any extenuating circumstances, such as initable children or an angry

spouse. Koeske and Koeske feel that this form of attribution could likely produce

feelings of guilt, anxiety and depression, and render actions to produce real charge

virtually impossible.



A¡other study by Ruble (1977) supports Koeske and Koeske,s (1975) findin;

regarding the acceptance of menstrual beliefs. In her study, women who were led to

believe they we¡e in their premenstrual phase reported significantly higher symptom

ratings than women who believed they were intermenstrual. Therefo¡e, her study

showed that women's culturaliy-defined beliefs regarding pMS influence thei¡

self-reported experiences of premenstrual sympfoms.

A fourth study, by Olasov and Jackson (1987) studied women's expectancies

regarding menstrual distress on mood reporting. Their study randomly assigned female

college students to four groups. In the first, negative expectancies increased by seeing

a videotape and lecture; in the second, the group received a lecture designed to

decrease expectancies; the thi¡d group received a lecture on an uruelated topic; and the

fourth group was a blind control group receiving no preliminary treatments. The

findings of the study showed that expectancìes increased or decreased as anticipated,

evidenced in reports immediately following the treatment and at a forty-day interval.

The resea¡chers concluded that expectancies of menstrual dist¡ess can be altered using

little effort, and that altered expectancies affect the reporting of daily moods

throughout the menstrual cycle.

The influence of specific cultural beliefs on the definition of pMS as illness has

also been studied. Anth¡opological studies of mental illness, in particular, have

investigated the interconnection of envi¡onmental stress a¡d social disorganization by

questioning the physical basis for disorders such as schizophrenia a¡d cultu¡e-bound

syndromes such as a¡ctic hysteria (see McElroy and Townsend 19g9, chapter 7).
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Cultu¡e-bound syndromes are defined as temporary psychoses with no larown

biochemical origin in which the individual is not held responsible for her/his dramatic

behavior (Littlewood and Lipsedge 1987). A general conclusion from the review of

cross-cultural sh.rdies of PMS has been that although premenstrual symptoms are

closely recognized in nearly all cultures, there is as yet no research which suggests the

existence cross-culturally of an analog to the western definition of pMS (T. Johnson

1987). Ericksen (1987) suggests that this cultural difference is one of rhe

psychological meaning of menstruation. In westem nations, this meaning is reflected

in what we commonly call PMS. Antluopologists, as suggested above, often classify

such conditions arising from a specific cultural interpretatjon as culture-bound. The

suggestion has been made that this definition of cultu¡e-bound syndrome could likely

desc¡ibe the experience of PMS in North America today (T. Johnson 1987).

It has been suggested that such culturally-influenced behavior can be described

as an expression of personal frustration in situations where individuals believe

themselves to be powerless to affect change (Lewis, as cited in Littlewood and

Lipsedge, I987). However, this behavior can also be seen to represent ',core structural

opposition between age groups or sexes" (Littlewood and Lipsedge 1987:290). In

these cases, an individual may seek recourse through mystical pressure. Such

influences might take the form of spiritual possession, for example, which the Inuit

culture believes to be the cause for arctic hysteria (McElroy and Townsend l9g7). An

example from our own culture is our sophisticated equivalent to mysticism, science,

â¡d in its most salient form, medicine. Therefore, it has been suggested that medicine
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provides the function of objectifying social disorganization in physiological terms

(Mishler l98la, Scheff 1966).

2.4 CONCLUSION

The social, psychological, and cultural studies of pMS suggest that a woman's

social context has a profound effect on her perception of PMS. Therefore, as has been

suggested by the review of these studies, PMS is a reflection of westem cultural

beliefs and social attitudes. The findings of the sociocultural studies suggest> however.

that cultural definitions can be just as restraining as medical definitìons, a point

evident in the studies of menstrual attitudes. In this way, the results of either

explanatory model, biomedical or sociocultural, are similar. Just as biomedical theory

tends to ignore the influence of culture and social context in inte¡pretations of illness,

so do many of the social and cultural studies overlook the influence of physiology.

For example, much of the clinical ¡esearch of PMS has tended to negate the influences

of women's work and family responsibilities on their experience of pMS. Also, much

of the cultural resea¡ch has failed to address women's claims regarding the physical

and psychological changes corresponding to their menstrual cycles.

A general suggestion arising from the review of both areas of literature, then, is

that the definition of PMS is problematic. History has shown that many physical,

psychological and emotional changes may conespond to the premenstrual phase.

These changes tend to be common and routine events of many women's lives, and

there ìs as much variety in the range of experience as thete is in fhe difference in
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experience itself. What remains to be understood is how society has come to define

this experience as a medical problem, how individuals are taught to accept and

maintain such a definition, and who benefits from such a definition (Laws I983).

Through an exploration of women's perceptions of their experiences with pMS, this

study addresses the second of these questions; that is, how women choose to accept

and maintain the current image of PMS. It is hoped that examination of this question

will further our understanding of the interrelated issues concernìng the social dehnition

of PMS as illness, and the consequences of this definition. Chapter 3 whicli follows

presents the sociological tlieory which forms the basis for this study of women,s

experience with PMS.
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3. THEORXTICAL FRAMEWORK

3.T SOCIAL CONSTRUCTIONISM

This study was conducted within the sociology of knowledge framework

dehned by Berger and Luckmann in The Social Construction of Realitv (1967). Their

major premise is that what we know as reality is developed by us in interaction with

the individuals, products, and institutions of our society. Reality, therefore, is not a

product of nature, nor does it exist independently from human activity. Rather, what

we k¡ow to be real and true is formed and rehned as we learn how life works a¡d

how best to relate to different people and diverse situations. The key concepts within

thìs perspective are reality and knowledge.

Berger and Luckmann define reality as those characteristics of things (objects,

ideas, beliefs, etc.) which are commonly believed to exist independently from

ourselves. For example, we believe in the reality of "home." For some this may

convey an image of a paficular building or place; but it may also suggest attributes

such as shelter, love, harmony ald security. At the same time that we understa¡d the

reality of the ideal of home, however, we tend to forget the impact of our culture and

social organization on the formation and ¡elevance of this idea. In other words, things,

the objects of our reality, may have both material and immaterial qualities, the

signifìcance of which can only be understood within a particular time, space, and

culture.
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Knowledge is defined as "the certainty that phenomena are rear and that they

possess specihc characteristics" (Berger and Luckmann 1967:1) For example, pMS is

perceived as real in that it is seen to be a natural, physiological and/or psychological

condition, observed as a collection of symptoms, and individual women are said to

suffer from the effects of PMS. As will be seen, the women in the study talked of the

cont¡ol PMS (as an object) has over their lives, and their inability, in many cases, to

deal with it. It will also be shown later how the women in this study gain and

maintain their knowledge of PMS in a variety of ways as they interact with their

everyday environment. The social constructionist approach to the study of reality is to

inquire how knowledge is obtained and becomes entrenched in everyday life, and how

our realities are maintained or changed (Berger and Luckmann 1967).

Berger and Luckman¡r based their interpretation of the sociology of knowledge

on the work of European philosophers such as Marx, Nietzsche, and Husserl, on the

symbolic interactionism of George Herbert Mead, and on the phenomenological

approach of Alfred Schutz. From the work of Karl Ma¡x, for instance, came the root

proposition of the sociology of knowledge, "that man,s (sic) consciousness is

determined by his social being" (Berger and Luckmann 1967:5-6). Another way to say

this is that the way the world is interpreted, is related to the way individuals in societr

inte¡act with each other.

Symbolic interactionism is the interpretive paradigm from which social

constructionism developed. From the work of George Herbert Mead (Strauss 1964),

Berger and Luckmann drew on the understanding of meanings, symbols, and the role
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signs and symbols, especially those conveyed by language; but communication can

also take place non-verbally tkough gestures such as body stance and facial expression

(Strauss 1964). our understanding of the meanings conveyed by others, arises from

the relationship between the gestures they exhibit in their behaviour and our

interpretation of that behaviour. Therefore, meaning is developed in the response of

the second person to the gesture of the first, and that inter?retation subsequently

influences the succeeding interaction between them. Meanings, then, are organized

sets of attitudes, universally known, which become attached to particular responses.

For instance, seeing someone smile and nod when we are offering an explanation is

usually interpreted as agreement with our point of view. As a result, we are

encouraged to continue our line of thinking. If the other person were to scowl and roll

her eyes, however, we might wish to reconsider our point of view.

Mead said this is the basis of symbolic interaction: that human beings define or

interpret the actions of others, actions which a¡e mediated by symbols (Strauss 1964).

We, then, respond to others on the basis of our understanding of those actions

(Blumer, 1978). Thus, the development a¡d reinfo¡cement of meaning always takes

place in social interaction. once developed, meanings continue to i¡fluence behavio¡,

even before it occurs. Meanings are unique in that we can act toward ourselves in the

same way we act toward others. For instance, \/e ca¡ argue with ou¡selves, make

decisions and plans for our future, or get a¡gry with ourselves. This ability to sort

through various actions allows us to imagine an outcome before the ¡esponse occurs.
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In other words, we know how others are likely to respond if we exhibit a particular

behavior, and our actions are guided by that knowledge. Thus, we respond to various

social problems not solely as a result of individual experience, but also as a result of

the adoption of the universally known social attitudes, or the meanings we all attribute

to ideas, actions, and objects (Strauss 1964).

Syrnbolic interactionism became further elaborated by drawing on the work of

Alfred Schutz's (1967) phenomenology. Schutz provided Berger and Luckmann with

the understanding that our knowledge of the world is based on a stock of social

knowledge, a composite of all previous experience which existed before our birth and

will continue to exist after our death. This knowledge is originally imparted by

signihcant others such as parents and teachers through the process of socialization,

particularly by means of language. Schutz (1967) also suggests that our knowledge of

the world is intersubj ective; that is, the process requires both understanding others and

being understood by them.

In the course of development, each human being is shaped by her or his own

unique biographical experience. Despite this fact, however, successful interaction

requires al interchalgeabiiity of standpoints, in that individuals could exchange their

indjvidual biographies but still have basically the same interpretation of a situation

(Schutz 1967). Therefore, intersubj ectivity is also reciprocal: I take for granted that

my understanding of an object, idea, or experience is basically the same as that of

others. I believe that I can understand an obj ect from another's perspective, and I

believe the same is true for others.
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Our common knowledge, based on shared understandings, is assumed to be

objective and anonymous; that is, we take for granted that our unique biological

situations are ir¡elevant to our intersubjective interpretations. Berger and Luckmann

(1967:23) describe this aspect as the natural attitude, which they define as:

...the attitude of commonsense consciousness precisely because it refers
to a world that is common to many men (sic). Commonsense
knowledge is the knowledge I share with others in the normal, self-
evident ¡outines of everyday life.

Following on the work of Marx, Mead and Schutz, Berger and Luckmann

deflne a social psychology which provides a link between the philosophical

underpinnings of the sociology of knowledge and the core of symbolic interactionist

theory. The following points outline their basic premise.

First, we assume our understanding of reality is shared. In othe¡ words, our

understanding of the world is intersubjective, in that the process requires both

understanding others and being understood by them.

I live in the commonsense world of everyday life equipped with specific
bodies of knowledge. What is more, I know that others sha¡e at least
part of this knowledge, and they know that I know this. My interaction
with others in everyday life is, therefore, constantly affected by our
coÍrmon participation in the available social stock of knowledge (Berger
and Luckmarur 1967 :41).

Further, knowledge which is commonly shared is deemed to be true and real.

In other words, our understanding of our everyday life is taken for granted as reality.

"While I am capable of engaging in doubt about its reality, I am obliged to suspend

such doubt as I routinely exist in everyday life" (Berger and Luckmann 1967:23).

Suspending doubt results in harmonious interaction and allows our lives to run
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smoothly. We understand what happens and vvhy. When faced with new information,

it is processed and judged within an already existing reality framework, again ensuring

that everyday routines and interactions run smoothly, with little external or internal

conflict.

Secondly, the process of reality construction is based in interaction with others.

Because we share a common understanding of the world, we also share a common

sense of íts reality. Face-to-face interaction is the process by which knowledge is

conveyed in socialization, and through which the reality of the everyday world is

confirmed. We learn and assimilate factual knowledge, ideas and attitudes which are

conveyed, supported and maintained in all of our daily activities, such as chatting with

others, watching TV, doing our jobs, and reading the newspaper.

The third point is that social order is reflected in typifications based in social

interaction. Typifications are habitualized actions or roles whose meanings have

become embedded as routine in the stock of knowledge and are taken-for-granted

(Berger and Luckmann 1967). They are patterns of action that are perceived as

holding the same characteristics and attributes as the individuals who portray them.

"People know what to expect of one another in particular situations because they

'know' that various types of people behave in typical ways under particular

circumstances" (Hewitt 1988:157). Knowledge of typical behavior means we can

communicate with a minimum of information. Our own behavior is typifìed as well,

based on our interpretation of how others perceive people who behave in certain ways_
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Fourth, social interaction is a creative process. Tlrough social interaction we

produce our social structure, a¡d at the same time produce ourselves as individuals

within our society. As previously stated, reality is socially constructed. ,,Man's (sic)

self-production is always, and of necessity, a social enterprise. }y'ren together produce

a human environment..." [emphasis in original] (Berger and Luckma¡in 1967:51).

Lastly, individuals (producers) and the social world (the product) are in a

dialectical relationship. This means that society exists only as individuals are

conscious of it. However, we also have the ability to forget our part in meaning

development, and thus are not consciously aware of the human authorship of the social

order on which meanings are based. our world, therefore, is à reified dehumanized

world, in that we act toward abstract objects as if they were concrete things.

"Reification involves an attitude that things necessarily are as they a¡e, that the

lrurnanly created world of objects is a world of real objects with unvarying essences"

(Hewitt 1988:267). As a consequence of the extreme power of the symbols we create,

meanings appear to take on a life of their own, seeming to have a natural essence

¡ather than being a human product. Berger and Luckman¡ suggest, however, that the

process of constructing the social order continues, even though we are unaware of our

part in the process: "Even while apprehending the world in ¡eified terms, man (sic)

continues to produce it. That is, man is capable paradoxically of producing a reality

that denies him" (Berger and Luckman¡ 1967:89).

The framework of social constructionism allows an understanding of the

process by which social knowledge comes to be established as reality. The
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relationship between humans as producers, and society, the product, is always ongoing

and dialectical. Therefore, not only do we actively create our social environment, but

it also reflects back on us. "Society is a human producl. Society is an objective

reality. Man (sîc) is a social product" (Berger and Luckmann 1967:61; emphasis in

orìginal).

Berger and Luckmann (1967) have defrned tkee moments which occur in the

ongoing social process of reality construction: internalization, objectivation, and

extemalization. Each aspect can be described as a single procedure; however, as the

process is ongoing and dialectical, the moments, of course, occur simultaneously.

Internalization is the acceptance of the natural attitude and the assimilation of

this knowledge into one's own consciousness, occurring through the mechanism of

socialization (Berger and Luckmann 1967). Primary socialization occurs in childhood

tluough encounters with significant others such as relatives and teachers. The

perceptions of these individuals are presented to the child as the objective reality:

"...the self is a reflected entity, reflecting the attitudes hrst taken by significant others

toward it; the individual becomes what he (slcl is addressed as by his significant

others" (Berger a¡d Luckman¡r 1967: 132). secondary socializ¿tion is a succeeding

stage involving the leaming of more complex details concerning institutional behavior

and roles. Although the part played by significant others is not as crucial in secondary

socialization, they continue to reafhrm individual identity, which is formed in social

interaction along with the development of the meanings of all aspects of life.

Reality-maintenance and reality-confirmation thus involve the totality of
the individual's social situation, though the significant others occupy a
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privileged position in these processes" (Berger and Luckma¡n
1967:151).

Objectivation occurs when the products of human activity take on an objective

reality of their own; that is, when the human authorship of ideas, attitudes, and objects

is forgotten. It is through objectivation, then, that human products become reified.

Objectivation of knowledge occurs through institutionaliza tion, when not only

behaviour, but people themselves, are perceived as types, easily identifiable and

understood by everyone in society.

Institutionalization occurs whenever there is a reciprocal typification of
habitualized actions by types of actors... What must be st¡essed is the
reciprocity of institutional typihcations and the typicality of not only the
actions but also the actors in institutions. The typifications of habitualized
actions that constitute institutions are always shared ones (Berger and
Luckman¡ 1967:54).

Berger and Luckmann (i967) suggest that institutions have great power in our

society. Human conduct is confolled by the fact that institutions predetermine

appropriate activity, channelling it in certain ways, rather than allowing a range of

possible expressions. The ability of institutions to exert this power is called social

control. Berger a¡d Luckman¡ offer the example of medicine as an institution which

is structured as a specific subunive¡se of meaning. In this case, physicians and ¡elated

individuals and groups produce and maintain medical knowledge, continually

legitimating this reality for the lay public in such a way that their unique medical

knowledge is portrayed as accurate and beneficiaì. Berger ald Luckmann also suggest

that the institution of medicine iegitimates its own existence, thereby ensuring that

laypeople remain laypeople, and doctors doctors.
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The final part of the process of reality construction is externalization, the

mechanism by which taken-for-granted reality is maintained. The major vehicle for

externalization is everyday conversation which legitimates commonly shared meanings

through the use of explanations and justifications. We learn not only why we should

behave in certain ways, we also learn why things are what they are. In other words,

we learn not only the meanings themselves, but also the theories (both lay and

scientific) upon which the meanings are based, lending further support to the

suspension of doubt about our accepted reality.

Social constructionism provides an understanding of how the social wo¡ld is

created through human interaction. If one were able to observe the three moments

singly, one might discern the process by which reality is constructed. In other words,

the study of the process itself would answer the sociological questions of how a

particular body of knowledge is obtained, how it becomes a taken-for-granted reality,

and how that reality is maintained and/or changed. For example, in applying this

approach to the study of women's experiences with PMS, observation of the th¡ee

moments of reality construction would highlight the interactive processes by which

women learn that PMS is a medical phenomenon related to menstruation, how it might

appropriately explain their experiences, and how the reality of their PMS can be

validated in everyday interaction.

While Berger a¡rd Luckmann's (i967) theory provides general insight into the

mechanisms of knowledge development and reality construction, the specific

application of social constructionism to the area of health and illness. from which PMS
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as illness can be studied, will be discussed in the following section. This section will

provide information as to how the theory of social constructionism has been utilized in

the study of medical realities.

3.2 THE SOCIAL CONSTRUCTION OF HEALTH AND ILLNESS

3.2.1 Sociological Perspectives

Vy'ithin sociology are many streams of thought which have relevance to the

study of health and illness. Two relate specifically to my research. The first, social

constructionism, pertains to diagnosis and labelling. The second, functionalism, relates

to the definition of roles; in this case, the role performed by the one who is labelled as

ill. Although these two areas of sociology are fundamentally different, they deal with

related issues and have applicability to the study of PMS.

A social constructionist perspective on health and illness begins with "the

premise that illness and health are social facts as well as biological facts" (Mishler

1981a:19). The theoretical framework of social constructionism implies that the

classifications of health or illness are socially constructed and that these definitions

provide the meanings upon which \¡/e interpret actions and events. This is true both at

the level of medical diagnosis by a practitioner, a definitional process involving the

interpretation of signs (observable symptoms) and symptoms (subjective expressions of

illness experience), and at the individual level, where assessments are made on the

basis of social attitudes (based on typifications). In other words, just as the lay

interpretation of health and illness is influenced by a stock of knowledge and a shared
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reality, so does medical diagnosis reflect social values. This is evident in the role of

the institution of medicine in maintaining social order.

Social constructionism offers a view contra¡y to that of the dominant

perspective, the biomedical model, which focuses on disease as a problem of

individual pathology (Mishler 1981b). The basic assumption of the biomedical model

is that disease indicates deviation from what is considered normal; in other words, a

state of illness is a deviation from the norm of measurable biological variables which

are deemed to designate health. Secondly, the biomedical model assumes a doctrine of

specific etiology, that disease results from a specific pathological cause. It is assumed

that when symptoms are treated and the cause agent is eliminated, health will return.

Because of the emphasis on individual pathology, this doctrine does not allow for

consideration of social, psychological, economic, and other influences on health.

Thirdly, the biomedical model views disease as generic, in that each is believed to

have specific and universal features. This notion has led to taxonomies of disease

categories such as the International Classification of Diseases (1992) and, the DSM-IV

(American Psychiatric Association 1994). Lastly, as a science, medicine assumes the

scientific values of neutrality and objectivity. All influences affecting subjective

interpretations of research ald symptoms are negated.

Contrary to the biomedical model, the sociological model of social

constructionism questions the definitions of health and illness, and thus the

interpretation of what is normal and what is deviant. It provides an understanding of

the influence of cultu¡e and social structure on such interpretations, thereby
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undermining the assumed validity and objectivity of scientifìc medicine. As Mishler

(1981b:143) states, the question for a constructionist analysis of the denrnitions of

health (normality) and illness (deviance) shifts from:

'What are the characteristics of patients?, to ,How does a person come
to be defined as ill and diagnosed as a patient?, And further, ,What
factors influence these processes and what are the consequences for
persons to be labelled as patients?'

The study of the social definition of roles is also relevant to the study of health

and illness. Througli the application of role theory, parsons (1951) analyzed the

influence of sociai and cultural processes on the development of the sick ¡ole. Roles

provide stability to the social structure because they enhance social understanding. As

individuals participate in social interaction tkough the roles they play, the social world

becomes a subjective reality. Roles are typified behavior, and as such embody

institutionalized conduct. Individuals are therefore compelled to comply with

institutionalized behavio¡al standards, or risk the consequences. Thus, roles provide a

stabilizing function in society because "the roles represent the institutional order,'

(Berger and Luckman¡ 1967:74).

The basic premise of parsons' (1951) sick role is that illness is undesirable and

dysfunctional because it indicates deviance. Individuals do not want to be seen to be

abnormal, nor can society allow sick individuals to disrupt the functioning of the social

order. Therefore, as with all social institutions, medicine is charged with controlling

social devia¡ce through the ma¡agement of illness by labelling deviance and

recommending treatment in o¡der to control behavior. The individual is not

responsible for her or his illness, but must take the initiative to regain health through
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treating the condition. As badness is exchanged for illness, moral responsibility for the

problem is shifted from society to the individual, who then is compelled to resolve the

problem through individual action.

Although the sick role theory (Parsons 1951) has received criticism, the sick

role concept is useful in understanding the role of medicine in controlling social

deviance:

Parsons'notion that sickness is subject to social control provides a
useful way into the analysis of culture in relation to illness behaviour.
His discussion of sickness brought to the foreground the whole question
of responsibility for sickness and the social response to illness
behaviour...the medical model by ruling out responsibility absolves the
patient from routine tasks and social employments. Because they are no
longer responsible, they are no .longer subject to moral c¡iticism and
legal punishment (Turner I 987:58).

3.2,2 The Medicalization Thesis

The institution of medicine is an institution of social control because it has the

power to define health and illness, and to direct individuals to certain consequences

based on those definitions (Mishler 1981b, Riessman 1983). In this way, illness is

equated to social deviance. when deviance becomes illness, the causes are viewed as

pathological and individual, effectively directing attention away from the influence of

social structure.

Becker (1963:9) defined deviarce as "a consequence of the application by

others of rules and sanctions to an offender. The deviant is one to whom that label

has successfully been applied; deviant behavio¡ is behavior that people so label.,'

Mishler (1981b) says this concept is useful to a social const¡uctionist perspective on
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health and illness, if one replaces the term deviance with that of illness. For example,

one could say, the sick person is one to whom the illness label has successfully been

applied; illness behavior is behavior that people so label. In each case, the social rules

for labelling and applying consequences are the same. Therefore, the medicalization

thesis involves the application of the social constructionist framework to an

understanding of the social control function of the institution of medicine a¡d the

consequences of its activities for individuals.

As an example of the institutional control of medicine, Mishler (1981b) reports

on studies of hyperactivity in children. The history of this "disease" is instructive as it

is similar to that of PMS. From the biomedical perspective, hyperkinesis can be

described as aberrant and unwarranted behavior in children which tends to disrupt their

social lives at home and in school. In the same way, PMS is often seen to produce

aberrant and unwana¡ted behavior in women which negatively affects their

interactions with others and the performance of their social roles.

Both PMS and hyperkinesis, or minimal brain dysfunction (MBD) which

became the diagnostic category, might be described as diseases which were discovered.

Similar to Fra*'s (1931) early work on PMS, hyperkinesis came under the gaze of

medical researchers in the same decade. With each condition, there followed a period

of time in which little interest was shown about the concem, but eventually both

became officially diagnosed and routinely treated. Hyperactivity is still popularly

treated with Ritalin and amphetamines in the same way that PMS is treated with

hormones and antidepressants. Again, with both, the discoveries involved the new
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grouping together of previously un¡elated symptoms in a single disorder, PMS in the

one case, and MBD in the other.

Contra¡y to the biomedical conception of discovery of illness, however, "within

a sociological perspective...the emergence of new disease categories may be viewed as

instances of the social construction of reality, in particular, as the social construction of

medical realities or medical meanings" (Mishler 198 I b: 1 54). Just as disruptive

behavior in children is diagnosed as illness and treated in order to bring behavior in

line with socially appropriate activity, so has women's premenstrual anger and

initability been diagnosed as pathological. And in both situations, treatment is

recommended in order to bring behavior deemed inappropriate in alignment with

socially appropriate activity.

Another application of the medicalization thesis has been in the area of

menopause. Kaufert and Gilbert (i987) have suggested that menopause is a social

construct because the processes which lead to labelling menopausal change as disease

are social ones. McCrea (1986) analyzed the shift in medical interpretation of

menopause from a sign of moral decay in the nineteenth century, to that of a nervous

disorder with the advent of Freudian psychology in the early twentieth century, and

finally to the discovery of menopause as a dehciency disease in the 1960's at tÌìe same

time that synthetic hormones became widely available. Proponents of this last

perspective saw hormone treatment as a panacea for many of the problems associated

with women's aging. Despite a proven association of synthetic estrogen with various

cancers, this interpretation is widely held still today. Based on this analysis of
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menopause, McCrea (1986) suggests that social constructs of health and illness are

inlerently political. Menopause viewed as disease essentially individualizes the

problem, thereby ignoring the influence of social norms which devalue aging women:

"The health care system legitimates sexism, under the guise of science, by depicting

women's physical and mental capabilities as dependent on their reproductive organs"

(McCrea 1986:302). Parallels can again be drawn to the discovery of pMS as an

individual pathological condition wherein women are seen to be at the rnercy of their

raging l.rormones.

A fourth example of the institurional control of medicine is described in fhe

work of rhomas Scheff (1966). Just as Mishler has critiqued the biomedical model,

Scheff has evaluated the role of the psychiatric model in constructing defiuitions of

mental illness. The basis of Schefls (1966) theory is that illness is a social role, and

that societal reaction to an individual's behavior is the most important fact determining

entry into that role. Behavior which becomes defined as illness may, in the case of

mental illness or PMS, be that which is deemed problematic for society. Schefls

theory deals with propositions which comprise basic assumptions fo¡ a socìal systems

model by which deviant acts are labelled as mental illness, ¡ather than an individual

model posited by biomedical medicine wherein deviance is seen to be caused by

individual pathology. Contrary to the purely biological explanation for illness, then,

this theory constitutes an alternative, sociological explanation.

The symbolic interactionist origin of social constructionism is analogous to

Scheffls theory of deviance and labelling. For example, just as Berger and Luckmann
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st¡ess the importance of social interaction as the context for general meaning

development, so does Scheff emphasize the importance of societal reaction in the

application and adoption of illness labels. And just as Berger and Luckmann describe

social order as based in typifìed, habitualized roles, so does Scheff describe the aspect

of social roles as integral to the stabilizing of social order.

Scheff suggests that symptoms of irrational behavior can be said to be

violations of social norms. when symptoms are labelled as illness, the potential social

problem becomes medicalized and individualized, and social order is stabilized.

Adoption of a readily available illness label for one's experience returns the individual

from the position of deviant to a stable and acceptable social role, the sick role.

Symptoms are then viewed in the context of illness, which effectively exonerates the

individual from personal responsibility for the problem and maintains control within

the system itself. Scheff bases his understanding of mental illness on the wo¡k of

psychiatrist Thomas Szasz, who argued that "...mental illness is a m)'th, whose

function it is to disguise and thus render mo¡e palatable the bitter pill of moral

conflicts in human relations" (as quoted in Scheff 1966:55). Szasz argues that the

labelling of deviant behavior as illness tends to serve social functions which are largely

non-medical. If this theory were applied to PMS, as an example, it could be suggested

that the processes which lead to the definition of PMS are social ones, and that the

labelling of women's sadness and/or anger as illness disguises social conflict as

problems of women's individual physiology.
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Scheffs theory relies on an analysis of role-playing. Roles are developed in

social interaction, and their proper performance requires the participation of an

audience. An individual cannot adequately conduct her role (wife, mother, worker,

friend, etc.) unless a¡ audience is present to judge the performance. The role is said to

be stable when it is judged to be performed properly.

All individuals continually orient themselves by means of responses that
are perceived in social interaction: the individual's identity and
continuity of experience are dependent on these cues... The individual
has his (sic) own vocabulary of expectations which may in a particular
situation either agree o¡ be in conflict with the sanctions to which he
(slc) is exposed. Entry into a role may be complete when this role is
part of the individual's expectations, and when these expectations ate
reaffirmed in social interaction" (Scheff 1966:63).

The ¡ole one plays and the way one performs a role is not necessarily by choice.

Scheff suggests that an audience can act on an individual in such a way that actors

may play roles even if they are not particularly interested in doing so: "To the degree

that alternative roles are closed off, the proffered role may come to be the only way

the individual can cope with the situation" (Scheff 1966:57).

Scheff defines deviance not as the act itself, but as the response of others to the

act. Rather than a quality of the act committed by an individual, deviance is the

consequence of the labelling of that act as deviant. Therefore, deviants are not

necessa¡ily those people who all commit the same act, but rather those who are all

seen to commit those acts: they have been stigmatized as deviants. When the act

cannot be explained as rational and voluntary, the label applied to the act is likely to

be one of illness. In other words, illness as a label for deviance is applied when all

other explanations have been eliminated: illness becomes a "label of last resort"
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(Turner 1987:74). An implication of the theory of the labelling of deviance as illness

is that individuals can be viewed as being ill without having any objective signs of

disease; however, they may be considered to be legitimately ill

if those with whom they interact treat them as ill (Mishler 198ib).

One of the primary works on deviance and labelling is Howard Becker's

Outsiders (1963, cited in Hewitt 1988). In his approach, deviance is treated,

not as a quality of the person and his or her acts, but as a quality
imputed To the person a¡d his or her acts by social classification. It also
recognizes that the categorization of acts and people as deviant is not an
automatic process, but one of conflict, negotiation, bargaining and often
power: it is the successful application of labels that creates deviance,
not either the attempt to do so or the act that leads to the attempt
(Hewitt 1988:240; emphasis in original).

There has been some question as to what are the grounds upon which the

labelling of an act as deviant occurs. Hewitt (1988) suggests two qualifications for the

definition of acts as deviance: first, deviant acts are more likely to refer to conduct

that receives the attention of social control agencies, such as the justice system or

medicine (whose social control function has already been described); and second,

deviant acts involve conduct that arouses concern when the violation of social norms

come to the attention of those individuals with the power to apply labels of deviance

and mete out consequences. These codicils highlight the aspect of power in the

labelling process, closely coinciding with Berger and Luckmarur's theory of power

relations in the development of meaning as a whole.

Scheffs theory outlines nine propositions which form basic assumptions about

the labelling of deviant behavior as illness;
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Proposition 1: "Residual rule-breaking arises f¡om fundamentally diverse

sou¡ces" (Scheff 1966:40). Scheff calls deviant acts which are not labelled, residual

rule-breaking. This type of behavior can arise from diverse sources, including organic

and psychological causes, external stress, and volitional acts of irnovation or defiance.

Proposition 2: "Relative to the rate of treated mental illness, the rate of

un¡ecorded residual rule-breaking is extremely high" (Scheff 1966:47). As Scheff

points out, epidemiological studies of the prevalence of mental illness tend to find a

greater proportion of untreated sufferers in the community.

Proposition 3: "Most residual rule-breaking is 'denied' and is of transitory

signifrcance" (Scheff 1966:51). At this stage of the labelling process, individuals may

view their acts in terms other than illness, such as eccentricity, or a completely

justifiable reaclion to a given situation.

Proposition 4: "Stereotyped imagery of mental disorder is leamed in early

childhood" (Scheff 1966: 64). Thus, what we know about these conditions as illness

arises from our stock of knowledge and is disseminated through mechanisms of

socialization.

Proposition 5: "The stereotypes... are continually reaffirmed, inadvertently, in

ordinary social interaction" (Scheff 1966:65). Medical concepts do not replace the

traditional stereotypes but exist alongside them because they are continually supported

in media representations and in everyday social interaction. As Scheff points out, the

most important factor in the stabilization of residual rule-breaking is the societal

reaction:
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All individuals continually orient themselves by means of responses that
are perceived in social interaction: the individual's identity and
continuity of experience are dependent on these cues... The individual
has his (sic) own vocabulary of expectations, which may in a particular
situation either agree or be in conflict with the sanctions to which he is
exposed. Entry into a role may be complete when this role is part of
the individual's expectations, and when these expectations are ieaffirmed
in social interaction (Scheff 1966:62-63).

Proposition 6: "Labelled devia¡ts may be rewarded for playing the stereotyped

deviant ¡ole... [those] who manage to find evidence of'their illness' in their past and

present behavior, confirming the medical and societal diagnosis, receive benefits"

(Scheff 1966:84).

