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max), according to a GlaxoSmithKline spon-
sored study. Researchers compared the effects
of the two treatments in 192 patients and found
the lamotrigine arm invariably performed better
on such tests as the Controlled Oral Word
Association Task and the Symbol-Digit Modal-
ities tests, but not on others such as the Rey
Auditory Verbal Learning Test or the Digit Can-
cellation test. However, more patients in the
topiramate group were seizure-free during the
study, but not enough to be statistically signifi-
cant. (Neurology 2006; 67:400-406)

n Clotbuster Combo Seems Safe. The only
approved acute stroke treatment, tPA, may
have its power augmented via combination with
low-dose argatroban in the future—but for
now, all we can say is that they seem safe
together. A report of the first clinical experience
with this combination, which was published in
Arch Neurol 2006;63:1057-1062, describes the
results of 15 patients who were given the com-
bination. Two of the patients suffered ICH,

which reached but did not exceed the maxi-
mum allowable number before the trial was
stopped, and this indicates that the combina-
tion is as safe as tPA alone. A larger study is
currently in the planning stages. 

n Interferon Delays MS. Administering
interferon beta-1b (Betaseron) to patients who
have had one attack suggestive of MS may sig-
nificantly cut the risk of developing the condi-
tion by as much as half in the next two years.
Researchers in the multi-center placebo-con-
trolled BENEFIT study found that the treatment
(250ug subcutaneously every other day)
delayed the onset of clinically definite MS
(P<0.0001) and had hazard ratios of 0.50 for
CDMS and 0.54 for McDonald MS. The treat-
ment was also well tolerated, and the study’s
authors suggested this should be considered
as a therapeutic option after a first clinical event
suggestive of MS. (Neurology, published online
on August 16, 2006).  

n Help for JME. Levetiracetam (Keppra)
has widely been prescribed as an add-on ther-
apy for partial onset seizures for years, but
now it is approved for a generalized seizure
type as well. On August 23rd, the FDA
approved this agent as an adjunctive therapy
for juvenile myoclonic seizures in patients 12
years of age and older. In the Phase III ran-
domized controlled trials, 15.1 percent of
patients achieved freedom from myoclonic
seizures (compared to 3.4 percent of placebo
patients) and 60.4 percent in the treated group
had a reduction in seizure frequency com-
pared with 23.7 percent in the controls. 

n Lamotrigine Lighter on Mind. Partial-
seizure patients who need an adjuvant therapy
may experience fewer adverse cognitive
effects if lamotrigine (Lamictal) is used as the
add-on agent instead of topiramate (Topa-
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It may seem early to start making New
Year’s resolutions, but fiscally savvy prac-
tice managers might want to keep one

in mind when making their budget projec-
tions: cut costs where possible, because bar-
ring a change of heart in Washington there
will be less revenue coming in from
Medicare billings next year. In early August
the Centers for Medicare and Medicaid
Services announced that physicians will see
a 5.1 percent cut in reimbursement rates in
2007. The proposal also calls for hospitals
to gain a three percent increase in their
rates for outpatient care, but they will only
receive this full increase if they follow strin-
gent government guidelines to improve
patient care and submit data to prove their
compliance.  

Almost immediately after the an-
nouncement, the American Medical
Association called on Congress to stop

the cuts. According to the AMA’s calcula-
tions, these reimbursement rate decreases
will total as much as 37 percent through
2015 if they proceed as planned while
practice costs during the same period are
expected to increase 22 percent.

AMA board chair Cecil Wilson, MD
says that although Medicare expanded
the services it covers more than 90 times
since 1999, physicians are penalized with
lower reimbursement rates for the ever-
expanding panoply of services they pro-
vide under the current system. “In fact,
Medicare currently reimburses physicians
about the same in 2006 as it did in
2001,” he says. He adds that the latest
Medicare rules impose cuts on imaging
services, which are becoming more inte-
gral to diagnostic work-ups as the tech-
nology develops. 

AMA President William G. Plested

III, MD also spoke out against the cuts.
During a National House Call Campaign
visit to southeastern Pennsylvania, he said
that 45 percent of surveyed member
physicians will either reduce the volume
of Medicare patients they see or cut them
all together. “That’s just the tip of the ice-
berg, with the vast majority of the cuts
yet to come in the years following 2007,”
he says. “Congress needs to stop the
physician payment cuts and provide pay-
ments based on the cost of providing
care.”

