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With all there is to love about LIPITOR,
one aspect stands out—

Innovative CV outcomes data from a landmark clinical trial program’

Only LIPITOR has more than 10 completed CV outcomes trials,’ 6 of which—ASCOT-LLA, CARDS, IDEAL, PROVE IT,*
SPARCL, and TNT—have impacted updates to lipid treatment guidelines.>® With its wealth of experience, LIPITOR is
proven to provide significant CV benefits to a broad range of patients. And there’s a lot to love about that.

Prescribe LIPITOR for the confidence a wealth of evidence provides.

LIPITOR is indicated to reduce the risk of myocardial infarction (MI),
revascularization procedures, angina, and stroke in adult patients
with multiple risk factors but without clinically evident coronary heart
disease (CHD); to reduce the risk of Ml and stroke in patients with type
2 diabetes and without clinically evident CHD, but with multiple risk
factors; to reduce the risk of nonfatal MI, fatal and nonfatal stroke,
revascularization procedures, hospitalization for congestive heart
failure (CHF), and angina in adult patients with clinically evident CHD.

LIPITOR is contraindicated in patients with active liver disease or
unexplained persistent elevations of serum transaminases; in women
who are or may become pregnant or who are nursing; in patients with
hypersensitivity to any component of this medication.

Rare cases of rhabdomyolysis have been reported with LIPITOR and
other statins. With any statin, tell patients to promptly report muscle
pain, tenderness, or weakness. Discontinue drug if myopathy is
suspected, if creatine phosphokinase (CPK) levels rise markedly,
or if the patient has risk factors for rhabdomyolysis.

Due to increased risk of myopathy seen with LIPITOR and other
statins, lower starting doses of LIPITOR should be considered when
administered concomitantly with cyclosporine, fibric acid derivatives,
erythromycin, clarithromycin, ritonavir/saquinavir, ritonavir/lopinavir,
immunosuppressive drugs, azole antifungals, or niacin; and physicians
should carefully monitor patients for signs or symptoms of myopathy
early during therapy and when titrating dose of either drug.

It is recommended that liver function tests be performed prior
to and 12 weeks following both the initiation of therapy and any
elevation of dose, and periodically thereafter. If ALT or AST values
>3 x ULN persist, dose reduction or withdrawal is recommended.

Please see brief summary of prescribing information on adjacent page.

In a post hoc analysis of the SPARCL study in 4731 patients without
CHD who had a stroke or TIA within the preceding 6 months, a higher
incidence of hemorrhagic stroke was seen in the LIPITOR 80-mg group
compared with placebo. Patients with hemorrhagic stroke on study
entry appeared to be at increased risk of hemorrhagic stroke.

In clinical trials, the most common adverse events were constipation,
flatulence, dyspepsia, and abdominal pain.

*A study sponsored by Bristol-Myers Squibb and Sankyo.”

References: 1. Data on file. Pfizer Inc, New York, NY. 2. Smith SC Jr, Allen J, Blair SN, et
al. AHA/ACC guidelines for secondary prevention for patients with coronary and other
atherosclerotic vascular disease: 2006 update: endorsed by the National Heart, Lung,
and Blood Institute. JAm Colf Cardiol. 2006;47(10):2130-2139. 3. Adams RJ, Albers G,
Alberts MJ, et al. Update to the AHA/ASA recommendations for the prevention of stroke
in patients with stroke and transient ischemic attack. Stroke. 2008;39(5):1647-1652.
4. Grundy SM, Cleeman JI, Bairey Merz CN, et al; for the Coordinating Committee of
the National Cholesterol Education Program. Implications of recent clinical trials for the
National Cholesterol Education Program Adult Treatment Panel Il guidelines.
Circuiation. 2004;110(2):227-239. 5. American Diabetes Association. Standards of
medical care in diabetes—2008. Diabetes Care. 2008;31(suppl 1):512-S54.6.KDOQI.
KDOQ! clinical practice guidelines and clinical practice recommendations for diabetes
and chronic kidney disease. Am J Kidney Dis. 2007;49(2 suppl 2):51-S179.7. Cannon
CP, Braunwald E, McCabe CH, et al; for the P in or Atorvastatin Evaluation and
Infection Therapy—Thrombolysis in Myocardial Infarction 22 Investigators. Intensive
versus moderate lipid lowering with statins after acute coronary syndromes. N Eng!
J Med. 2004;350(15):1495-1504.