Proposition 7: "Labelled deviants are punished when they attempt to return to

conventional roles" (Scheff 1966:87). propositions six and seven suggest that at this

stage in the labelling process, "the labelled deviant is rewa¡ded for deviating, and

punished for attempting ro confo¡m" (Scheff 1966:87). This is the poinr at which

health professionals and othe¡s who have already accepted the label (i.e., other

mentally ill patients), can significantly influence one's manifestation of illness.

Proposition 8: "In the crisis occuning when a ¡esidual rule-breake¡ is publicly

labelled, the deviant is highly suggestible, and may accept the proffered role of the

mentally ill as the on.[y altemative" (Scheff 1966:88).

When gross rule-breaking is publicly recognized and made an issue, the
rule-breaker may be profoundly confüsed, anxious and ashamed. In this
crisis it seems ¡easonable to assume that the rule-breaker will be
suggestible to the cues that he (slc) gets from the reactions of others
toward him... The rule-breaker is sensitive to the cues provided by these
others and begins to think of himself in terms of the stereotyped role of
insanity, which is part of his own role vocabulary also, since he, like
those reacting to him, learned it early in childhood. In this situation, his
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behavior may begin to follow the pattern suggested by his own
stereotypes and the reactions of others (Scheff i 966:88)

Proposition 9: "Among residual rule-breakers, labelling is the single most

important cause of careers of residual deviance" (Scheff 1966:92-93). Fundamental to

Scheffs theory is the implication that if behavior is not labelled as deviance, there

would be no consequences for the individual. It is the act of labelling, therefore, that

leads to what Scheff terms a career of residual deviance, wherein one defines oneself

as having the condition. Scheff concludes that:

the symptoms of mental illness can be considered to be violations of
residual social norms, and that the careers of residual deviants car most
effectively be considered as dependent on the societal reaction and the
processes of role-playing, when role-playing is viewed as part of a
social rather than an exclusively individual system (Scheff 1966:169).

Not all individuals will agree with a particular label of deviance in all situations

(Hewitt 1988). The actual application ofa label of deviance requires negotiation and

bargaining between the powerful who apply the labels and the powerless who get

labelled. This aspect of power is essential to the concept of deviance and labelling

because it assigns to the deviant a particular status. Deviance, then, is not only an

aspect of the act itself, but also relates to the relative status of that less powerful social

group which is most likely to be labelled as deviant. Deviance refers not only to

behavior, but to "a category of persons, viewed as somehow less tha¡ fully human,

less than normal, not up to normal human capabilities or dispositions" (Hewitt

1988:242).

An illustration of Schefls (1966) theory is presented in the work of Rosenhan

(1973). In this study, nine well subjects presented themselves at a psychiatric hospital
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complaining of hearing voices. once they were admitted as patients they immediately

ceased to exhibit symptoms and told the staff they felt well. However, eight were

subsequently diagnosed as schizophrenic, and the other was diagnosed as manic

depressive. They were hospitalized for between one and seven weeks, a¡d were

prescribed in total over two thousand pills. This study supports scheffs argument that

the label given to an individual's behavior plays a significant part in social relations.

It also suggests that individuals who seek help from a medical or psychiatric

professional are likely to receive a diagnosis from within the relevant model.

Scheffs (1966) theory of the labelling of deviance as illness has particular

relevance to a social constructionist study of PMS. From the biomedical perspective,

the definition of PMS as illness suggests that female behavior may be labelled as

deviant, not because a woman chooses to act that way, but because she has no choice:

she is ruled by her biology. A label of PMS, then, reflects negatively on the image of

\ryomen, per se. Individual women who accept the label are deemed to be ill rather

than wìlfully malicious or morally corrupt, and thereby retain their identity as good

women. The single most important factor relegating behavior to illness is societal

reaction. If a woman's behavior is defined as evidence of pMS, and she accepts and

uses the label as a way to explain her experience, then she is indeed seen to suffer

from the illness of PMS. From the perspective of Scheff s theory, however, pMS may

be seen to make sense as an explanation for women's experience because there is no

other expla¡ation that is as readily available and as easily acceptable. patriarchy is a

system Ieamed equally by both genders, and the expectations for women,s role
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perfonnance are continually reafflrmed in interaction. Women know it is in their best

interest to fulfil those expectations, and they therefore seek to perform the correct role,

even when it is not personally beneficial.

Thus, the sociological analysis of hyperkinesis, menopause, and mental illness

provides examples of the power of medical labelling and the consequences of defining

behavior as illness. Behavior which is found to be socially unacceptable may be

subject to medical definitions if an illness label is applied by those with the power fo

label deviance as illness. The next section looks at the question of why women are

particularly prone to this form of labelling.

3.2.3 Medicalization of Women's Lives

From the staridpoint of social constructionism, the institution of medicine can

be seen to be a mechanism of social control through the labelling of deviance as

illness. This function ensures the devia¡t individual is directed to a specific course of

action in which her or his identity is redeemed while, at the same time, the social

sfucture is maintained; i.e., the hyperactive child, the menopausal woman, or the

disturbed individual may be seen as ill, not bad. Illness is perceived to be pathological

and individual, a¡d therefore is not considered a tkeat to the social order. The aspect

of power relationships in defining illness is highlighted by the fact that the less

po'a'erful in society, those classilied as other, such as women, children, old people and

those of racial minorities, are disproportionately subjected to medical labelling

(Riessman 1983, Turner 1987, Hewitt 1988).



Some authors have studied the relationship of the medical diagnosis 
"f 

pMS t:

women's social roles as wives and mothers. Martin (1987:130) concludes:

A common premenstrual feeling women describe is anger, and the way
this anger is felt by women and described by the medical profession
tells a lot about the niche women are expected to occupy in society....the
reason anger expressed by women is problematic in our society is that
anger (and allied feelings such as irritability) makes it hard for a woman
to carry out her expected role of maintaining harmonious relationships
wirhin the family.

Another author, Rodin (1992), has ourlined the historicar basis for the social

construction of PMS and suggests that hysteria, or madness, was the original model fo¡

the development of PMS as illness. She concludes that the simila¡ities between the

etiologies and symptoms of ancient hysteria, early Christian references to devil

possession (witches), victorian hysteria, and PMS today suggest "an implied morality"

concerning women's social roles:

...hysteria and PMS may represent different fo¡ms or discourses of the
same ideology -- that in Western society it is natural, and therefore
imperative, that women confìne their inferests to the home and to
children or jeopardize their health and sanity (Rodin 1992:55).

Therefore, it appears that PMS can be described as a socially constructed illness

category in the same way that hyperkinesis, menopause, and mental illness have been.

The medical institution, as it reflects societal values, applies the label of illness to

behavio¡ deemed inappropriate for the role women play in society. If women seek

help, and admit they are ill, they a¡e absolved of the responsibility for their condition.

In our society, it is beuer to be an ill woma¡ than an angry woman. \üy'hen the

behavior (anger) is seen to result from illness (pMS), treatment is individualized.

Moreover, the underlying symptoms and causes are ignored.
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Constructing PMS as a social illness provides a category by which the

condition can be understood by the woman a¡d those in her immediate social sphere

(family, friends, co-workers). As it is presently conceived, PMS may offer an

explanation for a woman's temporary deviant behavior. It may afford release from

normal social roles and responsibilities, with the expectation that the woma¡ will soon

return to her usual social role. In this way the construction of pMS serves the needs

of society though the maintenance of institutionalized roles in the farnily and the

workplace.

Riessman (1983) suggests four reasons why women's experiences are especially

prone to illness labelling. Firstly, there is a fit between women's biology and the

bìomedical model in that women exhibit external markers, or signs, of their biological

processes. These include pregna¡cy and birth, lactation, and menstruation. Women,s

emotions are also prone to medicalization. It may not be surprising that women react

to the oppressive experience of living in a sexist society through a rage that manifests

itself in depression or ill health. But women are often told the problems are all in

their heads, and are prescribed rest, counselling and psychotropic drugs (Clarke 1990,

Laws 1983, Zita1989).

Menstruation, in particular, is apt to be medicalized because medical science

has still not been able to define menstrual disorde¡s clearly, nor has it unlocked the

key to the menstrual cycle; therefore, individual physicians have a great deal of

latitude in diagnosing and treating menstrual conditions (Laws 1990).

The lack of clear criteria enabling differentiation between 'normal, and
'abnormal' menstrual phenomena is of fundamenøl significance.
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Almost any presenting menstrual problems couched in an appropriate
vocabulary of distress could potentialy aTÍacT a diagnosis óf månst.uar
disorder, quite independent of knowledge of aetiology or capacity for
curative or palliative intervention (Scambler and Scambler [g%,Zq;
emphasis in original).

second, women's biorogy is prone to medicalization because of their social

roles As wives, mothers, and daughters of aging parents, women are more likely than

men to interact with the health system as they accompany fam y members to the

doctor.

Third, women have been socialized to deal with health in particular ways.

They are generally more attune to their bodies, and more aware of changes. women

also tend to consult physicians more often than men, and their reproductive functions

are often implicated in illness.

Fourth, as a patriarchal institution, medicine views patients as subo¡dinate to

physicians. As a result, the sociar relafions between (mostly) male physicians and

female patients tend to mir¡or those in the larger culture.

These four points suggest that women are prone to medical scrutiny because

"they are suitable biologically, socially, and psychologically" (Riessman i9g3:15).

This is not to suggest, however, that either the medicar system or individuar doctors

actively conspire against women. It must be kept in mind that reified reality reflects

coûrmon knowledge and cultural values, and that the social construction of reality is a

process occurring in all social interactions. Just as institutions such as medicine are

charged with maintaining the sociar order, so do individuals assist in the process

because of their need to conform to established social and gender roles.
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When women deal with the medical system with regard to menstruation, just as

they deal with all institutions in a patriarchal society, they tend to ,'find themselves in

a cafch 22 situation" (Scambler and Scambler 1993:24). On the one hand, it may be

beneficial for women as a group to asse¡t the normality and diversity of the menstrual

cycle and to unmask the social factors which lead to medicalization. On the other

hand, however, it may be beneficial for society as a whole if women submit to social

control and treat menstrual change as illness. We must also keep in mind that reality

construction does not result from purposeful action. Rather, knowledge is a product of

coordinated social activity, involving the efforts of individuals, groups, and institutions.

...the fact that we create and sustain social order by acting toward and
talking about it does not mean that we can construct any reality we
please....as a member of society I must deal with the fact that I can
neither control nor define al^/ay many things that other people are
doing.... I must deal with an external reality much of which is beyond
my conrrol (Hewitr 1988:205).

J.J CRITIQUE OF SOCIAL CONSTRUCTIONISM

The previous sections of this chapter highlight the appropriateness of a social

constructionist perspective to the study of the social context of women's health issues,

and in particular, to this study of women's experiences with PMS. There are,

however, two particular criticisms of social constructionism that are ¡elevant to this

study. These are a failure to emphasize the patriarchal power relations in North

America¡ society, and a failure to acknowledge any objective reality.

Through the study of what constitutes knowledge and the process by which thal

knowledge becomes socially established as reality, social constructionism brings to
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light the aspect of power in understanding how meanings are developed and definitions

achìeved. what social constructionism offers is a view that those definitions which

stick are made by people with the power to define reality. In other words, "He who

has the bigger stick has the better chance of imposing his dehnitions of reality"

(Berger and Luckmann 1967:109). In our society, the power relationship between men

and women has been described as the model for all power relationships and is evident

within the framework for all social institutions (Lipman-Blumen 19g4). our system,

then, is termed patriarchal, in that men hold power over women sexually, socially,

economically and politically. This is true both at the individual and family level, as

well as at the institutional level. However, Reinharz (1985) has commented on the

gender-blindness of Berger and Luckman¡ and their general propensity to ignore and

stereotype women. In particular, The Social construction of Realitv was w¡itten from

a point of view that revealed the bias of its authors: the language and ideas presented

reflect the prevailing definitions of women's nature and role. Although social

constructionism appears to speak broadly concerning the aspect of power in society,

the study of women's health issues in particular must be understood within the

framewo¡k of a society based on a distinct gender inequality.

Bordo (1990) suggests the concept of patriarchal power requires an

understanding of three aspects. First, as has been suggested, po\¡r'er must be seen as

the accumulation of beliefs, institutions and technologies that sustain positions of

dominance and subordination. second, power should not be viewed as repressive. but

rather as constitutive; that is, the powerful do not seek submission though destruction
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but rather though mechanisms which foster the acceptance of domination. Third,

power deals with potential subversion and rebellion through mechanisms by which "the

subject becomes enmeshed, at times, into collusion with forces that sustain her own

oppression" (Bordo 1990:15). From this perspective, power is seen, not as something

possessed by men and levelled at women, but as a system where both genders are seen

to benefit, even though one is in control. It could be suggested, for instance, that both

men and women benefit from the labelling of women's premenstrual behaviors as

illness in that both gender roles remain stable as conflict between them is disregarded.

Fox (1988) suggests we should conceive of patriarchy as a system which is

evident on two levels: the larger level of institutionalized social o¡der, and the micro

or subjective level. While the institufional level specifies appropriate roles and

attitudes, the subjective level, which Fox calls gendered subjectivity, is defined as the

need and desire by individuals to fulfil gender specific roles as prescribed by the

system. The patriarchal ideology controls the individual,s motivation to choose

prescribed roles through the maintenance of cultural values and the application of

mechanisms of social control (Bem and Bem 1979). Thus, gendered subjectivity aptly

describes the aspect of false gender consciousness wherein both women a¡d men know

the coûectness of the gender-specific roles ascribed to them, and seek to fulfil them.

When patriarchy is conceived as a system of gender relations coexisting on the

two levels of institutions and gendered subjectivity, it provides a¡r understanding of the

production and maintenance of the social order system, as well as a view of how that

system in tu¡n inJluences the adoption of gendered subjectivity. In my study, I employ
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this feminist interpretation ofpower. The concept is a valuable adjunct to the social

constructionist theory that power relations, employing mechanisms of both

socialization a¡d institutionalization, drive meaning development. The clarification of

gender-based power relations is particularly relevant to the study of pMS as illness.

My approach, a feminist-informed social constructionism, questions the

validity of the truths underlying gender differences, and views gender characteristics,

attributes, and roles as socially produced rather than naturally occurring. In the

process of analyzing patriarchal realities, this approach directs us not only to conside¡

how the system of gender relations has arisen and how it is maintained, but also

questions who benefits from these arrangements (Mackie 1987). In other words, in the

social constructionist analysis of PMS, we must keep in mind the influences of

institutionalization and socialization as they occur in a patriarchal society. From a

starting point of reality constructed within this patriarchal framewo¡k, we can begin to

analyze the process by which a collection of cyclically-occurring physical, emotional,

and behavioral changes have come to be understood in recent decades as a medical

condition affecting many women. we may also gain insight as to who benefits from

the definition and why individuals may wish to accept this definition as applicable to

their own experience. A feminist-info¡med social constructionism will thus further

enhance the understanding of the nature of power in social relationships.

A second c¡iticism of social constructionism is particularly relevant to the area

of health sociology, that is, the inability of const¡uctionists to acknowledge an

objective physical reality and its influence on human knowledge, with the result that
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there would appear to be no objective truth; truth itself is seen to be relative. This

point of view echoes Alcoff (1989:94) who feels that social constructionism views

truth as "the product of a process which involves observations, practices and theories,

¡ather than a correspondence relation between a proposition and a transcendent reality."

In other words, social constructionism does not appear to allow for any objective

reality; truth, based only in the process of ongoing social relations, is seen to be in a

state of flux. lf that is the case, there can be little possibility of any real social

change. This would be contrary to the aims and aspirations of feminist-based social

science which seeks not only to highlight women's position in society, but is also

directed toward emancipatory goals. The question of a physical reality for

premenstrual change is the¡efore particularly relevant to a feminist-informed social

constructionist analysis, and is not easily resolved.

In reply to this criticism, Nicolson and Mclaughlin (1987) feel that health

sociologists need not deny physical reality, but must always keep in mind the influence

of culture on our interpretation and understanding of that reality. It must be rcaljzed,

they say, that evidence from physical realities alone does not have the ability to

modify our understanding, because knowledge results from a collective, rather than an

intuitive, process. ln many cases, they point out, new evidence concerning physical

facts does not help science reach consensus, but only leads to alternate interpretations.

Tesh (1988) suggests that a preoccupation with the question of realism can

easily become an intellectual game. However, the concem of postmodernists such as

Alcoff (1989), that there is no reality, tends to lose sighr of the important fact that our
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understanding about our bodies is mediated by our society and our culture. As Wright

and Treacher conclude:

When we argue that medical knowledge is a social prodvct...y)e are not
implying that it is somehow unreal or spurious; still less that the
activities of doctors are bogus or that disease is imaginary. Illnesses
really do exist, but as sufferings which have no necessary,
transhistorical, universal shape.... medicine is a fornr of social practice
which observes, codifies, and understands these sufferings, both within
its technically-organised communities and as part of society at large
(1982:14; emphasis in original).

The point of my study is not to question the relationship of menstruation to

physiological, psychological and behavioral changes. Premenstrual symptoms are

indeed not un¡eal or spurious, nor, as the findings of the study will show, do women

"dismiss them as me¡e social ideas" (Scambler and Scambler 1993:25). As well, it is

not the intent of this study to question the reality of the existence of premenstrual

syndrome (a collection of cyclic premenstrual symptoms), for in our culture today,

PMS is indeed a reality commonly understood by women, men and institutions. The

basis of this study is the belief that, even in the absence of measurable biological

variables, a determination of abnormality is made in reference to women's behavior,

and illness labels are aff,rxed to those conditions which effectively link menstruation to

illness. Because the labelling of women's menstrual behavior as deviant has far-

reaching consequences for women and society, it is the validity of that label that is

called into question.

My study deals with women's perceptions of how their experiences are

influenced by their understanding of PMS as an objective reality. Therefore, as

researcher, I shared their assumption of physical truth, for only through assuming a
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shared reality could institutional and interactional influences on the women,s

experiences be fully comprehended. At all stages of the research, however, I

maintained a critical feminist stance concerning the historical and political contexts

that influence our shared reality.

In order to define the process of illness labelling for individual women, my

study is based on the following two questions. First, how do women identify

themselves as sufferers of PMS? This includes identifying the basis of information for

this knowledge and an attempt to discern the characteristics of *'omen's lives that are

relevant to that identification. second, what is the effect of the adoption of a label of

PMS? This involves looki'g at the ways women cope with and treat their symptoms,

and the ways others interpret their premenstrual behavior.
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4. METHODOLOGY

This chapter reviews the objectives of the study. Details of the techniques used

to gather the data are presented, as well as a description of the data analysis

procedures.

4.T OBJECTIVES OF THE STUDY

The goal of this study was to elicit an understanding of the social and cultural

factors influencing women's perceptions of PMS, specifically in regard to the influence

of PMS on relationships with family, f¡iends and co-workers. My approach was an

exploratory attempt to interpret the meanings individual women give to their

experience, according to their everyday knowledge of pMS.

My original resea¡ch design proposed to study women,s experiences by

analyzing examples of motive talk, which are "requested and offered explanations of

why a person acted in a particular way" (Hewitt 1991:1g3). These statements are

attempts to align conduct which is considered to be outside the bounda¡ies for a

particular social ¡ole. I initially assumed that most women who feel pMS significantly

influences their lives would have been exposed to a vast array of information about

PMS and would have already defined both their present and past experience in these

te¡ms. when the interviews began, however, I found that the women were recounting

experiences much b¡oader tha¡ those which could be captured only through analysis of



63

their explanations and justifications of behaviour, and that in many cases, the choice of

PMS as an explanatory model was recent.

It appeared that the women who selected themselves to participate had been

involved in a process of self-identification with pMS. Although each woman who

voluntee¡ed participated on the understanding that she was a sufferer of pMS (see title

of screening form, Appendix A), it was determined at the time of the interview that

some of the women were still seeking confirmation for what they felt was a likely

explanation. They had defined themselves as having pMS on the basis of information

they had received and because of their understanding of the fit between their own

experience and what is commonly called PMS. However, some were stìll seeking

conhrmation of the label and clarifìcation of the experience. as well as concrete ways

of dealing with their symptoms.

As data gathering progressed, the information offered by the women

highlighted the process of meaning development in regard to the social definition of

PMS. The eventual data analysis, while including information on aligning actions and

motive talk, focused primarily on the attempt to understand the process by which

women come to define their experience as resulting from what is commonly called

PMS, as well as to explore the social and cultu¡al factors which precipitate that

process.



64

4,2 THE RXSEARCH PROCESS

A qualitative approach to data gathering and analysis was deemed most

appropriate for meeting the resea¡ch goal, as the clarihcation of the foundations of

knou4edge in everyday experience requires the use of a descriptive methodology

(Berger and Luckman¡ 1967). Qualitative methods are particularly beneficial when

exploring areas such as the nature of one's experience with a particular phenomenon,

and especially when little is known about that phenomenon (Strauss ard corbin 1990,

Babbie 1986). This was felt to be the case regarding the process by which women

dehne their experience as resulting from premenstrual change. As pi¡ie (19ggb:17)

states, "the current empirical investigations of PMS fail to address either the social

nature of its properties, or the situational aspects of its expression. " In order to

overcome this failure of previous research and attempt to address the social context

within which a self-diagnosis of PMS occurs, my study utilized specific methods

which would allow the women to describe their experience in thei¡ own terms.

Data was gathered by means of in-depth oral interviews, personally conducted

by myself. The inte¡view sessions were unstructured, informal, and confidential. This

method is in keeping with the symbolic interactionist framework which demands the

study of everyday meanings, in the everyday language of the individuals themselves

lHewin 1988). Oral jnteraction:

...not only allows women to aficulate their own experiences but also to
reflect upon the meaning of those experiences to them. It provides a
picture of how a woman understands herself within her world, where
and how she places value, and what particular meanings she attaches to
her actions and locations in the world (Anderson et al. 1990:102).
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The qualiøtive methodology which involves personal inte¡views emphasizes

intersubj ectivity, the actual contribution of the women as knowledgeable experts of

their own experience. It also provides a critical reflection on the social context within

which their experience becomes shaped, defined, and labelled. An emphasis on

intersubjectivity and critical reflection was the overall aim of the entire research

process.

Giving priority to intersubjectivity and critical reflection on the social
context throughout the analysis ensures that we are able to hear and
affirm the words and experiences of the research participants and at the
same time be able to critically reflect on the structures that influence the
actualities of their lives (Kirby and McKenna 1989:130).

Qualitative methods which include the paficipation of women themselves were

felt to meet the study goals of exploring those influences which may direct women to

define experience in terms of what is commonly known as PMS. Through

unstructured personal interviews, the study allowed women to share with me that

which they felt to be most relevant. Rather than being mere objects of the study,

which has been noted as a problem with much of the previous resea¡ch regarding

women's health issues generally (Riessman 1983), and research regarding PMS in

particular (ZiTa 1989), my study allowed the women who participated to describe their

unique experiences in their own terms.

A form of qualitative methodology designed specifically to allow those

individuals under study to have a voice in the resea¡ch has been termed resea¡ch from

the margins (Kirby and McKen¡a, 1989). These methods explore the contexts of the

lives of those who are generally excluded from the production of social knowledge and
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are exploited and oppressed due to the views of more powerful groups. Research from

the margins:

...is based on the commitment to advancing knowledge through research
grounded in the experience of living on the margins. We do not want
to contribute further to the public silencing of voices from the margins.
Instead, we want to do resea¡ch in a way that creates opportunities to
reclaim and rename that experience. We want methods ihat will enable
people to identify and examine how living on the margins affects their
lives, their opporrunities, the way they think and act. in this way we
can begin to focus on the social relations which daily help to construct
that experience. In particular, methods from the margins must focus on
describing reality from the perspective of those who have traditionally
been excluded as producers of research (Kirby and McKenna lgsg:64).

Although my study was not originally designed according to research principals

of inclusion and engagement, I attempted to employ methodologies which

approximated those of Kirby and McKen¡a (1989), whose work I discovered while I

was engaged in the analysis of the data. specifically, my study was woman-centered

in that the method I used for data gathering focused on the life experience of my

participa'ts, and gave them the oppornrnity to desc¡ibe their lives in their own terms.

As well, my analysis was informed by a feminist perspective on the interpretation

provided by social constructionism. This view allows an understanding of the social

and cultural influences which direct women to roles marginal to those of men. The

practical limitations of conducting resea¡ch for a master's thesis, however, did not

allow for the full engagement of the participants at all levels of the resea¡ch process,

as is suggested by Kirby a¡d McKenna (1989). The implications of this will be

addressed at the end of this chapter_
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4.2.1 Defining the Sample

The sample for my study included women who described themselves as

suffere¡s of PMS, and who volunteered to participate in the study. suffering from

PMS was evidenced by their labelling themselves as such (see Appendix A), and by

thei¡ efforts to seek information and help with controlling symptoms. This group

constituted a non-probability sample, which means there is no certainty that those who

participated accurately represenf the situation of other women who suffe¡ from pMS

(Babbie 1986).

It is assumed that many women who feel they have pMS see a physician for

diagnosis and treatment, but it would be difficult to obtain a listing of all such women

in o¡der to choose a sample. After consultation with various women's health activists

and researchers, it was determined that winnipeg women seeking help with pMS we¡e

likely to attend the PMS information sessions conducted monthly by the women's

Health clinic. The women's Health clinic is a community-based health care agency

run by and for women of all ages, promoting empowerment, info¡med choice and

action. The PMS information sessions are part of the clinic's health education

progfams, a¡d are conducted in an information-sharing and group support format.

women's Health clinic staff were approached regarding the appropriateness of

selecting a samp.le from this group. They suggested that the information sessions were

comprised of women of many ages, and those with both liberal and more traditional

philosophies and lifestyles. A formal request to approach the women in these groups

was made to the Research and Evaluation committee of the women's Health clinic
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Board of Directors (see Appendix B). I asked to be allowed to attend an unspecified

number of PMS information sessions in order to describe my research and to request

the assistance of approximately twenty women through informal interviews. The

Women's Health Clinic Board granted my request for the sessions beginning in

Ianuary, 1992.

In using my owrl judgement and knowledge of the study population, I

effectively drew what is known as a purposive sample. This type of sample is good

for understanding key issues, such as those explored in this study of women's

experience with PMS. Purposive sampling is also the most easily accornplished

sampling method when a listing of the study population is not readily available

(Babbie 1986).

4.2.2 Data Gathering

4.2.2.1 The PMS informarion Group

To obtain my study sample I attended five pMS information sessions at the

women's Health clinic from January through May, 1992. I attended the sessions both

as a participant in the group discussion a¡d as an observer. Kirby and McKenna

(1989:77) emphasize research involving both participation and observation in order ',to

experience approximately what the actual participalts experience." My methodology

should not be misconstrued as participant-observation, however. The major method of

data gathering was by means of personal interview, but my participation at the pMS



69

information sessions helped to define the study sample and was a vehicle which

assisted my data collection.

Although my actual involvement with the information session groups as a

whole was minimal, this contact gave me the opportunity to share in the experience of

the participants as they expressed their concerns publicly. I also wanted the women to

know that I was interested in exploring the issue of pMS because I, as a student, a

researcher, and a woman, did not have all the answers concerning pMS and felt it was

a topic that should be considered f¡om various perspectives, including that of a

woman's experience. I also wanted them to know a1 the outset that everything they

had to say was important, that I was interested in knowing about them and their

experiences, and that I wanted the opportunity to discuss this issue with them both in

the group and, hopefully, individually.

I took no notes during the sessions, and relied solely on memory for those

details which might be helpful in an intimate interview setting. My observations

during these sessions did not influence my original research plan but did help me to

frame the interview dialogue according to the experiences disclosed by paficular

individuals. In a few cases, for instance, I was able in an individual interview to ask

the woman to refer back to a comment she made in the group session. This tended to

provide a measure of familiarity and intimacy to our conversation. Because of the

brevity of my overall group participation, however, the experience had little influence

on eithe¡ the substance o¡ direction of the subsequent inte¡views_
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The two-hour PMS information sessions are typically facilitated by a staff

person at the Women's Health Clinic. The January and February sessions that I

attended were facilitated by a staff person who was assisted by a volunteer. The

March, April and May sessions were led by a volunteer only. The first portion of the

session included introductions by the facilitator, and my introduction and description of

the research project. Sometimes the women who attended were also asked to introduce

themselves and to share their particular concerns and what they hoped to gain from the

session.

In orde¡ to present my research project, I introduced myself as a student of

health sociology. I spoke briefly about the effect of PMS in our everyday lives, and

how the traditional focus of clinical research has ignored this aspect of personal

experience. I suggested that contrary to a purely biomedical focus on symptoms, cause

and cure, health sociology also explores individual experiences. Because the way we

experience symptoms or changes is most observable in our inte¡actions with others, I

told the women I would especially like to talk with them about the ways in which they

felt symptoms of PMS affected their relationships with families, friends, and co-

worke¡s. The women were asked to consider assisting me in my research by

participating in a confidential interview in which they would be asked to describe their

experiences.

At the January and February sessions I was given the opportunity to introduce

myself and my project at the beginning of the session. In making the initial

anangements with the facilitator, this was felt to be the most appropriate time so that
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the participants would understand my unique role in the group from the start of the

session. At the March session, my introduction was overlooked, and I introduced

myself at the same time as all the other participants. I was uncomfoftabte with this,

however, as the introduction of my resea¡ch project was out of step with the flow of

the individual introductions and tended to make my purpose for being there seem

somewhat suspicious. Introductions at both of the subsequent sessions were also

misplaced.

The difference in the pattern of presenting my project appeared to affect the

reception I received f¡om the groups. In January and February, when I introduced my

project at the beginning of the session, all fourteen group participants completed the

screening questionnaire and were contacted for an interview. Thirteen we¡e deemed

eligible, arid eleven eventually completed in-depfh interviews. A total of thirty-five

women aüended the following th¡ee sessions when my introduction was misplaced.

only seven women who were eligible to participate completed the questionnaire and

included their phone numbers, with the result that only five mo¡e interviews we¡e

added to the study. Although there were no doubt a number of factors which affected

the eagemess of the group members to assist me with the study, I feel the difference in

the initial acknowledgement of my purpose for attending the group had a significant

influence.

This experience highlights the importance of entrée to the resea¡ch site.

Because of the consideration given to my introduction in the first two sessions, I felt I

was received by the group as a resea¡che¡ with a legitimate and relevant request. In
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the following sessions, however, entrée was not granted to me and I perceived less

interest in my request. Thus, the difference in the way I was allowed to address the

group appeared to raise questions as to my purpose for attending the session and

created a difficult dynamic in enlisting willing participation in my study. The

ci¡cumstances around obtaining the study sample had changed significantly, and I felt

this change impacted negatively on my ability to obtain willing participants. It was

primarily for this reason that the decision was made to cease data gathering after the

hfth PMS information session. In total, my study includes the sixteen women who

volunteered to participate after attending pMS sessions at the women,s Health clinic

between January and May, 1992.

At the women's Health clinic pMS information sessions, participants received

printed hand-out materials including a brochure produced by clinic staff entitled pMS:

A Positive Approach, a list of recommended books on pMS, and a calenda¡ fo¡m for

recording daily PMS symptoms (see Appendix c). Discussion often began with the

facilitator having the group define PMS. The listing of common terms and phrases

which describe PMS allowed the women to see the generally negative image portrayed.

The facilitator then used the handout materials to enlist discussion of common

symptoms, risk facto¡s, and self-help approaches to symptom-¡elief. The info¡mation

in the clinic's brochure, which formed the basis for the group discussion, presents a

model within which PMS is described in terms of cause, symptoms, and the search for

effective relief of symptoms. In other words, the brochure describes pMS in language

and images which maintain the notion of PMS as a medical svndrome. The
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facilitator's cornmentary, however, focused on the cont¡ol women could have over

their PMS. She spoke of PMS symptoms as charges rather than as medical problems,

ald presented the view that changes enhance rather tha¡ cause emotional and

behavioral experiences. It was stressed that no cùe has yet been found for pMS;

however, self-care techniques such as regular exercise, diet, arìd stress reduction were

suggested for ¡elief of symptoms. Following a short break, the second half of each

session involved viewing the National Film Board film, What People are Callinq

PMS, followed by group discussion and concluding conìments. Sessions lasted

approximately two hours. Throughout the sessions the women were encouraged to ask

questions and share information, and participants often remained afte¡ the session to

ask additional questions of the staff if they desired.

4.2.2.2 Participant Selection Criteria

A simple screening form (see Appendix A) was distributed to the group for

the purpose of providing brief demographic information. All women in the group who

saw themselves as sufferers of PMS, and who might consider participating in my

study, were asked to complete this form. A demographic profile based on this

information is found in the following chapter and in Appendix D.

The screening form met three purposes for my study. Initially I was interested

in the relationship of PMS to age, employment and presence of children and male

partner in the household, as these factors had been described by others as ¡elevant

(Martin 1987). Because the number of women completing my screening questionnaire
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was small, however, there is little that can be leamed from this information. I was

also ìnterested in whether the women had previous or on-going contact with pMS

support groups. I was particularly interested in tapping individual perceptions which

a¡ise from social and cultural influences. Support groups, I felt, might offer various

explanatory models to the women and thereby colour the way in which they articulated

their experiences. Although a few of the women who completed the questionnaire said

they had been either to a previous PMS information session or were attending support

sessions, those who eventually participated in an interview were all referring to the

sessions held at the Women's Health Clinic. Secondly. the screening information

provided me with personal details about the women I eventually interviewed. Fo¡

instance, knowledge about the woman's family and employment helped in hnding an

appropriate time and place for the interview, and helped to facilitate the dialogue

because of the familiarity it afforded. Lastly, the screening form served as a means by

which the women could confidentially state their interest in paficipating in the study.

