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“If you are female and think stress is affecting your health, Dr. Witkin’s helpful book can help you take the first step to correcting a major problem.”—Chattanooga Times

 

“A useful book that will help women understand their own reality and the new possibilities for control over their lives—the best antidote to female stress.”—Betty Friedan

 

“For years, everyone has been worrying about the serious effects of stress on men. Now in this important new book, women are finally getting equal time.”—Working Mother

 

“Dr. Witkin explains how working women often generate their own unique brands of stress and shows how this tendency can be mitigated. Best of all, she emphasizes that the benefits of working are enormous for women...”—Betty Lehan Harragan, author of Games Mother Never Taught You

 

“An absorbing, sympathetic discussion…important for women and for the men in their lives.”—Lee Birk, M.D.,

Assoc. Clinical Professor of Psychiatry, Harvard Medical School

 

“Along with its many sound and creative approaches to moving beyond stress, this book conveys a supportive and inspiring energy which encourages the reader to take positive action…A most readable, comprehensive discussion.”—Medical Self Care

 

“Dr. Witkin shows the effects of the changing family structure, the workplace and stress on the female body. Readers can benefit from the book’s sensible, practical advice, particularly since it is couched in a natural, attractive and empathetic style.”—Publishers Weekly

 

“Georgia Witkin’s book will have wide appeal to young and middle-aged women, who will identify with the descriptions of their problems.”—Library Journal
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Preface

It has been two decades since I first started researching The Female Stress Syndrome. It was the first book about those stresses and stress symptoms that are frequently or uniquely ours, and I had hoped it would be the last book about female stress we would ever need. But here we are in the new millennium, and more than ever our lives are spinning out of control. In the ’80s we wanted to do it all. In the’90s we found that we had to do it all. Now we find that we just can’t do it anymore! In the ’80s we fought for choices. In the ’90s new roles were added to old roles, and the sense of choice was gone again. Now we have to learn how to take control of our lives and when to give up some control. Less stress this decade? Not a chance!

The Female Stress Syndrome: A Survival Guide covers female stresses old and new: fertilization facts, mommy tracks, daily crime, biological clock time, marriages that have ended, families that are blended, PMS, IBS, post-traumatic stress. The middle-aged male executive is no longer the sole profile of stress. Homemakers and children have joined the ranks of the overstressed, along with widows, teenage girls, and female executives of every age. Young women in the “twentysomething” generation are facing economic confusion, internet dating in the age of AIDS, and marriage decisions in the age of divorce. Women in their thirties are dealing with their fertility and infertility, putting their time into their careers, and taking time out. Women in their forties must decide what to do when they hit the “glass ceiling” in their office or are single  again in their private life. Women in their fifties are “sandwiched” between their not-quite-independent children and their dependent, aging parents. Women of all ages are facing unprecedented social and personal changes. More than ever, we need this Survival Guide. Please make time to read it and use it. Let’s make this the last Female Stress book we’ll ever need.






Introduction

Complete freedom from stress is death.

—Hans Selye

 

 

 

It’s not that we aren’t warned about stress. We are. We are warned every day about the potential dangers of stress. We are told that stress can be held responsible for high blood pressure and low blood pressure; for overeating and loss of appetite; for fatigue and for hyperactivity; for talkativeness and for withdrawal; for hot flashes and for cold chills. We are advised that under stress we are more susceptible to infection, depression, accidents, viruses, colds, heart attacks, and even cancer. We worry about the aging effects of stress and then worry about the effects of worrying! We are stressconscious and stress-concerned. But we still are not sufficiently educated about female stress.

Our stress education is inadequate because it has focused on men for so very long. Executive pressures, corporate games, professional expectations, Type A behaviors, and competitive behaviors are still being studied by the experts with mainly men in mind. For years newspapers, books, magazines, television specials, and lecturers have discussed the serious effects of stress on men—high blood pressure and heart problems in particular. But did you know that high blood pressure and heart problems are now the number one killers of women also?

Women, after all, live in the same world as men. We, too, get cut off in traffic, hassled at work, and disappointed in love. We, too, worry about our families, become frightened by the future, and are surprised by the present.

Women become depressed, unable to sleep, withdrawn, irritable, childish, frightened, anxious, listless, and distracted under stress, just like men. Under stress, women can lose interest in food, sex, or friends, just like men. Our blood pressure may climb, our heart rate may double, our breathing may become fast and irregular, our hands and feet may become cold and clammy, our mouth may become dry, and our digestion may seem to stop altogether—just like men.

In addition, women experience some additional stresses all their own. Men do not typically have to justify their marital status to an employer or their sexual behavior to their family. Men do not menstruate, become pregnant, or go through menopause. Women must deal continually with society’s mixed messages: We are often expected to be sexy but not sexual; to have a child but remain childlike; to be assertive but not aggressive; to work but not neglect our home. In fact, according to a Roper Starch Worldwide Study of 30,000 people, about 20 percent of women say they feel “an immense amount” of stress (only 15 percent of men do), and full-time working moms with children under thirteen are the most stressed out!

In addition to these special, all-female stresses there are many symptoms of tension that are unique to women or found more frequently in women than in men—symptoms ranging from loss of menstruation to crippling panic attacks, from transient headaches to life-threatening anorexia. And yet when women complain of these symptoms of tension and stress, we tend not to be taken as seriously as men are. Whereas men are given serious tests and treatment for their ailments, many physicians still prescribe tranquilizers for women, or tell them, “Go home and try to relax. Your problem is just stress.”

“Just stress.” I am still amazed when I hear that phrase. “Just stress” can trigger or contribute to diabetes, hypertension, and heart attacks. “Just stress” can trigger or contribute to depression, anxiety, insomnia, accidents, alcoholism, and drug abuse. “Just stress” can mimic senility, mental retardation, hyperactivity, and motor coordination problems. “Just stress” mediates all psychosomatic disorders, including ulcers, asthma, and allergies. And “just  stress” can bring on the cluster of psychological and physiological symptoms women suffer that I call the Female Stress Syndrome.

My awareness of the Female Stress Syndrome did not, as you might imagine, come from a recognition of my own stresses and stress symptoms. I was as much a victim of female stress unawareness as were my female psychotherapy patients. I was a full-time college professor, full-time psychotherapist, full-time mother, full-time author of textbooks, part-time clinical supervisor, part-time consultant, semi-efficient homemaker, and inefficient bookkeeper.

I was full-time stressed and part-time guilt ridden. Like most working mothers, I was haunted by a long list of shoulds. I should be more active in the PTA. I should be baking or building with my daughter on snowy afternoons. I should be editing or billing instead of baking with my daughter on a snowy afternoon! Like most women, I was concerned with the shape of my body and wardrobe—or the lack thereof. Like most homeowners, I was plagued with put-off repairs and immediate emergencies. Like most people in their middle years, I was worrying about time running faster than I could.

Symptoms? Of course I had symptoms. Headaches, backaches, erratic premenstrual tension, unusual allergies, a touch of colitis, and a bit of cardiac arrhythmia. “Just stress,” my doctor said. “Just stress,” I reassured myself, and continued on my harried way.

