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ABSTRACT

Methods: A literature review was performed relevant to the
behavioral effects of PMS and PMDD and symptomatology.
Nutritional and lifestyle interventions with evidence were
analyzed and reviewed.
Results: Studies indicated that intestinal dysbiosis, the
Western diet, inadequacies in omega-3 fatty acids, vitamin
D, vitamin B6, iron, sun exposure, smoking, alcohol, and
physical activity are linked to symptomatology associated
with PMS and PMDD. 
Conclusion: Addressing micronutrient and essential fatty
acid deficiencies, intestinal dysbiosis, smoking avoidance,
limiting alcohol consumption, promoting physical activity
and sunlight exposure, and providing education on PMS and
PMDD may improve symptoms associated with these con-
ditions.
Keywords: Nutrition, Diet, Supplementation, Behavioral
Effects, Premenstrual Syndrome, Premenstrual Dysphoric
Disorder

INTRODUCTION

Premenstrual Syndrome (PMS) and Premenstrual
Dysphoric Disorder (PMDD) are mood disorders experi-
enced by women of child-bearing age who are regularly
experiencing their menstrual cycles. The menstrual cycle is
broken into four main phases: the menstrual phase, or men-
struation, the preovulatory phase, or the follicular phase,
ovulation, and the postovulatory phase (the luteal phase). The
menstrual cycle is governed by the hypothalamus’ release of
gonadotropin-releasing hormone (GnRH), which stimulates
the release of follicle-stimulating hormone (FSH) and
luteinizing hormone (LH), which both secrete ovarian hor-
mones, estrogens, and progesterone, throughout the cycle.1
PMS and PMDD symptoms occur during the postovulatory,
or luteal phase, of the menstrual cycle, due to the cyclic rise
of the ovarian hormone, progesterone, at this time.1 PMS
varies between women but can be characterized by edema,

weight gain/water retention, breast pain/enlargement, back
and joint pain, constipation, extreme fatigue, acne, mood
swings, anxiety, irritability, headaches, and insomnia.1
PMDD has the same symptoms as PMS, but is on the higher
end of the continuum of severity.2 Symptoms of PMS and
PMDD subside completely once menstruation begins and
progesterone levels return to baseline, indicating an on-off
phenomenon.2 This intermittent experience of symptoms,
that fluctuates in correspondence to the menstrual cycle, dif-
ferentiates PMS and PMDD from other mood disorders and
is an important criterion for diagnosis.  

Despite the blanketing of symptoms, PMS is broken into
four categories based on the symptoms experienced: PMS-
A, PMS-C, PMS-D, and PMS-H. PMS-A is the most
common, characterized by elevated estrogen and lowered
progesterone, manifesting as nervousness, irritability, mood
swings, and insomnia. PMS-C symptoms include increased
appetite, particularly for sweets, altered glucose tolerance,
and fatigue. PMS-D is less common, and differs from PMS-
A, as it is characterized by abnormally high levels of serum
progesterone and low estrogen. In PMS-D there is also
increased steroidal hormone secretion, also seen in PMDD.
In PMS-H, there is cyclic weight gain, as this category of
PMS is associated with excessive production of aldosterone,
causing water retention during the luteal phase.3

All types considered, PMS affects 30-40% of child-bear-
ing women.4 Of premenopausal women, 3-8% are diagnosed
with PMDD, and many more women who experience the
disorder go undiagnosed.5 But diagnosed or not, premen-
strual symptoms continue to negatively impact women
cognitively, socially, emotionally, and physically, as women
with PMS/PMDD show cognitive decline, a tendency
towards addictive behaviors, social isolation, thoughts of sui-
cide, and other emotional dysregulation during this phase of
their cycle.6-8 Women also experience intense cravings for
foods that are highly sweetened and high in fat during the
luteal phases of their cycle.9 Both the lack of self-inhibition
and the uptick in cravings during this time affect behavior, as
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women with PMS and PMDD consume more calories during
the postovulatory phase of menstruation, with the excess
energy coming from fat and carbohydrates.10

