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ABSTRACT

Throughout history, women's identities have been closdy linked to their
reproductive capacity and hence their bodies while men are associated with the mind and
abstract reason. In this binary, women's bodies are thought to infect their capacity to
reason and |eave them susceptible to diseases of the mind. This project examines
historicad manifestations of the associations between women and madness and
specificaly dissects diverse discourses related to current instances of this association.
Specifically, the recent psychiatric diagnosis premenstrua dysphoric disorder (PMDD)
carries on this tradition dating back to early Greek times when women's wombs were
thought to wander about their bodies causing various and sundry allments. The andysis
examines medical documents, televison discourses, and advertisements to understand
both the continuities and ruptures of this modern femae maady in terms of its higtoricd
development. The current maady is dangerous because it encourages women to view
their bodies as the source of socid ills and mitigates againgt individud activism and
collective change.
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CHAPTER 1
INTRODUCTION

Only recently have menta disorders been consdered medica and biologicd in
nature. In 1982, just afew years before Prozac came on the market, R.D. Laing, a
Scottish psychiatris, predicted that more ways of classfying “ undesirable menta and
emotiond activity” in conjunction with advances in neuroscience will usher in “anew era
of much more subtle control of the mind through the body than our technologica
knowhow permits at present” (41). This prophecy has turned out to be eerily accurate.
Psychiatry has nearly cemented its dliance with medica science and has grown in
influence in astounding ways. Of the $11.1 hillion made off of antidepressantsin 1999,

Eli Lilly and Company pocketed $2.6 billion from Prozac profits done (Jarvis) and the
number of psychiatric disorders continuesto proliferate a an astounding pace (American
Psychiatric Association 1980; 1987; 1994).

In this meta-inditutiona network, not al consumer-patients are targeted equaly.
Women are most aggressively targeted by the psychiatric industry, particularly middle-
class white women. Most recently, women have gained their own disorder and trestment
with the July 2000 approva of Sarafem, a drug indicated for premenstrua dysphoric
disorder (PMDD). Notably, thisisthe only time the FDA has ever goproved an indication
for adisorder that is not officidly recognized. PMDD has been, in varying formations,
included in an gppendix in the Diagnostic and Satistical Manual (DSM) published by the

American Psychiatric Association (APA). However, because it is controversid for



scientific and socid reasons, it has not been officidly recognized and is ostensibly
included in the gppendix only to outline the parameters for further research. Though
definitions of PMDD vary, it is generaly conceptualized as a severe form of PMS where
the primary complaint is mood rather than physica symptoms, the symptoms interfere
with work or socid activities, and their timing supports an association with the menstrua
cycle. The DSM-IV criteriafor PMDD are included in an gppendix at the end of this
document.

Elaine Showdter datesthat if “* depresson’ is soon viewed as a meaningless
catchdl category, another female maady will appear to take its place for another
generation” (The Female Malady 249). Anne Fausto Sterling smilarly writes,
“Sometimes | think there must be alimit on our supply of new ideas. Occasiondly an
idea seems to disappear from our repertoire. But then, suddenly, some years later, it
reappears in modern garb” (Myths 225). Women have been associated with sickness,
disorder and mafunction from the earliest historica epochs—the ancient Greeks believed
that awoman's uterus traveled about her body at will causing various forms of troubles
wherever it happened to visit. PMDD is a manifestation of this maady. Current
psychiatric theory posits thet the cause of PMDD is normd femae ovarian function, a
theory which leaves al women susceptible to the diagnosis. Once again, science has
linked women, biology and madness and deemed itsdlf the appropriate exorcist. Once
again, unfeminine behavior is explained as abiologica aonormality while appropriate
behavior is chaked up to women's essentia feminine identity. Once again, women are
encouraged to understand their discontent as an intrapersona problem to be ‘cured’ rather

than a symptom of an unjust society. And once again, the authority of scienceis



employed to legitimize inequality and cast women as second-class humans inferior to the
mae norm.

The association between women, their bodies and madness is so ancient and o
enduring, it is sometimes difficult to recognize the modern manifestations. The ideology
of scientific progress further obscures the historical patterns that inform current
undergtandings of women'sminds. A primary purpose of the following anadysisis thus
political. By reveding the constructedness of entities that play amgjor rolein our culture
and society, these very concepts can be denaturaized and understood in their complexity
as thingsthat can potentidly be different. The god is not to isolate the significance of
PMDD just within the scientific or clinica setting, but to undertake a more
comprehengve andysis of the waysin which myriad discourses operate throughout and
amonyg different spheres. Scientific arguments do not remain in the technica sphere and
when they are trandated down into lay terms they frequently decline in precison while
eevaing in authority.

Criticd to the scientific enterprise is the notion of consensus. As Gross wrrites, it
is consensus over methods and procedures “thet, findly, differentiates reportsin the
sciences from palitical and scholarly discourse” (32). Psychiatric science dependson a
unique brand or degree of consensus. There are no objectsin the traditional senseto
observe that can evidence any particular theory. Psychiatric diagnoses are made on the
basis of interpersond interactions and biologica mafunction is determined on the basis
of socid dysfunction communicated by the patient. Which behaviors are norma and
which are pathologica is designated by psychiatric consensus, not empirical research.

The scientific consensus regarding PMDD is ostengbly that it is not a proven or officid



disorder. This uncertainty, however, isrardy trandated into the public domain. Insteed,
PMDD is represented as awholly red disorder vaidated by scientific discovery and
confirmed by psychiatric consensus.

Asthefollowing andysis traces the congtruction of PMDD through such diverse
arenas as talk shows and advertisements, it is clear that decisions made by scientists have
far-reaching impact and their consequences can neither be wholly predicted nor
controlled by the decision-makers. Though the PMDD controversy occurred rather
recently and isin fact still ongoing, the existing discourses indicate how a theoretica
congtruct becomes reified asit circulates throughout different spheres. For instance, in
2000 Eli Lilly gained FDA approva to market Sarafem as a treatment for PMDD. In
these advertisements, PMDD is portrayed asa‘red’ disorder firmly backed by scientific
consensus. In this Stuation, it is difficult to hold any particular agent responsible for the
consequences of the labd. When scientific claims are divorced from their authors, they
can teke on alife of their own and mutate in substantial ways. As time obscures the
detalls, the specific historical circumstances surrounding the diagnosis are lost and it
increasingly becomes seen as red and valid, divorced from the context of its creation.

Thisandyssis primarily historica and rhetoricd asit traces the history of the
women/madness association and links these previous manifestations to the PMDD
diagnoss. It is rhetorical because the documents examined are important discursive texts.
The rhetorica nature of the psychiatric enterprise necessitates an gpproach senstive to
issues of language, persuasion, and the Situatedness of truth claims. Rhetoricad scholars
have increasingly recognized the importance of psychiatric discourse. Richard Vatz notes

that psychiatry is“arhetoric enterprise masguerading as a scientific one.” Thomas Szasz



has documented the metgphorica foundation of the psychiatric inditution and Dana
Cloud has articulated the therapeutic nature of psychiatric discourse. Thisandysisisdso
informed by the feminit tradition. Throughout history, women' sinferiority has been
socidly congtructed through discourses positing an innate feminine identity and
categorizing deviations from thisidentity in pathologica terms.

Though many women resist the dominant PMDD discourses, not al women are
opposed to the diagnosis and its treetment. Lilly sdesfiguresindicate that the treatment
for PMDD has been relatively popular. This fact highlights the double-bind feminis
critics of the PMS and PMDD |abels face. On the one hand, feminists want to believe
what women say—too often, women's expressions of discomfort are dismissed and
women have been told that their suffering is“imaginary.” Many women fed that ‘PMS
aptly describes their experiences and is ahelpful category for sorting out their thoughts
and emations. On the other hand, feminists want to chdlenge the stigmatizing effects
such labels have on women collectively. These chalenges, however, can eadily beread as
criticisms of individua women *duped’ by the psychiatric enterprise. Thereisno clear
resolution to thistenson, but this analysis will tentatively explore severa propostions.
Fird, it isimpossble to determine afeminist ideology solely on the basis of what women
say. Women say lots of different, often conflicting, things. The fragmentation of the
feminist movement is evidence of this. Second, to say or imply that certain women have
been influenced by powerful discourses is not the same thing as saying that women are
stupid. Women'’ s understandings of their worlds are shaped and congtrained by the sets of
available discoursesin ways that cannot be entirely controlled or even predicted. Thisis

true of dl people as no oneis completdy uninfluenced or doof from prevaent socid



ideologies. The ideathat absolute autonomy is desirable, or even possible, isrdated to
the idea that rhetoric is unsavory and persuasion deceitful, an ideathat implies that there
is some pure ream of isolated abstraction free from the taint of human communication.
Finaly, oppression does not merdly channd itsdf in chains and whips, it dso takesthe
form of negative standards and images that are interndized by the oppressed. For Sandra
Bartky, “fase consciousness’ does not signify merdy a“fasg’ identity that impliesthe
existence of someredl or essentid “trug’ consciousness. Rather, this type of
consciousness involves fasdly atributing one' s discontent to onesdf:
To take on€' s oppression to be an inherent flaw of birth, or of psychology, isto
have what Marxists have characterized as “fdse consciousness.” Systematicaly
deceived as we are about the nature and origin of our unhappiness, our struggles
are directed inward toward the sdlf, or toward other smilar s8lvesin whom we
may see our deficiencies mirrored, not outward upon those socid forces
responsible for our predicament. Like the psychologicaly disturbed, the
psychologicaly oppressed often lack aviable identity. Frequently we are unable
to make sense of our own impulses or fedings, not only because our drama of
fragmentation gets played out on an inner psychic stage, but because we are
forced to find our way about in aworld which presentsitsaf to usin amasked
and deceptive fashion (31).
This concept of consciousness explains why women find PMDD discourses attractive—
in an age where identity is hard to come by, psychiatric theory promises security and
gability in pill form. To note that our s&lf-concepts are shaped and constrained by socid

discourses and that some of these discourses are more dangerous than othersis not to be



dismissive of the very red distress women frequently experience. These discourses are
dangerous because they articulate a thergpeutic logic where women are encouraged to
view their biology as the problem, thus occluding andys's of unequa socid relaions.

In psychiatric theory, thereis no room for any concept of a fase consciousness.
The motto for Sarafem is*“More like the Woman you are.” Thisisadear ingtance of
science stepping beyond its empirica boundaries and making metaphysica
pronouncements. If a chemica can make awoman more like the woman she“is” then
logicdly femininity and womanhood are chemically and biologicaly determined. There
is no roomfor rhetoric or the influence of socid persuasion. If chemicas determine
identity, interpersond interactions lose their importance in theories of individua
psychology. Psychiatry becomes a‘science,’ but what do humans become?

The following andlyss begins in Chapter Two with an examination of the
historicd pattern of the women/madness/biology association. Primary texts are not
specificaly examined, rather this section condtitutes a literature review of just afew of
the many books written that document these associations. Women have cons stently been
associated with their bodies, irrationality, and madness, and this association is often cast
in scientific discourse. The second part of the chapter reviews the medicd literature on
PMS. Premenstrua syndrome or symptomsiis the predecessor of PMDD, and much of the
literature used to support PMDD’sinclusion is actudly research done on PMS. Further,
the terms are frequently used interchangesbly in the literature. There are some sgnificant
exceptions to this conflation--a major argument used by opponents of the diagnosisis that
it risks pathologizing al women. When confronted with this argument, proponents

frequently respond by emphasizing the digtinctions between PMS and PMDD, implying



that PMDD israre and only affects a very few women. The review of the PM S literature
reveds that the scientific research is methodol ogicdly flawed in sgnificant ways. There
isno clear definition of PM S and the only way to diagnose PM S is through self-reports
which do not qualify as objective measures of illness. The sheer number of proposed
theories and trestments highlights the lack of scientific consensus concerning PMS. This
section dso examines afew of the critical positions related to the PM S research--for
instance, sudies indicating that socia suggestion plays amgor role in women's
categorization of their experiences. The third and fina section of this chapter specificaly
andyzes one of the dozens of sdlf-help books published on PMS. The book, by noted
researcher Katharina Dalton, reveds how notions of gender roles are critica to scientific
theories of PM S and how these theories, trandated into lay terms, reify age-old
stereotypes concerning appropriate feminine behavior and women's naturd roles. This
section lays the groundwork for later sections examining how popularizations of PMS
and PMDD research communicate particular messages to women concerning their bodies
and identities.

Chapter Three examines the specific dynamics of the PMDD controversy. The
firdt section reviews the scientific literature authored by the DSM-IV Task Force on
PMDD (then cdled LLPDD, late uted phase dysphoric disorder). This literature is
plagued by many of the same problems endemic to the PM S research. This research
further illustrates the conflation of PMS and PMDD even in medica articles. This section
aso reviews critica examinations of the PMDD literature, namely an exhaudtive study by
Paula Caplan and colleagues. The second section examines some of the medical literature

documenting the efficacy of antidepressantsin the treetment of PMS/PMDD. It isthis



research that is used as evidence for theories saying that low serotonin activity isthe
cause of PMDD. Because SSRIs (selective serotonin re-uptake inhibitors) meke many
women fedl better, theories abound that lack of serotonin is the cause of their initial
discontent. Interestingly, the very existence of this research casts doubt on claims made
by Eli Lilly, the manufacturers of Sarafem, that the trestment is new and the result of
recent scientific advance. In fact, antidepressants have been used to mitigete premenstrua
discomfort for over a decade. Thefina section steps back from the scientific research and
examines ‘ordinary’ women's perceptions of PMDD and the DSV process. Paula Caplan,
aleading feminist psychologist and the one who spearheaded much of the PMDD
opposition, initiated petition campaigns to protest the incluson of PMDD in both the
DSMI-111-R and the DSM-IV. She received subgtantia support, including millions of
petitions in both ingtances. This section examines afew of these petitions and points to
some concerns that appear to be common to many women regarding the PMDD category.
Though afeminist ideology cannot be formulated solely on the basis of women's
opinions, these voices are extremey important for a more comprehensive understanding
of the entire PMDD process. These petitions stand as instances of resistance aswell as
indications of how ‘lay’ persons understand the psychiatric enterprise. In discussions of
how science istrandated into the public sohere, there is often little attention given to how
actua people understand and assimilate such discourse. Throughout this project,
women's narratives are included to increase understanding as well as examine waysin
which dominant discourses are resisted.

Chapter Four examines an episode of Donahue that appeared just afew months

before the publication of the DSVI-1V. The guests are Caplan and Judith Gold, the chair of
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the APA Task Force on LLPDD/PMDD and one of the strongest proponents of the
diagnosis. In addition, many women and afew men share their perspectives on PMS,
PMDD, and the implications of a psychiatric diagnoss throughout the show. This chapter
not only examines how appedls to scientific authority are employed in the public sphere,
it specificaly examines how these apped's are transmuted through the medium of
televison, particularly atalk show. It isimpossible to debate the merits of empirica
research in such aformat: the time congraints of the talk show and more generdly the
“soundbite’” qudity of teevison inhibit such didogue. In these venues, scientific
authority is based not on the merits of science but the rhetoric of science and the relative
capitd and prestige of the speakers. In this show, the psychiatric position is portrayed as
the side of “science’ while the opposition is represented as politically motivated and
susceptible to ideological manipulation. The talk show, however, is aso an important Site
of democratic discourse and resistance to scientific authority from ordinary women.
Chapter Five moves from the talk show to direct-to-consumer (DTC)
advertisements for Sarafem. Corporate persuasion irresponsibly employs scientific
rationdes to sl products. Specificdly, Lilly makes anumber of daimsin their
advertisement that blatantly contradict both the psychiatric research and the facts of the
meatter as stated by Gold on the talk show. Psychiatry and industry are codependent and
ther relationship is symbictic, thus psychiatrists have little incentive to oppose the
digtortions of their own arguments. Findly, this chapter examinesthe visud and verba
drategies employed in the Sarafem advertisements—the corporate author is distanced
through tactics which foster the illusion that the viewers of the ads are engaging in a

didogic encounter with a person very Smilar to themsdves.



Chapter Six concludes the andlysis by reexamining conclusions, suggesting
certain themes, and articulaing possible dternative visons of the psychiatric enterprise
and human subjectivity. The critics of modern biologicd psychiatry fdl into two basic
categories. those who, like Thomas Szasz, object to biologica theories of human
behavior on the grounds that they deny human autonomy and eradicate notions of
individud responghbility, and those who, like Caplan, object on the grounds that they
mitigate againgt collective action by making problems intrgpersond and using science to
justify an unequd status quo. | do not want to fully embrace the individuaism espoused
by Szasz, yet | dso want to avoid losing the individua to theories of either biologica or
socid determinism. The question of free will contra determinism is as old as philosophy,
and it isimpossble to answer or even fully explore in thisandyss. A modd is needed
thet neither denies individua choice and human valition nor occludes socid criticism and
attention to very red sructura inequality. Regardless of on€'s podition in this debate,
biologica reductionism is dangerous because it accomplishes both: individuas and their
societies are exonerated for their behaviors, the consequences of their organizations, and

their sngular and collective decisions.
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CHAPTER 2
HISTORICAL MANIFESTATIONS OF THE FEMALE MALADY
Introduction
In 1886, Nietzsche stated that binary oppositions are foundationd for much of
human thought and organization: “The fundamenta faith of the metaphysiciansisthe
faith in opposite values’ (10). Far more recently, Derrida has revealed the extent to which
these oppositions govern us, noting specificaly that the opposition between nature and
culture runs through philosophical accounts since before Plato: “it has been relayed to us
by means of awhole historical chain which opposes ‘neture’ to law, to education, to art,
to technics--but aso to liberty, to the arbitrary, to history, to society, to the mind, and so
on” (282-3). Feminigt theorists have been particularly interested in these oppositions as
they are gendered. Simone de Beawvoir wrote, “ Othernessis afundamenta category of
human thought” (xvii). Specificaly, she argued that men defined their own identities by
positing ‘woman’ as an dien and subordinate category, and further that women
participated in this schemain part because of powerful socidization mechanisms. The
opposition between men and women is maintained by afar more complex set of binary
oppositions, gendered though not intrinsicaly linked to the categories ‘man’ and
‘woman.” Elaine Showalter details these oppositions, arguing that women are Situated on
the side of irrationdity, nature, and body while men occupy the side of reason, culture,

and mind. Despite socid and economic change, these associations remain relatively
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condant, dbeit manifesting themsdvesin dightly different formsin different historicd
epochs.

One of the most consstent manifestations of female “ otherness’ is the association
between women and madness. Throughout history, women's close associations with their
bodies and thus nature have made them vulnerable to the labels mad, crazy, insane, and
hygtericd. As Showadter writes, “While the name of the symboalic female disorder may
change from one higtorical period to the next, the gender asymmetry of the
representationa tradition remains congtant” (The Female Malady 4). Indeed, from the
early Greek erato the Scientific Revolution through the rise of modern psychiatry, the
linkages between women and madness persst despite socia and economic
discontinuities. These linkages are frequently rdated to the pathologizing of women's
reproductive processes and specificaly the mengtrua cycle. Mendtruation is an overt and
vigble marker of women's difference and is thus a frequent target of these associations.
The following chapter is divided into three sections. The firgt section reviews some of the
literature documenting the associations between women and madness. The second section
examines medica theories about premenstrua syndrome from 1931 to the present. The
fina section looks at a popular PM S sdlf-help manua to see what messages women
receive about their bodies from these discourses.

Women and Madness; An Historica Legacy

Quite often, it is scientific discourses that mogt firmly and authoritetively
perpetuate the linkages between women' sinferior bodies and women'sless capable
minds. The scientific voice is an authoritative voice that derivesits status from its

supposed ability to speek the truth of nature. As women are more firmly associated with
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the naturd and the biological, science has had a great dedl to say about women. In later
chapters, it will be evident that some proponents of the PMDD category present this
decision as an advancement for women and they decry the lack of research done on
women. This section, however, will reved that a great deal of research has been done on
women and it has not been universally empowering.

In Hysteria: The History of a Disease (1965), l1za Veith provides a genedogicd
survey of hysteria, one of the oldest and most persistent forms of the women/madness
asociation. Even today, though the term “hystericd” has largely logt its scientific
meaning, it connotes femininity and irrationdity. Theidea of “hysterica women” Hill has
consderable currency today. Veith notes of hysteria, “Like a globule of mercury, it
escapesthe grasp” (1). Hysteria has been such an ambiguoudy defined disorder with no
sngle ddfinitive cause, it is difficult to determine what it is & any given moment in
hisgtory with any sense of precison. Y e, Veth argues that despite discontinuities, “the
manifestations of disordered minds have displayed an amazing resemblancein dl
cultures and throughout the span of observed human conduct” (viii). Hysteria, whether
conceived of in biologica, spiritua, or neurologica terms, is condggtently linked to
femae sexudity and hence the femde body. The very term “hygterid’ wasinitidly
derived from language used to describe the female body. Hysteria comes from hystera,
the classica Greek term for uterus. According to ancient lore, awoman’s womb roamed
hungrily about her body, producing various and sundry allments wherever it happened to
be visiting. For the Greeks, hysteriawas related to bodily disorder and not what might
currently be called a psychosomatic disorder. As Veth documents, “ hysteriain antiquity

was viewed as atangible, concrete, and logical reaction to a temporary organic imbaance



of the body” (42). Thomas Lacquer, however, argues that these early speculations were
not literal theories but metaphorical explanations for women's discontent. He notes that
leading early medicd authorities did not believe in the wandering womb hypothesis and
that “whatever they were debating when they pondered whether the womb wandered, it
was not adiscussion about the actual travels of an organ from its ligamentary anchor
below, up through afoot and a haf of densely packed body parts’ (112), Regardless of
actud bdiefsin awandering womb, metgphorica or literd, it is clear that the uterus was
an early anatomica marker of women' s difference from men and became associated with
avaigy of ills.

Y et, hysteriadid not remain soldly within the province of the body. Veith
gpeculates that Augustine sparked the change from viewing hysteria as bodily disorder to
viewing it asardigious or spiritud crigs, achange “from asck human being besat with
emotiond needs and physica disiress into someone more or less wilfully possessed,
bewitched, in league with the devil, and even hereticd” (46-7). In medieva times,
hysterics were no longer sick individuals, but deviants under the authority of the Church
and madness was largdly seen as punishment for sin. In the 14th and 15th centuries, mad
persons were seen as witches and subject to torture and execution during the Inquisition
and witch hunts. Again, women were to bear the brunt of thisviolent zedotry. In the
infamous Malleus Mal eficarum (Hammer of Witches), written by two monks and
published in 1487, the authors write, “ All witchcraft comes from acarnd lust which in
women isinsatiable’ (quoted in Conrad and Schneider 42). The smilarities of the early

medical perspective and the spiritua viewpoint are striking. In both instances, troubled
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minds and behaviors were linked not only to women but women'’s flesh, specificaly
women's sexudity and reproductive capacity.

Eventudly, with the rise of modern science, “the neurologica phase became
dominant” (Veith 156) and explanations for hysterical behavior once again were posited
in biologicd, specificaly neurologicd, terms. However, the move from uterus to soul to
brain did little to sever the tightly soldered links between women’s bodies and mad
minds. Even when the brain is posited as the seat of women's madness, it isill linked in
various ways to women'’ s reproductive organs and sexudity. Catharine MacKinnon
writes that in the ideology underlying these theories “lies the sexud sadism that is at the
core of misogyny, hereinits medical form. Women's bodies are dirty, women’'s minds
are polluted by their bodies, women’s sexuality is diseased, sex is evil because women
are X" (xi). Thisideology did not merdly shape women's psychologica development in
harmful ways:. it resulted in very red abuses done in the name of science. Jeffrey
Moussaieff Masson's A Dark Science: Women, Sexuality and Psychiatry in the
Nineteenth Century isagripping anthology of medica documents graphicaly detailing
the ‘treetments’ that were justified on the basis of scientific authority. Women of the
Asylum, edited by Jeffrey Gdller and Maxine Harris, isin some ways a counterpart to
these tdes. It offers vivid accounts from women who were confined to asylums on the
basis of their supposed insanity and reveds the horror of psychiatric trestments from the
perspectives of women themselves.

Though hygteriais no longer aterm connoting medica or scientific precison,
Showadlter argues that modern manifestations of hyseriaexist and are cast in different

jargon. She specificaly examines chronic fatigue syndrome and Gulf War syndrome as
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ingtances of these modern manifestations. She sates that hysteria has consstently served
as“aform of expression, abody language for people who otherwise might not be able to
Speek or even to admit what they fed” (Hystories 7). Hygderiaisthus logicaly linked to
femininity and thus women because women have consstently been denied forms of
expresson and slenced. Women's behavior is consstently attributed to their
reproductive biology; smilarly, women's reproductive biology is used to determine
women's behaviors by designating their gppropriate socia roles. Women have
historicaly been excluded or underrepresented in the public sphere and thought to
function best in private, namely domestic, settings. Because the public sphere has been
inaccess ble to women, they have been denied an important avenue of expression. The
socidization processes that confine women to the domestic redlm aso shape the waysin
which women speak (Campbdl; Gilligan). Women's expression is not as valued in the
public redm where decisons of consderable import are made. Thus, women are doubly
disadvantaged--they are denied access to traditional forums for public speech, and their
gpeech is not vaued as highly as men’'s. Showadter’ s hypothesisis a plausible explanation
for the gendered manifestations of hysteria and aso accounts for instances of hysteriain
men.

The symptoms of hysteria, even in antiquity, are numerous and have included
“coughs and loss of voice; painsin various parts of the body; tics and twitches; pardyses,
deafness, blindness; fits of crying; fainting; convulsive saizures, and sexud longings’
(Hystories 15). The exhaudtive array of symptoms indicates two things about hysteriain
light of Showalter’s hypothesis. Initidly, people who are unable to express themsdves

through traditiond verbd channds are forced to rely on other avenues. Notably,
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Showadter does not imply that these latter avenues are chosen deliberately. Such a
position would run the risk of glorifying madness as avaid means of socid protest and
turn those suffering from hysteriaiinto revolutionaries. It is quite consstent to say that
people suffer from hysteria while holding that hysteriais a socidly-constructed
phenomenon. Second, the endless symptoms indicate that when individuals resort (even
unintentionally) to dternative forms of expression, this expresson is deemed
pathologica. This might seem obvious, but it illusirates the degree to which medical and
scientific discourses direct and enforce socia organization.

Showalter’s most interesting hypothesisisthat hysteriais amimetic disorder: “it
mimics culturaly permissible expressons of didress’ (Hystories 15). Legitimate
symptoms, as well as prototypes of typicd patients, are literaly advertised through
iarogenic medical discourses, and those feding emotional distress are subtly encouraged
to interpret their distress through the proferred lens. Showalter does not claim that
hygeriaisarigidly imposed category forced on vulnerable patients by authoritetive
physdans--just asit is not a pattern of behavior fredly chosen by individuds--rather, itis
adiaogic disorder congtructed through persuasive discourses. She explains.

Initidly, patients are people with a bewildering set of troubling symptoms and a

wide range of explanations for them. Once they see their problems reflected in a

prototype, come to believe that the laws of a disorder describe their lives, and

seek the aid of athergpist, some patients rewrite their persona narratives

(Hystories 19).

This hypothes's has considerable heuristic import. 1t explains why symptoms vary from

epoch to epoch, and it dso explains the Sgnificant gender digparity in patients seeking



treastment. As gender oppression is a relaive congtant throughout history, it islogicd that
women will be more likely to fed unexplained symptoms of unease and discontent and
display these symptoms in the most acceptable manner. Women are likdly to internaize
some of the dominant discourses associating women with their bodies--they arelikdy to
pay more attention to their bodies than men and are more likely to attribute their own
experiences and behaviors to these bodies. Further, individuas desire explanations for
their experiences. They want to understand the reasons behind what can be very
perplexing experiences, and they would like to fed that they are normd, or that their
experiences are connected to the experiences of others. Showalter’s hypothesisisa
specific theory of atype of consciousness in which women (and others) come to ttribute
their experiences to the causes posited by dominant beliefs.