Ironically, my Female Stress Syndrome awareness was first raised by a man, who was telling me about his daughter. She had a new marriage, new house, new baby, and a full-blown stress syndrome. She was very unhappy, and feeling very guilty about being unhappy. “I’d be overwhelmed by all that change and responsibility,” he said, “but she thinks that she should be able to do everything and bake bread, too. Please tell her as a psychologist, woman to woman, that it’s okay for her to feel stressed. That she can sympathize with herself and help herself without feeling guilty or inadequate. No one else is telling her that!” “Of course I’ll speak to her,” I replied; and I began to think about the many stresses that fall primarily on women.

My second consciousness-raising experience followed the next  week. I was leading a stress-management workshop. Because it was sponsored by a hospital rather than a police department or corporation, the audience contained more women than usual. I was fascinated. I gradually realized that the questions and concerns expressed by the women were different from those raised by the men. The women spoke of many more stresses that were long-term and largely beyond their control—the two factors that make stress dangerous to psychological and physical health! They spoke of unequal pay and unequal say. They spoke of double duties: housework and workwork. They spoke of sabotage on the home front—sometimes intentional, but more often not. And they kept adding, “No one takes my stress seriously until I am sick in bed for a week!”

Interested in this issue of women and stress, I then went over a decade of therapy notes about female patients. What stresses could women claim as their own? I found many:• The stresses associated with our physiology: breast development, menstruation, pregnancy, and menopause.
• The stresses that can be associated with our life changes: becoming a wife, becoming a mother, being either one during the divorce boom and the economic bust, being a baby boomer over forty in a youth-beauty culture, becoming a not-so-merry widow, or reorganizing after children have grown up but have returned home.
• The psychological stresses often felt by the single woman who feels alone, the homemaker who is pressured to get out of the home and develop herself, the career woman who is pressured to get back into her home lest she lose her family, and the working woman who can never seem to catch up on E-mail, bills, or sleep.
• The hidden stresses that distract, distress, and deplete—the subtle sexism practiced by both men and other women, infertility, commuting, crime, and talking to two-year-olds.
• And the stresses of life crises, which fall largely on female shoulders—caring for an ill or dying parent, parenting a  handicapped child, and making sure that life goes on after your divorce, your parents’ divorce, or your child’s divorce.



I then surveyed women across the country and found even more female stresses: a son or daughter returning home with children, trying to have children after waiting a little too long, and dealing with retirement—their own. Like the stresses mentioned by the women attending my workshop, these stresses are also long-term and beyond immediate control. Like the women at that workshop, these women felt the symptoms of stress, but were not taken seriously. And according to the New Female Stress Survey 2000, not much has changed for the better. Their husbands, doctors, and even their mothers too often said, “Get a good night’s sleep and you’ll feel better in the morning.” When they didn’t feel better in the morning, many sought a therapist and many came to me.

I realized, in time, that the way I was able to help my female patients most was to reassure them that their stresses were not “all in their minds,” but rather in their daily lives; that their symptoms were usually not in their imaginations, but rather in their bodies. This is what I am still doing in my private practice, my regular columns, lectures, and television appearances, and in this new edition of The Female Stress Syndrome Survival Guide. In effect, I give the “permission” we all need to take our stress seriously.

When I first wrote about female stress, it was to help even more women educate themselves about the unique ways, because of biology and conditioning, in which it affects our lives differently from men’s. The millennial edition is a women’s handbook of stress: our stress, our children’s stress, our partner’s stress, and our parents’ stress. It is meant to help us help ourselves and all those we love. I hope this book will also help educate the men who are professionally or personally concerned for the women in their lives.

Educating ourselves about Female Stress Syndrome symptoms, however, is only half the solution to a healthier life. Unfortunately, many of us become expert at identifying and describing our states of tension and symptoms of stress, but don’t go beyond that. We  find ourselves in the same stressful situations again and again. We recognize that we’ve been there before, but we cannot change our reactions, no matter how upsetting. We have yet to take the next step, that of real stress management. To reduce stress and achieve some control over it, we not only need to know and recognize our problems, we also need to gain an understanding of their causes and learn how to deal with them. I hope this book helps you help yourself live with female stress so that you can manage it rather than have it manage you. Survive and thrive is the goal. Knowledge is power, so read on.






1

GOOD STRESS, BAD STRESS, AND FEMALE STRESS

Men and women may be created equal, but they are certainly not identical—particularly when it comes to stress. Research continues to uncover fascinating differences between most males and females, some of which are good news for women and their relationship to stress.

For example, females seem to survive birth stress better than males. Although 102 males are born for every 100 females, by the end of one year there is already a reversal in the male-female ratio. Not only is the early female mortality rate lower than the male rate, but females usually live longer as well.

Women also seem to grow older more gracefully. They tend to retain the use of their legs and hands longer, show less gray hair, fewer sight and hearing deficits, less memory loss, and maintain greater circulation of blood to the brain.

Since women typically have a greater fat-to-muscle ratio than men, women have better protection from the cold, better buoyancy in water, and a slower release of energy supply. This is a boon to women who are long-distance runners or long-distance swimmers. It also helps women cope with long-term stress, since stress tends to constrict the surface blood vessels that keep our hands and feet warm; stress tends to increase sweating, which chills us; and stress tends to suppress appetite, which makes it necessary to have an alternate source of energy.

From Eleanor Maccoby, Ph.D., director of human development  in psychology, at Stanford University, in Palo Alto, comes the information that females probably react to touch more easily than males. Might this mean that females get more pleasure from being stroked and caressed than do males? Perhaps. Might this mean that females’ stress can be soothed more easily by holding, hugging, and touching? Probably!

Some studies show that females are more sensitive to pain than males, other studies show no difference—but no studies show males to be more sensitive to pain. How is this good news? Although a low pain threshold may lead to an overconcern with body ailments, it can also provide an early warning system for stress symptoms that require early intervention. This sex difference may even contribute to longer life expectancies for women than for men.

Some research also shows a male-female difference in aggression control. After eighteen months of age, girls seem to gain better control over their tempers than boys (E. Maccoby and C. Jacklin1).

This is another reason that females could be expected to evolve better verbal stress-coping strategies than less-controlled males. Females would assess information more efficiently and address problems more logically. An alternate hypothesis is that females may show less of a tendency to react to situations aggressively and, therefore, need less control. This, too, would enhance their coping capacity—they would think first, act later.

One area of female superiority certainly seems underutilized: the female’s fine-muscle coordination. Although this would suit women for occupations such as brain surgery and fine art, in this society it still more often results in a woman doing needlepoint to reduce tension!

Now for the bad news concerning women in relation to stress. Because of our unique physiology and conditioning, women under long-term stress are in a position of double jeopardy: We are at risk for all the usual stress symptoms, from backaches to hypertension,   and we are also at risk for such additional stress-mediated disorders as premenstrual tension and panic attacks—symptoms that are either unique to women or are more frequently reported by women than men. Before detailing these specific female stress symptoms, though, let’s first take a look at the general subject of stress and the ways in which the body reacts to it.