Risk factors for PMS and PMDD include lifestyle factors,
such as alcohol-drinking and smoking habits, as well as fam-
ily history of other psychiatric disorders, including anxiety
and depression.11-12 Women who consumed a primarily
Westernized Diet were also positively associated with wors-
ened symptoms of both PMS and PMDD, as are those with
heightened stress levels.13 Genetics also play a vital role in
the likelihood of developing the disorder. Research is begin-
ning to see associations between the prevalence of PMDD
with specific estrogen receptor genes.14

Severe PMS and PMDD do not present evidence of
abnormal hormonal regulation, but rather defective serotonin
function triggered by these cyclic hormonal events.15 While
hormonal therapy is common in treating PMS and PMDD,
it is not the most efficacious, due to the various types of PMS
discussed above.12 Psychiatric drug interventions have shown
positive impacts on the emotional symptoms associated with
PMS/PMDD; Selective Serotonin Retake Inhibitors (SSRIs)
are the most commonly used pharmaceutical to combat
PMS/PMDD.  Other antidepressants are also used, but SSRIs
have been the most successful.16 SSRIs have also shown effi-
cacy when used intermittently, administered only during the
luteal phase of the cycle.17 Some novel studies inducing
menopause in younger women have reported resolution of
the symptoms associated with PMS and PMDD.18 However,
given the cost and the uncertainty regarding the long-term
effects, particularly fertility, this is not the most practical
option for most people.19 Anti-inflammatory drugs are also
commonly used to treat symptoms of the disorder.
Nutritional interventions are given little attention compared
to pharmaceuticals, but research has indicated that omega-3
fatty acids, vitamin D, calcium, and high doses of vitamin B6
are negatively associated with the severity of PMS and
PMDD symptoms.20

The microbiome affects various mental processes and is
a critical part of the bidirectional communication between
the central nervous system and the gut. Gut dysbiosis and
inflammation affect the mind via the gut-brain axis.
Emerging research links the gut microbiome and the depres-
sive symptoms associated with PMDD.21 Additionally,
symptoms and treatment of PMDD mirror those of other psy-
chiatric disorders. Direct comparisons between PMDD and
major depressive disorder, anxiety, obsessive-compulsive
disorder, bipolar disorder, and schizophrenia appear fre-
quently throughout the current literature. Bipolar disorder,
for example, is a comorbidity for PMDD, and vice versa.22

Furthermore, researchers are finding an overlapping gene
pool between women with PMDD and patients with schizo-
phrenia, suggesting a common genetic predisposition.23 Low
estrogen during different phases of the menstrual cycle has
exacerbated symptoms of schizophrenia for some women.24

Research has illuminated unique gut microbiota behavior in
schizophrenics that may provide insight into treatment and
diagnosis. Existing links between PMDD and other psychi-
atric disorders highlight the potential these connections may
have in both treatment and prevention. Established similari-
ties in symptoms and treatment between PMDD and other
psychiatric disorders warrant the need for more research on
the gut’s relationship to PMS and PMDD.

The focus of this review will be on the behavioral effects
of PMS and PMDD, and how they may perpetuate severity
of the disorder through addictive behavior, binge eating, and
subsequent gut dysbiosis. Additionally, this paper will discuss
the nutritional interventions with evidence that may mitigate
the symptoms associated with PMS and PMDD as well as
preventive care.

METHODS

A literature search in Wahlstrom Library, JAMA network,
and PubMed was conducted using the search terms “PMS,
Premenstrual Syndrome, “Premenstrual Dysphoric
Disorder,” “PMS and Depression,” “Eating behaviors PMS,”
“Dietary intervention for PMS,” “Leptin levels in PMS and
PMDD,” “PMDD Etiology,” “Depression and PMDD,”
“Eating Habits and PMDD,” “PMDD treatment,” “PMDD
behaviors,” “Vitamin D PMS,” and “B6 and PMDD.” Filters
applied included: Clinical trials, meta-analysis, systematic
reviews, randomized controlled trials, reviews, and system-
atic reviews. Cohort, epidemiological, randomized control
trials, meta-analyses, and systematic reviews with full-text
published between 1997 and 2022 were included. Studies not
pertaining to PMS or PMDD were excluded. 

