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For More Information

Articles

“The 150 Best Financial Advisors for Doctors,” Dennis Murray,
Medical Economics, November 2006.

“Better Ways to Run Your Medical Practice,” James A. Hawkins,
Physician Executive, March 2001.

“Cost Cutting Strategies for Medical Practices,” David P.
Schmiege, Medstrategies Management Group, Ltd., American
Academy of Pediatrics, Illinois Chapter, http://www.illinoisaap.
org/CostCut.htm

“Fun with Patient Scheduling,” Practice Management Alterna-
tives, LLC., Getting Paid, November 2004. www.pmallp.org/
images/Fun_with_Patient_Scheduling.pdf

“How to Cut Patient Wait Time,” Gail Garfinkel Weiss, Medical
Economics, October 10, 2003.

“Increasing Up-front Collections: Millions of Dollars in Revenue
Can Be Gained by Retooling Some Front-office Operations,”
Adrian S. Kappel, et al., Health Care Financial Management,
March 2004.

“Making Your Practice More Profitable,” Deborah Borfitz, Med-
ical Economics, January 8, 2001.

“Practice Excellence in Two Clicks of a Mouse,” Scott Morris,
Optometric Management, December 2004.

“Productivity Measures Associated With a Patient Access Initia-
tive,” William H. Gable, BS, Theodore N. Pappas, MD, Danny
0. Jacobs, MD, Desmond A. Cutler, BS, and Paul C. Kuo, MD,
MBA, Annals of Surgery, May 2006. www.pubmedcentral.nih.
gov/articlerender.fcgi?artid=1570550

“Revenue Cycle Management,” Rick Weymier, Physician Exec-
utive, May 1, 2003.

“Sustainable Solutions for Practice Profitability,” Frank Rhie and
Gina Volmert, Health Management Technology, January 2004

“Tap, Tap, Tap to Better Patient Documentation,” Kathleen Wat-
son, Health Management Technology, November 2005.
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“Ten Proven Strategies for Reducing Equipment Costs,” Richard
J. Henley and Martin A. Zimmerman, Health Care Financial
Management, May 2005.

“Tips for Hiring Your Medical Office Manager,” Linda Strong,
MomMD.com. www.mommd.com/bcofficemanager.shtml

Books, Journals and Reports

Getting Started in the Computerized Medical Office: Fundamen-
tals and Practice, Cindy Correa, Thomson Delmar Learning, 2005.

The Journal of Medical Practice Management, bi-monthly,
MPM Network, www.mpmnetwork.com.

Medical Practice Management Body of Knowledge Review:
Business and Clinical Operations, Medical Group Management
Association, 2006.

Medical Practice Policies and Procedures, Kathryn L.
Moghadas, RN, CLRM, CHCC, CHBC, American Medical
Association, 2005

Practice Management: A Practical Guide to Starting and Run-
ning a Medical Office, Christian Ranier, MD, MPH, Wyndham
Hall Press, 2004.

Start Your Own Medical Practice: A Guide to All the Things
They Don’t Teach You in Medical School about Starting Your
Own Practice, William Huss and Marlene Coleman, Sphinx Pub-
lishing, 2006.

Starting a Medical Practice, Second Edition, Jeffery P. Daigre-
pont, American Medical Association 2003.

The Successful Physician: A Productivity Handbook for Practition-
ers, Marshall O. Zaslove, MD, Jones and Bartlett Publishers, 2004.