This hypothesisis aso consstent with a theory of fase consciousness that takes
biology into account. Throughout the discourses examined in this project there runs
something of a dilemma when women state that they experience particular physica or
emotiona symptoms, critics of the dominant explanation are in some cases bereft of an
dternative explandion that neither dismisses what is very red suffering as imaginary nor
buys back into dominant explanations. Theories explaining how socid factors shape
biologica processes offer something in the way of aremedy to this dilemma. For
ingtance, Joan Jacobs Brumberg notes that in the 19th century, menarche generaly
occurred around the age of 15 or 16, whereas today, the average age isjust over 12. She
writes, “Menarche' s new timetable demonstrates the power of the socio-economic
environment to shgpe something as ‘fixed' as the human body” (4). Smilarly, Anne

Fausto Sterling argues that “ sexudity is a somatic fact created by acultura effect”
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(Sexing the Body 21). In these modds, socid events and ideologies can literaly ater
materid phenomena. This suggests that both women'’s biology and women's
understandings of their biology are shaped and mediated by socia discourses. These
models dlow a positing of a consciousness that interndizes oppressive discourses that
does not dismiss suffering asimaginary.

One of the mogt recent examinations of hysteriais Juliet Mitchdl’s Mad Men and
Medusas. Reclaiming Hysteria (2000). Mitchell, like Showdter, arguesthat hysteriaisa
mimetic disorder: “what was once cdled hysteriamanifestsitself in new forms more
attuned to its new socid surroundings’ (ix). Also, like Veith and Showadter, Mitchdl
notes the highly gendered nature of the concept as “it is hysteriawhich has been bound
with bands of sted to femininity, and hence very largely to women” (ix). Though hysteria
cannot be pinned down, its current definition generally encompasses the dternatives to
what are consdered normal behaviors. Because men are understood as the human norm,
these are behaviors most frequently exhibited by women. In rdigious times, hysteriawas
manifested in rituals and spiritud digplays, but with the rise of modern scientific
medicine, hysteria mogt frequently manifestsitsdf as an illness. Mitchell describes the
purpose of her account:

My guestion, however, is different: Why is hysteria linked to women? Using the

psychoanaytic understanding of hydteria as an exemplary case, | chdlenge the

assumption thet there is an equivaence between femininity and hysteria, arguing
ingtead that hysteria has been feminized: over and over again, a universa

potential condition has been assgned to the feminine; equaly, it has disappeared
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as a condition after the irrefutable observation that men appeared to display its

characteristics (7).

Because the concept of hysteria has been feminized, each manifetation of the disorder is
only useful and vaid if it can be primarily confined to the feminine condition. Each time

it becomes gpparent that the diagnosis can apply equdly to men, anew symptomology
must be 'discovered.’ This hypothesisisinteresting in light of later examinations of the
pathologizing of the mengtrud cycle: because men do not menstruate, associating
hygteriawith the mengrud cydeis seemingly afoolproof method for feminizing the
disorder. The research on men, hormones, and cydlicity is scarce though it offersa
potential avenue for chalenging current manifestations of the womern/ymadness
association.

Though these accounts of hysteria differ somewhat in gpproaches and explanatory
theories, severa themes are gpparent. Firet, hysteriais awastebasket diagnosis found in
some form or another in virtudly every historical epoch. Second, hysteriaislargely a
mimetic disorder, in other words a disorder that can literdly be produced in vulnerable
patients through persuasive discourses. Findly, hysteriais conagtently linked to
femininity and thus manifess itself far more frequently in women, afact these theorists
explain not by referring to women'sinnately inferior biology, but women'sinferior socid
positions. From the wandering womb to the 1952 exclusion of hysteriafrom the DSV,
hygteriais an ambiguous category linked to femae mafunction.

Dominant interests have not soldly relied on hysteria to encapsulate the
women/madness asociation. The Scientific Revolution resulted in a variety of methods

of reinforcing this linkage. Bacon, widely regarded as the father of modern science,



articulated his theories through metaphors associating science with masculinity and
passive nature with femininity. Carolyn Merchant explains that Bacon's imagery “tregts
nature as afemde to be tortured through mechanicd inventions [and] strongly suggests
the interrogations of the witch trials and mechanical devices used to torture witches’ (81).
Scientific discourse cemented the link by associating women with wild, untamed, and
irrationa nature; scientific method perpetuated this understanding by treeting women as
Merchant describes science as treating nature. Thus, the problem is not merely that
science focuses too minutely on women, rather that masculine norms are endemic to the
enterprise.

Evelyn Fox Kdler offers a somewhat different reading of Bacon, noting the
didectica nature of his metaphors. Scienceis not only to conquer nature, but to seduce
her into revealing her own secrets without ostensible coercion. She writes, “Not smple
violation, or rape, but forceful and aggressve seduction leads to conquest” (37). This
reading better accounts for current medical practices as physicians are not perceived as
coercive, but rather, their assstance is usudly sought out voluntarily. Y et, myriad
discourses circulate throughout society that subtly and overtly persuade individuasto
Seek out this assstance in various circumstances.

These associations of women and nature in scientific discourse are often
atticulated in the terminology of female reproduction. Because women have unique
procreative functions, they are seen as closer to nature (and their bodies) than men.
Sherry Ortner argues that this association isacultural and historica constant and explains

the universal subjugation of women. Barbara Ehrenriech and Deirdre English explain



how medicine s conquest of the femae body is a synecdoche for science s conquest of
nature:
Everything that seems uniquely feminine becomes a chalenge to the rationa
scientific intellect. Women's body, with its autonomous rhythyms and generative
possihilities, gppears to the masculinist vison as a“frontier,” another part of the
natural world to be explored and mined. . . Women's psyche, of course, becomes
an acknowledged scientific enigma, like the inner substance of matter, or the
shape of the universe (19).
Fausto Sterling writes of current theories of women's psyches, "Today we turn to the
brain rather than the skeleton to |locate the most fundamental sources of sexud difference.
But, despite the many recent ingghts of brain research, this organ remains avast
unknown, a perfect medium on which to project, even unwittingly, assumptions about
gender” (Sexing the Body 118).
Women's bodies are acted upon in order to conquer the “frontier” of women's minds.
Theories positing an innate biologica cause for women's experiences justify
experimentation on women’s psyches through the manipulation of their bodies. Thisis
the specific context in which the PMDD discourses developed. In 1985, Judith Gold
wrote, “ Thus, women remain to some extent amystery to psychiatry. Instead of accepting
the enigma, through ongoing research we will increase our knowledge and offer more
potentialy beneficid treatments to those who require them” (Psychiatric Implications
xiv). Women are an “enigmd’ and a“mystery” but science is nonetheless determined to

understand women fully.
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In these accounts, women are passive objects to be probed by medical devices and
scrutinized under scientific eyes. By associating women with nature, these tactics are
judtified on the grounds that science is ultimately for women's benefit. By underdanding
women'’s experiences, science will be able to manipulate these experiencesin
increasingly precise ways. Because women's experiences are defined negetively, this
project must ultimately be of benefit to women. Ludmilla Jordanova notes the
interdependence of these ideas: “ The notion that women are closer to nature than men
combined numerous dements, including the clams that women are more emationd,
credulous, superdtitious, and less andyticd than men” (21). Science, by feminizing
nature as a frontier to be conquered, aso naturaized women'’ s association with madness
and women came to share the characteristics of nature--wild, untamed, irrationa, and
unpredictable.

BEaine Showalter (1987) further explores the intricate connections between
science' s conflation of nature and the feminine and specific ideologies of oppression. For
ingtance, in the Victorian era, science and the political order were mutudly reinforcing.
Science supported the view that women, controlled as they were by their reproductive
organs, were unstable and more susceptible to mental maladies. Smultaneoudy, these
discourses produced an image of anormal, naturd woman: the “ladylike values of
slence, decorum, taste, service, piety, and gratitude’ played alarge rolein defining
sanity and normality (Showadlter, The Female Malady 79). These values were not only
taken to be markers of sanity, they were forced on women incarcerated in asylums.
Showalter summarizesthe theories of T.S. Clouston, afollower of Darwin who adapted

evolutionary theory to conceptudize women's minds.
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By nature, then, woman was congtituted to be “the helpmate and companion of
man”; her innate qudlities of mind were formed to make her man’'s complement
rather than his equal. Among these qudities, Clouston believed, were the
cheerfulness, vivacity, and powers of endurance that made woman capable “not
only of bearing her own share of ills, but helping to bear those of others’ (The
Female Malady 123).
Scientific understandings of women are directly linked to common beliefs that women
are naurdly maternd and sdlf-sacrificing. Such abdlief judtifiesinequdity and
matrestment of women. If women suffer disoroportionately it is okay becauseit is a part
of their nature. Paula Caplan explores modern manifestations of this belief in the norms
of true womanhood in The Myth of Women’'s Masochism (1985). She writes:

The myth serves two purposes: It leads both women and men to believe that

women are deeply, inevitably pathological--for isit not Sck to enjoy misery?--and

it isapowerful block againgt socid action that could help women. Because of the
myth, women'’s problems can be attributed to our deep-seated psychologica
needs, not to the socid inditutions that realy are the primary causes of the

trouble.

Women have been placed in atragic, caich-22 Stuation. We are told in a thousand

ways that “real women don’t blame others,” whether the “others’ are individuds
closeto usor larger, impersond socid inditutions. Real women are patient,
sdfless, and able to give whatever it takes to make a relationship or job
successful. Women who do not behave in those ways usudly faces apainful fate.

Developing asense of ther identity and self-worth is difficult, for awoman who
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does not take the blame for her troublesis not “femining” and femininity

traditionally condtitutes a significant portion of awoman'sidentity (10).

These accounts illustrate how science and socid oppression are mutualy supporting.
Science associates women with nature, women'’ s discontent is thus natura and a part of
their identity, not the result of unequa socialization mechanisms. Socid ideologies depict
women as sck and inferior, judtifying scientific practices that are presumed to be
beneficid for women.

Phyllis Cheder further explores the relationships between socid rolesand
scientific practice with regards to modern psychiatry in her groundbreaking Women and
Madness. She explains the disproportionate number of femae patients as aresult of the
impacts of socid oppresson on women's psyches aswell asthe fact thet the role of
patient is compatible with “the conditioned femae role of help-seeking and distress-
reporting” (148). Because masculine norms define what it isto be hedthy, any femde
role can be identified as sick whether women accept or rgject this traditiona role--if
women defy it, they are unnatural and disordered, if they accept it they are sick because
the role itsdlf implies weakness and inferiority.

Though Cheder aptly posits socid causes as responsible for women's
disproportionate representation as psychiatric patients, the biologica theories dominant in
current psychiatric practice give short shrift to socid factors and instead focus on
biologicd explanations for women's discontent. Current scientific theories of mental
digress are little better than the folklore of antiquity blaming women's fesble mindson a
wandering uterus: in both instances, the blame is placed somewhere in women's bodies

and in both instances women' s bodies are weaker vessds than men'’s. In these theories,
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though the brain is the primary focus, women'’s reproductive organs are ill the
predominant explanatory language for the activities of women's brains. For instance,
Elizabeth Y oung et. al. (December 2000) note that research consistently demonstrates a
2-fold greater prevaence of depression in women and they suggest the “reproductive
hormones may play arolein modulating depresson” (1157). Though women's psychic
disorders are neurological diseases in these accounts, they are ill linked to women's
reproductive capacities by way of hormond fluctuations. Fausto Sterling writes of
hormones, “Chemicdsinfuse the body, from head to toe, with gender meanings’ (Sexing
the Body 147). As she points out, hormones affect numerous organsin the body and are
not specific to elther gender--the very concept of sex or reproductive hormones reved's
the political ideologies a play in scientific theories of gender difference. Subtly yet

surely, women's reproductive organs are brought to bear in explanatory theories of
women's defunct minds. The uterus no longer wanders, but it has not yet given up the
reins of control over women's psyches. Fausto Sterling concludes thet to change gender,
science must be changed: “But of course, such changes can only occur as our socia
systemns of gender change. Gender and science form a system that operates asasingle
unit--for better and for worse” (Sexing the Body 194).

Though the above account is not exhaudtive, it highlights the continuities in the
way the science/gender system operates. Throughout history, scientific theory has
focused on women's bodies as explanations for discontent and psychic malfunction.
Women's close associations with their bodies s multaneoudy associates them with nature
and characterizes them as wild, unpredictable, and irrationd, an untamed frontier waiting

to be conquered, or seduced, by scientific prowess. Current theories positing the origin of
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mental disorder in the brain are not free from these assumptions. Even when the brain is
the locus of mental activity, women's reproductive capecity dill playsarolein their

menta congtitution. Supposed “sex hormones’ are a currently popular explanation for
how the uterus gtill manages to exert power over women's experiences and behaviors.
These theories are directly related to the PMDD discussion. The predecessor of PMDD is
PMS and PMSiis frequently conceived of as ahormond disorder resulting from women's
reproductive capacity that negatively affects women's minds.

The Modern Maady: Premenstrua Syndrome

The scientific literature on PMS is daunting: hundreds of thousands, if not
millions, of articles have been published on the subject and hundreds of popular accounts
inform women of the latest scientific findings and treatment options. These theories attest
to the lack of scientific consensus regarding PMS. Though for short time periods a
particular theoretica approach might take hold of the collective scientific mind and
conditute the “truth” for that time, theories of PM S are varied and congtantly changing.
For the most part there isllittle agreement asto what it is, what causes it, and how to tregt
it. Despite thisdisarray, it is consstently theorized as a biologica problem that
negatively affects women's psyches and in many cases completely usurps control over
their minds. Over 200 symptoms have been documented, ranging from physica
discomfort to psychic distress to behaviord anormadities. Further, these theories
conggtently link “unfemining’” behavior to the mengtrud cycle and hence women's
reproductive organs. PM S has alot in common with earlier manifestations of the femae
maady: it is awastebasket diagnosis and its etiology changes as normsof femininity

undergo dteration.



Though the mengtrua cyce has received attention from medicine and science for
centuries, PMS made its debut in the modern medical literature in 1930 with Robert T.
Frank’ s publication of “The Hormona Causes of Premenstrual Tenson.” Frank notes that
“alarge group of women . . . are handicapped by premenstrua disturbances of manifold
nature’ which signd “the close connections between the ovarian function and systemic
manifestations due to other organ systems’ (1053). This PMS, specificdly linked to the
reproductive organs, “handicaps’ women and designates them asinferior and
incapacitated. Further, these organs have the ability to determine the function of other
organs. In this account, ovaries are the center of awoman’s body and they are the most
powerful organsin this body. Frank describes the symptoms, “unres, irritability, ‘like
jumping out of their skin” and adesire to find rdief by foolish and ill considered actions’
(10%4). These symptoms are exacerbated by the fact that women are able to identify their
sricken status and “they fed conscience-stricken toward their husbands and families,
knowing well that they are unbearable in their attitude and reactions’ (1054). Implied is
that awoman's naturd state is one of cheerful service to her husband and family, a
submissive role where sdlf- sacrifice is a defining factor of feminine identity. Frank
attributes this unpleasant behavior to women’s sexudity, specifically an excess retention
of femae sex hormore, and in the following abstract discussion Dr. Edith Spaulding
recommends either increased sexud activity for married women or “the lessening of the
sexud drive’ in sngle women (1057). In this theory, hormones are specificaly gendered
(Frank refersto “femae sex hormone’ in the singular, implying that there is one hormone

that determines women's sexudity) and the scientific postion isinfused with socid
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judgments- - treetments for married and single women differ not for scientific but mord
reasons.

Frank’ s publication sparked awave of new theories on the mengtrua cycle, but
his own theory, that an excess of femae sex hormone produced unbearable sexud
tenson, was quickly cast aside, at least for the time being. In 1953, Linford Rees
published “ The Premengtrual Tension Syndrome and Its Treatment,” an article
catal oguing the proposed theories and treatments to date. He notes that “the agtiology of
the condition is till obscure” and gives a brief ligt of the proposed explanaions. faulty
leutinization of estrogen, progesterone deficiency, water retention, an unstable nervous
system, persondlity ingtability, and other ambiguous hormond changes. Most theories
gtill hold hormones accountable, though many of the earlier theories did attribute the
symptoms to women's psychic indability, an explanation implying thet their symptoms
were in some ways imaginary and not whally redl. In al accounts, PMSis not clearly
defined and it covers avast range of symptoms. Further, it is described as a negative
aspect of femae biology.

Because there is no consensus or convincing evidence concerning the etiology of
PMS, a constant concern has been how to identify or diagnose the disorder. Physical tests
cannot reved the presence of PM S as scientists do not know whét they are looking or
testing for. In 1968, Rudolf Moos published an important article, “ The Development of a
Mengtrua Distress Questionnaire.” This study and the designed Moos Menstrual Distress
Quedtionnaire (MDQ) are dill widdly referred to in the literature and used in some PMS
gudies though smilar questionnaires and charting mechanisms have snce been

developed. Echoing Frank, Moos notes that “ many women [are] handicapped by various



premenstrual disturbances’ and proposes a questionnaire, to be filled out by women, to
determine whether or not their complaints are related to the menstrud cycle (853). Moos
purpose isto sandardize diagnostic tools aswel as come up with estimates concerning
the prevaence of PMS. The MDQ lists 47 symptoms and women are to rate them on a
gx-point scae throughout their monthly cycles. This publication set the standard for
diagnosing premensgtrua syndrome and even today the only method of diagnosing PMS
and PMDD isthrough charts kept by women or their companions.

Despite the standardizaton of the diagnostic process, Moos did little to resolve the
contentious and often unfocused debate on the precise causes of the disorder. In 1981,
Reid and Y en published “Premenstrud Syndrome,” an article again catdoguing the
proposed theories to date. They note that symptoms range from “marital discord, baby
battering, and crimina behavior” aswell as*absentesism and work inefficiency” (85).
They estimate that 70-90 % of women suffer from PM S, with 20-40% suffering from
severe symptoms described as “menta or physica incapacitation” (86). Theories
reviewed include estrogen excess, progesterone deficiency, vitamin deficiency,
hypoglycemia, endogenous hormone dlergy, fluid retention, psychosomatic disorders,
and other neuroendocrine imbalances. They propose a new theory based on “the centra
and pituitary role of the neuropeptides’ (97). In the reviewed theories, women's
hormones are most frequently employed as the explanation for behavior as diverse as
baby battering, marita problems, and lack of efficiency at work. By implication, hedthy
women are materna, submissive wives and productive and cheerful workers. When they
fall in these capacities, their inferior bodies are hald accountable and unfeminine

behavior is chalked up to women's erroneous biology.
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To date, the confusion over precisaly what PMSis and what causes it remains.
The beginning phrases of medicd literature sound srikingly familiar: “To dete, the
etiology and the most effective treetment are unknown” (Laughlin et d. 1984);
“premendgtrua syndrome research has been characterized by confusion as aresult of the
fallure of investigators and dlinicians to define carefully the entity under investigation”
(Rubinow, 1987); the syndrome “may defy precise description even by the patient”
(Berga, 1998); “more that 150 symptoms have been associated with PMS, and no
confirming laboratory test exists’ (Fry et d. 2000); and, “practicaly every symptom that
has ever been described as experienced by anybody under any condition has a one time
or another been attributed to PMS’ (Rubinow 1987). Like hysteria, PMSis as dippery as
aglobule of mercury--scientific research has faith that it exists but it continues to eude
definitive articulation.

The proposed causes and thus treatments have proliferated as well, with causes
including serotonin synthesis (Brzezinski 1996), effects of gonadd steroids on serotonin
metabolism (Parry 2001), and metabolism of progesterone (Berga 1998). Treatment
proposals include estradiol (Soares et d. 2001), flumazenil (Mdledo 2000), pyridoxine
(American Family Physician 1984), agnus castus fruit extract (Schellenburg 2001), and
antidepressants (Dimmock et a. 2000). With this baffling array of contradictory
literature, two things are clear: the definition of PMSis so ambiguous and broad dmost
any woman fedling any change throughout her cycle could potentidly qudify for the
diagnosis. Additiondly, any woman who seeks treatment could be subject to a
frightening array of medica treatments, most with little empirical support. Perhaps most

baffling is why the medica professon continues to cling to the PMS labd asif it werea
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vaid diagnogtic category with a proven etiology and treatment. After over 70 years of
uncertainty and contradiction, the researchers are no closer to pinning down the
menstrud maady than the Greeks positing awandering womb. Not al research on PMS,
however, has aided the dominant scientific position, and critical perspectives on PMS
research are acritical guide to understanding the literature.

Soon after Moos' publication, Mary Brown Parlee offered a comprehensive
critique of the questionnaire: by focusing only on negative symptoms, the questionnaire
promotes stereotypic beliefs about the menstrua cycle and shapes women' s responses.
Parlee gave the questionnaire to groups of men and women and asked them to rate
percaived changes in awomen's mengtrua cycle. She concludes, “In dl instances where
the difference was sgnificant, maes ratingsindicated ‘ greater symptom severity’ than
females’ (235). Parlee hypothesizes that a woman’s responses on the MDQ do not
represent neutra reports of her experiences throughout the cycle. Rather, attitudes
concerning mendruation are so strongly shaped by societd beliefs and expectations that
women often attribute experiences to the menstrud cycle as aresult of this socid
conditioning.

Diane Ruble (1977) has further chalenged the vdidity of sdlf-report data. She
notes that most objective measures of performance do not support the theory that women
experience lesser functioning before their periods. Ruble gathered femae patients and
told them that the researchers could estimate the beginning of the women's mensirua
cycleswith an EEG (this cannot actudly be done). She had dl of them fill out the MDQ,
telling some that their periods were due in 1-2 days and others that they were duein 6-7

days. She found that women who believed they were premengtrua indicated higher



symptom ratings than the other women. Thus, “it gppears that learned associations or
beliefs might lead awoman ether to overdate what sheis actudly experiencing or to
perceive an exaggeration of naturaly fluctuating bodily sates. . . when she believes she
is premengtrud” (292). Like hysteria, PM'S can be conceived as amimetic disorder as
socia discourses persuade women to articulate their discontent in terms of individua
pathology related to reproductive function.
Anthropologist Mary Rodin concurs with the findings of Ruble and Parlee,
arguing:
The fact that the medical establishment treats PM S as a legitimate disease
category (by applying for research funds, proceeding with research, treating
patients, and maintaining PM S clinics) despite the lack of agreed upon definition
and contradictory research findings, suggests that shared cultura knowledge, as
opposed to scientific facts, informs researcher understandings of what condtitutes
PMS (52).
For Rodin, then, PMSis not avaid construct but the result of cultura stereotypes related
to anxiety over women' s reproductive functions and the age-old belief that women's
bodily differences make them irrationa, unpredictable, and susceptible to mysterious
uncontrollable naturd forces. The currency of PMS in modern scientific discourse
indicates that science is not separate from cultura beliefs and dominant ideologies, rather
it isintimately related to specific ideologies of gender inferiority. PMSis an antecedent
of centuries of discourse associating women with their bodies, nature, madness, and

hence inferiority. These discourses Smultaneoudy congtruct the prototypical normal



woman. Deviations from this norm are atributed to biology and conformity is seen as
‘proof’ that the traditiona feminine roleis an innate part of women's identities.

PMS:. The Popular View

It is not surprising that women hold stereotypic beliefs about menstruation given
media preoccupation with the negative aspects of the cycle. Severa andyses of media
portrayals of PM S conclude that the media consistently promotes stereotypic negative
beliefs about mengtruation, beliefs that are frequently internaized by many women.
Parlee (1987) finds that characteristic media coverage of PM S focuses on physical
symptoms and negative moods, undesirable antisocid behaviors, and biologica causes
and treatments. She concludes that stereotypic beliefs are transmitted to many women
and “can serve as abads by which she comes to interpret the psychological meaning of
the bodily changes of her menstrud cycle’ (197). Because these popular accounts
mediate scientific accounts of PMS, women do not hear of the rampant uncertainty and
confusion plaguing medica research--they hear news bites portraying a high degree of
certainty and consensus within the scientific community.

Chrider and Levy (1990) examine popular press accounts of PMS, arguing that
the mediais one of the most important sources of hedlth information, especidly for

young women. News accounts are shaped by definitions of newsworthiness. Negative

symptoms are considered more newsworthy than positive functioning: “It is not news that

most women cope well with premensirual changes. It is news when awoman cannot
restrain her violent urges or becomes too depressed to go to work” (91). Though media
reports focus on the negative ingtances, these portrayas are o common that the images

presented are widely seen as representative of dl women. Chrider and Levy found that
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even more symptoms were attributed to PM S in popular literature than medica theory
and include sore throats, bruisng, conjunctivitis, and changesin perfume scent. Many
symptoms concern physicd attractiveness, for instance greasy skin, weight gain, and
circles under the eyes. They suggest that these media accounts persuade women to
actively seek aPM S diagnosis. This hypothesisis supported by Ruble and Jeanne
Brooks-Gunn, who note that “as PM S received increasing attention and publicity,
therefore, the likelihood increases that PM S will be part of girls premenarched
expectations.” (247).

Popular news accounts are important but they are not the only source of
information on PM S available for popular consumption. Premenstrua syndrome has been
apopular topic for self-help manuas, books aimed primarily towards women and
intended to increase women' s coping skills and familiarize them with medical reseerch
on the disorder. These manuds replicate the approach that has been critiqued in media
representations. They focus on negative symptoms, biologica causes and trestments, and
present scientific speculation as proven fact. One of the most striking aspectsin these
accounts is the subtle yet thorough congtruction of the “norma woman.” As Randi
Koeske explains, “ negative behavior exhibited premensgtrudly is perceived as evidence
for the prevalling negative stereotype of femae emotiond behavior while postive
behavior isignored as something to which biology isirrdevant” (140). Undesirable
behavior is attributed to women'sinferior bodies while postive behavior congstent with
feminine norms s chaked up to who women are. Chrider and Levy make asimilar point,
noting that symptoms are often appearances of women stepping out of stereotypicaly

feminine roles. “ Good (read ‘normad’) women do not show aggression, rage, hostility,
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anger, violence, or short tempers’ (97). Thisis afascinaing phenomena--when women
act aswomen are expected to act, there is no mention of biology (such behavior does not
even need explanation), yet when women step out of their designated feminine roles,
suddenly their week flesh isto blame.

An andlyss of apopular saif-help manud reved s that what is promoted is not an
innocent guide to seeking trestment for a proven disorder, but a normative theory of what
women should be and how the proper woman should act. As Bonnie Dow notes, despite
advancesin women' s rights, "the qualities, responghilities, and/or characteristics
associated with ‘woman’ s place’ in the private sphere are till expected from women . . .
Such qudlities include specific caretaking behaviors ranging from cooking, cleaning, and
child-rearing to more generd qudities of nurturance and emationa support” (xxi).
Katharina Daton’s Once a Month: The Original Premenstrual Syndrome Handbook
illugrates this dynamic. Origindly published in 1979, Ddton's manud is currently in its
sxth edition (1999). The Independent describes Dalton as “aformer gynaecologist and
doyenne of PM S research” and refers to Once a Month as “a pioneering book about
PMS’ (Price 8). The Guardian reports that Dalton has testified as an expert witnessin
over 50 trids where PM S was being used as a crimind defense (Bosdey 4). The Daily
Telegraph attributes current understanding of PMSto “aremarkable thesis’ by “aworld
authority on the subject” (Daneff 17). The Los Angeles Times cdls Ddton “the
recognized pioneer in the fidld” (Sullivan 1) and the Washington Post describes her as
“the British physician who practicaly single-handedly gave premengtrud syndromeits
medica legitimacy” (Rovner B5). The New York Times refersto her as“an eminent

consultant who pioneered research into premenstrual tenson” (C3, 1981). Daton’s work



is highly respected, she iswiddly recognized as an expert in the PMSfidd, and her
handbook iswidely read. Thus, thiswork is exemplary of smilar manuas and the ways it
constructs women are replicated by other such books. Finaly, Daton's book is presented
as an authoritative, scientifically backed text. Daton isamedica doctor and her preface
includes numerous references to the scientific basis of her book.

Daton’s manud beginsin aforeboding tone, “Once a month, with monotonous
regularity, chaosis inflicted on American homes as premengrua tenson and other
premenstrua problems recur time and time again” (1). In the first sentence, it is clear that
the primary locus of premenstrua problems is the home, long considered to be woman's
proper place and the proper focus of her energy and attention, despite changesin
perceived gender roles. This account is written in the passive voice--chaosis “inflicted”
by ayet unnamed source, further highlighting the idea that women are victims controlled
by their biology rather than active agents. Daton continues, “Wonderfully happy and
often long-term marriages and partnerships break up under the strain, because one partner
isan unpredictable, irrationd, or violent woman suffering from premensirual syndrome”’
(1). Woman'sfaulty biology is aready pinpointed as the cause of marital discord and
divorce and neither men nor socid arrangements play any role in the demise of typicaly
happy marriages. Not only does Daton represent marriage as an empowering and blissful
gate for (norma, hedthy) women, she implies that hedthy women are predictable and
peaceful. A woman'slack of docility is evidence of biologica abnormdity.