Those interested were asked to provide their first name and phone number in o¡der to

be individually contacted. Women were also given the option of retaining my phone

number if they preferred to initiate the contact themselves.

All women who attended the information sessions (excluding clinic staff and

volunteers) were considered eligible for the study, firstly, if they agreed to participate

in a personal, confidential, audio-taped interview; secondly, if they lived within the

city of Winnipeg boundaries; thirdly, if they felt their experience could rightly be

called PMS according to the everyday understanding of that term and was not a result
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of other factors such as menopausal change or clinical depression; and lastly, if they

had not had a hysterectomy, My study attempts to investigate the perceptions of

women who most closely fit the common image of pMS sufferers. Because the most

commonly accepted theory to date regarding the cause of pMS is cyclic hormonal

imbalance, and since hysterectomy results in a drastic change to normal cyclic

ho¡monal pattems, women who had had a hysterectomy were not deemed to fit the

image of a typical sufferer of PMS. Therefore, two women who made it known

during the information sessions that they had had this surgery were not included in the

study, even though these women did indeed describe experiences which they felt could

be called PMS.

The screening form was not necessarily intended to screen out any of the

women. However, the information about age did allow me to question, in two cases,

whether women were experiencing symptoms which might more correctly be seen to

result from menopausal change. In one case, when questioned, a forty-six year old

woman said she had experienced no symptoms which might be related to menopause.

she was subsequently interviewed. In the second case, a forty-seven year old woman

felt she was indeed experiencing some changes due to menopause which possìbly

confounded her premenstrual experience. After elaborating on this fact she felt she

would not be an appropriate paficipant for my study and voluntarily withdrew her

request to be interviewed.

Following the sessions, each woman who was deemed eligible and expressed

interest in participating in an interview was contacted by phone. The women were
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told I would conduct the interviews at places and times convenient for them, which

was usually in thei¡ homes. If home was not a comfortable setting, however, I

arranged to have a private space available at both the university of Manitoba and at

the women's Health clinic. During the initial call, the women we¡e reminded about

the purpose of the study, and were given details about the interview procedure and

format, including audiotaping. If the women agreed to participate, a time a¡d location

for the interview was arranged.

4.2.2.3 Interviews

At the beginning of each interview I explained my study in detail to ensure that

the woman understood what we would be doing and how I would be using the

information she provided. I attempted to convey that my major interest was he¡

personal experience with PMS, and that although her experience was unique, there

were similarities of experience that could often be seen among women. I assu¡ed each

woman of confidentiality and anonymity. A signed consent form (Appendix E) was

obtained from each woman interviewed.

In all cases interviews were audiotaped, as it was determined that verbatim

interview transcripts would provide the most accurate detail for a qualitative analysis.

I also occasionally took brief notes during the interview sessions. These were mainly

for recording my owtl observations, however, as I depended on the tapes for specific

detail. One woman, when first contacted by phone, suggested she wasn,t su¡e she

would be comfortable having her discussion taped. At the time of the interview,
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however, she suggested this was no longer a concern, and appeared quite relaxed in

discussing her experiences. In another interview, the woman suggested after one-and-

a-half hours of taping that she had become uncomfortable with the tape reco¡der. I

immedìately apologized to her and turned the machine off. We continued ou¡

conversation without the tape, and I made some notes by hand, but I feÌt all topics had

been thoroughly covered during the time the recorder was on. The woma¡ reiterated

points already made previously in the interview and revealed no new information.

As stated previously, the format of the interviews was unstructured and

informal. However, to facilitate conversation during the inte¡view, I developed for my

own use an interview discussion guide to ensure I had a way of reminding myself of

all the points I hoped the women would discuss (Appendix F). Six topics were

developed which would help me elicit the maximum detail about the participants'

experiences with PMS. The guide was for my own use, ard participants did not see

the sheet on which the topics were printed.

Each interview began with my asking the woman to talk about the time when

she first thought or knew she had PMS (question #l on the Interview Guide, Appendix

F). Thereafter, the o¡der of the questions depended solely on what seemed most

appropriate in the course of the conversation. However, an attempt was made in each

interview to cover all six topics until I felt I had a clear understanding of the points

each woman wanted to make. This flexible format meant that some topics were

discussed at more than one point in the dialogue, and that the women were free to

discuss the topics suggested, and any others they felt relevant, in as much detail as
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they desired. The flexibility also promoted a natu¡al conversational flow, including the

use of commonly used jargon, and allowed for humour and expressions of emotion.

At the end of the interviews, when I felt all topics had been covered sufficiently for

my purpose, I asked each woman if there was any'thing she wanted to discuss that we

had not already covered, or if there were any concluding comments she wished to

make ln many cases, these additions provided useful insight. Interviews ranged in

length from just under one hour to over two-and-a-half hours. with most interviews

lasting approximately one-and-a-half hours.

In reference to the interview guide (Appendix F), the first topic was designed

to probe the woman's history of PMS, including the initial information that led her to

become aware of PMS in the general domain. The second topic covered the woman's

current experience with PMS, including usual symptoms, severity, and the effect of

PMS on daily activities. The third topic covered behavio¡ and emotional changes in

particular, and attempted to unoover how these were perceived by the woman, either

positively or negatively. The fourth and fifth areas dealt with the effect of these

changes on intimate and work relationships. A¡d the sixth topic inquired about

specific treatments, changes, or coping mecha¡isms which had been t¡ied or were

being contemplated. Each topic area was purposely broad to allow for individual

interpretation. Specific probes, or clarifiers were considered fo¡ each area to guide me

in asking questions which might help the woman focus her thinking (see Appendix F).

I used these probes only when necessary, and only to encourage a more thoughtful

discussion-
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about my research, I answered briefly but honestly. If I was asked fo¡ a specific

opinion, for instance concerning the validity of a certain treatrnent, I made it clear I

was not a¡ expert and did not feel qualified to give this information. In some cases I

gave the women references fo¡ resources, but reiterated only those mentioned by the

group facilitator at the Women's Health Clinic sessions. (See also the reference listino

in Appendix C.)

Because of the intimate nature of our conversation, to a certain extent it was

difficult to step outside the role of expert. some of the women appeared to think thaf

I, as a researcher, might have the answers that neither their doctors nor the Women,s

Health Clinic staff had. Some may have misunderstood my corinection with the

Women's Health Clinic, and may therefore have assumed I had that knowledge. They

may also have misunderstood my empathy for their circumstances as validation of the

reality of their PMS. Because the situations fo¡ some of the women were extremely

serious, it was sometimes difficult to distinguish between the relaying of experiential

information and a cry for help. Therefore, consolation or understanding on my part

may have been misinterpreted. For this reason I often attempted to end our meeting

by commenting on the positive directions they were planning for addressing problems,

such as proposed treatments, seeking professional help, etc. This was not mea¡t to

condone any particular action, but merely to enhance intersubjectivity; i.e., to convey

that I was able to comprehend their situation, even though I could not offer them any

assist¿nce. This experience highlights the problem of using resea¡ch participants
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whose experiences involve extreme circumstances, which appeared to be the case for at

least some of the women in my study. Although demographically the women may

have mirrored other women in the general population, the recent physical, social,

emotional and economic experiences of many of them, which related specifically to

their descriptions of their PMS, could be seen to be ext¡eme. The implications of

using a sample with these characteristics will be discussed in the concluding chapter.

4,2,3 Data Analysis

Analysis of the interview data was accomplished by a process known as

comparative analysis. This method gives meaning to the data by observing how

sections of data fall into naturally occurring categories, and then compares the data

within and among those categories to allow for the emergence of specific patterns

(Glaser and Strauss 1967). Initially, each t¡anscribed interview was read for the major

points the individual woman disclosed. Main themes, or categories, were developed

and the data as a whole was organized into these themes. As each new interview was

transcribed, its individual themes were compared with each previous intervìew. After

all sixteen interviews were transcribed and coded individually, the full process of

comparative analysis began.

The specific procedures I used to code the data were simila¡ to those developed

by Kirby and McKenna (1989:139):

Coding refers to the identification of an idea, event, theme or cotrunon
property.... As the researcher codes data, she,4re is methodically labelling
events ¿¡d behaviors for further analvsis_
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At the first stage, individual pieces of data, called bibbits, are defined. In my

case, each bibbit was a specific section or phrase from the transcribed interview. Each

included sufficient information to make sense on its own, but was highlighted in such

a way that I could easily relocate it in its original context. This involved naming the

coded bibbits, which we¡e then organized according to their essential properties.

Properties are the themes which identify each bibbit. A single bibbit may have had

several properties; that is, one piece of identif,ied data might have related to more than

one theme. Properties were then grouped together into categories, or patterns of like

info¡mation which contained all the groupings of bibbits whose properties were related.

Just as the bìbbits were continually reviewed in order to observe common properties,

they were also constantly compared in order to allow the development of categories.

In my analysis, the data fall into th¡ee distinct categories which I call Awareness,

P.M.S. Possibly Makes Sense, and Validation. These categories arose from the

development of seventeen original properties of data, composed of thousands of coded

bibbits (see Appendix G).

Once the categories were developed, the analysis within each began. This

consisted of describing the contents of each category. All bibbits were cross-

referenced and revisited continually, with some being eliminated or moved to other

categories. This analysis process continued until the category contained all the

relevant data. Kirby and McKenna (1989) suggest that the strength of a category is

determined, not by the number of bibbits each contains, but by the degree of

saturation, a point that is reached by adding bibbits to the categories until they do not
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add any further dimensions to the description of the data. saturation of the data could

not be achieved in my study because I was limited to the input of the women who

volunteered only over the short period of the study, and could not continue to collect

data indefinitely. Therefore, I determined that each category was adequately

described when I had made full use of the data I had originally collected, and when

the¡e was evidence of a high degree of overlap among the bibbits the category

contained. Bibbits which could not be accommodated by the categories were

considered to be satellites, or unique pieces of data which did not fit well with any of

the categories. In my case, one of the seventeen properties, which I named "doctor,,,

did not appear to fit. Some of the bibbits which formed this property, however,

overlapped \ /ith those which grouped together under the categories of Awareness or

Validation (see Appendix G).

In essence, analysis consists of moving data from category to category
(constant comparative), looking for what is common (properties) and
what is uncommon (satellites) within categories and between categories.
The data is arranged and reananged until some measure of coherence
becomes evident (Kirby a¡d McKenna 1989:146).

The final stage of the analysis involved the uncovering of substantive theory,

which remained close to the data; specifically, I was able to see a close relationship

between the th¡ee categories developed from the data and the th¡ee moments which

describe the process of social constructionism. Lastly, Kirby and McKenna (1989)

suggest a grand, more formal theory, which is more distant from the data, may

develop. In my study, for instance, I present a relationship between the findings and a

formal, previously developed, theory of illness labelling.
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Kirby and McKenna (1989) suggest that once the analysis has been performed,

reflected on and reworked to the satisfaction of the researcher, a w¡itten draft should

be presented to the study participants. They feel this allows for full participation in

the creation of knowledge by those whose experiences a¡e under study. participation

will then help them to describe, explain and change their world (although Kirby and

McKenna acknowledge that not all participants may be equally interested in actively

seeking social change).

Koutroulis (1993) has described an ethical problem concerning this type of

involvement of study participants in the analysis of the ¡esearch. In her case, ¡esearch

was conducted with the group as a whole, who were then presented with a w¡itten

draft of the researcher's analysis for input. The result was that some of he¡

participants felt their sto¡ies had been falsified, and they were totally opposed to her

interpretation. Koutroulis questions who is ultimately responsible for the product of

the research, and whether a theory is incorrect if those the theory is about can¡ot

understand it. Her conclusion was that she was ultimately responsible for completing

the project, and therefore, chose to conduct the final analysis independent of the study

participants. Thus, although the goal of full inclusion may be attempted, realizing that

goal may be difficult.

I agree with Kirby and McKen¡a's (1989) suggestion that inclusion in the

analysis ca¡ be educational, creative, and perhaps liberating for the participants. I also

acknowledge the possibility of extreme opposition from the participants, as was

experienced by Koutroulis (i993), and the obstacles this ca¡ present in completing the
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research. In my own study, the limitations posed by family, work, and other student

responsibilities, as well as the need to complete the project within the timef¡ame of the

university program, prevented me from reviewing the written draft individually with

each woman who participated. Upon reflection, I also feel that, because of

unfamiliarity with the approach of social constructionism, the women may have

mistakenly seen my interpretation from the perspective of this theory as undue

criticism of their own judgements of their experience, and perhaps may have

mistakenly felt that I was negating their experiences. In a fully inclusive project,

however, where the research is undertaken for the benefit of the participants, this risk

should be taken. Further conment abouf this issue will be found in the final chapter.

In the next chapter I will desc¡ibe how the th¡ee central themes of Awareness,

P.M.S. PossibÌy Makes Sense, and Validation can be seen to highlight the process in

which the social meaning of PMS is developed, and by which the women in the study

came to adopt that understanding as a way to explain their own experiences. The

categories will be seen to align closely with the three moments of reality construction

outlined by Berger and Luckmann (1967). rn the final stage of my analysis þresented

in Chapter 6), I show how the adoption of an illness label of pMS parallels a

previously developed formal theory regarding the labelling of a social problem as

illness-
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5. F'INDINGS

5.1 THE SAMPLE

Sixteen women participated in the study and were individually interviewed

bet$'een January and May 1992. They comprise the sample for the study. Thirteen

other women also provided input to the study through their completion of the

screening questionnaire (see Appendix A). The information in sections 5.1.1.,5.L2

and 5.1.3 was compiled from the detail provided on the screening questiomaires.

Appendix D presents the demographic information for all twenty-nine women in table

fo¡m so as to provide a comparison of the sample (those sixteen women who were

eventually interviewed) with the non-sample (the thirteen who were not interviewed

because they eithe¡ refused an interview or were considered ineligible to participate).

5,1.1 A Demographic Profile of the Sample

In age, the sample of sixteen women ranged from nineteen to forty-six years.

The mean age was thirty-four years, and the median age was thirty-five years.

only one of the sixteen women in the sample lived alone. Thirteen women lived with

their children: one woma¡ had four children, six women had two children, four of the

women had three children, and two women had one child each. Th¡ee of the women

were single parents, and the other ten had male partners living in the household. One

other woman lived with a male partner but had no children. Only one woman had
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adults other than a partner living in the same household, and this was the youngest

woman in the sample, who lived with her parents and an older sibling.

In regard to paid work, nearly one-third of the sampre (five women) worked at

a full-time job outside the home, and a quarter of the remaining sample (four women)

worked at a part-time job. one other woman who was unemployed at the time of the

interview was looking for part-time work. Two of the women with fu +ime jobs were

single parents and one other had no child¡en. In addition to the four women who

worked part-time, the woman with four children of her own, also babysat other

children in her home.

Four of the women stated they had previously attended an info¡mation session

on PMS, and all of these had been at Women,s Health Clinic. Three women

suggested they were involved in an on-going support group because of their pMS;

however, all of these women were referring to the women's Health clinic pMS

special topic support sessions held monthly for those who have previously attended an

information session. one of the th¡ee women was on a four-to-five-month waiting list

fo¡ individual counselling at women's Health clinic and was told she might derive

some benefit from the PMS support sessions while she waited for he¡ initial

appointment. (This woman was also one who mentioned she had attended other

information sessions, as she was attending those as well on a monthly basis during her

waiting period.) The other two women disclosed during their interviews that they had

actualÌy only attended the one original information session at women,s Health clinic.
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but felt they would like to attend the upcoming pMS support sessions and therefore

had answered this question positively.

5.1.2 Refusals and Ineligibles

in addition to the sixteen women who eventualry participated in a personal

interview, thirteen others provided information on the screening questionnaire. Four of

these women did not include a name or phone number. They checked the statement

suggesting they would contact the researcher directly; however, no calls were received

from these women. One of the women lived outside of Winnipeg, and was deemed

ineligible for participation because it was not possible to contacf her by phone, nor to

arrange an out-of,-town interview.

Of the remaining women who we¡e all individually contacted, two refused

participation due to work commitments, and two cancelled arranged appointments for

interviews and were reluctant to reschedule. The other four women were deemed

ineligible; two because they were women's Health clinic volunteers, one because she

felt her symptoms were perhaps as much due to climacteric change as pMS, and one

because she had had a complete hysterectomy. Although this woman felt she

experienced a cyclic change similar to that described as pMS, she was deemed

ineligible because she no longer menstruated, and therefore a premenstrual stage could

not be assessed.

In age, the non-sample of thirteen women ranged from twenty-four to forty_

seven years, with a mean of thirty-six years and a median of thirty_five years.
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Seven of the thirteen women (53.8%) stated they lived with male partners, and

six of these (46.2%) had children. Th¡ee of the women had th¡ee children, two had

two children each, and one woman, who stated she had children, did not indicate how

many. In addition, two women lived with adults othe¡ than partners; the youngest in

this group living with her mother and a sibling, and one other lived with both parents.

since the remaining th¡ee women in the non-sample listed no other adults o¡ children

in their household, it was presumed they lived alone. This information, however, was

not specifìcally requested on the screening questionnaire.

Regarding paid work, 46.2,r/o (or six of the thirteen) worked at full+ime jobs,

and th¡ee others, or 23.1%o, worked at part-time jobs. One of these nine working

women stated she worked at both a full and a part+ime job.

Only one woman in the non-sample stated she had previously attended an

information session on PMS, and this woman was deemed ineligible because she was a

Women's Health Clinic volunteer. One other woman stated she was involved in an

on-going support group because of PMS, but did not state where.

5.1.3 Comparison of Sample and Non-Sample

Appendix D provides a demographic comparison of the sixteen women who

were interviewed for the study with the thirteen women who either refused an

interview or were deemed ineligible to participate.

Based on the five areas of information, it can be seen that in terms of age the

two groups are quite similar, with the mean age of the two groups differing only
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slightly by two years, thirty-four years and thirty-six years respectively, and the

median age being the same for both groups.

In regard to living arrangements, while only 6.3%o of the sample group lived

alone, nearly four times fhaf (23.1%) lived alone in the non-sample group. There is

also a distinct difference in the rate of women living with their children, as g1.3% of

the sample group had children living with them, but only 46.2/:o of the non_sample

group had children.

In regard to employment, fifty-six percent of the sample group were employed

either part time or full time, while 69.3%o of the non-sample group were employed.

This equates to a 13.3%o difference in the rate of non-sample employed over sample

employed.

Anothe¡ diffe¡ence is seen in the experiences with previous pMS information

and support groups. Three times the number of women in the sample group had

previously attended a PMS information session (2s% of the sample vs. 7 .7yo of fhe

non-sample). Although the numbers of women attending support sessions was based

on intent rather than actual experience in the sample group, it would appear there is

still a difference in this category Q8.8% vs. 7.7%).

There are a few possible hypotheses for the differences between the two

groups. Firstly, it may be that the information collected does not truly reflect

signinicant differences in groups that are really too small to be easily measured a¡d

compared. As well, it is quite likely there may be other confounding factors whìch

had an effect in dividing the groups, such as access to income, cultural differences,
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and other social and economic influences which were not assessed for this study.

A second possibility re.lates to the major differences in living arralgement and

employment. I had originally broached the subject of my study by talking about the

influences of PMS on social relationships, especially those with family and friends. It

could be that the women in the non-sample, who were more likely to be unpartnered

and without children, had not had as many opporhrnities to assess their symptoms in

terms of these relationships. When interviewed, many of the women in the sample

group suggested that what they would like to do when feeling the strain of

premenstrual change is to isolate themselves from others and be by themselves, but

they often do not have the opporlunity for this. Because more of the women in the

non-sample group lived alone, they may indeed have had the opportunity to be alone

more regularly and may not as often have felt the added stress of social relationships

when experiencing symptoms of premenstrual change. It is also plausible, however,

that living alone may itself enhance premenstrual stress.

A thìrd hypothesis is that the women in the non-sample group, who we¡e more

likely to be employed and who refused or were unable to schedule an appointment for

an interview, did not feel they had as much time to spare from their jobs as the

women in the sample group.

A final hypothesis for the difference is that inaccuracies occur when including

both refusals and ineligibles in the same category of non-sample. It can be assumed

that there are significant diffe¡ences in terms of the five information areas assessed

between a woma'' deemed ineligible due to con.fi:sion of premenstrual changes with
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premenopausal changes, and the case of one woman, for instance, who described

serious marital difficulties during the information session and then repeatedly refused

an interview.

5.1.4 Individual Profiles

This section contains brief profiles of the women who participated in the study.

The profiles are not infended to describe the wonren in any detail, but are merely

presented to highlight their individual situations. Because the sixteen $,omen were all

unique, and because their experiences witli PMS are unique, these profiles provide a

descriptior.r of their concerns. Pseudonyms have been used for all the women. and the

attempt has been made to disguise thei¡ individual identities. The reader should use

this information solely to provide a background for the quotations used as examples in

the data description and analysis that follow.

CHARIENE

Cha¡lene is in her early forties, unmarried, and has uo children. She is not

working and lives alone. Charlene developed a chronic joint condition a few years

ago and now has restricted mobility. on the day prior to our interview, cliarlene had

begun making anangements for corrective surgery.

In describing her experience of PMS, Charlene talked about tremendous and

uncontrollable anger. She feels she has always been an angry person, which she
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relates to growing up in a family whose members all exhibited a great degree of

emotional turmoil. She described her early family life as an abusive environment.

Her father was alcoholic and her mother was 'always yelling at someone:, her

husband, the children, the neighbors, etc. charlene feels the best way to deal with her

premenstrual anger is to stay away from people:

Charlene: I can't really stand othe¡ people or myself. I find I hate
that side of me that gets so angry for nothing. And really minor things
can make me blow up. So it's just easier to me to stay away.

Charlene says that PMS enhances her other problems, causing them to be more

noticeable and more seve¡e:

Madelyn: How would you say your symptoms affect your daily
activities?
Charlene: I would say most ever¡hing and any social activity that
might be coming up around that point in time is affected. I try to book
appointments when I'm not premenstrual. And for me it's getting
harder and harder. Because of this chronic problem I've had and
haven't gotten much validation for, I find that it [pMS] has grown to
where now it seems to take up my whole life.

CHRIS

Chris is in her late thinies a¡d works full-time. She is divorced from an

abusive a¡d alcoholic husband, and currently lives with a male partner, his teenage

daughter, a¡d her own pre-teen son. She also has a teenage son who carne to live with

her about nine months previously, but is now in a foster home because of some

difficulty with the law. A¡other daughter, the same age as her step-daughter, is single

and pregnant, and lives out of province with Cfuis' former husband.
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Ch¡is describes her experience with PMS as an uncontrollable and iruational

anger, with 'things getting blown out of propofion.' Ch¡is feels that her family takes

her for granted, and that this feeling is enhanced when she is premenstrual. She is

having a difficult time dealing with her srep-daughrer who, in Ch¡is,s opinion, is

failing in school and laq and inconsiderate at home. Ch¡is ìs concerned about her

step-daughter, but feels the girl is taking advantage of her. She feels that she gets no

support from her partner, the girl's father, and suggested that she knows that if the

situation camot be resolved, she will have to move out:

Chris: If I can't deal with my PMS, a¡d if my partner can,t deal with
his daughter, and if she can't seem to deal with living even close to
normal, I have taken into consideration, 'I love you, but I have to
leave...' l'm not going to walk off the cliff and fall -- fo¡ anybody.

Ch¡is was basically unaware of PMS until her partner recently suggested she

needed help in dealing with her feelings.

GERRY

Gerry is married and in her mid-thirties. She has th¡ee children aged under the

age of seven, a¡d is a foster parent to a teenager. Gerry sometimes provides

babysitting in her home for pay, but her husband works nights and needs quiet at

home during the day in order to sleep.

Gerry has discussed her experiences with a friend, and they now feel they both

have PMS. Geny said she had post-partum depression after the births of all three of

he¡ children, and only feels she has noticed PMS during the past year. She has also
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experienced a couple of severe anxiety attacks recently, once in her doctor,s office,

and once at the dentist.

Gerry says that when she is premenstrual she feels tired, nasty, mean, and

angry. She would like to be able to have time to hersell but finds that impossible due

to her family responsibilities. She suggested that she generally feels competent and in

control, but "when I go through my PMS I guess I would like to have a little mo¡e

help and yet I don't like to ask for help."

The result is an anger she can't understand, which leads her to speak and act in

ways she feels are inappropriate.

Gerry: I think the hardest part is when it,s the people you care the most
about and you do this. You feel like you shouÌd just pack your bags
and leave, you know, during that time.

JANET

Ja¡et, in her late thirties, is manied and has two school-age children. She is

not presently working outside the home and has worked only sporadically since the

birth ofher second child. She now feels pressured by her husband to find employment

due to the economic strains of raising a family during recessionary times.

Janet feels that her experience of PMS, which she says is worsening

progressively, began shortly after the birth of her second child and a subsequent tubal

ligation. she experiences a va¡iety of symptoms around the time of o'r.ulation which

continue until menstruation begins. Her major symptom is anger, most often directed

toward her children:
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Janet: When I'm orulating I just feel like I'm anacking the kids, like
they can't do an1'thing right.

Other than her anger, Janet feels she can cope with her pMS as long as she is

at home and can apply various self-care techniques, such as watching her diet,

exercising regularly, and fìnding appropriate time for herself for relaxing. This would

of cou¡se be impossible if she were working.

Janet: I can cope...because I'm at home. But I mean, I don,t know
how other women do it...I'm going two weeks out of every month
[dealing with PMS]... But onrlating -- there's no way out of it (laugh).
And at work, you can't go, like they suggest and I was reading those
pamphlets at that meeting, you know, go and have a hot bath a¡rd stuff
Iike that, and relax and eat well.

JILLIAN

Jillian is in her mid-thirties, manied, and has two children, a pre-schooler and a

baby. She was working for pay previously, but is not at present because of her own

health problems and that of her baby. The family is finding this a very difficult time,

financially.

Jillian feels she has noticed symptoms of PMS only in the last four months.

She says she has been irritable and lacks patience, cries often and is moody. She has

also been fighting both verbally and physically with her husband. She has begun

making arrangements for them both to see a marriage counsellor. she was told by the

counsellor to have her husband phone to make the appointment, and although he says

he is in favor of this, he has so far been reluctant to make the actual call. Jillian feels
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that the purpose of these counselling sessions will be for the counsellor, a male, to

inform her husband of the effects of PMS:

.Iillian'. So I've been talking to [counsellor] there and my
husband's supposed to phone to make an appointment, 'cause he said he
[counsellor] will explain to him [husband]. He said maybe if he hears it
from a man, that there is such a thing as PMS, that maybe he will
understand it a bit better... So I asked him today if he phoned, and he
said, 'Oh, I've forgotten his name and I forgot where I was supposed to
phone...

After the recent birth of Jillian's second child, she had an un¡elated health

problem and needed an operation. A week after that surgery she was again in hospital

for another emergency operation. and ten days later was in hospital for a tliird time

due to a post-operative infection.

Jillian's baby has bee. ill with colds, viral and intestinal infections for most of

the time since birth. The baby was also born with a physical disfigurement, and Jillian

has been having difficulty dealing with people's reactions to this:

Jillian: And I was having a problem because I can,t deal with
people... So I'm not taking [child] out anywhere, because I can't. It's
like, 'oh, my god!' Well, either I got mad at people or I cried. Ir was
one or the other.

Since Jillian's surgery, she has been receiving home care services. She feels

she needs this help for herself and her baby, but does not find that all of the

homemakers meet her standards, especially when dealing with her children. Thus, at

times, this only tends to inc¡ease the st¡ess Jillian ìs already dealing with_
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JUDITH

Judith is married and has two teenage children. She is in her late thirties.

Judith has a ch¡onic physical condition of many years' duration, but until recently had

been able to work on a full time basis.

A few years before our interview Judith began noticing that she would

occasionally have a night of insomnia, which left her fatigued and which made her

health condition worse. This sleepless night was especially problematic when she was

forced to be away from home on business trips or when her work was particularly

demanding:

.Iudith And often I have days like that at work where the nature
of what's happening means it's important that I be there. So I can't
always take a day off. But I would try to stay home and have a nap in
the afternoon and get to bed a little ea¡lier. But I found that it got io
the point where practically every weekend I would sleep all afteinoon
both Saturday and Sunday. I was constantly in a sleep-deprived state.

In 1990 Judith's health was further compromised due to recurrent flu and colds.

She felt she needed an extended leave from her job in order to recuperate fully. At

the time of our interview, Judith had been off work for over a year, but was planning

to return to her job a few weeks later on a part-time basis. Her employer was .rvilling

to let her try this for a couple of months, after which she would again be working full

time.

Previously Judith had noticed that her occasional sleeplessness tended to occur

during her premenstrual phase, and that this seemed to have an impact on her overall

health. During this last period of ill health, Judith had eventually managed to

convince her physician that the sleeping problem was ¡elated to he¡ menstrual cvcle.
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Judith had applied for shorrterm disability funding to cover he¡ lost salary while she

was off work. She found that the insurers were not as easily convinced as her or¡.n

docto¡, and she was asked to submit to a psychological assessment. In all, it took

nearly a year to win her claim.

Judith experiences some of the same symptoms of pMS as the other women!

but hnds this sleep problem is her major concern. She is distressed that she has

received so little valìdation for tl s difficulty, and feels it is solely because it is related

to her menstrual cycle. The doctors she has seen would prefer to label the problem

work stress and suggested that she could simply retire.

Judith: It was a trenrendous reljef for me to find out that, he),,
this is related to my period. I don't have to blame myself. It's not that
I'm unable to deal with stress...l k¡ew I would have to continue to
work. But you distinctly felt their suspicion was you were looking for
easy money and you just wanted to be declared permanently disabled so
you didn't have to work anymore. And every meeting s,ith the
physician at the begiruling, 'are you sure you just don't want to retire?
That's a choice that housewives have.' And after all these vears of
university, that's what their suspicion was.

KATE

Kate is in her late thirties and is currently working part-time. She is married

and has two children under seven years old. In the last few months prior to our

interuiew, Kate has been having a great deal of difficulty dealing with her emotions.

She recently has seen a psychiatric nurse for counselling, and has been prescribed

antidepressants by a psychiatrist. She said she was initially ¡eluctant to take

medication fo¡ what she thinfts is PMS. but does not feel there is any other alternative.
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Kate: And it finally got so bad that I am seeing a psych nurse
right now, and have actually started antidepressants a week ago.
Because I just felt like I couldn't go on living like this. And it was
getting to that point, and that's really scary to me. Like, I don't feel
thal way normally. I know that's not normal to feel that life isn't worth
living. And that to me just says that there's something very, very
wrong going on. And I don't want to live like that.

Kate talked about changes her family has faced in the previous eighteen

months. shortly after buying and moving into thei¡ first home, Kate's husband lost his

job. A year later, when they had decided that Kate would need to return to full time

employment, her husband finally found a new job. But now, only a few months later.

his employer is going out of business, and Kate and her husband are again facing

financial insecurity.

Kate is finding it difficult to deal with these uncertainties, but does not have

anyone with whom to share her problems. She has had to move away from her

friends, and is not close to her family, even though they live in the same city. She

feels constrained because of her work and parenting responsibilities. Although a

neighbour babysits her children when Kate has to work, she cannot afford regular child

care which she feels is the one thing that would presently allow her some relief from

her daìly worries.

Kate: And you're just not mobile any more (with kids). And
unless you grow up in that neighbourhood and already have a
continuous support group there, it's very hard, I've found, to recreate...
I find that I can do it, but it takes me a long time and I have to build up
trust and that sort of thing. O¡ unless you do it with someone, as a
professional, like I'm going to the psych nurse. Fine, that's her job,
she's getting paid for it, you know, that what's expected. Both kinds of
help are valuable, but -- yeah, it would be nice. I could see that, yeah,
if I had a close group of f¡iends nearby or close family, like an
extended family nearby, that kind of thing, that it would probably make
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a lot of my problems easier to deal with. It's just, they don't sell
extended families (laugh). I've looked! They aren,t on the market vet
or I would have asked for one for Christrnas!

LAUREN

Lauren is in he¡ late thirties. she is married, has a toddler, and currently works

at two part-time jobs. In the few weeks prior to our interview, Lauren has been

talking with friends about her feelings and moods. Many of those she had asked

suggested that her anger, crying, and feelings of being out of control are symptoms of

PMS.

Lauren says her feelings became most noticeable about hve months previous to

the interview, during a time when she and l.rer husband separated. They have since

gotten back together, and are trying to have another child, but their difficulties in

communicating remain un¡esolved. Lauren feels that pMS may be the reason she

carulot deal with his inattentiveness at certain times.

Lauren: Oh! Like I said, the man is a total idiot, lou knou,,
when I'm in that phase! Like he can't do nothing right. He's just
totally stupid. And I mean, I did not marry a stupid man, I did not
marry an unfeeling man... But now I'm wondering whether that's
because of other things and I'm labelling it as pMS, or because (pause)
-- I don't know what it is... I figure he hasn't changed. it,s me. And
all of a sudden now I can't adapt to these things, but they've always
been there. Like, we've been together for fmany] years, so now why
had that become a problem to deal with? Like, you know, he's been
the same. And then I ask myself, 'are you sure he's been the same?'
See, I'm looking for a base, but I think there's just too many things that
are happening to be able to put my finger on it. But I think what,s
happening. too, is maybe ir's a litrle bit of this pMS. Is this an inability
to rationalize things? Like, I can't. I get so flustered.
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LESLIE

Leslie is twenty-six, mar¡ied, with th¡ee children under age seven. She does

not work outside the home. Leslie says that a few years ago her husband pointed out

to her that their arguments generally occurred during her premenstrual time:

Leslie: Acrnlly it was my husband that noticed. He said, "do you
notice that every time we have really big fights - (pause).,' I mean,
like we argue and disagree, and it's always been little. But he's the one
that's noticed that it was getting near to that time of the month... And to
him, they're like norhing. Like, the smallest things.