“Tips and Technologies for Starting into Practice Research and
Findings from Medical Technology: Cornerstone to a Successful
Dermatology Practice,” Medical Education Solutions Group,
2006. www.mesg.org/_files/derm_fit_rf.pdf

Professional Associations

American Association of Ambulatory Surgery Centers

The American Association of Ambulatory Surgery Centers is the
national association dedicated to advancing high quality, physi-
cian led, and patient centered care in ambulatory surgical facil-
ities. www.aaasc.org

American College of Physicians Practice Management Center
This segment of the ACP, which is free to members, offers
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courses, training materials and other helpful tools to help you
run your practice better. Because, according to the web site,
“You didn’t become a doctor because you wanted to run a busi-
ness. But you have to know quite a lot about business to be a
physician in the United States today—even if you don’t own
your own practice.” www.acponline.org/pmc/

American Medical Association

The American Medical Association provides resources, tools and
publications on medical practice management, as well as a con-
sultant search service. www.ama.org

Medical Group Management Association

The mission of the Medical Group Management Association is
to continually improve the performance of medical group prac-
tice professionals and the organizations they represent. www.
mgma.org

National Institute for Health Care Management

The National Institute for Health Care Management Research
and Educational Foundation (NIHCM Foundation) is a non-
profit, non-partisan group that conducts research on health care
issues, and shares research findings and analysis on access to
health care and the efficiency and effectiveness of health care
services and delivery. www.nihcom.org

Websites

Pam Pohly’s Net Guide

This unassuming Website actually houses a wealth of practice
management resources for medical professionals. Here, you’ll
find links to articles, glossaries, and tools for everyone from
physician executives to nursing managers to finance profession-
als. www.pohly.com/

Practice Managers Resource and Networking Community
A subscription-based Website for medical billers, practice man-
agers, consultants and office managers, this site offers discounts
on products, as well as message boards for information sharing
and networking with others in these fields. Subscription: $69.99
per year. www.billerswebsite.com

SoundPractice.net

Created by the publishers of The Journal of Medical Practice
Management, this web site offers a free blog and podcasts on
various topics related to practice management, including inter-
views with leading medical practice consultants. www.sound-
practice.net
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Namenda
memantine HC .

Rx Only

Brief Summary of Prescribing Information.
For complete details, please see full Prescribing Information for Namenda.

INDICATIONS AND USAGE
Namenda (memantine hydrochloride) is indicated for the treatment of
moderate to severe dementia of the Alzheimer’s type.

CONTRAINDICATIONS

Namenda (memantine hydrochloride) is contraindicated in patients with
known hypersensitivity to memantine hydrochloride or to any excipients
used in the formulation.

PRECAUTIONS

Information for Patients and Caregivers: Caregivers should be instructed
in the recommended administration (twice per day for doses above 5 mg)
and dose escalation (minimum interval of one week between dose increases).
Neurological Conditions

Seizures: Namenda has not been systematically evaluated in patients with
a seizure disorder. In clinical trials of Namenda, seizures occurred in 0.2%
of patients treated with Namenda and 0.5% of patients treated
with placebo.

Genitourinary Conditions

Conditions that raise urine pH may decrease the urinary elimination of
memantine resulting in increased plasma levels of memantine.

Special Populations

Hepatic Impairment

Namenda undergoes partial hepatic metabolism, with about 48% of
administered dose excreted in urine as unchanged drug or as the sum of
parent drug and the N-glucuronide conjugate (74%). The pharmacokinetics
of memantine in patients with hepatic impairment have not been
investigated, but would be expected to be only modestly affected.

Renal Impairment

No dosage adjustment is needed in patients with mild or moderate renal
impairment. A dosage reduction is recommended in patients with severe
renal impairment.

Drug-Drug Interactions

N-methyl-D-aspartate (NMDA) antagonists: The combined use of Namenda
with other NMDA antagonists (amantadine, ketamine, and
dextromethorphan) has not been systematically evaluated and such use
should be approached with caution.

Effects of Namenda on substrates of microsomal enzymes: In vitro studies
conducted with marker substrates of CYP450 enzymes (CYP1A2, -2A6,
-2C9, -2D6, -2E1, -3A4) showed minimal inhibition of these enzymes by
memantine. In addition, in vitro studies indicate that at concentrations
exceeding those associated with efficacy, memantine does not induce the
cytochrome P450 isoenzymes CYP1A2, CYP2C9, CYP2E1, and CYP3A4/5.
No pharmacokinetic interactions with drugs metabolized by these enzymes
are expected.

