
administration of subcutaneous epinephrine solution 1:1000 (0.3 to 0.5 ml)
and measures to ensure a patent airway may be necessary. 
Discontinue aliskiren immediately in patients who develop angioedema and
do not readminister. 
5.3 Hypotension 
An excessive fall in blood pressure (hypotension) was rarely seen (<0.5%)
in patients with uncomplicated hypertension treated with Valturna in con-
trolled trials. 
In patients with an activated renin-angiotensin-aldosterone system, such as
volume- or salt-depleted patients receiving high doses of diuretics, symp-
tomatic hypotension may occur in patients receiving renin-angiotensin-
aldosterone system (RAAS) blockers. Correct these conditions prior to the
administration of Valturna, or start the treatment under close medical
supervision. 
Initiate therapy cautiously in patients with heart failure or recent myocar-
dial infarction and in patients undergoing surgery or dialysis. Patients 
with heart failure or post-myocardial infarction patients given valsartan
commonly have some reduction in blood pressure, but discontinuation of
therapy because of continuing symptomatic hypotension usually is not
necessary when dosing instructions are followed. In controlled trials in
heart failure patients, the incidence of hypotension in valsartan-treated
patients was 5.5% compared to 1.8% in placebo-treated patients. In the 
Valsartan in Acute Myocardial Infarction Trial (VALIANT), hypotension in
post-myocardial infarction patients led to permanent discontinuation of
therapy in 1.4% of valsartan-treated patients and 0.8% of captopril-treated
patients.
If an excessive fall in blood pressure occurs with Valturna, place the patient
in the supine position and, if necessary, give an intravenous infusion of
normal saline. A transient hypotensive response is not a contraindication to
further treatment, which usually can be continued without difficulty once
the blood pressure has stabilized.
5.4 Patients with Severe Renal Impairment
Valturna
Patients with severe renal impairment were excluded from clinical trials
with Valturna in hypertension. 
Aliskiren
Patients with severe renal dysfunction (creatinine 1.7 mg/dL for women and
2.0 mg/dL for men and/or estimated GFR <30 mL/min), a history of dialysis,
nephrotic syndrome, or renovascular hypertension were excluded from
clinical trials of aliskiren in hypertension. Safety information with aliskiren
and the potential for other drugs acting on the renin-angiotensin-aldosterone
system to increase serum creatinine and blood urea nitrogen are not 
available.
Valsartan
In studies of ACE inhibitors in hypertensive patients with unilateral or bilat-
eral renal artery stenosis, increases in serum creatinine or blood urea
nitrogen have been reported. In a 4-day trial of valsartan in 12 hypertensive
patients with unilateral renal artery stenosis, no significant increases in
serum creatinine or blood urea nitrogen were observed. There has been no
long-term use of valsartan in patients with unilateral or bilateral renal
artery stenosis, but an effect similar to that seen with ACE inhibitors
should be anticipated. 
As a consequence of inhibiting the renin-angiotensin-aldosterone system,
changes in renal function may occur particularly in volume depleted
patients. In patients with severe heart failure whose renal function may
depend on the activity of the renin-angiotensin-aldosterone system, treat-
ment with angiotensin-converting enzyme inhibitors and angiotensin recep-
tor antagonists has been associated with oliguria or progressive azotemia
and (rarely) with acute renal failure or death. Similar outcomes have been
reported with valsartan.
5.5 Patients with Hepatic Impairment
Valsartan
As the majority of valsartan is eliminated in the bile, patients with mild-to-
moderate hepatic impairment, including patients with biliary obstructive
disorders, showed lower valsartan clearance (higher AUCs).
5.6 Patients with Congestive Heart Failure and Post-Myocardial Infarction
Valsartan
Some patients with heart failure have developed increases in blood urea
nitrogen, serum creatinine, and potassium on valsartan. These effects are
usually minor and transient, and they are more likely to occur in patients
with pre-existing renal impairment. Dosage reduction and/or discontinua-
tion of the diuretic and/or valsartan may be required. In the Valsartan Heart
Failure Trial, in which 93% of patients were on concomitant ACE inhibitors,
treatment was discontinued for elevations in creatinine or potassium (total