STRESS AND THE GENERAL ADAPTATION SYNDROME

Have you noticed how your heart seems to skip a beat or race after a near-accident on the highway? How about an unexpected encounter with a former lover? In each of these instances, your body is responding to signals from your sympathetic nervous system. It can, for example, increase your heart rate from about 70 beats per minute to 140 beats per minute when you are under stress.

Think about your most recent experience with stress. Since this can involve almost any demand or pressure that induced mental or physical tension, an incident will probably come to mind easily. You may remember being upset, frightened, excited, confused, insulted, elated, aroused, disappointed, annoyed, competitive, saddened, sickened, fatigued, exhausted, or surprised.

Stress can result from something happening around us, or from something happening within. It can result from a work problem, a family crisis, or a bout of self-doubt. It can be caused by factors as diverse as the aging of our bodies and the birth of a long-awaited child. It can be intermittent, rapid-fire, or chronic.

The primary effect of stress is to mobilize the body’s “fight, flight, or fright” system. This means that stress stimulates the chemical, physical, and psychological changes that prepare us to cope with a threatening situation in these ways. This is all very well, of course, when the stressful situation calls for this type of action; we can easily speculate, for example, that the system evolved  back when the “fight” impulse was directed toward defending one’s territory or competing for a mate; when “flight” generally meant running for one’s life from a wild animal; and when “fright” referred to confrontation with a natural disaster.

Suppose, though—as happens all too often in these perimillennial years—that the stress you are confronted with does not require action. Suppose, for example, that you are late for an important appointment and are held up in bumper-to-bumper traffic. No movement, no escape, and no action. In this situation, relaxation would be of more use than the biochemical and psychological changes created by the fight, flight, or fright system.

As Hans Selye first pointed out back in the 1950s, our stress mobilization system is relatively nonspecific. That is, it mobilizes in a way similar to any strong demand, whether short-term or long-term; whether it requires action or restricts action; whether it brings good news or bad news. Winning a lottery, for example, stresses the body in much the same way as losing a lottery does! Both produce what Selye called the General Adaptation Syndrome—a bodily reaction to stressful situations that involves emergency activation of both the nervous system and the endocrine (hormonal) system.

Within the nervous system, stress messages travel along three pathways. They travel from the brain through motor nerves to arm, leg, and other skeletal muscles, preparing them for motion. They travel from the brain to the autonomic nervous system, which raises blood pressure, heart rate, and blood sugar level; releases reserve red blood cells needed for carrying oxygen to muscles; and slows intestinal movement (since digestion is not a priority in an emergency). And finally, they travel from the brain to the interior of the adrenal gland, which releases adrenaline into the bloodstream as a general stimulant.

The hypothalamus also receives stress messages transmitted from the brain along nervous system pathways, but from there a second system, the hormonal, or endocrine, system, is activated. This system works more slowly than the nervous system in reaction to  stress, but it can maintain its effects on the body for longer periods of time.

Think of the hypothalamus as the emotion control center of the brain. From the hypothalamus, stress messages can be dispatched to many different glands. When signaled by the hypothalamus, the pituitary releases into the bloodstream hormones that activate the adrenal cortex. The adrenal cortex releases similar hormones, and together they raise the white blood cell count (affecting some immune reactions), alter the salt and water balance (gradually increasing blood pressure by changing excretion patterns), and stimulate the thyroid gland (increasing metabolism).




THE EFFECTS OF SHORT- AND LONG-TERM STRESS

Both the immediate action of the nervous system and the time-release action of the endocrine system function to prepare and maintain the body for life-saving action. If stress is short-term, there is usually no problem, since your body will have time to rest afterward. This occurs naturally when stress is part of a game, a sport, or even romance. The exhilarating feeling you get is “good stress,” stemming from activities that are stimulating and can be terminated at will.

If, however, the stress is long-term and beyond your control, your body will not have a chance to rest, and the effects of this “bad stress” may begin to show. Your heart, after all, is a muscle, not a perpetual-motion machine. Soon you may feel missed beats, rapid beats (tachycardia), a sense of pounding, or even chest pains.

Breathing patterns also change under stress. Breathing becomes more rapid, often doubling in its rate, and it also becomes more shallow, like panting. Under “good” stress these changes are adaptive. Under long-term or “bad” stress, they create problems. The nose and mouth begin to feel dry from rapid, shallow breathing,  and, again, chest pains may develop from working the diaphragm muscles so hard.

Since signals to breathe come from a buildup of carbon dioxide in the bloodstream, rapid, shallow breathing can create another problem: Carbon dioxide is expelled too well and breathing messages seem to slow down. We feel out of breath and dizzy. This is called hyperventilation, a common symptom of prolonged stress. For quick relief of hyperventilation, you can breathe into and out of a paper bag. In this way, carbon dioxide that has been expelled is breathed into the lungs again, and the carbon dioxide level in the bloodstream is soon high enough to trigger the breathing reflex.

Some psychosomatic effects of “bad” stress, however, are more difficult to manage than hyperventilation. For example, decreased rhythmic contractions of the digestive system and vasoconstriction of the gastric glands under stress can produce an upset stomach and constipation. (On a trip, we usually blame these symptoms on the water.) Or the output of certain hormones (glucocorticoids) under stress can gradually increase stomach acidity and, therefore, the risk of a peptic ulcer.

According to research compiled by the Upjohn pharmaceutical company and others, hormones produced under stress can suppress the number of certain blood cells that protect us against infections and cancers. This may help to explain why widows and widowers are at higher risk of illness for the first two months after the death of a spouse, why stress precedes sore throats and colds four times more frequently than it follows them, and why women under the chronic stress of caring for parents with Alzheimer’s disease show reduced immune functioning. The evidence is piling up—we can’t fight chronic stress and still fight illness efficiently.

Long-term stress can also produce a progression of side effects. The General Adaptation Syndrome, for example, shifts blood flow to large skeletal muscles and decreases flow to the gastrointestinal tract and to the skin. The first signs of such shifts might be cold hands and feet, then gradually a pale or sallow complexion, and finally migraine headaches or high blood pressure.

As another example, the endocrine glands under long-term stress cause the release of extra sugars for energy into the bloodstream, and extra insulin to break down these sugars for use. If too much insulin is produced, blood sugar levels will become too low (a condition called hypoglycemia). We feel tired and reach for a cigarette, coffee, cola, or sweets to give us a lift. Then even more insulin production is stimulated, and the low-blood-sugar cycle continues.




WEAR AND TEAR

In both males and females, long-term stress can often aggravate a preexisting condition or tendency. Think of this type of stress side effect as wear and tear on the body’s weak spots.