Effects of inhibitors and/or substrates of microsomal enzymes on Namenda:
Memantine is predominantly renally eliminated, and drugs that are
substrates and/or inhibitors of the CYP450 system are not expected to
alter the metabolism of memantine.

Acetylcholinesterase (AChE) inhibitors: Coadministration of Namenda with
the AChE inhibitor donepezil HCI did not affect the pharmacokinetics of either
compound. In a 24-week controlled clinical study in patients with moderate
to severe Alzheimer’s disease, the adverse event profile observed with a
combination of memantine and donepezil was similar to that of donepezil alone.
Drugs i d via renal k Because memantine is
eliminated in part by tubular secretion, coadministration of drugs that use
the same renal cationic system, including hydrochlorothiazide (HCTZ),
triamterene (TA), metformin, cimetidine, ranitidine, quinidine, and nicotine,
could potentially result in altered plasma levels of both agents. However,
coadministration of Namenda and HCTZ/TA did not affect the bi ilability

carcinogenicity in rats orally dosed at up to 40 mg/kg/day for 71 weeks
followed by 20 mg/kg/day (20 and 10 times the MRHD on a mg/m? basis,
respectively) through 128 weeks.

Memantine produced no evidence of genotoxic potential when evaluated
in the in vitro S. typhimurium or E. coli reverse mutation assay, an in vitro
chromosomal aberration test in human lymphocytes, an in vivo cytogenetics
assay for chromosome damage in rats, and the in vivo mouse micronucleus
assay. The results were equivocal in an in vitro gene mutation assay using
Chinese hamster V79 cells.

No impairment of fertility or reproductive performance was seen in rats
administered up to 18 mg/kg/day (9 times the MRHD on a mg/m? basis)
orally from 14 days prior to mating through gestation and lactation in
females, or for 60 days prior to mating in males.

Pregnancy

Pregnancy Category B: Memantine given orally to pregnant rats and pregnant
rabbits during the period of organogenesis was not teratogenic up to the
highest doses tested (18 mg/kg/day in rats and 30 mg/kg/day in rabbits,
which are 9 and 30 times, respectively, the maximum recommended
human dose [MRHD] on a mg/m? basis).

Slight maternal toxicity, decreased pup weights and an increased incidence
of non-ossified cervical vertebrae were seen at an oral dose of
18 mg/kg/day in a study in which rats were given oral memantine beginning
pre-mating and continuing through the postpartum period. Slight maternal
toxicity and decreased pup weights were also seen at this dose in a study
in which rats were treated from day 15 of gestation through the post-partum
period. The no-effect dose for these effects was 6 mg/kg, which is 3 times
the MRHD on a mg/m? basis.

There are no adequate and well-controlled studies of memantine in pregnant
women. Memantine should be used during pregnancy only if the potential
benefit justifies the potential risk to the fetus.

Nursing Mothers

It is not known whether memantine is excreted in human breast milk.
Because many drugs are excreted in human milk, caution should be
exercised when memantine is administered to a nursing mother.
Pediatric Use

There are no adequate and well-controlled trials documenting the safety
and efficacy of memantine in any illness occurring in children.

ADVERSE REACTIONS

The experience described in this section derives from studies in patients
with Alzheimer’s disease and vascular dementia.

Adverse Events Leading to Discontinuation: In placebo-controlled trials
in which dementia patients received doses of Namenda up to 20 mg/day,
the likelihood of discontinuation because of an adverse event was the
same in the Namenda group as in the placebo group. No individual adverse
event was associated with the discontinuation of treatment in 1% or more
of Namenda-treated patients and at a rate greater than placebo.
Adverse Events Reported in Controlled Trials: The reported adverse
events in Namenda (memantine hydrochloride) trials reflect experience
gained under closely monitored conditions in a highly selected patient
population. In actual practice or in other clinical trials, these frequency
estimates may not apply, as the conditions of use, reporting behavior and
the types of patients treated may differ. Table 1 lists treatment-emergent
signs and symptoms that were reported in at least 2% of patients in
placebo-controlled dementia trials and for which the rate of occurrence
was greater for patients treated with Namenda than for those treated with
placebo. No adverse event occurred at a frequency of at least 5% and
twice the placebo rate.