A few years ago Leslie said her husba¡d suggested that she see a counsellor

about this. Leslie phoned women's Health clinic and was sent some literature about

PMS. she didn't feel comfortable with the idea of attending the pMS information

session, however, until encouraged by a friend.

Leslie describes herself as always having been a depressed person. Her major

premenstrual symptons now include initability, crying, anger, and she says ,'I get

really defensive."

Leslie: Well,I've thought at times I was going nuts. I thought maybe it
is just me. That maybe I'm going off the deep edge. I've told him that
too, 'just lock me up and come visit me in the loony bin., I always
think everything's my fault at that time, too. Like if the kids have a
cold or whatever, or the neighbour's dog gets hit down the street, well,
I take everfhing onto myself. It's all my fault. Which is nuts! I
mean, that doesn't make sense.

She feels that even though it was her husband who initially suggested the

possibility of PMS to her, he really doesn't take PMS seriously and she thinks he may

use it against her:

Leslíe: I think he's not listening to me even more because he thinks ,oh,

it's just going to be that time of the month again.'
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LIZ

Liz is in her early thirties, married, with tbree school age children. She was

working full-time until about two years ago when she began to experience depression

and seve¡e migraines. These symptoms were eventually diagnosed by her physician as

caused by job stress. since that time she has tried a different job on a part-time basis,

but it did not work out very well. Liz feels her depression is related to pMS because

she feels her depressive episodes increase during the week prior to menstruation.

Liz: A¡d it could have been because I was working... I was
going to the doctor because my migraines increased, and that's what he
said. Like, a lot of it had to do with pressures at work and stress and
that. So that's how I kind of sloughed it off. I didn,t concentrate on it
being PMS, but, you know, now I do, because the lite¡atu¡e's more
accessible and you're more aware of it.

Liz has experienced two bouts of severe depression which she feels are related

to premenstrual symptoms, one about eight months previously, and another in the

month before our interview. After the first time, she was prescribed antidepressants.

The strength of her prescription was increased th¡ee months before our interview by a

second doctor to help her deal with chronic pain resulting from an accident, as well as

her depression.

Liz has discussed the possibility of pMS with both of the docto¡s she has seen,

but neither has provided her with a conclusive diagnosis. As well, the two doctors

disagree about the effects of the antidepressant on symptoms of pMS. The first docto¡

said it would help. The second doctor felt that it would not help, but despite this

opinion has suggested thaT Liz inc¡ease her daily dosage by fifty percent during her

premenstrual phase.
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Liz feels that she needs to find a way to control her anger when she is

premenstrual, especially when dealing with squabbling children and an argumentative

husband. She feels this control is necessary, but eludes her:

Liz: I can't control it... it's a different feeling. I wake up
angry, I go to bed angry. And if I'm depressed for more than a day,
then I know it's PMS. And I'll connect it, and I'm aware it's there.
But to control it. Like, I can't say, 'okay, this is PMS. Make yourself
be happy.' You just can't do that.

MARY

Mary is in her late twenties and is a single parent of a pre-schooler. She works

on a full-time basis while her child is in davcare Mary was having some

personal difficulties about two years ago. Discussions with a friend led Mary to attend

Wo¡nen's Health Clinic at that time, and to see a gynecologist. She describes the

physician as 'not being very responsive,' and as she felt it more pertinent to deal with

her other problems, Mary began counselling. After two years of sessions, she now

feels she has been able to work out many of the issues that were problematic for her,

but still feels she needs to deal with her PMS:

Mary: So I did, in fact in the last two years, take away a lot of
those things that were bothering me. And that's made ìt that much
easier. And then, it was kind of an aggravating thing to realize that
PMS just didn't go away. Because I was kind of under the impression
that if all these problems went away, that the PMS would be much
better. A¡d it was that much better, but it wasn,t gone completely. So
now I'm starting again to look into it in more depth than I did before.
Then it was, hopefully, a solution to all my problems. A¡rd now it's
not. It's going to be specifically looking at this period of time that I
have PMS and trying to make it better than it has been. Not
completely, like every other day of the month, because I know it won't
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be that way. But stopping, taking it into consideration, or even knowing
ahead of time that this is what is going to be coming...

MICHELLE

Michelle is in her early thirties. she is manied and has three pre-schoor age

children.

Michelle noticed symptoms of pMS beginning after the bi¡th of her first child,

but feels these got much wo¡se after the birth of her last child. A few months before

our interview, Michelle had retumed to work. She now works part time hours, five

days a week. Michelle says of her experience with pMS:

Michelle: ...it's really, really gotten much worse. There are days
when I don't even want to get into my car. I feel like there's a big
cloud around my head and I have a ¡eal hard time focusing on -¡hing.I'm easily distracted and very absenlminded... But I feel that my
symptoms are not just two weeks before my period. I feel like they're
monthly, and I have to start charting them and see if there,s a pattérn...
I find functioning every day is ha¡d -- with pMS.

six weeks prior to our interview, Michelle had seen her physician about her

symptoms, including muscle aches a¡d breast pain. Her physician does not seem to

feel this is related to her menstrual cycle, but Michelle would like the doctor to work

with he¡ to find out exactly what is happening:

Michelle: Actually, I'm hoping that I just won't be so much on my
own trying to deal with this. I'm hoping that someone will be there to
guide me through, to follow my progress. A¡d if there is no progress,
that there will be an altemative - if these things aren,t working, let,s
try this. I'm hoping that eventually I,ll be able to frnd a way to control
it... Oh, I know it wiìl get better. you know. Basically, the big
problem is the age where my kids a¡e... I know that they'll get ãlder
and I'll have mo¡e time for myself; but right now I don,t have any time
to myself. I walk in f¡om wo¡k and I pick them up from the sittei's
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and I don't even have my coat off and they want juice and they want
this and they want that, and then I try to get my supper going while
they're dragging chairs all over the kitchen and trying to grab at what
I'm trying to make. It's really hair-raising (laugh). And ir's nor their
fault, it's just the way they are. I'm just having a hard time dealing
with it. And it's not just rhe PMS, but I feel the pMS is just making it
worse because I'll be so moody. When you've got a very short fuse
and everything sets you off, it makes it that much more difhcult.

PAT

Pat is in her mid forties and is a single parent of a teenager and a pre-teen.

she had been working full time until about a month before our interview, but decided

to take some time off to sort out a few things in her life. Although the leave is for an

indefinite period of time, Pat's doctor has suggested she should take six months to a

year. Pat feels that PMS affects her ability to deal with her other problems:

Pat'. Like, it's not just PMS (but) I know that's a good portion
because I'm finding that I can handle things a lot better when I'm not
premenstrual.

Pat described her younger child as hyperactive, and in the month before our

inte¡view he had been suspended from school. Subsequent testing showed he had a

learning disability.

A¡d of course I always seem to get these calls right before my period,
you know? Heck of a time to have to deal with it. It seems that crises
just always seem to hit riglit before my period.

Pat described her PMS in terms of emotional disturbances, iritability, ranting

and raving, which tend to occur in the two weeks before her period. She suggested



106

she does not experience these feelings at work, but they tend to be most prominent in

her relationship with her children at home:

Pat: I find that I can be at work and everything can be fine,
and I can come home, walk in the door, and the simplest little thing can
just trigger me. And I just become like JekylÌ and Hyde.

R.ITA

Rita, in her mid thirties, is a single parent of two children under age two. She

is not working outside the home. Rita said her former husband abused her for the ten

years they were married, and he now is only allowed to see their child¡en on

supervised visits. Rita feels she had symptoms of PMS all throughout her mar¡ied

years but has only notìced it as problematic since having her children. She has had the

services of a homemaker in the year or so since her husband left, and it was this

homemaker who helped zuta identify her problems as pMS.

At the time of our interview, Rita was on the waiting list for counselling at

Women's Health Clinic to help her deal with her symptoms of pMS, with the abuse

experienced during her marriage, and with a past situation of sexual abuse in her

chi.ldhood. During the waiting period Rita is attending all the pMS information

sessions and the monthly support sessions.

Rita described her PMS as involving lots of anger, depression, and an inability

to concentrate. She said she had not been able to sleep well since her children were

born and there are many times when she feels fatigued.

Rita: I would say for that for the past couple of years I've been
up every night wifh the kids. Maybe l,ve had ten nights where I've
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slept though the night. I was really over-tired and I wanted to just
drop on the spot. In the middle of cooking supper I had to just
practically sit down. But of course you can't, you have to keep going.
Things have to be done.

Rita feels that all he¡ problems make it more difficult to cope with her

premenstrual anger. A few weeks before our interview she placed her children in

voluntary care. She is hoping that once she begins the counselling she will be able to

put her problems in better perspective and will be better able to deal with her life as a

single parent. Rita concluded our interview by saying

Rita: I hope that anybody who has PMS gets help, because a
lot of drastic things can happen if you let it lie. But I can see how
women would let it ride because jusf when your life is back to normal,
after yow period, you think you've got it made again -- you,re on cloud
nine. I think a lot of women won't reach out. They,re just spaced out.
They know that something's happening, but they,re actually still spaced
out. Unless someone else can sort of see it and give them a hand, they
might never do anlthing on thei¡ own. Bad things can happen.

ROBIN

Robin is in her mid twenties, is married, and works fu time. She has no

child¡en.

Robin says she first experienced PMS a couple of years ago just after

ch¡istmas. At that time she was recently mar¡ied, quit smoking, and experienced flu-

like symptoms as well as a severe depression. Robin feels there is no particula-r

pattern to her experience; some months it lasts for only a few days, and other months

for many weeks. She says she sometimes feels initable, but mostly she just feels

depressed, wants to cry, and has a hard time talking to people.
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Robin: Sometimes it would be th¡ee weeks before, and it would
be continuous all the way through; and sometimes a couple of days
before. And when it happens I don't really care to do u..y -u"h. Aod
I don't care about work. If I was getting paid tomorrow it wouldn,t
matter to me one way or the other. Usually you're happy when you get
paid, right? A¡d I don't want to cook, I don't wa¡t to clean.

Robin's doctor hâd treated her with antidepressants, but nothing worked.

Robin is still unsure what is happening, but feels it was initially related to stress al

work and with her husband. she feels those situations are better now, but is still

experiencing depression which she feels is somehow related to her menstrual cycle

asked her if she explained these experiences as feelings of depression o¡ pMS:

Robin: Well, it's not just depressed, because you can feel
depressed anytime. This is really depressed, you know? It's not like
just a blah mood, it's that I don,t care about anlthing...my mom just
says, 'Oh, don't worry, you'll get over it.' Because when it used to
happen I would really wory about ìt. I would get these feelings that I
didn't want to stay here, I wanted to leave. And myrno- *orrld ruy,
'Oh no, no, don't worry. It'tl go away.' And it does go away. Bui
when it's happening, it feels so real. And that,s what's ha¡d to
understand in my mind, like, why am I feeling this way? you know?

SHERRY

sherry is almost twenty years old. she is unmarried, has no children, and lives

with her parents. sherry's sister, who has pMS, feels this is Sherry's problem as well.

About a year before our interview, Sherry's fiance broke off their engagement and left

town Sherry had been working until that time, but was asked to quit because she

became moody and tearful on the job. since then she has been unable to find other

employment.



109

Besides her sadness and moodiness, Sherry has recently noticed times when she

feels particularly destructive. She has damaged furniture and the walls in her room,

and has been fighting often with her friends.

Sherry: I've been fighting with my friends a lot for the past year
or so, and I finally realized that it was directly befo¡e and during my
period. And I'm just kind of going, well, maybe it's not their fault, and
maybe it's not my fault, maybe it's just I'm extra sensitive at that time.
So, that would explain a lot.

Because she spends a lot of time by hersell Sherry has also noticed that being

more aware of her feelings when she is premenstrual makes her feel somewhat

creative. At these times she draws, writes poems and reads. Her moodiness and

irritability, however, appear to be her main concern.

5.2 COMMON THEMES/CONCEPTS

These preceding profiles provide relevant information conceming the individual

context u¡ithin which each women experiences her PMS, and will provide background

to the personal information which accompanies the presentation and analysis of the

data, which is found in the following section.

At the time of first meeting with the study participants at the Women's Health

Clinic information session, all of the women had already identified themselves as

having PMS. Indeed, this was the basis upon which they selected themselves for the

study (see the heading of the screening questiomaire, Appendix A). The interview

data did not, therefore, determine which of the women did or did not define

themselves as sufferers, as they all had already declared that status. However, the data
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did help to illuminate the process by which the sixteen participants in the study leamed

the social meaning of PMS, and how they had come to feel pMS might be an

appropriate term to explain their own experience. When subjected to qualitative

analysis, these data fall into th¡ee distinct categories which I call Awareness, p.M.S

Possibly Makes Sense, and Validation.

The stages of the process of reality construction described by the women in the

study, appear to mirror the th¡ee moments of reality construction described by Berger

and Luckman¡ (1987). The concept I call "Awareness" highlights the objectivation of

PMS as a social reality and shows how that reality is reified through the media

portrayal of PMS as a physiological/psychological syndrome, and the general

understanding of the behavioral characteristics which are deemed to be evidence of

PMS. The concept "P.M.S Possibly Makes Sense" provides an understanding of the

socialization mechanisms by which women begin to intemalize their knowledge of

PMS. The third concept, "Validation," is closely aligned to the final stage of reality

construction, externalization, the mechanism by which taken-for-granted reality is

maintained. In this section, the women describe their acceptance of the label of pMS

through theù use of it in interaction with others.

All of the women in the study were able to describe at least some elements

relating to each of these t¡¡ee themes. The data did not allow me, however, to discern

the relative importance of each stage for each woman, nor the degree to which

competing explanations might at some point replace that of pMS. As will be seen in

the following sections, some of the women clearly identified themselves as sufferers,
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while others, even though they publicly describe themselves as having pMS, appeared

to be still seeking confirmation of PMS or clarification of its influence on their

behavio¡.

The next parts of this section will describe each of the three categories of data,

outline the essential properties which gave rise to each theme, and describe the

¡elevance of each theme to its conesponding moment of reality construction.

5,2.1 Awareness

The first category, Awareness, is comprised of five properties which address

where the women obtained social knowledge about pMS a¡d how it might apply to

them. These properties also include details regarding why these women believe they

may be especially prone to symptoms of PMS, or personal beliefs about causation;

when they are most likely to notice symptoms, for instance, time of cycle and

duration; what personal situations tend to coincide with the initial self-diagnosis, such

as social cues suggesting PMS as an explanation for behavior, etc.; and how they

personally experience PMS, or symptomatology. The five properties are described

below.

5.2.1.1 Where Women Obtain pMS Information

At the beginning of the interview, each woman was asked to explain how she

first became aware that what she experienced might be called pMS. The women were

specifically probed to provide details concerning the information that led them initially
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to unde¡stand their experience in terms of PMS. Because there is a plethora of

information in the general domain, it was assumed that women had many ways of

learning about PMS in general, but an assumption was also made that the women

might be able to recall a source which eventually linked the image of pMS to their

perceptions of their own experience. In all cases, two information sources were

descríbed: various forms of media, and trusted individuals.

Media sources included newspapers, television programs, magazine articles,

library books and other sources of popular literature. For instance, as Liz said,

"Basically, I saw a program on TV and decided what I had." other examples of those

who obtained their original information mainly from print sources include the

following:

Charlene: It was a very small article in the neu,spaper that
mentioned something about PMS, and I was able to identify with it.
And I guess it was a year or so later I was able to hnd some more
extensive literature on it.

Michelle: I found that I was easily nervous. And that,s when I
started reading up a bit about it. I'd heard about it and I started reading
up about it and I realized that I was susceptible to that.
Madelyn: Where specifically were you reading about it?
Michelle: Magazine articles. I even took out a few library books.

T¡usted individuals we¡e also regularly mentioned as a source of initial

information. whereas the media information provided the women with details about

symptoms and treatments, significant others were often key in helping the women

discover that they themselves might be sufferers of PMS. Lauren, for instance, had

relied on the help of an unde¡standing friend:
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Lauren: I was talking to my girlfriend because things with my
husband had just been progressively getting wo¡se. A lot of things.
Just ever¡hing. And when I was talking to her I said, ',Well, I don,t
know what the problem is. What do you think it could be?', Being a
woman, you always think, one more last thing -_ you know, to save the
marriage -- sort of thing. And all of a sudden she said, "Well, maybe
it's PMS." And I said, ,,Well, I kind of thought of that too. you 'know,

because you watch Oprah, all of a sudden it's the 90,s tag, or
something. "

A couple of the women particularly mentioned the influence of female relatives in

helping them connect the general image of pMS to their own experience:

Sherry: Well, my sister... (She) has been telling me about how
she gets really moody and how she fights with her husband and stuff.
A¡d I've been fighting with my friends a lot too.

Robin: Actually, I didn't k¡ow what ir was. I thought it was just
maybe stress and everything fhat was going on at the time. And my
auft was actually the one who told me it was pMS. And she gave me
this book to ¡ead... My grandma was really bad for it. My Mom is
more aggressive... Actually, she was the first one to say, ',Oh, it sounds
like you have PMS."

Although many of the women mentioned having spoken to a physician at some

point about premenstrual symptoms, only Jitlian and pat specifically mentioned a

docto¡ as the initial source of discovery. For instance, pat had been seeing her doctor

for what she thought was post-partum depression, but he felt her symptoms of

depression were occurring on a monthly basis:

Madelyn. So you went to him because of post-partum depression, but he
suggested it wasn't just that, but that your depression was something fhat he
saw happening every time you had your period?
Pat: Yeah, 'cause I u'ent to him for about a year, and he felt that I
always seemed to be in crisis just premenstrually.
Madelyn: Did he at that time use the term premenstrual syndrome or pMS?
Pat: No, he just said 'cyclic.' And at first I thought, 'I'm not manic
depressive-' A¡d he said, ',No, no, not manic depressive. It,s just going along
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with your cycle -- your period." So, that was the hrst clue I had that some of
my behavior and some of my initability was probably related to that.
Madelyn: What in paficular was it that hnally led you to think that
this might be PMS?
Jillian:
befo¡e.

Just that it was always at the time of my period -- just

Madelyn: But how did you know to call it pMS?
Jillian: Oh, I went to the clinic... I started talking to her (the
physician) and telling her when it was happening, and she ordered some
pamphlets for me to read.

Rita described the help of a social services professional in defining her pMS:

Rita: It seems to me I found out about it just by reading
articles, that's what it was... Oh, and my Chìld and Family Services
worker. Actually, she got me into that Women,s Health Clinic. I'd
neve¡ been there, and she introduced me. She took me down there. So
that's why I am where I'm at today.
Madelyn: So it was the Child and Family Services worke¡ who first
suggested you might have PMS?
Rita: Yeah, she knew about it. I'd met so many people who
don't seem to really know what it is I,m talking about. They,ve heard
of it and read about it, but they don't have it... She (the worker) is very
outspoken about her PMS. She knew where I was coming from. Like,
she was trying to unde¡stand.

Partners were also noted as particularly influential in the initial connection of

the general image of PMS to the woman's own situation:

Leslie: Actually it was my husband that noticed. He said, "do
you notice that every time we have really big fights -- þause)." I
mean, like, we argue and disagree, aad it's always been little. But he's
the one that's noticed that it was getting nea¡ to that time of the month,
and he'd say, "you always have -- þause).,' A¡d to him, they,re like
nothing. Like, the smallest things. So, he's the one. ...,Cause he said
that then he had to walk on eggshells a¡ound me and he found that
really hard. And I guess he started watching the calendar. Like, I
always mark it so I know that it's coming. That,s just a habit l,ve
gotten.

ch¡is said that when she began feeling frustrated a¡d confused about her inability to

deal with her step-daughter, she consulted a physician who had given her a booklet on
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the physical aspects of menstruation. ch¡is' situation was somewhat similar to Leslie's

in that it was Chris'partner who initially provided her with the term pMS:

Chris: And it lthe doctor's booklet] didn't mean beans-all to me. I
already knew that! I warted to know what the heck I was going
through upstairs þointing to her headl. Physically, I knew. Mentally, I
dìdn't. Until [partner] came home. I guess he'd been talking to
somebody else that had the same problem [which was described as
PMS]. He came home and said, "Maybe there's meetings you can go
to" -- like we have for drinking, you know? I said, ,'Well, I don't
know. Who would I phone?" And he said, "Phone the Women,s
Pavilion." So I phoned the Women's Pavilion, as silly as I felt, and I
asked if there were ladies' meetings ananged, or any ladies that we¡e
having trouble with PMS." I was saying it, but I didn't know what the
heck it was.

These examples show how the women in the study received suggestions about

the applicability of the social concept of PMS for their own experiences. The most

often cited information sources which helped to guide their thinking toward pMS we¡e

prìnt media and TV, and trusted individuals such as husbands and partners, friends,

health and social services professionals. Parlee's (1987) research supports this finding.

She also noted a class difference in the prefered source of knowledge, with upper

class women gaining PMS information mainly from print media, which tends to be

scientihcally-based and abstracted from familiar contexts, and women in the lower

economic classes gaining information mainly from informal social networks, where

krowledge is linked more directly to personal experience. I would assume from

personal observation that the women in my sample were mainly middle-class.

Although there was a tendency to mention both sources, one o¡ the other was usually

selected as the original source of PMS information.
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In general, it appears that the media treatment of pMS plays a particular rore in

shaping women's attitudes and experiences. As previously mentioned, popular print

media and television tend to focus on physical symptoms and negative moods, with an

emphasis on undesirable behavior (parlee 19g7, chrisle¡ and Lery 1990, Rittenlouse

1991). It is not surprising, then, that many women view premenstrual change as a

negative experìence.

It may therefore be seen as understandabre that the women in the study might

derive their knowledge of the fit between the social definition of pMS and their own

experience through interactions with family, friends, professionals, and through the

media lndeed these a¡e the usual means for knowledge transmission, because it is

language, both in print and in direct social inte¡action, that objectivates experience.

Language, therefore, is "both the basis and the instrument of the collective stock of

knowledge" (Berger and Luckmann 1967:68).

The social image of PMS as conveyed in media and everyday language

becomes more clear in the following sections which deal with the perceptions of the

study participants in regards to causation, occrrrence, the social context leading to the

initial discovery of PMS, and symptomatology.

5.2.1.2 Personal Beliefs Reearding Causation:

Although PMS research to date does not provide a definitive answer as to the

cause of PMS, there appear to be some ideas which are generally accepted. This study

found, fo¡ instance, that the nine women who chose to address this issue mentioned a
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particular condition or influence which they suspected might be related to the onset of

their PMS.'?

Most of the women in the study who were able to identify an origin for their

premenstrual experience felt the influence of cyclic menstrual hormones was most

significant. They described either noticeable differences, as when menstruation ceased

during pregnancy, or when natural cycles were manipulated, such as through birth

control pills or tubal ligation.

Michelle; I think that it was probably the ho¡mones. That,s what I
feel. It's just the idea that your body is making all these extra
hormones and somehow it's affecting you in a different way... During
my pregnancies I was really symptom-free. I didn't have any,thing like
that. I wasn't moody, I was actually calm. And it was nice. As soon
as the kids were bom, it's a whole different story.

Rita: I think I must have one hormone that either cuts out too
much or goes too high. Fluctuation, that's all I ca¡ figure. Because
some women don't have PMS.

Lauren; I was on the pill, too, for a while after my [child] was
born, and then I came off because I kind of wanted to try for a second
baby. So I think now maybe that had something to do with it.

Janet; And after I had my [second child] in '83, then I had my tubes
tied the next day. So the doctor didn't tell me an¡hing, but I found out
later that you shouldn't do that -- you shouldn,t have your tubes tied.
Like the doctor didn't say anything to me about it... Unless my doctor
was afraid I was going to sue him for not telling me. you know what I
mean? Like, I wasn't educated. If he would have said to me, ,,Well,

this might happen to you if you get your tubes tied.,, And of course I
had to sign the paper, so he was legally free. So I probably would be
fine if I didn't have mv tubes tied.

2All of the influences which the women in the study felt may have predisposed
them to PMS were specifically highlighted as risk factors at the Women's Heãlth
Clinic (see Appendix C, PMS: A Positive Approach).
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Kate and Robin mentioned stress and worry as precipitating facto¡s in their

experience of PMS:

Kate; ...probably because of the stress, I'm thinking now,
probably that is what has set it off so badly. A¡d that basically I'm just
showing the signs of two, two-and-a-half years of very stressful life, and
just coping and never getting comfortable.

Rohin: Maybe when I worry about it, it'll happen sooner. A¡d if
I try not to think about it and go on trying to do things - (pause).
Like, maybe that's what it is. Because people always say, ,,you wony
too much. Maybe try not to worry so much." And I say, "you're
right!" (laugh).

Again, the finding that most of the women focus on biological causes is

supported by what is typically portrayed in the media. Parlee (1987), for example,

found that the 'raging ho¡mone' theory was especially popular in the media

representation of PMS, even though research to date is inconclusive.

As mentioned previously, the relationship between pMS and stress has been

studied, although usually on the assumption that PMS causes stress, rather than the

other way around (clare 1985). As well, North American society in particular tends to

view environmental stress as a precipitating factor for many physical and psychological

conditions (see Tesh 1988, chapter 5). There has also been the suggestion that

individuals tend to somatize or psychologize many of their social problems (McElroy

and Townsend 1989).

5.2.1.3 When Does PMS Occur?

At the time of the interview none of the sixteen women was actively charting

premenstrual symptoms, although some of the women mentioned they kept track of
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their periods on a calendar. Sherry, for instance, suggested she had been charting her

cycle in a personal journal for many years, but only in looking back recently had been

able to connect her cycle with symptoms of pMS. Descriptions of when the women

were most likely to experience symptoms of pMS were therefore mostly based on

retrospection. since charting of symptoms was specifically recommended at the

women's Health clinic session (see Appendix c), most of the women felt they would

eventually try this, possibly starting with thei¡ next cycle. Despite the lack of

objective evidence, however, most of the women had little hesitation in describing

their premenstrual phase. As Kate said,

...I can pretty well predict. Like, I'm very aware of my own cycle, and
I can tell when I'm ovulating from the signs of the mucus. And it's
something that I've been aware of for quite a long time. And I,d say
I'm reasonably in touch with what my body does and what it's aboui.

When specifìcally asked at what time of the month symptoms were most

noticeable, many of the women answered it was in the week prior to the beginning of

menstruation3.

Mary. ...it's usually about the same lenglh of time that my
period is, about 4, sometimes 5 days... For two weeks out of the month
I'm fine, a¡d then for a week I'm not, and then for the other week I
have my period.

Sherry: And I've been fighting with my friends a lot for the past
year or so, and I finally realized that it was directly before and during
my period... It's usually about 8 days before my period and I sit there
crying. I feel so alone...

Some of the women mentioned longer pre-menstrual phases:

rSome of the women said "a week or so," some said "a few days,,, some said
"eight days," etc.
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Charlene: And I'll get one week where I really feel human. And
the other th¡ee weeks I'm either going into my cycle or coming out of
it. And coming off it, I feel kind of relieved, but I also feel depression.

Rita: Two weeks before my period stafs, a¡d two days during
my period. Sometimes maybe more than two weeks. Sometimes I felt
that I only had l0 good days, where I felt normal, like I was back on
the ground.

Some of the women felt that it was difficult for them to determine the

premenstrual phase because the symptoms were inconsistent and the fiming was

inegular:

Robin. Sometimes it would be three weeks before, and it would
be continuous all the way through; and sometimes a couple of days
before. And when it happens I don't really care to do very much...
Madelyn. You haven't been able to attach it to a particular part of
your cycle?
Robin: Not really. I k¡ow it's before.

Michelle: But I feel that my symptoms are not just two weeks
before my period. I feel like they're monthly, and I have to start
charting them and see if there's a pattem. F¡om what I ca¡ notice now,
it's very eruatic, and it's hard to pinpoint when exactly.
Madelyn: What about during the time you menstruate? Do you feel
that you're free of symptoms during that time?
Michelle: I haven't really noticed. I have to really pay attention to
that.

Kale: From the time just after my period ends for about a week
to 10 days I feel not too bad. And then the rest of the month is hell...
And now basically it happens at owlation. And it's like the shit hits
the fan and 'oh, here we go again!'

We can conclude from this information that even without accuate tracking of

menstrual cycles, maly of the women were aware of their premenstrual symptoms as

occurring in fairly routine pattems. Again, the premenstrual stage is often desc¡ibed in

the media as occurring in the week before menstruafion. It was evident, however, that
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at least some of the wonen in the sfudy felt their pMS to be all-encompassing and

they did not necessarily feel they were able fo depend on a symptonr-free stage.

5-2.1.4 What Personal Situations Coincide rr¡íth

the Initial Discovery of pMS?

The women were asked to describe their initial suspicions of pMS by detaili'g

how long ago they recognized PMS as a problem and what was occuming in their lives

at that time. Because of the pervasiveness of pMS information in the general domain,

I had originally assumed these women who identified fhemselves as sufferers at the

time of the study would, in many cases, be able to speak of a longer history relating to

PMS. However, all the women described their major experience with pMS symptoms

as being quite recent, ranging anywhere f¡om four months prior to our interview to a

maximum of five years, and most of the women had become aware of their pMS onlv

during the previous year or two.

It is understandable that the women in the study would desc¡ibe a fai¡lv recent

diagnosis, as they had gone to the women's Health clinic session specifically because

they had concerns about conditions which they felt had recently escalated or had

become unmanageable. Although a couple of the women, in hindsight, suggested they

had experienced similar symptoms for a long period of time, and some even felt they

had similar symptoms since puberty, all of the women described their current

experience of PMS in relation to more ¡ecent life events.
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Some of the women described their PMS in terms of events which had

occurred within the twelve months prior to the interview:

Jillian: Well, I've been sick for the last year -- since I had my
baby. And afte¡ that I got sick. It was right after birth and I was sick
for months... So I had it [operation] done right away. And then I guess
it was a week later I had an [another] emergency. I had to go back in
and get opened up again... And the baby's been sick ever since I had
him. He's had something almost all the time... And our older child got
asthma in between, right after I gave birth, and has been in a¡d out of
the hospital... And I don't know if it's all these things -- and now I
neve¡ got to go back to work... And we're living on less money with
four of us, and it's not working out.

Lauren: ...things with my husband had just been progressively
getting worse [at the time of the interview, they had been re-united only
four months after a trial sepa¡ation]... So it's just kind of escalated in
the last week-and-a-half, I should think. But I think what's happened is
there's been extremely high emotions. Like people will ask me how
everl.thing is, and I can honestly say that I am not a happy camper.

Sherry: I was working, and I was engaged to be married, and me
and my fiancee fought constantly. Ald sometimes I couldn't even go to
work because I was just too moody and I'd break into tears [she
eventually was asked to quit her jobl... We (she and her fiance) got
along really well, but every now and again it was like, "I can't take
you. Get out of my way." And he just kind of left and didn't leave a
forwarding address... I don't know what his reasons were. I dìdn,t get
a chance to ask him why. But I talk to his brother still, and his b¡other
says, "Well, he just couldn't take your mood swings.,'

Many of the women said they felt they had had suspicions of pMS for at least

a few years, but they also had other problems that they felt required more immediate

attention than their PMS symptoms . Liz, for instance, had been experiencing

depression and headaches, Mary had been going to personal counselling for two years,

a¡d Robin had been dealing with what she called stress. At the time of the inte¡view,
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they had all come to the conclusion that their problems were not getting better with

the treatments they had tried, and therefore felt they perhaps were suffe¡ers of pMS.

Liz: When I was working, I connected it to stress from work.
But I mean the migraines haven't gone away and the depression hasn't
gone away, and I've been home for two years.

Mary: See, my son is four now, and prior to him being born I
had the usual problems that a person has. But nothing seemingly
overwhelming. And when he was born, the first year I was fine, and
the second year I was kind of going downhill. That,s when I started
thinking about why ever)thing was downhill. Like, I was a single
mom. I had a job though, which is better than a lot of people have in
that situation. But it just seemed, how did I get myself into this
situation? I'm going to have to live this way for the rest of my life, or
for the next 18 years of my life. I'm not going to have any freedom...
Basically what I did was I wrote it off as pMS exaggerates all the othe¡
things that are going wrong in your life. So maybe, instead ofjust
concentrating on PMS I would see about all the other things and then
maybe it wouldn't affect me so bad. So then I was in counselling for
two years. And I did work out a lot of things... But for two weeks out
of the month I'm fine, and then for a week I'm not.

Robin It happened just after Christmas, actually, and I got
really, really depressed. And actually what the doctor and I thought it
was, was the flu. Because I was sick, and I thought, ,what the hell, I
neve¡ get sick like this!' ...I think it was just stress. I was working two
jobs, and the¡e were a couple of things going on with [husband], and
my mom had [an illness]. Yeah, and one of my nieces was sick. And I
wasn't happy at my full+ime job... Well, my doctor said, ,,no, it's not
PMS (laugh). He thought I was just depressed. So he was giving me
these antidepressants. Nothing worked, so I quit taking those.

A couple of the women expressed a longer awareness of pMS, but they were

also dealing \with recent situations that were perhaps made more extreme because of

PMS. Cha¡lene, for instalce, suggested that she now feels she has had symptoms of

PMS since age fourteen. In the last few years, however, she has become disabled and

finds he¡ problems with PMS have become much more significant in her life:
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Charlene: And for me, it's getting ha¡der and harder, because I find
that because of this ch¡onic problem I've had and haven't gotten much
validation for, I find that it [PMS] has grown to where now it seems to
take up my whole life.

