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  We dedicate this book to the thousands of women whose stories deepened our knowledge of PMS and whose feedback refined our methods of healing them.
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  One of my patients, Sally S., once said to me, “You know what really upsets me?”




  “This could all have been treated long ago. I could have been happy all these years.”




  


  


  





  




  Introduction




  





  Over the years we’ve seen far too many women struggling through what ought to be the happiest and most productive period of their lives without a proper diagnosis of their problems. We’ve heard too many stories of bad treatment, broken marriages, ruined relationships, lost jobs, work curtailed or never undertaken, and of dreams stifled or put on hold because untreated PMS had undermined self-esteem and self-confidence.




  We know there are millions of you out there who aren’t getting the help you need and deserve. Instead you’re often labeled “mentally ill” or “personality disordered” because PMS involves so many body systems that most physicians still don’t recognize it. They see one or more of its many “masks” and treat these disguises instead of the real problem. If you dare to tell them their treatment didn’t work, they too frequently see you as the problem.




  For decades, in fact ever since the American medical establishment started collecting demographic data, statistics have revealed a consistently disproportionate number of women who sought treatment for migraines, anxiety disorders, panic attacks, and recurrent or treatment-resistant episodes of depression. We asked ourselves the following questions:




  Why did women experience these problems so much more frequently than men? Was there something inherently more fragile about the female psyche? Did it in any way validate the Freudian hypothesis that women secretly “really longed” to be men and became depressed by their femininity, or does a woman’s role in society set her up for anxiety and/or depression? Did women experience “raging hormones?” Did any of the above make them essentially unreliable?




  Twelve years ago, we began our medical detective work, hoping to find the real answers and committed to assisting the women who came to us for help with these baffling problems.




  The mainstream of the American medical establishment was for years dominated by a conservative, masculine-oriented chauvinism, that scarcely bothered to disguise its basic assumption that women were merely inferior versions of men, that they were more prone to break down psychologically, and that they were histrionic and unreliable reporters of their symptoms. In other words, women were not to be taken too seriously.




  At first we scarcely had a clue as to how to argue convincingly against these assumptions. But as we collected our own data over the years, we began to see patterns. Women were actually reporting groupings of symptoms, and these groupings appeared to cluster at times. These occurrences spurred us on to try to find an explanation. Eventually we realized that the event about which the symptoms revolved was the menstrual cycle.




  From this we came to be aware that the psychological disorders so disproportionately high in women were actually only symptoms of the underlying disorder, a phenomenon now known as Premenstrual Syndrome or PMS.




  In the community of women in this country, few would say that PMS doesn’t exist. But there are many women who suffer silently and publicly deny that they have PMS, for fear of lending credence to the myth that women are essentially unreliable because of their hormonal storms. Sadly for them, and for the truth, this position backfires. It is not women in general who evoke the stereotype of the “unreliable woman.” It is the tiny—albeit highly visible—minority of women with the most severe untreated PMS who evoke and perpetuate that hated and inaccurate view of women.




  And yet, more than twenty years after the syndrome was definitively defined by Katharina Dalton in London, the mainstream of American medicine continues to ignore—or dismiss as a “benign, self-limiting disorder”—this condition that disrupts the lives of women, their families, and their worlds in general.




  Therefore, we felt we had to write this book to provide women with the real story: What PMS is; why it’s so commonly missed, misdiagnosed, or mistreated by physicians; how PMS “masks” itself as many varied illnesses and disorders, and—most importantly—what you need to do to heal yourself from PMS.




  Why are we uniquely qualified to take on this task?




  We have been working in this area for more than twelve years. Dr. Martorano, a Board Certified psychiatrist specializing in psychopharmacology (drug treatment for psychiatric disorders), began noticing a pattern. Many women whom he evaluated before prescribing antidepressants for their depression (or tranquilizers for their tension and anxiety) did not really meet the criteria for the illness with which they had been diagnosed. Furthermore, these women did not respond as expected to the drugs prescribed for them. He began looking for other explanations and in doing so came across the work done by Dr. Katharina Dalton in London. After thoroughly researching her findings and after communicating with the two or three clinicians in the United States who were seeing women with these problems, he became convinced that PMS did exist and that its existence explained why women were diagnosed with depression, anxiety, and panic disorders so much more frequently than men.




