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Late Luteal Phase Dysphoric Disorder: Do We 
Need Another Psychiatric Category? 
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ABSTRACT 

The prevalence rate of the proposed diagnostic category of DSM-111-R "Late 
Luteal Phase Dysphoric Disorder" (LLPDD) was assessed in a survey in 2272 
Egyptian females in Suez Canal Area. 69.6% of the surveyed females reported 
sj.mptoms and patterns that qualify them to have "Premenstrual Tension Syn- 
drome" (PMS). However, 703 of those who have the disorder reported that they 
need treatment for their symptoms. This represents 30.9% of the sample surv- 
eyed. These high prevalence rates, the biological necessity of cyclic changes, the 
predominance of pains and physical symptoms, together with the highest need 
for treatment in married and infertile females suggest that inclusion of the 
LLPDD in DSM-IV might not be an ideal choice. 

INTRODUCTION 

Many females report on a variety of 
physical and psychological changes as- 
sociated with specific phases of the men- 
strual cycle. For most of these females, 
these changes which have been known 
for many years as Premenstrual Syn- 
drome (PMS), are not severe and have 
no effect on social or occupational func-* 
timing. World-wide prevalence rate of 
the frequency of PMS ranged from over 
40% in healthy females to less than 20% 
in selected samples and recently between 
2 and 8% (Kessel and Coppen, 1963; 
.Clare, 1977; Clare, 1985). In Egypt, 
Amin et al. (1989) suggested a preva- 
lence rate of 8.1% up to 47.2% accord- 
ing to severity. Currently, DSM-111-R 
(f~mercian Psychiatric Association, 
1987) is attempting to categorize this 
syndrome and proposed diagnostic crite- 
ria for PMS, defined as "Late Luteal 
Phase Dysphoric Disorder (LLPDD), at- 
tempt to circumvent many of the method- 
oll3gical difficulties encounter in investi- 
gating this disorder. LLPDD is classified 
as a proposed category needing further 
study to be included in psychiatric classi- 
fication of future DSM-IV. 

Throughout the proposed category 
DlSM-111-R indicates that mild psycho- 
logical symptoms during the latter part of 

the luteal phase are common. However, 
it points out that the prevalence rate of 
the LLPDD isiunknown. 

The DSM-111-R criteria define the 
syndrome as a cluster of signs and 
symptoms (five of ten listed with at least 
one affective symptom) occurring in the 
premenstrual week and lasting until a 
few days after the onset of menses dur- 
ing most menstrual cycles. 

As diagnosis constitutes the first step 
in the treatment process, proposed treat- 
ment for PMS is far less clear, and there 
are evidences of a high placebo response 
rate (Smith, 1975) and that higher rates 
of symptoms which are found were re- 
lated to suggestion and expectation 
(Clare, 1983). LLPDD may provide a 
model for understanding how reproduc- 
tivity related hormonal changes over the 
life cycle of women affect psychosocial 
and somatic functioning. 

Therefore, it is important to assess the 
need for treatment in women having 
these cyclic changes for two main rea- 
sons. The first is that no single therapeu- 
tic recommendation for treatment can be 
made and treating target symptoms is 
more likely to be helpful (Gillin and Pas- 
nau, 1989). The second reason is that 
the seeking of treatment may be predom- 



2( 16 M .  Ilassih EL-Defrawi and Otlters 

insntely associated with some demo- 
graphic characteristics such as being mar- 
ried or a house-wife (Schnurr, 1988). 

The present study was designed to as- 
sess the prevalence rate of LLPDD in an 
epidemiological survey in a non-selected 
random sample of Egj~l ian femalcs resid- 
ing in the Suez Canal area using most of 
the DSM-111-R criteria and to investigate 
the need for treatment in those who have 
these periodical recurring changes. 

WIATERIAL AND METHOD 

\.cr one year (1988), 2500 females 
mged from 15 to 40 years anti over) 
cside in Al-Arbaen district in Sucz 

.. I Suez Governorate and a similar so- 
%. - ~ ~ ~ ~ o m i c a l l y  rclatcd district in Is- 
rrra~lia city in Ismailia Governoratc wcre 
s ~rveyed and interviewed by traincd l'c- 
:',ale medical personnel at their homes. 
Thc DSM-111-R proposed criteria wcrc 
f~xmulated in thc form of questions. 