Dalton describes her project, however, as one that is liberating for women, a
project that breaks down dangerous folklore and liberates women with the truth: "The

image of women as uncertain, fickle, changeable, moody, and hard to please needs to be
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replaced with the recognition that al these features can be understood in terms of the
ever-changing ebb and flow of woman's mengtrua hormones and the hormond changes
they cause within her body cells' (1-2).
Y et, Dalton reinforces rather than replaces these traditional understandings. In her
account, women are still unpredictable and irrationa. Now, they areaso sick. Theold
ideas are recast in new scientific terminology and this reissue is presented as progress for
both science and women. Women' s changes can be understood as “the ever-changing ebb
and flow of woman's mengrua hormones,” hormones which have the ability to produce
more “hormonal changes’ in other parts of her body. These scientific accounts are
described as empowering because they remove women's responsibility for their
undesirable behavior, atributing such behavior to hormona changes beyond awoman's
direct control. Women are not responsible, but no one is responsible in these accounts,
neither individuas nor society. According to Daton, faulty biology can produce
acohalics, baby batterers, hushand besters, shoplifters, window smashers, criminals and
neurotics. Already in her introduction, Dalton has identified the themes recurrent
throughout her book and smilar manuas. Premenstrua syndromeis a defect of women's
biology and hence outside of their control. Further, it isthe cause of avariety of socid
ills ranging from divorce to crimind behavior. Findly, it istypicdly unfeminine behavior
that is attributed to the biological malady. Norma behavior, including happy marriages,
devotion to children, and cam demeanor, does not need to be accounted for in any terms.
It iswomen's presumed norma state absent biologica interference.

Dalton acknowledges that at least 150 symptoms are rdated to PMSS, including

hair pulling and mood swings. She writes that the symptoms “seem to cover the mgority



of medicd specidties’ and thus the mgority of physica symptoms (29). The
reproductive organs can influence literdly every other organ in the body. Dalton writes
that many “able caregivers’ cheerfully perform their duties “until one day they sngp”

(29). Norma women are “able caregivers,” responsive to the needs of others. When they
are frudrated with these duties, it isasgn of premenstrua syndrome. Dalton describes
one woman’s symptoms as “ being afalure as awife and mother” (33). In this account,
failed interpersona relationships are symptoms of women's biological mafunction and as
a conseguence there is no account of communication or socid influences. Another
woman describes her symptoms, including feding reluctant to lift her two sons and dress
them and sometimes | etting them deep in bed for the entire day. Another is quoted, “ Just
before aperiod . . . adeepiness takes over meand al | want to do is sit down and deep,
so that no housework or proper cooking gets done”’ (39). Y et another woman describes
the days before her period as “the ‘take-out’ med days, and ‘washup tomorrow’ days’
(39). All of these descriptions have in common afalure to perform domegtic duties:
failure to take care of children and failure to clean and cook. By implication, thisisthe
gppropriate domain for women and these are the activities performed by normd, healthy
women.

Ddton dso describes maritd discord as a PM S consequence. She states, “Too
many cases end up with visitsto amarriage counsdor or in divorce” (40). She quotes one
woman, “My husband is at hiswit’'s end. He doesn’'t know what to do with me, not
knowing what I'm going to do next, and is ready to leave me. . . | keep telling him that
Il be good the next time, but | never am and | just can’t control mysdf” (40).

Unpredictability isa symptom of illness. By implication norma women are predictable
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and “good” as judged by their husbands. This narrative indicates an unequa relationship
as the husband has the control, the power to leave or Say in the relationship as he seesfit.
Heisableto solicit promises of future good behavior by threstening to remove himself
from the relaionship. Daton notes that women are more likely to lose control of
themsdves “when preparing the evening medl or waiting for the husband if heis later

than usud” (41). Women are again presumed to operate primarily in the domestic sphere
and perform domestic duties while their hushands are active in the public sphere. Norms
of feminine submission are again implied here--women’s norma behavior isto be so
sdf-sacrificing that they would go hungry rather than eet without their husbands.

Dalton describes mengtruation as “afalled pregnancy” (68), implying that for
women, SUccessis pregnancy--the alusion to “failure’” has a negative connotation and
impliesthat maternity isanaturd role for women. WWomen are not only mothers by
nature, they are unfit for activity in the public sphere because of the influence of the
mengtrud cycle on their behaviors, thoughts, and emotions. She writes of adolescent
girls: “those girls who were unfortunate enough to take their examinationsin the
paramenstruum . . . had fewer passes, lower grades, and fewer distinctions’ (103). If PMS
can inhibit girls from taking tests, what consegquences might it have for adult women in
positions of respongbility? Daton explains the negative attitudes young girls have
concerning mengtruation as a consequence of their recognition of mae superiority and
their resulting desires to be men. She explains, “Many girls do not like the body changes
that Nature has decreed. They object to the rounded contours and would prefer the broad

shoulders and wiry limbs of boys’ (112). Mendruation is thus problematic for women not
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only because it is an undesirable biologica intrusion, it is problematic because it
represents women' s difference from--and hence inferiority to--men.

Ddton returns to relationships and the effects PM S has interpersondly. She
includes adetailed prediction of marital problems that might arise in arelationship where
awomean suffers from PMS;

As on other mornings, you get up and cook breskfast while your husband isin the

bathroom. Y ou climb wesarily out of bed and trudge down the dairs, avague

feding of resentment growing within you. The sound of a chearful whigtling only
makes you fed alittle more cross. Without any warning, the toast starts to scorch,
and the sausages, indtead of happily szzling in the pan, sart spitting and
spluttering furioudy. Aghadt, you rescue the toast, which by thistimeis beyond
resurrection and fit only for the trash. The sausages are charred rdlics of thelr
former selves and you throw those out too. Y our unsuspecting husband opens the
kitchen door expecting to find his breskfast ready and waiting, only to seea

smoky atmosphere and a thoroughly overwrought wife (128).

Interestingly, Daton’s description of the breskfast sausages mirrors her description of
women. Women begin their cydes happily fulfilling their domestic duties then undergo
sudden change and begin “ spitting and spluttering furioudy” --they are but shadows of
their norma sdves. Daton continues to predict that the husband in this scenario might
“arive a work hungry and unable to do hiswork properly, eventudly returning home
tired and frustrated” (129). Though women's proper place isthe domestic sphere, their
faulty biology can pernicioudy extend itsinfluence into the public realm through

marriage rdaionships. Again, apatriarcha relaionship isindicated--not only isthe
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woman serving her husband (sheis preparing “his,” not "their,” breskfast), the account
implies that he has reason to be upset at hiswife sfalures to perform her duties. Heis
“reedy and waiting,” implying a demanding and impatient attitude, “expecting” his
breakfast but instead ending up hungry and unable to work properly. Both men’s and
women's lack of productivity a work is the result of women's faulty biology. For
women, ingfficiency is asymptom of a disease and for men, it is the result of women's
falure to serve them adequately and maintain the domestic sphere. Further, the stark
separation of the public and the private spheres is notable here--the man is gpparently
unable to find sustenance anywhere but his home. Published in 1999, this account takes
little notice of the context of socia organization. Though women are il defined in terms
of ther private rolesin many discourses, it is adso true that the burgeoning service
industry fulfills some andogous functions. There s little account of the socid a dl in

this account--the two settings here are the home and the man’ s workplace. There are no
restaurants, drugstores, or locations that might transcend the public/private dichotomy,
only home and work.

Dalton advises husbands to “try to be a subgtitute mother as well as afather”
during the PM S times (130). She suggests ways that husbands can help with the
housework and care for the children to assist their incapacitated wives. Dalton assumes
that women are naturaly cooks and caregivers and any hesitation about gracioudy
accepting these roles is the result of PMS, ahormonal abnormdlity. The father isthe
worker who goes out of hisway to assst with domestic duties during unique
circumstances. These stereotypicd roles are never questioned, but taken for granted as

men’s and women's natural modes of being. The women’s movement was strong even



before the firgt publication of this manua in 1979 and it is striking that Daton’ s account
reflects a complete inattention to feminist challengesto traditiona gender roles. Dalton
atered the book congderably for the 1999 edition. She writes in the preface, “ The need
for yet another edition of this book reflects the numerous scientific advances of the last
few yearsthat have been related by the problems of PMS’ (xv). She even acknowledges
that Snce thefirg publication, “there have been sociologica changes involving women in
the workplace, dtered dietary habits, and mediainfluences’ (xv). She does not explain
these changes or detall these influences. Since the women’s movement, feminists have
made some advances though gender oppression is ill sgnificant. Daton damsthat her
book reflects scientific advances, but it does not reflect socia advances. Women are
portrayed in stereotypica ways despite the questionable accuracy of these stereotypesin
describing what women actudly do in modern times. Further, the only possible
acknowledgement of socid struggles lists workplace advances, diet changes, and media
“influences.” The feminigt battle for sexua harassment regulationsis presumably the
same type of progress as the grester availability of vitamins. What condtitutes “ media
influences’ is entirely unclear in this preface.

Daton further suggests the consequences femae biology has for marital harmony:
“How many wives batter their husbands during their paramenstruum is unknown, nor do
we know how often the husband is provoked by her premenstrual anger and batters her”
(132). She suggests that husband battering is “the most unreported crime” and affects
20% of hushands (133). Husband battering is portrayed as a slent epidemic with an
unknown victim count and domegtic violence inflicted by men on women is portrayed as

anatura response to women'’s erratic behavior sparked by her femae hormones. She



dates, “one wonders how often these wives were also victims of their own hormonal
imbalance” (133). Women are masochistic whether they are hedthy or ill. When they are
hedlthy, they are sdf-sacrificing caregivers and submissve wives. When they are Sck,
they inflict suffering by provoking violence from their husbands. This horrifying

argument completely absolves men of any responsibility for their behavior. Also, this
narrative resembles the initid story of the fal astold in the Bible. A woman is seduced

by the devil or sheis susceptible to another evil force--her femae sex hormones. In both
narraives, women then influence men to participate in sinful behavior themselves,

through subtle persuasion or provocative behaviors. Placing responsbility for what is
consdered bad, Snful, or deviant in individua women is not a new Srategy.

These accounts further illustrate the degree to which conceptions of appropriate
socid roles infuse Daton’s scientificaly inspired account. The descriptions of PMS
behavior are often descriptions of behavior consdered norma for men--symptoms
include irritability, violence, and dissatisfaction with one' slife. In Daton’s own accounts
men exhibit these behaviors. In the above narrative, the man isirritable (tired and
frugtrated), Ddton notes that men are frequently violent and abuse their wives, and the
men are frequently dissatisfied (the one in the narrdive is expectant and waiting to no
aval for his breskfast). Y et, her causd theories excuse this behavior in men as anorma
response to their situations and place the cause solely on women's hormones.
Attributional bias theories reved that persondity biasis employed in explanations of the
behavior of an out-group member, but Situationd bias isthe norm for in-group actions. In
other words, if an ‘outsder’ performed an undesirable action, the activity islikely to be

atributed to ther identity or persondity. If a peer or member of a dominant group
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performs an identicd action, their behavior is attributed to socid circumstances and they
are exonerated for the action. Dalton’s account revesls the ideology permesting society
that men are the “in group” and it is not only men who have been convinced by this
fiction.

Findly, Ddton’s predictive narrative triviaizes the very real problem of domestic
violence. Though men are sometimes the victims, it is not true thet this Stuation
conditutes a“ slent epidemic.” By portraying this as a silent epidemic, Ddton can avoid
ubgtantiating her daim--presumably statistics are irrdlevant because men do not report
their experiences of victimhood. This assumption further points to the ways inwhich
dominant stereotypes define Daton’s account. By implication, men’s masculine roles and
sdf-esteem inhibit their willingness to admit that they do not have a monopoly on
physicd force. Statistics on domestic violence do point to the disproportionate impact on
women. Statistics indicate that 95% of assaults on SPoUSES or ex-pouses are by men on
againg women and women are five to eight times more likely to be victimized than men
(Flowers 15, 18). Almost one-third of al women are estimated to suffer from abuse at the
hands of men in ther lifetimes (Jukes 18). The daimsthat men are dso victimsin large
numbers are Imply unsubstantiated. Hague and Maos concur that "al the evidence
points to the widespread abuse of women by men” (15). Experts typicaly estimate that
only 5% of domestic violence cases involve women victimizing men (Gossdin 16).

These gdidtics are dl from relatively neutral organizations. Dalton’s account naturalizes
domedtic violence and trividizes its impact on women while denying its connection to
patriarchad society, intimating that men are the red victims both when they inflict

violence and when they are attacked themselves.
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Husbands are not the only victims of women's hormones. Children are dso
affected. Ddton writes, “The mother is the linchpin of the family” (143). She describes a
hypothetica household victimized by PMS: "The usudly tidy house is not picked up, the
beds aren’t made, dirty dishes sit on the kitchen table, and there might be aburned cake
by the sink. Perhaps the children went off to school late, in yesterday’ s clothes, and
chances are that meals will not be ready on time' (143-4). Again, women's naturd duties
are domestic and include keeping atidy house, caring for the children, and cooking.
Dalton further cites child battering as a consequence of PMS, noting that women
naturaly have “strong maternd fedings’ which are overwhelmed by the changes
wrought by hormond fluctuations (148). Women are naturaly mothers and any unease
with thisrole s attributed to abiologica disorder. Portraying child battering as the result
of female activity also obscures that fact that men are far more likdly to abuse their
children than women. Over 95% of child abusers are mae (Jukes 18). By portraying
women as the initiators of domestic violence, Dalton whitewashes and digtracts from the
violent patterns of behavior exhibited by men.

Daton does spend some time discussing the implications of PMS on women who
do work outside of the home. This discussion isisolated in a single chapter, “\Women at
Work and Play” and throughout the rest of the text, women are presumed to be
homemakers with domestic respongibilities. Here, Dalton discusses the significant * cost
to industry” and estimates that it costs U.S. industry 8% of itswage bill (159). Thereis
literdly no socid ill that cannot be blamed on femae biol ogy--even economic downturn
is the result of women’s unpredictable hormones. Ddton sates that the industries most

impacted indude “the dothing industry, light engineering, trandstor and assembly
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factories, and laundries’ (159). Severd of these jobs mimic activities performed in the
domestic sphere, for ingtance working with clothing and doing laundry. The other jobs
are largely undesirable and low-paying positions that require little creativity and offer
little in the way of autonomy, for ingtance working on an assembly line. In restaurants,
Ddton cites “the premengrua clumsiness of waitresses’” as asgnificant financid drain
(160). Even when women are depicted outside of the home, they are not subjects with
any degree of socid power or influence in the public sphere. In these accounts, the
restaurants, laundries and assembly lines are very smilar to the domestic sphere as
described by Dalton--they involve routine tasks and they are places where there isllittle
mention of men. Women operate in isolated redlms while men are active in the outside
world of civilization and culture.
Some men do appear in these accounts. Dalton includes an anecdote about
thegatricd performers:
One great impresario aways atended rehearsals wearing atop hat and smoking a
cigar. On one occasion his leading lady was making afuss and was obvioudy in
her paramengtruum. The great man stood up in the center of the auditorium,
ground his cigar to dust under his feet, and hurling his hat on the floor, samped
onit, crying out, “Woman! | don’'t know why | employ you--you drive me to
distraction!” (162).
The woman's behavior is not detailed--she was “making afuss’ and somehow it was
obvious to any obsarver, including this “grest man,” that she was being victimized and
controlled by her hormond activity (any observer could infer this woman's biological

dtate from her behavior--her behavior is a trangparent window into the functions of her



interna biology). The man’s behavior is detailed--he puts a cigar out ingde on the ground
and throws a tantrum, throwing his top hat on the ground then ssomping on it and yelling.
Y et, thisman is described as “great” in two instances. WWhen women behavein
unexpected ways, they are making a“fuss’ asaresult of their biologica processes. For
men, such behavior isnorma or even greet. This account further reved's the sexism
inherent even in Daton’s account of women in the working world. The woman has a
male boss who spesks to her in an insulting manner, yelling a her and caling her
“woman” and questioning her abilities

Dalton continues, “PM S syndrome can affect awoman’s chances of getting
employment, holding down ajob, and receiving a promotion--or losing it unnecessarily”
(163). If women are confined to low-paying jobs and do not enjoy statusin the public
gphere, thisis a consequence of PMS, not discrimination. She offers recommendations to
indugtries to cap their financid losses suggesting that “women can be assigned to less-
skilled jobs such as packing and stacking during their vulnerable days, rather than
remaining on tasks that are more complex and harder to correct later” (165). Women are
arisky venture for employers as their hormones can intrude at any time and obliterate
their ability to perform complex tasks. For ingance, it is difficult to imagine industries
paying women fairly when they must leave their jobs each month and retire to * packing
and stacking.” Ddton implies thet the only capacities premenstrual women have are
ample tasks that take little or no thought. It is difficult to imagine universties hiring
women professors if a considerable portion of their career must be spent “packing and
stacking” rather than researching and teaching. Throughout, unequa socid arrangements

are portrayed as the natural and inevitable consequence of women's hormones.
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Dalton continues to discuss the impact of PMS on sports, hobbies, shopping, and
entertainment in the same chapter. This placement implies that for women, working
outside of the home is andogous to a shopping spree or atrip to the movies. Even when
women’swork outside of the home is acknowledged, it is not valued. The chapter title,
“Women a Work and Play,” implies that the boundaries between these two endeavors are
thin and permegble. Both are extracurricular activities that serve as distractions from--but
not aternatives to--a domegtic existence. Daton includes driving in this chapter, though
it isnot clear whether it is an example of work or play or both. She writes, “Driving isa
complicated task, requiring coordination of many skills, which are dower during the
paramenstruum” (168). She claims that women suffer aloss of hearing and decreased
vigon during their premenstrual periods though she cites no evidence. Ddton satesthat a
woman may “become impatient . . . with an elderly person crossing the road” (168). The
suggestion that women suffering from PMS might deliberatdy mow down ederly ladies
crossing the gtreet highlights the irrationdity women suffer from as aresult of their
hormones. Though men are considered greater insurance risks, Daton highlights women
as dangerous drivers. This further raises questions about women's abilities to participate
effectively in public lifeif they are not able to transport themsalves. She continuesto
suggest that walking is dso arisk for women, effectively confining women to the home
because they have no means of mobility: “Even as a pededtrian, she is more vulnerablein
her paramenstruum, and she may cross the road without the usual precautions. Asa
mother, she may not be aert enough to protect her child from dangers on the road” (168).

Dalton aso describes the impact of PMS on shopping, reinforcing gender

stereotypes. “A woman may become an indecisive, hesitant shopper who trieson dl the



shoes in the shop, finds they won't fit her swollen feet, and leaves empty-handed” (169).
Women during the paramenstruum aso lose their sense of style, further impeding
effective shopping, “It is possible that her color sense and appreciation of shape and size
deteriorate during this phase of the cycle’ (169). Other women make excessive decisons.
Ddton gives the example of awoman who purchased two full-length mink coats. In this
account, it is again unclear if shopping is considered women's work or women's play, but
these images reinforce stereotypica images of women who are fickle and obsessed with
fashion and style: women have naturd senses of style that “ deteriorate” during certain
hormona cycles. Daton further describes the impact on entertainment (* Socid
entertainments may not be too successful during the paramenstruum” (169)) and
vacations (“Vacaions are . . . sometimes complete disasters’ (171). In short, Dalton
effectively confines women to the home during their paramenstruum by articulating the
negative consequences of virtudly dl forms of socid interaction. These latter accounts
aso reved the implicit congtruction of the norma woman Ddton envisons. Thiswoman
ismiddle- or upper-class as evidence by her shopping habits, her attendance at cocktall
parties, and her ability to afford vacations. Thisisinteresting given that the section on
work portrays women of alower class, women who must work in the laundries and on
assembly lines. Though Daton blurs the boundaries between work and play for women,
it isunlikely that many women choose to work at such jobs just as they might casudly
choose to buy two mink coats. Rather, these are jobs that people work because they have
to. Ddton’simplicit class bias colors her perception of norma women and the behaviors

appropriate to them.
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Ddton’smanud istypicd of other sdf-help books on PMS (DeRosis and
Pdllegrino; Friedrich; Hahn; Lauersen and Stukane; Norris and Sullivan; Wade, Wess).
Her book iswiddy acclamed and read by many women al over the world. These
accounts of PM S are not merdly informative accounts that assst women in understanding
their experiences, they include many messages that reinforce traditiona stereotypes about
women'’s proper roles. In Daton’s account, the norma and hedthy woman isa
meticulous homemaker, a gented mother, and adutiful wife. She operatesin the
domestic sphere, though traditiona feminine diversons such as shopping might be
available to her. Sheis not an attorney, a corporate CEQ, a professor, an author, a
physician, or arationd agent able to act effectively in society. When women fail to meet
these norms, their biology is articulated as the cause. The very concept of premenstrua
syndromeis linked to earlier manifestations of women's madness such as hysteria. Both
PMS and hysteria are wastebasket diagnoses with hundreds of possible symptoms, poorly
defined categories used to explain any behavior that falls outside of socia expectations.
The same behaviors exhibited by men are either normal or appropriate responses to socia
circumstances. It is only women's hormones that control their very persons.

Conclusion

One of the most clever satires of thisinjustice is Gloria Steinem’s “If Men Could
Mendruate: A Political Fantasy,” origindly published in 1978. Steinem reflects on what
society would be like if men, rather than women, were the ones to mengiruate. She
predicts that “ menstruation would become an enviable, boast-worthy, masculine event”
and would be considered a necessary characterigtic of soldiers, paliticians, and religious

leaders. Mde intdlectuds would be more benign, recognizing that women cannot be



blamed for their inferiority asit isthe result of an innate biologica lacking, the absence
of amengrua cycle. She writes, “In short, the characteristics of the powerful, wheatever
they may be, are thought to be better than the characteristics of the powerless--and logic
has nothing to do with it" (43). To pathol ogize mengtruation, an inevitable biologica
process experienced by women, implies that the standards devised for judging normality
are based on amale norm. Further, this framing of PM S and women’ s biology reveals
that scienceis not separate from gender, rather, as Fausto Sterling states, gender and
science condtitute one system. PM S research is premised on enduring stereotypical
notions of women's proper place and women' s gppropriate behaviors. When women
deviae, biological theories are offered as explanation--for men, the behaviors chalked up
to women's PM S are perfectly norma and rationd. These accounts reveal the messages
that women receive concerning their bodies and their experiences, messages that
goparently issue from a scientific authority but are deeply influenced by socid biases.
The next chapter examines the medica discourse on PMDD and some 'grassroots
resistances to dominant narratives. The PMDD research is very smilar to the PMS
research and there are few distinctions between either the disorders or the research
methodologies, thus the PMDD research is susceptible to many of the same criticisms
formulated about the PM S literature. | will highlight afew ideas that will be rdevant to
understanding later developments. First, though some medical theories do not posit
femae hormones as the culprit in PM S, in mogt theories femae hormones play aleading
role and in the popular accounts PM S is dmost universadly conceived of as ahormonad
disorder. Thus, the very labd “premenstrual” connotes female hormond activity. Second,

PMS is poorly defined in the research and could potentially be used to account for dmost
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any undesirable behavior. Third, the only method of diagnosing PMS is through women's
reports and women are subject to numerous negetive discourses concerning their
mengtrua cycle. Thereis no way that has been found to do PM S research where women
are unaware of the purpose of the sudy, thusit is possible that their attitudes have been
shaped by society and science to the extent that these reports are subjective and lessa
reflection of awoman’s experience than her understanding of socid norms. Findly, the
empirica research on PMSis bountiful but very, very thin. Even the rhetoric of scientific
articles betrays alack of understanding of the purported category, its causes and
trestments. Though many feminists chalenge the authority of scientific reseerch, in this
case the research fails to meet even mediocre standards for what congtitutes “ good
science’ by scientists themsdalves--in other words, even judged on its own grounds, the
scientific research isdismd. Thisindicates that socid conceptions of appropriate roles

are srong enough to shape and congtrain scientific theories and research agendas.
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CHAPTER 3
THE CONSTRUCTION OF A MENTAL DISORDER: SCIENTIFIC AND POPULAR
PERSPECTIVES ON PMDD
Introduction
The primary purpose of this analyssis to examine the emergence of PMDD asan
accepted diagnogtic category in order to lay the groundwork for the subsequent
criticiams. Specificaly, three sets of materids will be examined: medica/scientific
research on PMDD; medical/scientific research on trestments for PMDD, particularly
antidepressants; and finally, women's narratives concerning the potentia diagnostic
category. Throughout the analys's, severd themes are important. First, many conclusions
concerning PMDD are drawn from research done on PMS, and the distinctions between
PMDD and PMS are fluid and often absent. Second, there are strong chalenges to the
empirica basis of the PMDD category. Though many critics point to socid implications
of the category, much of the controversy relates to issues of scientific rigor and
robustness of methodology. Third, even the scientific articles confront issues not directly
related to empirical data, namely the impact the diagnostic category will have on women.
Feminigt critics face a complex Stuation. Though many fed that the PMDD and PMS
categories stigmatize women, feminists are aso concerned with believing what women
say about their experiences and many women report PM S symptoms and find the label
helpful or reassuring. The proponents have capitaized on this tenson, framing their

research effortsin terms of its pogtive impact on women's hedth. Findly, much of the



controversy concerns whether or not PMS/PMDD should be categorized as a psychiatric
or menta disorder rather than a biological disorder. Though psychiatristsingst that there
is no difference between amentd and a physicad illness, the scientific controversy aswell
aswomen's stories indicate that this equation has not taken hold among the generd
population. In summary, this andyss looks at diverse texts to examine the ways in which
scientific research is formulated, understood, and framed in the public sphere.

PMDD: The Creation of a Menta Disorder

In 1987, LLPDD (Late Luted Phase Dysphoric Disorder) wasincluded in the
gppendix of the DAVI-I11-R as a category needing further research. The decison was
controversd and Caplan organized a successful petition campaign in which over 6
million men and women, professonds and lay people, voiced their concerns about the
potential category (Caplan, They Say 96). Ultimately, the controversy resulted in the
decison to put LLPDD (previoudy caled Periluted Phase Dysphoric Disorder) in the
gppendix rather than the main text of the manud. By putting LLPDD in the gppendix, the
stated purpose of the APA was to encourage more research that would use the specific
LLPDD criteriathus making the research efforts comparable. A mgjor problem with the
PMS literature was (and is) the lack of any clear definition of the construct making it
impossible to draw broad conclusions from the literature.

Soon after the publication of the DSVI-111-R, the APA began work on the DSMI-1V,
chaired by Allen Frances. A specific Task Force on LLPDD was designed, chaired by
Judith Gold, M.D. The Task Forceincluded Gold, Sdly Severino, Jean Endicott, Ellen

Frank, Barbara Parry, and Nada Stotland. In addition, the Task Forceincluded severa
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dozen consultants, including Caplan for a short period. A memo from Francesto the
different DSM-1V groups described their project:
Essentidly we are undertaking a scientific assessment project, not unlike the
trestment and technology assessment projects undertaken by . . . other medica
and scientific societies. It is essentid that our efforts proceed in as systematic and
scientificaly based amanner as possible.
Throughout the DSMI-IV process there runs a marked rhetorical emphasis on the scientific
nature of the undertaking. Given psychiatry’ s tenuous and newfound scientific status, this
isnot surprising, Further, because psychiatry differs from other medica disciplinesin
ggnificant ways, rhetoric is one of the most important means psychiatrists have of
affirming and maintaining this scientific ethos. A memo from Gold to her work group
contains Smilar gppeds.
If it is decided that the scientific evidence indicates that there is adequate
evidence and sufficient data to support a diagnostic category then we must
consder the name for such a category (none of us want to continue with the name
LLPDD) and findly on the criteriafor such adiagnoss.
It is science that is designated as the guide to subsequent decisons. Notably, Gold never
articulates the reasons why no one is happy with the LLPDD moniker, though Caplan
suggests that the frequent name changes are rhetorical strategies used to dodge critical
scrutiny (They Say 91). The overtly scientific DSM-IV process was to include a
comprehensive literature review of exigting research, areexamination of existing data

sats, and findly any fidd trids that might be necessary.
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The LLPDD literature review examined research done using both the PMS and
the LLPDD congtruct. The literature review (LR from here on) states that prior to the
DSMI-111-R, “the research literature was viewed as inadequate, contradictory, lacking in
etiologicd findings or treatment efficacy, and unclear in defining the entity” (3). The
hope, then, was the DSM-I11-R inclusion would spur research that addressed these
problems and accounted for these methodologica deficiencies. The LR again highlights
the scientific nature of the process.

