
possibility of obtundation, seizure or dystonic reaction of the head and neck following overdose may
create a risk of aspiration with induced emesis. Cardiovascular monitoring should commence
immediately and should include continuous electrocardiographic monitoring to detect possible
arrhythmias. If antiarrhythmic therapy is administered, disopyramide, procainamide and quinidine
carry a theoretical hazard of additive QT-prolonging effects when administered in patients with acute
overdosage of SEROQUEL. Similarly it is reasonable to expect that the alpha-adrenergic-blocking
properties of bretylium might be additive to those of quetiapine, resulting in problematic
hypotension. There is no specific antidote to SEROQUEL. Therefore appropriate supportive measures
should be instituted. The possibility of multiple drug involvement should be considered. Hypotension
and circulatory collapse should be treated with appropriate measures such as intravenous fluids
and/or sympathomimetic agents (epinephrine and dopamine should not be used, since beta stimu-
lation may worsen hypotension in the setting of quetiapine-induced alpha blockade). In cases of
severe extrapyramidal symptoms, anticholinergic medication should be administered. Close medical
supervision and monitoring should continue until the patient recovers.

PATIENT COUNSELING INFORMATION
Prescribers or other health professionals should inform patients, their families, and their caregivers
about the benefits and risks associated with treatment with SEROQUEL and should counsel them in
its appropriate use. A patient Medication Guide about “Antidepressant Medicines, Depression and
other Serious Mental Illness, and Suicidal Thoughts or Actions” is available for SEROQUEL. The
prescriber or health professional should instruct patients, their families, and their caregivers to read
the Medication Guide and should assist them in understanding its contents. Patients should be given
the opportunity to discuss the contents of the Medication Guide and to obtain answers to any
questions they may have. Patients should be advised of the following issues and asked to alert their
prescriber if these occur while taking SEROQUEL.
Clinical Worsening and Suicide Risk Patients, their families, and their caregivers should be
encouraged to be alert to the emergence of anxiety, agitation, panic attacks, insomnia, irritability,
hostility, aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, mania,
other unusual changes in behavior, worsening of depression, and suicidal ideation, especially early
during antidepressant treatment and when the dose is adjusted up or down. Families and caregivers
of patients should be advised to look for the emergence of such symptoms on a day-to-day basis,
since changes may be abrupt. Such symptoms should be reported to the patient's prescriber or
health professional, especially if they are severe, abrupt in onset, or were not part of the patient’s
presenting symptoms. Symptoms such as these may be associated with an increased risk for
suicidal thinking and behavior and indicate a need for very close monitoring and possibly changes in
the medication.
Increased Mortality in Elderly Patients with Dementia-Related Psychosis Patients and
caregivers should be advised that elderly patients with dementia-related psychoses treated with
atypical antipsychotic drugs are at increased risk of death compared with placebo. Quetiapine is not
approved for elderly patients with dementia-related psychosis.
Neuroleptic Malignant Syndrome (NMS) Patients should be advised to report to their
physician any signs or symptoms that may be related to NMS. These may include muscle stiffness
and high fever. 
Hyperglycemia and Diabetes Mellitus Patients should be aware of the symptoms of hyper-
glycemia (high blood sugar) and diabetes mellitus. Patients who are diagnosed with diabetes, those
with risk factors for diabetes, or those that develop these symptoms during treatment should be
monitored.
Orthostatic Hypotension Patients should be advised of the risk of orthostatic hypotension
(symptoms include feeling dizzy or lightheaded upon standing) especially during the period of initial
dose titration, and also at times of re-initiating treatment or increases in dose.
Leukopenia/Neutropenia Patients with a pre-existing low WBC or a history of drug induced
leukopenia/neutropenia should be advised that they should have their CBC monitored while taking
SEROQUEL (see Warnings and Precautions).
Interference with Cognitive and Motor Performance Patients should be advised of the
risk of somnolence or sedation, especially during the period of initial dose titration. Patients should
be cautioned about performing any activity requiring mental alertness, such as operating a motor
vehicle (including automobiles) or operating machinery, until they are reasonably certain quetiapine
therapy does not affect them adversely. Patients should limit consumption of alcohol during
treatment with quetiapine.
Pregnancy and Nursing Patients should be advised to notify their physician if they become
pregnant or intend to become pregnant during therapy. Patients should be advised not to breast feed
if they are taking quetiapine.
Concomitant Medication As with other medications, patients should be advised to notify their
physicians if they are taking, or plan to take, any prescription or over-the-counter drugs. 
Heat Exposure and Dehydration Patients should be advised regarding appropriate care in
avoiding overheating and dehydration.
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consin had planned to raise eligibility for
their programs to 300% of the poverty lev-
el, but have now scaled that back to 250%,
according to the Detour report. Finally,
North Carolina, Washington state, and
West Virginia also had expansion plans,
but have not yet submitted them to CMS,
according to the report. It is not clear yet
how those states will proceed.

Despite the CMS directive and the bleak
economic outlook, some states—including
Colorado, Florida, Iowa, and Kansas—are
planning to expand coverage next year. The
expansions in Iowa and Kansas, however,
depend on a reauthorization of the SCHIP
program, according to the Detour report. 