We were unable to usc or apply critzri- 
cn E of prospective self-rating during at 
11:ast two symptomatic cycles. Briefly, the 
f : m  criteria used included criterion A re- 
I ared to recurrence of at least 5 of the psy- 
c hological and physical symptoms listed 
i n  criterion B with most menstrual cycles 
during the past year, which "occurred 
(luring the last week of thc luteal phase 
and remitted within a few days after onset 
of the follicular phase". Criterion C re- 
llects the severity of the disturbance that 
intcifcres with work or with usual social 
;tctiv~ties or relationships with others. 
'-Iowever, there is no mention of the sub- 
. ective evaluation of the females suffering 
?om these biological changes about their 
~ e e d  for treatment. Criterion D is an ex- 
clusion criterion, that is, it excludes other 
psychiatric problems. 

The interview was structured to start 
with an initial short statement about the 
nature of the questions each female was 
going to answer and the purpose of the 
study. Identification data were recorded 
including age, parity, occupation and any 
previous psychiatric treatment. The ques- 

tions werc askcd from a list of psycho- 
logical and physical symptoms. Answers 
wcre either positive or negative for each 
symptom. If the answer was positive 
(yes), the subjcct was asked to define the 
relalionship oi her symptoms to the men- 
strual cycle. If the answcr rclated 
symptoms to thc last wcck or so bcfore 
menstruation, recurring almost every cy- 
cle (or at least the last two), subject was 
considered to bc positive for the presence 
of Late Luteal Phase Dysphoric Disorder 
(LLPDD). 

Symptomatic criteria were grouped 
into either physical pains, brcast swell- 
ing, weight gain, limb, muscle and joint 
pains, headache, gastrointestinal, skin, 
visual or general wcakncss and clumsi- 
ncgs and pwchological stalus bcfore and 
during :ncncs. 

ACtcr each fc~nalc nnsu~xs thcseques- 
itons she was asked whether she thinks 
(in hcr opinion) that thcsl: symptoms are 
scvcre enough to scck trcatmcnt or not 
(i.c. actually, i f  it affccts and interferes 
wrrh her rownc daily life). 

RESULTS 

Of the 2500 fcmales surveyed and in- 
terviewed, 2272 (90.9%) gave consent 
and agreed to be interviewed and reply to 
the quest~onnaire. 228 (9.1 % ) females 
refused to be interviewed or to give any 
valld responses for data analysis. Of 
those 2272 fcmales, 1581 (69.6%) re- 
vealed that they sufrer cyclic recurrence 
of symptoms that qualit'y them to have 
LLPDD. Almost all fcmales interriewed 
werc house-wivcs. 

Table ( I )  shows the age distribution of 
the sample survcycd and females with 
LLPDD. Table (2) shows the number and 
percentage of fcmalcs surveyed distribut- 
ed according to marital and parity status 
with the relationship of LLPDD and their 
need for treatment. Table (3) shows the 
distribution of psychological and physical 
symptoms accorcimg to the marital status 
and parity. 
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T A I ~ l . I C  I 

The Dislribution of'LLPDD According to lhe Age 

A S  Number Nurnbcr with 

(years> Surveyed LLPPDD % 

15 - 19 362 212 58.6 5% 

20 - 24 295 lcY9 67.5 % 

25 - 29 532 358 67.3 % 

30 - 34 413 318 77.0 % 

35 - 39 3(W 279 90.3 % 

> 40 361 215 59.6 70 

Total 2272 1581 69.6 % 

Number and Percentage o Femalrs Survcyeci N=2272 Distributed According 
to Marital and Ff arity Siatus with the b e1cllion.s 1 lip ofLLPDD 

and Their Need for 7i-ral~m~nt 

LLP DD 

Manied with 

Children =I 501 

Yes Need for ~reatrnent- 1 (41.2 %) 

No Need for Treatment 
- - 

:' x2= 146, df=2, P<0.001 
:+* x2= 119, df=2, P<0.001 

Total 

=2272 

nsi
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TABLE I11 

The Distribution o Symptoms of Females with LLPDD According to 
Marial 6 tatus and Parity and Need for Treatment 