-

Lervrryors

atorvastatin calciunm
tablets

www.PfizerPro.com/LIPITOR



I.I PITOR® (Atorvastatin Calcium) Tablets

Brief Summary of Prescribing Information

CONTRAINDICATIONS: Active liver disease or unexplained persistent elevations of serum transaminases. Hypersensitivity to any component of this
medication. Pregnancy and Lactation — Atherosclerosis is a chronic process and discontinuation of lipid-lowering drugs during pregnancy should
have little impact on the outcome of long-term therapy of primary hypercholesterolemia. Cholesterol and other products of cholesterol biosynthesis

are essential components for fetal development (including synthesis of steroids and cell membranes). Since HVIG-CoA reductase inhibitors decrease
cholesterol synthesis and possibly the synthesis of other biologically active substances derived from cholesterol they may cause fetal harm

when administered to pregnant women. Therefore, HMG-CoA reductase inhibitors are contraindi d duri y and in nursing mothers.
ATORVASTATIN SHOULD BE ADMINISTERED TO WOMEN OF CHILDBEARING AGE ONLY WHEN SUCH PATIENTS ARE HIGHLY UNLIKELY TO CONCEIVE
AND HAVE BEEN INFORMED OF THE POTENTIAL HAZARDS. If the patient becomes pregnant while taking this drug, therapy should be discontinued and
the patient apprised of the potential hazard to the fetus.

WARNINGS: Liver Dysfunction — HMG-CoA reductase inhibitors, like some other lipid-lowering therapies, have been associated with biochemical
abnormalities of liver function. Persistent elevations (>3 times the upper limit of normal [ULN] occurring on 2 or more occasions) in serum
transaminases occurred in 0.7% of patients who received atorvastatin in clinical trials. The inci of these ities was 0.2%, 0.2%, 0.6%,
and 2.3% for 10, 20, 40, and 80 mg, respectively. One patient in clinical trials developed jaundice. Increases in liver function tests (LFT) in other patients
were not associated with jaundice or other clinical signs or symptoms. Upon dose reduction, drug interruption, or discontinuation, transaminase levels
returned to or near pretreatment levels without sequelae. Eighteen of 30 patients with persistent LFT elevations continued treatment with a reduced
dose of atorvastatin. It is recummended that liver Iunctmn tests be performed prior to and at 12 weeks following both the initiation of therapy and
any elevation of dose, and periodi (eg, . Liver enzyme changes generally occur in the first 3 months of treatment with
atorvastatin. Patients who develop increased transammase levels should be monitored until the abnormalities resolve. Should an increase in ALT or
AST of >3 times ULN persist, reduction of dose or withdrawal of atorvastatin is recommended. Atorvastatin should be used with caution in patients who
consume substantial quantities of alcohol and/or have a history of liver disease. Active liver disease or unexplained persistent transaminase elevations
are contraindications to the use of atorvastatin (see CONTRAINDICATIONS). Skeletal Muscle — Rare cases of rhabdomyolysis with acute renal failure
y to my ia have been d with atorvastatin and with other drugs in this class. Uncomplicated myalgia has been reported in
aturvastatm -treated patients (see ADVERSE REACTIONS). Myopathy, defined as muscle aches or muscle weakness in conjunction with increases in
creatine phosphokinase (CPK) values >10 times ULN, should be considered in any patient with diffuse myalgias, muscle tenderness or weakness, and/or
marked elevation of CPK. Patients should be advised to report promptly unexplained muscle pain, tenderness or weakness, particularly if accompamed
by malaise or fever. Atorvastatin therapy should be di d if markedly el d CPK levels occur or myopathy is dlagnosed or suspected. The risk
of myopathy during lrealment with drugs in thls classis |ncreased with concurrent administration of cyclosporine, fibric acid derivatives, erythromycin,
niacin, or azole antifungals. Physi ing bined therapy with atorvastatin and fibric acid derivatives, erythromycin, immunosuppressive
drugs, azole antifungals, or I|p|d lowering doses of niacin should carefully weigh the potential benefits and risks and should carefully monitor patients
for any signs or symptoms of muscle pain, tenderness, or weakness, particularly during the initial months of therapy and during any periods of upward
dosage titration of either drug. Periodic creatine phosphoklnase (CPK) determinations may be considered in such 5|tuat|nns but there is no assurance
that such monitoring will prevent the occurrence of severe myopathy. Atorvastatin therapy should be temporarily dor d in any
patient with an acute, serious condition suggestive of a myopathy or having a risk factor predi: to the of renal failure secondary
to rhabdomyolysis (eg, severe acute infection, hypotension, major surgery, trauma, severe. metabolic, endocrine and electrolyte disorders, and
uncontrolled seizures).