Janet also spoke of a longer awareness of PMS. She felt her symptoms were

controllable, but this would require time to care for herself. At the time of our

interview, however, she was feeling pressured to find outside employment, in addition

to her home and family responsibilities, because of the fina¡cial needs of her family.

Working outside the home would not, she felt, allow her sufficient time for the self-

care needed to cope successfully with her PMS.

Janet: WeIl, I am presently looking for a job - and then, yeah, I'm
going two weeks out of every month [dealing with pMS]. But my
husband says, "maybe work will be what you need. Keep yourself busy
and then you won't think about it." But it doesn't go away... A¡d at
work you car't go, like they suggest, I was reading those pamphlets at
that meeting, you know, go and have a hot bath and stuff like that, and
relax and eat well... A¡d the problem is, I need to work. Like, I would
be happy to stay home. But I have to work, that's the problem.

Some of the women with a longer awareness conveyed that they felt their pMS

was more significant recently because of particular occurrences that tended to make

coping even more diffrcult.

Kate; [Husband] lost his job, and he had been unemployed for a
full year. And during that time, [her union] was on strike. A¡d we had
just bought this house. I mea¡ our lives were just in complete chaos
and turmoil. But we sort of managed through that, and then in the fall
[husband] frnally got a job again. And we'd finally decided that I was
going to go to work full time and he was going to stay home and
become a house-husband. We'd made that decision and were going
with it, and then he got called for a job... so I work shift a¡d he works
shift. It's been quite chaotic. We had to find a babysitter really
quickly... [Now] his job is going down. They're liquidating and he
doesn't know when it's going to end. He could go in tomorrow and
find the doors locked. So there was real.ly a lot of stress in the fall.
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A¡d that's when I started noticing that things were getting really bad.
There's lots ofpeople going down. But when it,s happening to you,
you've got to figure out a way of dealing with it. Just too many things
have happened all at once, not of our doing. It,s like my pMS ....r=to
have kicked in in grand style.

PaI: My son got suspended for three days, and then we had
him tested and found out that he has attention deficit diso¡der... So I
had to deal with all that jusr before Ch¡istmas. So that's why I decided
to take some time off and get some of these things sorted out. They
posted my position as an indefinite one. My docto¡ thinks I should be
off for about six months to a year -- just to try to sort out some things.
Like, it's not just PMS, but I know that's a good portion because I,ri
finding that I can handle things a lot better when I'm not premenstrual.

To summarize, all of the women in the study related fairly recent situations in

their lives that they described as releva¡t to their experience of pMS. It might be

suggested that these personal situations provided an impetus to seek out more detailed

infonlation, such as attending the information session at women's Health clinic, in

order to question or confirm their suspicions of the appropriateness of pMS as an

explanation for their curent experiences.

It might also be hypothesized that women may be socially motivated to seek

biological/psychological explanations for social problems they are unprepared to deal

with, such as economic and employment difficulties, or coping with a child with

behavioural problems. As was mentioned previously, pMS has been depicted as a

syndrome which has been specifically influenced by the patriarchal cultu¡e within

which it exists (T. Johnson 1987).
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5.2.1.5 How Women Experience PMS

As a way of describing their experiences with PMS, the women in the study

were asked to recount their symptoms. From the information in the women's Health

Clinic session, as well as general knowledge in the social domain, the women in the

study were aware of the overwhelming range of physical, emotional, and behavioral

symptoms commonly att¡ibuted to PMS. Almost all the women specifically identified

emotional symptoms often associated with PMS as the most troubling for them

personally, including anger, depression, and initability. Most were also aware of

certain physical changes during the premenstrual time, but often mentioned these only

after specific probing. The physical symptoms mentioned included bloating, fatigue,

food cravings, appetite loss, breast pain, backache, joint and muscle pain, and

headache. Symptoms related to menstruation were also mentioned, such as cramping

and heary bleeding. In most cases, the experiences with physical symptoms were

reported as aggravating but not debilitating (the exceptions being Liz's migraines and

the influence on Judith's and Charlene's ch¡onic health problems).

Nine women specifically described their PMS in terms of feelings of anger, an

anger they often felt was not warranted. Two others mentioned initabilitv or

moodiness, coupled with violence.

Mary: Uncontrollable anger. Massive initability. And that
initability was really hard to explain. I still have it. It's not physical,
and it's not emotional. But it's like a fine line between the two of
them. Nothing specifically hurts physically, but nothing at all feels
right. Nothing.

Lauren: I'm more emotional. I have a problem with anger. I
don't know what I'm angry about... It's like I'm crying out. I just cry,
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because I'm very, very sensitive to a lot of things. You look at me the
wrong way, and I'm just crying.

Chris: My anger -- blown out of proportion. Little things got blown
way out of proportion. I could take a mole and turn it into a mountain.
It just got worse and I had no control. None.

Rita: And my most severe symptoms are anger and the
irritability... about nothing. It's ridiculous, it seems. And when my
period's over, I'm okay -- for awhile.

Jillian: No patience, iritable and I snap fast. A¡d I've been
violent wjth my husband, which -- we've been married [over l5] years,
and it's never happened before.

Gerry: Very nasty. I guess I feel like I'm very mean. Like i
feel like I'm so angry, you know. I've got a mouth on me.

Leslie Oh, I cry really easy and I get angry at every little thing.
I get clumsy, I get really defensive. Like he [husband] can just say
something that he means in a humorous way and I just "Oh, blah, blah,
blah! Oh, just pack my bagsl"

Some of the women also mentioned depressiona and crying;

Liz: Like this month, when I got my periods, this was a really
bad month for me. Like, the PMS was really bad. A¡d the last time I
had a really bad depression was eight months ago, I believe it was.
Like sometimes they're really - (pause) It's just sort of like you're in a
bad mood, where you can just slough it off. But this time I was really
depressed. I cried a lot, and moped a lot. And I got a migraine like
everyday.

Kate: And for me, the worst symptom is the screaming. I just
get into screaming. And I can't stand the rages... But I've been really
suffering from some depression, some really severe depression now in

oBoth Liz and Kate were taking anti-depressive medication at the time of the
interview. Robin had also previously been prescribed a similar medication but was no
longer taking it.
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the past two months. A¡d I haven't been able to keep up the
motivation.

Pat and Michelle expressed their experience in relation to feeling ¡estless a¡d nervous:

Pat: I find I start becoming very restless. I don't know what
to do with myself. Especially if I've got free time at home and I'm
premenstrual. There'll be things to do in the house but I just don't
want to do them. I get restless and just want to look out the \¡/indows.

Michelle: I noticed that I was getting really edgv, like, I had always
been more or less a calm, easy-going person. And I found that I was
easily nervous... I have other symptoms as well, and it's really, really
gotten much worse. There are days when I don't even want to get into
my car. I feel like there's a big cloud around my head and I have a real
hard time focusing on anything. I'm easily distracted and very absent-
minded.

Judith was the only woman in the study who spoke solely of physical

symptoms relating to PMS; in her case, a sleep disturbance which she had found

significantly affected her ch¡onic health problem:

Judith: ... at flrst when I sta¡ted to experience being wakeful,
where I hadn't slept at all, I thought it was stress. But there was
nothing on my mind when I lay awake, whereas in earlier years I had
tension headaches and it was very different from the kind of
sleeplessness I've had more recently. And finally I just noticed a
pattem every month, that it was premenstrual, and I wondered if it had
anJ'thing to do with my period. And then I consulted with a [health
professional who was a co-worker] who said it was possible a¡d gave
me a chart to plot things out.

In sum, the women in the study described their experiences of PMS mainly in

terms of emotional and behavioral symptoms, and the outward effect of these on

personal performance in dealing with other people and daily tasks. Examples includes

Jillian's violent interactions \'r'ith her husband, Leslie's defensive attitude, Gerry's

reference to having a 'mouth on me' (implying that when angry she is apt to say
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things she feels others may consider inappropriate and that she no doubt regrets), pat,s

lack of motivation to do housework, and Michelle's not wa.¡lting to get in her car to go

to work.

Although the women in my study overwhelmingly emphasized premenstrual

anger, irritability and moodiness, they were also aware of a whole range of changes

that are felt to coincide with the menstrual cycle:

Charlene: Well, I think it's true there's 200 different symptoms. I
know I get the strangest symptoms that I k¡ow are only related to being
premenstrual. Like yesterday, I found a dry patch of skin over my eye,
and I never get that except before my period. And I get those scaly
patches all over, my skin is very dry, my hair falls out, I get more ear
wax -- you know, it's just kind of silly. I get more allergies, I sneeze
all day, my nose gets blocked, my eyes get sore, my eyelashes fatl out, I
get hair on my chin -- all these really strange little things. But they
don't occur the rest of the time. For that one week when I have my
period I don't have anlthing like that, I actually feel healthy. So, I
have noticed quite a number of things.
Madelyn: And does noticing these symptoms tend to make you
angry because you know that you're becoming premenstrual again?
Charlene; Well, I don't feel so much angry as annoyed. I get
annoyed when I get hair on my chin. God, it's so ugly!

The data which comprise the concept of Awareness highlight the way in which

the women in the study began to understand how the general image of PMS as a

medical syndrome could provide an explanatory model to describe their individual

experiences. The data show that the women get their initial knowledge from the

media and from intimate others. These sources provide a framework for understanding

PMS as an objective reality, and for understanding a womar's own institutionally

controlled behavior and attitudes in particular. F¡om the knowledge the women

received, they gained insight into the particular influences and ¡isk factors which might
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predispose them to PMS, when to expect symptoms might occur, and the range of

symptoms usually attributed to PMS. On this basis, the women were then able to

describe their personal experiences in terms of PMS.

5.2.2 P.M.S. "Possibly Makes Sense"

The data suggest that an awareness of pMS in the general domain led them to

delve further into their own experience in o¡der to understand just how pMS, as an

explanatory model, might fit. shaping individual actions and attitudes is the part of

reality construction Berger and Luckmann (1967) call internalization: the acceptance

of the natural attitude and the assimilation of social knowledge. I call the category of

data from this study which describes the internalization process p.M.S. possibly Makes

Sense.

The properties of data in this category describe how the women applied the

generally accepted understanding of PMS to themselves as individuals. For instance,

the women described similarities between their recent experience with pMS and other

past experiences in their lives. They were also able to detect similar patterns in other

female members of their families, and some even depicted pMS as a unive¡sal

phenomenon. The women also delineated explicit images of pMS in relation to its

effect on their social lives and intimate relationships, a¡d their feelings about

themselves (self image) in regards to having PMS. Lastly, all of these feelings,

images, and observations appeared to lead the women to explicit reasons why, in their
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individual situations, PMS might indeed be a plausible explanation fo¡ thei¡

experience; or in other words, why they might diagnose themselves as having pMS_

I would like to note here, however, that the women were not specifically asked

for their opinions as to whether PMS qualifies as a medical (physiological or

psychological) problem. The intent of the study was to elicit descriptions of the

experience of PMS framed in everyday language a¡d understanding; therefore, I did

not feel a question relating to the specifics of medical versus everyday language would

be relevant. I also did not feel the question would have been beneficial in helping the

women organize their thoughts regarding their experiences of PMS.

My analysis of the process by which the women in the study came, or were

coming, to the conclusion that PMS was a fitting description for their situations,

suggests that this process of self-labelling can aptly be called self-diagnosis for the

main reason that PMS, and women's reproductive functioning in general, is couched in

the medical language and imagery of cause + diagnosis + treatment = cure.

Suggestions of causation were described in the previous section relating to the concept

Awareness, and fhe women's ideas about treatment will be included in the discussion

of the concept Validation, in the third section. At the end of this section on P.M.S

Possibly Makes Sense, it will also be shown that the women in the study a¡rived at

thei¡ understanding of PMS as an appropriate diagnosis despite the fact that thei¡

physicians did not necessa¡ily support this self-diagnosis.
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5.2.2.1 Past Experiences

The women in the study spoke of other conditions or experiences which were

felt to be similar to their experience of PMS. A situation described by seven of the

thirteen women with children, and considered to be different from PMS but similar in

effect, was post-partum, or post-natal depression as it is sometimes called. For

instance, Jillian, whose second child was barely one year old at the time of the

interview, said that after her first child, "l had post-partum blues for a long time."

Kate: I think I had, looking back, some post-partum depression.
I had a much harder time with the first one, but then I was an
inexperienced mother.

Gerry: That support group I went to [the PMS information
session] -- I went to one for post-partum depression. I had that. I have

th¡ee kids, and the fi¡st two times I didn't know what was going on; and

the third time, when I spoke to someone at the hospital, they suggested
the group and I went to it then.
Madelyn: When you were experiencing the post partum depression,
were those symptoms similar to what you're experiencing now with
PMS?
Gerry: No, the post-partum was worse. Because with the PMS
you know it's only going to be about two weeks, whereas with the post
partum it was just always -- every day.

It may not be surprising that lvomen see a close resemblance in the experiences

of post-partum depression and PMS. As mentioned previously, others have also noted

the similarity between the two regarding problems of definition, symptomatology,

occurrence, and causation (Ussher 1991).

In contrast to the post-partum depression which the women desc¡ibed as

different from PMS but similar in effect, the women also related past experiences that

at the time of the interview were suspected as actual symptoms of PMS. These other
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experiences included, for instance, Judith's sleep problem, and Liz and Kate,s

depression. Gerry also described what she called anxiety attacks, and suggested that

she had begun to wonder if this too was related to PMS:

Gerry: She [doctor] has seen me through a few anxiety attacks
already -- once in her office, and once at the dentist when they had to
take me to the hospital.
Madelyn. Was that related to PMS?
Gerry; I don't know. That's what my friend was asking me and
now I'm wondering too.

And Lauren was starting to wonder about the role her suspected PMS may have played

in the marital problems she had been experiencing:

Lauren: We were separated for eight weeks. I believed that
maybe it had to do u'ith other things. But now, because it's gotten
progressively worse, maybe it was because of the PMS.

A couple of the women said they felt they had 'always' had feelings and

behavior simila¡ to what they were experiencing now with PMS. Some of these

women, in retrospect, felt that they had been experiencing symptoms of PMS since

menarche.

Leslie: I would say after the babies they got really, really bad.
So I'm sure I had some post partum mixed in with that too, but I'm nol
sure. I know they got really, really bad... But now that I know that I
suffer from PMS I can go back to right from the beginning when I
actually starled [menstruating]. I've always been a depressed person
and things really bother me.
Madelyn: Did you notice that even early in your life these feelings
tended to be localized around the time of menstruation?
Leslie: No, then I didn't know. It seems like since I've had my
children that my period is a lot more regular. Back then, everything
bothered me. Like, I've always been a super sensitive person. So, you
know, every once in a while I'd fly off the handle, like be super
depressed and ugly and I never connected it being my period. But I
assume now that that's likely what it was.
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Sherry: I've been charting my period since I first started when I
was twelve. I keep a real thorough journal of every.thing that happens
to me, and I was going back through it with all my calendars. And it
was, oh yeah, all my fights and really bad sicknesses, and having to
spend weeks in bed in stuff, are right around my period. So, I'm really
weak when it comes to that.

5.2.2.2 Famlly

It has been suggested that symptoms of PMS may follow familial patterns; i.e

genetic factors or socially learned behavior which predispose some women to pMS.

Therefore, all of the women in the study were asked if any other females in their

families had PMS. Nine of the women said their mothers exhibited similar behavior.

Twelve of the women also felt their sisters might have PMS, but most had not

specifically discussed it with them. one of the younger women in the study said she

knew her grândmother had also acted in ways similar to her own premenstrual

behavior. Other examples include the following:

Gerry; Yeah, my mom. She went tkough post pa¡tum, and with
PMS she's said she really had a hard time.

Leslie: Actually, my mom and my two sisters. I'm positive
that's what it is but I've never gone up to them and asked them. Like,
my mom thinks this is all...þause). It's so funny that I see it in her and
I can tell because she's exactly like I was -- she'd go off the wall all of
a sudden. A¡d now when I see this as a adult I think "oh, my
goodness." And my two sisters do too.

Pat: When I mentioned to my siste¡s about going to that thing
last week [the Women's Clinic information session], they said, ,,oh, we
should go too, because we have that." So it wasn't anlthing we,d
discussed before, but...þause). When I look back at my mom, I,m sure
she had that too -- the depressive stuff before your period.
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Kate; I can definitely see it in my mother, and when I look
back to my growing up I would say that my mother went through very
much what I'm going through now... Everybody thought my mother was
so wonderful, just a really wonderful person. And she is, and was. But
at home was when ever¡hing came out. And I find myself repeating
that pattern.
Madelyn: When you were a child, did you think that other mothers
may have been this way in their homes too?
Kate: No, I thought it was just my mother, and I felt that she hated
me. And she didn't know. There was no handle or name or anything
else to put on it in those days.

Liz said she could also see evidence of PMS-related behavior in her daughter:

Liz: I see my daughter's gonna be the same way. The week
prior she's very moody, very outspoken, ve¡y emotional. She cries easy
anyway, but I can just see her being that way. 'Cause I can always tell
when they're coming. She'll fly off the handle, just like me.

Ch¡is was the only woman in the study who did not name a female relative as

showing signs of PMS, although she said she did remember her mother acting

irrationally. As her mother was older, however, Ch¡is said she assumed her mother,s

actìons were related to menopausal change.

Berger and Kellner (1964) have analyzed the construction, maintenance and

modification of a consistent and personally meaningful reality when an individual's

identity is altered; in their case, when one enters a maniage. Their analysis is also

useful in understanding reality construction when identity is changed due to the

acceptance of a classifying label such as PMS.

Just as in accepting a new identity as a marriage partner, the acceptalce of the

label of PMS gives a woman a new identity, or a new vantage point from which to

view the world: past, present, and future. PMS can thus offer a new and meaningful

reality which helps women understand themselves in relation to the world at large.
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The new reality is not immediately concretized in one's biography, but is continually

redefined in the dialectical process of social interaction. The overall result, however,

is "a hardening or stabilizaîion of lhe common objectivated reality" (Berger ønd

Kellner 1964:9; emphasis in original).

The new reality of PMS brings stability to previously uncertain situations.

women can now explain their confusion about their immediate feelings and reactions.

These explanations extend to the past, as well, where biographies are reinterpreted in

light of the new reality. Hence, women begin to view previous experiences (post_

partum depression, depression, marital problems) as related to, or caused by, pMS. In

this way, the past becomes meshed with the present, as the way things are, and the

way things have always been. As found in this study, the behavior of others,

especially significant others such as mothers and sisters, may also be reinterpreted in

terms of their new understanding of the world. As will be seen in the next section,

this judgement also extends in a general way to all women.

5.2.2.3 Universalitv of PMS

Some of the women described PMS as a universal phenomenon, in that it is

experienced by a lot of women. It was felt, however, that many women may be

unaware that thei¡ experience is a result of PMS, or, even if they are aware of pMS,

they may be denying it is a problem for them.

Janet; There are a lot of women -- like, I have a friend, she goes
through it, but she won't get help. And she's yelling at her kids steady.
It's just a constant yelling, yelling, yelling... There's pMS everywheré
now. And I don't know what happened. I guess it was always there,
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but now we talk about it. And not ashamed about it either. And how
many women will lose their husbands, or say they want to?

Mary: The women I know or would feel comfortable talking to
about this, are very few. But [at work] I talk to all the ladies there.
And I've been asking them in the last week what they think about it,
and pretty well every one has said no, they don't have it or they,ve said
'I have something else' sort of thing. I've just been quite surprised by
it because it seems to be more widespread than a lot of women think
and yet they haven't realized it yet -- or just aren't naming it. I talk to
a lot of women on the phone and you can tell when they're having a
really bad day or a bad stretch of days, but I haven't noticed that
they've acknowledged it as PMS at all. So, if all women knew that
PMS was a facto¡ and a very integral part of having the whole cycle, I
think it would make them much better off to begin with.

The identihcation of denial has been found to be particularly related to the

institutional power of medicine. Fo¡ instance, studies of obese adolescents who

inìtially denied their condition, found that "only with the help of biornedical personnel

did they begin to deal with the reality and recognize their disease,' (Ritenbaugh

1982:358). Mary seems to be suggesting a similar pattern for PMS sufferers: ,if they

knew they had PMS, they'd be better off.'

Sheny feels PMS is experienced by men as well as women:

Sherry: I'm pretty sure men have it too.
Madelyn. You mean that men have cycle changes?
Sherry: Yeah. Actually, I'm positive that that happens. And it's
strange because with my [male] friend, it seems to be at the same time
that I'm going through my cycle. And then he's just as moody as I am.
I don't know if he picks it up from me or what, but we're fighting.

To summarize, in their attempts to discern the appropriateness of pMS as an

explanation for their present experience, all of the women in the study described

observations of PMS in their own past behavior and feelings, a¡d/or in the behavior of

other women they know. PMS is particularly evident in the members of one,s family,
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but also is felt to be a fitting term to explain or justify the behavior of women

generally. These observations may be seen to help women understand the applicability

of PMS in their own lives.

Berger and Luckmann (1967) see the internalization process as involving

nihilation, mechanisms of reality maintenance and modification that eliminate the

possibility of views opposite to that of the current reality. These include

reinterpretation of an individual's past and present biography. Nihilation also involves

the attempt to account for all definitions of deviance in terms of one's own reality.

Thus, all women who exhibit initability, anger, depression, dissatisfaction with their

lives, etc., may be described as sufferers of PMS. In other words, PMS can be seen to

be a universal phenomenon for women if irrational behavior is seen regularly in the

population. In Sheny's case, she feels this pattern is also detectable in men; however,

she suggests that men may 'pick it up,' or become infected, from contact with a

premenstruaì woman.

5.2.2.4 Imaee of PMS

The women described the impact of premenstrual change as they spoke about

their lives. Their portrayal of PMS can be grouped into three distinct images: a

sudden change in feelings and behavior, a perceived lack of individual control ove¡

behavior, and a decreased ability to cope with everyday problems and stress. In

describing PMS, the women also highlighted what conditions made their symptoms

worse ot better, and what effect PMS had on their ¡elationships with others. Being
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able to concretize these images and feelings about the phenomenon known as pMS

appears to help the women define themselves as 'having' PMS.

In regard to the first image presented, that of PMS as a sudden change, Lauren

made the following comment:

Lauren; That's when it clicked in. That's the second time l,ve
become aware as to how 'baog' - from one minute to the next - that,s
the second time I've noticed how d¡amatic that change is. It's not been
like something I gradually move into over two or three days. It was
actually as if someone closed the doo¡ and I was in another room. I
was a completely different person that quickly... there was one day we
were driving to work and I said, "I can feel it coming. I'm going to
have a shitty day." And that was so bizarre. I thought to myself, 'l'm
going crazy.' You know?

Michelle said the impact of PMS is noticeable as soon as she wakes up in the

morning:

Michelle; ...I wake up in the morning and I just feel doom and
gloom, you know, it's really bad. That sets me off.

A¡d Pat has noticed a difference as soon as she gets home after work:

Pat: It just seems like I can be singing and laughing on the
way home from work, but then I get to the door and it's just like
'wham.' Just like that. And I don't even know whe¡e it's come from.

Although the onset may be sudden, however, PMS is felt to be temporary and this

makes the effects easier to deal with:

Robin. Oh, my mom just says, "Oh, don't worry, you'll get over
it." 'Cause when it used to happen I would really worry about it. I
would get these feelings that I didn't want to stay here, I wanted to
leave. A¡d my mom would say, "Oh, no, no, don't worry. It'll go
a\¡¿ay. 

r' A.nd it does go away. But when it's happening, it feels so ¡eal.
And that's what's hard to understa¡d in my mind, like, 'why am I
feeling this way?' You know?
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In addition to the notion of PMS as temporary each month, Judith also relayed

her hope that PMS is only related to one stage of a woman's life.

Judith: I keep thinking I'll grow out of it -- keep hoping that it,s
partly just a transition phase, you know, between puberty and
menopause. I keep hoping this is just a phase.

The implication is that, although PMS is commonly believed to result from hormonal

changes which regulate the menstrual cycle, some women, such as Judith suggests,

might not believe the symptoms of PMS will cease after mcnopause.

In the following comments the women describe the second image of pMS, that

is a lack of control which often results in unwar¡anted behavior such as yelling or

crying for no reason:

Liz: To me, I can't control it. I'm aware of it, but after the
first couple of bouts it's like a different feeling. I wake up angry, I go
to bed angry. A¡d if I'm depressed for more than a day, then I know
it's PMS. And I'll connect it, and I'm aware it's the¡e. But to control
it...(pause). Like, I can't say, 'okay, this is PMS. Make yourself be
happy.' You just can't do that.

Jillian: I can almost tell that it's going to happen. Like, ,why

did I snap at that,' you know? And then I keep on feeling it happen,
and I kind of warn my husband, that I feel this happening to me -- and
I can't stop.

Lauren: You walk into a cloud; you walk out of a cloud. you
know? Your emotions are much more magnifred and nobody
understa¡ds you. You do things that are totally uncalled fo¡. And the
big thing, the bottom line is, you're out of control. Or, you have no
control. That's the first thing.
Kate: I'm very unreasonable, and I just cannot seem to get a
grip and stop it, you know. There's almost somebody that sits behind
me a¡d sees what's going on. But how to make it stop when you're
sort of mid-way? ...And it's like the shit hits the fan and ,oh, here we
go again!'
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Related to a lack of self control is the feeling of being an altogether different

person, or a fear of being crazy. Scambler and scambler (1993) comment that several

authors have noted simila¡ responses from women who sometimes refer to themselves

as Jekyll ard Hyde characters. These women see themselves as capable and loving

'most of the time,' and then suddenly find themselves in the reverse.

Rita: It just stops your life. You're in a different world.
You're a different person. You're just not the same. I always feel like
I'm somebody else. I'm a temperamental bitch when I have pMS.
Otherwise I'm easy-going.

Pat: I find that I can be at work and ever¡hing can be fine
And then I can come home, walk in the door, and the simplest little
thing can just trigger me. And I just become like Jekyll and Hyde.

Janet: I was like two different people. He [husband] has even
commented on that. He doesn't know which dominates -- which makes
you sound schizophrenic. . . I guess we do feel like Jekyll and Hyde, for
me, ten days before my period.

Jillian: He [husband] was talking like I was crazy. And I said,
"Well, I'm not crazy." A¡d then I like, boom, boom, boom -- went
from one thing to the next. And I'm telling myself 'stop,' but I
couldn't.

The third aspect relating to the image of PMS as presented by the women in

the study is a decreased ability to cope with everyday problems.

Liz: I find that little things will bother me, where normally it
wouldn't. Like someone will say something to you the wrong way, and
you can sort of slough it off, 'Well, she's a witch,' or whatever. And
just laugh, right? But when I'm premenstrual, I take it to heart... That's
the only way I can express it. It's things that aren't any different that's
happening in your life -- 'cause everybody has arguments, or
everybody's kids a¡e bad -- but you're mo¡e apt to be more angry, and
it just sets you off faster.

Charlene: It's just when I'm premenstrual that feel like I have no
coping ability... I thinl{ that the PMS just makes whatever particular
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problem that happens more severe and more noticeable, whereas you
might be able to hide it from yourself or fake it with other people when
you're not premenstrual. When I wasn't premenstrual I think I was able
to just keep my anger at bay. But premenstrually I found I was no
longer in control... I have a lot of other issues that cause me difficulty.
But, like they say, they finally just get exaggerated when I,m in my
period. And I seem to go looking for some kind of a fight. It's almost
like I need to strike out at someone at that time.

In addition to the view that everyday stress is magnified by pMS, Rita and

Lauren suggested that unresolved problems from the past worsen their experience of

PMS. For instance, when Rita hinted she had been abused by her husband, she also

mentioned a previous situation of abuse she had experienced as a child. she had since

forgotten, or perhaps repressed, this experience, but had been recently reminded about

it in conversations wirh her sister:

Rita: I had put that away, I guess, in the back of my mind
But it still stays there, and I guess it bothers me a lot more than I admit.
So all that combined, and if you already have pretty bad PMS
symptoms, then I know now, you have to deal with those things, or
else.

Madelyn. So you find that all those past stresses in your life tend to
become even more diffìcult to deal with when you're premenstrual?
Rita:
now.

Oh. yeah. They make PMS a lot worse. I know that

Lauren: I think what's happened is obviously I,m ticked off
because I'm really, really strung out at that particular point. And
obviously there's something wrong -- so what is it? Then I thought,
okay, fine, it's not coming from my calm level, it was probably coming
from last month's because I didn't resolve that.

When PMS is viewed as a real object, outside of individual control, it is seen

to affect all aspects of women's lives. Because of its pervasive inJluence, the routine

responsibilities that the women dealt with became more difficult to manage.
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5.2.2.5 Factors Affectine the Exnerience of PMS

In order to help the women in the shrdy describe their experience of pMS, they

were asked what factors made their symptoms worse, and what made their symptoms

better.

The major factors cited as making PMS worse were responsibilities such as

children and housekeeping; and the major situation cited as making PMS better was

the possibility of getting away, or just having time to oneself, which most of the

women in the study felt was difficult to achieve.

Leslie; I wish everyone would just leave me alone. But, I mean,
I've got th¡ee kids and a husband and I've got a house to run. So it
seems like I'll be okay, but 24 hours later I'll be just, you know --
(pause)... Any other time I love doing things for people. I'm always the
one that says, "Oh sure, I'll come over and do this"; or "Sure, I'll be
happy to help." But when that time comes it's like, "Why can't you
guys help me?" You know, I seem to think, "I've got these few days
that are really bad and why can't you guys help me?" So, yeah, I guess
people [make PMS worse]. At least if I didn't have them in the house,
well then I could stay in bed if I felt like it or I could take a nice, long,
hot bath. But no, I've got to get up and do this, ¿rnd I've got to make
the beds, and make supper and so on. So, I guess it initates me that
I've got to do this for all these other people.

Janet: Of cotxse stress and the children acting up. I was trying to relax
and have a bath. And they were fooling around in the living room.
Well, I'm yelling from the bathroom, 'Cool it!' And my husband was
sleeping. Well, the more I yelled, I was getting madder a¡d madder a¡d
tense. And I said, "Well, I may as well get outl How can I have a
relaxing bath!" So when I came out I was just, 'arghh!', you know, and
that just set me off.

Gerry: You just kind of want to be on your owrt when you have
those feelings, but you really ca¡'t when you have kids. You can't
really go off by yourself... You know, when I go through my PMS, I
guess I would like to have a little more help and yet I don't like to ask
for help... But when I'm not going through PMS, I don't care if I don't
get help. It doesn't bother me if I do my dishes on my own. you
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know, it doesn't really... I'm fine running my household on my ow¡.
But during that time, I guess I just feel tired, eh?

Rita: I would say for the past couple of years l,ve been up
every night with the kids. Maybe I've had ten nights where I've slept
through the night. I was really over-tired a¡d I wa:rted to just drop on
the spot. In the middte of cooking supper I had to just practically sit
down. But of course you can't. You have to keep going. Things have
to be done.

Pat: A¡d I find it difficult because I'm a single parent with
two children. And I've tried to explain it to them, like, ,'Ignore me
when I get like this." But I have a hyperactive child who thinks thar
Mommy can't go off by herself, and that he should be with me
constantly. So, that's difficult.

Judith commented about the stress of her job, coupled with housekeeping and family

expectations:

.Iudith: Often my job takes me to 5:30 a¡d then on weekends
there's generally things to read. It's very demanding. So the
inflexibility of the typical work day, to me, is a significant banier or
hurdle, and it's a big problem with me in terms of maintaining my
health, and then with premenstrual changes as well... So, throughout this
I've begun to appreciate how much more work around the house I was
doing than other people. Especially at the end of your work day to have
to come home and put meals together. But everybody wants Mommy to
work so we can go to neat places and stuff like that.

Even Charlene, who lives by herself, commented on the need to be alone when she is

experiencing PMS:

Charlene; The only thing that works for me, because I really have a
problem being assertive, is just isolate. I hnd it's much easier than
trying to explain myself, and it's much easier just to stay away from
people at that time.
Through discussions of what makes PMS better or wotse, the women were

again able to develop their understanding of what is commonly called pMS in relation

to thei¡ own sih,iations. The data suggest that, for some of these women, pMS had
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become the explanation fo¡ difficult situations. It was not the stress of raising children

or the drudgery of housekeeping, often after a full day's work, which was the problem

- PMS was the problem. The women therefore expressed the desire to be alone so

they could collect themselves. Their PMS was described as temporary, and they

*ould soon return to normal.

5.2.2.6 How PMS Affects Relationships with Others

In regards to work outside the home, the women expressed their fears of not

being able to do their job adequately when they were premenstrual, and their

perceptions of negatively affecting the work of others:

Chris; l've found what happens is that I don't want to go to work. I
feel if I go to work I'll scream. Or working with a customer, I'll drop
something. I worry about a lot of things, because I never know what
I'm going to do next.

Pat; At work I find I'm all of a sudden jumping on a
bandwagon. Like, "You're right. We've got a problem and we need to
get this done and we need to get it done right now!" And somebody
else will say, "Whoa, slow down, slow down." A¡d then I'll stop and
think and say, "Okay, I see what's happening now."

Although Sheny, Rita, and Janet were unemployed at the time of the interview

they described how PMS had affected their jobs in the past:

Sherry: When I was working, I would book off. Like when it
was going to be really bad I'd call my manager and say, "Listen, you're
not going to want me there anyway, so you might as well just bring
someone else in for me."