Married with Children 

N = 1012 
- - -  - 

LLPDD Need Treatmenl 

-- - 
Psycl~ologi~ :I 721 69.2 193 18.5 

Breast 497 47.7 28 2.7 

Lowcr Limb 317 30.4 61 5.9 

Weight 165 15.8 34 3.3 

Pains 853 81.9 269 25.8 

Visuai 243 23.3 78 7.5 

GIT 406 39.0 161 15.7 

Skin 444 42.6 30 2.9 

Cl~mr~iness 92 8.8 12 1.2 

Married & Infertile 

N = 279 

LLPDD Nccd Treatment 

N % N % 

Unmarried 

N = 260 

LLPDD Need Treatmenl 

N % N % 
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DISCUSSION 

The study of LLPDD (PMS) involves 
understanding the complex interplay of 
~~sychological, biological and environ- 
mental factors and processes. Our data 
were collected from a large sample of 
Egyptian females from suburban commu- 
nity and could be considered representa- 
.ive of different socioeconomic strata re- 
siding the Suez Canal arca. 

We have included only one rating of a 
single interview and it is possiblc that if' 
we have used the daily self-rating less fe- 
males would have reported on thcir 
symptoms. However, we were not ahlc 
to use the two weeks self-rating and wc 
think that this criterion (E) is an impracti- 
cal one but can be only used for rcsearch 
purposes rather than clinical services. 
Schnurr (1988) has underscored the need 
to use prospective diagnostic critcria In 
research on premenstrual score. Our high 
prevalence rate (69.6%) could be due to 
the problem of attribution, where many 
women will remembcr those occasions 
when poor performance coincidcd with 
the imminent arrival of their periocls and 
will forget those occasions when i t  coin- 
cided with ovulation, the actual onset of 
the menses or their cessation. Clare 
(1985) pointed out the methodological 
problems concerned with correlation be- 
tween the premenstrual or menstrual 
phases of the cycle and the physical and 
psychological changes. The 30.9% of thc 
sample who reported the need for trcat- 
ment is not far from other studies in 
which 24% had consistently sevcre prc- 
menstrual syndrome (Schnurr, 1988) or 
those who seek treatment at gynecological 
clinics (Keye et al. 1986). 

Furthcr, our data came with close 
agreement with those of prevalence rate 
of similar studies (Sharma, 1982). At 
least 20% and as many as 80% of women 
reported mild to minimal mood or somatic 
premenstrual changes (Davis, 1985). 
Also, the subgroup of married fcmalcs 
with children who admitted having 
LLPDD and their need for treatment 

(41.2%) is closely related to the preva- 
lence rate of a similar study done by 
Amin et al. (1989) of moderate and se- 
vere prcmensuual syndrome (47.2%). In 
that study, reports of pains and aches 
(74.2%) which were the most frequent 
clinical manifestation are, also, not far 
from our sample where 81.9% of married 
females with children have physical 
pains. That many of the females in our 
study were house-wives and of less edu- 
cation could be responsible for the high 
prcvalencc rate of LLPDD. House-wives 
and women with less education report 
more prcmensuual symptoms than those 
who arc cmploycd and/or better educated 
(Fricdman and Jaffc, 1985). 

It has been our clinical observation that 
many of those female with LLPDD were 
talking and describing their symptoms as 
it was part of their normal life. Clare 
(1985) discussing this phenomenon, 
commented that the great majority of 
women appear to negotiate the premen- 
strual phase of their menstrual cycles with 
little or no impairment or difficulty. 