Table 1: Adverse Events Reported in Controlled Clinical Trials in at Least
2% of Patients Receiving Namenda and at a Higher Frequency than
Placebo-treated Patients.

of either memantine or TA, and the bioavailability of HCTZ decreased by 20%.
In addition, coadministration of memantine with the antihyperglycemic
drug Glucovance® (glyburide and metformin HCI) did not affect
the pharmacokinetics of memantine, metformin and glyburide.
Furthermore, memantine did not modify the serum glucose lowering effect
of Glucovance®.

Drugs that make the urine alkaline: The clearance of memantine was
reduced by about 80% under alkaline urine conditions at pH 8. Therefore,
alterations of urine pH towards the alkaline condition may lead to an
accumulation of the drug with a possible increase in adverse effects. Urine
pH is altered by diet, drugs (e.g. carbonic anhydrase inhibitors, sodium
bicarbonate) and clinical state of the patient (e.g. renal tubular acidosis or
severe infections of the urinary tract). Hence, memantine should be used
with caution under these conditions.

Carcinogenesis, Mutagenesis and Impairment of Fertility

There was no evidence of carcinogenicity in a 113-week oral study in mice
at doses up to 40 mg/kg/day (10 times the maximum recommended
human dose [MRHD] on a mg/m? basis). There was also no evidence of

Body System Placebo (N = 922) | Namenda (N = 940)
Adverse Event % %
Body as a Whole
Fatigue 1 2
Pain 1 3
Cardiovascular System
Hypertension 2 4
Central and Peripheral
Nervous System
Dizziness 5 7
Headache 3 6
Gastrointestinal System
Constipation 3 5
Vomiting 2 3
Musc System
Back pain 2 3
Psychiatric Disorders
Confusion 5 6
Somnolence 2 3
Hallucination 2 3
Respiratory System
Coughing 3 4
Dyspnea 1 2




Other adverse events occurring with an incidence of at least 2% in
Namenda-treated patients but at a greater or equal rate on placebo were
agitation, fall, inflicted injury, urinary incontinence, diarrhea, bronchitis,
insomnia, urinary tract infection, influenza-like symptoms, abnormal gait,
depression, upper respiratory tract infection, anxiety, peripheral edema,
nausea, anorexia, and arthralgia.

The overall profile of adverse events and the incidence rates for individual
adverse events in the subpopulation of patients with moderate to severe
Alzheimer’s disease were not different from the profile and incidence rates
described above for the overall dementia population.

Vital Sign Changes: Namenda and placebo groups were compared with
respect to (1) mean change from baseline in vital signs (pulse, systolic
blood pressure, diastolic blood pressure, and weight) and (2) the incidence
of patients meeting criteria for potentially clinically significant changes
from baseline in these variables. There were no clinically important
changes in vital signs in patients treated with Namenda. A comparison of
supine and standing vital sign measures for Namenda and placebo in
elderly normal subjects indicated that Namenda treatment is not associated
with orthostatic changes.

Laboratory Changes: Namenda and placebo groups were compared with
respect to (1) mean change from baseline in various serum chemistry,
hematology, and urinalysis variables and (2) the incidence of patients
meeting criteria for potentially clinically significant changes from baseline
in these variables. These analyses revealed no clinically important changes
in laboratory test parameters associated with Namenda treatment.

ECG Changes: Namenda and placebo groups were compared with respect
to (1) mean change from baseline in various ECG parameters and (2) the
incidence of patients meeting criteria for potentially clinically
significant changes from baseline in these variables. These analyses
revealed no clinically important changes in ECG parameters associated
with Namenda treatment.

Other Adverse Events Observed During Clinical Trials

Namenda has been administered to approximately 1350 patients with
dementia, of whom more than 1200 received the maximum recommended
dose of 20 mg/day. Patients received Namenda treatment for periods of up
to 884 days, with 862 patients receiving at least 24 weeks of treatment and
387 patients receiving 48 weeks or more of treatment.