PRECAUTIONS: General — Before instituting therapy with atorvastatin, an attempt should be made to control hypercholesterolemia with appropriate
diet, exercise, and weight reduction in obese patients, and to treat other underlying medical problems (see INDICATIONS AND USAGE in full prescribing
information). Information for Patients — Patients should be advised to report promptly unexplained muscle pain, tenderness, or weakness, particularly if
accompanied by malaise or fever. Drug Interactions — The risk of myopathy during treatment with drugs of this class is increased with concurrent
administration of cyclosporine, fibric acid derivatives, niacin (nicotinic acid), erythromycin, azole antifungals (see WARNINGS, Skefetal Muscle).
Antacid: When atorvastatin and Maalox® TC suspension were coadministered, plasma concentrations of atorvastatin decreased approximately 35%.
However, LDL-C reduction was not altered. Antipyrine: Because atorvastatin does not affect the pharmacokinetics of antipyrine, interactions with other
drugs metabolized via the same cytochrome isozymes are not expected. Colestipol: Plasma ations of atorvastatin decreased approximately
25% when colestipol and atorvastatin were coadministered. However, LDL-C reduction was greater when atorvastatin and colestipol were
coadministered than when either drug was given alone. Cimetidine: Atorvastatin plasma concentrations and LDL-C reduction were not altered by
inistration of cimetidi :When multiple doses of atorvastatin and digoxin were coadministered, steady-state plasma digoxin
concentrations increased by apprummately 20%. Patients taking digoxin should be monitored appropriately. Ery ycin: In healthy individuals, plasma
concentrations of atorvastatin increased approximately 40% with coadmlmstranon of atorvastatin and erythromycm a known inhibitor of cytochrome
P450 3A4 (see WARNINGS, Skeletal Muscle). Oral C C inistration of atorvastatin and an oral contraceptive increased AUC values for
norethindrone and ethinyl estradiol by approximately 30% and 20%. These increases should be considered when selecting an oral contraceptive for a
woman taking atorvastatin. Warfarin: Atorvastatin had no clinically significant effect on prothrombin time when administered to patients receiving
chronic warfarin treatment. Endocrine Function — HMG-CoA reductase inhibitors interfere with cholesterol synthesis and theoretically might blunt
adrenal and/or gonadal steroid production. Clinical studies have shown that atorvastatin does not reduce basal plasma cortisol concentration or impair
adrenal reserve. The effects of HMG-CoA reductase inhibitors on male fertility have not been studied in adequate numbers of patients. The effects, if
any, on the pituitary-gonadal axis in premenopausal women are unknown. Caution should be exercised if an HMG-CoA reductase inhibitor is
administered concomitantly with drugs that may decrease the levels or activity of endogenous steroid hormones, such as ketoconazole, spironolactone,
and cimetidine. CNS Toxicity — Brain hemorrhage was seen in a female dog treated for 3 months at 120 mg/kg/day. Brain hemorrhage and optic nerve
vacuolation were seen in another female dog that was sacrificed in moribund condition after 11 weeks of escalating doses up to 280 mg/kg/day. The 120
mg/kg dose resulted in a sy ic exposure approxi ly 16 times the human plasma area-under-the-curve (AUC, 0-24 hours) based on the maximum
human dose of 80 mg/day. A single tonic convulsion was seen in each of 2 male dogs (one treated at 10 mg/kg/day and one at 120 mg/kg/day) in a 2-year
study. No CNS lesions have been observed in mice after chronic treatment for up to 2 years at doses up to 400 mg/kg/day or in rats at doses up to 100
mg/kg/day. These doses were 6 to 11 times (mouse) and 8 to 16 times (rat) the human AUC (0-24) based on the maximum recommended human dose of
80 mg/day. CNS vascular lesions, characterized by perivascular hemorrhages, edema, and mononuclear cell infiltration of perivascular spaces, have
been observed in dogs treated with other members of this class. A chemically similar drug in this class produced optic nerve degeneration (Wallerian
degeneration of retinogeniculate fibers) in clinically normal dogs in a dose-dependent fashmn at a dose that produced plasma drug levels about 30
times higher than the mean drug level in humans taking the highest recommended dose. C: M of Fertility — In a 2-
