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Abstract

This paper will examine the construction, regulation, and experience of the fecund female body, the performance of gender in relation to this body, and the positioning of transgression from ideals of hegemonic femininity as embodied pathology, which acts to maintain fears of the monstrous feminine within. Drawing on interdisciplinary theory and interviews conducted with women in the UK and in Australia, hegemonic truths that define premenstrual distress as embodied pathology, as Premenstrual Syndrome (PMS) are examined, to illustrate how women are regulated through a process of subjectification. Three inter-connected ‘truths’ are presented as objects of scrutiny: PMS is a thing that can be objectively defined and measured; PMS is a pathology to be eradicated; PMS is a static entity. It is argued that these truths are central to  women’s self policing premenstrually.

Michel Foucault described self-policing as the modern replacement for external, authoritarian, methods of surveillance and social regulation. Today, discipline is instilled within, and punishment, if we waver from the norm, self-induced. It is argued that the positioning of distress or anger premenstrually as pathology, and women’s self-positioning as a ‘PMS sufferer’, is connected to the self-policing practices of self-silencing, self-surveillance, over-responsibility, self-blame, and self-sacrifice. This is closely associated with hegemonic constructions of idealized femininity: the positioning of women as emotional nurturers of others, necessitating self-renunciation; the juxtaposition of the ‘good’ and ‘bad’ woman; and the positioning of woman as closer to nature, with subjectivity tied to the body. Premenstrually, a rupture in self-silencing occurs, yet this is followed by increased self-surveillance, leading to guilt, shame, and blaming of the body. Identifying self-policing practices allows women to develop more empowering strategies for reducing or preventing premenstrual distress, developing an ethic of care for the self, and no longer blaming the body for premenstrual anger or depression.

Introduction
Throughout history, and across cultures, the reproductive body of woman has provoked fascination and fear. It is a body deemed dangerous and defiled, the myth of the monstrous feminine made flesh, yet also a body which provokes adoration and desire, enthralment with the mysteries within. We see this ambivalent relationship played out in mythological, literary, and artistic representations of the feminine, where woman is positioned as powerful, impure and corrupt, source of moral and physical contamination; or as sacred, asexual, and nourishing, a phantasmic signifier of threat extinguished. Central to this positioning of the female body as monstrous or beneficent is ambivalence associated the power and danger perceived to be inherent in woman’s fecund flesh, her seeping, leaking, bleeding womb standing as site of pollution and source of dread (Foucault, 1989).

Evidence of this dread is present in representations of the dangers of the menstruating woman, whose ‘touch could blast the fruits of the field, sour wine, cloud mirrors, rust iron, and blunt the edges of knives’, (Walker, 1983, p.643). Or in the belief that the world’s most feared poison, moon-dew, made by Thessalian witches, came from girls’ first menstrual blood (Graves, 1966, p.166). The vagina, from which menstrual blood issues, is positioned as equally abhorrent. Representations of the vagina dentata, the vagina with teeth, transform dread of the vagina into myth. In medieval art, this is through allegorical images of the gaping dragon mouth speared by the knight in shining armour – the knight’s ability to slay the beast a signifier of his phallic power. The female monster depicted in contemporary cinema is the modern manifestation of such misogynistic fantasies, described by Barbara Creed (Creed, 1993), as a woman simultaneously deadly and desirable, continuing the legacy of Christian art where hell was depicted as a ‘lurid and rotten uterus’ (Miles, 1989, p.147), a place in which ‘sinners were perpetually tortured for their crimes’ (Creed, 1993, p.43).
Mythology, because of its rich symbolism, and its exaggerated lore, is easy to dismiss – at least by those of us who live in a secular, scientific, modern (if not post-modern) age. However, as Foucault (1978) argued in The History of Sexuality, Volume I, contemporary medical surveillance of the reproductive body transforms the taboos and rituals which positioned the menstruating woman as polluted, dangerous and abject, into medical, legal or scientific truths. Surveillance of the fecund body starts at menarche, with menstrual blood positioned as sign of contamination, requiring careful concealment and adherence to hygiene rules, and menstruation as cause of debilitation, leading to women being seen as weak, erratic and unreliable, and management of the fecund body, in shameful silence, woman’s unquestioned recourse. Pregnancy is positioned as a ‘normal illness’, the body a mechanical object subjected to medical surveillance and intervention, fecundity under technological control. In the case of the reproductive syndromes - Premenstrual Syndrome (PMS), Postnatal Depression and Climacteric Syndrome  -  the problem is located within: the monster in the machine of femininity positioned as endocrine or neurotransmitter dysfunction, or ‘female sex hormones’, a pathology within the woman, outside of her control (but within the control of medical experts, we are assured). Indeed, fecundity is positioned as so detrimental to women’s mental health, that it is blamed for women reporting higher rates of depression than men, the ‘sex hormone’, oestrogen, positioned as the cause (Studd, 1997).
This may appear to be an improvement on cultural or mythological representations of woman as inherently monstrous – here it is her faulty hormones which are the problem, easily resolved by medical intervention. However, it is not a positive position to take, for created through a process of consultation and concurrence on the part of medical and psychological experts, the reproductive syndromes have become catch-all diagnostic categories that conveniently attribute female distress and deviance to the reproductive body, legitimating medical management of the reproductive excess, and implicitly of the monstrous feminine. This has significant implications for the ways in which we, as women, inhabit our bodies, for knowledge about what our bodies are, and what they are meant to do, materializes in our experience of our fecund flesh, and more broadly, in the development of our subjectivity, our sense of ourselves as women, as we see below, in the case of PMS, a contested illness extraordinaire.  