  Dalton and her American counterparts treated women diagnosed as having PMS with progesterone and vitamin therapy. Dr. Martorano began his search for a treatment plan that would rely on progesterone only for unresponsive PMS cases. He devised a holistic treatment protocol, and in June 1980, with Maureen Morgan and Dr. Norman Weiss as his co-founders, opened PMS Medical (at 141 East 55th Street, NY, NY 10022; telephone 212-751-3135), a private center for the diagnosis and treatment of PMS. We are still hard at work helping women.




  In the following chapters we’ll take you step-by-step through the areas of recognizing and stripping away the many masks of PMS. Then we’ll instruct you in self-monitoring and self-diagnosis. In the third Part of the book we’ll reveal our up-to-the-minute treatment formula that has helped thousands of women like you overcome their PMS and reclaim their self-esteem, their work, and their lives. We’ll help you to learn how to become expert at helping yourself. We’ll help you to recognize when, and if, you may need a medical expert to assist in your treatment; and we’ll help you to learn how to choose a physician and how to become a competent, self-confident, informed consumer of medical services. We’ll help you to handle the social and work ramifications of PMS and give you guidance to help you share your concerns and needs with family members, so that they can understand and support you.




  We’ve got the help you need, but our knowledge alone won’t do the trick. Just as when you become competent at any other complicated skill, the experts can give you useful advice, but you’ve got to do the actual work. You’ve got to make the necessary changes. We know you can do it. We’ve seen so many other women heal themselves from PMS. Through this book, we’ll be right there beside you as you take each step.




  Let’s get started now, you’ve already suffered too long!
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  The Reality of PMS




  





  PMS is prevalent. PMS is epidemic. PMS involves tens of millions of women. PMS disrupts the lives of a significant percentage of the female population who has it, and adversely affects the lives of the men, women, and children who love them, live with them, and work with them. But there’s no doubt that although very common among women from fifteen to fifty-five, PMS is the most frequently misdiagnosed and mistreated illness in America today.




  Why do so many well-educated, well-intentioned physicians miss or misdiagnose PMS? To begin with, women’s complaints are frequently dismissed. There is a misperception, still present in our medical community, that women are preoccupied with their health. Women are not taken as seriously as men, and consequently doctors frequently don’t listen carefully enough when their patients are female.




  Furthermore, PMS is often masked by misleading symptoms; it can appear in any combination of more than 140 different signs and symptoms. PMS can involve so many symptoms in the body that many physicians, trained as specialists, refer their PMS patients to another doctor because they don’t feel equipped to deal with the many symptoms outside their area.




  Getting Past Freud




  Finally, in many cases the physician decides that anyone with so many symptoms must need psychiatric help. Nowadays, whenever a woman has an elusive, hard-to-diagnose symptom, physicians generally deem that it must be psychological. Once a woman speaks of anxiety, tension, or depression, she is shuttled into the mental health system, where her physiological complaints are largely ignored.




  The thrust of this book will be three-pronged. We will teach you to recognize and strip away the many myths and masks of PMS. Then we’ll equip you to diagnose your own disorder. Finally, we’ll give you a comprehensive treatment program that has brought relief to thousands of women like you who have been treated at our PMS Center.




  Searching for Help




  Typically, the PMS Center patient comes to us after seeing five previous doctors and spending close to five thousand dollars on ineffective care. Mistreatment ranges from the subtle to the devastating, from the seemingly reasonable to the patently absurd.




  Most of the time, the masks of PMS are the problem. PMS normally travels in disguise. Its disguises are numerous and doctors are often fooled by its disguises. A woman with a straightforward, thoroughly treatable case of PMS is often diagnosed as depressive or anxious. You might reasonably assume that such a misdiagnosis is no more than a temporary, minor difficulty. Unfortunately, that’s not usually the case. Simply put, the vast majority of American physicians are ill-informed and ill-educated when it comes to PMS. And what they don’t know can certainly hurt you.