RESULTS

A database search for this review resulted in 3285
abstracts. After accounting for duplicates and abstracts that
did not meet inclusion criteria, 800 papers remained. Based
on title and abstract provided, 103 papers were considered
relevant. After a full-text review, 68 papers were included in
this review. Included studies were papers involving behav-
ioral and dietary interventions for treating PMS and PMDD,
as well as etiology reviews and population studies discussing
the prevalence of PMS and PMDD and the current perspec-
tives on treatment. Study designs include 25 narrative
reviews, 9 cross-section studies, 6 systematic reviews, 3
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cohort/prospective studies, 5 comparative studies, 2
case/control studies, 8 clinical trials, and randomized con-
trolled trials, 5 meta- analyses, 1 animal study, 4
observational/survey studies, and 2 case reports. The paper
also refers to current national nutritional guidelines.

FIGURE 1. PRISMA FLOW DIAGRAM.82

to consume more carbohydrates, particularly simple sugars,
during the luteal phases of their cycles when compared to
controls.10 Multiple studies have linked depression and anx-
iety with increased intake of refined sugars and fats and have
noted that these eating behaviors may serve as a coping
mechanism for these psychological ailments.26-27 The rela-
tionship is not mutually exclusive; researchers have also

found that increased intake
of processed foods may
exacerbate the symptoms
of depression.28 Women
who increase caloric intake
with highly processed
foods may experience
more severe bouts of psy-
chological distress during
this phase. In addition, the
replacement of nutrient-
dense foods with highly
processed foods can result
in a loss of vitamins and
amino acids that serve as
precursors to serotonin.

Serotonin dysregulation
can contribute to excessive
food consumption due to
its strong influence on
dietary behavior. Serotonin
communicates with both
the homeostatic and hedo-
nic circuitry that regulates
energy consumption.25

Weight gain and obesity
are positively associated
with decreased serotonin

signaling and activity, as serotonin is highly involved with
these processes.25 The homeostatic circuitry matches energy
expenditure with energy consumption, while the hedonic is
involved with satiety and reward-signaling from food.
Reduced activity in both serotonin and/or serotonin receptors
results in increased consumption due to lower homeostatic
and hedonic satisfaction. 

Women with PMDD are more likely to be overweight or
obese.26 Leptin, a hormone regulating satiety, also fluctuates
throughout the cycle and is understood to influence eating
behaviors and the reward-effect of food in women with PMS
and PMDD.27 It is unknown whether the excess weight on
these women is causing exacerbated premenstrual symp-
toms, such as serotonin dysregulation and dramatic leptin

A Vicious Cycle: Using Nutrition to Combat the Behavioral Impact of Premenstrual Syndrome

DISCUSSION

Behavioral Effects of PMDD 

Serotonin dysregulation during the premenstrual cycle
contributes to depression, mood swings, and food cravings
women experience during the luteal phase of the menstrual
cycle.25 The luteal-phase depression experienced by women
with PMDD has been shown to influence dietary behaviors,
exacerbating the depression and emotional dysregulation,
and therefore perpetuating the psychological symptoms of
the disorder. Women with PMS and PMDD have been
shown to consume more calories, particularly from lipids,
during the luteal phase when compared to women without
PMDD.9 Women with PMS/PMDD have also been shown
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fluctuations, or if the serotonin and leptin dysregulation dur-
ing the premenstrual phase induces obesogenic eating
behaviors.  It is not elucidated in the literature as to which
comes first, or whether there is a bidirectional influence.27

Women are more likely to increase addictive behaviors
during the luteal phase of their cycles.6 The dysregulation of
the reward-effect of food, as governed by serotonin and leptin
can also influence addictive behaviors around food, causing
an increased consumption of highly palatable, dopaminergic
foods, as we see in foods high in refined sugars and fats. A
case report looking at a woman with co-occurring PMDD and
binge eating disorder was cured of her binge-eating behavior
after receiving medically induced menopause, suggesting that
the binge eating behavior was a byproduct of her PMDD.18