year carcinogenicity study in rats at dose levels of 10, 30, and 100 mg/kg/day, 2 rare tumors were found in muscle in high- dose females: in one, there
was a rhabdomyosarcoma and, in another, there was a fibrosarcoma. This dose represents a plasma AUC (0-24) value of approximately 16 times the
mean human plasma drug exposure after an 80 mg oral dose. A 2-year carcinogenicity study in mice given 100, 200, or 400 mg/kg/day resulted in a
significant increase in liver adenomas in high-dose males and liver carcinomas in high-dose females. These findings occurred at plasma AUC (0-24)
values of approximately 6 times the mean human plasma drug exposure after an 80 mg oral dose. /n vitro, atorvastatin was not mutagenic or clastogenic
in the following tests with and without metabolic activation: the Ames test with Sa/monel/la typhimurium and Escherichia colj, the HGPRT forward
mutation assay in Chinese hamster lung cells, and the chromosomal aberration assay in Chinese hamster lung cells. Atorvastatin was negative in the in
vivo mouse micronucleus test. Studies in rats performed at doses up to 175 mg/kg (15 times the human exposure) produced no changes in fertility. There
was aplasia and aspermia in the epididymis of 2 of 10 rats treated with 100 mg/kg/day of atorvastatin for 3 months (16 times the human AUC at the 80 mg
dose); testis weights were significantly lower at 30 and 100 mg/kg and epididymal weight was lower at 100 mg/kg. Male rats given 100 mg/kg/day for 11
weeks prior to mating had decreased sperm motility, spermatid head concentration, and increased abnormal sperm. Atorvastatin caused no adverse
effects on semen parameters, or reproductive organ histopathology in dogs given doses of 10, 40, or 120 mg/kg for two years. Pregnancy — Pregnancy
Category X: See CONTRAINDICATIONS. Safety in pregnant women has not been established. Atorvastatin crosses the rat placenta and reaches a level
in fetal liver equivalent to that of maternal plasma. Atorvastatin was not teratogenic in rats at doses up to 300 mg/kg/day or in rabbits at doses up to 100
mg/kg/day. These doses resulted in multiples of about 30 times (rat) or 20 times (rabbit) the human exposure based on surface area (mg/m’). In a study in
rats given 20, 100, or 225 mg/kg/day, from gestation day 7 through to lactation day 21 (weaning), there was decreased pup survival at birth, neonate,
weaning, and maturity in pups of mothers dosed with 225 mg/kg/day. Body weight was decreased on days 4 and 21 in pups of mothers dosed at 100 mg/
kg/day; pup body weight was decreased at birth and at days 4, 21, and 91 at 225 mg/kg/day. Pup development was delayed (rotorod performance at 100
mg/kg/day and acoustic startle at 225 mg/kg/day; pinnae detachment and eye opening at 225 mg/kg/day). These doses correspond to 6 times (100 mg/kg)
and 22 times (225 mg/kg) the human AUC at 80 mg/day. Rare reports of congenital anomalies have been received following intrauterine exposure to
HMG-CoA reductase inhibitors. There has been one report of severe congenltal bony deformity, tracheo-esophageal fistula, and anal atresia (VATER
association) in a baby born to a woman who took | 1 with dextroampl sulfate during the first trimester of pregnancy. LIPITOR should be
administered to women of child-bearing potential only when such patients are highly unlikely to conceive and have been informed of the potential
hazards. If the woman becomes pregnant while taking LIPITOR, it should be discontinued and the patient advised again as to the potential hazards to
the fetus. Nursing Mothers — Nursing rat pups had plasma and liver drug levels of 50% and 40%, respectively, of that in their mother’s milk. Because of
the potential for adverse reactions in nursing infants, women taking LIPITOR should not breast-feed (see CONTRAINDICATIONS). Pediatric Use —
Safety and effectiveness in patients 10-17 years of age with heterozygous familial hypercholesterolemia have been evaluated in a controlled clinical trial
of 6 months duration in adol boys and chal girls. Patients treated with LIPITOR had an adverse experience profile generally similar to
that of patients treated with placebo, the most common adverse experiences observed in both groups, regardless of causality assessment, were
infections. Doses greater than 20 mg have not been studied in this patient population. In this limited controlled study, there was no detectable effect on
growth or sexual maturation in boys or on menstrual cycle length in girls (see CLINICAL PHARMACOLOGY, Clinical Studies section in full prescribing