  The Superficial Diagnosis




  For instance, you go to a doctor and get a superficial surface diagnosis ... not exactly an incorrect diagnosis but one that doesn’t establish the etiology, or cause, of the disorder. You tell the doctor you feel “anxious.” He or she agrees that you appear especially anxious. But does he or she look for the cause of your anxiety? What if it is caused by PMS or even a sensitivity to a nasal spray such as phenylpropylalanine, which causes anxiety in many women? What is the correct diagnosis?




  Or maybe something really steers you wrong, like the chest pains you experience when you have panic attacks. Your heart beats so fast that you think it is going to fly out of your chest. And you go to the doctor. He examines you and does a cardiogram, which is negative, though your heart rate accelerates at times. Then he does a sonogram, which is also negative, but he believes you have a slight heart murmur. “Quite mild,” he insists. “It may be indicative of mitral valve prolapse.” In that moment, your whole world darkens. You’ve heard the magical word “heart” and you go into a state of intensified anxiety.




  You limit your activities, stop your exercise, and surprisingly, the panic attacks increase. But is mitral valve prolapse the correct diagnosis? You may actually have a masked case of PMS, and, if you do, the misinformation and the “help” you’ve received will only make your anxiety worse.




  You can unmask PMS if you know exactly what questions from Chapter 22 to ask your doctor.




  That’s the reason for writing this book: using our extensive clinical experience developed from years of listening to case histories like yours, we can offer you a complete system that will allow you to avoid misdiagnosis and mistreatment.




  The Range of Misdiagnosis




  Our patients have been misdiagnosed in every way that women can be misdiagnosed—and often with the aid of complex and expensive tests. After the specialists had worked them up, many of these future patients of ours were worried about brain tumors, or multiple sclerosis, or insanity. Neurologists searched their brains with CAT scans and MRIs, while gynecologists searched their reproductive organs. Most frequently, however, they were treated by psychologists, psychiatrists, or therapists for their “disturbed” mental state. Much of PMS—tension, depression, irritability, and unpredictable, meteoric mood swings—appears psychological, especially if the mental health professional is unaware of the masks of PMS.




  In spite of that appearance, and so many other false appearances, the truth is that the Premenstrual Syndrome is a hormonal disorder and has to do with the imbalance of estrogen and progesterone, the two major female hormones, during the weeks before your period. Neither your nerves nor your genitals—not even your thoughts—are significantly involved in treating the problem. PMS and hormones are inextricably linked.




  The balance of hormones in the body is a delicate one. Nonetheless the majority of women (60 percent) are sufficiently well tuned that they don’t feel the sort of discomfort that would cause them to seek help. They go from menarche to menopause without incident. To these women, PMS is not a reality. But 40 percent of all women in the childbearing years do have significant problems, and 10 to 12 percent of women experience such intense PMS that it disrupts their lives and the lives of family, friends, and co-workers.




  If you’re a woman with such severe PMS, then each month during your premenstruum, you’re acutely miserable, difficult to live with, and tormented by a wide variety of physical and psychological symptoms that are too much for anyone person to cope with.




  It’s important for you to get the help you need. If you aren’t treated effectively for a condition as serious as PMS, your quality of life can suffer catastrophic consequences.




  Why Is PMS So Hard to Diagnose?




  There is compelling evidence that most PMS sufferers are not yet getting effective treatment. Is it because no one understands how to care for PMS, because the disorder is mysterious? Once upon a time that was true, but now it’s absolutely not the case. Proper diagnosis can be made without costly tests, and good care can and should be standard.




  American doctors are largely at fault, even if the fault lies largely in their education. Effective methods of handling PMS were developed in Great Britain more than thirty years ago. Why aren’t American doctors treating their PMS patients according to the tried-and-true methods developed in England during the 1960s and 1970s? Why are we so backward and behind the times?




  We’ve noticed that doctors who don’t treat their PMS patients correctly generally fall into three groups:




  The uninformed. By this time, just about every physician in the country knows about PMS, but a majority still have very little idea of how to treat it. Their ability to diagnose the disorder is primitive at best. Their knowledge of diet is superficial. And, if they’ve heard about natural progesterone for PMS, they have a marked tendency to confuse it with the synthetic form, which not only doesn’t work but in the long run can actually worsen the symptoms it’s supposed to be improving.




