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Managing the Spectrum of
Premenstrual Symptoms

Daniel C. Malone, PharmD

remenstrual symptoms are- usually
P mild, but can be a source of long-term

concern and distress for approximate-
ly 70% to 90% of reproductive-aged women,
with occasional extreme negative effects on
quality of life (QOL).! Somatic and mood
symptoms vary considerably in severity—
from mildly disturbing, to what is recognized
as the premenstrual syndrome (PMS) in
about 20% to 40% of this group, to the most
serious premenstrual dysphoric disorder
(PMDD) in:3% to 8% of women in the United
States. Women who suffer from PMDD com-
plain that symptoms are severe enough to
significantly undermine their ability to func-
tion across multiple settings, including work,
school, and home.

To appreciate the extent to which these
symptoms adversely affect women during
their childbearing years, both tangible and
intangible .impact of functioning must be
considered at a suboptimal level during sev-
eral days. of each menstrual cycle. Tangible
impact can be viewed in terms of higher
direct. medical costs for women and, by
extension, for.the health plans in which they
are enrolled when seeking medical atten-
tion. Outpatient visits to healthcare practi-
tioners, laboratory testing and radiology
procedures, ‘andcosts for treatment are
higher for patients with PMS than for those
without this disorder.? In addition;-indirect
costs of menstrually related disorders, which
are more difficult to quantify, stem from
absenteeism, lost wages, and lower produc-
tivity, or presenteeism in the workplace.
Intangible effects appear most apparently in
the psychologic and emotional toll taken on
social interactions and interpersonal rela-
tionships, and on women’s overall sense of
personal well-being.

The articles in this supplement to The
American Journal of Managed Care provide

an overview of the severe nature of symp-
tomsin premenstrual disorders and their
pervasive effects on the lives of women of
childbearing age, as well as diagnostic and
therapeutic ~strategies for premenstrual
symptoms. To begin, Daniel R. Mishell, Jr,
MD, describes the. epidemiology, disease
burden, and etiology of PMS and PMDD. He
also relates how diagnostic criteria for these
conditions evolved, helping to overcome the
frustration of researchers lacking a-consen-
sus as to what symptoms constitute either
disorder.

The criteria established by the American
College of Obstetricians and Gynecologists
for PMS and by the American Psychiatric
Association’s Diagnostic and Statistical
Manual of Mental Disorders, Fourth
Edition, Text Revision, for PMDD have since
been used in increasing numbers of stud-
ies.>* With the development of accepted
objective measures for these disorders,
physicians could more readily recognize the
complex constellation of their. patients’
symptoms at presentation and be less prone
to mistakenly diagnose women’s-menstrual-
ly related complaints as another medical
condition.

In designing studies and developing crite-
ria for the diagnosis of menstrually related
disorders, investigators scrutinized the bio-
logic processes of the menstrual cycle and
how fluctuating hormone levels affected
other physiologic systems. Researchers also
surveyed reproductive-aged women for in-
sights into the array of symptoms experi-
enced by patient populations in the United
States and abroad to gain perspective about
individual response to the physical, emo-
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tional, and behavioral changes wrought by
PMS and the more extreme PMDD. At least
in part because of this, clinicians have devel-
oped a greater appreciation for the complex-
ity of cyclic hormonal changes that women
undergo, as well as the escalating levels of
distress they experience as the severity of
their premenstrual symptoms increases.
This improved level of understanding
enables physicians to better inform and
counsel their female patients about the
physiologic basis for their symptoms, to
evaluate their complaints in light of estab-
lished diagnostic criteria, and to educate
them about available options—nonpharma-
cologic and pharmacologic—for relief.
Current US Food and Drug Adminis-
tration-approved treatment options for
PMDD are limited to selective serotonin
receptor inhibitors, with their attendant rel-
ative high costs and adverse effects; but, as
Andrea J. Rapkin, MD, points out in her arti-
cle, other treatment approaches are being
studied. Because the cyclic nature of pre-
menstrual symptoms suggests a strong role
for sex hormones, oral contraceptives (OCs)
are often used to treat the physical menstru-
ally related symptoms. OCs offer a range of
noncontraceptive health benefits and are
readily accepted by women who use them as
an easily reversible contraceptive method.
The combination of estrogen and progestin
contained in OCs suppress ovulation, and
thereby work to alleviate premenstrual
symptoms, as Patricia J. Sulak, MD,
describes in her article. Concerns about not
suppressing ovulation during the traditional

OC regimen in which there is a hormone-
free 7-day interval have led to trials with
extended regimens and shorter hormone-
free intervals to determine how OC users
may benefit. Other variations in OC prepa-
rations include the use of different estrogens
and progestins in different dosages.

Clinicians need to be informed of the new
research, including OC formulations con-
taining progestin and the use of extended or
continuous OC regimens to minimize cyclic
symptoms, and about the serious nature of
and treatment options for premenstrual
symptoms. In this way, they will be more
fully equipped to provide the most effective
counseling for their patients with premen-
strual symptoms and to offer therapeutic
choices best suited to improving each indi-
vidual’s daily QOL and overall state of
health. Improving symptom control also is
likely to affect both direct and indirect costs
associated with this condition.
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