The DSVI-IV process for dl diagnogtic criteriainvolves sysematic, lengthy and

careful procedures. Explicit documentation of the rationae and evidence on

which decisons are based must be provided. In addition, the clinicd utility of a

diagnosis must be demongtrated. Expert opinion done is not enough to establish a

diagnosis: criteriamust be substantiated by research data. Only clear and
convincing evidence for aset of criteriais acceptable for anew diagnosisto be
conddered for incdusonin DSM IV (3).

I highlight this emphasis on science for two reasons. Firs, psychiatry gains much of its
scientific gatus from its scientific rhetoric. This emphasisis a double-edged sword for
psychiatry. Though psychiatrists can use this rhetoric to bolster their scientific Satus,
such devices a0 raise questions about the vaidity of such a status--the continua
indstence on being ‘ scientific’ raises skepticism. It is difficult to imagine physcigts, for
instance, going to such pains to write and talk about the fact thet their activities conditute
science. Second, these instances of scientific rhetoric can be compared with the actua
processes and results of the DSMI-1V process: the digunction between rhetoric and

practice offers a useful wedge to chdlenge psychiatric authority.
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The LR goes on to note that because the term LLPDD was only introduced in
1987, there are few studies specifically using those criteria (the LR was distributed in
October of 1990, a mere three years after the DSM-I11-R publication). Most sudies refer
to PM S *and some do not define how that diagnosis was made,” further, the “symptoms
of PM S have not been defined exactly” (6). The LR aso notes that there is no data
describing how frequently LLPDD is diagnosed in clinica settings, thus no data on how
reliable the criteriaare. The LR does find data indicating thet the criteriaare sufficient for
ciniciansto identify LLPDD sufferers, but the clinical procedure must be extremedy
rigorous and include severd evauations, daily ratings, and avariety of diagnostic
assessments to distinguish LLPDD from other psychiatric and medica disorders (8-9).
The LR indicates that the research to date is inadequate, primarily because of the
lack of consgtent criteria The primary methodologica problems found in the existing
literature include lack of diagnostic specificity, smdl sample sizes, lack of control
groups, the use of prospective daily ratings which result in overdiagnos's, lack of
population surveys, falure to ddinegte timing of the symptoms with precision, and other
flaws. The LR dates:
While many researchers and clinicians are convinced of the existence of a severe
dysphoric disorder associated with the mengtrua cycle, there are many limitations
and problems in the data used to support this conviction. . . . The confusing
terminology in the literature dso adds to the controversy about the vaidity of the
diagnosis. Until anumber of wel-designed studies are reported, using the same
gringent diagnodtic criteria, it will remain difficult to interpret or accept their

findings (13).
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The LR then indludes six specific sections on research concerning biologicd differences
between PMSLLPDD sufferers and norma women, an analysis of literature on
comorbidity (women who have another disorder in addition to LLPDD), and areview of
proposed trestments. Finally, the Work Group report included a section intended to
address the socid and legal ramifications of the proposed disorder. The report
acknowledgesthat “there is dso the danger that any reification of PMS as a psychiatric
disorder will sigmatize nearly helf the population” (3). The report further acknowledges
the deficienciesin both retrogpective and prospective dally ratings:

A mgor difficulty isthe reliance on sdf-reports. Prospective daily ratings are

more reliable than retrospective data, but are subject to the same bias. People have

symptoms they expect to have. Women are not blind to their own menstrua

gatus. Most studies have been performed on women who believe they have a

premenstrua syndrome (6).

The report indicates that given the fluidity and inherent ambiguity of the diagnogtic
process, “there will be a tremendous temptation for psychiatrically unsophisticated and/or
unscrupulous practitioners to use this labedl to attract, gratify, and ingppropriately trest
patients’ (8). Finaly, the report concludes that the lack of amilar attention to male
hormones sgnds a possible gender bias.

From the rather dismd conclusions of the LR, it is surprising that LLPDD/PMDD
madeit into the DSVI-IV a dl. With such a negative literature review, what happened to
ether change the tide of psychiatric opinion or dismiss the scientific objections raised by
the APA’s own Task Force? Other studies were undertaken to further investigate the

vdidity of the LLPDD congtruct. The findings of the subsequent research are availablein
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Premenstrual Dysphorias: Myths and Realities, published by the APA in 1994. Jean
Endicott discussesthe reliability of the diagnosis and concludes, “ The percentage of
women who are found to meet the criteriafor LLPDD will vary greetly, depending on the
cinica setting .. . ., referra sources, chief complaints, and diagnostic methodology” (13).
In other words, despite the pronounced precision of the LLPDD criteria, thereisno
determinate limit to the number of women who might potentialy receive the diagnosis.
Schnurr, Hurt, and Stout examine diagnostic methodology, specificaly sdf-reports. As
they state, the most obvious method to determine reliability of diagnostic procedure isto
compare self-reports to atrue indicator (objective criteria), but “there is no such ‘gold
gandard’ for diagnoses related to the menstrud cycle’ (20). In their sudy of 648 women
(95.5% white), the researchers found no accurate measure to distinguish LLPDD women
from PM S sufferers and norma women: “What is troubling, however, isthe fallure of the
methods we used to produce clear and consistent differences between women with and
without LLPDD” (41). They continue, “A possible interpretation for thisfallureistha
LLPDD isnot avdid diagnostic category. We think that such a conclusion is premature”’
(41). Given Gold' s assertion that the Task Force would not assume the validity of
LLPDD at the outset of the DSM-IV examination, such a statement is problematic.
Though the research effort found that daily ratings did not distinguish between women
with and women without LLPDD, the authors conclude, despite the obvious conclusion,

that LLPDD isavalid diagnostic category.

This report continues to state, “None of the approaches currently used to diagnose

ether LLPDD or PMS specificaly atempts to determine whether a given symptom

interferes with occupationa or socid functioning” (42). Thisis sgnificant because one of
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the criteria established to digtinguish LLPDD from PMS is severity, determined by
significant interference with daily activities and socid relaionships. This sudy concludes
that without afunctiona imparrment criteria, 14-45% of women who seek help for PMS
could qudify for adiagnosis of LLPDD. Thisisnot only abroad range (14 to 45 of every
100 women is asgnificant difference), it isafar greater estimate of prevaence than that
given in the DSVI-IV, which gates that only 3-5% of women suffer from the more severe
form of PMS. This study aso indicates the close ties between PMS and LLPDD--the
same diagnostic methodology (daily sef reports) is used to establish the existence of both
and this method is not able to clearly distinguish between PMS and LLPDD.
Theinability to specify any LLPDD population is a problem that runs throughout
the LLPDD/PMDD/PMS literature. In this same volume, Barbara Parry reviews studies
examining the biologica corrdaes of premenstrud complaints. The evidenceis
inconclusvein dl arenas, though it is suggested that serotonin playsaroleinthe
negative affective changes experienced premengtrudly. Parry concludes, “ The lack of
standardized procedures for diagnosisis the rate-limiting factor in furthering the search
for biologicd differencesin these individuds’ (62). Because different definitions and
diagnostic procedures are used, it isimpossible to compare data from different sudies.
This inconclusiveness trandates into uncertainty concerning appropriate trestments as
well. Rivera-Tovor et. a note the numerous proposed etiologies of LLPDD and state that
“trestment Strategies mirror the numerous proposed etiologies of PMS/LLPDD” (99-
100). In other words, the explanation for such avariety of proposed treatments is that
many different causes for PMS/LLPDD have been posited--no conclusons can be drawn

because these studies are o varied in their methodology and conceptud definitions.
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The volume does incdlude some critical commentary, including a comment on the
literature review by renowned PM S researcher Mary Brown Parlee. Her reading of the
APA’s iterature review leads her to two conclusions regarding the empirica facts about
PMS/LLPDD. Initidly, the only method that researchers use to identify women with
PMSor LLPDD are sdf-rating reportsfilled out by the women themselves. She explains
that though PMS and LLPDD have avariety of meaningsin popular and clinica settings,
in the research arena “they are (are only, until otherwise demonstrated) a particular
pattern of responses made by awoman on sdlf-rating scales’ (154). Thus, the operationd
definition of PMS or LLPDD has not been externdly vaidated. Sdlf-rating data are not
objective measures, they are highly subjective. Further, becauseit is practicaly
impossible to have women fill out these sdf-reports without communicating to themin
some manner that the research concerns the menstrua cycle, the entire PMS
methodology is cast into doubt. If women are influenced to notice negative symptoms
more by socid factors, this sdf-rating itsdf might influence women to attribute more
negeative symptoms to their premenstrua period.

Severd other studies have been done concerning the validity of self-reports for
LLPDD diagnoss. In thefirg of atwo-part Sudy, Gallant t. d. find that of sdf-reported
PMS sufferers and sdlf-reported non-sufferers, only the latter group islikely to be
influenced by research expectationsin terms of daily sdf-reports. Their hypothessis that
the former group, consisting of women who report suffering from PMS, is so affected by
PMS that study expectations can do little to ater their experiences. The second part of the
study concludes that self-reports are not avaid way of distinguishing between LLPDD

sufferers and non-sufferers. They specificaly use the 30% change severity marker



established by the NIMH in 1983, but find that this criteria was met by more than haf of
the PM S sufferers and dmost hdf of the non sufferers. They Sate:

What is surprising is that even gpplying a more conservative standard and

requiring a greater degree of change did not result in significant differences

between the groups. . . . These findings suggest that identifying oneself as having
severe PM S has less to do with degree of change in premenstrual moods or
physica state than one would expect and raise concern about using any of these

criteriaas a standard of confirmation (177).

In other words, there is no valid way of distinguishing between LLPDD women and
women who claim not to suffer from PMS at dl. Both have very smilar reporting

patterns and degrees of change corrdating with the premengtrua period. Again, questions
arerased asto the validity of the diagnostic category itsdf. If thereisno rdigble or
predictable way to determine who will receive the diagnogs, its potentia gpplication is
limitless and its Satus as a didtinct entity is highly questionable.

Though awoman's narrdiveis acritical component of the diagnostic process,
women'’s narratives are shaped and congtrained in specific ways through the authority of
aphysician. A recent article published in amgor psychiatric journd dtates, “Because
patients are typicdly unaware of scientific definitions of clinicd syndromes, they may
have an inaccurate perception of what their primary problemis’ (Ling 9). Ling continues.

Such patients [unaware of the PMDD diagnoss| have not intellectualy tied their

symptoms to their mengtrua cycle. . . Often, the correct diagnosis will be

dependent on extensive patient education and, in some Stuations, replacing

previoudy received information (9).
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Thisfocus on aphysician’s “educationa” role raises further doubts concerning the
religbility of sdf-reporting data. Physicians are encouraged to actively pursue a PMDD
diagnods--women who do not report symptoms associated with the premengtrua period
have not “intelectudly tied” their negetive fedings to their biologica processesand it is
aphyscian’ s responghility to reeducate these women and recast their experiencesin
terms of “scientific definitions of clinica syndromes.”

A subtle feminist rhetoric pervades Ling' s piece. The act of encouraging patients
to participate in the diagnostic process is portrayed as empowering for women. Ling
recommends using sdf-reports but states, “ Regardless of what method is used to
document symptoms, the active involvement of the patient proves helpful assheislessa
victim and more a part of the diagnostic process’ (10). He further writes, “Itis
particularly relevant for a patient to be made aware of the scientific bass’ regarding her
diagnosis and treetment (12). Immediately after this sentence, however, he states,
“Currently, without definitive evidence of the exact pathophysiology of this condition,
the ‘best guess asto what may be triggering the clinical phenomenamay prove useful in
discussing trestment options with the patient” (12). Although awoman’s participation is
necessary to the congtruction of a psychiatric diagnoss, this participation is cast asan
empowering activity for women. Physicians are not coercing women to understand their
experiences in avocabulary competible with a diagnos's, they are offering women an
empowering opportunity to participate in the discovery of the origins of their own
behavior. Further, Ling' s insistence that the patient be made aware of the scientific basis

of the physician’s concluson is somewhat odd when followed by a sentence indicating



that the scientific basisisin fact a“best guess” It is scientific rhetoric that is encouraged
despite the lack of actua empirical data concerning the etiology of PMDD.

In Parlee’ s commentary, her second conclusion is that “the placebo effect is
reliable, ubiquitous, and subgtantid” (157). This high placebo effect aso raises questions
concerning socid attitudes towards premenstrua syndrome and its supposed biologica
correlaes. The observed placebo effect in premenstrua research is higher than it has
shown to be in other medical research. Possible explanations for this include the fact that
women' s attitudes concerning mengtruation are highly influenced by societd beliefs and
suggestion. Women who believe their negative biology is being suppressed show marked
improvement even if they are recipients of asugar pill. As Parlee concludes, “It seems
reasonable to hypothesize that the culturd interpretation of a particular body state
influences an individud’ s subjected, embodied experiences of a physica condition”
(159).

Evenin her aticle in this volume, Gold notesthat LLPDD "is a particular pattern
of responses made by awoman on a sdalf-rating scale that is method dependent for
diagnosis. The externd vdidity of sdf-rating data has not been fully established. Women
view symptoms differently and so differ in their scoring of severity” (179). Despite this
fact, Gold concludes, “Women deserve to have PMDD researched, identified, and
treated” (181). This pro-women rhetoric presumes the existence of PMDD (it is
undeniably there--women deserveto have it discovered) despite Gold's own conclusion
that there is no vaid method of determining the existence of PMDD/LLPDD. This
pseudo-feminist rhetoric merdly distracts from the utter lack of empirica badsinforming

the APA’s position. Stotland, another committee member, dso writes, “ People have the
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symptoms they expect to have and attribute these symptoms to the etiologies their culture
accepts’ (194).
Severino, aso acommittee member, concludes the volume:
The difficulty in deciding on a name reflects the difficulty we are having in
understanding women and in changing our vaues. On one leve, to those who
vaue ‘nosology,’ the threet islosing a psychiatric diagnosisthey believein, so
they fight for classfication. To those who vaue ‘women'srights’ the threat is
losing credibility, so they fight againgt stigmatization. . . . Both want to help
women. Thefight should not be to crush each other’ s view, but to support each
other as we develop new convictions. We must negotiate a name and a process for
understanding the condition that is acceptable to al those threatened by the
change, while not sacrificing the goa of understanding and helping women (223).
Thisfanciful vison of psychiarigs and feminigts joining in hands to work for a better
future is smply utopian. The differences between the two positions are far degper than a
superficid lack of understanding. Further, Severino’s characterization of the controversy
again employs women' s rights rhetoric to characterize the APA’s mission. Both those
who vaue “women’srights’ and those who vaue “nosology” are smply trying to help
women. In her concluding sentence, Severino argues that a name must be developed that
will not further threaten those who are againg change (implying thet the feminist
opposition is comprised of stawart conservatives) and will dso achieve the implied god
of the APA, “undergtanding and helping women.” The APA paosition is consistently

portrayed as progressive, for instance, there is reference to the * devel opment of new
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convictions’ and “changing values.” By implication, those who oppose the category are
those who refuse to move forward with the rest of the scientific community.

Despite certain rhetorical devices, the empiricd literature on LLPDD/PMDD--
specificaly, the empiricd literature interpreted and published by the APA--appears to be
fraught with problems. In 1992, Caplan et d. published a critica review of the literature
on LLPDD which comes to much the same conclusions as one might expect from the
APA given their own framing of the research data. The purpose of Caplan et d.’sreview
isto examine the research done, specifically usng LLPDD criteriaand, more generdly,
to make clear to feminigts that the empirica basis of the category islacking. In other
words, the critics are not merely concerned with socia implications, they are highlighting
bad science. Caplan et d. note the complexity of the issue. For many women, the label of
PMS “provides fedings of relief and anxiety reduction” because they are used to being
ignored and told that their experiences are imaginary (28-9). Y et, the label can exacerbate
anxiety because it pathologizes women and tells them that anatura processis fraught
with negative and uncontrollable consequences. Caplan et a. do not come to a concluson
regarding this complexity. They smply point out that a premature conclusion is not
supported by the medicd literature.

Caplan et d. begin by documenting the problems with conflating PMS and
LLPDD (afar grester number of women risk being pathologized if the latter loses its
specificity) and bring to light compelling evidence thet the digtinction between the two is
arbitrary and confused. All of the studies they examine use daily reports or prospective
sdf-ratings. They found only five studies that did empirica research using the LLPDD

criteria In all cases, the research proceeded without attention to the question of the



vdidity of the category. All assumed it to be avalid category and proceeded in this
manner indead of trying to establish its validity. Caplan et d. list numerous
methodologica problems with each sudy, including such factors as smal sample Sze,
inflated Satigtics, falure to meet LLPDD criteria, and methodologicad ambiguity. The
andysisis exhaustive and specific reiteration is beyond the scope of this andysis.
However, despite the stronger framing of Caplan’s critique, she makes many of the same
arguments that are evidenced in the LR and the subsequent APA publications.

Parlee comments on Caplan et a.’ s literature review and offers some criticism of
her own. Parleeis concerned that Caplan's chalege will not be persuasive to the
psychiatrists who have the decision-making power. What she terms the rhetoric of
pseudoscience, rhetoric attacking the scientific evidence on its own grounds, is
unproductive because research never meets the criteriait ideally should meet. She states
that the key issue should not be what PMSis called, but *“how we can understand
(theorize) the materia and socid conditions under which ‘PMStalk’ occurs and with
what effects for women, and how, practicdly, we can intervene’ (107). While Parleg’s
criticigmisvalid, it does not follow thet critics should not bring to light the deficiencies
of scientific research on its own terms. Caplan specidizesin research methods, and just
because Frances and Gold are unlikely to change their position does not mean her efforts
arefutile. Further, what Parlee refersto as“PMStak” often occurs in a scientific context
and even when PMStalk circulates in the public sphere, references to scientific authority
are often employed and understanding the basis (or lack thereof) for these clamsis

important.
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Caplan eventudly resigned from the Task Force because she fdlt that the
committee was not proceeding in a scientific manner. Caplan was not the only one
unpersuaded by the scientific data supporting PMDD's incluson. The APA committee
was unable to come to a consensus regarding PMDD’ s status and Frances decided to call
in two outside members who were not on the committee to decide instead. These
individuas were John Rush, a specidigt in depressive disorders, and Nancy Andreason, a
leading proponent of biological theories of psychiatry. These two outsiders decided that
PMDD should be ligted in the gppendix as a category warranting further research;
however, in the DSVI-IV and DSVI-IV-TR, PMDD aso gppears in the main text under
“depressive disorder not otherwise specified,” though awoman could quaify for a
PMDD diagnosis without having depression as a symptom.

Severd conclusions can be drawn from the scientific literature and the DSM-1V
process. Despite the emphasis on the scientific nature of the process, the conclusions
were not supported by scientific data. The APA’s own LR and subsequent analyses are
decidedly pessmigtic concerning the validity and rdiability of the category, so much o
that the committee on LLPDD was unable to come to a consensus. PMDD’ s presence in
the DSMVI-1V isless aresult of scientific rigor than the ideologies of two non-committee
members, Andreason and Rush. Second, there is no clear distinction between PMDD and
PMS. Even research usng LLPDD criteriaisforced to use diagnostic methods identical
to those manufactured for PMS. Further, these methods are consistently unable to
digtinguish between LLPDD sufferers and the norma population. Third, the proponents
frame their research in terms of its beneficent impact on women, a strategy which

distracts from the lack of empirica data and presupposes the existence of the disorder
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despite the paucity of evidence. Findly, the chalengesto the LLPDD/PMDD diagnosis
are not merely articulated in terms of its negeative impact on women--they are specific and
thorough chalenges to the scientific integrity of the diagnosis. These conclusions will be
important later in examinations of how the PMDD controversy is trandated into the
public sphere as the proponents are considered to be scientists and the opponents anti-
science feminigts,

Premenstrua Syndrome and Antidepressants

Prescription drugs are gpproved by the FDA for specific disorders, but physicians
can prescribe any approved drug for any reason they see appropriate. Corporations,
however, can only market drugs for the purpose for which they have been gpproved. If
Drug X is FDA-approved to treat insomnia, Corporation Y can advertise Drug X only as
an insomnia trestment, but a physician could prescribe Drug X for insomnia,
tuberculos's, depresson, and overesting. In 1987, Prozac (fluoxetine hydrochloride) was
the first SSRI (selective serotonin reuptake inhibitor) approved by the FDA. Initidly
approved to treat depression, SSRI’s and other antidepressants have since been used to
treat PM S even though they have not been specifically indicated for PMS.

Thefirg study examining the efficacy of SSRI’s for treating PMSLLPDD was
published in 1991, just three years after Prozac came on the market. The study, by Stone
et a., diagnosed LLPDD on the basis of slf-reports completed over two menstrua
cycles. Of the 152 women who completed the sdlf-reports for two months, 110 were
found to meet LLPDD criteria--a whopping 72.39%. Throughout the article, PM S and
LLPDD are conflated and LLPDD is tregted as a pecific definition of PMS, not aditinct

category. The study firgt ran a Sngle-blind placebo trid to weed out what they term



“placebo responders.” In other words, the researchers were all aware and the subjects all
unaware that al of the subjects were receiving a placebo. Those who showed
improvement (judged on the basis of sdlf-reports and interviews) were excluded from the
subsequent study. Of the 25 women ultimately chosen to be involved in the study, five
women were excluded during the single-blind placebo trid. Thus, this study had only 20
participants, with 10 put on a placebo and 10 on fluoxetine in a double-blind study. In the
study, about haf of each group experienced negative side effects. The study concluded
that fluoxetine was more effective than the placebo because only one in the placebo
group improved significantly, compared to 9 in the fluoxetine group.

Though this study has glaring methodological errors--the smal sample Sze and,
more sgnificantly, the excluson of placebo responders at the outset--it illugtrates how
both the diagnosis and the treatment efficacy are determined solely on the basis of a
patient’s narraive, namely sdlf-report data. It is thus entirely subjective data that
determines what trestments are considered appropriate and what disorders are surmised
to be present. Meir Steiner published a Smilar study in 1995 and reported positive results,
though he did not draw attention to the fact that the women experienced a considerable
drop in improvement after three cycles, from 55% to only 37% (Luesden). Freeman et d.
followed with a study comparing SSRI’ s to the older tricyclic antidepressants (TCAS) and
concluded that SSRIs are more effective a dleviating symptoms than are TCAs (1999).
In this study, PMS and PMDD are terms used interchangesbly and there is no clear
digtinction between the two. Dimmock et d. published areview of the literature on
antidepressants and premenstrua dysphoriain 2000. They conclude that SSRIs are

appropriate firg-line treetments for PMS.
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Meir Steiner published severd articles on SSRIsand PMS in 2000. Steiner isa
leading PMDD researcher, and his acknowledgementsread like alist of Fortune 500
companies. He concludes an artidein The Lancet:

| am on the spesker’ s bureau of Eli Lilly, SmithKline Beecham, Pfizer, Novartis,

and Organon and a consultant to Eli Lilly, Pfizer, and SmithKline Beecham. | dso

hold grants from Eli Lilly, Pfizer, SmithKline Beecham, Glaxo-Welcome, Merck

Sharp and Dohme, Proctor and Gamble, and Berlex.
These companies are dl involved in the marketing and production of various
psychotropic drugs. In his Journal of Clinical Psychiatry article, published in the same
year, Steiner does not include this list of corporations. The article does acknowledge that
the article was originaly presented at a conference in Florida sponsored by Lilly and
supported by an “unrestricted educationd grant,” also from Lilly. Steiner uses PMS and
PMDD interchangesbly. His Journal article states that though the etiology of PMSis
“dill uncertain,” there is growing agreement that PMS and PMDD are “physiologic
phenomena, biologicaly determined and only partidly influenced by psycho-socia
events’ (17). Histheory isthat norma ovarian function “triggers biochemica events both
in the brain and peripherdly, which in turn unleash the premenstrua syndromes’ (18). It
iswomen’'s norma reproductive cycle that “triggers’ the “unleashing” of mood
disturbances and physica discomfort. His Lancet article (2000a) reviews studies on
SSRI’'sand PMS and states that PM DD is recognized as a“unique disorder” that is“no
longer trividized.” He writes that “the political dust seemsto have settled (‘mae
physicians have invented and medicadised PM S to further discriminate against women’),

and most women with the disorder (and their partners) are extremely grateful that



effective treatment isfindly avallable" Steiner effectively dismisses the “politica”
opposition--their position sounds ridiculous, smplified asit isin Steiner’ s article.

Further, his assertion that “most women with the disorder are grateful” is not only
unsubstantiated in his article, it presupposes the existence of a category the APA has not
even officidly endorsad. It is not women who are grateful, but specifically women with
PMS/PMDD. Again, feminist rhetoric is employed to portray the proponents as the true
feminists while the opponents are misguided, backwards, and politically maotivated. This
framing digracts from the poverty of empirical support for the category.

Subsequent studies have confirmed that SSRI’ s are an appropriate treetment for
PMS/PMDD. Parry (2001) concludes, as per Steiner, that the cause of PMDD is normal
hormond function’s effect on the serotonergic system; there is no way to specificdly
messure serotonin activity. Serotonin levels can be measured in some cases, but these are
not accurate measures as most serotonin isfound in the gastrointestind tract and, further,
there is no established “normd” leve of serotonin. Additiondly, even if serotonin levels
could be accurately measured, there is no definitive evidence proving how these levels
would trandate into serotonin activity which isthe posited culprit in PMDD and other
psychiatric disorders. Further, in this research, the cause is hypothesized from the results
in falacious fashion. Because women fed better when taking SSRI's does not mean
serotonin deficiency isthe cause of their symptoms. There are many substances which
make people fed better and it does not follow that lack of these substances condtitutes a
causal theory of disorder.

The research on antidepressants is daunting, and Kingwell notes that the serotonin

hypothesisis* as question begging as the medieva humors’ (92). Indeed, serotonin has
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been linked to avariety of disparate psychiatric disorders, including antisocia acoholism
(Lapplainen et . 1998), winter depression (Scwartz et a. 1998), and major depression
(Yatham et d. 2000). An unsuccessful attempt has even been made to link serotonin
activity to persondity differences between African Americans and European Americans
(Gelernter et a. 1998). Though the primary purposes of the subsequent criticisms are to
understand how scientific discourses circulate in the public sphere and examine how
psychiatric diagnoses are congtructed rhetoricaly, the actua impact of SSRIson
women'’s hedlth is a concern. As David Cohen notes, mgor new advances in psychiatric
treatment are heralded but these celebrations lack a sense of history and context. He
writes:

History and context sometimes reved that a ‘revolutionary breskthrough’ isa

formerly tried and abandoned remedy, a clever marketing strategy, a mass-media-

reinforced consumerist pursuit, an uncomplicated placebo effect, an iatrogenic

disaster in waiting, or dl of the above (206).

Chlorpromazine was herdded as just such arevolutionary breskthrough in 1952,
and it was not until the 1980s that the debilitating side effects, namely tardive dyskinesia,
were fully documented and gppreciated by the psychiatric community. It took thirty years
for psychiatrists to recognize that their miracle drug produced far worse disorders than it
could possibly take credit for curing. Though the SSRIs have been lauded as particularly
safe psychotropics, the long-term sde effects are smply unknown. Prozac has only been
on the market for less than fifteen years. Given the dark past of psychiatric medications,
blind faith in the saving power of SSRIsis premature. The designation of different mind-

dltering substances as legdl and illegd is a highly political and finandialy influenced
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process--to designate unproven remedies as scientificaly validated and backed by
medica and government authority is aform of subtle coercion that limitsindividud’s
free choice. In a country with a“war” on drugs and numerous commercials amed a
diluting the peer pressure many individuas face concerning drug usg, it is unfortunate
that none of this zedlotry isamed at diminating the peer pressure corstituted by a
network of powerful indugtries, the government, and scientific inditutions.

Women's Voices

In debates over psychiatric diagnosis and treatment, often the voices of those most
likely to be affected by the resulting decision are lost. The following isabrief rdation of
the opinions “everyday people’ have expressed concerning the PMDD diagnosis. Caplan
initiated petition campaigns to keep PMDD out of the DSM-I11-R and the DSM-IV and
received millions of responses each time. The petitions were sent from professonds and
lay people dike, men and women; some were carefully typed, many were handwritten,
and one was even hadtily scrawled on the back of anagpkin and sent in. The opinions
expressed in these positions are not a representative sample of the population as they
were expresdy written to oppose the PMDD inclusion, and the examination of them does
not condtitute a scientific experiment. However, these petitions are a valuable source for
understanding how professonas and lay persons alike understand the DSM process and
the potentia implications of the PMDD diagnosis. Notably, most of the women
acknowledge experiencing premenstrua symptoms, however, they do not want it
classfied, particularly as a psychiatric disorder.