  The dismissive. This less than benevolent group simply shrugs off the pain of their patients. They’re most often physicians with a grin-and-bear-it mentality. They usually perceive female patients as “complainers.” To these misogynists PMS is due to the inherent defective character of the woman rather than to her hormonal imbalance.




  The opportunistic. These are the doctors who treat patients only with the treatment practiced in their own specialty and apparently are not concerned by the dismal ineffectiveness of this treatment when it’s applied to PMS. Shamefully, although most doctors want their patients to get well, sometimes the doctor’s needs overshadow the patient’s. These needs include keeping their self-esteem intact, keeping a practice going, making money, and feeling comfortable with the sort of medicine they’re practicing—and that usually requires that any particular disorder they treat be put within their frame of reference.




  Unfortunately, no matter how and why the doctor misses PMS, this translates into bad medicine. PMS is an illness that manifests itself through hundreds of different symptoms, as you’ll see in the next chapter. First let’s take a brief look at the history of PMS and its treatment.




  A Short History of PMS




  It took a very long time for PMS to be “discovered.” Presumably, as far back as the cave dwellers, some women found themselves growing irritable and depressed during the weeks before menstruation. Presumably, their feet swelled and their breasts were tender and their tolerance for the foibles and follies of their mates grew very slim. However, before the twentieth century, no one had any idea that there was such a thing as PMS.




  The disorder was finally described more than sixty years ago by Dr. Robert T. Frank. In 1931, he produced a paper entitled “The Hormonal Causes of Premenstrual Tension,” which correctly outlined the physiological and psychological changes that he had observed in women during the premenstrual portion of their cycle. He also surmised that changes in the progesterone level were very likely to be responsible for much of what he was seeing.




  In 1925, six years before Frank’s important discovery, Drs. R. Okey and E. L. Robb reported that glucose tolerance curves were abnormal for women during menstruation and that women sometimes showed tendencies toward low blood sugar. In 1944, Dr. Seale Harris, one of the pioneers in the study of hypoglycemia, reported in the Southern Medical Journal that women frequently experience hunger, fatigue, nervousness, and sweating immediately prior to menstruation. These were solid findings made by competent physicians but the medical establishment failed to see their importance and never took them seriously.




  The next four decades continued to be grim for women with PMS. In their search for relief, they were given useless treatments, were told they needed a vacation, needed a job, needed more children, needed more sex, needed more time away from their children, needed a glass or two of wine to help them relax, or needed a tranquilizer to soothe their feminine psyche. And, increasingly often, they were told they needed a psychiatrist.




  Meanwhile, in England, Katharina Dalton, who earned her medical degree in 1948, was about to become the mother of modern PMS treatment and diagnosis. Dr. Dalton’s own premenstrual experiences led her to speculate on the effects this portion of the female cycle had upon women.




  The splitting migraine headaches she got each month before her period made her reexamine the complaints of many of her patients. Dalton wrote the first paper in British medical literature on PMS, in collaboration with Dr. Raymond Greene, in 1953. By that time, it was already clear to her that PMS was a medical disorder that is hormonally related.




  Dr. Dalton was nothing if not persistent. She soon established a clinic in London to treat the condition, and, by the late 1960s, PMS was no longer a strange or an exotic illness in the minds of the British medical community. In England, PMS was accepted not as a psychiatric problem but as a hormonal disorder.




  Dalton came to the United States in August 1979 to help publicize the condition, and controversy flared. Over the next several years, medical articles and media attention made PMS a household word. The first American center for treating PMS opened in Boston and a remarkable national network of women began to campaign for the medical acceptance of PMS.




  An astonished and markedly unenthusiastic American medical establishment watched uncertainly as PMS broke like a wave over its hitherto indifferent shoulders. Hormone disorder? Depression, mood swings, migraines bringing about endocrine changes in the premenstrual portion of the month? Surely all that was exaggerated, if it was even real. And sadly, some misguided feminists, in the interest of preserving the myth that men and women are not merely equal but the same, persist in declaring that PMS just doesn’t exist.