information; ADVERSE REACTIONS, Pediatric Patients (ages 10-17 years); and DOSAGE AND ADMINISTRATION, Heterozygous Familial
Hypercholesterolemia in Pediatric Patients (10-17 years of age) in full prescribing information. Adolescent females should be counseled on appropriate
contraceptive methods while on LIPITOR therapy (see CONTRAINDICATIONS and PRECAUTIONS, Pregnancy). LIPITOR has not been studied in
controlled clinical trials involving pre-pubertal patients or patients younger than 10 years of age. Clinical efficacy with doses up to 80 mg/day for 1
year have been evaluated in an uncontrolled study of patients with homozygous FH including 8 pediatric patients (see CLINICAL PHARMACOLOGY,
Ciinical Studies: Homozygous Familial Hypercholesterolemia in full prescribing information). Geriatric Use — The safety and efficacy of atorvastatin (10-
80 mg) in the geriatric population (=65 years of age) was evaluated in the ACCESS study. In this 54-week open-label trial 1,958 patients initiated therapy
with atorvastatin 10 mg. Of these, 835 were elderly (=65 years) and 1,123 were non-elderly. The mean change in LDL-C from baseline after 6 weeks of
treatment with atorvastatin 10 mg was -38.2% in the elderly patients versus -34.6% in the non-elderly group. The rates of discontinuation due to adverse
events were similar between the two age groups. There were no differences in clinically relevant laboratory abnormalities between the age groups. Use
in Patients with Recent Stroke or TIA — In a post-hoc analysis of the Stroke Prevention by Aggressive Reduction in Cholesterol Levels (SPARCL) study
where LIPITOR 80 mg vs placebo was administered in 4,731 subjects without CHD who had a stroke or TIA within the preceding 6 months, a higher
incidence of hemorrhagic stroke was seen in the LIPITOR 80 mg group compared to placebo. Subjects with hemorrhagic stroke on study entry appeared
to be at increased risk for hemorrhagic stroke.