Cecilia Settino writes, “While | do bdievein PMS and the suffering it causes, |

do believe that identifying it as a psychiatric disorder will sigmatize women.” Rhonda
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Harris smilarly expresses, “The last thing we need isto have this labelled a psychiatric
disorder. As an frequent sufferer of PMS, while | am definitely out of order, | can assure
the esteemed medica professon that | am not crazy.” Lynda Lewiswrites, “While | do
believe that women who suffer from PMS must have their experiences validated, this
must happen from a biologica and not a psychiatric perspective.” She continues, “1t's not
surprising that once again the medica world is atempting to hang a negative label on a
norma female experience. What' s frightening is the repercussions of such amove.”

These women, like many others, express abdief in PM S but oppose its
categorization as a psychiatric disorder. Though psychiatrists increasingly ingst that the
differentiation between menta and physical disordersis fdlacious because menta
disorders are biologicdly based, this conflation does not seem to have caught on among
the generd public. Though psychiatrists and paliticians revile the “tigma’ associated
with mentd illness, attitudes towards psychiatric disorders are more complex than knee-
jerk discrimination. The theory of psychiatric disorder as biologica dysfunction impliesa
lack of control and rationa decision-making capacity. To say that PM S symptoms
condtitute this level of mafunction isto risk portraying women as completely lackingin
agency. J. Ruth Hopkins expresses concern that the PMDD diagnosis “could be yet
another sumbling block to your equdity in the workplace.” Women cannot be trusted in
high-level positionsif they are susceptible to a disorder that results, according to current
scientific theory, from norma hormond function.

Another concern is the gender- specificity of the diagnosis. Donna Daitchman
writes, “Women are connected to their bodies in away that men are not. If we experience

mood swings and food cravings that are cyclicd, that does not make us mentaly
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ungtable. We are women; we are not crazy!” The PMDD diagnosis impliesthat men are
the mode humans. If women’s norma hormona function makes them susceptible to
psychiatric aonormality, men’s hormona function is the implicit norm. Women have
been trying to upset this notion that men are the norm and women are an inferior copy for
centuries, gpparently to little avall. Sherry Eshom writes, “ The last thing women need is
to find ancther ‘ mothers little heper’ in Prozac. We don’t need to be cured of anaturd
biologica occurrence! Helped to understand it yes, but treated like a dysfunctiond
human, no!” Eshom’s comment indicates the rage women fed at being treated like
second- class humans compared to a male norm. By correcting a disorder resulting from
norma femae functioning, the PMDD diagnos's attempts to cure women of their own
femaleness and bring them closer to the desired male norm.

Though scientific ideology holds that researchers discover and do not construct or
create phenomena, much of the objections to the PMDD diagnosis center around the
impacts of the label or category--the implications that the name has for women. Lynda
Burke writes, “1 find this ‘labe’ oppressive and disempowering of women.” It iswomen
as a collective group that will suffer from the PMDD category. Though Steiner and others
indst that individua women will benefit from the diagnos's, women collectively risk
gigmatization as they are once again linguisticdly linked to ther inferior bodiesin an
authoritative discourse. Sharon Haxton agrees, “Thereisared danger herethat all
women will be labelled as mentdly ill for at least part of the month. Thisis nonsense of
the first degree.” Blaming women'’ s discontent on biology obscures any anaysis of the
materia conditions of women's oppression. Sharon Abbey writes, “ The ‘'smple’ answer

is chemicals to mask the symptoms and sweep them under the rug. | have only recently



given myself permission to be angry about thisl” A biologica theory of women's
discontent implies abiologica solution-in this case, medication. The reference to
“mother’ slittle heper” satsthe PMDD diagnosisin an historical context where women
have frequently been medicated to ‘assst’ them in adapting to their naturd femaeroles.
Elaine Henderson writes, “| totaly agree with you and, furthermore, why isit that
the men of thisworld are the ones that are making some mgor decisions on our behalf.
It stime that we, the women of the world, take charge of our own destinies.” B. Kolar
echoes that sentiment:
| say let the gender that suffers from the *disorder’ study it and fund gppropriate
conclusons. Femdes are a the mercy of mae points of view in al areas--from
the household to the office to coutrooms to socid circles. It is no wonder that we
rely on each other to understand how it isthat we redlly fed without being given
negeative labels such as‘ crazy.’

These women make some important points--they do not dismiss entirely the concept of
PMS or the idea that many women experience premenstrua discomfort. They do strongly
object to the framing of these experiences by men in terms that imply women are not only
second-class humans but irrational and unable to control their own behavior. What these
women argue for are new definitions, new rhetoric, to speak about these experiences--
rhetoric reflecting women' s experiences that does not smply categorize them as suffering
from abiologica maady sparked by their oft-blamed ovaries.

Of the millions of petitions, these few samplesindicate just afew of the issues of
concern to women concerning the PMDD diagnosis. The tone of most of the petitionsis

angry, indignant, and sarcagtic with regards to the APA, but most signd a sense of
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solidarity with other women. They spesk of the impact to women collectively and their
writing implies a similarity among women's experiences. Interestingly, there were no
major “pro-PMDD” activities of a grassroots nature among women. Though industry and
psychiatry speak the rhetoric of women's empowerment, the basis for these claimsis
unclear. Just as there is no gold standard for diagnosing PMDD, thereis no gold standard
for determining what is of benefit and what is of harm for women as a collective group.
Even speaking of women as a collective group can get oneinto trouble for being
“essentidist” or crushing diversity. However, acritica problem with the PMDD
diagnosisisthat it does essentidize women by pathologizing normd femae biologica
processes. The many petitions Caplan received indicate that women do judge psychiatric
research on the basis of its socia consequences for a disadvantaged group. These
narratives are included not to prove definitively that PMDD is bad for women, but to
suggest that many women from varied waks of life identify amilar concerns about the
potentid diagnosis.
Conclusion

The primary purpose of this chapter has been to lay the groundwork for
subsequent criticism. In the Donahue show and in the Sarafem advertisements, scientific
authority is frequently employed and it is necessary to have some basic knowledge of
what the actud scientific research says. Science changes as it moves from the technica
gphere to the public sphere, often in dramatic and even frightening ways. There are
severd condusion to keep in mind that will illuminate arguments made in future
chapters. Firs, there is no clear distinction between PMS and PMDD in the medica

literature. The APA’s LR examined literature on PM S to come to conclusions about



PMDD; the diagnostic methods are identical, and even current research uses both terms
interchangeably. Second, the empirical basis of the PMDD category isweak. The APA
committee members own rhetoric indicates alack of consensus concerning etiology,
prevalence, and diagnogtic reliability. The fact that the committee was unable to reach a
concluson and the DSMI-IV decision was ultimately made by outsiders further supports
the ideathat the science, much less the palitics, is poor. Third, the proponents of the
diagnosis frequently frame their position with feminist rhetoric, portraying PMDD and
the diagnostic process as empowering for women and gppreciated by women. Though
some women might gppreciate the APA decision, large numbers of women are highly
concerned about the implications of such a decison for women collectively. Though
feminigt face something of a double-bind--they want to believe women'’s narratives while
aso chdlenging a sigmatizing labd--they are right to criticize the concept of PMDD asa
psychiatric disorder. In a society where women till are not equa, such a category isfar

more likely to be used against women than to their collective benefit.

81



CHAPTER 4
PMDD IN THE PUBLIC SPHERE: PMDD COMES TO DONAHUE
Introduction
In the public sphere, scienceis largely understood as the voice of nature and the
unique arbiter of truth or redity (Bird; Fahnestock; Lesd, “Priestly”; “Naturdizing” ).
Y e, scientific information changes asit is trandated from the technical sphereto the
public realm. Dahlgren defines the public sphere as “the higtorically conditioned socid
gpace where information, ideas and debate can circulate in society, and where political
opinion can be formed” (ix). Currently, the mgjor ingtitution or locus of the public sphere
istedevison (Carpignano et d.; Dahigren; Peck). Within the communication discipline,
thereis considerable debate over the political consegquences of televison’s prominence.
Scholars have pointed to talk shows as a specific genre of televison discourse and thus a
critical gtefor examining tdlevison's democratic potentia (Carbaugh; Carpignano et d.;
Dahlgren; Peck). Carpignano et d. argue that talk shows refute traditiona criticisams
focusing on tlevison's negetive impact on civil society. Tak shows are a place where
the public is the protagonist and conversation and common knowledge are privileged
over conflict and expertise. The public depicted as the audience on talk shows can be
Seen as an extension of the viewing public, “a segment of a generdized collective of
common disclosure” (49). Peck contradicts this premise, arguing insteed that talk shows

provide theillusion of didogue and participation but are in fact a harmful manifestation
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of thergpeutic logic where persona solutions are highlighted, occluding socia
dternatives.

In the following andlys's, | examine an episode of Donahue entitled “ Psychiatrists
Want to Classify Women With PMS as Crazy.” The show aired just months before the
DSM-1V was published and features Paula Caplan, leading opponent of the PMDD
classfication, and Judith Gold, the APA’s Chair of the Task Force on PMDD for the
DSM-1V. The show features commentary from audience members and calers aswell,
thus ‘ordinary’ women are given the opportunity to express their opinions and
experiences concerning PMS and PMDD. Despite the controversy over the democratic
potentia of talk shows, most scholars agree that talk shows, and Donahue in particular,
are important texts for communication scholars. Though the show is no longer running, &
its peek it ared in more than 200 markets and was viewed by 7 to 7.5 million viewers per
day (Carbaugh 3). Current talk shows are measured by their success as compared to
Donahue, and indeed Phil Donahue st the standard for audience-oriented talk shows.
Carbaugh writes:

Just as we have learned about Roman society by studying orationsin the

Assembly, and Colonid society by studying negotiations in the town hdl, so we

should learn much about contemporary American society by studying the kind of

talk that is heard on Donahue (6).
There are severd notable features about the Donahue show. Firgt, the primary audience is
white, middle-class women (Carpignano et a.; Peck). Donahue has a unique apped for
these women (Carbaugh), and talk shows in generd are typically aired after soap operas,

dots where many women viewers are expected. Further, the “feminineg” format of talk
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shows might attract women. These characterigtics include open-ended didogue, a
conversationd syle, aprivileging of lay opinion, and afocus on socid and rdationa
issues. Second, the success of the show is determined by the host’s ability to dlicit
participation from the audience. Donahue states in his autobiography, “Without the
audience, there’ s no Donahue show!” (236). Further, a magazine study found thet
Donahue spends less than 22.2% of the show speaking himself, alower percentage than
Oprah, Jerry Springer, Joan Rivers, Geraldo, Maury Povich, and Montel Williams
(Pittsburgh Post-Gazette D7).

In the following andysdis, | come to ambivaent conclusons concerning the
emancipatory potentid of talk televison. The inherent nature of the televison medium
makes it unsuitable for conveying information of a scientific or technica nature.
Limitations include time condraints and the necessity of making information intelligible
to a popular audience. Nelkin notes that popular depictions of science often ignore the
actua substance of the research and focus on more ‘ newsworthy’ topics such as miracle
cures and socia controversies. When research isnoted, it is referenced in such away that
it gppears as “ an arcane, esoteric, mysterious activity that is beyond the comprehension of
norma human beings’ (17). In the show, Gold and Caplan do not have time to fully
develop their positions or explain the scientific research they reference. Further, Donahue
frames the controversy in such away asto give credence to Gold' s perspective as
supported by scientific research carried out in the technica sphere while Caplanis
represented as politicaly and ideologicaly influenced.

Despite these limitations, the show provides an important forum for women (and

men) to air their perspectives on the controversa diagnosis and share their own
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experiences of PMS. Ordinary women are heard and they are able to challenge expert
authority with the evidence of their own experiences. However, despite this potentia
opportunity for empowerment, it is unclear if such talk show resstance has an impact
beyond its thergpeutic function. Despite widespread protest by women, the decision to
include PMDD in the DSM was made by psychiatrists on the basis of “science” and
women's objections were irrdevant to this decison. Thus, even if tak showsfunctionin
ademocratic manner, it is unclear that they have the ability to affect concrete decisons
that have considerable socia import.

Scientific Controversy and Media Framing

Though the show fegtures Caplan and Gold, audience members and cdlers
interrupt frequently and the experts' didogue is interspersed with commentary and
questions from the audience. In the first part of thisandyss, | will examine the way
Donahue mediates the debate between Gold and Caplan and the rhetoric the two experts
use to frame their arguments. In the second section, | will turn to examine the content of
this‘lay’ commentary.

Thetitle of the show, “Psychiatrists Want to Classfy Women With PMS as
Crazy,” isnotable. Talk shows thrive on presenting controversid and interesting topics,
and the PMDD controversy is portrayed in as colorful afashion as possible. The
differences between PMS and PMDD are completely abolished—it isPMS, an
experience common to many women, that is the subject of potentid classfication.
Further, these psychiatrists want to classfy PMS-sufferers as“ crazy,” a characterization
of menta disorders far from the neutrd, scientific language preferred by the APA.

Donahue begins his show by gating, “A lot of women have PMS. And it isn't funny if



you haveit . . . Show me awoman with PMSand I’ll show you awoman who has a
problem with her head.” Donahue deliberately portrays the controversy in dramatic
terms—women with PM S are crazy and have problems with their heads.

Almost immediately, Donahue is chalenged. An older woman asks why awoman
with PMS should be said to have a problem with her head. Donahu€e s opening statement
isindicative of hisoverdl am of diciting participation from the audience. He
conggtently portrays things in dramatic and extreme termsin the hopes of diciting
responses. This immediate chdlenge aso indicates that the audience is familiar with the
norms of talk shows, particularly Donahue, and are not afraid to speak out of turn or
interrupt even their host. Donahue responds to this woman:

Because the brain is a hormondly, biochemicaly charged organ and some

women, at a certain time of month, get moody, get cranky, start to create fights

and other things happen that don’t happen throughout the rest of the month.
Donahue does not specifically reference science in making this dam, but it isthe implied
authority for his argument. The terms “hormonally” and “biochemicaly” are media and
biological terms, and Donahue asserts their relevance to PMS asiif it were a proven fact.
Though Donahue might just be trying to dicit further response and interaction, these
subtle appealsto scientific ‘redlity’ gppear throughout the show. In thisinstance, he does
elicit aresponse from the ederly woman who replies, “Wdll, then, by the same token, if
you have something wrong with you and your hormones are not balanced, you' ve got
something wrong with your head.” The audience is predictably amused—their ensuing
laughter again tedtifies to the informa nature of the show where Donahueisless of an

authority than amediator of diaogue.
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Donahue turns to introduce Caplan, psychologist, specidist in research methods,
and previoudy amember of the APA’s committee to determine the status of PMDD.
Donahue segues by asking her if she agrees with the outspoken audience member. Here,
the expert is asked if she agrees with the lay opinion—nher authority is not presupposed in
this forum. Caplan replies:

She made, actudly, the key point, which is what we know is that both men and

women experience some cyclesin their hormones and their behavior changes

accordingly. And the American Psychiatric Association isjust saying that women
have amentd disorder when this happensto them. If | told you, Phil, that black
people and white people have these hormonally-based cycles, they change their
behavior, but we're just going to say that black people are psychiatricaly
disordered, you would be appalled. Y ou would see that that’s deeply raci<.

Nobody at the American Psychiatric Association is talking about sexism in just

saying that women are mentdly ill in thisway.

Caplan continues to perpetuate the informal atmosphere of the forum. Sherefers
to the host on afirgt name bads and avoids scientific jargon and technical rhetoric. She
privileges the lay audience member by portraying the audience member's commentary as
the articulation of the critica point at the heart of the PMDD conflict. However, Caplan
does not challenge the concepts of science or scientific research. Her use of “we,” for
ingtance, “what we know,” Stuates her as amember of the scientific community and a
committed researcher. Her implicit argument is not that science is harmful in itsdlf,
rather, it is a sel ective enterprise—certain issues are focused on and become intelligible

objects of research while others are ignored. Even if research can reved underlying



causd mechanisms of human behavior, a point Caplan explicitly makes, focusing on only
one group, namely a disadvantaged group, is apalitical decision and has nothing to do
with the veracity of scientific methodology.

Second, though some critics have frowned on ana ogies comparing women with
blacks, Caplan’s analogy is apt. Because the associations between women, hormones, and
erratic behavior are so firmly engrained in most peopl€’ s worldviews, she must
defamiliarize this perception and persuade her audience that such abelief isnot ‘true’ but
in fact discriminatory. By comparing the APA position with aracist ideology most will
recognize as problematic, Caplan is attempting to sever the links between women and
their hormones that appear natural and commonsensical to most people.

Donahue responds.

But why do you care what someone may do with what is the redlity of amood-

dtering Stuation that millions and millions of womenfed?. . . To hdl with the

people who want to [distort the category]. For example, you wouldn't call me
racig if | told you that blacks are more likely to get sckle-cell anemia than—than

Caucadans. . . . So, if that' s the case, why should it be any different with

something that happens to the brain?

Donahue is maintaining the informa nature of the show (his use of “hdl” would be
unprofessond in amore forma setting), but his response indicates a growing antagonism
between Donahue and Caplan. Despite Caplan’s analogy and other attempts to
defamiliarize the linkages between women and their hormones, Donahue remains fixated
on the ‘redity’ of thislink throughout the show and thisis consistently reveded in the

ways he frames the conversation. In his response, the theory that premengtrua symptoms
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are the result of aphysiologica brain mafunction precipitated by hormond activity is
taken for granted as a“redlity.” Further, Donahue responds to Caplan’s race analogy by
using Sckle-cell anemia, aknown physica disorder, as a counter-example. Thisagain
naturaizes the ideathat PMSis caused by biologica factors and is anadogousto a
physical disease such as diabetes.

Donahue' s counter-example does not respond to the argument implicit in
Caplan’sandogy. Caplan isarguing againgt the sdlectivity of research and classfication.
Research has been done concerning sickle-cdll anemiain other populations and has not
been isolated to black populations. However, hormone research is done amost
exclusvely on women. Donahue s response further indicates the extent to which he takes
for granted the women/hormone links—like sckle-cdll anemia, he assumes that the
linkages have been definitively proven through accurate and unbiased research. Donahue
further portrays an image of scientific research as a neutrd activity divorced from
political and socid concerns. PMDD isa*“redlity,” and those who would manipulate this
“redlity” and useit for negative political ends are not the same individuals who discover
and document this redlity. Scientists carry out a function of divining truth from nature
and cannot be responsble for the consequences of the truths that they reved.

Caplan responds, stating that two types of women must be cons dered—those who
have primarily physica symptoms and thus have amedica problem and then “we ve got
some women who describe themselves and experience depression or irritability or anger
or whatever and it seemsto them that that isworst just before their period. Now, even if-"
Donahue interrupts, “Are you denying that that happens?’ Already, Caplan’s motives are

cadt into doubt. Her did ogue indicates that women reporting PMS symptoms are
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reporting subjective experiences, how things “seem to them,” a satement that
psychiatrists and researchers do not deny. Y et, Donahue takes this noting of the
subjectivity of sdf-reporting datato be arefutation of women’s narratives and by
implication alack of regpect for women who clam to have PMS. Caplan replies:
| believe what women tell me, but what I—I want to say two things. Oneis that
the research shows that when women say, “| have PMS. My moods gets worse at
thistime of the month,” if they are studied, if they’ re asked to keep records and so
on, it turns out that is't what happens. And secondly, | want to say that—
Donahue again interrupts, adamantly asking, “ So what they say happens doesn’t
happen?’ and Caplan responds:
No. No. They—because they are told that women are the prisoners of their raging
hormones, they fee—they often fed that it must get worse then. And alot of
women—and this has been documented in research—alot of women who say that
they have PMS, what they’ re doing is they’ re feding norma or justifiable anger
or irritability or depresson. Their life Stuations have been shown to be bad. And
they fed that because they're female, in order to get angry or act irritable, they
have to blame it on something because they’ re not supposed to be acting that way.
The dialogue, better characterized as a debate here, continues:
D: But why would you choose a fase motive to describe the real symptoms that
these women fed?

C: It'snot women making it up. It's—



D: It if comes at a certain time of the calendar month, of the lunar menstrua

cycle, whatever we want to call it—if it comes on the 16" day or whatever it is,

14™ | mean, isn't the evidence incontrovertible that the—

C: No.

D: --hormond changes undergone by women during atime of mendruation in

some cases dters the hormona balance in the brain and causes certain resulting

mood swings.

C: Well, it—

D: What's so mysterious abouit this?

C; But first of dl, the research has shown that, for example, depresson doesn’t

happen more premengtrudly. And secondly, the research has shown that if you—

somebody took a questionnaire with al the menstrua symptoms. They took out

“breast tenderness,” because that’s only applied to women. They asked women

and men to keep arecord of their moods and behavior and so on every day for

severd months. The men were reporting more symptoms, especidly irritability—

than the women. . . . We—our society encourages women to blame their anger

and irritability on their hormones because then we don’'t have to ded with the redl

reasons women get upset. . . . And they discourage men from saying, “Oh, my

testosterone must be up so I'll stay away from my wife so | won't best her.

In this exchange, Donahue isimplicitly constructing a specific verson of science
that Smultaneoudy casts a negative light on Caplan’s motives. Donahue' s postion is
clear: something “redly” happens to women, determinate experiences that can be

tranamitted linguidticdly in a definitive form. There is nothing “mysterious’ about this



process, no ‘more than meetsthe eye factors that might influence awoman or scientists.
In thisimage, women reporting their symptomsin this manner have not been influenced
or persuaded in any fashion, thereis no power of suggestion & play in thisreporting, it is
the neutra and accurate transmission of “redlity.” The charting schematics used to
document PM S are the language of nature or redity, and any other template to interpret
women'’s experiences has something to do with unsavory persuasion and “fase motives.”

Donahue categorizes Caplan’s position as “false motives,” but it is unclear what
he is referring to. The concept of “motive’ implies deliberate intent, and it is unclear
whose intentions are “false.” Throughout, Donahue implies that Caplan is paliticaly
motivated and has some hidden agenda that drives her opposition to neutral scientific
research. His characterization further revedss the extent to which the women/hormones
linkages are naturaized and thought of as common knowledge—he refersto the
“incontrovertible’” evidence though he does not specificadly describe what evidence heis
referring to.

Donahue s framing puts Caplan in adifficult pogtion. Thisis an example of the
double-bind feminigt critics of medical categories face (described in previous chapters). If
critics object to the political consequences of classifications, they are accused of denying
the redity of women' s experiences and turning a cold shoulder to women’s narratives. It
isdifficult to articulate the consequences such categories have on women collectively
without faling victim to charges thet oneis hodtile to individuad women. In the talk show
format, it is even more difficult to articulate this position given the time congtraints and
the congtant interruptions and accusations of the host. Cgplan’s argument is not that

women do not have particular experiences, ingead sheis arguing that some women are
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persuaded to view their experiencesin a particular way and understand them through
particular lenses. She does cite and describe research indicating that both men and
women fed particular symptoms but only in the case of women are these symptoms
attributed to biology, as only for women do these symptoms violate on€' s ‘naturd’ role.
Men are not encouraged to interpret their experiences through similar prisms as their
‘symptoms are condstent with prevailing norms of masculinity.
Donahue introduces Judith Gold, who begins with the statement:
The task force looked very carefully at research regarding PMS. However, we're
not redly interested in premengtrua syndromes by themsdaves. Most women do
have some premensirud symptoms. They are not mentaly disordered. Most
women have premengtrud symptoms. They might have bad timesin the month.
But that’stheway it is. It happensfor afew days. Y ou do various things and life
goes on. What we' re talking about is a very tiny group of women who get
severely depressed for eight to ten days every month most of the year and who
normaly cope very well. They’re usudly very competent mothers, a work or
whatever they do, and then something happens and all of a sudden you get a
woman who isredly, redly, depressed. She doesn’'t want to get out of bed inthe
morning. She can't eat. She can’'t deegp. She can’t concentrate. She' s forgetful.
She might even be suicidd. She has atrue depression and she only getsit just
before her period and once her period starts, within aday or two it dl vanishes.
From the outset, Gold is attempting to distinguish PMDD from PMS. Though her group
examined the PM S research, they were “not redlly interested” in PMS. PMDD is

characterized not as ahormona imbaance but a“true depression.” According to Gold's



characterization, the symptoms of PM S are common and relaively minor while PMDD is
rare and the symptoms are truly debilitating. This srategy of distancing PMS from
PMDD isin tenson with the surrounding dialogue and the title of the show. Gold,
however, has an incentive to make the distinction to avoid the claim that PMDD
pathologizes dl women—by her own admisson, practicaly al women suffer from PMS,
Further, by characterizing PMDD as a depression, Gold sets the groundwork for
justifying the inclusion of PMDD in amanua of mentd disorders as opposed to a
traditional medical manud.

The ensuing didogue illugtrates the confusion:

D: But you don’'t want to cal that amentd disorder. Isthat your grievance with

my explanation?

G: We are cdling—no, I'm sorry. We are calling that tiny group of women

“depressed” related to the premenstrud period. However, we are not moving it

anywhere in the manud. . . . But we have not moved it anywhere in the manud.

All we have done is said—before, in the manud, it was *“ unspecified illness.”

Now it's—we' ve just put it under “depression, unspecified.” We have done

nothing ese.
In aformat centered on alay audience, Gold' s response is unduly confusing. She states
that the APA isnot moving the disorder, yet she dso states that they are moving it from
“ungpecified illness’ to “depression, ungpecified.” The audience is unlikely to be familiar
with the precise meanings of “unspecified” and the significance of where the disorder is
placed in the manud. Further, Gold' s attemptsto differentiate PMS from PMDD fdl on

dedf ears. Immediately after her introduction, Donahue cites gtatistics, shown to the
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audience and the television viewers in the form of agraphic, illudtrating the prevaence
and common symptoms of PMS. Gold states:

I’m saying that premengtrud syndromes are not amentd illness and in no way

conditute amentd illness. . . . All we're talking about, as psychiatrists who are

very concerned about women's hedlth and very concerned that women get proper

treatment, that it'sasmall group of women, perhaps fewer than 3 percent of the

generd population, actudly get so depressed that they might kill themselves, then

| think that we have a problem we should look at and treet. And you can't treat it

if you don't define the thing.
Gold again emphasizes the minima impact of PMDD and its diginction from PMS. Also,
thisisthefirgt time that Gold begins to frame the APA’s position as empowering for
women. The psychiatrists are interested in women's hedlth. Further, thisis the beginning
of discussion about the significance of the PMDD label. According to Gold, “you can't
treet it if you don’t definethething.” Y et, this statement presupposes the existence of
PMDD, a*“thing” in need of aname. Gold states that PMDD cannot be treated if it is not
named, but she does not explain this assertion. At the time of the show, Sarafem was
years from FDA approva and probably had not yet entered the heads of Lilly marketers.
There were no digtinct trestments for either PM S or depression related to the menstrual
cycle Thus, it isunclear from Gold's remark why the PMDD label is necessary.