Treatment emergent signs and symptoms that occurred during 8 controlled
clinical trials and 4 open-label trials were recorded as adverse events by
the clinical investigators using terminology of their own choosing. To provide
an overall estimate of the proportion of individuals having similar types of
events, the events were grouped into a smaller number of standardized
categories using WHO terminology, and event frequencies were calculated
across all studies.

All adverse events occurring in at least two patients are included, except
for those already listed in Table 1, WHO terms too general to be informative,
minor symptoms or events unlikely to be drug-caused, e.g., because they
are common in the study population. Events are classified by body system
and listed using the following definitions: frequent adverse events - those
occurring in at least 1/100 patients; infrequent adverse events
- those occurring in 1/100 to 1/1000 patients. These adverse events are
not necessarily related to Namenda treatment and in most cases were
observed at a similar frequency in placebo-treated patients in the
controlled studies.

Body as a Whole: Frequent: syncope. Infrequent: hypothermia, allergic
reaction.

Cardiovascular System: Frequent: cardiac failure. Infrequent: angina
pectoris, bradycardia, myocardial infarction, thrombophlebitis, atrial
fibrillation, hypotension, cardiac arrest, postural hypotension, pulmonary
embolism, pulmonary edema.

Central and Peripheral Nervous System: Frequent: transient ischemic
attack, cerebrovascular accident, vertigo, ataxia, hypokinesia. Infrequent:
paresthesia, convulsions, extrapyramidal disorder, hypertonia, tremor,
aphasia, hypoesthesia, abnormal coordination, hemiplegia, hyperkinesia,
involuntary muscle contractions, stupor, cerebral hemorrhage, neuralgia,
ptosis, neuropathy.

Gastrointestinal System: Infrequent: gastroenteritis, diverticulitis,
gastrointestinal hemorrhage, melena, esophageal ulceration.

Hemic and Lymphatic Disorders: Frequent: anemia. Infrequent: leukopenia.
Metabolic and Nutritional Disorders: Frequent: increased alkaline
phosphatase, decreased weight. Infrequent: dehydration, hyponatremia,
aggravated diabetes mellitus.

Psychiatric Disorders: Frequent: aggressive reaction. Infrequent: delusion,
personality disorder, emotional lability, nervousness, sleep disorder, libido
increased, psychosis, amnesia, apathy, paranoid reaction, thinking abnormal,
crying abnormal, appetite increased, paroniria, delirium, depersonalization,
neurosis, suicide attempt.

i : Frequent: pneumonia. Infrequent: apnea, asthma,

Respl y
hemoptysis.
Skin and Appendages: Frequent: rash. Infrequent: skin ulceration, pruritus,
cellulitis, eczema, dermatitis, erythematous rash, alopecia, urticaria.
Special Senses: Frequent: cataract, conjunctivitis. /nfrequent: macula
lutea degeneration, decreased visual acuity, decreased hearing, tinnitus,
blepharitis, blurred vision, corneal opacity, glaucoma, conjunctival
hemorrhage, eye pain, retinal hemorrhage, xerophthalmia, diplopia,
abnormal lacrimation, myopia, retinal detachment.

Urinary System: Frequent: frequent micturition. Infrequent: dysuria,
hematuria, urinary retention.

Events Reported Subsequent to the Marketing of Namenda, both US
and Ex-US

Although no causal relationship to memantine treatment has been found,
the following adverse events have been reported to be temporally
associated with memantine treatment and are not described elsewhere in
labeling: atrioventricular block, bone fracture, carpal tunnel syndrome,
cerebral infarction, chest pain, claudication, colitis, dyskinesia, dysphagia,
gastritis, gastroesophageal reflux, grand mal convulsions, intracranial
hemorrhage, hepatic failure, hyperlipidemia, hypoglycemia, ileus,
impotence, malaise, neuroleptic malignant syndrome, acute pancreatitis,
aspiration pneumonia, acute renal failure, prolonged QT interval,
restlessness, Stevens-Johnson syndrome, sudden death, supraventricular
tachycardia, tachycardia, tardive dyskinesia, and thrombocytopenia.