When evaluating the relationship between women with eating
disorders, specifically bulimia and binge eating disorder,
researchers found 16.6% similarities between women with
PMDD and eating disorders (ED), particularly in serotonin
mediation and a tendency towards harm avoidance, as com-
pared to the 2.3% similarities they found between women
with ED and normal population.28 It is also important to note
that both PMS/PMDD and ED occur when a woman reaches
puberty. Women of the same age at the onset of their periods,
are within the same time frame where they commonly
develop patterns of disordered eating behaviors.29 Cross-sec-
tional studies looking at the epigenetics of eating disorders
have come up inconclusive. However, research has suggested
that variations within the brain-derived neurotrophic factor
(BDNF) gene may contribute to the likelihood of ED onset.30

While emergent, this research has potential for future ED
treatment.31 PMDD has also been linked with specific gene
variations and their interactions with BDNF. These variations
affect the depressed mood associated with PMDD, as it causes
more sensitivity to the rise of ovarian steroids experienced
during the menstrual cycle.32 More research is necessary to
elucidate the onset of disordered eating, and whether disor-
dered eating perpetuates symptoms of PMS or whether they
co-occur because of common genetic and environmental fac-
tors underlying these pathologies that may predispose women
to PMS/PMDD and ED.32

Gut Dysbiosis 

Gut dysbiosis and the resultant disruption in intestinal bar-
rier function have been linked with a variety of psychiatric
issues, including those associated with PMDD, such as anx-
iety and depression.21 Gut dysbiosis involves increased
intestinal permeability by loosening tight junctions; this
causes disruptions to the gut microbiome, which interferes
with the bi-directional communication of the gut-brain axis
via the vagus nerve.33

The behavioral effects of PMS/PMDD, including depres-
sion, binge eating, and inclination towards addictive
behaviors like smoking, drinking, and excessive highly palat-
able foods, can alter the gut microbiome and increase
intestinal permeability.33 This dysbiosis, via the bidirectional
communication between the gut and the brain, can perpetuate
depression and anxiety experienced in women with PMDD,
along with other neuropsychiatric disorders.33 In vivo studies
using fecal transplants to alter the microbiome of rats with
dysbiosis have demonstrated that once the restoration of a
healthy microbiome was restored, rats ceased to show
depressed behaviors.33 Within the same study, they were able
to induce depression in rats through fecal transplants in the
other direction.33 Subsequently, this negative mood can
increase the individual’s drive to eat to soothe emotions, as
depressive symptoms have been shown to influence eating
behavior.34, 35 Recent evidence has demonstrated differences
in the gut microbiome of obese subjects, suggesting that obe-
sity is a risk factor for gut dysbiosis.36 The process of deriving
pleasure from food occurs through the dopaminergic
response. With a steep rise in dopamine obtained from highly
palatable foods also comes a drop that brings the individual
below their baseline levels; they would require more of the
substance of choice to get the same dopaminergic effect.37

This behavior can be seen in the excessive consumption of
highly palatable foods, foods high in sugar and fat, that leads
to obesity and is a risk factor for dysbiosis. The Western diet
is a contributor to altered gut microbiota.38 The excessive
consumption of processed food is closely linked to dysbiosis,
depression, and eating behaviors. This cycle of eating, not
unlike the menstrual cycle, becomes a vicious cycle, as
overeating drives the depression that drives overeating.

The Western Diet is characterized by the overconsumption
of highly processed and refined foods. The Western Diet
amplifies intestinal permeability, making the individual more
vulnerable to pathogenic bacteria.39 Gut dysbiosis is associ-
ated with the overgrowth of yeasts in the gut that help to
facilitate the growth of Candida organisms.40 These Candida
organisms produce thiaminase, which destroys thiamin and
B1, causing various neuropsychiatric pathologies.40