PMS: Regulating the Reproductive Body
Since discussions of premenstrual symptoms first appeared contemporaneously in the medical and psychoanalytic literature in 1931, this has been a research field dogged by controversy and disagreement. Initially described as ‘premenstrual tension’, and attributed to either hormonal imbalances (Frank, 1931), or to intrapsychic conflict exacerbated by women’s social role (Horney, 1931), it was renamed ‘Premenstrual Syndrome’ in 1953, late luteal phase dysphoric disorder in the DSM II-R (Diagnostic and Statistical Manual of the American Psychiatric Association), and Premenstrual Dysphoric Disorder in the DSM IV (A.P.A., 2000). Regardless of the diagnostic classification adopted, the divide between biomedical and psychological explanations continues to this day, with a range of competing theories associating PMS with a single causal factor (Bancroft, 1993; Ussher, 1992a), and a range of competing treatments being proposed. Recent medical literature advocates serotonin reuptake inhibitors (SSRIs), to correct serotonin imbalance (Rapkin, 2003), and psychological literature suggests cognitive-behaviour therapy (CBT) (Blake, Salkovskis, Gath, Day, & Garrod, 1998). 
However, for the many feminist critics who vociferously argued against the inclusion of PMDD in the DSM (Figert, 1996), PMS has been positioned as merely the latest in a line of diagnostic categories acting to pathologize the reproductive body and legitimate the attribution of distress or deviance to factors within the woman (Nash & Chrisler, 1997; Ussher, 1996). This view draws on broader post-modern debates in critical psychology and psychiatry where all forms of mental illness or madness are positioned as social constructions that regulate subjectivity; disciplinary practices that police the population through pathologisation (Fee, 2000). The ‘psy-professions’ are seen to define what is normal and what is pathological, providing the means by which people can inspect, regulate and improve the self, invariably finding themselves wanting. 

These feminist and post-modern critiques stand in direct opposition to the biomedical and psychological accounts of PMS which position the woman as a rational unitary subject and premenstrual change as sign of pathology, explained within an essentialist framework – be it biological or psychological. Yet in emphasising the regulatory power of discourse, postmodernism can be read as negating agency, and failing to recognise the existence of distress (Burr & Butt, 2000). It can also be seen to negate embodied or psychological change across the menstrual cycle, or other material aspects of women’s existence that may be associated with their distress. This is problematic, as a substantial proportion of women do experience change during the premenstrual phase of the cycle, of that there is no doubt (Hardie, 1997). However, this change, whether it is experienced at a psychological or physical level, or both, isn’t ‘pure’, somehow beyond culture, beyond discourse; it isn’t simply caused by the reproductive body, by a syndrome called ‘PMS’. And it isn’t inevitably experienced, or positioned, as distressing or problematic. ‘PMS sufferer’ is a position that women take up (or a position that they are put in by others).
The process by which women take up the position of abjection personified, where premenstrual change is pathologised, and the fecund body is positioned as cause of distress, can be described as a process of subjectification. Drawing on Foucault, Nikolas Rose describes subjectification as: “regimes of knowledge through which human beings have come to recognise themselves as certain kinds of creatures, the strategies of regulation and tactics of action to which these regimes of knowledge have been connected, and the correlative relations that human beings have established within themselves, in taking themselves as subjects” (Rose, 1996, p. 11). It is the regimes of knowledge circulating within medicine, science and the law, which are reproduced in self-help texts and the media (Chrisler, 2002), which provide the discursive framework within which  women come to recognise themselves as ‘PMS sufferers’, positioning  premenstrual deviations from ideals of femininity as manifestations of the monstrous feminine, with self-surveillance and self-policing the only means of ensuring containment of feminine excess.  
In order to illustrate the ways in which this process of subjectification operates, I will take three inter-connected ‘truths’ within the regimes of knowledge which construct and regulate PMS, and draw on interviews conducted with British and Australian women who position themselves as PMS sufferers, to demonstrate the ways in which these truths impact upon women’s experience of premenstrual change. The three truths are: PMS is a thing that can be objectively defined and measured; PMS is a pathology to be eradicated; and PMS is a static entity. If we critically examine these ‘truths’ we can see the ways in which they insinuate themselves into women’s experience and management of the fecund body, making it almost inevitable that premenstrual change will be positioned as PMS.