ADVERSE REACTIONS: LIPITOR is generally well-tolerated. Adverse reactions have usually been mild and transient. In controlled clinical studies of 2502
patients, <2% of patients were discontinued due to adverse experiences attributable to atorvastatin. The most frequent adverse events thought to be
related to atorvastatin were ion, flatulence, dyspepsia, and abdominal pain. Clinical Adverse Experiences — Adverse experiences reported in
>2% of patients in placebo-controlled clinical studies of aturvastalln regardless of causality assessment, are shown in the following table.

Adverse Events in Placebo-Controlled Studies (% of Patients)

BODY SYSTEM Placebo Atorvastatin Atorvastatin Atorvastatin Atorvastatin
Adverse Event 10 mg 20 mg 40 mg 80 mg
N =270 N =863 N =36 N=79 N =94
BODY AS A WHOLE
Infection 10.0 103 2.8 10.1 714
Headache 7.0 5.4 16.7 25 6.4
Accidental Injury 37 42 0.0 1.3 32
Flu Syndrome 19 22 0.0 25 32
Abdominal Pain 0.7 2.8 0.0 38 2.1
Back Pain 30 28 0.0 38 1.1
Allergic Reaction 26 09 2.8 13 0.0
Asthenia 19 22 0.0 38 0.0
DIGESTIVE SYSTEM
Constipation 18 2.1 0.0 25 1.1
Diarrhea 15 2.1 0.0 38 5.3
Dyspepsia 4.1 23 28 1.3 21
Flatulence 33 2.1 28 13 11
RESPIRATORY SYSTEM
Sinusitis 26 2.8 0.0 25 6.4
Pharyngitis 15 25 0.0 1.3 21
SKIN AND APPENDAGES
Rash 0.7 39 28 38 11
MUSCULOSKELETAL SYSTEM
Arthralgia 15 2.0 0.0 5.1 0.0
Myalgia 1.1 32 5.6 1.3 0.0
Anglo-Si inavian Cardiac O Trial (ASCOT) — In ASCOT (see CLINICAL PHARMACOLOGY, Cinica/ Studies in full prescribing information)

|nvolvmg 10,305 participants treated with LIPITOR 10 mg daily (n=5,168) or placebo (n=5,137), the safety and tolerability profile of the group treated with
LIPITOR was comparable to that of the group treated with placebo during a median of 3.3 years of follow-up.

Ci i Study (CARDS) — In CARDS (see CLINICAL PHARMACOLOGY, Cinica/ Studies in full prescribing information)
|nvo|vmg 2838 subjects with type 2 diabetes treated with LIPITOR 10 mg daily (n=1428) or placebo (n=1410), there was no difference in the overall
frequency of adverse events or serious adverse events between the treatment groups during a median follow-up of 3.9 years. No cases of
rhabdomyolysis were reported.

Treating to New Targets Study (TNT) — In TNT (see CLINICAL PHARMACOLOGY, Clinica/ Studies in full prescribing information) involving 10,001
subjects with clinically evident CHD treated with LIPITOR 10 mg daily (n=5006) or LIPITOR 80 mg daily (n=4995), there were more serious adverse events
and discontinuations due to adverse events in the high-dose atorvastatin group (92, 1.8%; 497, 9.9%, respectively) as compared to the low-dose group
(69, 1.4%; 404, 8.1%, respectively) during a median follow-up of 4.9 years. Persistent transaminase elevations (=3 x ULN twice within 4-10 days) occurred
in 62 (1.3%) individuals with atorvastatin 80 mg and in nine (0.2%) individuals with atorvastatin 10 mg. Elevations of CK (=10 x ULN) were low overall, but
were higher in the high-dose atorvastatin treatment group (13, 0.3%) compared to the low-dose atorvastatin group (6, 0.1%).