ANIMAL TOXICOLOGY

Memantine induced neuronal lesions (vacuolation and necrosis) in the
multipolar and pyramidal cells in cortical layers Il and IV of the posterior
cingulate and retrosplenial neocortices in rats, similar to those which are
known to occur in rodents administered other NMDA receptor antagonists.
Lesions were seen after a single dose of memantine. In a study in which
rats were given daily oral doses of memantine for 14 days, the no-effect
dose for neuronal necrosis was 6 times the maximum recommended
human dose on a mg/m? basis. The potential for induction of central neuronal
vacuolation and necrosis by NMDA receptor antagonists in humans
is unknown.

DRUG ABUSE AND DEPENDENCE

Controlled Substance Class: Memantine HCI is not a controlled substance.
Physical and Psychological Dependence: Memantine HCI is a low to
moderate affinity uncompetitive NMDA antagonist that did not produce any
evidence of drug-seeking behavior or withdrawal symptoms upon
discontinuation in 2,504 patients who participated in clinical trials at
therapeutic doses. Post marketing data, outside the U.S., retrospectively
collected, has provided no evidence of drug abuse or dependence.

OVERDOSAGE

Because strategies for the management of overdose are continually
evolving, it is advisable to contact a poison control center to determine the
latest recommendations for the management of an overdose of any drug.
As in any cases of overdose, general supportive measures should be utilized,
and treatment should be symptomatic. Elimination of memantine can
be enhanced by acidification of urine. In a documented case of an
overdosage with up to 400 mg of memantine, the patient experienced
restlessness, psychosis, visual hallucinations, somnolence, stupor and loss
of consciousness. The patient recovered without permanent sequelae.
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Treat today

A day well spent—
proven efficacy with
excellent tolerability

Improves function, delays onset of behavioral symptoms, and provides benefits in cognition'
Excellent safety and tolerability with low risk of unpleasant gastrointestinal side effects*®
May reduce care dependence and caregiver distress®

Proven effective first-line and in combination with an acetylcholinesterase inhibitor'?

A
Preferred status on the majority of health plan Namenda ’

and Medicare Part D formularies’

NAMENDA® (memantine HCI) is indicated for the
treatment of moderate to severe Alzheimer’s disease.

memantine HC

Extending memory and function

NAMENDA is contraindicated in patients with known hypersensitivity to memantine HCI or any excipients
used in the formulation. The most common adverse events reported with NAMENDA vs placebo (25% and
higher than placebo) were dizziness, confusion, headache, and constipation. In patients with severe renal
impairment, the dosage should be reduced.
References: 1. Reisberg B, Doody R, Stéffler A, Schmitt F, Ferris S, Mobius HJ, for the Memantine Study Group. Memantine in moderate-to-severe Alzheimer's disease.
N Engl J Med. 2003;348:1333-1341. 2. Tariot PN, Farlow MR, Grossberg GT, Graham SM, McDonald S, Gergel |, for the Memantine Study Group. Memantine treatment
in patients with moderate to severe Alzheimer disease already receiving dor zil: a randomized controlled trial. JAMA. 2004;291:317 3. Cummings JL, Schneider E,
Tariot PN, Graham SM, for the Memantine ME 2 Study Group. Behavioral effects of memantine in Alzheimer disease patients receiving donepezil treatment
Neurology. 2006;67:57-63. 4. Data on file. Forest Laboratories, Inc. 5. NAMEN (memantine HCI) Prescribing Information. Forest Pharmaceuticals, Inc., St Louis, Mo.
6. Winblad B, Poritis N. Memantine in severe dementia: results of the *M-BEST Study (Benefit and efficacy in severely demented patients during treatment with
memantine). Int J Geriatr Psychiatry. 1999;14:135-146.
For more details, please visit www.namenda.com.
Please see brief summary of Prescribing Information on the adjacent pages.
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