Details of the Interviews: British Women:  36 British women who reported a 30% increase in premenstrual ‘symptoms’, as measured by prospective diaries over a three month period, and who met DSMIV diagnostic criteria for PMDD
, took part in in-depth narrative interviews, the aim being to examine women’s subjective experience of ‘PMS’, and what ‘PMS’ meant to each individual woman (Ussher, 2002b; Ussher, 2003a). The women were randomly selected from a larger group, who were taking part in a randomised controlled trial comparing medical and psychological interventions for moderate-severe premenstrual symptoms (Hunter, Ussher, Browne, Cariss, Jelly, & Katz, 2002a).  Australian Sample 34 women who were taking part in an evaluation of a self-help intervention for PMS (Ussher & Perz, forthcoming) and who met the diagnostic criteria outlined above, were interviewed. This chapter draws on the pre-intervention interviews for both groups. 

Regimes of Knowledge that Construct and Regulate PMS

PMS as a thing that can be objectively defined and measured

We live with it but we’re distraught about it and, and it’s ‘My God, you know, is this is the sort of a thing we've got to live with?’ 

I try to cope, because I've had it for so many years now.  And, it's just, well I suppose you just learn to live, to live with it… you know, it ruins the family life.

PMS is described as ‘a thing we’ve got to live with’, a ‘thing’ that women have or don’t have, in women’s talk, as we can see from the quotes above. These accounts reflect the truths we are told by experts, where PMS is conceptualised as an identifiable thing that can be objectively defined and measured. This is evidenced by the way in which women are dichotomously categorised as ‘PMS sufferers’, or as ‘non-sufferers’, in epidemiological surveys and in individual clinical examinations – implying that they either have or don’t have this ‘thing’ PMS. Equally, researchers and national working parties have expended an inordinate amount of time and energy attempting to establish consensus definitions of PMS which can be used to ascertain accurate and objective diagnosis, debating the precise definition of length of the premenstrual period, the number of cycles to be measured, and the necessary and sufficient symptoms, or the degree of impairment  required (Bancroft, 1993; Walker, 1995).  
If women do not have access to a language or a framework that allows the complexity of their premenstrual experiences to be explored, we should not be surprised to find that they position PMS as a thing, the nature of which reflects the construction of premenstrual change reflected in standardised questionnaires. When women from both the UK and Australia were asked in an open-ended questionnaire, ‘describe your PMS’, they did re-produce the key symptoms found in academic and popular texts on PMS. They reported tiredness, depression, anxiety, anger, loss of control, pain, bloating, cravings, and skin problems. One simple explanation of this is that these are the symptoms that women experience; the experts have got it right. However, it is arguable that in presenting us with PMS as a set of key symptoms, women were describing, and simultaneously interpreting, their premenstrual bodily and psychological changes within the narrow symptom checklist model of PMS presented by the experts, as this is presented as the truth within the current regimes of knowledge. When given an opportunity to present their own interpretations of premenstrual experiences within the open ended narrative interview, the same women presented a much more rich and contextualised picture of their “symptomatology”. They talked spontaneously of issues such as problems in relationships, problems at work, needing time to themselves, feelings of overwhelming responsibility, and failing to cope and be in control at all times as ‘PMS’, as we shall see below  (Ussher, 2002b; Ussher, 2003a; Ussher, 2003b; Ussher, Hunter, & Browne, 2000). This demonstrates that the framework provided by the experts and taken up in the media and in lay person’s talk will significantly influence the way in which women understand and experience premenstrual change.  However, if women are given a different framework – one which allows for the description of premenstrual experiences in a more complex way, a different picture will emerge.
PMS as a static entity

I wake up one day and I’m feeling a bit grotty and I think, ‘Oh, what’s this?’ and I  you know, I count the days and I think, ‘Oh yeah.  Of course!  That again!’ 