Look at the list of stress-related problems below. How many have you noticed in yourself? Your family? Your friends? Your mate?



	ulcerative colitis	cardiac arrhythmia
	peptic ulcer	hyperventilation
	irritable bowel syndrome	asthma
	myocardial infarction (heart attack)	rheumatoid arthritis
	allergies
	high blood pressure	skin disorders
	frequent colds	


Sometimes the symptoms of stress are less serious but mimic serious diseases. This, of course, adds further worry to any stressful situation. I often hear patients in the midst of emotional traumas conclude that they have a brain tumor, coronary disease, or cancer, based on some of the following stress symptoms:



	headaches	dizziness
	swallowing difficulties (esophageal spasms)	chest pains
	backaches
	heartburn (hyperacidity)	muscle spasms
	nausea	urinary frequency
	stomach “knots” or “butterflies”	memory impairment
	panic attacks
	cold sweats	constipation
	neck aches	diarrhea
	chronic fatigue	insomnia


 

We know that the brain plays a crucial role in determining how the body reacts to stress. Here are the three important mind-body connections:1. Remember those stress messages that travel from the brain through motor nerves to arm, leg, and other skeletal muscles? Their short-term effect is to prepare us for emergencies. Their long-term effect is to make those muscles fatigued.
2. Other stress messages travel from the brain through autonomic nerves to the heart, lungs, intestines, sweat glands, blood vessels, liver, kidneys, endocrine glands, and other organs. Their short-term effect is to gear up the fight, flight, or fright system. Their long-term effect is to exhaust these organs.
3. Finally, some stress messages travel from the hypothalamus in the brain to the pituitary and then to other glands that will release hormones. The short-term effect of these hormones is to raise energy production. The long-term effect is often to create endocrine imbalances.





FEMALE STRESS

Now here’s more bad news. The stress symptoms I’ve been talking about can and do affect men and women equally; but, as I noted earlier,  women are at risk not only for these ailments, but also for additional, less well-understood symptoms stemming from our particular physiology, life changes, or the social and psychological demands placed on us. Most important, the majority of these stresses are long-term and beyond our control—the most dangerous type of stress one can experience. Stress-mediated symptoms that are unique to women include:



	amenorrhea (loss of menstruation)	vaginismus (painful intercourse)
	premenstrual syndrome/ headache complex	low sexual desire
	inhibited sexual arousal
	postpartum depression	anorgasm
	menopausal melancholia	infertility


Disorders that are not unique to women but that are reported more frequently by them include:



	anorexia	anxiety attacks
	bulimia	depression


These are the symptoms of the Female Stress Syndrome, and the sooner we make the connection between their appearance and the incidence of stress in our daily lives, the sooner we can help ourselves become healthier. Some women may already have recognized the importance of the mind-body connection by observing their own physical reactions when they are under chronic stress. Many have probably not recognized it, however, and will be relieved to be able to identify both female stresses and female stress symptoms. Remember, the stresses and symptoms of the Female Stress Syndrome don’t replace, but rather coexist with, the general stresses and stress symptoms of everyday life. Sorry about that. But help is on the way. In the next two chapters, we’ll examine the effects of this double dose of stress and see that by stopping, looking, and listening, we can feel okay in Y2K and beyond.






2

STRESS AND THE FEMALE BODY

Women are endowed by nature with three complex physiological processes that have no counterpart in men: menstruation, pregnancy, and menopause. These changes are all aspects of a very precious gift, of course—the ability to reproduce—but they can also be the arena for a unique set of stress-related problems. Again, we see how important the mind-body connection is in the development of the Female Stress Syndrome.




THE RISK OF PREMENSTRUAL SYNDROME/HEADACHE COMPLEX

Research has finally documented what women have always known: Premenstrual Syndrome (PMS) is real! During the seven to fourteen days preceding menstruation (and sometimes during or immediately after menstruation), nine of ten women of childbearing age experience some of these symptoms:



	headaches	distended stomach with or without stomach upset
	anxiety and nervousness
	fatigue/lethargy	irritability
	depression and/or crying jags	migraine
	hot flashes	breast engorgement and tenderness
	loss of concentration
	moodiness (alternating highs and lows)	temperature changes
	migraine
	backache and/or pelvic pain	lowered sex drive
	fluid retention and bloating	increase in accidents and errors
	food cravings (typically candy, cake, and chocolate)
	acne, blotching
	sweating	flaring of allergic reactions
	swelling of the legs	outbursts of aggression
	changes in bowel rhythms	thirst


 

Between 10 and 20 percent of these women have symptoms severe enough for their families to call it “hell week.” Five percent are so severely affected that they say they can’t get through the day. This “premenstrual dysphoric disorder” was included for the first time in the Diagnostic and Statistical Manual of Mental Disorders in the fourth edition in 1994. It is because the symptoms are so extensive that, until quite recently, many physicians once dismissed premenstrual syndrome as an imaginary condition that gave women a good excuse for not coping with their daily lives. After all, how could such different kinds of symptoms (and fifty others not listed) be related?

But research over the past thirty years now shows that, indeed, more than half the surveyed female populations in three countries (the United States, Britain, and France) report psychological and/or physical menstrual changes. In fact, these women are probably suffering from different subtypes of premenstrual tension. Katharina Dalton, the British physician who pioneered much research in this area, found correlations between the premenstrual phase and commission of violent crimes, death from accidents, death from suicide, and admissions to psychiatric hospitals among women. L. Rees reported a correlation between anxiety and the premenstrual phase. M. Abramson and J. R. Torghele found headaches to be the most frequently reported premenstrual symptom; and Gail Keith of the  University of Illinois Medical Center finds that a sense of being out of control is the most frequent symptom.

Daria’s case is not unique. She reports:I begin to become short-tempered and irritable as I get closer to my period—irritable in every way. I can’t tolerate the noise, the heat, or my children’s bickering. I can’t even tolerate being touched or stroked. I find excuses to be angry at my family so I can self-righteously go off by myself for a while. Then there is my headache. It comes three days before my period and lasts for two! Aside from eating chocolate and sleeping, the world seems to be empty of pleasure.





Can Daria’s problems be explained? Why do headaches develop premenstrually? Why do women become bloated? Tense? Depressed? Why do they become sugar-starved and feel like the Wicked Witch of the West?

Although psychological explanations sound good, they do not fit all of the data. For example, many women who do not suffer from premenstrual tension grew up with the same negative messages about menstruation as the women who do. Many women develop premenstrual symptoms only after the birth of their first child. Symptoms fluctuate with the menstrual cycle, increase as a woman reaches her thirties and forties, and appear to be hereditary. Furthermore, rarely do women who do not ovulate have premenstrual stress symptoms.

The triggers, we now strongly suspect, are within the body. The menstrual cycle is highly complex and powerful, involving the monthly gearing up of the entire reproductive system. Because it is an endocrine/hormone-activated system, its hormones travel in the bloodstream as do the stress hormones, thus reaching every tissue in the body. Also, like the stress hormones, the menstrual hormones set off various chemical reactions and metabolic changes in addition to reaching their target organs.

The cycle is governed by those two master glands, the hypothalamus and the pituitary. In the normal cycle, the hypothalamus signals the pituitary to release follicle-stimulating hormone (FSH), which causes several egg follicles in the ovaries to begin growing and secreting the first of the major female hormones, estrogen.