The inefficiency of the gut also obstructs the conversion
of various amino acids, particularly tryptophan, an important
amino acid to produce serotonin, the “feel good” neurotrans-
mitter.40 Hormone-replacement therapy has been shown to
stimulate candida growth in the gut.40 Likewise, vulvovaginal
candidiasis, often co-occurring with candida growth in the
gut, is commonly seen in women taking oral contraceptives,
a common treatment to manage symptoms of PMS and
PMDD.41, 42 Women taking oral contraceptives also show
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higher rates of depression and lower levels of tyrosine, a
dopamine precursor.43 Additionally, oral contraceptives
impede the absorption of vitamin B6, a precursor to sero-
tonin, contributing to the increased depression seen among
women on birth control medications.44

Nutritional Interventions 

The Western Diet, as previously discussed, is associated
with overconsumption of processed foods, salt, and refined
carbohydrates with underconsumption of vitamins and min-
erals. Approximately 75% of Americans do not consume the
recommended intake of fruits, and 80% of individuals do not
consume the recommended daily amounts of vegetables.45

Due to the Westernized diet, more than 40% of Americans
do not reach micronutrient requirements from food alone.46

This could be a major puzzle piece in managing PMS and
PMDD; in addition to the lack of nutrient consumption we
see in Americans on a regular basis, women’s eating styles
tend to change along with the phases of their menstrual
cycles, leading to poorer food choices and exacerbated symp-
toms of the condition. Women experience an uptick in hunger
and cravings during the luteal phase of their cycles. This con-
tributes to the physical and psychological ailments of the
disorder via gut dysbiosis, and the subsequent nutritional
inefficiencies mentioned above. By addressing the body’s
nutrient depletions during this time of the month, women can
mitigate those cravings by providing the nutrients their bod-
ies require instead of perpetuating their symptoms with
refined sugars and processed fats.
Omega-3s

Across all ages and ethnicities, omega-3 levels in
Americans are well below the recommended intake.47

Omega-3s play an important role in the management of C-
reactive protein, a marker for systemic inflammation in the
body.48 Randomized controlled trials indicate other markers
of inflammation, lipopolysaccharides (LPS) and Interleukin-
6 (IL-6), also drop with eicosapentaenoic acid (EPA) and
docosahexaenoic (DHA) supplementation, with correspon-
ding reductions in anxiety for subjects.49 Meta-analyses
confirm that there is efficacy in the utilization of EPA and
DHA in treating depression and anxiety.50, 51 Including
omega-3 fatty acids regularly in the diet can play an impor-
tant role in managing the depressive symptoms of PMDD.
Intake of EPA and DHA and fish oil, particularly in women,
was negatively associated with depression and anxiety.52 The
Mediterranean Diet, which is high in omega-3s is noted as
the best dietary approach to combating psychological symp-
toms.52 Researchers found that the benefits of EPA/DHA
supplementation came with a decrease in the omega-
6:omega-3 ratio.49

Vitamin D 

Epidemiological studies suggest that most Americans are
deficient in vitamin D with 81% of children and adolescents
and 95% of adults not meeting the estimated average require-
ment (EAR) of vitamin D.46 Vitamin D and calcium play an
important role in estrogen balance, and adequate intake is
essential for adequate hormonal health.53

Cyclic changes in estrogen that occur throughout the men-
strual cycle affect calcium balance within the body by
altering absorption, which impedes vitamin D metabolism.54

This dysregulation of calcium and vitamin D are suspected
culprits for the various symptoms experienced in women
with PMDD, such as mood disturbances, cramps, low back
pain, and insomnia.55 Supplementing with calcium and vita-
min D can be important steps to mitigate symptoms and
prevent long-term effects, like osteoporosis. Vitamin D sup-
plementation can help to regulate serum levels of vitamin D
and alleviate symptoms, particularly mood dysfunction,
experienced in PMDD.56 High doses of vitamin D, 50,000
IU per week, have shown to significantly reduce the severity
of both physical and psychological premenstrual symptoms
in adolescent women.57 The current RDI for vitamin D for
menstruating women is 600 IU/day, which is not being met
in the United States. Women can increase their amounts of
vitamin D through supplementation or by incorporating 2
teaspoons of cod liver oil or one serving of fatty fish, such as
trout, salmon, or sardines into their daily diet.58 This would
have an additional benefit of also increasing omega-3 levels. 