There also may be a ballot measure in
Montana this fall aimed at increasing eligi-
bility from 175% to 250% of poverty level.

California is currently wrangling over
the state’s budget, which included an in-
crease in cost sharing for SCHIP (which is
called “Healthy Families” in California) as
well as reduced Medicaid coverage for par-
ents. Rhode Island is also looking at paring
back its SCHIP coverage in fiscal 2009 and
increasing cost sharing for families.

“States are committed to covering kids,
but they are clearly hampered by the road-
blocks the administration has put up,”
said Families USA senior policy analyst
Jenny Sullivan in a briefing with reporters.

Most states are also feeling the pinch as
tax revenues recede while Medicaid
costs—increasingly a larger proportion of
most state budgets—continue to rise, ac-
cording to the second Families USA re-
port, “Precarious Position: States Must
Balance Declining Revenues With a Grow-
ing Need for Medicaid.” The report found
that 16 states and Puerto Rico are looking
at budget deficits in fiscal year 2008, and
29 states and the District of Columbia are
looking at shortfalls in fiscal 2009.

Increasing unemployment means more
Americans will turn to Medicaid for health
coverage for them and their children, said
the organization. The Medicaid report cit-
ed a study by the Kaiser Family Founda-
tion showing that a 1% rise in unemploy-
ment increases Medicaid and SCHIP
enrollment by 1 million, leaving states
with an additional $1.4 billion obligation.

In California, Gov. Arnold Schwarzeneg-
ger (R) has proposed $1 billion in Medic-

aid and SCHIP cuts. That means the state
would lose an additional $1 billion in fed-
eral matching funds—a danger that all
states face as they look to balance their
budgets through Medicaid cuts, according
to the Medicaid report. Mississippi is also
considering Medicaid cuts in a special leg-
islative session. Maine instituted some
cost-sharing measures; New Jersey is con-
sidering shifting more of the burden onto
Medicaid recipients. In Rhode Island’s 2008
budget, eligibility was reduced for parents
and cost sharing was increased; premium
payments based on income are required,
and the state is looking at further cuts in
2009, according to the report.

Families USA is pushing for federal re-
lief, such as a temporary increase in the
matching rate given to states for Medicaid.
Congress passed such a fix in 2003, but it
is unclear whether a proposed fix could
make it out of Congress this year, said a
Families USA staffer in the briefing. ■

International Graduates Fill
Gaps in Physician Supply

B Y  J OY C E  F R I E D E N

Senior Editor

A R L I N G T O N ,  VA .  —  International
medical graduates have become an inte-
gral part of providing medical care in fed-
erally designated physician shortage areas,
according to results from a recent study.

“Compared to U.S.-trained physicians,
IMGs provide more primary care and more
[overall] medical care to populations living
in primary care shortage areas” as well as
to minorities, immigrants, patients in poor
areas, and Medicaid recipients, said Esther
Hing of the National Center for Health
Statistics, in Hyattsville, Md.

Ms. Hing and her colleague Susan Lin,
Dr.P.H., studied 2005-2006 data from the
National Ambulatory Medical Care Survey.
The survey was nationally representative,
and the data used by the researchers in-
cluded information from 2,390 physicians
in office-based practices. Ms. Hing pre-
sented the survey results at the 2008 Physi-
cian Workforce Research Conference. 

The survey showed that IMGs make up
25% of office-based physicians. They also
tend to be a little older that U.S.-trained
doctors, with an average age of 52 years,
compared with 50 years for physicians
trained in the United States. The racial and
ethnic differences were more pronounced:
71% of U.S. medical graduates were non-
Hispanic white, compared with 26% of
IMGs. Asian/Pacific Islanders made up
32% of IMGs, compared with 5% of U.S.
medical graduates. Hispanic and Latino
physicians accounted for 7% of IMGs,
compared with 2% of U.S. graduates.

More of the IMGs than U.S. medical
graduates were working as primary care
physicians—57% vs. 46%—a statistically
significant difference, Ms. Hing noted. 

IMGs also practiced more often in coun-
ties that included primary care shortage ar-
eas than did U.S.-trained physicians—87%
vs. 79%. IMGs also were more likely to ac-
cept new patients and to accept Medic-
aid—nearly one-third of IMGs surveyed
derived 20% or more of their incomes

from Medicaid, compared with less than
one-fourth of U.S.-trained physicians.

“This study illustrates how the U.S.
health care system continues to rely on
IMGs to address shortages in primary
care,” Ms. Hing said at the conference,
which was sponsored by the Association of
American Medical Colleges and Harvard
Medical School.

“The U.S. health care system faces chal-
lenges if the future supply and use of
IMGs is constrained by recent changes in
visa policy that reduce the number of in-
coming” medical graduates, she said. ■

Most International Medical
Graduates Work as 

Primary Care Physicians 

Note: Based on 2005-2006 data from the 
National Ambulatory Medical Care Survey 
for 2,390 physicians in office-based 
practices.  
Source: Ms. Hing
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