A later encounter between Gold and Caplan further illusirate the confusion
surrounding Gold's attempts to digtinguish PM S from PMDD:

C: The problem is—you see | believe that women get depressed and | believe that

women get irritable but, A, let’s not forget, so do men. And B, if theré' sa



hormond link—you see how dangerousit isto say, “Oh, it's hormonally based,”
because only women can go crazy in thisway or can be mentdly ill in thisway.”
G: We'renot saying it's hormondly based. It isn't hormonally based.
C: Thenif it'snot hormonally based, then don't link it to PMS. Say they're
depressed. Well, there' saready depression in the DSM.
G: Wdl, Paula—Paula, it’'s linked—it’ s not hormonally based. Research has
shown very clearly that estrogen and progesterone have nothing to do with it. The
link it has with the premengtrud cycleisthat that’s when it happens to occur
during the month. It is a depression. It just hgppens that it only occursin women.
And, as Phil said, men don’'t mendiruate. . . . Maybe men are cyclica, but whether
they are or not, we can’t take away the fact that some women do have this. . . .
And why do we aways have to look at men? Why can't we make sure women are
al right firg?
C: Because why do we adways have to look at women and say they are Sick?
Gold damsthat PMDD is not hormonaly based which is sgnificant snce much of the
research on PMDD cited in the previous chapter makes just thislink as do the Sarafem
advertisements that will be explored in the next chapter. Caplan is objecting to the name
of the category as the very word “premenstrual” connotes a hormond linkage. Gold
responds that PMDD is a depression that only occurs in women. The only link to the
mendgirud cycde isthe time at which the depresson occurs. According to this articulation
by Gold, women’s menstrua cycles are taken to be the definitive orientation around
which their lives operate and even eventsthat are by dl other accounts unrelated to

mengtruation are best articulated in terms of their relation to this cycle. Gold further
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characterizes her position as pro-women by asking why research on men must be done as
women “do have this’ regardiess of whether men are cyclical or not. By implication,
research done on women isinherently empowering and beneficid for women regardless
of itstheoretica position or its conclusions.
A smilar encounter occurs |ater:
C: And anybody, whether it's a psychiatrist or agenera practitioner—if you cdl
it “premengtrua dysphoric disorder,” they’ re going to be thinking about your
hormones.
G: But wewould not call that “premenstrua dysphoric disorder” because she's
aready upset and worried about something and it gets worse just before her
period. That is not premenstrua dysphoric disorder.
D: Dr. Ceplan, it does look as though you are very, very influenced—and | don't
want to convict you for this—why can’'t we just have the medica research happen
and—and express itself in double-blind sudies and however they’re doing it
now—for its own—for its own virtue of—of discovery and to hdll with who may
bastardize the research or use it to—as a prgjudice againgt women? It is not the
psychiatric community’ s respongbility to be intimidated or in any way influenced
by what some mae-dominated culture may do to women because of what they
understand the APA to have come to a conclusion about regarding PMS.
Again, Caplan’s objection is to the name for the proposed category as the very label
“premengtrud” connotes hormond linkages. Donahue' s response to Caplan’ s objections
isindicative of the ways the media often frames science as an arcane and otherworldly

activity that provides a neutral bassfor socid policy. In hisreply, there is no agent doing
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the medicd research, it smply “happens.” The research does not rely on any interpretive
activity, it “expressesitsdlf” and has some intringc “virtue® that isirrdevant of its
consequences or conclusions. Further, the scientific activity is portrayed as something
inaccessible to the lay community and uncontaminated by the socid redm. Donahue' s
reference to “double-blind studies or however they're doing it now” implies that what
stientists do is beyond the precise grasp of the lay person and is progressing at such arate
that the ordinary person smply could not keep up. Scientists have no respongbility for
the consequences of their research activity—they are explicitly reprimanded for
potentialy being “influenced or intimidated” by the mae-dominated society. This

phrasing implies that scientists stand outside of this society and are pure from socia
influences. Scientists cannot be the same ones who “bastardize’ the research—those who
deliberately digtort scientific findings are at fault but science merely speeks nature's

truths. Scientists are wholly innocent, it is maicious societd forces who are to blame for
undesirable consequences.

Though the psychiatric community is to avoid influence and intimidetion,
Donahue gtates that Caplan seems “very, very influenced.” Despite Caplan’s consstent
references to scientific research that calls into question the vdidity of the PMDD
diagnogis and its classfication, Donahue consstently portrays Caplan as politicaly
motivated and opposed to scientific activity. Though scientists are exempt from the
pernicious effects of persuasion, Caplan has been “influenced” into thinking that the
category is problematic. By implication, she is unable to see with pure vison the truths
nature will reved, sheisblinded by socid influences. As Nelkin notes, science journdists

frequently portray science as pure and arcane while those heretics chdlenging the



dominant view are portrayed as feminists, Marxists, or otherwise deceived. Donahue
makes asSmilar chalenge to Caplan later:
C. Weve got to redize it'sa society that is more biased against women than men,
S0 anything that can be used againg women is used againgt women.
D: So therefore you seem to be arguing for an arresting of the research that' s—
C: No! | think we should take an honest look at the research and the research
shows that men have hormones and cyclica behavior aswdll. . . . Thisisavery
paliticd definition of mentd illness. And we were talking about it being applied
to millions of women. That's the danger.
Caplan is refuting Donahue s presumption that science isaneutrd activity justly
exonerated from its socid and political consequences. She consigtently draws attention to
the sdlectivity of the scientific enterpriss—only women are presumed to have negative
hormond fluctuations, while men’s cydlicity isignored. Y et, Donahue interprets this
criticism as an oppogtion to the entirety of the scientific enterprise, despite the fact that
Caplan enjoys a prominent career as a scientist. He accuses her of “arguing for an
arresting of the research,” again implying that research hasintrinsc virtue regardless of
its chosen parameters or potentia socid implications.
Gold enters this exchange:
I’m sorry. We re trying to do something in the benefit of women’s hedlth. You
know that there' s been dmost no research in this country into women's hedth,
other than into breast or ovarian cancer. All the research studies are on men.
Research into heart disease, that tells women what they should and shouldn't est

and what they can do, has dl been done on men. All the cholesterol research that
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tells you what your cholesteral level should be, that’s al been done on men. There

is nothing—somehow, it just hasn't occurred to anybody to do research on

women. We aren’t saying—|ook, some women, attiny group of women, get redly

depressed. We have encouraged research inthe area. . . . We re benefiting

women.
Gold echoes Donahue' s assertion that research is beneficid in itsown right. It has an
intringc normative vaue completely independent of its consequences. Further, Gold's
remark isinternaly contradictory. Asthe past two chapters have illustrated, there has
been an incredible amount of research done on women, particularly women's menstrua
cycles. The assartion that “it just hasn’t occurred to anybody to do research on women”
ignores centuries of research done specifically on women and their biologica differences.
Psychiatric research in particular has focused most extensively on women (L unbeck).
Gold's examples of research gaps are heart disease and cholesterol research and her tone
is somewhat dismissive of the research that has been done on women in the areas of
breast and ovarian cancer. These latter two areas are women-specific diseases—Gold is
generdly cadtigating scientists for ignoring women in research areas that implicate both
genders. Y et the research she is promoting is more research focusing on women's
difference, not research intended to rectify the lack of women in gender-neutral aress.
Gold does not explain how the APA is*benefiting women,” it is Smply assumed that
research done on women will help them, a decidedly ahistoricd claim.

To this point, the andysis has focused on the exchanges between Caplan, Gold,
and Donahue. These exchangesiillugtrate how scienceis framed in the media. Donahue

portrays science as a neutra and pure activity carried out in a sphere inaccessible to the
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generd public. He does not specificaly describe any research, he merely assumesthat it
Substantiates the ideas that many people take for common sense, historicaly conditioned
ideas linking women' s undesirable behavior to their hormones. When chalengesto this
position arise—even when they are substantiated by actua descriptions of scientific
research—they are portrayed as palitica and “influenced.” Gold furthers this framing by
highlighting research on women as an inherent good regardless of its selectivity. Now, |
would like to turn and examine the comments made by audience members and calers.
These comments are enlightening and they help to understand how the generd public,
particularly women, understand the scientific enterprise and the implications of the
PMDD categorization more generdly.

Taking Back: Diverse Perspectives on PMDD

Asevident in the initid exchange between Donahue and an audience member
previoudy described, ‘talking back’ isanormd part of tak shows. Donahue, the hogt,
has no specid authority and he functions as an intermediary though heis able to frame
the conflictsin particular ways. The visud aspects of the show encourage an informd
and intimate encounter, the fact that the audience is caled ‘ guests and Donahue a ‘ host’
further this atmosphere. The show set-up is Smilar to an intimeate amphithegter. Though
the featured guests are seated on the ‘stage,” there is no clear front and back. Donahue
constantly moves about among the guests, and the camera moves around the theater to
further theilluson of an informal chat that might occur in aliving room or garden room.
Even when the experts speak, the camera frequently pansin to close-ups of audience
members faces, illudrating that the audience is the true center of the show and their

reactions are the standard for judging the outcomes of the conflicts that arise between the

101



102

experts. Viewers can see the camera and sound crew in the background at times—this
givesthe impression that the show isnot ‘staged’ but is an actud, live encounter. The
viewers are able to see everything that the audience can see and are subtly encouraged to
identify with the audience. As Peck notes, viewers of tak shows frequently state that the
audience members ask the same questions they would like to ask, indicating that these
identificatory strategies are successful. Throughout the show, the audience interrupts the
expert didogue with laughter and applause, a constant reminder of their presence and
their centrdity in the show. In this particular show, the camera pans an audience largely
composed of middle-class, white women. Most appear to be middle-aged. For the most
part, the men on the show are also white and are clumped together in the back rows.
Further, two ‘lay’ women it on the stage with Caplan and Gold and share their
experiences with PM S, again emphasizing that expert and scientific knowledge do not
have the authority here that they might enjoy in more forma settings.

One of thefirst audience membersto speak up states, “I think the psychiatrists or
psychologigtsin the DSM 111 is helping, not hurting. | think you' re—you' re making it
very negative. | think it's to hep women that are having trouble with this--" Donahue
interrupts to clarify that sheis addressng Caplan and she continues, “I think—I mean,
not—not to be rude or anything, but I think that it’strue. Y ou know, there have been
studies that show that women do commit suicide more when they do have PMS.” This
initid response further illugtrates the participatory nature of the talk show. Thiswoman
does not speak in an expert or even particularly confident manner—she prefaces her
gatementswith “1 think” and states that she does not want to be rude in chalenging

Caplan’s perspective. Her sentences are not dl grammaticaly correct, yet she ill talks



back to Caplan, introduced as an expert, and even goes so far asto tell Caplan what the
date of PMSresearch is. This audience member is one of the few, however, that is
sympathetic to the diagnosis.

Later in the show, a caller voices her opinion:

| wanted to say that | think it's absolutely gppalling that doctors like Dr. Gold

want to classify PMS asamentd disorder. | am 22 yearsold and | suffer from

PMS. My mother dso suffersfrom PMS saverdly. | don't think it'samental

disorder. | think | am a physicd human being, jus—;just asamae, who is—who

can possibly be labeled “cyclicd,” too, but they’re not labeled “mentaly ill.”
This woman and many others on the show express that they suffer from PM S or some
form of premensgtrua discomfort but are troubled by the categorization or classification
proposa. Though Gold repliesto this woman, sating that menta and physica disorders
are equivdent, “If you have amentd illness, it'slike any other physcd illness. There's
no shameto it,” the audienceis not receptive to this equation. The concept of a“menta
disorder” il carriesagtigmain the genera public, and the sdectivity of the PMDD
diagnosis heightens the gpprehension over this classfication.

Another cdler shares her experiences.

Extreme anger. | have alot of aggressive fedingsthat | don't usualy fed the

other timesin the month; very, very irritable. | get—very, very supid things that

wouldn’t ever bother me ordinarily—completely knock me down and—

D: But you' re nervous about the APA putting thisin some—
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Cdler: Sure, because there salot of people that would misconstrue that and
would—be prejudiced—right, would be very prgudiced againg hiring or in any
other respect. It would be horrible,
This caler experiences PM S but fears the socid ramifications of a psychiatric
classfication. Her expresson of PMSis similar to that voiced by other women—
aggressive fedings and irritability.
Another caler Sates:
| wanted to say that I'm home today with PMS. . . . And it isvery irritating when
you get an employer who will dismiss your comment because they’ll be saying
that you're PMS'ing. We are atight group of people that are working together and
they’d be saying, “Oh, you're PMS'ing. Let’sS’—you know. “Y ou' re getting upset
over nothing.”
This woman experiences PM S, but she is angered that the classfication is used to dismiss
any and every form of discontent she might express. Women desire to have their physica
experiences vaidated and understood, yet they aso want space to express true discontent
and digpleasure without having this behavior attributed to a PM S classification.
Lori Eastman, one of the women sitting with Gold and Caplan, shares her PMS
experiences. A mae coworker hung up the phone on her:
| was angry. | headed for that room and my boss had aready heard about it and
she met me at the door and she tried to soothe it over. And | listened to her and
the minute she walked away, | headed for thisguy and | said, “Don’t you ever
hang up the phone on me again or you' re going to have a power outage!” And he

sad, “You can't tak to melikethat.” And | said, “1 just did” and walked off. And



that was very normd for me to behave like that. [but the next day] “What was| so
angry about?’ But in away, for awhile, that behavior was applauded. | got my
job done. | got people to do what | wanted them to.
This narrative attests to the ambivaence women often have regarding their own
experiences. This woman attributes her angry behaviorsto PMS, but she acknowledges
that they were useful and possibly even necessary to complete her job adequately and
“get people to do what | wanted them to.” Further, the initial cause of her anger appears
entirdly judtified—a coworker rudely hung up on her then condescendingly declared that
she“can’t tak to melike that.” Though thiswoman's narrdive is heurigic on itsown, it
is possible that this woman is uncomfortable behaving in ‘unfemining way's as required
by her job and feds that this behavior must be attributed to her biological processes.
A laer cdler is particularly outraged a the APA proposd:
Yes. | just want to say that, like, that man in the audience was very angry. He's
saying he' s defending men. But men—these symptoms these women are talking
about are what men do al the time. They're violent towards women. They beat up
on women. They gstart fights to go after each other. They’ re dways and they even
write off their little promiscuous behavior, their duttish behavior as, “Oh, that's
al. They’'vejus got to have sex because of their hormones.” Women suffer from
men'sHTS, high testosterone syndrome, and nothing is ever said about that.
Though Donahue and Gold portray science as aneutrd activity without socid
responsibility, many of the women who speak indicate a concern over the socid
consequences of the category. This concern is born from their experiences with the PMS

classfication. This woman specificaly expresses a concern over the selectivity of the
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PMS/PMDD classification—symptoms men display al of the time are pathologica when
they are exhibited by women.

A younger woman says.

Like, you know, women can have bad days because guys classify it asPMS. You

know, every time girls have bad days, they’'re, like, you know, the guys are, like,

“Oh God,” you know, “she’ s having abad day, PMS. Go give her some Midal.

But guys don't take this serioudy. The dways—Midol and, you know, it'slike,

girls do have bad days and we do suffer fromiit, but guys are dways like,

dassfying it and—
Again, though this woman’s response is somewhat muddled, her comments illudtrate the
ambivaence felt over PM S dlassfications. Though women suffer from PMS, society,
gpecificaly “guys’ in this account, uses the classification to dismiss undesirable behavior
of dl sorts Thistrividization of PMS not only alows the category itsdlf to functionin
dangerous ways, it means that actua premendgtrua discomfort is not taken serioudly.
These narrdtives indicate that the double-bind faced by feminigt criticsisaso atenson
felt by ordinary women concerning their own experiences. The dilemmais finding away
to vaidate women' s experiences that will not result in another method of discrimination.
Though women express experiences that can be described as“PMS,” they are deeply
troubled about the way the labdl itsdf functionsin socid interactions.

These narratives indicate that the attempted distinction Gold tries to make
between PMS and PMDD does not resonate with the lay audience. Women object to the
PMDD classfication on the basis of their negative experiences with the PMS

classfication, and the relaion of PM S experiencesindicates that PMDD is understood as
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a psychiatric categorization of PMS. Further, the scientific authority Donahue attributes
to the psychiatric community is not a persuasive gpped for most of the audience. The
concerns expressed are related to the socia implications of the categorization and thereis
an implicit understanding that the psychiatrists are respongble for any ammunition they
provide to amale-dominated society. Gold' s position that the research will benefit
women is gecificaly chalenged by these narratives. These women use their own
experiences as authority, not scientific data

Campbel defines feminine style as digplaying a persond tone, using persona
experience, anecdotes, and examples, encouraging audience participation and
identification. In these narratives, women spesk in intimate, casud and informal tones,
drawing on their own life experiences to chalenge scientific data. Dow and Tom note
that because the demands of the public discourse favor amale rhetor, women are often
excluded from expressing themselves. On the Donahue episode, women are able to
express themsdlvesin their 'native tongue,’ relying on their own experiences to speak
back to the authority of science. Thus, the show indicates that the APA position is not
hegemonic. Proclamations made by scientists are not heralded as definitive truth and in
the talk show forum science is not given any particular authority. Traditional feminine
modes of speaking are valued more than the scientific voice and women are able to
express themsaves in a public rem without conforming to masculine sandards. These
narratives indicate that women do resst the PMDD classification and the APA’s

scientific rhetoric is hardly omnipotent.



Concluson

As highlighted above, the conclusions are ambivaent. The Donahue show reveds
that scienceis understood and portrayed in particular ways in the media. Donahue
portrays science as a neutral and beneficent activity that is carried out in an inaccessible
technica sphere. Objections to the dominant beliefs are portrayed as politica and biased
in opposition with pure science. The televison medium is poor for conveying scientific
disputes—throughout the show, research is mentioned and used as an authority but there
islimited time to articulate the precise dimensions of the research. Y et, despite these
framing techniques, talk shows do have some democratic potentia. Throughout the
PMDD debate, rarely are the voices and opinions of actua women heard. In this show,
women can speak and not only share their experiences but chalenge the expert positions.
Though this discourse is thergpeutic in some sense—women share their persona
experiences and disclose intimate information—the emancipatory nature of the show
goes beyond these therapeutic dements. In women’s challenges, there is amarked focus
on the socid nature of discrimination and the socid consequences of the psychiatric
classfication. Thergpeutic discourse, by definition, podtsthat individud changeis
necessary rather than a socia focus. In these discourses, there is much attention paid to
the socid. Though tak shows might structuraly operate in therapeutic fashion, they aso
operate in democratic function and they do not structurdly exclude socid criticiams. This
liberatory potentid only goes so far. Despite the resistance of women, the APA did put
PMDD in the DSVI-IV. Though individuad women might not ‘buy in’ to this mentdity,

they are subject to the very socia consequences they predicted. Thus, though talk shows
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might be a democrdtic Ste, it is unclear that the participants have any rea power to affect

the decisons made that have considerable socia import.
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CHAPTER S
SELLING SARAFEM: THE NORMALIZATION OF PMDD IN POPULAR
DISCOURSE
Introduction

Though rhetorica scholars have noted a reluctance on the part of scientiststo
popularize science or speak about scientific research to alay audience (McCadl,
Dunwoody and Ryan), the public sphere is suffused with gppedls to scientific authority.
Often, these gpped s are made by corporations and politicians-- science has achieved an
inditutiona centrdity in modern life and it isincreesingly difficult to draw digtinctions
between science, government, and industry. Thomas Szasz coined the term "thergpeutic
gate" in 1963 to denote the union of medica science and the state. Dana Cloud has also
seized on the idea of therapy to develop arhetorical theory. Therapeutic discourse
features depictions of the socia as the persona and stymies socia change and collective
action by encouraging individuas to turn inward in the search for answers. Modern
psychiatric discourse is an ingtance of therapeutic rhetoric and, inditutiondly, the
dliance of psychiatric, corporate, and politica interests condtitutes a therapeutic state.
The purpose of the following analysisis not to document this aliance as others have
excelled in this area* but to examine how this therapeutic rhetoric operates at the social
level.

Though menta disorders are constructed by scientists, one of the mgjor sources of

information accessble to the public about psychiatric disorders and available trestments



is direct-to-consumer (DTC) advertisements for pharmaceutica products. Advertisngisa
type of "socid glue’ that brings together certain parts of society and communicates socid
norms and taboos (Cook; Goffman; Merskin). As Cortese writes, "Advertising is one of
the mogt powerful mechanisms through which members of a society assmilate their
cultura heritage and culturd ideologies’ (2). Cloud indicates that advertiang itsdf isa
form of thergpeutic rhetoric--by portraying the acts of purchase and consumption as
empowering, atention is diverted from changing socid structures. Pharmaceutica
advertisements are unigque since prescription drugs can only be purchased with the
authorization of a physician. Thus, they cannot encourage consumers to purchase the
product directly, instead they must persuade their audience to seek a physician's advice
and obtain permission to purchase the product. Though many advertisements employ
scientific appeds, prescription drugs advertisements enjoy a uniquely powerful scientific
ethos as their products are backed by medica authorities. DTC ads have recently
proliferated, and FDA oversight is often inadequate due to resource shortage and lack of
accurate information (Afield 2001; Breggin 1991; Nadal 2001; Terzian 1999; Thomas
2000; Vdengein 1998). DTC advertisements significantly dter the structure of the
medical enterprise and statistical and anecdotal evidence indicates that DTC ads
successfully encourage patients to ask for drugs by name. This activity disolacesthe
traditiond authority given to medica practitioners.

DTC adsdo not target al consumers equdly. In their study of DTC ads, Cline and
Y oung found that targeting Strategies were likely to reflect stereotypic beliefs about
consumer populations. For example, in psychiatric ads, female models were depicted

two-thirds of the time as compared to mae models (33). Women are far more likdly than
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men to be diagnosed with amenta illness, though there are some exceptions. NARSAD
research reports that one in ten men will suffer depression, compared to one in four
women. A 1998 article in the Archives of General Psychiatry notes"afemde
preponderance of depressive disorders’ (Gater et d. 1998) and Young et d. argue that
gender differences in depression are due to reproductive hormones (2000). DTC
advertisements for Sarafemn are unique in severd ways. Since Sarafem isindicated (or
approved) for PMDD, it is solely marketed to women. Second, Sarafem was approved by
the FDA as an indication for a disorder with an ambiguous status, the first time a drug has
been approved for a condition listed primarily in the gppendix of the DSML. Third, the
active ingredient in Sarafem is fluoxetine hydrochloride, identical to Prozac. Both
Sarafem and Prozac are marketed by Eli Lilly and Company (Lilly from here on). While
Prozac is green and yellow, Sarafem is pink and lavender. Lilly gained approvd for
Sarafem in summer of 2000, only months before its patent on Prozac expired, leading to
gpeculation that the action was "an astute marketing maneuver” rather than the result of
scientific advancement (Hsu). Indeed, Sarafem generated $33 million in sales during its
firg five months on the market, in part due to an aggressive advertisng campaign in
which Lilly spent over $17 million on DTC advertising done (Vedantam). Since Lilly
lost its patent protection on Prozac, generic fluoxetineis available a congderably
reduced cost. Thus, women who buy Sarafem (an average of $100 amonth) are literadly
paying for an 'identity’--a drug with especidly feminine colors and an equaly feminine
name.

Though the Sarafem ads include television, magazine, internet, and pamphlet

advertisements, | will primarily focus on the pamphlet. Firg, the pamphlet ishighly



accessible to women and is found in many generd practitioners offices aswell as most
gynecologigts offices. Second, the FDA requires Lilly to make further information
available to those who view the televison commercids. This pamphlet is the information
provided to those who express interest. Third, the pamphlet istypica of the other
advertisements. It includes smilar text and visud eements. However, | will examine
some of the additiona features of the internet advertisement and review the magazine and
televison ads to provide a more comprehensive picture of the marketing strategies
employed by Lilly. Three important conclusons will be drawvn from the analyss. Firs,
the Sarafem advertisements reved that DTC ads for psychiatric medications condtitute a
therapeutic rhetoric that is gendered. Women's discontent is channeled into salf-scrutiny
and f-discipline rather than aternative forms of socid or collective action. Second,
these advertisements operate to normdize psychiatric diagnoss. Though the scientific
perspective on PMDD as reveded in Gold's Donahue address and the medica literature
indgtsthat PMDD is not an officid diagnosis and is distinct from PMS and limited in its
application, these cavests are absent from the corporate advertisements. In the Sarafem
ads, PMDD istreated as an officia disorder backed by scientific consensus and the
associations with PM S are elevated rather than denied. Third, related to the second, the
advertisements reved how gppedsto scientific authority are employed irresponsbly in
the public sphere, in this case for financia gain. The pharmaceutical companies and the
APA have a symbiotic and codependent relationship. The APA depends on the success of
pharmaceutica agents for its scientific status and the pharmaceutical companies depend

on the scientific ethos of the APA to legitimize their products. In this network, it is
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difficult to pin down precisdy what "science” is and thus difficult to hold any
recognizable party responsible for the consequences of decisions.

The Sarafem Pamphlet: A Didogic Encounter?

The front of the Sarafem pamphlet features a smiling woman dressed in
nondescript casud gray cotton. The woman, with one hand behind her head and the other
flung out behind her, appears to be swinging her body around, as if she were achild
'spinning' to get dizzy. She iswhite, gppears to be middle-class, and unlike many ad
models, sheis not particularly thin or glamorous--in fact, her hair gppearsto be dightly
mussed. Thiswoman isatypica "everywoman,” the woman who is not particularly
noticesble and is not overtly sexuaized. She could be a mother, a sister, or a corporate
executive on her day off. Because pharmaceutica ads must portray alevel of scientific
ethos, an eroticized or unusud mode--the type that sdlls liquor and hairspray--would be
a odds with these scientific idedls. Further, atypica modd might aienate potentia
consumers. Asthe PMS and PMDD literature indicates, Lilly'starget population is
middle-class, white, and approximately 32 years old with husbands and children.

This woman's posture indicates that she is happy, yet her 'swinging' dso suggests
achildish role. Erving Goffman notes that women are often depicted in such amanner in
advertisements. "The note of unseriousness struck by a childlike guise is struck by
another styling of the f . . . namely, the use of the entire body as a playful geticulative
device, asort of body clowning” (50). This pose suggests a light and happy mood, but it
aso pointsto the femininity of the woman depicted. Though she is not overtly
sexudized, sheisat least partidly infantilized through her unprofessond and playful

gestures. The text above the woman enhances this perception. The words "mood swing"
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gppear with the "mood" crossed out in vivid green ink to read Smply "swing." The reeder
isled to infer that mood swings, acommon symptom of PM S, have been dleviated in this
fortunate woman so that she can merely "swing" with happy abandon.

Beow this header, in orange, the ad queries, "Think its PMS? Think again. It
could be PMDD." A common advertisng drategy isthe use of "you," a strategy that
mirrors the discursive tactics of religious evangelism (Cook). Advertisements have an
incentive not to draw attention to their sender, particularly in the case of psychiatric
advertisements. The desired impression is not that of a corporation marketing a product,
but a benevolent and name ess helper offering information and vauable counsd. By
using paralanguage, visua drategies that Smulate face-to-face interaction, readers are led
to fed that they are conversing with an actua person, awoman much like themsdves,
rather than consuming propaganda from a faceless multinationd corporation. Thoughiit is
not clear, it iseasly implied that the swinging womean is the addresser in this scenario.
The act of viewing an advertisement thus gppears diaogic instead of hegemonic--the
reader is drawn into asmulated relationship with one who addresses them specificaly,
asks questions, and makes suggestions.

In thisinstance, the use of "you" isimplied, not direct, adding to the ambiguity of
the address and fostering a deeper identification between the viewer and the presumed
speaker. By looking out of the advertisement at the viewer, this woman can take on the
role of either the addresser or the addressee (Cook 159). She can be the one who has
previoudy been asked, "[Do you] Think it's PMS?" or the voice asking the viewer to
examine her own experiences. This dudity expands the room for identification between

the viewer and the depicted woman. The visual presence of this women dso shifts
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attention from the actua addresser, Eli Lilly and Company, and fosterstheillusion of a
didogic encounter. The colloquid language (the implied use of "you" suggests an
informdlity) further enhances the gpped to enter into conversation with thisfictiond,
swinging woman who presents herself as a trusted confidante instead of a design dreamed
up a atable of highly-paid marketing specidigs.

Notably, this subheading directly suggests a strong association between PMS and
PMDD. Theletters"PMS" and "PMDD" are juxtaposed, inviting viewers to associate the
two acronyms of very smilar compaosition. This juxtapostion is embedded in an
ambiguous discourse that implies both authority and commonadlity: the address assumes a
familiar relationship but contains a connotation of expertise. Women are told to "think
again," to reevaduate their previous understandings of their experiences. The only implied
distinction between PMS and PMDD isthis smple act of "think again"--asmple
reexamination of one's previous position can bridge the gap between a common
experience and a presumably severe menta disorder. All women who believe that they
suffer from some form of PM S are encouraged to consider the 'fact’ that it "could be
PMDD." Eli Lilly has adirect incentive to lower the threshold for the diagnosis because
the more people diagnosed means more potentia profits. As Kirk and Kutchens write,
"For drugs companies, these unlabeled masses are a vast untapped market, the virgin
Alaskan ail fidds of mentd disorder” (Making 13). The scientific precision proclamed
by Gold and othersis diluted by corporations who have an incentive to maintain a
scientific ethos while obliterating the perimeter that limitstheir client base.