I think, unless you've really suffered with it you can't, you haven't got an idea of what it's like.  It's like a monster takes you over.  
In positioning PMS as a thing, it implies that it is a static entity that suddenly emerges - or is treated, and disappears – which serves acts to position women as passive and docile in relation to the arrival of their monthly affliction, with expert intervention positioned as the only hope of ‘cure’. This also leads to anticipatory anxiety on the part of many women, as they await the morning when they wake to find they they’ve ‘got’ PMS, or are ‘taken over’, as we see in the interview extracts above.
However, when we talk to women about the development and course of their experience of premenstrual change, it is clear that the taking up of the position of ‘PMS sufferer’ is not a static process, and women are not passive or lacking in agency in relation to their suffering from this thing, PMS. Women experience embodied or psychological changes premenstrually, to varying degrees; they become aware of these changes (or are made aware by others) - or ignore them; they experience distress – or accept and tolerate premenstrual change; they evaluate this changes as ‘PMS’  - or resist this diagnosis; and they cope in a range of different ways – including repression or expression of feelings, avoidance of others, self-care, or presentation to experts for help (Ussher, 2002b). Thus, taking up the position of PMS sufferer is a complex and fluid process, which can be disrupted, or the woman offered support, or alternative ways of understanding her premenstrual change, at any point: PMS is not simply a static entity that emerges, fully formed, a pathology with clear boundaries that is the same for all women, regardless of what the experts tell us. 

PMS is a pathology to be eradicated

 I think because I react differently.  I might be more intolerant with him or shorter  or abrupt….  There, there’s a change  in me. 

I find that particular time of the month very difficult and I’m sure everybody else around me finds it very difficult. There’s a big change in me and it makes me feel as if I’m not in control.

This representation of premenstrual psychological change as pathology is the most pervasive truth about PMS, taken for granted in both popular and medical accounts (Markens, 1996). A range of feelings or behaviours manifests this  pathological ‘change’, including anger, irritation, depression, isolation, violence, loss of confidence, moodiness, lack of concentration, sadness, intolerance, desire for security or comfort, tearfulness, desire to be alone, not wanting to be touched, loneliness, hyper-activity, and increased sensitivity. These experiences are positioned as pathology, as PMS, because for three weeks of the month women say that they don’t experience these ‘symptom’s’.  However, the notion that subjectivity, mood, and bodily experience should be consistent is a social construction – a product of the regimes of knowledge which currently dominate Western conceptualisations of mental health, reflecting a modernist position which conceptualises identity as unitary, and the individual as rational and consistent, with deviation from the norm as sign of illness. A post-modern approach would contest this, seeing subjectivity as pluralistic, made up of contradictory and shifting subject positions; there is no core self, and change is expected, not pathologised. 

Post-modernism is not alone in adopting this stance. Eastern approaches to mental health, such as that which underpins Buddhist mindfulness meditation, directly confront the illusion of a core consistent ‘me’ who is always positive and good. Change is accepted, rather than being positioned as sign of pathology, and mindfulness practice leads to an appreciation of the temporally based dimension of self, through paying attention to bodily based experiences and sensations as they occur (Epstein, 1995). Within this Buddhist framework, premenstrual changes would not be pathologised, would not merit ‘diagnosis’, for it would be accepted that difficult feelings and emotions arise in the normal course of life, and that if we try to repress or deny them, this will only be a temporary solution, as they will invariably come out at times when we are vulnerable or under pressure – the premenstrual phase of the cycle being such a time for some women. Thus it is not surprising to find that in non-Western cultures, such as China, psychological symptoms are rarely mentioned as part of premenstrual experience – the ‘symptoms’ Chinese women report are fatigue, water retention, pain and increased sensitivity to cold (Chrisler & Caplan, 2002), symptoms which are not positioned as pathology, but as part of the changes experienced across the menstrual cycle. 
Women’s Self-policing: regulation from within 

However, whilst we can deconstruct the regimes of knowledge provided by the experts, and expose the implications of their taken for granted truths for the experiences of women, we cannot deny the experience of those women who position themselves as having PMS - women who experience distress premenstrually. The question we need to address is, how can we explain the emergence and course of this distress, and are there ways that we can reframe it that don’t reinforce the notion of the reproductive body, and therefore the woman, as abject? Examining the practices of self-policing in which women engage in order to be ‘woman’, a self-policing that is rooted in the idealised scripts of femininity which women are taught to perform, provides us with an alternative explanation for women’s experience of uncontrollable distress or anger premenstrually, and thus dethrones those who would position the abject body being to blame. 