D in Endpoints Through Aggressive Lipid Lowering Study (IDEAL) — In IDEAL (see CLINICAL PHARMACOLOGY, Clinical Studies in
full prescribing information) involving 8,888 subjects treated with LIPITOR 80 mg/day (n=4439) or simvastatin 20-40 mg daily (n=4449), there was no
difference in the overall frequency of adverse events or serious adverse events between the treatment groups during a median follow-up of 4.8 years.

The following adverse events were reported, regardless of causality assessment in patients treated with atorvastatin in clinical trials. The events in
italics occurred in (=2% of patients and the events in plain type occurred in <2% of patients.

Body as a Whole: Chest pain, face edema, fever, neck rigidity, malaise, photosensitivity reaction, generalized edema. Digestive System: Nausea,
gastroenteritis, liver function tests abnormal, colitis, vomiting, gastritis, dry mouth, rectal hemorrhage, esophagitis, eructation, glossitis, mouth
ulceration, anorexia, increased appetlte stomatitis, biliary paln cheilitis, duodenalulcer , dysphagia, enterms melena, gum hemorrhage stomach
ulcer, ulceratlve itis, pancreatitis, chol ic jaundice. Resp y System: Bronchiti: rh/nms pneumonia, dyspnea,
asthma, epistaxis. A System: i) di; paresthesia, somnolence, amnesia, abnormaldreams libido decreased, emotional lability,
incoordination, perlpheralneuropathy, torticollis, facial paralysis, hyperkinesia, depressmn hypesthesia, hypertonia. Musculoskeletal System: Arthritis,
leg cramps, bursitis, tenosynovitis, myasthenia, tendinous contracture, myositis. Skin andAppendayes Pruritus, contact dermatitis, alopema dry

skin, sweating, acne, urticaria, eczema, seborrhea, skin ulcer. UmyemtalSystem Urinary tract i 1 hematuna fbuminuria, urinary freq

cystitis, impotence, dysuna kldney calculus nocturia, epididymitis, fibrocystic breast, vaginal hemorrhage, breast enlargement, metrorrhagia, nephntls
urinary incontinence, urinary retention, urinary urgency, abnormal ejaculation, uterine hemorrhage. Special Senses: Amblynpla tinnitus, dry eyes,
refraction disorder, eye hemorrhage, deafness glaucoma, parosmia, taste loss, taste perversion. Cardi far System: Pal 1, Vi

syncope, migraine, postural hypotension, phlebitis, arrhythmia, angina pectoris, hypertension. Metabolic and Nutritional Disorders: Penpheral

edema hyperglycemla creatlne phosphoklnase |ncreased gout, weight gain, hypoglycemia. Hemic and Lymphatic System: Ecchymosis, anemia,

y, thr Reports — Adverse events assomated with LIPITOR therapy reported since market
|ntroduct|on that are not listed above regardless of li include the fi phylaxis, angioneurotic edema, bullous rashes
(including erythema multiforme, Stevens-Johnson syndrome, and toxic epidermal necrolysis), rhabdomyoly5|s fatigue, and tendon rupture. Pediatric
Patients (ages 10-17 years) In a 26-week controlled study in boys and postmenarchal girls (n=140), the safety and tolerability profile of LIPITOR 10
to 20 mg daily was generally similar to that of placebo (see CLINICAL PHARMACOLOGY, Clinical Studies section in full prescribing information and
PRECAUTIONS, Pediatric Use).

OVERDOSAGE: There is no specific treatment for atorvastatin overdosage. In the event of an overdose the patlent should be treated symptomatlcally,

and supportive measures instituted as required. Due to extensive drug binding to plasma proteins, h lysis is not exp

atorvastatin clearance.

Please see full p ibing i ion for additi il ion about LIPITOR.
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he focus on patient safety

ear and best practices isn’t just

on inpatient facilities any

more. The shift to include ambula-

Octor’ tory care settings means that if you

¢ haven’t looked lately at what your

practice is doing to ensure you “do no harm,”

now’s the time. Once you do, you’ll find new re-

sources are available that are going to make your

quality improvement (QI) efforts more success-

ful than ever.