The bottom of the pamphlet cover includes the Sarafem logo: the word " Sarafem”

printed below a green and yellow daisy. Below the logo, the active ingredient islisted



(fluoxetine hydrochloride), and &t the very bottom, in red cursive, isthe word "Lilly."
The very name, Sarafem, connotes afeminine identity as well asardigioudy inspired
ethered bliss "Sard' isafeminine name, followed by "fem” asin"femining’ or "femde’
or even "feminism." The word is dlosdy associated with the word "sergphim,” ardigious
term connoting otherworldly bliss and angdlic peace. The very identity of the drug seems
to promise relief from the toils and troubles of common routine and drudgery. Howers
are frequently asign of femininity, and the daisy indicates not only femininity but
happiness and lightheartedness. Finally, it isinteresting that the corporate logo reads
smply "Lilly" ingteed of "Eli Lilly" or "Eli Lilly and Company." This decison enhances
the perception that the advertisement functionsin a didogic manner. Lilly could be the
name of the woman who isinviting readers to come swing with her ingead of the
nickname of alarge corporation. The full name"Eli Lilly" sounds more like asenile,
curmudgeonly grandfather figure than the energetic young woman depicted in the ad.

As viewers open the pamphlet, they are faced with another smiling young
woman-aso white and middle-class. Thiswoman iswearing casud jeans and a button-

down shirt open over awhite T-shirt. She has short, curly ringlets and is posed casudly,

with her handsin her back pockets. Her head is cocked dightly to one side, and she stares

directly out of the page into the eyes of the viewer. Again, this woman is atractive but
sheisnot asexud icon. Sheis not especidly thin and her quirky ringlets and casud pose
gve theimpresson that she is fun-loving and approachable, perhaps the mother of
toddlers or an accountant on her day off. Though this woman is not swinging, her tilted
posture enhances her childlike and feminine persona. Goffman writes that women are

often depicted with their heads and bodiestilted to one sde: "Given the subordinated and
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indulged position of children in regard to adults, it would gppear that to present oneself in
puckish styling is to encourage the corresponding treatment” (48). Thiswomen is
content, but her hgppiness has a childlike aura suggesting that she, too, isin some ways
infantilized and vulnerable.

The heading above this puckish woman reads "irritability” marked through in
green to read "ahility." This'x-ing out' Srategy suggeststhat “irritability” and "ability"
are mutudly exclusve: if oneisirritable, they cannot be able; likewise, an dle woman is
not irritable but is as content and enthusiastic about life as an eager child. Next to the
woman is the Sarafem logo, identical to the daisy-flourished "Sarafem” on the front
cover. To the left of the woman are three questions in orange, followed by answersin
greenink. It isunclear who is asking and answering these questions though severa
possihilities are suggested by the close presence of the curly-haired woman. The woman
could be asking the questions, or sharing the questions that she has asked, and receiving
answers from some unknown third party, perhaps Lilly. The second, and more probable,
suggestion is that these are questions the viewer is asking and the woman is answering.
This undergtanding heightens the didogic illuson thet is centrd to the Sarafem
advertisements. Further, this understanding is suggested again by the casud tone of the
responses, for instance the use of "you." However, despite the casud tone, the response
indicates that the woman has some expert knowledge and the benefit of scientific deta at
her disposal.

The firgt question and answer section reads:

Could it be PMDD?
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Irritability, sadness, sudden mood changes, tension, bloating. Perhaps you suffer
from symptoms like these every month. But before you dismiss your symptoms as
PMS, or just part of being awoman, you should redlize you could be suffering
from PMDD (Premengtrud Dysphoric Disorder), the intense mood and physica
symptoms right before your period.
The tone of thisresponse is ambivaent. The casud language suggests afamiliar
relationship and an informa dialogue. The addresser uses the imprecise term "perhaps’ to
suggest that the addressee might suffer from certain symptoms, highlighted in abold
print. The next sentence begins with "but,” again an informd linguistic Srategy thet
suggests arelaxed encounter of equals. Women are addressed directly (Y ou, your) in an
informd manner. Further, the reference to "part of being awoman™ suggests both alevel
of intimacy between addresser and addressee and asimilar gender--implied isthat the
addresser is awoman who understands what it is like "being awoman." At the sametime,
the response resonates with a scientific and authoritative ethos. Women are told that they
"should redlize" that they "could be suffering'- -the addresser is more knowledgesble than
the women concerning even their own experiences. The capitdization of PMDD
(interegtingly it is not capitalized in the DSM-1V, nor is"depresson” capitdized in
advertisements for Prozac) emphasi zes the scientific nature of the diagnosis and the
implied authority that accompanies medica expertise. This ambiguity alows the authors
of the advertisement to employ scientific authority to lend credibility to their product
while keeping their own role in the background. Viewers are invited to enter into a

didogue with awoman smilar to them and to take advantage of the superior knowledge



120

this woman has gained through her own experiences with the diagnostic procedure and
Sarafem.

Further, the existence of some premenstrua maady is presumed in the question:
could "it* be PMDD. Again, this enhances the suggestion that PMS and PMDD are not
digtinct, rather what is teken to be PMSis actudly PMDD. "It" is not defined until the
end of the response, and again the existence of PMDD istaken for granted. PMDD is
defined as "the intense mood and physica symptoms right before your period.” The
imprecison of this definition is sriking. Not only are these symptoms only vagudy
referenced in bold at the beginning of the response, this statement isin a casud and
grammaticaly incorrect form. A more correct yet less colloquia phrasing would read:
"the intense mood and physical symptoms that occur right before your period.” Asit is,
the definition implies that these symptoms do and must exist for the viewer--thereisno
linguigtic pace for questioning or denying the symptoms that Smply are "right before
your period." By omitting the grammatically required "to be' verb, the advertisement
further reinforces the presumption that al women have certain negative symptoms
premengtrualy.

A drong association is again implied between PMS and PMDD. The question,
"Could it be PMDD?" implies that whatever premenstrual symptoms awoman
experiences could condtitute this disorder. The symptoms listed in bold print are broad
and indeterminate, symptoms not only indistinguishable from PM S but symptoms that
anyone, mae or femae, might fed from time to time. The wording of the response
heightens the suggestion. Women who believe that they have PMS are "dismissng” their

symptoms, prematurely concluding that they have come to the most accurate
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understanding of their experiences. Implied isthat PM S is not serious enough, important
enough, or rigorous enough to account for women's experiences. Further, "dismissng’
one's experiences by atributing them to PM S is equated with dismissing them as"'just
part of being awoman." Hereis an ingtance of the subtle feminist’ rhetoric that pervades
the PMDD discourse. Dow notes that advertisers have incorporated feminist rhetoric into
their appedls to enhance the power of therapeutic rhetoric. Cloud and Dow concur that
feminism in atherapeutic society, or postfeminism as Dow terms it, becomes equated
with identity, persona choices, and sdf-help opportunities instead of consciousness-
rasing or collective action. Ehrenreich and English argue that advertisements promote an
image of a"new woman" whose liberation is typified through her identity to reconcile the
competing demands of feminism and the traditionad norms of womanhood. Here, the
Sarafem advertissments indicate that dismissing one's discomfort by attributing it to PMS
issmilar to attributing it to "just being awoman." By implication, women who settle for
any explanation other than PMDD are sdling themselves short and not taking advantage
of the emancipatory opportunities offered by psychiatric science. To dismiss something
as part of being awoman isto accept alesser role for onesdlf, to reconcile onesalf
unnecessarily to second-class status.

The second paragraph reads.

What isPMDD?

PMDD isadidtinct medicd condition that affects millions of women. It happens

the week or two before your period, month after month. Its many symptoms

clearly interfere with your daily activities and rdaionships. And |eft untreated, it



can worsen with age. But by understanding what may cause PMDD and what can

be done to help rdieve its symptoms, you can fed morein contral.
The drategy of juxtaposing an informa tone with a scientific ethos is continued here. The
familiar use of you aswell as beginning sentences with "and" and "but” imply a casud
dialogue at the same time the declarative sentences and references to medica jargon
indicate scientific authority. Though PMDD is, according to the APA, a category needing
further research and not an officid diagnods, this definition of PMDD presents the
disorder asavaid and red entity proven by empirica research. PMDD isa"ditinct
medica condition,” a phrase that implies a determinate etiology for PMDD. Though the
DSM-IV dates specificdly that PMDD, if vdid, is estimated to affect only 3-5% of
mengtruating women, this advertisement boldly states that the condition "affects millions
of women." This statement is patently false according to APA research and the DSM-1V,
but it is a strategic device on the part of Lilly. Not only doesit cement the "officid"
datus of the diagnosis (PMDD does affect women, thus its existence cannot be
guestioned), it encourages women to consider themsealves as candidates for the diagnosis-
-if SO many women are victimized by theillness, perhgps the viewer istoo. The precision
of the PMDD diagnosis highlighted by the APA isfurther diluted by the imprecison
implied here. PMDD is the symptoms that happen "aweek or two" before your period,
implying aloose and flexible diagnostic procedure. The "many symptoms' are not
detailed and nowhereis it mentioned that candidates are supposed to meet a very specific
st of criteriato receive the diagnods. The only clear symptomsin this paragreph are
interference with "daily activities and relationships,” presumably abroad array of

problems.
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This paragraph is an example of thergpeutic rhetoric. WWomen are encouraged to
associae relationa problems and generd discontent (problems with daily activities) with
amentd disorder, a problem localized in their own bodies, instead of turning to socid
explanations. Psychiatric discourse is a unique manifestation of thergpeutic rhetoric. This
discourse encourages individuas to turn inward to find solutions to their problems, but
psychiatric rhetoric posits an internd, biologica cause of behavior, locating the origin of
socid problems not only within the individua but beyond the contral of the individud.
Women are encouraged to seek out Sarafem so that they might "feel morein control”--by
implication, PMDD usurps women's sdf-control. Thisideais supported by scientific
framing of PMDD and PMS. Judith Gold writes, "This biologica control supersedes any
sdf-magtery awoman may develop, and to some degree she is dways susceptible to its
vagaries' (Psychiatric Implications xiii). Cloud notes that therapeutic rhetoric restrains
socid activism because it places the cause of socid problems smultaneoudy within the
individua and beyond the control of the individud--women are literaly possessed by
PMDD and it is not within their power to root out this intruder.

Further, this paragraph highlights the use of thergpeutic discourse because it
normalizes current socid reations. PMDD is problematic because it interferes with daily
activities and rdationships. Thereis no room for questioning the normative vaue of the
dally activities women are expected to perform. Implied is either that these activities are
normal, naturd, and Smply the way things are or that women have fredy and voluntarily
chosen their dally activities outside of the parameters of cuturd influence. Both of these
assumptions are highly questionable. WWomen are dlill expected to do the mgority of the

housework, childcare and other domestic tasks. Many women who work outside of the
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home are required to balance the dual burdens of career and domedticity. The very
naturaness of work structures is aso normalized: there is no room in these discourses to
chalenge economic structures which are unequal and unjust. Marx noted the dienation
produced in many people by the pure drudgery of uningpiring and routinized jobs. The
Sarafem discourses would state that these workers suffer from amental disorder and
prescribe serotonin re-uptake inhibitors ingtead of class revolt. Findly, many women are
involved in abusive and unfulfilling rdaionships. These discourses naturdize these
relationships and place the cause for mafunction within the femae body.

The fina paragraph reads.

What causes PMDD?

While PMDD is not fully understood, many doctors believe it may caused by an

imbaance of a chemica in the body called seratonin. The norma cyclica

changes in femde hormones may interact with serotonin and other chemicds that

may result in the mood and physica symptoms of PMDD. And athough it may

seem like you only suffer afew days a month, over time these days can add up to

amogt 25 percent of your childbearing years. The good newsis, your doctor can

now treat PMDD symptoms with a new trestment called Sarafem.
This short paragraph uses the word “may” four times when discussing the state of
scientific research on PMDD. To counteract this dilution of the certainty of the ‘facts
presented, the ad indicates a degree of scientific consensus that exists on the meatter.
Though PMDD is“not fully understood, many doctors believe’ that it is caused by a
serotonin imbalance. Again, the existence of PMDD istaken for granted—it isa

discernible and identifiable entity that is partidly, if not completely, understood. The use



of “not fully understood” impliesthat scientists are merdly at the early stages of
unleashing the brain’s mysteries—complete knowledge is hinted at as a future event
though one not arrived at yet. The attribution of PMDD to serotonin isimportant. The
success of SSRI's (selective serotonin re-uptake inhibitors) in treating menta disorders
has led to a proliferation of causd theories positing serotonin deficiency as the reason for
the mentd illness, leading one critic to comment, “Lack of aspirin is not the cause of
fever; lack of water is not the cause of fire” (Skrabanek 236). In fact, psychiatry’s status
asamedicd scienceislargely dependent on the success of psychotropic drugs (Karson,
Kleinman and Wyatt 495; Millon and Klerman 7; Shorter 262; Szasz, Pharmacracy 12;
Vdengein 5-7). Though the Sarafem ads employ appeds to scientific consensusto
persuade consumers of the efficacy of the medication, this consensus has been brought
about by the success of the medications. The cyclica network of support benefits both
psychiatry and industry. Indeed, none could survive without the other.

The scientific rhetoric employed hereis at odds with the actua ‘ consensus
reported in the APA research. As evidenced on the Donahue show, Gold firmly denies
any hormond rolein PMDD. Thisisin part because of alack of supporting data and no
doubt in part to further distance PMDD from PM S, commonly assumed to be associated
with hormones. Here, it is not only hormoneswho are the culprit, it is“fema e’
hormones. Y et, both men and women have the same hormones—to label a hormone a
“femde’ hormoneisto further perpetuate the link between women and a faulty biology.
Itis“norma” changesin femae hormones that cause PMDD, again insinuating a broad
diagnodtic criteriathat potentialy any female could mest. Further, the reference to

“norma” hormona changes indicates that women are “normaly” susceptible to menta

125



disease—the way the femae body operates |eaves women vulnerable. Though the notion
of ahormona abnormality is perhaps problematic, the attribution of PMDD to normal
hormond activity isfar less paatable because it pathologizes al women.

The suggestive agpects of the advertissment are not subtle. Women who might
dismissther experiences as PM S or part of being awoman might think that they do not
suffer severe enough symptoms to warrant the PMDD diagnosis. Y et, the ad implores
women to congder the cumulative effect of their discomfort over their entire lives.

Instead of viewing premengtrud discomfort as an occasiond, passing phase, women are
asked to quantitatively consder the impact of this discomfort: one-fourth of ther lives
might be lost if they do not seek trestment for this disorder. Additionaly, instead of
referring to women' s vulnerable years as “mengruating years,” the ad refers to women's
“childbearing years,” associating mengruation with childbearing and subtly naturalizing

the idea that women are primarily mothers. Finally, the paragraph states “the good news’
that PMDD can be treated with “a new treatment caled Sarafem.” Y et, Sarafem is not, by
most definitions, a new treatment. Fluoxetine hydrochloride has been on the market since
1988 and physicians have regularly prescribed antidepressants to treat problems related to
mendruation for years. What is new is Lilly’s recently gained permission to market
fluoxetine specificaly for PMDD; the other novel aspect is Prozac' s costume change.

The next full page features yet another smiling woman. Thiswoman is African
American and though sheis not obese, she is noticeably bigger than the previous two
women. She stands laughing out at the viewer, posed asif in mid-gtride. Sheisdressed in
sweatpants and a swesatshirt with the deeves casudly pushed up and appearsto bein the

middle of adaily wak or other type of light exercise. Also unlike the previous women,
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sheis conspicuoudy married as evidenced by the ring visble on her left hand. The
depiction of ablack woman enhances the idea that PMDD is a disease that could
potentidly afflict any woman—it knows no racid boundaries. It isinteresting that the
black woman is the only one who is dearly married. Given the age-old associations
between black skin and a bestid sexudlity (see for instance hooks 1994), perhaps the
marketers felt that a black woman would infuse the advertissment with too much
sexudity unless marked as awoman whose sexudity is confined to acceptable marital
relaions. Above this woman, the heading reads “low energy” with “low” crossed through
in the same green ink. Again, the verba heading accompanies the woman. She looks as if
sheis energetic, dressed for physica activity and in motion. And, once more, the woman
is accompanied by the Sarafem logo.
On the opposite page, another question is asked and answered and followed by a
chart. The question and answer read:
How do you know if you have PMDD?
PMDD isared medica condition that only your doctor can diagnose. And unless
he or sheis made aware of your symptoms, when they occur and their intendty,
PMDD can go undiagnosed. To help determine what you should tell your doctor,
ask yoursdf thefollowing quesions
Earlier, the ad claimed that PMDD was a“digtinct medical condition,” and hereitis
referred to asa“real medical condition.” The ingstence that PMDD is“red” is o overt
in this discourse, it raises questions as to the validity of the diagnosis and supports the

clam that mental disorders are rhetorical congtructs that gain their legitimacy through
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discursve means. It is difficult to imagine an ad for a diabetes treetment inggting that
diabetesisa“red” disease.

In this paragraph, women are encouraged to seek out medica assstance as“only
adoctor” can diagnose PMDD. Y et, women must play an active role in this diagnogtic
procedure. Unless the physician is“made aware’ of the symptoms, PMDD might go
undiagnosed. Notably, the consequence of silenceis not that a physician might fall to
make avaid diagnosis of PMDD, it isthat “PMDD might go undiagnosed.” Again, the
language indicates that PMDD is an identifiable entity that is likely present though a
woman must catalogue her ills and report them to bring this entity to the surface. Women
are encouraged to ask themsalves “the following questions,” which are then asked in the
form of a chart which women can use to check off their responses and take in to their
physcians. The chart is boxed off and reads as follows:

Think about how you fed the week before your period. . .

Are you bothered by intense:

Irritability/ Tensor/ Sengtivity/ Sadness’ Feding Overwhelmed/ Sudden mood

changes for no reason/ Tiredness Bloating/ Food cravings Breast Tenderness

Do these symptoms cause problems with your:

Work/ School/ Socid Activities/ Relaionships (family, friends, etc.)

Do these problems go away soon after your period starts:

Yesd No

If you' ve checked some of the boxes, discuss your answers with your doctor to

help determine if you have PMDD.
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Next to each of the listed symptomsisasmall box women can check. The text below the
chart reads:

Symptoms can vary from cycle to cycle. That’swhy it's recommended you keep a

daily record of both your mood and physica symptoms and how you're feding

for two or three periods to help discussions with your doctors.
The colloquid use of “you” and informd language is Smilar to that discussed inthe
earlier paragraphs. The statement heading the chart, “Think about how you fed before
your period .. . .” isclearly in acasud tone. Notably, retrospective charging mechanisms
have been robustly discredited by researchers of al politica stripe, as evidenced in
chapter three. When women are asked to reflect on their symptoms in past cycles, they
are likely to attribute negative symptoms to their premenstrua phase far more often than
when they keep current, daily ratings though the power of suggestion has been found to
be high in both instances. This chart, however, asks women to casudly think back over
their past cycles and undergo aform of sdf-diagnosis that will aid their doctor in making
an officid diagnoss.

The chart exemplifies the unique nature of the psychiatric diagnogtic process.
Hypotheticaly, a patient suffering a physical disease could go into a physcian’s office
and eventually be diagnosed without ever speaking. Of coursg, it ismore likely that a
patient will enter aphysician’s office and complain of particular symptoms which will
guide the physician. Idedlly, the physician will then examine the patient, observe any
physicd lesions, and prescribe the appropriate remedy. It isimpossible for apsychiatric

diagnosisto be given with a slent patient. In fact, a psychiatric diagnossis made solely



on the basis of a patient’s narrative and a physician’ sinterpretation of that narrative. This
procedure resembles the confession described by Foucault as:

aritud of discourse in which the speaking subject is aso the subject of the

datement; it isaso aritud that unfolds within a power relationship, for one does

not confess without the presence (or virtua presence) of a partner who is not
smply the interlocuter but the authority who requires the confesson . . . (History

61).

The confesson is“aclinica codification of the inducement to speek” and the authority is
“the magter of truth” whose function is*a hermeneutic function” (65-7). A psychiatric
diagnosisis based on awoman's narrative, but this narrative is shaped and congtrained in
specific ways by the mechanisms through which it is acceptable. The chart featured in the
Lilly ads encourages women to articulate and document their experiencesin a particular
way that isintdligiblein current medica discourse. Though a doctor cannot make a
diagnosis without the cooperation of awoman, awoman cannot Smply speak her
experience in any way she chooses, nor can she diagnose hersdlf on the basis of her
experience. Ingtead, an expert must perform a hermeneutic function and channd her
experiencesinto avaid diagnogtic category.

Finaly, the chart represents a Sgnificant instance of therapeutic rhetoric.
Thergpeutic rhetoric turns the focus inward, inside of the individud, obviating sociad
criticiam. In the Sarafem ads, women are encouraged to recognize their own illness
through a meticulous sdlf- examination then seek out corrective treatments and
medications from authorized individuas. This sdf-surveillance puts the focus within the

individua and has no room for examining socid relations or interpersond interactions,
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except as affected by women'sinternd states. Women are told that true liberation lies
within. They are encouraged to exorcise their demons through ritualistic processes of
confession and medication. This process requires a heightened level of scrutiny of one's
emotions and physica state—the ad suggest that women keep track of their symptoms for
severd monthsin order to enhance their consultation with a physician.

In this chart, there is no clear digtinction between PMS and PMDD and compared
to the DAMI-IV symptoms, the symptoms presented here are far more broad and
ambiguous. They lack even the linguistic precison offered by the APA. If women mark
“some’ of the boxesthey are encouraged to seek medicd attention. The threshold for a
potential diagnosisis lowered, asin the DSM-1V women are required to have avery
gpecific set and amount of symptoms. The symptoms are so broad that anyone, mae or
female, could qualify. For instance, “tiredness’ and “feding overwhelmed” are
symptoms commonly experienced by both genders.

The next full page has no smiling woman, but instead includes a series of
questions and answers about Sarafem. The first question and answer reed:

Why Sarafem?

Sarafem isthefirst and only FDA-approved prescription treatment for both the

mood and physca symptoms of PMDD. Taken daily, many physicians bdieve

that Sarafem helps to correct the imbaance of serotonin that could contribute to

PMDD. And for many women, Sarafem can bring relief of their mood swings,

irritability, bloating . . . by their next monthly period.
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Initidly, the words “first and only” areitaicized for emphasis despite the fact that
Sarafem is not a nouveau trestment. The advertisement consistently portrays Sarafem asa
new scientific discovery ingtead of the repackaging of an existing medication.

This section further uses gppedls to scientific consensus to validate the trestment
strategy. Sarafem is agood choice because doctors “believe’ (they do not know) that
Sarafem corrects a serotonin imbaance. Not only is the etiology of PMDD unknown the
precise action of Sarafem is unknown—doctors Smply concur that it operatesin a
particular manner by reducing causes that “could” be related to PMDD. Thisuncertainty
isminimized by the scientific ethos predominant in these sections.

Findly, the gpplication of PMDD is again expanded from the APA’ s origina
DSMI-1V criteria. The ad tates that women could get relief from the symptoms “mood
swings, irritability, bloating . . .” Here, the use of dlipsesis suggestive—it implies thet
the ligt of symptomsisvirtualy endless, thus any manifestation of discomfort could be
condtitutive of PMDD and relieved by Sarafem. In other words, Sarafem isthe cure for
what ails or, as Breggin has described Prozac, a*jack-of-dl-trades drugs’ (152).

The second question asks, “What should you know about Sarafem?” and includes
asummary of the potential Sde effects and adverse reactions in paragraph form. Thisis
the information the FDA requires DTC advertissments to include, the small print found in
magazine ads and pamphlets. The paragraph warns women to stop taking Sarafem if they
develop hives, not to take Sarafem with other antidepressants; and lists the common side
effects, including tiredness, nervousness, upsat ssomach, dizziness and difficulty
concentrating. The common side effects listed are interesting as they are markedly smilar

to the symptoms of PMDD, for instance tiredness and nervousness. Further, the
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information States, “ Sarafem contains flouxetine hydrochloride, the same active
ingredient found in Prozac.” Here, buried in back of the pamphlet, isthe only indication
that Sarefem is identical to Prozac.

Thefind question on the page reads.

Is Sarafem right for you?

Tak to your doctor about the intengity of your symptoms, when they occur, and

how much they interfere with your life to determine if you suffer from PMDD and

if Sarafem can help.
Women are again encouraged to confess their distress to a physician who can decipher
this narrative and determine if PMDD is present. Thisinducement is worded to encourage
women to frame their experiencesin away that the existence of PMDD is presupposed—
they areto relate “the intengity of [their] symptoms’ aswell astheir timing and *“how
much they interfere’—these terms imply aleve of degree (intengty, how much, when),
not a question of existence. The existence of negative symptoms is presumed, the only
question is how severethey are.

The opposite page includes alist of questions for women to ask their physician,
including specific questions about Sarafem, for instance, “ Could Sarafem help relieve my
PMDD symptoms?’ In these questions, the existence of PMDD is again presupposed.
Further, these ads actively encourage patients to ask physicians for a brand name
medication, digplacing the traditiona authority of the medical enterprise.

The bottom of the page features the Sarafem logo and a picture of atiny pink and
lavender capsule. Aside from the red cursive Lilly trademark, the pill providesthe

brightest colors in the pamphlet. The women are dressed in subdued gray and are not
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shown in full color. The ink throughout is green and orange, with a particularly vivid
green for the cross marks. The most visudly prominent item in the pamphlet is the pill
shown on the find page of the pamphlet, a stark relief from the subdued and depressive
colors of the previous pages. The pill stands brightly as a potent symbol of relief from the
mundane drudgery that has proceeded it, just as Sarafem offers to replace a routine and
discontented existence with vibrant promise and angelic delight. Under the logo isthe
Sarafem motto, found in al Sarafem advertisements. “More like the woman you are.”
This phrase does not constitute a full sentence and is plagued by congderable ambiguity.
Theimplication is that women'sirritability, mood swings and lack of zest for lifeisthe
result of an invading presence, a disease outside of their control or responsibility.
Sarafem is the method of exorcism for these intruding demons and the result isareturn to
one snaiura date. Thisnaturd dateis an existence free from mood swings, irritability
and low energy. Women's presumed naturd stateis to be upbest, energetic, and dways
smiling just like the women depicted in the ad. Once again, behavior that fals outside of
norms of femininity is attributed to afaulty biology while positive behavior isSmply

who women are. Findly, this motto is dso an exemplar of thergpeutic rhetoric. Some
essentid female identity is posited, some naturd state where the feeble and errant body
no longer intrudes on the “real self.” Women are encouraged to seek liberation by
recovering or becoming their essentia sdves rather than negotiating these identities
through collective action of consciousness-raising practices. The very ideathet there is
some thing, some essence, that women “are’ is problematic from afeminist
perspective—this notion has been used too often to dismiss inequdity as ajudtified

response to the way women, men, and society ‘just are’
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Magazine Advertissments. A Casein Contradiction

The Sarafem magazine advertisements are very smilar to the pamphlet so | will
only briefly discuss them. These ads are found in popular women’s magazinesinduding
Cosmopolitan, Glamour and Redbook. The full page ads each feature a smiling woman
leaning into the page, looking out & the readers. The headings vary and include
“irritability” crossed out to read “ability” and “mood swing” crossed out to read “swing.”
Under the headings is the query, “Think it's PMS? Think again. It could be PMDD.” The
magazine ads then include an abbreviated verson of the text found in the pamphlet. The
ads include a number women can call to receive further information (the pamphlet), and
the back of the ad contains the smal print information required by the FDA. The ads a'so
include a detachable card that mirrors the checklist found in the pamphlet. Women are to
take thisin to their physcians after examining their own state of hedlth. Like the
pamphlet, the magazine ads include the Sarafem daisy logo and a picture of the vivid
pink and lavender pill.

