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OBJECTIVES

1. To address 3 common misconceptions about premenstrual 
mood syndromes

2. To distinguish clinical features of premenstrual syndrome, 
premenstrual exacerbation, and premenstrual dysphoric 
disorder, and review how to identify each in clinical practice

3. To summarize existing evidence for treatment of premenstrual 
dysphoric disorder
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BACK TO BASICS: THE MENSTRUAL CYCLE
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MISCONCEPTION 1: PREMENSTRUAL MOOD SYMPTOMS ARE THE 
RESULT OF HORMONAL IMBALANCES

It is not absolute levels of hormones, but sensitivity to normal hormonal fluctuations 
that incurs susceptibility to mood changes
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MISCONCEPTION 2: IT’S JUST “PMS” AND IT’S ALL THE SAME

• 80-95% of women experience premenstrual physical and emotional 
symptoms 

• 3 Types:
– Premenstrual Syndrome (PMS): pattern of symptoms, occurs in 5 days prior to menses 

in at least 3 consecutive cycles and resolves with menstruation
– Premenstrual Exacerbation (PME): Exacerbation of underlying psychiatric illness during 

luteal phase
– Premenstrual Dysphoric Disorder (PMDD): DSM-5 diagnosis, at least 5 symptoms 

present in final week before onset of menses and become minimal or absent in the 
week post-menses, cause significant distress or interference in functioning
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EPIDEMIOLOGY

• PMDD ~ 6.4%, onset near age of menarche
• Risk Factors:

–Genetics: BDNF, ESR1+2, SERT
–Metabolic Syndrome 
–Diet
–Nicotine use
–Hx of trauma
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SCREENING AND DIAGNOSIS OF PMDD

• Retrospective report is time-efficient, most accurate is prospective 
symptom tracking
– Premenstrual Assessment Form 
– Premenstrual Symptoms Screening Tool
– *Daily Record of Severity of Problems (DRSP)
– *Prospective Rating of the Impact and Severity of Menstruation (PRISM)

• Diagnostic Criteria
– Mood symptoms that cause functional impairment
– 5 or more symptoms beginning during luteal phase, minimal or absent during 

follicular phase
– Prospective mood tracking during at least 2 menstrual cycles
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PROSPECTIVE DAILY MOOD LOGS
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DSM-5 CRITERIA FOR PMDD
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MISCONCEPTION 3: THE TREATMENT IS BIRTH CONTROL

• First-line treatment for PMDD: SSRIs
–Decrease in serotonergic function during luteal phase
–Luteal-phase only dosing comparative efficacy to continuous dosing
–Some evidence for SNRIs and TCAs

• Hormonal Interventions
–OCPs: *Drospirenone
–GnRH Agonists, Spironolactone

• Non-pharmocological
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WAIT- HOW CAN SSRIS WORK THIS WAY?

• Usually, there is a 4-6 week delay between initiation of treatment and 
clinical response in MDD

• Patients with PMDD respond much more quickly, within days, suggesting 
a different pathophysiology
– SSRIs increase synthesis of allopregnanolone
– Estrogen-serotonin interactions
– Genetics and heritability (ESR1), brain structure and function, and HPG axis
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HORMONAL INTERVENTIONS

• Oral Contraception
– FDA-Approved OCP containing drospirenone 
– Risks: Thromboembolism
– Recommended for patients also intending to take them for contraception

• GnRH Agonists (Leuprolide, Goserelin)- for treatment-resistant cases 
only

• Danazol, Spironolactone, Bromocriptine and Cabergoline 
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NON-PHARMACOLOGICAL TREATMENTS

• Behavioral
– CBT
– Mindfulness-based stress reduction

• Lifestyle Modifications
– Minimize caffeine, salt, and alcohol
– Optimize sleep and exercise
– Scheduling changes that reduce stress during the premenstrual week(s)

• Supplements: Calcium, Vitamin E
• Surgical Oophorectomy as last-line treatment
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SUMMARY

• Misconception 1: Premenstrual mood symptoms are the result of hormonal 
imbalances  It is not absolute levels of hormones, but sensitivity to normal 
hormonal fluctuations that incurs susceptibility to mood changes

• Misconception 2: It’s just “PMS” and it’s all the same  There are key clinical 
distinctions between premenstrual syndrome (PMS), premenstrual 
exacerbation (PME), and premenstrual dysphoric disorder (PMDD)

• Misconception 3: The treatment for PMDD is birth control  First-line 
treatment is SSRIs (continuous, luteal phase, or symptom-onset dosing), 
though can consider OCPs for contraception or for treatment-resistant cases
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QUESTIONS?
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IMAGES
• Slide 4: “Hypothalamic-Pituitary-Ovarian Axis” by BrainKart, obtained from 

https://www.brainkart.com/article/Hypothalamic-Pituitary-Ovarian-Axis_25823/
• Slide 4: “The Menstrual Cycle” by Jasmine Pedroso, Kindbody, obtained from 

https://kindbody.com/the-menstrual-cycle/
• Slide 5: “Menstrual Cycle” by Elara Care and Jasveer Matharu from 

https://elara.care/hormones/menstrual-cycle-hormones-and-their-functions/
• Slide 9 and 10: Figure 3 and 4 from Reid, R. (2017) Premenstrual Dysphoric Disorder, 

Endotext, MDText.com, Inc.
• Slide 11: Table 2 from Hofmeister, S., and Bodden, S. (2016) Premenstrual Syndrome and 

Premenstrual Dysphoric Disorder, Am Fam Physician 94(3): 236-240.
• Slide 14: Figure 4 from Raffi, E.R. & Freeman, M.P. (2017) The Etiology of Premenstrual 

Dysphoric Disorder: 5 Interwoven Pieces, Current Psychiatry 16(9): 20-28. Obtained from 
https://womensmentalhealth.org/posts/etiology-premenstrual-dysphoric-disorder/
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