Rita: I know I'd get so testy sometimes during work that it
really affected the other girls. I think they had a bad day because of
me, because I used to get so angry about things.
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Janet: I don't know, it could have been my pMS, but I just couldn't
function. Just couldn't get the work done. And they had warned me
my work wasn't up to par. I was so embarrassed I thought I'd better
leave befo¡e they fire me, because they can only give you so many
chances. A¡rd it's the kind of work I used to do before I had mv
[second child]. Things have to be done a¡d there's.ro 

"*"rrr". 
?ou

can't say you have PMS (laugh)... I mean, you can't phone in sick all
the ten days.

The implication here is that pMS negatively influences a woman's ab ity to do

her work. This is acceptable however, "so long as one understa¡ds that some women

have PMS and special allowances must be made for them at'those' times. so, women

may disown and pity either other women or parts of themselves while maintaining a

basic view of women as reasonable, consistent, acceptable human beings,, (Laws

1983:22).

Kate was the only woman interviewed who talked about her work as an a¡ea of

support:

Kate: ['ve leamed to cope with it at work. I also wo¡k with a
really great group of people. So I don't feel I have to be on top of the
world every day when I go to work. I get a lot of support at wìrk. It,s
probably one of the most supportive spots in my life right now, given
that everything else is really tough at this poìnt. I really love wliat I do.

Social activities with others were described as being particularly trying when

experiencing symptoms of PMS. Generally, the women said they found it difficult to

frnd the motivation to socialize when they were feeling premenstrual, and in

Charlene's case, even to book a doctor's appointment.

Michelle; I find it difficult socializing. I,m also so much more
sensitive. Someone will say something and I'll take it the wrong way.
A¡d I feel very sad or very down on myself.
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Ri¡a: I find it hard just to make a decision to go oul

Leslie I would still go to my [women's group]. But if there
were evening things, to be with my husband, then I wouldn't want to
go. I don't know if I'm af¡aid that he'll tell everybody, ,,Oh, she's got
PMS." I guess I'm afraid that everyone will be able to see it, because
I'm such a crab. But in my group I feel comfortable being around the
other women, because I know there's a lot of women who feel the same
way I do. But I don't like being around men at that time, because they
all think it's so funny and joke about it, a¡d that really bothers me. A
lot of times he [husband] will joke and say, "Oh, it's that time."

Along with interpreting the effect of PMS on work and social activities, the

women also presented their interpretations of how others viewed their pMS-related

behavior:

Robin: I'm pretty lucky in one way, because [hùsband] is pretty
understanding. If I get like that he'll just say 'don't worry' and try to
talk me out of it. Sometimes he gets a little upset, but I guess you can't
blame him there (laugh).

Michelle; Well, my spouse is very understanding. But it's hard for
him, as well. I mean, I can barely understand it. I don't know what
ticks me off half the time. And then I get so moody or angry.

Janeî; lHusbandl finds it really hard. As the years go on, he's feeling
mo¡e and more drained. But he's very patient. There are times when
he doesn't want to come in the house. He stands at the door and says,
"is it safe to come in?"

Rita. I've been angry at them [the children], and I yell at them.
And I've smacked them. How did they ¡eact? Hurt. Very hurt.
Because it was often un¡easonable. Like if someone spills a glass of
milk, that's to be expected from a kid that age. A¡d it shouldn't cause
angry feelings. You should just clean it up, you know. But I would go
on a¡d on arrd on. "Why did you have to do this? Mommy's not in the
mood to wipe up. Stop spilling." And that's, to me, unreasonable.

Liz: [Husband] doesn't like the person I am. He wants that to
change, like the anger, because we argue over stupid things. And then
I'm the type of person who will hold a grudge. Like, if you get me
really, really mad, I won't talk to you for a week. A¡d if it's the week
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of my PMS - like, normally I'd give in if I wasn'r PMSing, bur if we
get in an argument the first day of my PMSing, well, I'll cany it
through. And I just won't talk fo¡ a week.

The women in the study generally felt that others, especially those with whom

they are intimate, see the behavior they attribute to PMS as being unwarranted,

difficult to understa¡d, and in need of change. As will be seen in the next section on

self-image, these impressions extend to the women's descriptions of themselves in

¡elation to PMS.

In general, the image of objectihed PMS as presented by the sixteen women

was one of an experience that overtakes them at certain times, usually resulting in the

inability to lead their lives as they normally would. PMS tends to come on suddenly,

causing them to be 'different.' They feel they are unable to control the effects of

PMS, they are not able to cope as well as they should with everyday problems, and in

some cases, PMS appears to heighten the memory of un¡esolved issues from the past.

When this occurs, these women have the desire to be by themselves and leave behind

their everyday responsibilities, which are felt to enha¡ce the negative feelings brought

on by PMS. Most of the women in the study, however, said they were not often able

to do this. PMS was described by the women as negatively affecting their wo¡k and

social lives, and was depicted as causing tension between the women and their families

when the women exhibited behaviors deemed un¡easonable. Laws (1990) suggests that

the male dominated culture produces attitudes in which women are seen to use pMS as

an excuse, and where menstruation is believed to be an importa¡t influence in

women's lives; i.e., that women are ruled by their biology.
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5.2.2.7 Self-lmaee

The view of PMS as affecting self-control and negatively influencing all

aspects of their lives a¡d intimate relationships ca¡ be seen to be related to the

women's feelings about themselves. Nearly all of the women in the study expressed

negative feelings about themselves in relation to the ways they see pMS affecting their

relationships with othe¡s. In some instances the women were specifically asked to

comment on how the actions they described made them feel; in many other cases, they

openly disclosed their displeasure with themselves and their fears of causing

irreversible damage to their intimate relationships.

Many of the women coÍrmented that they disliked themselves for the behavior

they felt was un¡easonable and unwananted:

Michelle; When something does set me off, I really get angry. I go
upstairs and slam the door to my room. you know, I really hate
myself. And the guilt feelings that come afterwards, because I feel I,m
really acting out irrationally. So it's a vicious circle.

Charlene; I find I hate that side of me that gets so angry for
nothing. And really minor things can make me blow up.

Kate: It bothers me. It bothers me a lot, because I scream at
the kids, which they don't deserve. I'm very unreasonable, and I just
cannot seem to get a grip and stop it, you know. There,s almost
somebody that sits behind me and sees what's going on. But how can
you make it stop when you're sort of mid-way?

Rita I don't like it. I don't like myself at all then. It,s hard
on everybody else, and it's not fair to other people. It,s not fair to the
kids. They didn't do anything wrong.

Gerry: I think the hardest part is when it's the people you care
the most about and you do this. You feel like you should just pack
your bags and leave during that time.
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For the mofhers in the study, un¡easonable reactions to their children made them feel

guilty:

Janet: Like last night, we had a big outburst. And I just felt so bad,
you know, I felt so guilty. Then I had to go and apologize to them.
Because it was just 'smack!' -- it happened. He just dropped something
and I just went all over him... it's hard to see your mother one way and
then...(pause). You feel like an animal.

Michelle; Well I just feel guilty. I feel guilty all the time. I feel
like I'm not the mother that I should be... I don't feel that I should have
this inational behavior. I feel that it's bad I can't prevent it, and I feel
bad about my kids because I'm supposed to be a role model. And if
any little thing sets me off and I get angry, I don't want them to see
that. I don't \'r'ant them to learn mv bad habits,

Mary: Our relationship [with son] is very, very strained, and I
don't know what kind of an effect it's having on him, but I can,t see it
as being positive because I seem to be mad at him from moming to
night. And I hate that. I wish that I could go away for that period of
time so that I wouldn't have to put him through that.

Leslie said she also feels guilt about wanting to be by herself when she is feeling

premenstrual:

Leslie; Well, a few times he [husband] has taken the kids and
gone away, and then, actually, I don't really feel better. I feel guilty.
Because, I think, I've made my husband and my children leave their
own home. So then the guilt really sets in.

Although many of the women felt that help with their responsibilities at that

time of the month would make them feel better, they felt it was very difficult, or even

impossible, to ask for that help. They understand that women are socialized to ca¡e

for others, even to take on the responsibility of dealing with the problems of others;

but women ate not supposed to ask for help themselves.

Mary. I learned in counselling that women are trained, almost
from birth, that they're supposed to be looking after other people. I
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always take responsibility for other people's problems. Like if they
bring up a problem with me, I feel responsible to help them solve it
And yet, when I have a problem, I feel responsible for solving it
myself.
Leslie; I always think ever¡hing's my fault at that time, too.
Like, if the kids have a cold or whatever, or the neighbour's dog gets
hit down the street, well I take every.thing on to myself. It's all my
fault. Which is nuts! I mean. that doesn't make sense.

Gerry: You know, when I go through my PMS I guess I would
like to have a little more help and yet I don't like to ask for help... in a
way I think I should be asking for help, but I'm not one to ask for help
that much. I like to do it on my owr if I can. So, I just go around
banging cupboards and stuff.

Related to the need to be seen as responsible and self-reliant, some of the

women also suggested there is a stigma attached to admitting openly that one has

PMS, that it would be, in essence, an admission of personal failure. One woman at an

information session talked about PMS as an embarrassment. Kate, who attended that

same session, commented on this at the end of our interview, saying that she had not

been able to tell even her closest friend about her problems, about her suspicions that

she suffered from symptoms of PMS, or about the fact that she was taking

antidepressants. Confessing these things openly, she said, would have been admitting

she had failed as a woman. Rita also commented on her desire to be seen as a strong

woman, while Charlene suggested she was wor¡ied about people laughing at her:

Rita I have a tendency to try to do everything on my own. I
don't wa¡t anybody to know when I'm in trouble -- to know that I'm
not strong.

Charlene; Well, I've only told a few people in my life that I was
premenstrual and it gets a lot of laughs. I think it's a problem that
society has with PMS.
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Because of the stigma attached to PMS, the women are aware that the initable

behaviors they exhibit when at home have to be curtailed in public:

Janet: You know, when you're with other people, you sure watch
yourself. They won't see so much of it as when you,re in the home.

Kaf e: I don't scream at other people
Madelyn. It happens at home?
Kate: It happens at home, yeah. Somehow you manage to
control yourself outside. I don't thinÌ I'm alone in that. I think that,s
how my mother dealt with it too. Everybody thought my mother was
so wonderful, just a really wonde¡ful person. And she is, and was. But
at home was when everl.thing came out. And I hnd myself repeating
that pattern.

5.2.2.8 "It's the Best Thine I Can Think Of ,

The preceding sections detail the way in which the women described their

observations of the evidence of PMS in their personal lives. As was shown, they were

able to ¡ecall examples of PMS-related behavior in their own past experiences, and in

some cases, had come to the conclusion that experiences previously defined in other

ways were actually due to PMS (including such things as anxiety attacks, general

depression, and marital discord). The women were also able to personalize pMS fo¡

themselves because they could see simila¡ behavior in members of their family and in

the population at large. The women could then describe their own individual episodes

of premenstrual change in terms of PMS. They defined pMS as a situation of being

out of control, and in some cases, being controlled by forces outside their own will.

They defined specific factors which make symptoms of PMS wo¡se, such as women,s

roles and family responsibilities, and they feel they know what would make their
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symptoms better (being by themselves), although most of the women found this

unobtainable.

Through the process of understanding the apptopriateness of PMS as a label for

their experiences, all of the women began to see themselves in a negative way.

Without exception, they described their PMS as making it difficult for them to cope

with the everyday aspects of their lives. Because of this, they felt they were therefore

hurting their families. Thus, knowing premenstrual anger and moodiness are

unwarranted, and having found clues in their past which suggest their problems may

have been occurring for a long time, plus the fact that PMS is seen to be extremely

prevalent in our society, the women came to the conclusion that, for them, PMS is the

cause of their problems. In other words, they had determined that P.M.S possibly

makes sense as an explanation for their experience. Half of the women in the study

implied they definitely considered themselves sufferers of PMS. The other women,

although declaring themselves as having PMS at the Women's Health Clinic

information session, were still seeking confirmation of their PMS. Based on their

understanding of what constitutes PMS, however, and on the perceived reactions of

others to their inappropriate behavior at certain times, they were comfortable with the

knowledge that PMS was a likely explanation.

As stated before, at the time of our interview Lauren had begun to suspect that

PMS might explain her marital problems:

Lauren: I want to know why I'm ticked off at my husband, and

he probably hasn't done a thing. Okay, I want to know why I'm pissed

off at him. That's why I think it's PMS... If we can wo¡k through this

together, he might be, now I'm speculating, I think he might be able to
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say, "Fine, yes, this is where the problem is, and yes, it's not my fault,
it's not your fault, it's this fault [PMS]." Ard so the pressure's off...
Sometimes when I was there [at the session] and I was listening to the
way the girls were talking, I thought well, maybe you shouldn't have
done that, you definitely overacted in that situation. Like it seemed to
be so logical at the time. But this is what happened. You were out of
control. You shouldn't have done that. But then I kind of chuckle to
myself, because that's the whole point. Now we can look at it and say
we were out of control, where maybe you shouldn't have said that or
you shouldn't have done that because it certainly didn't warrant that
kind of behavior. But you did, so why did you? And under normal
circumstances you're not that type of person. So something's happening
-- and it could be PMS. Like one gal said, it's not an excuse, but I
want to kÌrow why. So I think rnaybe it's possible.

Robin and Ch¡is also echoed these comments:

Robin; Sometimes fhey say, "Are you sure it's PMS?" And I
say, "It sounds like it is. It's the best thing I can think of, eh?" ...But
still when it happens, it's still in the back of your mind, "Well, geez, is
this PMS? Or is this ¡eal?" You know (laugh). Like, why do I feel
these things?

Chris: I didn't know what it was -- I thought it was me. I
thought it was me getting hard through the years because of my
lifestyle. You know -- divorce, kids. When you go tluough all that, a

person tends to get hard. Now, I don't think it was me getting hard. I
rhink it was just PMS.

Among those women who appeared more certain they suffered from PMS were

some who also felt they had known they had PMS for many years (although they all

suggested as well that their problems had escalated in the months prior to their

attendance at the Women's Health Clinic information session). These women had also

seen physicians about their symptoms, but did not feel their concerns were understood.

As with most of the other women who had consulted a physician about PMS, they had

received some advice or medication. They did not, however, feel their concerns were

properly treated or validated:
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Pat: I went to a male doctor who did aD & C on me a couple
of years ago. I had been seeing just my family doctor, but I went to
this specialist. And I wasn't impressed. He didn't seem to understand...
It was like, "Well, maybe we can give you some hormones, or maybe
we can do a D & C because your flow is heary." I was quite open with
him. I told him how I was feeling, that I was initable and bitchy with
the kids, and I don't like the way I'm feeling, and I get 'down' before
my periods to the point some days where I can just barely function.
But he just said, "Well, you've got this healy flow. We'll deal with
that. "

Charlene: The experience I've had with physicians has been really
negative. I've found that most of them don't think PMS exists, they
think we'¡e just neurotic women and that we can control these
symptoms. So I've gotten very negative feedback.

Janet: The one ldoctor] I'm seeing now just saìd, "You'll be
fine." So I'm discouraged... "you just go through it, and when you get
your periods you'll be fine." Well, when I get my periods, yeah, I'm
fine. But it was like, you know, "you're making too big a thing of
this." He didn't come out and say it, but that's the impression I got...
Oh it's just like 'another woman every day' and like 'here we go again.'
That's how I feel.

Others had also seen physicians about their PMS and experienced similar

reactions. Having made up their own minds about the cause of their experiences,

however, btought a sense of relief because it eliminated their self-blame:

Charlene: So I realize my part in it [arguments with her mother],
and that has seemed to have helped some of the guilt for when I'm
premenstrual. I realize that is also something that my body is doing that
I really don't have control over.

Judith: It's a tremendous relief for me just to find out that the
sleeping disorder was related to my period. You know, you really
wonder if you can't manage the stress. It has an impact on your
self-esteem when you have all these sleepless nights that are very
unusual. And the automatic thing is that you can't handle stress. So
your self-esteem takes a battering when you go through this type of
thing. It was a tremendous relief for me to find out that, hey, this is
related to mv period. I don't have to blame myself. It's not that I'm
unable to deal with stress.



156

Mary: So I try not to get so aggravated by it [premenstrual initability]
because I know it's not because I didn't clean up the kitchen, or because
I didn't clean up the living room. It's not my fault that I,m in this
predicament. It's something else. It's nobody,s fault. It's just God
making us go though this.

Leslie also explained how accepting the idea that her behavior is affected by pMS

helps her relationship with her husband:

Leslîe: We'll argue. And I'm positive I'm right. But at that time
it's just, "you're not listening! It is not PMS! Listen to me!" A¡d I'll
be really angry ove¡ whatever. And th¡ee or four days later I can say,
oh, it's probably PMS. And then things don't seem so bad.

Thus, it can be seen that the women in the study were able to internalize and

accept the reality of PMS, iuespective of corroboration by a medical doctor. In fact,

in some cases, doctors were seen to be harbouring sexist attitudes and were insensitive

to women's concems about the effects of premenstrual irritability and mood swings.

In conclusion, it is evident that the women in the study view themselves as

different because of their PMS. They are different from other women who do not

have PMS (even though they may have it but deny it), they are certainly diffe¡ent

from men, and they are even different from themselves at times when the effects of

PMS are absent or minimized. In other words, women see themselves as deviating

from thei¡ usual behavior, their normal self and their prescribed social roles. The

aspect of social ¡oles, a¡d their proper performance, are central to the theory of social

constructionism.

Roles and appropriate actions are ascribed through socialization. They help

people make sense of their everyday lives. As one performs a role (such as a gender

role) "there is an identification of the self with the objective sense of the action,,
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(Berger and Luckmnn 1967:72). Therefore, we begin to see ourselves as the action:

'if I perform badly, I am bad.' Evidence of gender socialization is found in the

comments of the women in the study. They are socialized to be good women, good

mothers, good wives. When they are symptom-free, they behave normally. This is

the true (good) self. However, PMS was described as causing them to be bad.

Therefore, it can be suggested that gender socialization and cultural expectations have

an influence on the way in which women define and react to their own behavior and

their own body experiences. When menstruation and anger are both deemed bad, it

becomes easy to connect the two. The internalization aspect of the process of reality

construction, as described by the women in this study, explains why, for them, P.M.S

possibly makes sense.

5.2.3 Validation

When \ilomen are able to apply the meaning of PMS to themselves as

individuals, it is thcn possiblc to observe examples of the verification of the

appropriateness of this label. The data which form the concept of Validation highlight

the process of externalization, the final stage of reality construction (Berger and

Luckmann 1967). This is the mechanism by which taken-for-granted reality is

maintainecl. Externaliz¡tion is accomplished through everyday language which embeds

commonly-shared meanings in a tradition of explanations and justifications.

The women in the study described how the validation of objectified PMS is

evident in the attitudes of others, in the way in which the women themselves cement
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the meaning of PMS through their conversations with others, and in their desire to

treat a problem which is no longer suspected as just a possibility, but has become, for

them, reality.

5.2.3.I Reinforcement by Others

Most of the women in the study suggested that attendance at the Women's

Health Clinic session was a validating experience for them. In fact, for those who

were uncertain about the fit of a PMS label with their experiences, the support and

camaraderie found at the session appears to have had a significant impact on their

understanding of their own experiences. For instance, after attending the session,

many of the women said they no longer felt they were the only women suffering that

way, nor did they wonder if they were just crazy.

Madelyn What did you think about the information session on
Tuesday?
Leslie; I liked it. I thought I learned a few things about (pause),
well, I know when I've had PMS before I've always thought, well, all
these things that I was feeling, maybe it was just me being nutso at the
time. And now I'm rcalizing that it's probably just stuff that's been
building up, stuff that I've been shoving down... Well, I felt badly for
some of the women when they were talking. I mean, a couple of them
talking about their marriages, and I thought, oh! And I know what that
feels like too, because a couple of times, you know, well, [l've
thought] "I'm so aw{ul he'll never want to keep me." I hope things get
better for them. I guess it was probably good that they were able to
talk about it. I think that's one good thing -- that we can come together
and not feel so alone and realize that you're not going nuts, that there
are other women out there feeling the same, and have done the same
things you've done. I think that's really a positive thing.

Gerry: I think it was really good. I mean, I'm glad I went. I
guess, at least you know you're not alone and you're not going craq oÍ
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something. That it's not just your personality and you're just not a very
nice person or something.

Lauren: I wish there was more interaction between the gals. I
think the interaction that did take place was good for me because it gave
me the feeling that no, you're not alone. And from that point, right
away knowing you're not alone, just lifts that weight off my shoulders
that much more, you know. And then, of course, having the gals that
were chairing the meeting being able to say that this is what it is, it just
seems you could see the curtains opening up arìd more light shining
through. Yes, I agree with them now. And to know there's somebody
out there that understands. That for me is what I need -- I need that
understanding... And q,hen they gave us that list of emotions, like,
everlthing that was on there I can identify vvith -- because that's the
way it is for me.

Rita: Even if I've heard things befores, I still feel that just
going there and being with other women who know what it's like helps
me. They all said it affected their families and their relationships.

Some of the women suggested that the Women's Health Clinic session was useful in

providing understanding and conf,rrmation even though they had previously obtained

much of the basic medical information about PMS:

Pat: I knew all that stuff. I've done a lot of reading and
picked up books. So it wasn't any'thing I didn't know. But it was nice
to know that I went there and the¡e's other people that can validate the
way I'm feeling when I hear people talking about some of the rage they
feel and some of the anger they feel, and that sometimes it's misplaced.
Yeah. Yeah. I think I've been around in the business long enough that
I knew I wasn't the only one out there. But especially I think when
you're a single parent. And my friends don't have children and they've
had hysterectomies, and I can tell them how I'm feeling but it's foreign
to them. They just can't relate to it. So just to be able to go and talk
to people who can relate to what I'm feeling.

5Rita was attending all of the information and support sessions while she waited
for her individual counselling at Women's Health Clinic to begin. At the time of our
interview she had already attended two information sessions and two support sessions.
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Michelle: Well, I'd done a lot of reading so I knew basically about
the nutrition a¡d the exercise and the vitamins. But I find it comforting
to k¡ow that other people are going through the same thing i,m going
through, and I didn't feel so alone.

Liz: I enjoyed the session because it was a relief to know that
there's a variety of people going through it, and it sort of reinforces that
it's not just an excuse you're using. And it kind of ¡einforced me to
believe that, yes, I have PMS and I'm not like the rest of my family and
it's not a depression like they have. But I didn't really learn nothing at
that session that I didn't already know.

Both Kate and Liz suggested, however, that verification and group support were not

enough:

Kate: I was disappointed. I wanted more hard information..
Like, they didn't even tell us how to take B6, how much to take, how
to try it - that's what I want to know. That's what would be useful to
me right now. How do I cope now? How do I cope today? ...And it,s
like, okay, so I'm not the only one. But I guess I sort of knew that
anyway. A¡d it's like, I still want to know what to do about it. More
than anything else. Support is nice, and it's nice to sit a¡ound and talk
about how we all go through these things. But I can do without that
right now. I need more information. I want to know what to do about
it. The group discussion is great, as long as it leads me to something.

f :-. I enjoyed the session 'cause it was a relief to know that there's a
variety of people going through it, and it sort of reinforces that it,s not just an
excuse you're using. And it kind of reinforced me to believe that yes, I have
PMS, and I'm not like the rest of my family and it's not a depression like they
have. But I didn't really leam nothing at that session that I didn't already
know... When [woman at the session] asked the question, ,'What do you do to
deal with anger," she didn't get an a.nswer specilically how to control it. And I
found a lot of questions like that were unanswe¡ed.

Many women in the study also commented on the reinforcement they had

observed in the attitudes of their families and friends. Jillia¡ and Liz, for instaace,

spoke about the attitudes of their husbands who a¡e aware of their menstmal cycles

and take it for granted that their wives' initable behaviou¡ is due to pMS.
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Liz: He'll write it off, and he'll say, "Oh, is it coming to that
time of the month?" Or he'll joke about it. He'll say, "Oh, you're
PMSing." And he tries to make you laugh... like, 'it's not you, it's your
PMS-stage.'

Jillian: And my husband, now he tells me: "You're getting your
period -- I can tell." ...And he says, "Well, you're so irritable. You're
snapping at me," ...but I don't even realize that I'm doing it.
Madelyn: When he says this to you, does it seem to be right?
Jillian: No, I think he's wrong, and I don't even want to listen to
him. Because I'm mad at him already and I just figure it's his fault.

Ch¡is mentioned that her family's acknowledgement of her PMS was not helpful to

her, but rather was belittling:

Chris: I notice now, since coming out to talk about this [to the PMS
session two weeks previous to this interview], now every time there's a
problem at home, it's "oh, Mom's got her PMS." Everything gets
blamed on that. I mean, even when I'm really angry, and something's
upsetting me and I'm just stating my piece, it's nothing to do with
PMS. But [they say] it's PMS! It's like an alcoholic going wild and
saying "I'm sick and that's my excuse." And I say, "Excuse me, I go
through this for maybe a week. This is not a disease. This is not a cop
out. I am not using this. I can control it if I want. " ...But what I want
to know is how to deal with that week-and-a-half, when it's 60% anger.
And every time I turn around it's "Oh, you have PMS."

Some of the women commented on the attitudes of female friends towards their

problems with PMS, friends who a¡e unde¡standing and supportive, although they may

not be able to offer solutions from their own experiences:

Lauren: Most of my f¡iends are women. A¡d it seems like they
understand exactly what I'm saying... My feelings are being validated,
so I know that they're listening. And not only that, I know that they
know exactly where I'm coming from.

Janet: There are th¡ee of us -- sometimes in the summer we meet at t¡e
park. So, we all complain, and we're usually going through them.
Like, we're all going through the same thing, so it's easier. If one just
sat there and complained about her PMS, I think some of them just
wouldn't want to hear this anymore. If they just listen to you, that's all
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I need. Like, they can't give me any answers. They don't know
themselves.

And some of the women talked of the confirmation offered by co-wo¡kers:

Madelyn. What about the people you work with? Have you
explained to them how you feel at these times?
Robin; Yeah, or, one of them I do. I talk to her quite often, and
she understands. Actually, she feels the same way when it happens to
her. So when I heard that I figured, well good, I'm not the only one
(laugh).

Pat: Well, actually we have a whole group of females, and we
all seem to be menstruating at the same time. So there are certain times
of the month when the whole place can be just totally chaotic. And I
think we all realize. Actually, it was the males in our office that
pointed it out to us. "Okay, which one of you guys are premenstrual?,,
And we all kind of stop. "What do you mean?" ...So the guys on orr
staff are pretty good like that. They say, "Okay, you guys, stop, look
what's going on. Who's premenstrual? You, you and you."
Madelyn' And do the women agree with them?
Pat: Sometimes it's that maybe you don't realize it; ,'Well

maybe I am. I'm just getting right close to that again." You know?
...We've worked with these men for ten years, and their wives get like
this too, and they just say, "We're just pointing it out to you guys in
case you missed it" (laugh). But they're actually supportive. We're
lucky that way really.

Some of the women in the study also told how they received validation for

their suspicions from professionals and/or the media:

Charlene; About the only support I get in that area is when I talk to
others, like professional people in some instances, or when I see a talk
show on PMS and I realize, even if I'm alone in Winnipeg with pMS,
there's thousands of people on Oprah's program that have pMS and are
coming out with it and are not ashamed of it. And there,s also even a
men's support for men ma¡ried to women with PMS in the States --
which again validates my feelings about it. Just realizing that not all
men are making fun of it, and women are being validated.

Judith had been seeing a few physicians on a regular basis because of her severe health

condition. She had been having difficulty, however, getting her physicians to listen to
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her concerns about the possible comection between her menstrual cycle and her lack

of sleep which affects her ch¡onic condition. One doctor, however, finally referred her

to a physician at the Women's Health Clinic.

Judith; So that's when I started to go to the Women's Health
Clinic and saw a doctor there who verified my suspicions. But it took a
lot to convince my physician that this wasn't just an excuse I was
coming up with. She [the WHC doctor] looked on the charts and said
that the day I have my sleepless night is when progesterone peaks. It
was very reassuring.

Jillian also had received a referral to the Women's Health Clinic f¡om her physician.

He recommended as well that she see a particular physician, who he described as ,one

of the best doctors in the city on PMS,' and a marriage counsellor. Jillian was

parlicularly hoping that the counsellor would be able to confìrm the realiry of PMS lor

her husband in the same way this had been confirmed for her by her physician and the

Women's Health Clinic.

Jillian: So, I've been talking to [counsellor] there, and my
husband's supposed to phone to make an appointment, because he said
he [counsellor] will explain to him. He said maybe if he hears it from a
man, that there is such a thing as PMS, that maybe he will understand it
a bit better... And he knows a gallbladder is real and you have to have
surgery. So why can't you have this done just the same way? So that's
why I thought well maybe if this guy [counsellor] talks to him, you
know, from a man and not just from me. You know?

All of the women in the study described aspects of the validation of pMS they

received from family, friends, professionals, and the Women's Health Clinic. It is

suggested that this validation further enhanced thei¡ understanding of the fit between

what is commonly called PMS and their own individual experiences. Reality is

const¡ucted and maintained in face-to-face interaction, through the symbolic realm of
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language. Even though a clinical diagnosis of PMS cannot be made, the opinions of

these autho¡ities and trusted individuals assisted the women in the study in concluding,

frrstly, that PMS is a biomedical condition affecting most women; secondly, that pMS

is a reality in their own lives; thirdly, that PMS is a negative experience; and fourthly,

that individual women are not personally responsible for their premenstrual behavior.

Others' validation of PMS as a legitimate explanation for what may be called

women's temporary deviant behavior highlights the aspect of power in reality

maintenance. A woman may hold one view of her behavior, for instance seeing the

cause as due to a lack of family cooperation or a justifiable response to an

unsupportive spouse. When faced with opinions of others who matter, however, and

who may see the problem as lying only with the woman herself, she may feel

pressured to accept a definition of PMS. Friends, co-workers, and spouse who view

behavior as the result of monthly hormonal changes have a powerful influence on a

woman's life. Their feelings and attitudes are of extreme importance to a woman,

especially when she has been socialized since infancy to respect and abide by the

feelings of others. Significant others promulgate social values and beliefs and thereby

enforce the social order. Their role in reality maintenance is of course supported by

the opinions of respected authorities, such as physicians and other health professionals

(such as the Women's Health Clinic staff). In such cases, therefore, although a

woman may initially feel'I'm right a¡rd he's wrong,' as in dealing with a spouse who

relegates all her complaints to PMS, "the success of particular conceptual machineries

is allotted to the power possessed by those who operate them" (Berger and Luckmann
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1967:108-109). When male-dominated institutions hold the power, it is often their

version of reality which wins.

5.2.3.2 Self-Validation

In order to understand fully how the women in the study comprehended their

PMS, they were asked to describe examples of the language they used to explain their

PMS-related behavior to family, friends and co-workers. These accounts provide

insight to their conception of the effects of PMS, and to thei¡ feelings about

themselves in relation to PMS.

The explanations and justifications these women offer for behavior they believe

results from PMS may be described as identity-saving devices. Such mechanisms,

termed aligning actions, are "verbal efforts to create an 'alignment, between the

substance of social interaction, the self-conceptions of those involved, and the culture

they share" (Hewiu 1991:183). In effect, aligning actions are composed of our

everyday explanations for behavior (our own and others') which is felt to be somehow

problematic. Such explanations protect and defend identities a¡d at the same time

attempt to present the behavior as rational in terms of prevailing cultural norms.

Aligning actions include motive talk (explanations), accounts (apologies, justifications

and excuses), and disclaimers (warnings).

Motives are "requested and offered explanations of why a person acted in a

particular way" (Hewitt 1991:183). In other words, motives a¡e verbal statements

which explain conduct. They provide a means to deal with a social situation which
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may be potentìally problematic. Many of the women with children recounted instances

in which they had attempted to explain their actions, or apologize for behavior they

felt was unwarranted. In the following statement, Janet recounts her explanation, or

motive, for her behavior.

Janet: Well, I have told them, in their language. Like, the
doctor said I should explain to them that'Mornny is not feeJing well
for a certain time of the month.' And 'Mommy didn,t do this on
purpose.' But I mean, sometimes, you know, they forget. Then they
think (pause), I'm hoping they're nor thinking I'm crazy.

The apology is an account where the actor admits the behavior was wrong and

accepts responsibility for it. Cultural values are maintained but identity is also

protected because of the acto¡'s admission of knowledge that the behavior was

inappropriate (Hewitt 1991).

ltz I'11 say I'm sorry later, like "I shouldn't have said or
done that," and "adults make mistakes. too."

Accounts also include justifications and excuses. A justification is a statement wherein

one accepts responsibility for the act but denies there was an¡hing untoward about it;

an excuse, on the olher hand, is an admission the act was wrong. but responsibility is

denied (Hewitt 1991). Leslie's statement, below, includes explanation, excuse, and

apology:

Leslie I explain to them 'l'm not mad at you, I'm just grouchy,
or sad, or whateve¡.' And say 'I'm sorry.' Yeah, I've done that often...
I've explained to them that 'Mommy's a little bit tired,' or'Mommy's a

little bit grouchy.' Like, i've never sat down and told them, because
the kids are too young. My oldest is only six. But I'll explain to them
I'm a bit grouchy, and then actually they're a bit helpful. They do help
me out. They klow I do go on with this some times. but they do need
to help me out.
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Using the information from the Women's Health Clinic information session,

some of the women said in the interviews that they had begun to have discussions with

their families in which they attempted to justifu past behavior in terms of PMS:

Michelle: Afterwards I'll try to say, "The reason I was so angry
was because of this." And it's true that there are issues, that they
mentioned the other night [at the information session], issues that have
to be dealt with that I'm not dealing with. And that of course is
making it worse. And it really got me thinking the other night when I
heard that. And when I came home I said, "Remember that time where
I got so angry?" And my husband said, "Yeah." And I said, "Well, I
was going through this [PMS] as well. But also I was very, very tired,
and we said we'd take turns getting up in the morning with the kids,
and it was my turn that morning [to sleep] and you said, 'Oh, I'm so
tired, I haven't slept all night.' And I, again, had to get up. And I was
angry at you all moming, and I took it out on the kids." And basically
what I said at the time was that I feel my needs are always being
denied. Like, I do need to sleep in once in a u,hile to catch up on my
sleep. I do need that.