Natural food sources, most fortified food sources, and UV
light exposure utilize vitamin D3, or cholecalciferol, which
the body later converts to 25-hydroxy-vitamin D.59 Vegan
sources of vitamin D are synthetically produced from fungi
and yeast as vitamin D2. These sources are not as efficacious
in improving serum vitamin D as D3 supplementation, due
to their inability to bind with serum vitamin D binding pro-
tein. Thus, vitamin D3 through food and sun exposure is the
most bioavailable source for improving serum vitamin D.60,61

Oral D3 supplementation, natural sunlight, and artificial UV
exposure are all viable ways to improve serum 25 (OH)D.59

Meeting adequate levels with oral exposure alone can lead
to toxicity if more than 10,000 IU/day is consumed, so it is
important to also balance UV exposure with supplementa-
tion.59

Vitamin B6 

Although the recommended intake of vitamin B6 is only
1.5mg/day for women, most people who did not supplement
with B6 were deficient in this micronutrient.62 Vitamin B6,
a precursor for the neurotransmitter serotonin, can help to
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alleviate mood symptoms associated with PMS and PMDD.
In a double-blind randomized control trial, B6 alleviated the
severity of PMS/PMDD symptoms in women over the
course of two menstrual cycles.63 The results from B6 sup-
plementation alone produced comparable results to the
control group, which received broad-spectrum micronutri-
ents. Therefore, the incorporation of a diet rich in a variety
of micronutrients is recommended. 

Vitamin B6 deficiencies can cause depression and confu-
sion. Maintenance of adequate levels of B6 can help to
distinguish depression from deficiency which may contribute
to depression and brain fog associated with PMS/PMDD.
Randomized controlled trials prescribing 80mg (53x the rec-
ommended daily amount) to women with PMS showed a
significant improvement in symptoms, particularly mood and
cognitive-related symptoms.62 Further research is necessary
to elucidate the importance of vitamin B6 in PMS and
PMDD. However, it is important to note that although the
current Recommended Daily Allowance (RDA) of vitamin
B6 is less than 2 milligrams per day, Americans still consume
inadequate levels.64Additionally, researchers suggest that due
to hindrance of absorption from oral contraceptives, women
taking oral contraceptives have higher Vitamin B6 require-
ments.65, 66 People eating a Western Diet, especially women
taking oral contraceptives should be diligent to incorporate a
variety of animal and plant-based foods rich in B6, such as
liver, tuna, salmon, chickpeas, and foods fortified with B6.
Research has shown efficacy with large doses of vitamin B6
(up to 80mg/day), but the research is not clear as to whether
it is better to supplement externally or to get it from nutrient-
dense food. The research done on B6 shows comparable
results to broad-spectrum micronutrients, therefore it is
important for women who are not taking external supple-
mentation to include a wide variety of these pyridoxine-rich
foods throughout the day to ensure adequate dosage and a
variety of other micronutrients. 
Iron 

Iron is the most common nutrient deficiency in the United
States.67 Iron is essential in the transport of oxygen, DNA reg-
ulation/repair, and protection against reactive oxygen species
(ROS).68 Iron deficiency can cause anemia, poor thyroid
function and subsequent hormone dysregulation, and
immune system impairment. Of menstruating women, 9.8%
meet at least two of the three markers of iron deficiency.68

Given the blood loss during the menstrual cycle, it is imper-
ative that these women increase their iron, especially during
the menstrual phase of their cycles. Including foods rich in
iron is important to prevent anemia during menstruation, par-
ticularly for women experiencing menorrhagia. Iron and zinc

intake has also been linked to lower rates and lower severity
of PMS.69

However, in the case of iron, individuals need to be cau-
tious of iron overload, which results from an accumulation
of excessive dietary iron in parenchymal cells. This accumu-
lation can lead to tissue damage, particularly in the liver,
heart, and pancreas.67 Most individuals should strive to meet
the recommended daily intake of iron, which is 18mg per day
for women. This can be achieved through just one serving of
fortified cereal or 2 cups of white beans. One 3-oz serving of
beef liver provides about one-third of the daily value. Women
should also be mindful to include spinach and lentils into
their diets, each containing 3mg of iron per serving.70

