
SKELAXIN® (metaxalone) is indicated as an adjunct to rest, physical therapy, and other measures for the 
relief of discomforts associated with acute, painful musculoskeletal conditions. The mode of action of this
drug has not been clearly identified, but may be related to its sedative properties. Metaxalone does not 
directly relax tense skeletal muscles in man.

Important Safety Information 
Taking SKELAXIN® with food may enhance general CNS depression. Elderly patients may be especially 
susceptible to this CNS effect. The most frequent reactions to metaxalone include nausea, vomiting, 
gastrointestinal upset, drowsiness, dizziness, headache, and nervousness or “irritability.”

Please see full Prescribing Information on adjacent page.
References: 1. Gross L. Metaxalone: a review of clinical experience. J Neurol Orthop Med Surg. 1998;18(1):76-79. 2. Dent RW Jr, Ervin DK. A study of metaxalone
(Skelaxin) vs. placebo in acute musculoskeletal disorders: a cooperative study. Curr Ther Res Clin Exp. 1975;18(3):433-440.

For acute, painful musculoskeletal conditions...

Prescribe SKELAXIN® TID/QID to help ensure 
an effective course of therapy

• Fast-acting with rapid improvement in mobility1

• Onset of action occurs within 1 hour with peak 
plasma levels reached in as early as 2 hours1

• Minimal sedation with low incidence of 
side effects and drowsiness1,2

• Well-established safety and efficacy profile1,2

Prompt, Effective Relief 
With Minimal Sedation1,2
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Ankle-Brachial Index Predicts
Renal Dysfunction in PAD 

B Y  M I T C H E L  L . Z O L E R

Philadelphia Bureau

V I E N N A —  The ankle-brachial index pre-
dicted the risk of progression to end-stage
renal disease, and declines in the index over
time were linked to an increased risk for
death, cardiovascular events, and end-stage
renal disease, all in patients with peripher-
al artery disease treated at one center.

The results also showed that treatment
with either a statin or an ACE inhibitor
was effective for slowing progression to
end-stage renal disease in patients with pe-
ripheral artery disease (PAD), Dr. Harm
H.H. Feringa said at the annual congress
of the European Society of Cardiology.

Data were collected from 1,940 patients
with PAD and an ankle-brachial index
(ABI) of less than 0.90 who were examined
at Erasmus Medical Center in Rotterdam,
the Netherlands, during 1988-2006. The
average age of the patients was 64 years,
the average ABI was 0.71, and the series ex-
cluded patients on dialysis. An ABI of 0.70
or less was measured in 72% of patients at
baseline, and the average estimated
glomerular filtration rate (GFR) was 78
mL/min per 1.73 m2. At baseline, 22% of
patients had a GFR of 30-59 mL/min per
1.73 m2, indicating moderately reduced
kidney function, 3% had a GFR of 15-29
mL/min per 1.73 m2 (severely reduced
kidney function), and 2% had a GFR of
less than 15 (renal failure). Median follow-
up was 8 years.

During that time, 30% of the patients
had worse renal function, 23% had a drop
in their GFR of more than 25 mL/min per
1.73 m2, and 10% of the patients pro-
gressed to renal failure, while 40% had im-
proved renal function, reported Dr.
Feringa of the University of Rotterdam.

Patients with lower ABI values at base-
line had an increased risk of greater pro-
gression of renal disease at the end of fol-
low-up. In a multivariate analysis that
controlled for other baseline variables,
every 0.1 reduction in ABI at baseline was
linked with a 34% increased risk of pro-
gression to renal failure during follow-up.

In the same analysis, treatment with
agents from either of two drug classes was
linked with a reduced risk for progression
to renal failure: Treatment with a statin
was associated with a 59% reduced risk,
and treatment with an ACE inhibitor was
linked with a 25% reduced risk.

The second study involved 606 patients
with PAD who were treated at Erasmus
during 1996-2005. Their ABIs at rest and af-
ter exercise were measured at baseline and
after 1 year of follow-up. The patients’ av-
erage age was 62 years, and their mean rest-
ing ABI at baseline was 0.69. Patients were
followed for an average of 5 years, during
which time they were tracked for all-cause
death, which occurred in 14%; cardiac
events, 6%; stroke, 8%; and progression to
renal failure, 6%. Cardiac deaths account-
ed for about half of all deaths.

During the first year of follow-up, rest-
ing and exercise ABI each fell in about 75%
of patients. Significant predictors of a

drop in ABI included age, smoking, diabetes, and a his-
tory of stroke or myocardial infarction.

A multivariate analysis that controlled for baseline dif-
ferences in age, gender, smoking, hypertension, dia-
betes, and other factors showed statistically significant
correlations between the decline in ABI over a 1-year pe-
riod, both at rest and after exercise, and an increased in-
cidence of each of the bad outcomes tallied during fol-
low-up, Dr. Feringa said (see chart). ■

Increase in Risk When Ankle-Brachial
Index Falls by 0.1 at 1-Year Follow-Up

Notes: Data are for 606 patients with peripheral artery disease. All increases
in risk are statistically significant relative to patients with no change in ABI.
Source: Dr. Feringa
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StrokeRenal failureCardiac eventsAll-cause
mortality
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