  Indeed PMS has often been handled as if it were a political “hot potato” rather than a legitimate medical disorder. Many women have concluded that to acknowledge the existence of a disorder that impairs the judgement of even a small number of women would lend credence to the claims of hostile males anxious to suggest that women are unreliable because of their inherent “raging hormones.” Ironically, it may well be that severe, untreated cases of PMS provided the stereotype in the first place.




  The interesting thing about PMS is that scientifically speaking, there ought to be very little that is controversial about it.




  

    	PMS can be directly observed in the behavior of millions of women during the days preceding their period.




    	PMS can usually be treated with a better than 90 percent rate of success.




    	PMS is not in your imagination, but it can be shown that it is in your brain. We can say this now because the effects of PMS and the rapid results of treating it can be observed through a dramatic new technique called brain mapping.


  




  PMS is now on the medical map. Only the most hidebound and unprogressive doctors still deny its existence. Perhaps the next thing is to try to help them to understand what causes it. So let’s look at the next chapter. Even if you can’t convince your physician to read that chapter, you’ll find that it has an immensely clarifying effect on your sense of your own body. Remember, you may be the most important PMS doctor you’re ever going to have.




  2




  




  Tracking Down Your PMS




  

    THIS CHAPTER WILL SHOW YOU:


  




  

    

      	The many and varied symptoms of PMS




      	One woman’s ordeal of misdiagnosis




      	How to keep your menstrual calendar




      	How to determine if you have PMS


    


  




  As we have said, PMS manifests itself through hundreds of different symptoms. Look at this following list:




  Common PMS Symptoms




  Which Ones Do You Have?




  

    Abdominal bloating or swelling




    Acne




    Angry outbursts




    Anxiety




    Appetite changes




    Asthmatic attacks




    Avoidance of social activities




    Backache




    Bladder irritation




    Bleeding gums




    Breast swelling/tenderness




    Bruising




    Clumsiness




    Confusion




    Conjunctivitis




    Constipation




    Cramps, pelvic




    Craving salty foods




    Craving sweet foods




    Crying spells




    Decreased hearing




    Decreased productivity at school or work




    Decreased sex drive




    Depression




    Distractibility




    Dizziness




    Drowsiness




    Dull abdominal pain




    Eye pain




    Facial swelling




    Fatigue




    Fear of going out alone (agoraphobia)




    Fear of losing control




    Finger swelling




    Food sensitivity




    Forgetfulness




    Generalized aches and pains




    Headaches




    Herpes (cold sores)




    Hives or rashes




    Hot flashes




    Increased alcohol consumption/sensitivity




    Increased sensitivity to light




    Increased sensitivity to noise




    Inefficiency




    Indecision




    Insomnia




    Irritability




    Joint pains




    Leg cramps




    Leg swelling




    Mood swings




    Mouth sores




    Muscle aches or tenderness




    Nausea




    Palpitations




    Panic attacks




    Poor coordination




    Poor judgment




    Poor memory




    Poor vision




    Restlessness




    Ringing in ears




    Runny nose




    Seizures




    Sinusitis




    Sore throat




    Spots in front of eyes




    Suspiciousness




    Tearfulness




    Tension




    Tingling in hands and feet




    Tremors




    Visual changes




    Vomiting




    Weight gain


  




  That’s a lot of possibly complex symptoms, and that’s one of the reasons why doctors frequently have difficulty in diagnosing PMS. Here are three other reasons:




  

    	
There is no definitive diagnostic test that confirms a diagnosis of PMS. Many doctors are too dependent on highly specific laboratory tests to confirm the presence of disease and are reluctant to depend on a really thorough history.




    	
PMS has no specific age of onset. Women have it anywhere from menarche to menopause. It usually has a gradual insidious onset making it more difficult to diagnose.




    	
There is no clear course of development. The number of days and symptoms and the type of severity of symptoms can vary greatly from month to month, even in the same patient.


  




  Given all these variables, how can anyone possibly diagnose PMS? The answer is in its timing. The crucial fact about PMS is that symptoms appear only in the premenstrual portion of the month—or, if they appear throughout the month, are consistently worse in the premenstrual period. The symptoms will decrease or subside completely at—or slightly after—menstruation occurs each month.