Hegemonic constructions of idealised femininity in contemporary Western culture
 include: the positioning of women as emotional nurturers of others, in particular men and children, necessitating women’s self-renunciation in order to legitimate their taking disproportionate responsibility for caring (O'Grady, 2005); the juxtaposition of the ‘good’ and ‘bad’ woman – responsible, coping, calm, and controlled, versus selfish, unruly, angry, and irresponsible (Ussher, 1997a); and the positioning of woman as closer to nature, with subjectivity tied to the body, a body which is deemed to be unruly or inferior, necessitating discipline and containment (Bordo, 1990; McNay, 1992).  These constructions of femininity through which women come to recognise themselves as ‘woman’, and the associated disciplinary practices, are central to women’s experience of distress premenstrually, and to their positioning of this distress as PMS – a positioning which also acts to maintain and reproduce the boundaries of femininity, with women judging themselves as bad, mad or insane in relation to the ideal.  

PMS as over-responsibility: Women as emotional carers of nurturers of others and the necessity of self-renunciation.

When asked to talk about their ‘PMS’, women positioning their major ‘symptoms’ as not wanting, or not being able, to provide unconditional care and support for others premenstrually, and of wishing to divest themselves of overwhelming responsibility:
All I ever do is clean and cook and look after the kids and all I ever do is run around and clean up after everybody. And I think, like I said for 3 weeks of the month it doesn’t bother me cos I’m sure I’m doing it every week but it just seems the week before my period I, I just don’t cope with that so well. I don’t want to do that anymore [laughs] I want someone to look after me 

In positioning the desire to attend to her own needs as a sign of internal pathology, PMS, Anita is exhibiting self-policing, judging her own desires or needs in relation to hegemonic discursive constructions of woman as responsible and emotionally nurturing, always able to offer unlimited care and attention to others. At the same time, ‘PMS’ also stands for the anger, depression or frustration which many women experience in response to the unrelenting expectations placed upon them:


You know, I mean there are some days when I think, 'Oh.  I don't really want to get out of bed today'.  You know, I can't, I can't stand the thought [laughs] of having to get up and  clear up after everybody and  you know.  Um [clicks tongue] and it may, it may be the depression starts first but I'm not really aware of it  and then later comes the anger when you're, you know, you're low anyway and then people start making demands on you that you  don't like or just  (happens to hit a raw nerve)!  [laughs]  And then you fly in to this rage [laughs] 

Rather than being a symptom of ‘PMS’, a problem tied to the body,  this ‘depression’ could be conceptualised as an emergence of emotions that are repressed during the majority of the month, and their outward expression through anger as a rupture in the self-silencing that is central to women’s self-renunciation. Self-silencing, the presentation of one image to the world in an attempt to be a ‘good woman’, with the containment of feelings within, is a pattern of behaviour that has been found to be common in women who are depressed (Duarte, 1999; Jack, 1991). The rupture in self-silencing that occurs premenstrually appears to function to allow the expression of both day to day frustrations, and anger associated with more substantial issues, which are normally repressed as women attempt to be ‘good’ in order to live up to idealised representations of femininity (Ussher, 2002b, 2003b). For without exception, when women were asked to characterise their experience of ‘PMS’, they used a ‘short-fuse’ metaphor to describe incidents which were viewed as annoying, or even as catastrophic premenstrually, being tolerated or dismissed at other points in the cycle:

the funny thing is the week before they could have been twice as bad and really horrible and you've put up with it and you've let them get away with it.  You know. But then when they do something really little and you'll go bananas over it 

At the same time, a ‘pressure cooker’ metaphor was used to describe emotions building up during the month, and then overflowing during the premenstrual phase of the cycle, as is illustrated in the example below:

there's a few days of the month where  I feel I'm not myself, or  there's   you know, anger or tension that builds up and then I release it at that point.  And others around me suffer the consequences!  Of that build up. Whatever it is. 