This powerful hormone begins changing the body to prepare for the fertilization of an egg. It causes the cells in the uterine lining to multiply and increases their blood supply. It works changes on the fallopian tubes and on the musculature of the uterus, the cervix, and the vagina.

In addition to these changes in the reproductive organs, estrogen affects the duct system in the breasts; the hormones from the thyroid and adrenal glands and the pancreas; the blood vessels; the chemistry of cholesterol and protein in the blood; and bone metabolism.

After nine or ten days, the high estrogen level in the blood triggers the hypothalamus to signal the pituitary to decrease its FSH output and release luteinizing hormone (LH). This induces ovulation from one egg follicle and a subsequent surge of the second female hormone, progesterone, from the follicle (now referred to as the corpus luteum).

Progesterone opposes estrogen—that is, it has an inhibiting or reversing effect on the changes estrogen has produced. Progesterone stops the growth of the uterine lining and further develops it to receive a fertilized egg. If the egg is fertilized and implants in the uterus, progesterone will continue to be secreted to support the egg’s environment until the placenta takes over that function. Progesterone also begins reversing the changes in the uterus, cervix, and Fallopian tubes.

Although the level of estrogen has gradually fallen as that of progesterone has risen, on about the twenty-first day of the cycle both are at high levels—and for many women, so is tension! Then, if no pregnancy occurs, both hormones are abruptly shut off by the endocrine system’s negative feedback mechanism: The high levels of progesterone signal the hypothalamus to stop the pituitary’s secretion  of LH, which in turn stops the ovaries from secreting progesterone and estrogen.

As the uterine lining breaks down and flows out (menstruation), both hormones are at their lowest ebb. But the lack of progesterone then induces the hypothalamus to signal the pituitary again to release FSH, starting a new cycle.

As you can see, if one part of this cycle is altered, the rest of the cycle will also be affected. Thus, there are many possibilities for sources of PMS.1. Rather than changes in actual hormone levels, changes in some women’s sensitivity to hormones may explain premenstrual symptoms.
2. There may be withdrawal reactions to the hormones when they decrease before the menstrual flow.
3. Since hormone imbalances and diet changes can affect water retention and electrolyte concentrations, this area is also being researched.
4. Fluctuations in chemicals involved in brain activity are being examined for sensitivity to estrogen and progesterone changes.
5. Experts have theorized that changes in the way vitamin B6 is utilized in the body premenstrually may lead to an increase in progesterone in midluteal cycle. Progesterone can affect fluid retention, causing breast tenderness, swelling, and irritability.
6. Changes in B6 activity may decrease levels of a brain chemical called serotonin, which in turn may encourage depression, food cravings, and mood swings. However, double-blind studies have so far failed to show any improvement in alleviating PMS symptoms by taking B6 as tracked against a placebo.


Can stress affect PMS symptoms? Some say yes. According to gynecologist Sharon B. Diamond, M.D., of Mount Sinai School of  Medicine in New York, stress influences the brain’s hypothalamus, which in turn mediates the anterior pituitary and therefore, the ovaries, which are the source of the progesterone and estrogen involved in PMS. This means that stress will aggravate most PMS symptoms, from acne to allergies. It can aggravate the premenstrual symptoms of temperature changes and sweating. It can alter tolerance for fatigue, aches, pains, and dealing with other people. It’s also likely that PMS makes stress worse, says Peter J. Schmidt, M.D., of the National Institute of Mental Health. He gives an example: If someone hits you on the arm, you feel it. If someone hits you on a broken arm, you really feel it. In a study he and colleagues did in 1990, he found that when women were in the premenstrual phase, they felt stressed out by life events that didn’t bother them at other times of the month. In other words, premenstrual symptoms will certainly feel worse, and may even be worse, when a woman is under stress. If she must deal with skepticism about PMS and lack of sympathy as well—more stress!

Fortunately, both medical science and home science have at least partial remedies for PMS. Let’s start with medical science:• Physicians can prescribe antiprostaglandins to counteract premenstrual and menstrual cramping.
• Tranquilizers and antidepressants such as Prozac and other selective serotonin reuptake inhibitors (SSRIs) can be prescribed for mood changes, but in this case, awareness that mood changes are temporary and follow a premenstrual pattern may be just as effective—without the side effects of these medications.
• Calcium may be a surprisingly simple solution for many women. When Susan Thys-Jacobs of Columbia University in New York gave PMS sufferers 600 milligrams of calcium carbonate daily, their mood swings, water retention, and other symptoms improved by 48 percent. Check with your physician, however, before trying this approach. • For breast tenderness, some doctors prescribe bromocriptine (brand name Parlodel), which inhibits the hormone prolactin. Prolactin was thought to produce PMS symptoms in certain patients by causing breast engorgement and decreasing the ability of the kidneys to excrete water. Although several investigators, through double-blind studies with bromocriptine, have shown that prolactin alone doesn’t seem to cause PMS, it still seems to be effective in managing breast tenderness.Progesterone, however, which has been widely given for PMS because progesterone levels drop dramatically at ovulation, has been shown to be no more effective than a placebo, according to Ellen W. Freeman, Ph.D., of the Hospital of the University of Pennsylvania in Philadelphia. So if you are taking progesterone for PMS, review this remedy with your physician and get a second opinion from a research hospital physician near you.



• Be aware that although in theory birth control pills should relieve PMS symptoms by suppressing many of the hormones that appear to contribute to PMS symptoms, no studies have proven their effectiveness.
• Be aware also that diuretics to reduce fluid retention should only be used under a physician’s supervision. Dehydration creates electrolyte imbalances that can be lethal to heart functioning.
• Some women take low daily doses of vitamin B6 beginning ten days before menstruation to manage PMS. If you want to try this, speak to your physician first and remain under his or her supervision while you are taking the vitamin because nerve damage can result if you overdose.





Now let’s talk about home remedies. Home remedies include cutting back on salt intake to reduce water retention (don’t overdo this in the summer); aerobic exercise for thirty minutes a day, which  can help fight premenstrual depression and flushes extra fluid out of the body; and diet changes.

Many women find that minor changes in diet make a big difference; eliminating alcohol and caffeine, for example, can reduce outbursts and irritability. An increase in carbohydrates may help to increase brain serotonin, which in turn may reduce depression, tension, anger, confusion, sadness, and fatigue, and increase alertness and calmness. Perhaps this finally explains why some of us crave carbohydrates premenstrually; we may be self-medicating with potatoes, bread, pasta, cake, and candy to feel better! Try eating six small meals rather than three big ones to reduce hunger and prevent binging on the sweet carbohydrate you’re probably craving.

If your carbohydrate craving cannot be denied, at least you can substitute complex carbohydrates such as grains, beans, legumes, and many fruits for simple carbohydrates such as sugar, candy, and sweet-tasting fruits, whose nutritional value is low. This latter group can actually aggravate PMS symptoms by stimulating too much sugar metabolism after a brief high, leaving us lower in energy and in our mood.