The ubiquity of premenstrully per- 
ceived changes as revealed by the high 
prevalence rate and as pan of the biologi- 
cal feminine-like and role and as distinct 
from "symptoms", "illness" or "disorder" 
might raise the possibility that with more 
attention and inquiry by the inclusion of 
thc LLPDD into the psychiatric classifica- 
tion it may lead to increase in the " noso- 
logical seeking behaviour" of psychia- 
trists. Thus, by creating a LLPDD criteria 
we might be categorizing an essentialy bi- 
ological normal phenomenon and extend- 
ing ourselves beyond the scope of our 
field of practice. Moreover, it appears that 
many of those fen~ales complained of var- 
ious physical disordcrs and their somatic 
manifestations excecded the psychologi- 
cal symptoms. For example, pains rank 
thc iirst highest physical complaint in the 
group of married fcmales with children 
and psychological symptoms come sec- 
ond in the same group. The predomi- 
nance of physical symtoms in this group 
and in our culkm may indicate that fe- 
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males are searching for a more socially 
acceptable medical explanation for their 
PMS. This is in contrast to the predomi- 
nance of psychological symptoms in PMS 
in other cultures (Halbreich and Endicott, 
1985). 

On the other hand, less females 
(married with children) asked for treat- 
ment for psychological symptoms 
(18.5%), than those for pains (25.8%) 
and gastrointestinal symptoms (15.7%). 
In addition, in the unmarried group, psy- 
chological symptoms rank the third 
(39.2%) in those with LLPDD after breast 
discomfort (63.1%) and skin manifesta- 
!ions (41.9%). Again, only 12.7% of 
those unmarrid femalcs complained of 
psychological symptoms in comparison to 
the higher rate of complaints of gastroin- 
testinal (15.8%) and skin (16.2%) symp- 
tomi. These figures should direct our at- 
tention to the question of why should we 
include in a psychiatric nosological sys- 
tem a disorder that sometimes predomi- 
nantely recurs with physical symptoms. It 
could belong to the gynecological field of 
practice. Perhaps the accompanied psy- 
chological manifestations are a mere bio- 
logical reaction to the physical and somat- 
ic changes. Strong opposition about the 
inclusion of LLPDD in DSM-111-R focus- 
es on stigmatizing a normal biological 
process and on whether LLPDD is a gy- 
necological or mental disorder 
(Blumenthal and Nadelson, 1988). 

It is of great interest that a number of 
nonpsychopharmacological medications 
are of benefit in treament of PMS and that 
antideperessants somctimes fail to trcat 
cyclic changes (Watts et al. 1987; Harri- 
son et al. 1985). 

Complaint of illness (or LLPDD) might 
depend more on the basic personality and 
the circumstances in which the female ex- 
periences the cyclical changes than on the 
underlying mechanism (Sanders et al. 
1983). Thus our married infertile fcmaics 
who exhibitid the highest incidence of 
LLPDD (95.5%) might be at a high risk 
because of their biological and psycholog- 
ical vulnerability. 

Lastly, future research in the area of 
LLPDD should be gcarcd towards inves- 
tigating the effcct of the psychological 
status on the symptom profile rather than 
just creating a new diagnostic category. 
This may expand our knowledge of these 
areas as well as provide us with a win- 
dow into the complex mechanisms un- 
dcrlying the interactions of psychosocial, 
behavioural and neurobiological process- 
es. 
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ABSTRAIT 

"Late Luteal Phase Dysphoric Disorder" : 
Est-ce-qu'on a Besoin d'une Autre 

Categorie Psychiatriy ue 

Le taux de prevalence de la catCgoric diagnostiquantc proposke par le DSM-111-R 
"Late Luteal Phase Dysphoric Disorder (LLPDD)", a kt6 6valuC par un examen attentif 
de 2272 femmes tgyplienncs dans la region dc Canal du S u c ~  60,6 % des fernrnes ex- 
aminCes ont rapport6es des syrnptames et des modhlcs qui Ics qualifient d'avoir le 
"Premenstrual Tension Syndrome (PMS)". Cepandant, 703 fcmmcs de cclles qui avai- 
ent le dtsordre ont rapport& qu'elles ont besoin dc traitemcnt pour lcur syrnptihes, ce 
qui reprCsente 30,9 % du I'&hantillion 6tudiC. Ces taux de prkvalance ClevCs, la nkes- 
site biologique des khanges cycliques, la pr6dominance de la p ine  et des sympt6rnes 
physique, ensembles avec le vrai besoin du traitement chez lcs fernmes mariks et infer- 
tiles, demon trent que I'inclusion de la cattgorie "(LLPDD)" en DSM-IV ne serai propo- 
sent pas le choix ideal. 
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