Women also talked of expressing more deeply held grievances premenstrually, grievances they would contain during the rest of the month. This is illustrated in the extract from an interview with Anita, below, who talks of her frustration at the lack of support she receives from her husband, and the way he adopts the position of child when she asks him to help, having to be told exactly what to do. 

A: I get incredibly frustrated that I have to ask for simple things that I think he should know. …for instance on a Sunday night or something if I’ve got the ironing to do and I’m cooking dinner and I’ve got to make the lunches for the kids tomorrow and they’re in the bath and he’s out in the garden. I mean, he runs a little business from home so he’s got work to do too, and I’m not taking away from that but just that week of the month I can’t cope with doing all that at once. Cos it all happens to have to be done in the evening sort of thing. I shouldn’t have to tell him that the kids need a bath, umm he…or they need to be read to. Or they need to read, you know. I think he knows that that needs to be done. I shouldn’t have to ask. I get really frustrated that I have to ask. 

Each of these women is describing self-silencing for three weeks of the month, over minor irritations, or more substantial relationship issues, which they ‘cope with’, or ‘don’t pay attention to’, a self-silencing which is broken premenstrually, as the frustration or irritation becomes overwhelming, or the woman feels that she’s had enough, as her own needs come to the fore, or she can’t (or doesn’t want to) ‘cope’ anymore. However, rather than the frustrations being heeded by the woman or her partner, and problems or inequities being addressed, her feelings are positioned as irrational, as symptoms of ‘PMS’, and thus the woman is pathologized and dismissed
The eruption of the monstrous feminine premenstrually: The juxtaposition of the good and bad woman

Dr. Jekyll to Mr. Hyde.  Horrible, bitchy, vicious, violent and depressed

I’m just stressed and anxious-not a pleasant person to be around.  Its like Dr. Jekyll and Mr. Hyde.

The juxtaposition of the good and bad woman is central to women’s positioning of themselves as having PMS – where the premenstrual self epitomises the monstrous feminine made flesh, and women using metaphors such as ‘Jekyll and Hyde’ to describe the premenstrual self, as is illustrated above. Women position the premenstrual phase of the cycle as a time when they are not themselves, instead, they are a woman possessed:  

Um, I become increasingly, um, irritable and have absolutely no tolerance for anybody or anything, and I feel terrible that I'm being so terrible.  But it's just like there's an.. another person inside of me so that, um  the slightest thing I'll get cross about, upset about, irritated about.  

When emotions or behaviours are split off as ‘not me”, as symptoms of PMS, women foster a sense of alienation or distance from themselves. Implicit within these self-judgements are notions of the standards of behaviour women aspire to, and are judged against: an idealised version of femininity that is hyper-responsible, able to cope, and always in control, reflecting hegemonic representations of the good woman juxtaposed with the bad: self-sacrifice, care, coping, and calmness contrasted with aggression, impatience, and anxiety (Ussher, 1997a). A number of PMS/non-PMS contrasts appeared throughout the interviews:  bad versus good; introversion versus extroversion; out of control versus in control; irresponsible versus responsible; failing versus coping; angry versus calm; anxious versus relaxed; depressed versus happy; irrational versus rational; intolerant versus tolerant; vulnerable versus strong; irritable versus placid; frustrated versus accepting (Ussher, 2002b). There is no room for transgression here – the standards against which women are judged, and against which we judge ourselves, are impossibly high. Thus the ‘PMS-self’ is condemned, both by others, and most significantly, by the woman herself:

This wasn't anger, this was sort of the real depression and just feeling completely lost .   I find I loathe myself, I really hate myself you know.

I look sometimes at myself when I'm pre-menstrual and I think  and (that I don't) I don't like myself.  I don't like what I've become.  But rationally I think, 'Well, it's not me.  It's not me
In her analysis of anorexia, Hilda Bruch argues that the ‘secret but powerful part of the self, the monster in the machine of anorexia, is experienced as a personification of everything (women) have tried to hide or deny as not approved of by themselves’ (Bruch, 1978, p55-56). The same could be said of PMS. However, premenstrually, for some women, the fear that negative consequences will result from the expression of discontent, and the desire to maintain the relationship at the cost of their own feelings, central to the practice of self-silencing (Jack, 1991), appears to be secondary to fury, and the ‘secret but powerful parts of the self’ are released. The discursive construction of the premenstrual body as to blame functions to exonerate women from responsibility for this fury, as it is positioned as loss of control, as ‘symptoms’ of pathology, disassociating it from a woman’s sense of self. It is not her that is the monster, it is ‘PMS’, and an unruly body which must be constrained and contained. 

