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Premenstrual Syndrome Versus Premenstrual Dysphoric Disorder:

What’s the Difference and How Can We Help?

Stefanie Cummings, MD

Announcements by Randy Bressler:
1. Oct. meeting is on 19th due to religious holiday on second Wed. – hope to see you there!
2. Everyone should vote in the NJPA elections ASAP. Randy running for MAL. 

3. Marc Gironda is the Chair Elect on NJPA committee on Continuing Ed. Affairs so reach out to him with any questions.  Phyllis Lakin is the current chair and you can reach out to her as well.  Will shape what CE will be in NJ.  Working with the affiliates as well.  More to come on that soon.
4. Morgan said NJPA is having Fall conference in Oct. and CODI will have town hall at 8:45 am on microagression.  CODI and ethics committee also doing a panel during the conference.  Register soon.

5. Jayne shared new procedure for CE credits including needing to complete the eval and check at our meeting and turn it in to Jayne before leaving today.  Note, sustaining members of NJPA do not have to pay for CE credits.
6. Next meeting starts at 8:30 breakfast and 9am meeting – note earlier time

Next  meeting dates / topics:  October 19th -Stress Reduction for High School and College Students in the School and Office Setting presented by Perry Bell, PsyD (8:30-10:30am)

*11/9 @ 9am – Positive Psychotherapy by Dan Tomaulo, PhD
Meetings will be held at:  

The Wyndham Hamilton Park
Conference Center

175 Park Ave, Florham Park
**Register on-line for meeting at www.mcpanj.com
9/14/16  MCPA meeting attendees: Rhonda Allen, Randy Bressler, Francine Rosenberg,  Morgan Murray, Hayley Hirschmann,  Mike Zito, Jayne Schachter Walco, Carly Orenstein, Marc Gironda, Aaron Welt, Susan Neigher, Judi Amberg, Nydia Rolon,  Phyllis Lakin, Leah McGuire, Josh Zavin, Nancy Siddhu, Elizabeth Babyak, Lauren Becker, Ronald Gironda, Suzanne Hays, Nicole King, Nicole Lacherza, Debra Roelke, Tina Sherry, Nanette Sudler, Tamsen Thorpe
Presenter – Biographical Info:

Dr. Stephanie Cummings is an OBGYN who works at Summit Medical Group, where she has worked since 2013.  She received her BA from Rutgers University and her MD from St. Georges Univ. School of Medicine where she graduated Magna cum laude.  She did her residency at Atlantic Health System and was peer elected as the chief resident while there.
Dr. Cummings presentation today focused on: 

PreMenstrual Syndrome (PMS) vs. PreMenstrual Dysphoric Disorder  (PMDD) – 
What’s the difference and how can we help?

Dr. Cummings shared that the two are experienced by a broad range of women and tends to be underdiagnosed by many practitioners.

-the two are on a spectrum and PMS can effect 10-90% of women to some degree
-for diagnosis of PMS, woman needs to have at least one affective symptom (depression, anger outbursts, irritability, anxiety, confusion social withdrawal) or one physical symptom (breast tenderness, abdominal bloating, headaches, swelling of extremities)
-In PMDD at least 5-11 of the symptoms occur at a severe level the week before menses for at least a year and the severity of symptoms cause considerable disability
-occurs in 3-5% of women

-more mood than physical based than PMS for diagnosis

-different inventories exist to help track symptoms daily to help with diagnosis

-disorder thought to have hormonal and serotonergic components that lead to symptoms

-hormonal imbalance likely due to too much estrogen since women who increase progesterone to deal with symptoms actually find it makes their symptoms worse
-serotonergic system seems to have an abnormality in these women and there is a reduced platelet uptake of serotonin as well as decreased serotonin levels in peripheral blood premenstrually.

-there must be worsening of symptoms of 30% between the follicular phase and the luteal phase for dx and if there is no period (usually one week post menses) where the patient is symptom free, they should be referred for evaluation for anxiety or depressive disorder
Treatment Depends on Severity:
For mild to moderate PMS:

-lifestyle changes (aerobic exercise, reduce caffeine, salt and alchohol, increase complex carbs)

-supplements (Calcim – 1000mg, Magnesium – 400mg also good for migraines)

For PMS with Mostly Physical Symptoms:

-spironolactone daily for bloating and breast tenderness (blood pressure medication w/ diuretic effect – can take last two weeks of cycle before their period)

-oral contraceptives or depomedroxyprogesterone – helps with breast pain, cramps, abdominal pain) – -she recommends monophasic pills

-nsaids while physically symptomatic

-For PMS w/ Mostly Mood Symptoms:
-symptom day only SSRI (fluoxetine and sertraline most common) helps w 50-60% improvement compared to placebo – usually see within 24-48 hours

-daily SSRI

-Buspirone or Alprazolam in the luteal phase

-For PMDD not responsive to lower levels of treatment:

-continuous high dose progestin

-GnRH therapy with add-back (not recommended for more than a year due to osteoporosis…)
-Bilateral oophorectomy could be considered if post child bearing
-can consider a long cycle pill (3 mo. Of active pills with no placebos)

-for women who can’t take estrogen, long acting injectable progesterone preparations can be used

-if intermittent therapy is not helpful, low dose therapy is usually adequate
-if pure PMDD (not underlying mood disorder), Fluoxetine (20mg) is as effective as 60mg with fewer side effects

-if one medication is ineffective, try another but after 2 SSRIs, should try Venlafaxine (Effexor) – because it’s an SNRI
-anxiolytics should only be given in the luteal phase and Buspirone could be used instead because has less addition potential and do not need to taper at end of luteal phase

Treatment likely needed until Menopause

-can consider weaning off treatment at some point after one year but should try to continue for at least 2 years before weaning due to increased risk of recurrence
ID Women at Risk:

-family hx of PMS, age (more common as women age thru 30’s), preexisting mood disorder, lack of exercise, high stress, diet low in B6, calcium or magnesium and / or hi caffeine intake
Brief Q & A followed with speaker.
********************************

*The monthly newsletter is being sent from secretary@mcpanj.com, so please allow your spam-blockers to permit mail from this address.
*For more information or to make a reservation for our next meetings, visit www.mcpanj.com
**Respectfully submitted by: Hayley Hirschmann, PhD
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