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Abstract  

Premenstrual dysphoric disorder (PMDD) is prevalent, more severe than premenstrual syndrome 
(PMS), and a challenging disorder. The first line of treatment is pharmacotherapy. Non-pharma-
cological therapy includes aerobic exercise, consumption of complex carbohydrates and fre-
quent meals, relaxation training, light therapy, sleep deprivation, and cognitive-behavioral ther-
apy could be helpful.  In this case report, a lady suffering from PMDD and irritable bowel syn-
drome (IBS) did not respond to antidepressants, painkillers, and melatonin. She used to sit at 
home and in her room these days, waiting for the PMDD severity to decrease. Her condition 
reached remission after taking a small dosage of sulpiride and stopped on the last day of the 
period. The patient is satisfied with the result since concerns about antidepressants are ad-
dressed and avoided. This case provides a new approach to using low-dosage sulpiride temporar-
ily every month in patients with both PMDD and IBS. To our knowledge, there have not yet been 
any studies on this treatment option for PMDD with IBS 

Keywords: Premenstrual dysphoric disorder, irritable bowel syndrome, sulpiride 

 
Background 

Most females of reproductive age report 
one or more mild psychological or somatic 
symptoms for days before the start of 
menses. Examples include moodiness, 
trouble sleeping, food cravings, cramps in 
the lower abdomen and back, breast ten-
derness, breast soreness, and bloating. 
These symptoms are not severe and do not 
cause functional impairment(1). Premen-
strual dysphoric disorder (PMDD) causes 
severe and persistent symptoms including 
depression, irritability, and anxiety. Pre-
menstrual dysphoric disorder (PMDD) oc-

curs in the week or two before the men-
strual period begins as hormone levels 
start to fall after ovulation. In the fourth 
edition of the Diagnostic and Statistical 
Manual of Mental Disorders, or DSM-IV(2), 
PMDD criteria were proposed in the ap-
pendices and classified as “depressive dis-
order not otherwise specified.” The criteria 
summarized below are included in the fifth 
edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5)(3). 
The prevalence of PMDD is between 3% 
and 8% of women, with a wide range ac-
cording to country and culture(4). Accord-
ing to DSM-5, a diagnosis of PMDD requires  
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that during most menstrual cycles 
throughout the past year, at least five of 
the relevant symptoms must be present in 
the last week before the onset of menses, 
start to improve within a few days after the 
onset of menses, and become absent in 
the week post-menses. Psychological 
symptoms include marked affective labili-
ties (e.g., mood swings, feeling suddenly 
sad or tearful); marked irritability; marked 
depressed mood; feelings of hopelessness; 
self-deprecating thoughts; marked anxi-
ety, tension and/or feelings of being keyed 
up or on edge; decreased interest in usual 
activities; subjective difficulty in concentra-
tion; lethargy, easy fatigability, or marked 
lack of energy; marked change in appetite, 
hypersomnia or insomnia, and a sense of 
being overwhelmed or out of control. 
Physical symptoms include breast tender-
ness or swelling, joint or muscle pain, a sen-
sation of "bloating," or weight gain. Cur-
rently, there is no consensus on the cause 
of PMDD. As with other psychiatric disor-
ders, genetic, biological, psychological, en-
vironmental, and social factors all seem to 
play a role in the pathogenesis of PMDD. 
Both pharmacological and nonpharmaco-
logical treatments are helpful. Non-phar-
macological therapy includes aerobic exer-
cise, consumption of complex carbohy-
drates and frequent meals, relaxation 
training, light therapy, sleep deprivation, 
and cognitive-behavioral therapy(1). How-
ever, the pharmacological option is the 
first choice. The challenge is to tailor treat-
ment based on patient needs and expecta-
tions. Here we present a successful novel 
treatment approach for PMDD with irrita-
ble bowel syndrome based on patient his-
tory. 