PMS as loss of control: woman’s subjectivity is tied to an unruly body, necessitating discipline and containment 

In discussing representations of woman as monster in Greek mythology and contemporary Hollywood horror films, Rachel Gear comments, ‘the monstrous woman is represented as out of control, threatening, and all consuming’(Gear, 2001, p321). The positioning of PMS as lack of control, attributed by the woman, and in many cases also her partner, to the body, thus reflects hegemonic representations of woman as monstrous, closer to nature, with excess emotion or lack of control attributed to corporeality. If women see themselves as being at the mercy of their raging hormones, they position themselves as being attacked from within. The body thus becomes objectified, alien to the woman, something that is acting against her in an out of control manner, as is illustrated in the extract below.

I: What are you feeling when you get this sort of tension and pressure?

N: What am I feeling? I guess annoyed at myself, I want to stop the way I am but I can’t…I get quite frustrated by my body, cos, I know I’m doing it, and I know there’s no reason for me to do it, but I can’t stop. And that’s very difficult. Very, very, difficult.
Bartky (1990, p20) has argued that ‘a variety of cultural discourses have brought it about that (women) inhabit an ‘inferiorized body’. Women, she goes on to say, experience their bodies as the enemy: ‘I am defective not just for others, but for myself: I inhabit this body, yet I live at a distance from it as its judge, its monitor, its commandant’ (p21). This blaming of the body may appear to function to exonerate the woman from judgements that attack her sense of self, as her transgressions are split off and projected onto a pathological condition, over which she has no control. Yet, as the focus of this projection is the reproductive body, which is implicitly positioned as disordered, unruly, and deviant, the outcome of this self-policing is a direct assault on the woman’s corporeality.  Michael White, describes women with eating disorders as “collaborating in the subjugation of their own lives and the objectification of their own bodies”, and as a result, becoming “’willing’ participants in the disciplining of, or policing of their own lives” (White, 1991 p.34-35). In positioning premenstrual anger, distress or need for solitude as symptoms of an disorder, ‘PMS’, which is caused by an unruly body, necessitating regulation of that body, the women interviewed here are doing the same. 
Re-authoring PMS
Individuals do not experience the body in a socio-cultural vacuum. The bodily functions we understand as a sign of 'illness' vary across culture and across time (Payer, 1988). Women's interpretation of physiological and hormonal changes as being ‘symptoms’ of PMS, rooted in the fecund body, cannot be understood outside of the social and historical context in which they live influenced by the meaning ascribed to these changes by Western medicalised discourses. It is the discursive positioning of the fecund body as abject and needing to be controlled, and of menstruation as site of madness, badness, and debilitation, which provides the framework for women to interpret premenstrual changes as pathological ‘symptoms’. Reinforcing the importance of cultural context, there is much evidence of differences across cultures in both women's reporting of premenstrual changes, and their perception of these changes as signs of 'PMS' (Chandra & Chaturvedi, 1989; Dan & Mongale, 1994). In cultures where PMS does not circulate as a discursive category, women don’t attribute psychological distress to the premenstrual body, and don’t position premenstrual change as pathology (Chrisler & Caplan, 2002), as we’ve already seen, above. Equally, women from Afro-Caribbean and Chinese ethnic groups living in the UK have been found to report significant less premenstrual distress than Caucasian women, which is seen to reflect the different beliefs about menstruation across cultural groups (Van Den Akker, Eves, & Lennon, 1995), and the scarcity of articles about the problem of PMS in magazines that target Black or Asian women (Markens, 1996). At the same time, many Caucasian women in Western cultural contexts negotiate and resist the regimes of knowledge which position the fecund body as site of danger, disease, or debilitation, finding alternative frameworks for understanding change across the menstrual cycle. 
Identifying and naming specific forms of self-policing is the first step to exposing and resisting the regulatory practices which subjugate women. Naming self-policing practices can happen at the level of public discourse – feminist self-help texts, web based information, newspaper and magazine articles, or books. But it also needs to happen at an individual level, as the regimes of knowledge which frame our experiences are so taken for granted that we often cannot see them for what they are; they are effective because of the fact we position them as truths, rather than positioning them as simply one narrative which can explain our experiences, leading to particular subject positions, which are not inevitable or unchangeable. Psychological interventions based within a narrative or constructivist framework are one means of supporting women to identify and understand self-policing, facilitating the process of the development of more agentic subject positions. This is a suggestion that might seem antithetical to a post-structuralist or feminist analysis of fecundity, as it may seem to smack of expert management and control, further regulation of the woman and her unruly body. But it doesn’t have to be this way.  