Incorporating these foods throughout the day will help to add
enough iron to meet the adequate levels for most people.
Lifestyle Recommendations 

There are lifestyle factors outside of nutrition that help to
combat the symptoms of PMS/PMDD. Physical activity has
been proven to alleviate physical symptoms of the pathology.
Randomized controlled trials demonstrate that physical
symptoms including headaches, nausea, and GI distress,
were reduced significantly after a consistent 8-week aerobic
exercise program.71 In this study, participants saw benefits
from 20 minutes of aerobic exercise three times per week.
Yoga is also an efficacious practice in reducing physical
symptoms, more so than aerobic exercise, though both are
effective.72A meta-analysis looking at various types, frequen-
cies, and durations of exercises and their effects on
PMS/PMDD found that exercise has a net positive effect on
PMS symptoms after 8-12 weeks of regimented physical
activity lasting 20-60 minutes, whether it be aerobic, resist-
ance-training, or yoga.73 It was noted that along with
statistically significant changes in the physical symptoms of
the exercise groups, they also experienced significant
improvements in the psychological symptoms associated
with PMS/PMDD as compared to the controls.73 However,
because information bias was present in most of the studies
reviewed, this is an area in need of more robust research.73-75

The American College of Sports Medicine also recommends
regular exercise to prevent obesity, which can exacerbate
PMS symptoms.76

Additionally, one should avoid smoking and limit alcohol
consumption, particularly during the luteal phase, as both
behaviors are associated with PMS/PMDD.13 A meta-analy-
sis looking at alcohol consumption found a moderate
association between drinking and PMS; little to moderate
drinking (0-1 drinks per day) was not associated with
increased PMS severity, but heavy drinking (more than one
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drink per day) was associated with increased PMS severity.77

Additionally, because alcohol influence can impact eating
behavior, women should be mindful of foods they consume
while drinking, as discussed earlier. 

Exposure to sunlight is recommended, as it may help to
combat depression associated with PMDD. Additionally,
exposure to sunlight early in the day can help regulate circa-
dian rhythms by signaling the body to release melatonin. This
exposure is particularly important upon awakening, as a sig-
nal to the body that the day has started. This regulation may
help to combat insomnia associated with PMS/PMDD.78

Education

The effects of PMS and PMDD greatly impede the every-
day lives of women. A cross-sectional, nationwide survey
demonstrated that 38% of women could not complete daily
tasks due to premenstrual symptoms, and only 48% of
women disclosed to the family that their inability and dis-
comfort were due to menstrual symptoms.79 The stigma and
shame surrounding these issues are preventing women from
seeking adequate help. This has resulted in the unfortunate
consequence of cases of PMDD getting either ignored or
misdiagnosed as other mental health disorders.80 The self-
silencing theory attests to the notion that women’s health
issues are often brushed off as a mere part of the process of
becoming a woman; they are surrounded by secrecy and
shame that prevents women from getting adequate help, see-
ing the disorder as part of growing up that needs to be dealt
with rather than a pathology that needs to be treated.
Research is ongoing into various methods to implement edu-
cation for adolescent girls to provide a better understanding
of the symptoms of PMS and its management.81 This
research can be an important step in the next generation’s
experience with PMDD, as it will not only give them the
appropriate tools to combat the physical and emotional
symptoms they will encounter during their cyclic fluctua-
tions, but it can empower them to start the conversation, ask
questions, and deepen the shallow pool of research done on
premenstrual dysphoric disorder. 

CONCLUSION

PMDD and PMS are pervasive conditions that affect the
physical and psychological health of premenopausal women.
The lack of self-inhibition and the poor coping strategies for
the psychological triggers of PMDD/PMS may affect the
physiology via the gut microbiome and subsequent inflam-
mation. Ensuring adequate micronutrients, essential fatty
acids, sun exposure, and physical activity, as well as avoiding
processed foods, smoking, and alcohol may improve symp-
toms associated with these conditions.
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