The most notable difference between the magazine ads and the pamphlet is that
while the pamphlet is discrete, the magezine ads appear in a context of other
advertisements and articles about sex, fashion, and relationships. For instance, the April
2001 Cosmo includes a Sarafem ad only pages from the cover article “Meow! Why
Acting Like a Cat Will Get Peopleto Cometo You.” Asthetitle indicates, this article
encourages women to act “catty,” hard to please, flirtatious, demanding and stubborn, in
order to get their way in Stuations. This behaviord adviceisin direct contradiction to the
Sarafem image of a placid and content woman who regulates her hormona ly-influenced

serotonin levds to avoid conflict and unfeminine behavior. Thisad is dso sandwiched



between an ad for alotion that diminates circles under one's eyes and a treatment called
“Blast Away Fat” that “ starts incinerating your body fat” and *can destroy up to an
incredible 2 Ibs of enemy fat” so that women can say “give me that bikini!” The
accompanying picture depicts an emaciated woman smiling seductively next to a pile of
pills. The main ingredient in “Blast Away Fat” is apple pectin. The ad concludes, “Watch
with your own eyes as your ugly, overweight figure becomes so dim and sexy dl your
friendswill be jedlous”

The juxtaposition of these adsisironic. Just as Sarafem promises to change
women into new beings by ridding them of undesirable thoughts and behaviors, Blast
Away Fat promises rebirth by diminating “ugly, overweight figure[s].” Further, though
the Sarafem ads posit brain chemicals as the source of women's dienation, itisno
surprise that women fedl insecure and aienated given the messages they regularly receive
about their bodies from such magazines. In the May 2001 Cosmo, the Sarafem adisin
between a SimFast ad and an ad for another weight loss pill, Xenadrine, with ephedra as
the active ingredient. These examplesreved that women do not receive information
about Sarafem and PMDD in a vacuum—these messages are often viewed in a context
where women are regularly told that not only their minds but their bodies are diseased or
inferior and can be remedied through various disciplinary measures. WWomen are used to
hearing messages that encourage them to pursue remedid measures to correct for their
inferiorities. Though the Sarafem pamphlet stands done to an extent, many messages
about this trestment circulate among discourses that further emphasize the second-class
gtatus of women's minds and bodies. Though the PMDD discourses argue that women's

dienation is the result of biology, these other discourses reved that women' s diendtion is
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at leadt partidly the result of common media messages that encourage them to view
themselves as projects to be completed or failures to be corrected.

The Internet Ads. Psychiatric Evangdism

Those viewers familiar with the glossy pamphlet or the magazine ads will fed
right a home cruisng Lilly’s Sarafem internet Ste as many of the same smiling models
are featured. For the most part, the internet ad pardlels the pamphlet though there are
severd novel festures. Women can download two different “ serene screen savers’ and a
“soothing sounds player” that plays various sounds on one' s computer, including
breaking waves and chirping birds. The sounds, which are far from soothing, play while a
Sarafem daisy emanates e=rily from the screen in hypnotic fashion. Asde from these
guestionable paliatives, the most Sgnificant addition of the internet ad is the inclusion of
testimonies from women who have been helped, or are seeking help, through Sarafem.
These testimonies reved an inherent tengon in psychiatric discourse. Though biologica
reductionism is the dominant theory, these narratives insert religious discourse and
implicit metgphysica assumptionsinto this rhetorical arenathat are at odds with
dominant scientific ideology (Lesd, "Towards’).

Each of the tesimoniasis Stuated next to a smiling woman—the same woman
for each testimonid. This woman strides forward confidently, dressed in a suit and
carrying afile folder or astack of papers, presumably a busnesswoman. Again, sheis
attractive but now a sexudized modd. These narratives are highlighted as stories sent in
by women who have had success with Sarafem or who are looking for help, and thereisa
place on the website for women to submit their own stories. Thus, this section is set off

fromthe rest of the advertisement and this explains the use of the same woman for each
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testimonia—to use different women would imply that the Stories were the pictured
women's stories story, diluting the apped of “real” storiesfrom “red” women. One
narrative is entitled “Findly” and reeds.

My mother was the first to suggest that | might suffer from PMDD when she saw

the recent commercid for Sarafem. | was S0 glad to redlize that it wasn't me, and

could possibly be a physica problem that caused my mood swings and
depression. . . . To think that there may be some hope of preventing the mental
anxiety AND the physicd painisgreat news Thank you so much!

Initidly, this testimonid further heightens the illuson of adidogic and persona
encounter as opposed to the purchase of a corporate product—this woman is thanking
some unknown person, presumably Lilly. Further, the narrative implies that this woman
has not yet taken Sarafem—she is thankful for the thought that “there may be some hope”’
of dleviaing or preventing her symptoms. Sheis thankful not only for hope but for the
“[redlization] that it wasn't me, and could possibly be a physica problem” that causes her
undesirable thoughts and behaviors. This narrative reflects the ideology encapsulated in
the Sarafern motto “More like the woman you are.” In this narrétive, thereisa digtinct,
identifiable woman who is possessed or controlled by her physica sdif, yet the source of
this essentia identity isunclear. Thisis a therapeutic discourse—thiswomanis relieved
not by the eradication of her symptoms but by the promise that sheis not to blame, it is
some physical cause outside of her direct control. All she hasto do is submit to the
gppropriate medical regimen to correct this physical disorder—nothing further, no
gructurd change, is needed. This narrative mimics religious discourse—though

psychiatric theory posits that the mind and body are one, this woman' s true identity lies



somewhere beyond her materid being. Even when her physica composition is
undesirable, she Hlill retains a sense of sdlf that transcends this materidism and is not
reducible to her physica and chemicd make-up.
The next narrativeistitled “LIFE 1S GOOD” and reads:
| dways knew there was something wrong with theway | fdt. | wasadwayson
edge. | just thought it was part of being awoman except that | just lived with it.
Asl| got older the way | felt got worse, to the point | was finding mysdlf out of
control. | could seethat | was out of control and couldn’t do anything about it. |
saw the Sarafem commercid on TV. | went to my doctor and asked him about
Sarafem. Since | received my prescription, | fed like anew person. | didn't
redize just how bad | fdt. Women listen up, it isn't inyour head, it'sred it's
vadid ad the good newsiis, thereisrdief. LIFE IS GOOD.
Again, theideology of essentid identity is present. Thiswoman found hersdf out of
control—in fact she could observe hersdf and recognize her status as out of control but
was unable to act on her own self to regain this control. Since she has found Sarafem, she
isa*“new person’—neither grace nor faith is necessary, merdy SSRIs. In this account,
Sarafem advertisements are heralded as benevolent evangdlical efforts to being the “good
news’ to those in need. This woman has been saved and, as anew initiate, is now
prepared to share the gospel of Sarafem hersdlf. She cdls, “women listen up,” and tells
them that what they arefeding is“red” and not “dl in their head,” an ambiguous
statement considering the theory of PMDD places the cause of these fedings and
behaviors squardly in the head. Others, too, can find sdvation as this woman has and

redlize that “LIFE 1S GOOD.”
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The other testimonids are markedly smilar to these two. In “Why me?’” awoman
states, “1 redlize now that | understand what redly is going on with my body and mind.
The week or two before my mengtruad cycle was so intense that | could not stand to bein
my own skin.. . . From ligening to a Sarafem commercid on TV, | redized that thereis
help for this crippling illness” Ancther, in “Only being mysdlf one week out of the
month!” tells of her family problems and states, “My husband says that he wants his wife
back. . . . | desperately need something to help me with this” Another, in “Mongter,”
reports, “1 saw acommercid and | said to mysdlf that’s me! After seeing a doctor and
getting aprescription, | am garting to take the Sarafem today. | hope it can help me
beforeitistoo late.”

Initidly, these narratives mimic the sdvation stories of rdigious evangdism.
These women have literally been born again through the consumption of Sarafem—they
are new persons, washed clean of the mood swings and physical discomfort they
experienced in aprevious life. They have been restored to their essential selves and
exorcised the demons that took control of their identities and possessed their minds.
These women express symptoms such as troubled marriage relationships, difficulty
balancing childcare and career, generd discontent and frustration—every arena of a
woman'slife is affected and women become passive dupes a the will of their
undisciplined bodies. A sense of urgency is dso implied—one woman states that she
hopes Sarafem can help “beforeit istoo late” The immanent threat is not identified, but
again this discourse mirrors evangelica discourse where potentid initiates are
encouraged to accept the saving grace of God beforeit istoo late, i.e. before the second

coming. Thisevangdicd discourse shifts atention from Lilly' s advertisng tactics.
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Tdevison commercias for Sarafem are not crass marketing tools but a beneficent
medium for sharing the good news. These narratives consstently draw attention to their
gratefulness for the televison commercids.

Overdl, these narratives operate in amanner Smilar to that of the women
depicted in the pamphlet. The testimonies from “red” women heighten the dialogic
illuson provided by Lilly marketers. Viewers are not merely viewing carefully
constructed corporate advertisements, they are hearing the voices of actua women.
Fogtering identification is a critica dtrategy in these indances—readers are encouraged to
see themsdves as Smilar to the depicted women and mimic their actions of seeking out
medica assstance and specificaly asking for Sarafem. Thisdlows Lilly to distance
themsdlves from their advertisements and keep their role as a corporation in the
background.

Tdevison Commercids and the FDA Crackdown

Lilly aired severd televison commercids for Sarafem after receiving FDA
approval. These commercias no longer run and they are very difficult to access. Thus, |
will only briefly comment on asingle tdevison commercid in this section. Overdl, the
televison commercids employ very smilar didogue and text as the pamphlet, internet,
and magazine ads. One of the earliest ads festured awoman angrily trying to pull a cart
from arow of shopping carts. As she yanks in frustration, the text appears on the screen,
“Think it sPMS? Think again. It could be PMDD.” The commercia describes PMDD
and Sarafem in rhetoric smilar to that found in the pamphlet and other advertisements.
At the close of the commercia, the voice-over tells women how to find more information

and they are directed to a phone number that will eventualy provide them with the
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pamphlet andyzed above. At the end, another woman comes and easily extracts a cart
much to the chagrin of the angry woman. This commercid did not run for long asthe
FDA required Lilly to pull it from the air.

The reasons given by the FDA for this action are enlightening. The letter sent to
Lilly by Lisa Stockbridge, FDA regulatory reviewer, reads.

The graphics of the advertisement show a frustrated woman trying to pull her

shopping cart out of itsinterlocked lineup in front of a store. The concurrent audio

message sates, “Think it sPMS? It could be PMDD.” The imagery and audio

presentation of the advertisement never completely define or accurately illustrate

premenstrual dysphoric disorder (PMDD) and thereis no clear digtinction

between premengtrua syndrome (PMS) communicated.
Lilly pulled this commercid at the recommendation of the FDA, but the reasons cited by
Stockbridge apply equaly well to the magazine, internet, and pamphlet forms of the
advertisement. None clearly describe PMDD asiit is defined in the DSVI-IV, and none
clearly articulate any distinctions between PMS and PMDD. Although the Sarafem ads
deviate from the public APA position, psychiatrigts have little incentive to chdlenge this
digtortion. They benefit professondly and financidly as the ad encourages more patients
to seek out physicians, and Lilly isasignificant supporter of the APA. Infact,
pharmaceutical companies are the single largest funder of psychiatric research inthe U.S.
(Vdengtein 187).

Concluson
The Sarafem ads are exemplary of priestly discourse (Lesd, “Priestly”).

These advertisements mix scientific gppeds with colloquid language and didogic



images. This discourse dlows Lilly to encourage identifications between the (imagnary)
depicted consumers of their product and potentia patient-consumers while
smultaneoudy grounding their gppedsin an authoritative relm inaccessble to ‘normal’
women. This drategy alows Lilly to irresponsibly trandate scientific research into
popular discourses without specifying or evidencing these claims. Though many
advertisements employ suasory scientific appeds, DTC advertisements are backed by
medica authority and enjoy aunique brand of scientific ethos. Consumers cannot
purchase the advertised products without the direct gpproval of a physician, someone
widely considered to be an authoritative scientific practitioner.

Though the APA distinguishes between PMS and PMDD and has not yet
gpproved PMDD as an officid category, these qualifications are lost as corporations
manipulate scientific research for their commercid gppedls. The emphasis on colloquid
language and images of 'normd’ women are intended to create identifications with the
potentiad consumers so thet the commercid nature of the advertisement is masked and
ingtead consumers participate in a staged did ogue with one like themselves who has

experienced the benefits of scientific expertise. These strategies are problematic because

they eiminate accountability as a sandard of public discourse. On the Donahue episode,

Gold clamsthat PMDD and PM S are distinct and the category is not yet officid, yet the

Sarafem advertisements employ scientific authority for their clamsthat PMDD is merely
aform of PMSandisan officid diagnogtic entity. Though many advertisements make
irrespongble or even fase dams, in theingance of DTC ads this phenomenon is

particularly pernicious because of the scientific ethos permesting this discourse. For

ingtance, even if an advertisement for aparticular brand of hairgpray clamsthat scientists
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have proven its ability to make women look like modds, few are likely to be persuaded
by such crude yet common tactics. Y et, because Sarafem ads sdll prescription drugs
dispensad by licensed physicians, their scientific statusis more likely to be taken for
granted.

The DTC advertisements are aso an instance of therapeutic rhetoric. Women are
encouraged to view their discontent as aresult of their own biology and seek solutions
thet ater thar interna environments, the neurotransmittersin ther brains, rather than
look for dternatives to thair externa environments. Problems that are clearly socid in
nature, for example relaiona difficulties and dissatisfaction with work conditions, are
described as problemsindividua women have, not problems society has. Women are
encouraged to adapt themsdves to exigting socid arrangements rather than work to
chalenge these arrangements. Such therapeutic discourse naturaizes current socidl
arrangements and puts the onus on women to expe ther discontent through chemica
dteraion. This discourse promises no less than earthly bliss. By usng strategies common
to religious discourse, for instance confession and evangelical narratives, the
advertisements guarantee women an earthly paradise bought not through socid struggle

but serotonin reuptake inhibitors.
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CHAPTER 6

CONCLUSIONS

Though severa philosophers and rhetoricians have recently come to the defense
of science and castigated critics for threastening a successful and productive practice
(Cherwitz and Hikins, Goldman), the primary problem with scienceisthat it carriesan
enormous discurgve authority while a the same time defying precise definition. In the
public sphere, ‘science’ operates as arhetoricd ‘gold term’ that derives its authority from
asphere inaccessible to the genera public. When the results of activity carried out in this
sphere are articulated in the public sphere, they are often portrayed as certain, definitive
and proven and descriptions of what actualy congtitutes scientific research are often
absent. As scientific rhetoric rises in power, expansion of what congtitutes science
proceeds gpace and science can be called in as an authority inincreasing areas of human
activity.

Though ‘science’ is an amorphous and dippery notion, scientific rhetoric has been
employed to support and justify gender inequdity consistently throughout history. As
Susan Bordo notes, the “discipline and normaization of the female body” is perhapsthe
only manifestation of gender oppresson that is ardative constant throughout historical
and cultura variations and is*an amazingly flexible and durable strategy of socid
control” (166). Though this discipline and normdization takes different formsin different
epochs, it is condstently congtructed as something gpart from the true sdlf, “and as

undermining the best efforts of that saf” (5). Current psychiatric discourse posits that
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norma femae ovarian function results in unexplained interactions between female
hormones and neurotransmitters, resulting in severe disruptions of women's normal
identities.

In Chapter Two, | examined historical manifestations of this strategy and explored
how gender operates within a system of binary oppositions where women are associated
with their bodies, nature, irrationaity and madness while men occupy the side of mind,
civilization, and reason. Science has often been employed as an authority judtifying these
asociations. For Kdler and Fausto Sterling, scienceis not only gendered because it
disproportionately congtructs women as inferior humans, scienceisintrinsgcaly gendered
because its own methodologies and practices are imbued with masculine traits and nature
is seen as afeminine frontier to be conquered or seduced into revealing her secrets.
Because mendruation is avisble marker of women's difference and isaso asign of
reproductive capacity, it is frequently a Ste for manifestations of the associations
between women and nature’ swild, untamed, and henceirrationd, frontier. Premenstrua
syndrome is an extenson of this femae malady--like hyderia, it isloosay defined and is
employed to explain women's behaviors thet fail to conform to existing current notions
of femininity. Popular discourses indicate that the PM S congtruct is directly associated
with norms of feminine behavior. Ddton’s sdf-help manud, published as recently as
1999, articulates PM S as a broad diagnosis with symptoms ranging from marita discord
to cooking disasters. The ‘norma woman’ portrayed in these discoursesis submissive to
her hushand and family and operates primarily in the domestic realm, caring for children

and keeping up the home.
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Chapter Three examined the emergence of premenstrua dysphoric disorder and
showed how PMDD is adirect descendent of PM S and the current generation’sfemae
maady. This chapter aso illustrated how whét is given the name ‘ science’ is often
dependent on palitica and rhetorica means. The scientific research on PMDD is unsound
and the APA’s decision to put PMDD in the DSV was so controversid their own
committee was unable to reach a consensus. Further, antidepressants have been
prescribed for premenstrual discomfort for over a decade. Thisresearch isimportant in
contextudizing later claims about the ‘new’ status of antidepressant trestments for
PMDD. Thefind section of this chapter reviewed petitions sent to the APA protesting
the incluson of PMDD in the DSVI. These petitions illudtrate thet though many women
report feding some leve of premengtrua discomfort, they are concerned about the socia
implications of the classfication. Though science is ostengibly aneutra activity untainted
by human communication and socid organization, these narrdives reved the very red
influence scientific claims have in the realm of the socid.

Chapter Four turned to the public sphere to examine how the psychiatric
controversy was articulated on a popular talk show. Though the opponents of the
diagnosis presented challenges to the scientific veracity of the supporting research, media
framing strategies presented these chalenges as politicaly motivated and projected a
view of science as an objective and neutral basis for the formulation of public policy.
Though tdlevison is a unsuitable medium for athorough discussion of scientific data,
talk shows can function as a Site with democratic potential. On this show, despite the
framing strategies employed by the host, women challenged scientific authority with the

evidence of their own experiencesin feminine voices. Though this resstance haslittle
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impact in the spheres where decisons are actually made, it does highlight that not all
women place their faith in the dictates of science.

Chapter Five continued to examine the portraya of PMDD in the public sohere by
andyzing Lilly advertisements for Sarafem. These advertisements significantly distort the
psychiatric position and they represent PMDD as avalid diagnoss Smilar or equivaent
to PMS. The controversia status of the disorder is completely ignored. Further, these ads
portray Sarafem as a scientific advance though the active ingredient has been available
and used to treat premenstrual complaints for sometime. In the Sarafem ads, the
corporate authors distance themsalves by projecting the illusion of a didogic encounter, a
drategy which alows them to retain a scientific ethos while encouraging identifications.

Though this analysis has pointed to the contradictory and even unethica nature of
the pro-PMDD discourses, there are very understandabl e reasons why they are as
effective asthey are. The narratives of women examined in the petitions and on the
Donahue episode indicate that many if not most women experience some levels of
premenstrud discomfort including emotiond difficulties. Though there are many socid
discourses about menstruation, these discourses are typicaly confined to medical and
hygienic terminologies. For instance, tampon advertisements are publicly displayed, but
they encourage women to celebrate the latest advances in tampon technology that will
alow mengtruation to remain a secret, hidden, and private event. Maxi pad ads inform
women that they can remain clean with ever new deodorized inserts. Thus, there are few
socid discourses about mengtruation that encourage women to share their experiences of
mendruation asit relaesto their identities, emotions, and thoughts outside of amedica

or hygienic paradigm. The PMDD discourses are consstent with this paradigm. Women



are again encouraged to view their natura bodily functions as abnormd, problematic, and
interfering with their normd lives and norma sdves. In short, women have been
conditioned to view these experiencesin negative ways long before the advent of
serotonin and psychiatric dominance.

These discourses are further persuasive because they operate in a context where
‘quick fix' solutions are the norma way to ded with problems of al varieties. Dana Cloud
notes that modern capitaist society thrives on "the ability to sall usidentities like pairs of
shoes . . . We enact rituals of self-definition and transformation to locate oursavesin an
increasingly complex world" (165). Sarafem and other anti- depressants are not popular
because they are as successful asthe glossy brochures and flashy tdevison commercias
claim or because they fulfill the promises of ethered bliss and peace on earth. They are
popular because they offer a discourse in which people can Situate themselves and fedl
secure about who they are. Thisis somewhat paradoxical, because it requires ‘admitting'
that oneisnot norma and isin fact diseased. Y, this admisson paves the way for
rehabilitation through the smple ritud of ingesting a pill. These psychiatric discourses
promise that insecurity over identity in an increasingly complex and fragmented world is
unnecessary. Individuas 'have identities that can be restored to them through medical
technologies. Elaine Scarry writes:

Tdevison isour nationd theetre; and the periodic commercid interruptions are

like rhythmic recitations of the pledge of alegiance, affirming (in their succinct,

thiry-second drameas of transformation) a politica ideology whose centrd

provision isthe power of alteration. Give me your tired and your poor; Nothing

need stay asit is; None of us need be what we are (16-7).
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These discourses are part and parcd of apolitica ideology because they are premised on
the notion that individuas are exempt from the consequences of both individud and
collective decisons. If it istrue that the current social--including economic and politica--
organization has endemic problems, and if it istrue that individuas are not isolated from
socid influences, then it is to be expected that many members of our society will be
discontent. Y et, psychiatric discourses promise individuas complete freedom from the
taint of society by offering them the key not to eternd life but accessto their true, pure,
and abdtract selves. The atistics on mentd disorders are daunting and they testify to the
pervasive gppeds these promises of indant dteration hold. The lifetime prevaence of
menta disorders in America has been estimated a 50%, meaning that at least haf of al
Americanswill be diagnosed with amentd disorder a sometimein their lives (McGuire
and Troig ix).

If it istrue that people are drawn to psychotropic drugs not solely or even
primarily for their actud effects but for the identities they offer, this explains why women
purchase Sarafem though identical antidepressants are available at reduced cost. People
do not merely purchase a chemicd, they aso buy into the discourse surrounding the
particular chemical. Just as people regularly spend unnecessary money on brand name
jeansthat are practicaly identicd to less-costly generic versons, people purchase brand-
name antidepressants for the specific identities they offer. Women do not understand
their experiences as typicd depression, they understand them as closely related to their
reproductive organs and their mengtrud cycles. Sarafemn alows women to Stuate
themsdlves as a unique type of psychiatric patient, afflicted by a specid type of problem

particular to their bodies. Once prescription drugs are advertised in much the same way
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as jeans and hair spray, the logic of brand names becomes equally applicable to each of
the products. Women are not 'dupes for buying Sarafem any more than consumersin
generd are quilty of idiocy for condructing ther identities in the most reedily avalladle
way, through the purchase and display of brand name products that offer not so much a
superior product as congtellations of discourses promising to restore the individud to
their complete and whole 'sdlf’

Thomas Szasz has e oquently explored the dangers of critiquing a specific
psychiatric diagnoss or trestment. Such a focus risks legitimizing the greater psychiatric
enterprise by portraying the item under discussion as an aberration from the norm of
psychiatric science. Though the specific focus has been on PMDD, this project can dso
be read as a broader critique of modern biologicd psychiatry. PMDD is aunique
disorder--it gpplies only to women and has been especidly controversa--but it dso
shares much in common with the rest of psychiatry. Though not dl disorders are gender-
specific, women are disproportionately diagnosed with psychiatric illness and treated
with pharmacologic agents. Further, al psychiatric disorders are congtructed on the bas's
of negotiation and consensus--there are no proven, observable causes for psychiatric
disorders asthere are for most physical disorders. Findly, just asthe PMDD discourses
posit that women are materia beings controlled by their hormones and brain chemidry,
psychiatric theory generdly participates in an extreme degree of biologica determinism.

These biologica theories condtitute a unique and especidly pernicious incarnation
of therapeutic discourse. The causes of both individud maaise and socid disarray are
sad to be both internd to the individua and beyond the control of the individud. This

thergpeutic rhetoric indicates that psychiatry is an expangon of scientific jurisidiction



into such areas as philosophy, religion, and sociology. If human behavior is controlled by
the biology of the brain, there isliterdly no aspect of human activity that science,
specificdly psychiatry, is not qudified to adjudicate.

Despite the indtitutiona power of psychiatric discourse, such rhetoric isinternaly
contradictory and provides the grounds for its own refutation. Recall Judith Gold's
description of mengtruation’ simpact on female psychology: “This biologica control
supersedes any sdlf-mastery awoman may develop, and to some degree sheis dways
susceptible to its vagaries’ (Psychiatric Implications xiii). Asisevident in Gold's
Donahue address, part of the reason that biology is so powerful isthat in current
psychiatric theory, dl aspects of humanity can be explained in the language of biology.
Nancy Andreason, one of the two APA members who ultimately made the find decision
about PMDD and the DSV, writes in her recent book, “The brain forms the essence of
what defines us as human beings. To undergtand its structure is to understand oursaves’
(41). Implied isthet if we are only literate enough in the language of neuropsychiatry, we
will understand our actions, our motivations, our emaotions, in short our “essence’ and
thus be able to “exert control over our destiny” (89).

In this framework, there s little room for human agency or valition--humans are
the products of chemica interactions outside of their control. Further, there is no room
for persuasion or rhetoric--the very idea of persuasion entails abdief in the ability of an
audience to make choices. Y et, the psychiatric enterprise is dependent on persuasion and
human vadlition. Because psychiatric diagnosis requires a unique degree of patient
involvement and communication, there is a presumption that individuas are not entirely

controlled by their biological compositions despite the mandates of popular theory. If
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women are stricken to such a degree by the vagaries of the mengtrua cycle, what aspect
of ‘woman’ remainsto step outside of theill vessel and cataogue its woes? The idea that
achemica can make one more like ‘the woman sheis impliesthat what it meansto be a
woman can be defined in terms of chemical interactions. If thisis accurate, how are
women to be expected to rise above the cal of their hormones and participate in such
activities as sdf-charting and seeking out trestment?

When the brain is posited as the source of human “essence,” the brain losesits
explanatory power just as biology losesits potentid to shed light on eventswheniit is
cdled in as an explanation for behaviors as various and sundry as husband begating and
hair pulling. As scientific jurisdiction expands, the specificity of scientific terminology is
diluted. In the case of modern psychiatry, the brain becomes just as mysterious and
question-begging a congtruct as the previous concepts of mind and soul. Attributing
humean activity to the ‘brain’ is no less mystifying than attributing humean activity to
‘God or ‘Nature.” As Szasz notes, “If . . . everything that happens to or is done by human
beingsisbiological, then saying 0 isameaningless truism” (Pharmacracy 104). Though
stiertific expanson is threatening because its misson is to replace religious and
philosophica explanations of human activity, it dso opens up new grounds for resistance.
As stience tries to explain more and more things in the language of biology, this
language becomes so murky and opaque thet it contradicts the Stated tenets of scientific
objectivity, precigon, and empiricism.

Just as each new verson of hysterialogt its theoretica appea when it was
delinked from the feminine condition, PMDD can eventudly be recognized as a selective

and biasad disease congtruct. Behaviors that deviate from the norms of true womanhood
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are conddered pathologica when exhibited by women but norma and naturd when

displayed by men. Though PMDD might become an entity as archaic as the wandering
womb, the historical consistency in the associations between women, their bodies, and
pathology suggests that broader chalenges to the science-gender system are needed to

fully sever these harmful links.
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APPENDIX: DSV-IV-R RESEARCH CRITERIA FOR PMDD

Research criteriafor premengtrua dysphoric disorder

A. In most menstrud cycles during the past yeer, five (or more) of the following
symptoms were present for mogt of the time during the last week of the luted phase,
began to remit within afew days after the onsat of the follicular phase, and were absent in
the week postmenses, with at least one of the symptoms being ether (1), (2), (3), or (4):

(2) markedly depressed mood, fedlings of hopel essness, or sdlf-deprecating thoughts
(2) marked anxiety, tenson, feelings of being “keyed up,” or “on edge’

(3) marked affective lahility (e.g., feding suddenly sad or tearful or increased sengtivity
to rgjection)

(4) persstent and marked anger or irritability or increased interpersonal conflicts

(5) decreased interest in usud activities (e.g., work, school, friends, hobbies)

(6) subjective sense of difficulty in concentrating

(7) lethargy, easy fatigability, or marked lack of energy

(8) marked change in appetite, overesting, or specific food cravings

(9) hypersomnia or insomnia

(10) a subjective sense of being overwhelmed or out of control

(11) other physical symptoms, such as breast tenderness or swelling, headaches, joint or
muscle pain, a sensation of “bloating,” weight gain

Note: In menstruating females, the luteal phase corresponds to the period between
ovulaion and the onset of menses, and the follicular phase begins with menses. In
nonmengruating femaes (e.g., those who have had a hysterectomy), the timing of lutedl
and fallicdar phases may require measurement of circulating reproductive hormones.

B. The disturbance markedly interferes with work or school or with usua socid activities
and relationships with others (avoidance of socid activities, decreased productivity and
efficiency at work or school).

C. Thedigturbance is not merely an exacerbation of the symptoms of another disorder,
such as Mg or Depressive Disorder, Panic Disorder, Dysthymic Disorder, or a Persondity
Disorder (athough it may be superimposed on any of these disorders).

D. CriteriaA, B, and C must be confirmed by prospective daily ratings during at least
two consecutive symptométic cycles. (The diagnosis may be made provisondly prior to
this confirmetion).
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