Even if you think you’re doing a good job, get

a second opinion, suggests author Peggy J.

Noonan in this issue of Doctor’s Digest. She

explains what works and covers nuts-and-

bolts issues such as how to set up a tracking

system. She provides special coverage of

medication safety, including electronic tools

that can help prevent and reduce errors, then

puts this in the perspective of reporting requirements and

where they’re headed for physicians. The next step is looking at QI

programs and resources that just may be the right fit for you.

Finally, she offers tips to overcome any obstacles you think may

prevent you from making changes, and tells you what you can do
today to build best practices and improve patient safety.

What’s your best bet for investing right now? Find out by read-
ing the first issue of our new e-publication on physicians’ personal
finance, Doctor’s Digest: Money Matters, which will be online soon.
The first issue also explains a special tax rule that can help pay for
college, new retirement options for some physicians, and moves
you should make now if you’re interested in investing in rental prop-
erty. If you’re a busy physician, you won’t want to miss this quick
read on essential financial topics.

Finally, if you haven’t checked out our new Doctor’s Digest
App—V1.1, do it today. And while you're at it, get a free sample
of MEMO-Snap™ Medical Memo & Coding Management Pads,
our exclusive point-of-prescription Patient Consult tool, by being
one of the first 500 iPhone physicians to download Doctor’s
Digest’s “Essential Practice Tips” App in the Medical Category and
provide your e-mail address at the opt-in.

As always, I look forward to hearing from you.
Contact me at jbrandofino @doctorsdigest.net or

by fax to 516-364-2575.

Jeannette Brandofino
Publisher
e-mail: jbrandofino@doctorsdigest.net




Get the Best of Our Practice Management Tips
at Your Desktop or Delivered to
Your iPhone/iPod Touch!

Twice weekly, succinct Essential Practice Tips based on
cutting-edge information from over 900 thought leaders
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ing, loan reduction, retirement plann
mation, and so much more!
= New “By Topics” to view tips by subject
m “Unread” icon for tips not yet read

Now...first 500 MDs to download our FREE

App and opt-in with email address will receive a

FREE sample of Memo-Snap™ OnCall Medical

Memo & Coding Management Pad—a quick

way to ensure accurate medical records and

follow-up for telephone/online /after hours
—patient consultations.

Doctor’s Digest Is a Top Medical App
on the iPhone/iPod Touch
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Best Practices: Patient Safety

Improving patient safety and quality of care in the ambulatory setting is
finally moving out from under the shadow of initiatives that have focused
on inpatient care. Not only are those initiatives now looking into settings
like your office, but you may finally have a way to review your care and
make changes as needed thanks to funding from the stimulus package that
is targeted specifically to meet quality and safety goals.

In this issue of Doctor’s Digest we explain why safety is more impor-
tant than ever for your practice and examine new healthcare solutions
that are being developed. We show you resources that can help you do a
better job at medication safety—electronic prescribing is just part of the
formula—and first steps you can take today to make that happen. We
discuss how patient safety organizations and the Physician Quality
Reporting Initiative fit into the mix and why participating in quality
improvement efforts makes good sense for your practice.

Even if you're already doing a great job, we make a case for how
you can build on that success and meet the challenge of providing best
practice care.

Designing a Safer Practice n

Find out what works and why you should take the lead in implementing
best practices.

Learn how to do a better job at medication reconciliation and make
the most of electronic prescribing, electronic databases, and various
online resources.

Reporting Requirements m

Use available tools to help you provide quality care, understand the
Physician Quality Reporting Initiative, and prepare for the future.

Implementing Quality Improvement (Ql) E

Learn how to increase office efficiency and to find resources that can
augment your QI efforts.

Building on Your Success m

Take advantage of business training and health information technology
to continue to enhance your quality and safety efforts.

For More Information