  The Case of Sarah R.




  Let’s look at the misdiagnosis and mistreatment of one woman. Sarah R., age thirty-four, is married and has two children. Her PMS has been getting worse for some time now. Her breasts ache, her body swells in the premenstruum, she’s irritable and often angry at that time of the month. She also gets depressed at times.




  Sarah’s family doctor hasn’t been much help, so she makes an appointment with her gynecologist. Dr. Y. is a very busy doctor with a well-deserved reputation. During her two pregnancies, Sarah always found him diligent, fair, and competent. She goes to see him on a Tuesday for an extensive consultation.




  Sarah is embarrassed, almost ashamed, to tell him how badly incapacitated she is each month, and how demoralizing, for herself and everyone around her, her angry outbursts can be. She only hints at her secret—the fact that for two or three days each month, she is so paralyzed by depression that she can’t function even up to her most minimally acceptable standards. Nonetheless, he gets the basic picture.




  Dr. Y. gives her a thorough gynecological exam, always a good idea to “rule out” any other disease possibilities. When he’s done, he says, “Good news, your exam is negative.”




  Sarah looks at him blankly. Since she wants a solution, this doesn’t really sound like good news. “So what do I do now?” she finally asks.




  He informs her that it’s important to have a good diet with lots of vitamin B6.




  “What’s a good diet?”




  “Avoid alcohol and sugar,” he tells her—which is excellent advice as far as it goes.




  “Is wine O.K.?”




  “In limited amounts,” he answers. That’s a bad answer, one that Dr. Y. would never give if he really understood PMS.




  She asks him about her swollen breasts and the awful fluid retention she suffers monthly.




  His answer is a diuretic to reduce fluid in the body. And now Dr. Y reaches for his prescription pad, an action that almost always makes a doctor feel better. “Hydrodiuril®, 25 mgs. a day,” he writes.




  Well, Sarah tries it, and it does reduce swelling, but it also results in adding overwhelming fatigue to her list of complaints because of the potassium that’s being lost from her body along with excess fluid.




  Dr. Y. gives her potassium supplements. Her other PMS symptoms have also improved a little bit because she has cut out sugar as he suggested. But then, on the night of her tenth anniversary, she goes to a neighborhood restaurant with her husband, and they order a bottle of fine champagne to celebrate. Within two hours all of the worst emotional consequences of PMS are alive and on the loose. Shouting and misery.




  She calls Dr. Y. for an emergency appointment the following morning, and when she gets to see him mentions that she’s heard about progesterone.




  “So have I,” the doctor says and reaches for the ever present prescription pad. “Provera®, 10 mgs. twice a day,” he writes.




  She tries it, and briefly gets better. Unfortunately, in prescribing Provera®, Dr. Y. has mistaken synthetic progesterone for natural progesterone. While the synthetic form brings some initial relief, it actually starts Sarah on a downward spiral by blocking natural progesterone from acting on the appropriate receptor sites in her brain.




  Sarah gets worse, and she and her husband have more angry disagreements. Her depression deepens to such an extent that a day or two before her period, she sometimes has fleeting but frightening suicidal thoughts. Her self-esteem is all but gone. She feels like she’s losing herself.




  Sarah calls Dr. Y. again. He is thoroughly puzzled. It is obviously time for her to move on to the endocrinologists, the internists, the lay therapists, and the psychiatrists. And, in the years before we saw her, that was exactly what Sarah did.




  How to Avoid Misdiagnosis




  By now you are probably saying: Could something like that happen in the enlightened 1990s? How likely is it to happen to me? The answer is that it is happening all the time. Sad to say, you are far more likely to repeat Sarah’s experience than be immediately offered appropriate care for your PMS.




  Misdiagnosis is the crucial factor in the mistreatment of Premenstrual Syndrome. Misdiagnosis followed by mistreatment is the common fate. None of this has to be your fate!




  Keeping a Menstrual Calendar




  PMS is eminently treatable. If your doctor hasn’t been able to help you, there is a great deal you can do to help yourself.




  Your first step will be to get a calendar. Most of the time a calendar is a better diagnostic tool for PMS than thousands of dollars worth of lab tests.
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