Since PMS can contribute to the Female Stress Syndrome, all the self-help and stress-management techniques that are described in later chapters of this book may well make an important difference. Try them this month—for your sake, and, perhaps, for the sake of those around you.




THE STRESS RISKS INVOLVED IN PREGNANCY

Pregnancy means change, and the stress of change can bring on female stress symptoms. If you’re already a mother, think of all that changed for you during pregnancy. Most obvious, of course, was the change in your body and perhaps your assessment of your attractiveness. Your health-care responsibilities broadened, and alcohol, nicotine, and medication intake had to be monitored.

Your activity level probably changed as a result of morning sickness, which 60 to 85 percent of women experience as their estrogen level climbs. If your mate told you that your morning sickness was “in your head” and you knew that it was in your stomach, further stress was obviously added to an already unhappy situation. Your activity level may have slowed even more as your size and weight increased, but soon after delivery you came to suspect that you might never have a moment to sit still again.

Remember, too, how many financial changes were taking place: impending medical and hospital bills, perhaps the end of your wage-earning for a while, or the beginning of life insurance and savings deposits. And these expenses were just the beginning!

Women often find that their time frame changes during pregnancy. For many women, all plans become focused on the due date, and all experiences are remembered as being far from, or close to, delivery. It is even more important to an understanding of the Female Stress Syndrome to realize that many women do not have clear plans or expectations beyond that date.

Women may have studied reproduction in biology class, genetics and conception in anatomy and physiology courses, natural childbirth methods in Lamaze classes, gentle birth in LeBoyer’s books, and neonatal care in maternity classes—but most have never studied mothering! Expectations of motherhood are often no closer to reality than a cartoon is to life; the demands and disappointments can lead to contribute to the Female Stress Syndrome.


PREMOTHERHOOD 

Premotherhood is a psychological period, not a time period. It may begin before conception, during pregnancy, or even after the onset of labor! Premotherhood can be a great, “I can’t wait” time, but it can also be a time when tension can build and drain energy from happy anticipation and aggravate postpartum Female Stress Syndrome symptoms.

The cases of Sarah, Sandy, and Melanie reflect some of the stress that can be associated with conception.

Sarah had been working as a production assistant in a Chicago advertising agency, dating Ray, and feeling good about her self-directed lifestyle. Although she stated that in principle birth control was the responsibility of both members of a couple, she preferred the sexual spontaneity that an intrauterine device gave her to the “clumsiness” of a condom. (They had both tested negatively for the AIDS virus.) Since she had, therefore, taken on the responsibility of contraception, she was particularly stressed when she accidentally conceived. Although she decided that she wanted the child, she found that she was upset about having lost control over this area of her life decisions, resentful of the changes that were coming, and guilty about her resentment.



Stress for Sarah, therefore, began during premotherhood, when she experienced a dip in the predictability of her life. Her pregnancy represented both a wish and a fear, and such ambivalent feelings are always associated with some degree of discomfort or stress.

Although Sandy’s pregnancy was unplanned, it was a welcome surprise. Sandy had worried that she and her husband were not ready for parenthood, that they had more “playing” to do before settling down to the responsibilities of a family. She also suspected, however, that they might never feel ready to make a conscious decision about having a baby, and might delay such a decision for far too long. So she put her concerns aside, and prepared for delivery with great excitement. As the time for delivery loomed, however, the realities of parenthood began to frighten Sandy and her husband. They became irritable  with each other, and each began to see the other as responsible for their plight.



For Sandy, stress had begun to build as she approached delivery. She felt that her course was set, that she no longer had a choice about parenting, and that she had betrayed herself by leaving the conception of her child to chance.

Melanie pondered the considerations of timing, finances, and emotional readiness before she and her husband tried to conceive a child. When the situation seemed right, Melanie was ready. Unfortunately, almost 15 percent of all pregnancies end in miscarriage or spontaneous abortion before the eighth week, and this was Melanie’s experience. Following her miscarriage, Melanie’s efforts to conceive again were unsuccessful for many months. By the time she did conceive, her anxiety level was high and her focus on motherhood was all-consuming. Even her relationship with her husband was overshadowed by the prospect of the mother-child relationship to come.



Fear and unrealistic expectations combined to produce a high level of stress for Melanie during her pregnancy. Again, motherhood stress began during premotherhood.

The cases of Sarah, Sandy, and Melanie are by no means rare. Premotherhood concerns can be a very real part of the Female Stress Syndrome. Some pregnancy fears are symptomatic of a generalized anxiety about the demands that are made on mothers, as in the case of Sandy. Other fears, however, are probably literal—fear of miscarriage, of having a defective baby, of labor pain, or even of delivery procedures or cesarean section. Either way, motherhood becomes associated with fear.

For a woman who is fighting fertility problems, premotherhood can be nightmarish. She may spend years going to fertility specialists; trying laparoscopies, tubal surgeries, in vitro fertilization,  G.I.F.T. procedures, hormone injections, and ovum donation. She invests time, money, and hopefulness. She alters her daily life, her sex life, and her life plans. She waits months for signs of conception, and then hopes for days that she won’t miscarry. She wonders about the effects of the medications on her and on the potential baby. She wonders about the effects of infertility on her marriage and of basal temperature charts on her libido. She stops telling people about her problems because she becomes tired of their questions and afraid of them. She can’t see a baby without crying or wondering how she might have brought this on herself. For the nonpregnant woman, premotherhood may be her first brush with circumstances beyond her control, and her fertility problems become added stress symptoms. Most fertility programs now have trained experts to help individuals, couples, and groups find some perspective and peace. If you are dealing with infertility, please reach out for help. It’s a sign of strength.


POSTPARTUM DEPRESSION 

Depending on the particular study you read, between 20 and 65 percent of childbearing women report maternity blues. Since postpartum (after-the-birth) depression rarely begins before the third day after delivery, it seems clear that hormonal and chemical changes are involved. But psychological stresses also play an important role.

Let’s begin with delivery. The woman is separated from her husband and family except during visiting hours. She is often separated from her baby except during feeding hours. Soon the new mother may feel isolated, vulnerable, and incapacitated. Her first days at home with the baby can make things worse. Melinda remembers:I was totally prepared for natural childbirth, and totally unprepared for natural child-rearing. Despite my twenty years of formal education, I did not know how to sterilize  a bottle without melting the rubber nipples. By the end of the week, every time my baby cried, I cried, too.





Teenage mothers struggle with further stresses after delivery. Becoming a mother may have solved an identity crisis, but it also may have created new ones: loss of freedom, of mobility, and of choice, and mixed feelings about parenting and its responsibilities.

Some women don’t feel the baby blues until they have their second or third child. As Deborah, who has four children, put it, “It is hard to see myself as pretty, witty, and wise when I feel more like the old woman who lived in a shoe and had so many children that she didn’t know what to do!”

The postpartum depression should lift as the new mother rejoins her support system, sees that she can handle things, and finds that her body chemistry readjusts. Sometimes it does not. As with some other Female Stress Syndrome symptoms, professional intervention may be necessary to break the mind-body chain of events producing, in this case, the depression.