To this end, a women centred psychological intervention which addressed the complex interconnection between the material, discursive and intrapsychic factors that contribute to women’s premenstrual distress (Ussher, 1999), and facilitated women’s re-authoring of their experience of PMS, through exploring alternative narratives, was developed (Ussher, Hunter, & Cariss, 2002c). The intervention was primarily situated within a narrative re-authoring framework (White & Epston, 1990), yet also drawing on cognitive behavioural models of PMS (Blake, 1995; Morse, Bernard, & Dennerstein, 1989; Slade, 1989), in order to increase women’s control of the present, as well as psychodynamic models, in order to  facilitate the process of deconstructive questioning, thus allowing women to broaden their understanding of the past and its impact on the present (McQuaide, 1999, p345). The aims of the intervention were as follows: To valorise women’s knowledge and expertise regarding premenstrual experiences; to provide a non-pathologising space for women to tell their story of PMS; to examine cognitions and narrative constructions of PMS, relational issues, perceptions of stress and of premenstrual symptoms, self-silencing, and cultural constructions of femininity and PMS and how they impact upon women’s premenstrual symptoms; to develop coping strategies for dealing with symptoms; to encourage assertiveness and self care throughout the cycle; and to allow for reflexivity on the part of the therapist. In a randomised control trial conducted in the UK (Hunter, Ussher, Browne et al., 2002a; Hunter, Ussher, Cariss, Browne, Jelley, & Katz, 2002b), where women were given either SSRIs, or took part in this psychological intervention, narrative re-authoring was found to be as effective as SSRI’s in reducing premenstrual distress over a six month period, and more effective at one year follow up. 
The post intervention changes can be summarised as women taking up a position of greater equality and agency, not pathologising themselves in relation to difficulties in relationships, or in relation to life in general, and moving away from a position of self-sacrifice and over-responsibility. Women still experienced premenstrual change, but no longer felt anxious in anticipation of the premenstrual phase of the cycle, and no longer positioned premenstrual change as an illness that was out of their control. Women were less likely to engage in self-surveillance and self-judgement, becoming more accepting of who they were, and of embodied or psychological changes that took place across the menstrual cycle. The premenstrual phase of the cycle was reframed as a time when women needed to attend to their own needs, and to ask for support, rather than a time when women fail, or are ill (Ussher, 2005). This is a position which previous researchers have found was also adopted by women who report positive experiences of the menstrual cycle (Lee, 2002, p31). Thus when women can move away from the position of self-sacrificing femininity, which leads to self-castigation for not living up to impossible ideals of perfect womanhood, and the pathologisation of distress, they are more able to tolerate premenstrual changes in ability to cope, or ability to care for others before themselves. This doesn’t mean that premenstrual changes are dismissed, however. Indeed, part of the function of this approach is to legitimate women’s experience of premenstrual distress, yet provide a means of understanding this distress that doesn’t position the woman as ‘mad’, or her experience as unimportant because it is ‘PMS’ – the position women were previously in.
What this illustrates is that women can be supported in the process of shifting from a disempowering, pathologising subject position, where distress is blamed on reproductive body, and where bodily changes are split off as things, as signs of illness, to a position where distress is experienced as an understandable reaction to the circumstances of women’s lives, and where women are not positioned as failing or as bad, for being angry, unhappy, or anxious – or for sometimes feeling that they need support, that they cannot look after everybody else’s needs at the cost of their own. This shift in positioning can have a significant effect on women’s experience of distress, through facilitating the development of self-care, and through their experiencing the fecund body as part of their subjectivity, not as an unruly force that is other to them, and feared because it is out of control. Thus the position of pathological femininity is effectively contested, and the medicalised version of the monstrous feminine is exposed as misogynistic myth.
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� As the intention of the randomised control trial was to examine the efficacy of the psychological intervention package (outlined later in this paper) in relation to SSRI’s (fluoxetine), standardised diagnostic criteria for PMS were used. However, this is not intended to reify PMS as a legitimate syndrome, nor to deny the experience of the many women who came forward to take part in the study, yet whose daily symptom records did not merit a diagnosis of PMS, as they did not meet the standardised criteria of a 30% increase premenstrually.


� Much of this critique would also apply to many non-Western cultures, however, there are key differences between East and West, including the focus on individual responsibility in the West, a key aspect of women’s premenstrual experiences.
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