The women in the study described how they sometimes attempted to wam thei¡

spouses, friends, and co-workers ahead of time that they might exhibit inational

behavior due to PMS. Warnings, or disclaimers, are a form of aligning action which

precedes behavior, verbal or physical, which might be seen as unacceptable. In other

words, a disclaimer:

is a verbal device people employ when they \¡/ant to wa¡d off the
negative implications of an impending act -- something they are about
to do or say that they know or fea¡ will be regarded as undesirable and
discredit them in the eyes of others (Hewitt 1991:187-188).

The following are examples of disclaimers, sometimes found in conjunction with

explanations.

Jillian: I tell him, "I can feel that I'm getting my periods. Just
be patient with me for the next week. It's okay. It just happens."



168

Liz; I've made people aware. Like, when I talk to my
girlfriends and that, I'll make them aware I'm a real bitch when I'm
PMSing, so that if I do, they'll understand.

Mary: I said, "I'd really appreciate it if you [her boss] don't get
on my case today, even though I'm not working, because l,m right in
the middle of PMS." And he was just, ,,Oh god, I don't want ro ralk
about this" (laugh). He kind of backtracked, and he didn't even say
anything. i don't know if he thought I was making an excuse or not.

Janet.- But he [husband] doesn't think. ',What's wïong with
you?" Even if he knows that i'm going through pMS, he,ll still ask,
"What's wrong with you?" And that makes me mad. That I have to
explain. When I'd warned him this is what's going on. Like. I always
tell him, "It's coming soon." I warn them -- the family.

In the self-validating accounts offered by the women in the study, attempts are

made to justify behavior in terms of a socially accepted cause, PMS. The u,oman can

explain, apologize, or offer warnings for her behavior which results from an illness --

PMS, not mo¡al badness. In essence, an identity as a good woman is maintained. The

woman is allowed a temporary lapse because'it is only PMS.' As Hewitt summa¡izes,

aligning actions:

provide a major way in which individual and social acts are coo¡dinated
with one another and at the same time linked to cultural knowledge,
beliefs and norms,..they help individuals to align their conduct with
another while they also align it with culture... Aligning actions remind
us that culture is a central aspect of the social construction of reality
(1988:199-200; emphasis in original) .

5.2.3.3 Treatment

validation of the acceptance of the PMS label is also evident in the fact that all

of the women in the study cited specific methods they were cunently trying or had
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used previously to alleviate premenstrual symptoms. In some cases, as mentioned

earlier, various courses of treatment had been prescribed by physicians.

Regarding the sick role theory (Parsons 1951), treatment has been described as

an obligation which corresponds to the right of the ill individual to be relieved of

personal responsibility for the biomedical condition. According to this theory, seeking

the help of health professionals (physicians and other Women's Health Clinic staff),

and thereby exhibiting a desire to achieve or regain a sense of overall normality, might

be seen as legitimating these women's temporary emotional and behavioral symptoms

and further validaling their reality of PMS.

Because PMS is generally accepted as a medical problem, couched in medical

language and concepts, a medical docto¡ is usually a wornan's first stop in the search

for a firm diagnosis and treatment. Twelve of the sixteen women in the study had

received prescriptions from their doctors for such things as vitamins (86 and E),

calcium, diuretics, anti-depressants, and (for Judith) sleeping pills.

Michelle: I had gone to see a doctor, a family physician who m¡'
neighbour's sister had gone to see for that [PMS]. And she suggested
vitamin 86, E and calcium. Ard I started taking those vitamins but I
wasn't very faithful and I never did have a follow-up or any.thing... My
stomach got a little upset from the calcium. There was quite a big dose.
So then I stopped.

Janet: I was taking B6 before but then I stopped. My doctor
was giving me like 250 mg. So I stopped because I was getting the
tingling. A¡d I told him. And that scared me. A¡d when I think the
doctor gave me that, you know, told me to take that, and I didn't
question it because I thought, well, this is going to help me!

Charlene: I've asked them [for medication] and they've prescribed
tranquilizers, which I refuse to take. I have to admit I do get very
hyper aad get very anxious, and I have all those hysterical symptoms, I
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guess, around my period. But I don't want to be sedated. I don,t want
to be just stuck into a corner. I want the problem treated not ignored.

Kate: I finally started the course of antidepressa¡ts, even though
I think they've said, and I've hea¡d it said nume¡ous times, that it does
nothing for PMS.

Judith; Each time I had my sleepless night it again set me back.
So eventually he [doctor] prescribed an actual sleeping pill for that
night, and I was plotting my menstrual pattern and trying to predict
which night it would be... So I'm never sure if that's the night or not.
I may have taken a sleeping pill the wrong night.

In lieu of, or in some cases along with medications, many of the women who

saw physicians also received advice, information pamphlets, and referrals to Women's

Health Clinic, other doctors, and marriage counsellors.

Mary: I talked to my gynecologist, and all he did was gave me
the pamphlet, that I'm almost positive is the same pamphlet they gave
us at the [Women's Health Clinic] seminar that night. He wasn't very
responsive at all. I made an appointment with him specifìcally to talk
about PMS. The appointment lasted 5 minutes and all he did was give
me the pamphlet and said 'chart your cycles.'

Liz: This new doctor I'm going to, I talked to her about PMS
and she referred me to the [Women's Health] Clinic. And that's why
she increased me on the antidepressant because of my accident and
stuff, but we're just going to see how it goes. And if the antidepressant
doesn't kick in and work, then she said it's just basically your pMS.
See, the first doctor that put me on the antidepressant thought I was
going through a mild depression and that the depression would increase
when my PMS would kick in, that week prior. But she thought being
on the antidepressant would help, where this doctor said antidepressants
don't help.
Madelyn. And does it seem to help?
Liz: No... She kind of, you know, 'if you got PMS, you got it.
There's basically not much you can do about it.' This doctor was really
understanding and sympathetic and agreed with me that it can be a
problem in people's lives. And by going to these sessions, it'll help,
you know, because she said it's not like you can take a pill and it'll just
make it all go away. So, you have to chaage your whole course of
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lÍving, she said. A¡d by going to those meetings you,ll learn how to do
so.

Jillian; It was my family doctor. I guess it was after all these
operations and I was crying and all these different things, and he gave
me antidepressants. And I was taking them, I guess, a couple months,
and then I didn't sta¡t to feel myself. I could feel this feeling that I
really didn't like.
Madelyn. Did you tell your doctor about this?
Jillîan; He said,"Oh thar's okay. Don't [rake the pills]. And
then when I went to him I told him I was fighting with my husband and
it wasn't me. To me it's violent because it's not me. And he said,
"Well, maybe you should see a marriage counsellor." And just put it at
that... and he said I should go to this doctor [in Winnipeg]. He said
she's one of best doctors in the city on PMS.

At the time of the interview, most of the women had been trying various

methods that were discussed at the women's Health clinic information sessions (see

Appendix C). These included reducing their intake of caffeine, sugar and salt, and

increasing daily exercise.

Sherry; I have no more caffeine, since the seminar. I have tike
half the sugar, and I have only natural sugars and stuff. And l,ve been
exercising ever since. Since I've been trying to lose weight, I thought I
might as well do it the healthy way. And take long baths. Take time
for myself.

Mary; Since Tuesday, I've cut down my coffee to two cups. I
used to also drink two or th¡ee Coke Classic a day, and I've only had
7-Up and Squirt from the machine at work. So, I fully believe that
caffeine does a lot of things to you, PMS included. And the thing is, I
trained myseif to like it in the first place... So I'm taking it from the
food aspect because they said that sugar, salt and caffeine are almost
positively influencing PMS. And I want to make ou¡ food healthier
now anFvay.

Judith: I still don't like having to take sleeping pills. I want to
become more active and I'm hoping that if I ca¡ get more active then
maybe I won't feel the ho¡mones so much.
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Although the daily charting of symptoms was specifically recommended at the

Women's Health Clinic information sessìon and all the women received a symptom-

rating calendar (see Appendix C), none were charting symptoms at the time of the

interview. Some did track the start of their cycle on a calendar, however, such as

Judith, who had been charting her cycle in order to anticipate when she would be

having a sleepless night. When specificalìy asked about the use of syrnptom-charts,

most of the women said they would try it, probably stafting with their next period,

Leslie; I'm going to do that [charting]... I'd like to rry for rhree
or four months and see. I think it's just a good idea to try and make
yourself aware. Maybe that will help to get a handle on it.

Lauren: I want to chart to see exactly how often I'm in this thing

Chris I was going to do that [charting] afte¡ I'm done with this
cycle. Because now I have it down pat.
Madelyn. What do you have down pat?
Chris: My anger. I'm going to call it my Friday the 13rh chart
(laugh). Because, that's what it's all about.
Madelyn. Do you think that knowing ahead of time when you're
likely to have a bad day will help?
Chris; I don't know. But it's a start. It's something. At least a
person knows that it's not their imagination. That if the kids come in,
it's not a big thing, but you work it into something because you're
irritated -- more than usual. No, it's no good the way it is.

Charlene and Kate felt that charting was not necessary. When I asked Kate if she was

going to chart her symptoms she said,

Kote: No, but I can pretty well predict. Like, I'm very aware
of my own cycle, and I can tell when I'm owlating from the signs of
the mucus. And it's something that I've been aware of for quite a long
time. And I'd say I'm reasonably in touch with what my body does and
what it's about.
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Other forms of treatment that we¡e being considered by the women included

dieting and getting more sleep. Jillian and Rita were also hoping that individual

counselling would help them and their families. Sherry would have liked personal

counselling, but could not afford it as she was unemployed.

Sherry: I can't affo¡d to pay a counsellor. Like, I've gone to the
Women's Health Clinic a few times but they're always so busy I feel
like I'm intruding.

Chris had also considered counselling but felt it would not help to change the family

stress that precipitated her premenstrual anger.

Chris. I could go to counselling myself, but it's not going to
help me deal with the situation. it might help me with how I feel, but I
want to know how to deal with what's going on.

Some of the women were planning to try vifamin B6 despite tlie fact that the

group facilitator at Women's Health Clinic nade it clear that although B6 had been

generally recommended in the past, it was no longer because of potential side effects

Many of those women interviewed who said they had used B6 in the past felt it had

affected them adversely. Despite this negative experience, however, some were still

willing to try it again.

Kate: I tried 86 a long number of years ago, and had a really
strange reaction to it. It made me even more aggressive and gave me
really, really strange dreams. Like, technicolour, frightening,
frightening dreams. I was taking like 50 mg a day, and I had to stop it.
And it was 86, because I did a trial going off and on it a couple of
times, and it was very, very clear it was causing it. It was a very
strange, very frightening reaction. i haven't tried it since, though, and
given that everything else has changed in my life, perhaps that response
has as well. I don't know. I might try that.
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Janet: I think maybe I might try vitamin 86, 25 mg, jusr to take
on the days I orulate -- for the mood, you k¡ow. See, that girl [WHC
session leader] told me I could try it, and sorne works good and some
doesn't.

Lauren; On Wednesday night I saw a girlfriend of mine, and she
was taking them [vitamin B6 tablets]. A¡d her husband said right away
it made a difference.
Madelyn. And djd she agree that it had made a difference?
Lauren: Yes, she did, that they made a difference and she wasn,t
that irritable, or whatever you want to call it. So, either you believe in
it, or you don't. You k¡ow?

The women in the study received suggestiôns for treatment from physicians,

family and friends, and from the Women's Health Clinic. Some of the women had

tried some of the treatments, but at the time of the inte¡vierv, none had been found to

be parlicularly successful. Others who had not yet tried particular treatments, were

still considerìng them, and most of the women felt that they would begin to chart their

sylnptoms at some time in the future.

It is evident frotr the information provided by these sixteen women that the

suggested remedies for PMS are diverse. For instance, Chrisler and Levy,s (1990)

review of popular literature found thirty-fìve different treatments suggested in eighty-

one articles. The most commonly ¡ecommended were progesterone and diuretics;

nutritional therapy including vitamin 86 and avoidance of caffeine, salt and sugar;

exercise; and counselling. This is a similar regime to that described by the wornen in

this study.

Although most treatments do not appear to be particularly effective, it is clear,

that the women hope that at some point they will find a permanent solution to the
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premenstrual irritability and anger that damages their intimate relationships and

díminishes their self-image.

Michelle: Actually, I'm hoping that I just won't be so much on my
own trying to deal with this. I'm hoping that someone will be there to
guide me through, to follow my progress. And if there is no progress,
that the¡e will be an alte¡native -- if these things aren't working, let,s
try this. I'm hoping that eveúually I'll be able to find a way to control
it.

Kate: This is my frustration now. I can see a lot, like, I've got
tons of insight. I've got more insight than what I know what to do
with. What I don't have is room to move in toward some constnÌctive
solutions. Like, practical, constructive solutions that I can apply as I'm
in the middle of these crises. It's like, 'I'm sorry, but I don't want to
talk to anybody about changing my diet right now, thank you very
much.' Like, none of this long-term stuff. That's how I went to the
Women's Health Clìnic. I'd heard a lot of this stuff before, and I'm not
looking for the longterm stuff. I'm asking, 'do you have any
medication for this, because I am really in a bad way.' And I'm at a
¡eal crisis with PMS. It's more than just dealing with PMS, it's dealing
with something's that's just gotten quite out of hand, and it's become
fairly destructive. And I feel like I really have to do something about
ir.

Chris; I've been thinking of phoning someone about an
apartment. Like having a studio pad. That would be my place to go
where no one would bother me. I think that's what I'm going to have
to do because I can't have any privacy at home... If I can't deal with
my PMS, and if [partner] can't deal with his daughter, and she can't
seem to deal with living even close to normal, I have taken into
consideration, "l love you, but I have to leave." Because I can't risk
too much. I have my own self-worth. I'm not going to walk off the
cliff and fall -- for anybody.

In sur¡, the validation of the label of PMS for the bouts of temporary anger

and irritability experienced by the women in the study appears to help firmly fix their

understanding of PMS. Family, friends, and co-workers helped the women know that

they were understood, and thei¡ actions were perceived as legitimate. Anger or
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iritability might be tolerated if the cause was PMS, and the women's complaints

might be waved aside as meaningless producfs of raging hormones. Some of the

women also ¡eceived confirmation of PMS as reality from physicians, counsellors, and

media 'authorities' such as talk show hostess, Oprah. The message is that PMS is not

all in a woman's head.

It appears that the information and supportive environment provided by

Women's Health Clinic helped these sixteen women to accept personally the reality of

PMS. Most suggested they were glad to know they were not alone in this experience

since it was easy to relate to the intimate experiences which were disclosed. Some,

however, felt that the validation of their experiences was not enough for them, as they

had been seeking an immediate solution to the problem of coping witli PMS

symptoms.

There is also evidence from the interviews that the women in the study verbally

justify their premenstrual behavior. Such 'motive talk' exemplifies an aspect of

identity protection which serves to undersco¡e the perception thal PMS affects behavior

ín an uncontrollable way, and that the behavior is indeed unwarranted.

As evidence of their acceptance of the PMS label, the women in the study were

contemplating or undergoing various treatments. These included prescription and non-

prescription medications, and various methods of self-care such as dietary changes and

exercise. The act of treating PMS as an illness further reaffirms and maintains the

reality of PMS as a biomedical condition for both the individual woman and her

significant others. T¡eatments, the final stage in acceptance of the reality of pMS, also
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further absolves women of personal responsibility for PMS-related behavior. Although

no treatments have been found to be particularly successful, the aspect of,doing

something about it' is, in itself, beneficial. As the woman's reality is validated, her

sense of self-esteem is enhanced by dealing with the perceived problem (Rome l9g6).

5.3 CONCLUSION

The women who participated in this study presented both differences and

similarities. All of the women, for instance, described the negative impact that pMS

has on their lives. Differences in their descriptions, however, arose from their living

arrangements, age, and ernployment status (as described in Appendix D), and in

particular from their unique personal experiences which coincided with the search for

an explanation for changes in feelings, behavior, and performance.

Most of the women spoke of PMS in terms of emotional and behavio¡al

symptoms, and the influence ofthese on personal coping strategies. As an example,

Gerry described her responsibilities to her family and a perceived lack of support for

her role -- a situation made mo¡e difficult when she was experiencing pMS. Similar

feelings were expressed by Rita, chris, and Leslie. Janet described a similar situation,

and also mentioned she was under pressure to hnd employment. She felt it would be

extremely diffìcult for her to cope with the dual load, especially when premenstrual.

Michelle, Pat, Mary and Lauren experienced the combined stresses of job a¡d home,

plus a perceived lack of support. Jillian and Kate described fìnancial worries, in

addition to eithe¡ family or work roies, which also tended to magnify the effects of
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PMS. Pat and Jillian were strained by the health and behavioral problems of their

children, and Charlene described the impact of PMS on her ou'n long-term health and

family problems. Kale, Liz and Robin described the possibility of depression

associated with their PMS. Kate and Liz were taking medication for this at the time

of the interview, and Robin had tried this previously. Although Judith also described

an awareness of negative emotional changes related to PMS, she was an exceptional

participant in the study because she felt this resulted in only minimal influence on her

life. In her case, the focus of her definition as a PMS sufferer ¡elated to her disturbed

sleep patterns which severely affected her overall physical health. Similar to Janet,

however, the need and/or desire to return to full time work was a related concern for

Judith, specifically because of the lack of work-hour flexibility needed to artend to her

health.

These are the variety of unique situations which initially directed the n'omen in

the study to searcll for an explanation for their temporary inability to cope with their

personal situations, leaving them with feelings of anger, rage, sadness, and confusion.

Once the search for meaning had begun, the women described how they had become

aware of the social definition of PMS, how their understanding of that definition fit

their own experience and how their perceptions of this knowledge we¡e enhanced

through interaction with others.

The women in the study spoke about how their initial awareness of the social

meaning of PMS, as a common problem experienced by women today, was provided

by the media and filtered through significant others. The women suggested they then
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began to feel that PMS made sense as an explanation for their own experience. both

current and past. They also saw similar patterns in other women in their families and

in the general population. PMS had become fo¡ them an entity which was described

as uncontrollable, although temporary. The women often felt guilty for behavior

which resulted in conflicts with family members, friends and co-workers, and which

left them feeling that they sometimes let others down. They suggested, hou'ever, that

by knowing that PMS is the cause, they also know they are neither crazy nor bad.

PMS as an explanalion would therefore appear to alleviate suspicions of mental illness

and moral depravity. These women know they may not be able to deal with everyday

stresses for a short while, but they will soon return to their normal. competent, gentle

(good) selves. The women also described how their perceptions of PMS and its

effects were validated in the attitudes of others, including health professionals, family,

friends, and co-workers. It can be suggested that the meaning of PMS becomes a

fixed reality when they account to others for their behavior, and they instill the

meaning of PMS as a medical syndrome and their acceptance of that label for

themselves through their search for an appropriate treatment.

In essence, the sixteen women in this study described their engagement in a

process by which they attempted to make sense of their experiences, the temporary

feelings which seemed to come on suddenly, over which they had no control, and

which caused them to act in irrational ways. The women described a search for the

meaning of their experience which lead them through a dehnitional process

culminating in a new understanding. It is suggested this process of knowledge
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development brought meaning to situations that had previously caused confusion and

doubt.

As Berger and Luckmaûl (1967) have stated, knowledge development includes

th¡ee distinct but ongoing moments in social interaction: objectivation, internalization,

and exte¡nalization. These moments can be seen to coincide closely with the general

themes discovered in the interview data: Awareness, PMS Possibly Makes Sense, and

Validation. As the women became aware of the social meaning of pMS, they

objectified its reality. As they began to realize that PMS possibly makes sense as an

explanation for their own experience, they internalized the reality of PMS. As the

women validated the meaning of PMS in their interactions with others, they

externalized the reality of PMS. This is the process of reality construction, wherein

feelings, emotions, and physical changes are linked to a medical condition which is felt

to affect nearly all women during the premenstrual portion of each monthly cycle.

As is suggested by social constructionism, the institution of medicine can be

seen to provide a social control function in that it is charged with def,rning what is

normal behavior and what is not. The norm is health; what is not is illness. When

women step outside typified gender behavior patterns, they may be seen to deviate

from their prescribed social roles. But if the badness is, in reality, an individual and

pathological problem which is defined as illness, there is no threat to the integrity of

either the individual woman or the prevailing patriarchal social order. Although the

women in the study did not describe themselves as ill, they did describe their problems

as related to a physical condition with (most likely) a physiological cause. For this,
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they hoped to find a form of treatment which would alleviate or cure their symptoms.

This imagery is indicative of illness.

Describing oneself as having PMS can therefore be seen as evidence of the

acceptance of a medical label which defines the woman a¡d confirms her social role.

When women perform their prescribed roles well, their image is enhanced. When

families and friends see women performing their roles well, there is harmony in social

relations. And when patriarchal society views women as satisfied with their social and

gender roles, institutions and the functions they serve are maintained and strengthened.

Therefore, "for women to pursue medical treatment on the scale at which it is

increasingly available would seem to be to afhrm that what is biologically normal is

socially unacceptable" (Scamble¡ and Scambler 1993:24). In other words, from the

perspective of social constructionism, it can be suggested that women's emotions and

demeano¡ may at times be described as a social problem; however, the application of a

label of illness moves the root of the problem f¡om the social structure to the

individual. This analysis will be presented in more depth in the following chapter

where my discussion of the findings of this study will centre around the theory

proposed by Scheff (1966), as described briefly in Chaprer 3.
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6. DISCUSSION AND CONCLUSION

Analysis of the data suggests that the women in the study identified themselves

as PMS sufferers on the basis of a search for meaning that corresponds to Berger and

Luckmann's (1967) three moments of reality construction. Social constructionism

describes the social influences which affect knowledge development, enhancement and

maintenance, and which imply appropriate actions. In this way, established, taken-for-

granted reality which defines people and actions is maintained.

An understanding of the specific mechanisms of reality maintenance is

particularly relevant to this research. My analysis suggests, for instance, that the

women in the study described temporary experiences of not being able to act and

behave as they felt they should. In this way, they implied they felt they were violating

the behavioral norms appropriate for their roles as wives, mothers, friends or workers.

Through the search for an explanation, the women discovered that the current

def,rnition of PMS, a collection of various symptoms with a probable physiological

cause, most accurately described their experience. As stated at the end of the previous

chapter, the women in the study defined the process by which they had chosen pMS as

an explanatory model, and described the factors which influenced thei¡ decision. It is

suggested that further analysis of these factors ca¡ add to ou¡ understanding of the

experience of PMS.
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Although social constructionism acknowledges the likelihood of conflicting

concepts of reality, it does not address in depth the specific techniques employed to

realign deviance with taken-for-granted reality, nor what mecha¡isms are employed by

socially powerful individuals ard groups to enforce and maintain reality. A more

detailed understanding of social control techniques, however, can be gained from the

work of Scheff (1966). His analysis of the definition of a social problem, menral

illness, and the mechanisms of social cont¡ol which act to re-align aberrant behavior

with social expectations, is particularly enlightening, as the theory appears to parallel

closely the process of reality development I found in my sample of PMS sufferers.

Not only does SchefFs theory deal specifically with mechanisms of social control, but

it does so within the realm of the institution of medicine which has the power to

control deviance by re-naming it as illness.

The emphasis on techniques used in the name of medicine to cont¡ol

undesirable behavior, and the consequences for individuals of the adoption of a¡ illness

label, adds a new perspective to a social constructionist analysis of PMS. As has

already been pointed out, Schefls (1966) social system model is analogous to the

symbolic interactionist origin of social constructionism, particularly in regards to the

importance of social interaction as the context for meaning development and role

stabilization. It therefore supports the suggestion that identification with the label of

PMS follows a process of meaning development as outlined by Berger and

Luckmann's (1967) theory of the social construction of realþ. This chapter will
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discuss elements of the th¡ee central themes from the studv a¡d show how the dâtâ

relate to labelling as a means of social control.

6.1 AWARENESS/OBJECTIVATION

The analysis of the study data suggests that the first concept, Awareness,

corresponds to the process of objectivation (Berger and Luckmann 1967). I found that

the women in the study described a variety of sources of information which helped

them become aware of PMS in the general domain and from which they gained an

understanding of PMS as an objective reality. As discussed previously, objectivation

occurs when socially produced ideas take on an objective reaUty of their own. This

knowledge forms our understanding about who people are and how they are expected

to behave. Berger and Luckman¡ (1967) define objectivation as the typification of

habitualized roles and actions. As part of the learning process, we begin to interpret

certain patterns of behavior according to the social definitions that are available. The

same behavior, for instance, may be interpreted one way in one situation and a

different way in another situation. Women's irrational behavior, for instance, may be

seen to arise from a variety of sources, and the consequences of defining that behavior

as deviant are dependent on the explanation attributed to the behavior.

For instance, Scheffs (1966) theory would suggest that problematic behavio¡

which is not labelled, ¿¡d which he calls residual rule-breaking, can a¡ise from diverse

sources without it becoming defined as a violation of social norms. Although the

women in my study were not specifically asked whether they had suspected the
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feelings and moods they were attributing to PMS might have arisen from other

sources, alternative explanations might be proposed based on the information they

provided. Examples might include physiological sources, such as organic or chemical

factors; external stressors, including poor diet, lack of exercise, financial worries, etc.;

or acts of innovation or defiance, as when women stand up for themselves when their

opinions or feelings are discredited. One might, for instance, define Judith's sleeping

problem as influenced by a chemical imbalance, stress, or diet; one might see the

potential for anger and mood swings to arise as easily from Kate's financial wories as

from PMS; or, one might suggest that Mary, Pat and Leslie have more than the usual

difficulty performing their roles as mothers, particularly when it is noted that they

receive little in the way of respite, support, praise or ¡eward. It is suggested that if

explanations arising from social factors were accepted as fact, the women's behaviors

might be seen to be a product of social, rather than individual, factors.

Under some circumstances, then, anger, rage, sadness, or fatigue may be

perceived as appropriate responses. For instance, many women who yell at their kids

and complain about their husbands' lack of communication a¡e not be seen to be

suffering from PMS, either by themselves or others. Therefore, we might assume, as

Scheff (1966) has suggested, that the overall rate of seemingly irrational behavior

among women generally exceeds that of medically-treated cases of PMS.

The results of my study suggest that the personal situations of the women who

participated coincided with their search for meaning regarding their experience. This

relates to Scheffs (1966) suggestion that explanations fo¡ unwarranted behavio¡ tend
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to occur at times of stress due to personal crises. It is at this time when a woman

may be paficularly wlnerable and suggestible. For example, the women in the study

described recent concerns relating to their own health, their children's health, finances,

work, and relationships. They expressed confusion when their feelings resulted in

anger, depression or crying, or an inability to perform home and work tasks as they

would like to. However, the suggestion that the cause of their experience was PMS,

appeared to be reassuring. They suggested they then had a name for the problem, they

were not perceived as üaq or mean, and they could seek treatment for their

condition.

Therefore, it might be suggested that although women's anger and sadness may

be evident in various situations, the label of PMS is more likely to be applied to

behavior at those times when women are dealing with stressful personal situations. As

Kate said, labelling oneself as a PMS-sufferer is an admission of failure, but it also

provides an explanation that is easily understood in our society.

6.2 P.M.S POSSIBLY MAKES SENSE/INTERNALIZATION

My analysis suggests that the second concept defined by the data, P.M.S

Possibly Makes Sense, relates to the process of intemalization. This is defined as the

assimilation of social knowledge through socialization (Berger and Luckmann 1967).

The data suggest that, for the women in the study, the intemalization of PMS as reality

occurred through assimilation of stereotyped images of PMS and the appropriateness of

these images to describe the women's experiences- For instance, the images of proper
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and improper behavior for women are conveyed tkough the media, and intentionally

and unintentionally, in everyday life. Stereotyped images of menstruation are also

lea¡ned in early sociaiization (Scambler and Scambler 1993). In general, women are

believed to be negatively affected by their reproductive functioning. As Scheffls

(1966) theory would suggest, stereotyped imagery of PMS, as it relates to women's

behavior and roles, arises from our stock of knowledge and is ¡eaffirmed in every

social interaction. The women in the study projected these images in their descriptions

of their experiences with PMS:

Lauren; ...you do things that are totally uncalled for...you have no
control.

Rito; I'm a temperamental bitch when I have PMS. Otherwise I'm
easy-going.

The data also suggest that the negative images of PMS are reaffirmed in

interaction. For example, the women spoke of being understood by other women who

knew exactly what they were talking about, and they spoke of the reassurance they

received when the Women's Health Clinic staff confirmed the reality of premenstrual

change and its effects on women's lives. The literature also suggests that social beliefs

and attitudes are confirmed through interaction:

The belief that something is true about the social world can Iead to or
be the basis for actions that tend to ensure of that fact.
Social reality is in this sense constructed by social actions, by shared
beliefs and acts based upon them-.. if it is believed that hormonal
changes cause females to be more initable during the p¡emenstrual
phase of the cycle, those in a woman's environment might respond more
tolerantly to her expressions of anger during this phase than at other
times, thus reinforcing a pattem of irritable behavior immediately prior
to menstruation. In this way, behavior toward women based on socially
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sha¡ed beliefs about menstruation may well produce behavior patterns
which tend to confirm the beliefs (Parlee 1977:79-80)-

The implication of the significance of stereotypical beliefs for this study is that when

women's anger is seen to ¡esult from a pathological syndrome called PMS, they are

labelled as ill, not bad. When badness becomes illness, social order remains

unchallenged. In other words, "deviance is stabilized by the labelling process" (Scheff

1966:83).

As another example of internalization, the interview data suggest that when

PMS is suspected as an explanation for behavior and the label is deemed appropriate,

many of the women in the study were able to hnd evidence of PMS in their past

experience which helped them to further internalize their present experience. As

Hewitt (1988:246) states, "When a devjant label is applied to an individual, there

frequently is a process of retrospective interpretation of the person's conduct on past

occasions." Gerry saw a possible relationship between her anxiety attacks and pMS.

Lauren found a plausible con¡ection between her marital conflict and PMS. Kate and

Liz felt their depression was related to PMS. Some of the others desc¡ibed pMS as

having affected them since mena¡che.

Leslie: Now that I know I know I suffe¡ from PMS, I can go
back to right from the begiruring when I actually started [mensfuating].
I've always been a depressed person arid things really bother me.

Charlene: When I realized what it [PMS] was, I looked back over
my life and I realized that it probably started when I was about
fourteen.

Thus it appears that once the self-diagnosis of PMS was made, the women in

the study were able to organize their behaviour, past, present and future, within the
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framework of PMS. The self-diagnosis was felt to be supported through the

observation of similar behavior in other women who were similar, such as family,

friends and co-workers. Scheff (1966) suggests that past evidence of the experience is

rewarding, and further helps to confirm the identification with the label.

The women in the study suggested that they received additional confirmation of

the reaìity of PMS through their u¡derstanding of PMS as a universal phenomenon

affecting the majority of women." This perception is evident in the comments of the

women concerning the likelihood that their relatives and acquaintances suffer from

PMS:

Leslie:

Liz;

Gerry:

Janet:

My Mom and my two sisters. I'm positive that's what it is

I see my daughter's gonna be the same way.

I have a friend, she goes through it but she won't get help..

There's PMS everywhere now.

It is suggested, then, that the women in the study may have believed many

others also experience PMS, but these women may be unaware that PMS is the cause

of their anger or depression. They suggested they also had occasion to deny PMS, as

is evident in comments by some of the women when speaking about their partners'

reactions to their behaviors:

Chris. Everything gets blamed on PMS... even when I'm really angry
and something's upsetting me and I'm just stating my piece, it's nothing to do
with PMS. But [they say] it's PMS.

"This idea would appear to be generally accepted, despite the findings of blind
studies such as that conducted in Calgary (Ramcharan et al., undated) which detected
little in the way of premenstrual symptoms in the general population.
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Jillian: ...he tells me, 'You're getting your period... you,re so initable.'
[But] I think he's wrong... because I'm mad at him already and I just figure it's
his fault.

When Liz's husband says, "it's not you, it's your PMS stage,,' he is saying that

he understands her behavior as a ¡esult of PMS, even if Liz herself does not. As pat

said when confronted by co-workers concerned about her aggressive behavior:

"Sometimes it's that maybe you don't realize it; well, maybe I am; I'm just getting

right close to that [menstruation] again." Scheff (1966) points out that the most

important factor in the stabilization of residual rule-breaking is the societal ¡eaction.

His theory would suggest that if behavior is defined as evidence of PMS, the woman's

role as wife, mother, co-worker, etc., is stabilized, and she is not perceived as bad, but

rather as ill. Therefore, in line with Scheffls (1966) theory, the study data would

suggest that temporary lapses of individual control, although initially seen to be of

minor significance, become defined as illness when the label of PMS is applied to a

woman's behavior. At this point, many women may feel they have little choice

regarding the adoption of the label of PMS.

6.3 VALIDATION/EXTERNALIZATION

The third concept arising from the data, Validation, is felt to coincide with

externalization, the maintenance of reality though social interaction (Berger and

Luckmarur 1967). The women in the study described examples of extemalization

evident both in others' use of the label of PMS in reaction to them, and in their own

use of the label in everyday language involving explanations, justifications and
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apologies. This aspect, and the fact that the women were actively seeking treatmenf

fo¡ their PMS, is suggested as evidence that they had chosen PMS as an appropriate

label fo¡ their experiences.