THE STRESS RISKS INVOLVED IN MENOPAUSE

Now for some myth-busting, because even the most skeptical of physicians and mates usually view menopausal depression as “real.” In fact a woman is more likely to receive sympathy and understanding at this time than when she is premenstrual or going through a postpartum depression.

After all, who can argue with the reality of the hot flashes that the majority of menopausal women experience? Who can argue with the reality of the permanent cessation of menstruation that results from the end of ovarian activity? These symptoms are neither imaginary nor psychosomatic in origin, all agree; therefore, menopause must be real.

The sympathy doesn’t stop here. Who can argue with the assumption that a woman will be depressed at the notion of aging?  Who can argue with the idea that the loss of fertility makes a woman naturally defensive and irritable? Who can argue with the belief that when a woman feels older her sex drive decreases?

Researchers can—and do.

Actually, the most recent research points out that most women do not experience increased depression or any other type of mental illness during menopause. In fact, the happy truth is that many women find the freedom from fear of pregnancy liberating, both sexually and practically. With menopause comes a rite of passage into a period of personal choice and self-defined lifestyles—free from premenstrual tension and postpartum blues, free from preparental anxiety, and filled with postparental relaxation.

According to Lena, now sixty-two years old, the fun has just begun. At thirty-eight she started to plan for her retirement from mothering. She enrolled in a counseling program that had evening classes. By the time Lena reached menopause, she had completed her master’s degree in social work, completed her full-time mothering responsibilities, and completed her ten-year plan to prepare for her second career. It has been five years since she began private practice, and she is pleased that she sorted her interests sequentially, rather than juggling them simultaneously.



Of course, this is not to say that menopause is always a time free from sadness and stress. Even in women who look forward to their life changes, there may be nostalgia for earlier times, a sense of loss of their ability to have children, frustration that their body is aging, and an anxiety associated with entering a later stage of life. Furthermore, menopause is usually a time of major social change because parents, friends, and mates are aging, too. Life change and physical change interact, once again. Because of this female stress symptoms can reappear.


PHYSICAL CHANGES 

Like the General Adaptation Syndrome itself, menopause affects nearly every organ in the body.

It begins gradually as the number of egg-containing follicles in the ovaries is reduced, so that the amount of estrogen produced when the pituitary sends out FSH falls below normal levels. Eventually the delicate hormonal feedback system is disrupted. The pituitary sends out more and more FSH and LH, because not enough estrogen and progesterone are coming from the ovaries to shut them off.

Because the remaining follicles develop more rapidly, the cycle may be shortened by a couple of days. A follicle in a given cycle may not ovulate or form a corpus luteum, and without the proper amount of progesterone from this phase of the cycle, the uterine lining thickens without maturing properly. As a result, it may slough off in bits and pieces, causing spotting. When so little estrogen is produced that the uterine lining does not build up enough to flow at all, menstruation ceases.

Not surprisingly, the withdrawal of estrogen and progesterone from tissues that had been flooded with them monthly has its effects. Blood chemistry and blood vessels must adjust to the change. The adjustment of the hypothalamus, an area in the brain that controls body temperature, to the loss of estrogen is thought to cause the hot flashes that are experienced by two thirds of menopausal women (the flashes cease if the estrogen is replaced). The vaginal and urinary tract tissues tend to become dry and thin and thus more vulnerable to trauma or infections. Sometimes painful intercourse and urinary problems result.

Bone metabolism loses an important support with the withdrawal of estrogen and progesterone. Everyone, including men, loses bone mass with aging, but postmenopausal women lose it at a higher than normal rate. In fact, osteoporosis—bones made brittle by loss of minerals—will probably occur in about 40 percent of all women; many use estrogen replacement therapy to help prevent osteoporosis.

Finally, some women do experience anxiety and depression,  which seem to be related to the reduction of hormone levels—just as premenstrual and postpartum emotional effects can be.


INDIVIDUAL DIFFERENCES 

As in all aspects of the Female Stress Syndrome, individual differences are important determinants of symptoms. Nathan Kase, M.D., professor of obstetrics, gynecology, and reproductive sciences at Mt. Sinai School of Medicine, has summarized the influences on the average woman’s menopausal pattern.

1. Rate of hormonal changes. Usually, menopausal changes begin a few years before menstruation actually ceases, and the body has time to make a natural transition between ages fifty and fifty-two, the national mean age for menopausal women. If this is the case, brief hot flashes and amenorrhea (cessation of menstruation) may be the only symptoms of menopause. Most women who experience hot flashes have them for about a year, although some women report ten or more years of these vascular changes. In fact, for as many as 30 percent of women, menopause is difficult and prolonged. But menopause may also be difficult and brief! If the hormone feedback to the hypothalamus is withdrawn suddenly, as with a total hysterectomy including removal of the ovaries, menopausal symptoms may be more severe and numerous. “Instant menopause” can produce instant symptoms: fatigue, insomnia, heart palpitations, back pain, and moodiness. In addition, any surgery can produce anxiety; surgical removal of reproductive organs can result in a profound sense of loss as well. Since messages of anxiety and loss can affect hormonal functioning through the complex hypothalamus connection, both “instant” and natural menopause symptoms will be aggravated by stress.
2. Amount of hormone depletion. In the six months to a year before menopause, estrogen levels drop dramatically as the ovaries become less active. Since the changes in the vaginal wall and the autonomic nervous system are related to estrogen depletion, symptoms of menopause such as dyspareunia (pain during intercourse), diminished vaginal lubrication, and hot flashes will be more severe among women who have greater estrogen depletion. Estrogen loss also has an impact on the heart, bones, and brain, which can affect life expectancy. Estrogen /progesterone replacement therapy may relieve symptoms as well as prevent osteoporosis and heart disease. Some women are not candidates for hormone replacement therapy, such as women with a history of blood clots, active liver disease, undiagnosed vaginal bleeding, or breast cancer. These women may benefit from the use of water-soluble jellies, which can relieve vaginal dryness with less risk, and a fan and a sense of humor, which may help make hot flashes bearable.
3. Genetics. If a woman wants to know what her menopause will be like, she should ask her mother! Women have known this intuitively for centuries, and studies are now beginning to confirm this impression. Two studies show, for example, that daughters of mothers with early menopause (before age forty-six) will go through menopause at about the same age.
4. Lifestyle. Although menopause has genetic parameters, nurture also has an influence. Hormonal changes can lower resistance to infection in the vagina and urethra; nutrition and exercise can help to restore resistance. Changes in calcium and fat metabolism are part of menopause; exercise and nutrition can help to compensate for some of the effects of these changes. In fact, as nutrition and vitamin awareness has improved over the  years, the average age of menopause onset has been set back and menstruation onset has been set forward!
5. The meaning of aging. As with all mind-body syndromes, menopause has an autonomic nervous system component, a hormonal component, and a cerebral cortex (brain) component, with the hypothalamus as the information-processing and control center. If the thought of aging is distressful, this message will go from the brain to the hypothalamus to the autonomic and hormonal systems, and the General Adaptation Syndrome will gear up for a long-term stress situation. With menopausal changes also affecting these mechanisms, a woman may experience a multiplication of the symptoms of both stress and menopause. If, in addition, the symptoms themselves make her more anxious, we see a vicious cycle in which more autonomic changes lead to more hot flashes, and so on.
Many times of body change are times of stress, because we may feel our sense of control threatened. The changes associated with menopause, as with menstruation and pregnancy, are preprogrammed; we can make them better or worse, but we can’t turn them off! This may increase anxiety and make many women feel helpless, or victimized by their bodies.