The AMA is currently launching an
advocacy campaign to have its members
lobby Congress to enact legislation to
stop the Medicare cuts before it adjourns
in October. For more information, go to
www.ama-assn.org or call the AMA
Member Relations Center at (800) 621-
8335. PN
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Physicians who treat patients at any
stage of stroke care, from providing
acute care in the emergency room to

scheduling follow-up care to manage the
after-effects and prevent recurrence, may
believe that the damage caused by an
episode is impossible to put a dollar figure
on. However, there are enough codes out
there that quantify the cost at each step,
and with enough number-crunching it is
possible to find out the exact reimburse-
ment value of each step of stroke care by
examining the cost estimates for ambu-
lance services, initial hospitalization, nurs-
ing home expenses, rehabilitation, outpa-
tient clinic visits, treatments, informal care
giving and potential lost earnings. 

Devlin Brown, MD of the Stroke
Program at the University of Michigan
Medical School in Ann Arbor used this
information to come up with a number for
the cost of stroke in the United States for
the next half-century. The total sum: more
than $2.2 trillion from 2005 to 2050, as
measured in 2005 dollars, as reported in
the August 16 online edition of Neurology.

More specifically, the estimated per
capita cost of stroke is highest among

African Americans ($25,782) followed by
Hispanics ($17,201) and non-Hispanic
whites ($15,597). Dr. Brown says this
shows the need to improve stroke preven-
tion and treatment in these high-risk
groups, especially since they are less likely
to be insured, have limited access to quali-
ty health care and have a higher incidence
of ischemic stroke than non-Hispanic
whites. Dr. Brown says as these groups age,
the impact of inequalities in stroke risk
and stroke-related health care will result in
mounting economic consequence, and
that hopefully the study’s findings will
encourage public health planners to prior-
itize resources and set research agendas.  

Catherine M. Rydell, CEO and Exec-
utive Director of the AAN, cited this study
in a statement that urged Congress to
increase funding to the National Institutes
of Health for more stroke-related research.
“The NIH has the ability to perform the
research that can save countless lives and
billions of dollars in health care costs if
Congress would adequately fund its mis-
sion,” she says. 

While it remains to be seen whether
this boost in funding will ever happen,

researchers continue to expand our knowl-
edge of its consequences. One recent study
indicates that there is still much to be
learned about mood changes after stroke.
Researchers from the George Institute for
International Health in Sydney, Australia
examined the frequency, management,
and predictors of abnormal mood after
stroke among 739 participants in the
Auckland Regional Community Stroke
study and found that roughly 27 percent
met the criteria for abnormal mood six
months after having a stroke, which was
twice what is usually seen in the general
population (Stroke 2006;37:2123-2128). 

Another study, reported in J Clin
Psychiatry 2006;67:1104-1109, found that
treatment with sertraline for six months
after stroke does not seem to prevent the
onset of depression. The placebo-con-
trolled double-blind study of 111 patients
found no statistically significantly differ-
ence between the two arms. The study’s
authors concluded that new pharmacolog-
ic and nonpharmacologic strategies need
to be developed to reduce the health and
financial burden associated with depres-
sion after stroke.  PN
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to antidepressants in this population. 

n Softening the Stroke Shot. The poten-
tially fatal effects of tPA make some neurolo-
gists nervous about administering it, but early
research indicates that there could be a com-
plementary treatment to reduce the risk of
edema, neuronal loss and other neurotoxic
effects. A report published in the August 27th
advance online edition of Nature Neuroscience
describes how adding a portion of hexapeptide
(EEIIMD) to tPA can neutralize the neurotoxic
effects of the treatment in rat models of stroke
and in a porcine model of traumatic brain
injury. The fibriolytic attributes of tPA remained
the same in both cases. 

n Gut Instincts. A treatment better known
for promoting gastric emptying may also aug-
ment triptan use. A study conducted at the
Hospital Pasteur in Rio assessed the outcomes
of 40 patients randomized to treatment of two
consecutive migraine episodes with 10mg of
rizatriptan (Maxalt) and either 200mg of trime-
butine or placebo. Within one hour of dosing,
46.8 percent of attacks treated with the combi-
nation had resolved compared with just 12.5
percent of the attacks treated with rizatriptan
and placebo. The combination was also better
at resolving the nausea and photophobia that
accompanies migraine than the treatment
alone. (Cephalalgia 2006;26:871-874)

n Perking Up with Mirapex. A recent
study indicates pramipexole (Mirapex) can al-
leviate depressive symptoms. According to the
August 2006 online edition of Journal of
Neurology, a 14-week randomized trial com-
pared the treatment to sertraline in 67 PD pa-
tients at seven centers in Italy. Both groups
showed a reduction in depression after 12
weeks, as measured by the Hamilton De-
pression Rating Scale. The authors concluded
that dopamine agonists may be an alternative
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