Schefls (1966) theory suggests that labelling is the most important mechanism

by which ¡esidual rule-breaking becomes defined as illness. This assumption implies

that behavio¡ which is not so labelled has no consequences for the individual.

Labelling leads to what Scheff (1966) calls a career of residual deviance, where one

defines oneself as having the condition. The individual then speaks of he¡self in terms

of the condition and can offer examples of how the condition affects her and how it is

dealt with. In essence, the labelled individual begins to describe herself as controlled

by the condition. Thus, women who have adopted the label of PMS for themselves.

objectify PMS and its power in their lives, and are able to justify their behavior, past,

present, and future, in terms of PMS.

Scheffs (1966) theory suggests that those who choose to adopt a label a¡e

rewarded for doing so and are punished if they do not. The women suggested, for

instance, that a major benefit of accepting the label of PMS is that it allowed them a

position in the community of women. Most, for instance, said they found relief when

they attended the Women's Health Clinic.

Gerry: I'm glad I went...you know you're not alone and you're
not going üazJ or something.

Lauren: A¡d to know there's somebody out there that
unde¡stands. That for me is what I need -- I need that understanding.

Leslie; I think that's one good thing -- that we can come together
and not feel so alone and, rcalize that you're not going nuts, that there



192

are other women out there feeling the same, and have done the same
things you've done.

Although it might be assumed there is no immediate th¡eat of punishment for

women who do not accept the label of PMS, the women in the study spoke of

perceived threats to the continuity of their intimate relationships. As Leslie said, she

had on occasion felt her husband might leave her because of her behavior; he had said,

"Either go see a counsellor or go do somethins." Although Leslie sometimes feels

their problems are more the result of her husband's lack of sensitivity and

understanding about the value of her role in the family, she feels she must accept his

interpretation of the situation because she is afraid he will leave her: "i'm so avr,ful,

he'll neve¡ want to keep me." Gerry echoed these feelings. In her case, she expresses

her concern as to whether she deserved to be allowed to remain with her family when

she is premenstrual: "The hardest part is when it's the people you care the most about

and you do this. You feel like you should just pack your bags a¡d leave..." As

Lauren summarized, PMS, the "nineties tag," might just be the answer which will

"save the marriage. "

Therefore, as Scheff (1966) suggests, the aspect of labelling is significant in the

process of self-diagnosis. As Pirie (1988a, 1988b) found in her Canadian study, there

was virhrally no difference in symptoms between those women who identifìed

themselves as sufferers a¡d those who felt they did not suffer from PMS. The only

difference was in the adoption of the illness label. Thus, it is not the symptoms, per

se, which influence behavior, but rather "it is the illness label...out of which

meaningful role behavior emerges and becomes pattemed" (Pirie 1988:244).
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6.4 SUMMARY

Using the detail provided by Scheffls theory of the labelling of deviant

behavior as illness, the following general conclusions can be made based on the data

from this study:

- The women in the study described times of personal stress which coincided

with their search for an explanation for inational feelings and behavior.

- They were aware of PMS through the media and everyday interaction as a

syndrome including many negatively perceived symptoms which conespond to

the menstrual cycle.

- They suggested that PMS is a universal phenomenon in that many women have

it, though some deny it.

- The women recognized PMS as a problem in their past, even though they may

not have referred to it as PMS at that time.

- The women described examples of the validation of their self-diagnosis of PMS

by health professionals and significant others.

- The women provided examples of how they externalized the realíty of PMS

through motive talk and through their search fo¡ treatments and other means to

cope with symptoms.

These conclusions can be seen to describe a process by which the women gave

meaning to otherwise unsettling and confusing experiences through choosing a label of

PMS over other possible explanations. The addition of labelling theory provides a

more detailed example of the mechanisms of social control which help to direct their
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choice. At the same time, Scheffs (1966) theory also provides an understanding of

the consequences, positive and negative, for the individual who is the object of the

labelling process. While supporting the basic principles of reality construction,

labelling theory permits a more detailed micro-level analysis than that afforded solety

by Berger and Luckmann (1967).

From the perspective of labelling theory, the conceptualization of deviance as a

label applied to one whose conduct can be deemed to be a breach of social rules

allows the understanding of how the long-held belief of women as ruled by their

biology could lead to the easy application of the Ìabel of PMS to the majority of

women. With this label at hand in our stock of knowledge, a woman whose behavior

appears to be irrational could be viewed by herself and/or others as having PMS. As

well, illness presents a palatable explanation for a woman's temporary lapse from her

normal gender role image as gentle, calm, patient, and loving. At the same time,

however, an illness definition may mask the social need for such a label and the social

conditions that may engender what is seen as problematic behavior.

The ease with which PMS is invoked as the explanation for women's sadness

and rage is a reflection of the ever-present dictum of biological determinism. Even

though studies such as the one by Mansfield et al. (1989) suggest that men's social

cycles are equally influential or more influential on the mood of a couple than

women's menstrual cycles, and despite the findings of closely controlled quantitative

studies such as those by Ramcharan et al. (undated) which found no substantiation for

the claim of premenstrual mood change in the general population, it still appears that a
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woman's reproductive functioning is blamed for her own unhappiness as well as the

disharmony of her family. PMS is available and acceptable because the mechanisms

of medical social control have promoted the notion that women's behavior is

influenced by changing ho¡mone cycles. As Rodin (1992) has suggested, stereotypical

attitudes relating women's reproductive functions to unacceptable behavior began with

the first medical theorizing at the time of Hippocrates, through witchcraft and devil

possession, to hysteria from the Renaissance to the Victorian era, and to pMS today.

Popular journalist Susan Faludi (1991) contends that the inclusion of PMS in the

DSM-IV (American Psychiatric Association 1994) is part of the backlash against

feminisn-r in this century. She suggests that PMS poses a way for society to maintain

the position of male as self and female as the othe¡.

Scheffs (1966) theory of the labelling of deviance as mental illness is

particularly relevant to my study because of the close association between the images

of the mentally ill and of the PMS sufferer as out of control. As has already been

noted, women are especially susceptible to this form of labelling. Ussher (1991:248)

calls the phenomenon the "biological burden of woman." The notion of women as

inferior biologically became fìrmly entrenched in the Victorian era when women were

considered physically and psychologically fragile (Ehrenreich and English 1973). This

notion continues today, as women's disorders a¡e "characteristically conceived to be

psychogenic in character relating to women's newotic behavior and associated with the

hazardous character of reproduction" (Turner 1987:109).
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Studies by Gove and Tudor (1973) conhrm that doctors and psychiatrists are

more likely to label women than men as prone to mental illness. They suggest that

women's social roles make women especially wlnerable, with the risk being greater

for those women who are unemployed, married, and mothers of school-age children.

Rieker and Carmen (1984) suggest that although Gove and Tudor's (1973) work has

been criticized on methodological grounds, a review of community surveys and

utilization studies supports the notion thât women's unequal social status influences

their mental health. They report, for instance, on studies showing that women

employed outside the home recover more quickly than housewives from hospitalized

depression, that married women have been found to have significantly higher rates of

mental disorders than either married men or unmarried women, and that working class

women with young children were five times more likely to be diagnosed as depressed

than middle-income women. Other sources show that women are twice as likely as

men to suffer depression and that they receive over seventy percent of prescribed

tranquilizers and anti-depressants. This has been ¡elated to factors such as feelings of

hopelessness and low self-esteem (Turner 1987). Although one should be careful not

to confuse actual psychopathology and the labelling of behavior, "there is no question

either that medical knowledge remains discernably patriarchal. If women a¡e no

longer regarded as physically weak, they are certainly presented as psychologically

weak" (Scambler and Scambler 1993:19).

Among the criticisms of the labelling theory approach used by Scheff (1966)

are two that are particularly relevant to my study; namely that it fails to distinguish
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between the levels of severity of an illness, and that social interaction speaks only to

the labelling of symptoms, not the origin of symptoms (Fietd 1976, Turner 1987).

Regarding these criticisms, Hewitt ( 1 98 I :257-25 8), suggests:

Scheffls theory does not deny the reality of the conduct on which illness labels
are based. It does not suggest that people who are labelled mentally ill do not
have serious diffìculties coping with their lives, that they do not do what they
are alleged to do, or do not have the symptoms they appear to have. Rather, it
suggests that the constellation of symptoms and psychodynamics involved in
any given form of mental illness do not stem from an autonomous disease
process, but from interaction between the primary causes of rule violations and
the secondary elaborations of deviant role-making.

What Schefls (1966) theory adds to my analysis is an illustration of the principle of

social constructionism, that the wo¡ld is not merely a human experience, but a human

product, and that our interpretation of what we experience as reality is dependent on

the meanings conveyed in everyday interaction. By using Scheffls (1966) theory to

assist in the analysis of my data, I do not deny in any way that a multitude of changes

occur in relation to the female menstrual cycle, that individual women experience these

changes to greater and lesser degrees, nor that the changes they experience may lead to

or enhance feelings and behavior that the women find troubling. The women in my

study made it clea¡ that no matter what cause they attributed to their symptoms, and

no matter what explanatory model was chosen to describe their experiences, their

concerns are rea[, have signihcant influence in their lives, and they would like

satisfactory ways for themselves and their families to cope.

Field (1976) has suggested that there are today many stereotypes of illnesses

which could function in a simila¡ way regarding the labelling of behavior as illness.

Therefore, he has outlined the possible consequences, both negative and positive, of
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the application and adoption of such illness labels. With regard to negative

consequences, Field first points out Schefls suggestion that such labelling has the

effect of stabilizing behavior. This means social change ca¡ìrot occur if the problem is

seen to be individual. Stabilization, of course, depends on the willing acceptance of

the label by the individual named as deviant, and the willingness to accept rreatment.

Another consequence is the loss of individual credibility. Particularly in relation to

mental illness or PMS, for instance, any comments or complaints of individuals so

labelled may be likely thereafter to be deemed as rantings produced by unbalanced

chemicals o¡ hormones. It will be renembered that some of the women in my study

expressed this as a real concern for them. A third consequence is that it may be

difficult to lose the label entirely. That is, just as we assume that mental illness can be

treated but not cured, we also tend to see PMS as a chronic and long-term problem.

Positive consequences of labelling include, as has already been mentioned, the

possibility of removing negative interpretations of behavior; i.e., behavior is seen to

result from illness not badness. For the PMS sufferers in this study, this meant they

were no longer regarded as cnzy or mean, but rather as temporarily incapacitated.

Additionally, the labelling of problems as illness means that the person so labelled has

the prerogative of asking for and expecting help in coping with symptoms, and

possibly resolving the problem altogether. The women in my study spoke of this

possibility with hope. They understood that a cure was not yet available, but they

were at least hoping for assistance, suggestions, or treatments which would help them

cope when they needed it.
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By employing the approach of social constructionism and labelling theory, I

would not wish to suggest a total replacement of the biological explanations for

behavior which coincide with premenstrual chalge with strictly socialipsychological

explanations. It cafilot be denied, for insta¡ce, that medicine has been successful in

treating symptoms of some psychiatric and physiological conditions so that individuals

are able to lead a lifestyle more acceptable to them. However, based on Schefls

(1966) theory of the social functions of illness labelling, my study allows an analysis

of the biological explanations for PMS within a social context. The sociological

theory I present seeks to uncover the development of meaning as a process of social

interaction, thereby laying bare the mechanisms of reality construction. Tfuough the

process of interpreting the responses of others to our behavior, and anticipating others'

responses on the basis of our stock of knowledge, we define and refine our taken-for-

granted world. Language conveys the meanings we impose, specifìcally through the

application of labels for those meanings we all share in common.

F¡om this perspective, it is therefore suggested that, as presented by the women

in the study, an illness label might be adopted as an explanatory model if the social

context in which premenstrual change occurs is such that individual symptoms are seen

to represent violations of social norms, and if PMS is the most readily available, and

acceptable, explanatory model. The choice of an illness label arises from mecha¡isms

of institutional control which specifically direct individuals towa¡d the biomedical

model. The literature suggests that the notion of women's behavior is produced by,

and dependent on, their biological functions has been embedded in our stock of



200

knowledge fo¡ some time. When women's reproductive functioning is seen to cause

them to be out of control, the dictate of biological determinism is maintained. When

women themselves use PMS as a label to define their experience and justify their

actions on the basis of individual illness, they fulfil the prophecy of that dictate:

biology is destiny. It would appear, however, that for the individual women in this

study, the positive consequences of illness labelling outweigh the negative. They

suggested that the choice of the label of PMS was the result of a confusing process;

and indeed, it appeared that some of the women were still uncertain whether PMS

would be their final explanation. At the time of the study, however, PMS was, for

them, the best possible explanation. And most importantly, the labelling of feelings

and behavior as the result of a medically-defined condition afforded them the

possibility of asking for and expecting help.

6.5 CONCLUDING COMMENTS

This study was an attempt to describe women's experience with PMS from the

perspective of social constructionism, and thereby discern the social and cultural

influences which affect their experience. The study was designed as a reaction to the

contradictory results of biomedical resea¡ch and to a scarcity of experiential data. My

review of the literature suggests that the majority of PMS research has been conducted

from the biomedical perspective. PMS is believed to include a loosely defined

collection of diverse symptoms, and is believed to have a physiological cause.

However, symptomatology, incidence and causation have yet to be defined. Although
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the medical literature suggests that many, or indeed most, women deal with

premenstrual change to various degrees, a large controlled Canadian study (Ramcharan

et al. undated) suggests that the troubling emotional symptoms assumed to correspond

to PMS we¡e virtually absent in their sample. The sociocultural research of PMS

suggests that social context is important in women's experience, but this factor has

been generally ignored in the biomedical research. For example, another Canadian

study (Pirie 1988) found that those who considered themselves sufferers and those who

considered themselves non-sufferers reported virtually the same symptoms. The

confounding results of placebo trials also suggest there may be something insidious in

the notion of PMS as illness. These ambiguous images of PMS, therefore led me to

design a study which would explore women's own perceptions of their experiences

with PMS.

My study was conducted from the perspective of social constructionism, which

defìnes the interactional processes through which we shape and maintain our taken-for-

granted reality. Social constructionism thus attempts to unrnask what we know and

how that knowledge is produced. From the standpoint of health sociology, social

constructionism helps to describe our understanding of health and illness and how

these ideas develop through social interaction.

In an attempt to describe women's perceptions of PMS from this perspective, I

designed a qualitative study wherein sixteen women we¡e interviewed conceming their

perceptions of PMS and its effects on their relationships with family, friends and co-

workers. The inte¡view data illustrate how these women engaged in a¡ active sea¡ch



202

to explain confusing physical, emotional and behavioral symptoms, and suggests that

their sea¡ch culminated in the choice of PMS as a fit label to describe their

experiences. Analysis of the data suggests that the process by which the women came

to thìs conclusion mirrors that found in the three moments of reality construction --

objectivation, internalization, and externalization -- described by Berger and Luckmann

( 1 967). The application of labelling theory to the analysis of data helped to define

more clearly the mechanisms by which the women's knowledge of PMS was gained

and maintained. A general conclusion is that this study supports other resea¡ch which

suggests that social and cultural contexts influence how women interpret their

experience, and that the choice of PMS as an explanatory model is dependent upon

social interaction.

6.5.1. Contributions and Limitations of the Study

The data gathered for this study has provided a sociological interpretation of

the process of identifìcation as a sufferer of PMS. Consequently, my study offers two

contributions to the freld of health sociology. Firstly, my research has produced

personal interview data which adds to the present research on PMS. The quality and

depth of the information I obtained highlights the relevance of experiential accounts,

and in particular, retrospective reporting, in sociological studies of women's health.

Secondly, my study makes explicit the process of reality consfuction. The women in

my study did indeed describe knowledge development which parallels the th¡ee

moments of reality construction outlined by Berger and Luckmann (1967).
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Additionally, the study would appear to conoborate the model of illness labelling

described by Scheff (1966), although it was not an explicit test of Schefls model.

Despite these contributions, my study has limitations which must be

acknowledged. These arise mainly from the small, homogeneous study sample, and

from the exploratory methods utilized to gather the data.

In regards to my sample, I was able to include only sixteen women, an aspect which

limits the generalizability of the findings. My sample may also be considered

unrepresentative of many women with PMS because the women who volunteered to

participate were selected from among a group whose personal situations may be

considered to be extreme. That is, these women went to the Vy'omen's Health Clinic

information session specifically because they were in need of assistance in dealing with

PMS. It might therefore be assumed their situations or symptoms were more severe

than those of other women who might also describe themselves as suffere¡s of PMS,

but who do not feel their experience is severe enough to warrant the help of health

professionals. The implication from the data is that my sample may have been under

extraordinary st¡ess from physical, psychological, socioeconomic or relationship

concerns which might not be as evident for women in less extreme situations.

However, because the research to date is inconclusive regarding the definition of the

typical PMS sufferer, it is difficult to determine the actual significance of these

cha¡acte¡istics in my sample.

Also, the particular method of choosing a sample from among those who attend

the Vy'omen's Health Clinic may have skewed the results concerning similarity of



204

pattem regarding the process of identification with PMS. As mentioned, although all

the women described a simila¡ process of choosing the label of PMS and gave

evidence of the th¡ee moments of reality construction, Judith's experience was

particularly unique. Her focus on PMS was mainly in regards to its influence on her

physical health, which in tu¡n influenced her ability to work outside the home. By

contrast, all of the other women described emotional and behavioral symptoms of PMS

and their influence on personal relationships as their primary concern. Other than

showing similarity in the pattern of meaning development, the analysis was not able to

deal further with the questions presented by the difference in Judith's experience.

It may also be suggested that my sample limits the usefulness of the results

because I did not account for diversity regarding eth¡ocultural background or

socioeconomic status. As mentioned previously, social class affects the preferred

source of PMS information (Parlee 1987), and culture has been found to affect

menstrual attitudes significantly (Scambler and Scambler 1993), including the

experience of PMS (T. Johnson i987). Just as Zola (1966) found a difference in the

illness experiences of Italian and Irish patients attending the same large-city clinic in

the United States, it is conceivable that an area as socially and ethnically diverse as

Manitoba may produce a diversity of experience with PMS.

The applicability of this research is further limited because of the exploratory

nature of the study and the particular approach used to gather data. Because of the

informal and unstructured format of the interviews, each woman did not address each

topic in the same way. As well, they were given the opportunity to add any data they
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felt was relevant. As stated previously, all of the women in the study described

various aspects relating to each of the th¡ee main categories corresponding to the three

moments of reality construction, but not all women added data to each property,

making comparison of some sections of the data very difficult. The result was that

true saturation of categories (Kirby and McKenna 1989) could not be reached. As

stated, however, properties did not arise unless a majority of women addressed that

issue.

Finally, I must acknowledge the influences of theoretical sensitivity; that is, my

own interpretations of PMS gained from my review of literature, ald my own personal

experiences (Strauss and Corbin 1990). I feel these experiences sensitized me to the

issue of PMS specifically, and to the relevance of disease labelling in general.

This was the basis, then, upon which I developed the resea¡ch. In an attempt to keep

the analysis f¡ee f¡om my owrr personal biases, however, I used techniques which

included a strict adherence to the data collection and coding procedures (Strauss and

Corbin i990). I attempted at all times to maintain an objective attitude about the data

and scepticism about my discoveries. This balance of personal standpoint and

continual questioning of the data helped me to see the main themes which arose and

led me to uncover the process by which women define their experience as PMS.
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6,5,2 Reflections on the Research Process and Recommendations for

Future Research and Practice

In reflecting on the research process as a whole, there are a few issues which

require comment. First, the process of data gathering was personally rewarding for me

in that I had the opportunity to interact with many strong, conscientious and caring

women. The limitations posed by this sample might have been avoided, however, if I

had chosen another method to recruit volunteers; for example, if I had published a

request for interviews in a community paper or posted a notice on a community

bulletin boa¡d. This route would also have eliminated concerns, previously mentioned,

which related to gaining entrée to the ¡esearch site, in that I would not have had to

depend on others in order to present my research a¡ld recrujt volunteers. Alternate

means of obtaining participants might also have produced a more diverse, and

therefore possibly more representative, sample which may have better add¡essed issues

such as diversity of class a¡d culture. In light of this, future resea¡ch should address

these differences in the personal experiences of the sample which coincide with

women's search fo¡ an explanatory model, and how these experiences related to their

choice of PMS.

Second, the literature on PMS did not direct me to a specific research question,

nor did the perspective of social constructionism help to narrow the focus of the

resea¡ch. The result was an overwhelming task of analyzing the b¡oad experiential

data obtained from the six interview topics. Despite this, however, the data can now

provide a good basis fo¡ further development of a more structured project. This
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method could perhaps measure more accurately the similarities and differences of

experience. Follow-up interviews would be of benefit in adding further detail to each

woman's description so as to define more clearly influences relating to interactional

processes over time, and might also allow for the input of family members and othe¡s

affected by premenstrual behavior.

More definitive projects which should follow from this study include the

following:

1. It is recommended that research based on the results of this study include an

explicit test of the ¡elevance of the three moments of reality construction (Berger and

Luckmanr (1967), and the propositions of Scheffs (1966) theory of illness labelling,

specifically as they relate to the choice of PMS as an explanatory model.

2. A detailed study should be made of how women deal with situations of personal

st¡ess and the relationship of coping mechanisms to concepts of health and illness. For

example, I made the assumption that the women in the study defined PMS as illness

because this is the model presented by the media and most helping professionals, and

also because of the illness images conveyed in the women's descriptions of pMS in

terms of cause, symptoms, and treatments. My definition may differ, however, from

that of the women themselves. Study of this issue would be relevant to the area of

women's health generally.

3. A related question is how individual concepts of health and illness relate to

women's definitions and perceptions of their bodies, menstruation, and their own self-

image. As this study suggests, the women who described themselves as having pMS
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also conveyed a negative self-image in relation to the effects of PMS on their behavior

and performance. Therefore, the study of the conespondence of health attitudes and

menstrual stereotypes with self-image is relevant.

4. My study has also suggested that genderipower relationships may be important in

the process of def,rning health and illness, particularly in regard to the choice of labels

and models. Future ¡esearch should therefore explore the possibility of detailing this

aspect in relation to PMS in particular, and women's health in general.

5. Lastly, it is important to state that although this study was woman-centered, it did

not, as was discussed in Chapter 4, employ the feminist principle of inclusion of

participants at all stages of the resea¡ch process. It is suggested that this would be a

benefìcial goal of all research in the area of health sociology, and women's health in

particular. This methodology holds the possibility of not only including the

experiences of women, but also allowing women the opportunity to help shape the

resea¡ch and create change based on their findings (Kirby and McKenna 1989).

Therefore, it is recommended that future studies employ feminist methods which st¡ess

full inclusion.

In ¡elation to this last resea¡ch recommendation, I would speculate that the

opporhnity to be fully integrated in a social constructionist analysis of PMS would

serve not only to inform women but also to empowe¡ them. As discussed previously,

the women in this study implied there were positive consequences fo¡ them in locating

the cause of their behavior in their physiology through the choice of PMS as an

explanatory model. PMS gave them a name for their experiences, and also provided
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institutionalized legitimation. Through the active search for an explanation, they had

taken control of their problem and resisted the influence of other labels which were

not felt to be personally benehcial. They had not yet, however, found effective

treatments for their symptoms, which might suggest that real change for them was

unlikely. Unmasking the process of social construction, however, might offer an

alternate name and location for their experience, and might also allow women to

observe the process of naming, providing them with new understanding of why and

how people behave as they do. This awareness could indeed be liberating and may

begin to give women the tools necessary to make real change in their lives. They

may, for instance, find avenues of change more effective in alleviating the negative

aspects associated with PMS than those of biomedicine.

Relatedly, it is my hope that the results of this research will be utilized by

counsellors and health care professionals who t¡eat women with PMS. Despite the

limitations of sample and methods, this study strongly suggests that social inte¡action

influences the way women define premenstrual change, and that their perceptions of

themselves as women influence thei¡ health-related behavior. Women should be given

the opportunity to understand the complexity of PMS, including the influence of

cultural expectations, social attitudes, and the power of institutions to define and label.

As well, helpers should recognize the struggle for individual women in dealing with

the many facets of PMS, and should acknowledge the impact of this struggle on family

life and work. Finally, because this study suggests a strong ¡ole for the Women's

Health Clinic in validating women's experience of PMS as a biomedical reality, they
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may want to explore the existing format of the PMS information sessions to determine

whether this is the most beneficial model for most women, or if there might be a

benefit in offering alternate models. If social interaction ca¡ validate reality, it can

also provide altematives to our taken-for-granted reality that might, in the long run, be

more constructive in producing desired change.
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APPENDIX A
SCREENING QUESTIONNAIRE

IF YOU HAVE PMS. PLEASE TAKE A MOMENT TO COMPLETE THIS FORM

My name is Madelyn Hall. I am a Master's student at the University of Manitoba and I am
looking at how PMS influences our relationships with family and friends. I will be interviewing
individual women in order to learn about women's own experiences. If you would be willing
to speak with me, privately and confidentially, please answer the following questions.

1. Age
2. Do you currently live with:

a) a male partner... YES _ NO _

(IF YES, please list ages):

c) other adults....... YES _ NO __
(lF YES, please state their relationship to you):

3. Do you work outside the home?
a) full time............ YES _ NO _
b) part time........... YES _ NO _

4. Have you attended other PMS sessions, either at

the Women's Health Clinic or someq'here else? YES NO

5. Because of your PMS, do you currently belong to
an on-going support group or self-help group? YES _ NO _

PLEASE PLACE A CHECK MARK ON THE LINE TO INDICATE YOUR
WILLINGNESS TO BE INTERVIEWED:

Please contact me to a[ange an interview:

(First Name) (Phone Number)

Best time to call:

OR: _ I will contact the researcher directly. (PLEASE TEAR OFF THE PORTION
BELOW.)

,¡****+*,Èf*++*********:Ì****,***t<**+*****+*+:¡**+**'*+*****+*+*****+***+++**++*+*+*
Madelyn Hall, Graduate Student MESSAGES: ------ (hm. phone)
Depaftment of Sociology 47 4-9260 (8:30 - i2:00
University of Manitoba or 1:00 - 4:40)

*+**+***++t*++****+*+***********,ß**+*'t****'¡****+:¡***,t,t+**r******t<*****:*rt:,F:r**+
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APPENDIX B

RSQUEST FOR ACCESS TO R-ESEARCH SITE AND STUDY POPULATION

November 8, 1991

Katie Hein¡ich
Research and Evaluation Committee
Women's Health Clinic

Dear Ms. Hein¡ich:

As I mentioned to you recently on the phone, I am a Master's student at the University of
Manitoba and am interested in speaking with women regarding their experiences with PMS. A
copy of my Master's thesis proposal is enclosed. My thesis committee is comprised of Karen
Grant (advisor), Pat Kaufert and Laurel Strain. Please conside¡ this letter a formal request for
permission to approach women attending WHC PMS information sessions regarding their
voluntary participation in a personal interview session. All necessary steps will be taken to
ensure the information provided in these interviews will be kept completely confidential.

The main focus of my research is women's perceptions of how PMS affects their relationships
with family and close friends. My approach to conducting this research will be informed
generally by feminist theory and specifically by symbolic interactionism, which proposes that the
meanings people give to themselves, objects and events are shaped in the process of interacting
with others, in particular, signifìcant others such as family members.

There is on-going debate as to the beneht of describing premenstrual change as a medical
syndrome; and this debate continues in the courts, in the workplace, and in the home, as well as

in the medical and feminist communities. Therefore, women's descriptions of how PMS affects
their lives will offer an understanding of the overall impact of defining this aspect of female
reproduction as an illness and as a problem in our society.

I wish to speak with women who have identified PMS as a problem, but who have had little
contact with PMS support groups sessions which may offer various explanatory models and
thereby colour their own individual perceptions and \¡/ays ofa¡ticulating these perceptions. These
general perceptions of typical women in our conmunity, perceptions arising from contact with
various social mediums (TV, popular magazines,

......2
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2-.....

family influences and physicians) are what I hope to tap. It is my understanding from speaking
with Anne McConkey and Sandi Gessler that the women attending the clinic's session are
generally representative of women in the community at large, and would provide a good sample
for my study.

Therefore, I request to be allowed to attend the PMS sessions in o¡der to briefly present my
research, and to allow those women attending the opportunity to participate. They will be
informed at the outset that I wish to audiotape the interviews (for my convenience only) and that
all information they provide will be kept strictly confidential. No one but myself will have
access to the original data. I will request the women provide some basic demographic
information (the question sheet is included with my proposal), and either leave their phone
number for me to arrange an interview time, or give them the option of phoning me directly.
The inte¡view will be conducted as an informal dialogue (my interview guide is also included
with the proposal). Only six main questions will be asked, but I have included on my interview
guide sheet a number of probes which I may use to enhance the discussion.

Ideally I would like to speak with approximately twenty women, and therefore would wish to
attend a number of consecutive sessions. I would like to begin attending as soon as it can be
ananged.

I hope this letter and my formal proposal will provide sufficient information to support my
request. If you require any further details, please do not hesitate to contact me.

Thank you,

Madelyn Hall

enc.
cc. Karen Grant
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APPENDIX D

iNumber includes one \ryoman with two part time jobs.

tNumber includes one woman working both a full time a¡d a part time job.

3Number includes two women who were planning to attend support sessions,
although they had not yet done so at the time of the interview.

DEMOGRAPHIC INFORMATION PRO\TDED BY RESPONDENTS
ON THE SCREENING QUESTIONNAIRE

DEMOGRAPHIC
INFORMATION

SAMPLE (Interviewed)
# cN=16) %

REFUSALSÂNELIGiBLES
# o{:13) %

Aee
Range
Mean
Median

19 - 46 years
34 years
35 years

24 - 47 yean
36 years
35 years

Living Arransement
Alone
Male Partner
Children: 0

1

2
J

4

Other Adults

1

11

3

2

6
4
I
1

6.3

68.8
18.8
12.5

37.5
25.0
6.3
6.3

J

7
7

0

2
J

0
2

23.1

53.8
53.8

0.0
15.4
23.1

0.0
15.4

Emplovment
Full-Time
Part-Time

5
al

31.3
25.0

6'
.2.]

46.2
23.1

Attended Other PMS
Sessions 4 25.0 7.7

Attend an On-soins
Supnort Group â3J 18.8 '7.7
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APPENDIX E

CONSENT F'ORM

A STUDY OF WOMEN'S EXPERIENCES WITH PMS

agree to participate in the study of women's

experience with PMS, and I understand that my intervierv will be audiotaped. Any

information provided by me will be used for research purposes only and will remain

confidential and anonymous at all times.

I ur.rderstand that my participation is entirely voluntary and that I am free to refuse to

answer any questions I consider too personal or objectìonable.

Interview Participant

Researcher Date
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APPENDIX F

INTERVIEW GUIDE

1, WHEN DID YOU FIRST START TO THINK OR KNOW THAT YOU HAD PMS?
PROBES:

a) age then
b) what was going on in your life at that time (work/family/etc.)
c) noticeable symptoms (perceived positively or negatively)
d) do you have any idea what caused you to start having PMS at that time
e) what information led you to the understanding that what you were

experiencing was related to menstrual cycle changes (i.e., information
from family, friends, doctors, articles, other media, etc.)

2. PLEASE DESCRIBE YOUR PMS NOW,
PROBES..

a) what are your symptoms (severity/restrictions/duration)
b) when are they most severe

c) what factors seem to make your symptoms worse,ôetter
d) how do your symptoms affect your activities (home/work/socially)

3. WHAT BEHAVIOR AND EMOTIONAL CHANGES ARE YOU MOST AWARE OF
PREMENSTRUALLY? (if different from 2-a)

PROBES:
a) are they perceived positively or negatively

4, DESCRIBE HOW THIS BEHAVIOR (THESE EMOTIONS) AFFECT YOUR
RELATIONSHIP V/ITH YOUR FAMILY AND FRIENDS (i.e., how is this significantly
different from your usual ways of relating)?

PROBES:
a) give examples of husband/children/significant others
b) how do these others react to you (i.e., how do they regard your PMS)
c) how do you explain your behavior to them/to yourseÌf/to others
d) how does this behavior make you feel

5. (for those who work) HOW DOES PMS BEHAVIOR AFFECT YOUR
RELATIONSHIPS AT WORK?

PROBES,'
a) how do you relate to others at work when bothered by PMS
b) how do yor¡r co-workers/supervisors react to you
c) how does this make you feel

6. WHAT HAVE YOU DONE, OR WHAT ARE YOU CURRENTLY DOING TO
ALLEVIATE PMS SYMPTOMS (medical treatments, lifestyleidietary changes, etc.)

PROBES.
a) how effective were/a¡e these measures - why
b) are you considering other measures - why,/how do you think they'll worV

based on what kind of information
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APPENDIX G

Coding Schema

17. Doctor (satellite: unique pieces of data which did not
fit well with any of the categories)

Properties

(themes which deYelop from the

characteristics of indìvidual bibbits
ôf data

Cateeories

(groupings of common properties

that seem to fit together)

Substantive
Theorv

(a way of conceiving of the
categorized data that helps to
descr¡be the data and explain the

focus ofthe research; eg., social
constructionism)

1 . First Noticed
2. How Noticed
3. Symptoms
4. Occurs When
5. Cause

Awareness Objectivation

6. P.M.S
7. PMS Image
8. Past Experiences
9 . Self image
10. Support
11. Responsibilities
i2. Family
13. Universality

P.M.S. Possibly
Makes Sense

Internalization

t4.
15.
16.

Validate
Explain
Treatment

Validation Externalization