Marilyn had always exercised, dieted, and maintained a youthful style of dress. She felt that her appearance and health were in her own hands and that her self-discipline was the secret of her “staying power.” Although she thought that she had accepted the inevitability of menopause, she found that when menopausal changes began, her sense of control was threatened. She looked for, and of course found, every new wrinkle and age spot that appeared. She could no longer predict the rate of her body’s changes, and her stress level rose. Feeling that she was fighting a losing battle, she lost her interest in dieting,  exercise, and dressing attractively. She became increasingly depressed; soon Female Stress Syndrome symptoms, which she blamed on menopause, developed.



Does Marilyn’s story sound familiar? Although the menopausal symptoms themselves may not be under full control, other areas of functioning are. Unlike Marilyn, women who maintain control of their weight, their exercise, and their time can help themselves reduce that feeling of being overwhelmed by inevitable physical changes. Take appropriate control over every area that you can while you are menopausal, and see chapter 13 for more on the management of menopausal stress.

Depression and stress are not exclusive to changes in body state such as menstruation, pregnancy, and menopause. In fact, often these feelings coincide with body changes only because both come at the same time of life, not because one has been caused by the other. For example, a husband’s retirement, a daughter’s failing marriage, or the loss of one’s own parent may trigger a depression mistakenly labeled “menopausal melancholia.” The loss of one’s office friends or autonomy may coincide with the postpartum period. To understand the Female Stress Syndrome fully, we must look in the next chapter at stresses not associated with preprogrammed body changes, and at the body changes that go along with these stresses.

We may not be able to tell our bodies when to menstruate, when to conceive, or when to enter menopause—but we can certainly massage and shape our reactions when our bodies throw us a curve! Stopping stress before it stops you is important, as the next chapter shows.
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Trouble with in-laws

Outstanding personal achievement
Spouse begin- or stop-work

Begin or end school

Change in living conditions
Revision of personal habits

Trouble with hoss

Change in work hours or conditions
Change i residence

Change in schools

Change in recreation

Change in church activities
Change in social activities
Mortgage or loan less than $10,000

65
63
63
53
50
47
45
45
44
40
39
39
39
38
37
36
35
31
30
29
29
29
28
26
26
25
24
23
20
20
20
19
19
18
17
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amenorrhea
(loss of menstruation)
premenscrual syndrome/
headache complex
poscparcum depression
menopausal melancholia

Vaginismus
(painful incercourse)

low sexual desire

inhibited sexual arousal

anorgasm
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Manipulation Tactic

Mind-reading

Sleuthing

Grab-bagging

Name-calling

Running scared

Definition
Telling your mate what he
thinks or feels, despite his
protests to the contrary.
Collecting clues and
evidence consistent with
your own fears and dire
prophecies.

Reaching into the past to
grab at insults and injustices
you have saved up for fights
or flights.

Teasing and taunting your
mate in a way that ensures
that anxiety-provoking

sues
will not get faced squarely.
Behaving in ways you

think will protect you from
disappointments that have
not yet happened (and may
never happent).

Yes

No
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Activity

Symptom

Irritable Bowel Syndrome
Headache

Heartburn

Nausea

Cold sweat

Dizziness

Memory block

Asthma
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anorexia anxiety artacks
bulimia depression
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Hyperventilation
Allergic reaction
Backache

Swallowing difficulty
Rapid heartbeat
Increased blood pressure
Urinary frequency
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ulcerative colitis

pepric ulcer

irritable bowel syndrome

myocardial infarction
(heart atcack)

high blood pressure

frequent colds

cardiac arrhychmia
hyperventilation
aschma

rheumacoid arthricis
allergies

skin disorders
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headaches distended stomach wich or
anxiety and nervousness without stomach upset
fatigue/lechargy irriability

depression and/or crying jags  migraine
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Life Event Point Value

Change in sleeping habits 16
Change in number of family get-togethers 15
Change in eating habits 15
Vacation 13
Christmas 12
Minor violations of the law 1

* Thomas H. Holmes and Richard H. Rahe, “The Social Readjust-
ment Rating Scale, Journal of Psychosomatic Research 11 (1967):
21318
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headaches dizziness
swallowing difficul chest pains
(esophageal spasms) backaches
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Manipulation Tactic
Replaying

Definition Yes No
Rerunning and reviewing
upsetting or frightening
memories again and again
10 keep yourself on guard
against being vulnerable to
your mate.
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hot flashes breast engorgement

loss of concentration and tenderness
moodiness (alternating temperature changes
highs and lows) migraine
backache and/or pelvic pain  lowered sex drive
fluid recention and bloating  increase in accidents
food cravings (eypically and errors
candy, cake, and chocolate)  acne, blotching
sweating flaring of allergic reactions
swelling of the legs. ourbursts of aggression

changes in bowel thychms  chirst
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THE FEMALE STRESS
SURVIVAL GUIDE

(Previously titled The Female Stress
Syndrome Survival Guide)

GEORGIA WITKIN, Ph.D.

NEWMARKET PRESS I l NEW YORK
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THE TOP 10 MOST STRESSFUL EVENTS

19992000 19605
(men & women)

Death of a spouse 88 100
Divorce 78 73
Fired at work 73 47
Pregnancy problems 69 40
Revision of personal habits 64 24
Son or daughter leaving home 58 9

Sex difficulties 58 39
Marriage 54 50
Retirement 49 45

Christmas/major holidays 49 12
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SOCIAL READJUSTMENT RATING SCALE*

Life Event Point Value
Death of spouse 100
Divorce 73
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GEORGIA WITKIN, Ph.D.

INTRODUCTION BY JACK HIRSCHOWITZ, M.D.

femal

* Uncover 10 Hidden Stressors

* Master Sex TherapyTechniques

« Discover Your Stress Type

« Take the Early Warning Stress Checklist
« Learn How to Make Stress Work For You
* Updated Third Edition
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heartburn (hyperacidity)  muscle spasms

nausea urinary frequency

stomach “knots” or memory impairment
“bucerflics panic ateacks

cold sweats constipation

neck aches diarrhea

chronic farigue insomnia
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TOP FEMALE STRESSES—HERE AND NOW

cNo s wn o

10

Year 2000 stress points

Death of a spouse

Divorce

Fired at work

Pregnancy problems

Revision of personal habits
Son or daughter leaving home
Sex difficulties

Marriage

Retirement

Christmas/major holidays

(women only)
89
78
74
68
65
60
56
55
54
52