Case presentation 

A 38-year-old engaged female with a 
known case of irritable bowel syndrome 

(IBS) came to the clinic. For the last three 
years, she has experienced periodic symp-
toms of insomnia, depressed mood, anxi-
ety, lack of appetite, and difficulty concen-
trating. She also reports physical symp-
toms such as muscle pain, breast tender-
ness, and acne flare-ups one to two weeks 
before her period. The severity of her 
symptoms decreases gradually three days 
after the onset of menstrual period. The 
patient said that during the rest of the 
month, she is fine. She said her symptoms 
have increased this year. She meets the di-
agnostic criteria of premenstrual dysphoric 
disorder. The patient reports that she used 
to go every month to the emergency de-
partment for IV painkillers (Acetamino-
phen 1000 mg IV q6hr as needed or Ibu-
profen 400 mg IV q4-6hr as needed). She 
said that these treatments sometimes 
work, but usually they do not. The patient 
reports that her IBS symptoms have got-
ten worse, and her main symptoms are 
now severe abdominal pain, nausea, and 
vomiting to the point of pain. She tried 
desvenlafaxine 50 mg for six months, but it 
was not effective. Her previous psychia-
trist chose it because the patient did not 
want SSRIs due to concerns about sexual 
dysfunction and weight gain. She tried 
Melatonin 3 mg as needed for sleep and 
Amitriptyline 100 mg daily for 3 months, 
but they were not helpful. Her symptoms 
clearly affected her functioning, and she 
became less social. She used to sit at home 
and in her room these days, waiting for the 
PMDD severity to decrease. Because she 
has moderate to severe IBS and periodic 
somatic symptoms of PMDD more than 
psychological ones, I gave her sulpiride 50 
mg when her PMDD symptoms started, 
and she responded. The dosage was then 
increased to 100 mg daily, and she reached 
remission. She stopped gradually after the 
last day of her period (day 6). She has been 
given sulpiride for her last seven menstrual 
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periods with no significant side effects and 
has returned to her baseline function. She 
did not notice any significant weight gain 
because the sulpiride was used temporar-
ily. The patient is satisfied with the sul-
piride because she can take it for a brief pe-
riod and stop it as soon as PMDD symp-
toms disappear. 

Discussion 

The American College of Obstetricians and 
Gynecologists recommends pharma-
cotherapy as the first line of treatment for 
PMDD(5). Meta-analyses of randomized 
clinical trials reveal varying effect sizes for 
luteal phase SSRI treatment(6,7). The com-
mon side effects of SSRI such as weight 
gain and sexual dysfunction(8) did not en-
courage our patient to try it for continuous 
use. Studies have examined the method of 
starting SSRIs as soon as PMDD symptoms 
initiate, and then stopping at menstrua-
tion; this was helpful to a certain extent(9). 
Research about the efficacy of hormonal 
treatment for PMDD is limited, and it is not 
very helpful. For example, a study of pro-
gesterone for PMS did not find enough ev-
idence for its use. Studies of oral contra-
ceptives containing the synthetic proges-
tin drospirenone found that drospirenone 
(3mg) plus ethinyl estradiol (20μg), levo-
norgestrel (90μg), ethinyl estradiol (20μg), 
and gonadotropin-releasing hormone 
(GnRH) agonists and inhibitors were used 
with varying responses, but the evidence 
was not strong. Therefore, it is suggested 
that hormonal treatment be used only if 
SSRIs fail(10). Sulpiride has shown good effi-
cacy for somatic complaints. The efficacy 
and safety of sulpiride in somatoform dis-
order cases were confirmed in a large-scale 
study in which sulpiride treatment was as-
sociated with a significant reduction in the 
severity of somatic symptoms(11). In addi-
tion, sulpiride has been used as a safe and 

effective agent in the management of 
IBS(12). The successful management of this 
case may be because the patient had pri-
marily somatic PMDD symptoms and mod-
erate to severe IBS symptoms. To our 
knowledge, there have not yet been any 
case studies on this treatment option for 
PMDD with IBS. In clinical practice, cases 
sometimes do not fit the standard recom-
mendations. The patient’s expectations of 
treatment have a role in a psychiatrist’s 
treatment plan, so the practitioner needs 
to tailor their treatment based on patient 
needs and the best available evidence. Fi-
nally, further study is needed to confirm 
the efficacy of sulpiride in the manage-
ment of PMDD and IBS. 

Conclusion 

Premenstrual dysphoric disorder is a chal-
lenging condition. The symptoms of PMDD 
are not continuous, and somatic symp-
toms are a significant component of both 
the diagnosis and the patient’s suffering. 
Choosing a suitable medication based on 
pros and cons contributes to successful 
treatment and patient satisfaction. This 
case provides a new approach to using 
low-dosage sulpiride in patients with both 
PMDD and IBS, but more studies are 
needed to confirm its efficacy and safety. 
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