of 1.0% on valsartan vs. 0.2% on placebo). In the Valsartan in Acute
Myocardial Infarction Trial (VALIANT), discontinuation due to various types
of renal dysfunction occurred in 1.1% of valsartan-treated patients and
0.8% of captopril-treated patients. Include assessment of renal function
when evaluating patients with heart failure or post-myocardial infarction.
5.7 Serum Electrolyte Abnormalities
Valturna
In the short-term controlled trials of various doses of Valturna, the inci-
dence of hyperkalemia (serum potassium >5.5 mEq/L) was about 1%-2%
higher in the combination treatment group compared with the monothera-
pies aliskiren and valsartan, or with placebo. 
In a long-term, uncontrolled study with median treatment duration of 
about one year, about 4% of the patients had at least one serum potassium
>5.5 mEq/L at some time during the study; about 0.8% of patients discon-
tinued study treatment and had a high serum potassium at some point
during the study. Patients with hyperkalemia were older (median age 65 vs.
55) with slightly lower mean baseline estimated creatinine clearance com-
pared to patients without hyperkalemia. While about 25% of the hyper-
kalemic episodes occurred in the first two months, other initial episodes
were reported throughout the study.
Periodic determinations of serum electrolytes to detect possible electrolyte
imbalances is advised, particularly in patients at risk for hyperkalemia such
as those with renal impairment.
Caution is advised with concomitant use of Valturna with potassium-
sparing diuretics, potassium supplements, salt substitutes containing
potassium, or other drugs that increase potassium levels may lead to
increases in serum potassium.
5.8 Renal Artery Stenosis
Aliskiren
No data are available on the use of aliskiren in patients with unilateral or
bilateral renal artery stenosis or stenosis of the artery to a solitary kidney.
Valsartan
In studies of ACE inhibitors in hypertensive patients with unilateral or bilat-
eral renal artery stenosis, increases in serum creatinine or blood urea
nitrogen have been reported. In a 4-day trial of valsartan in 12 hypertensive
patients with unilateral renal artery stenosis, no significant increases in
serum creatinine or blood urea nitrogen were observed. There has been no
long-term use of valsartan in patients with unilateral or bilateral renal artery
stenosis, but an effect similar to that seen with ACE inhibitors should be
anticipated.
5.9 Cyclosporine
Aliskiren
When aliskiren was given with cyclosporine, the blood concentrations of
aliskiren were significantly increased. Concomitant use of aliskiren with
cyclosporine is not recommended [see Drug Interactions (7)].

6 ADVERSE REACTIONS
6.1 Clinical Studies Experience
The following serious adverse reactions are discussed in greater detail in
other sections of the label:
• Risk of fetal/neonatal morbidity and mortality [see Warnings and 

Precautions (5.1)]
• Head and neck angioedema [see Warnings and Precautions (5.2)]
• Hypotension [see Warnings and Precautions (5.3)]
Because clinical trials are conducted under widely varying conditions,
adverse reaction rates observed in the clinical trials of a drug cannot be
directly compared to rates in clinical trials of another drug and may not
reflect the rates observed in practice.
Valturna
Valturna has been evaluated for safety in more than 1,225 patients, includ-
ing over 316 patients for over 1 year. In placebo-controlled clinical trials,
discontinuation of therapy because of a clinical adverse event (including
uncontrolled hypertension) occurred in 1.4% of patients treated with 
Valturna versus 2.7% of patients given placebo.
Adverse events in placebo-controlled trials that occurred in at least 1% 
of patients treated with Valturna and at a higher incidence than placebo
included fatigue (2.6% vs. 1.4%), nasopharyngitis (2.6% vs. 2.2%), diar-
rhea (1.4% vs 0.9%), upper respiratory tract infection (1.4% vs. 1.1%),
urinary tract infection (1.4% vs. 0.6%), influenza (1.1% vs 0.2%), and 
vertigo (1.1% vs. 0.3%). 
Hyperkalemia has been observed as a serum electrolyte abnormality in 
Valturna clinical trials [see Warnings and Precautions (5.7)].
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Initiative Speeds Reperfusion Treatment Time
B Y  H E I D I  S P L E T E

B O S T O N —  A statewide program to
get patients with severe heart attacks to
hospitals faster significantly reduced dis-
parities in reperfusion treatment times
for women and elderly patients, based on
a study of more than 900 patients in
North Carolina.

Disparities exist in the use and timing
of reperfusion therapy for ST-segment el-

evation myocardial infarction (STEMI),
Dr. Seth Glickman said at the annual
meeting of the American College of
Emergency Physicians. “Recent national
efforts have focused on the regionalization
of STEMI care to reduce time to reper-
fusion,” he noted.

The impact of regionalization on
STEMI care for hospitals that don’t pro-

vide percutaneous coronary intervention
(PCI) is unknown, but studies have shown

that middle-aged white patients are more
likely to benefit than are other demo-
graphic groups, said Dr. Glickman of the
University of North Carolina, Chapel Hill.

Dr. Glickman and colleagues reviewed
data from 923 patients treated at 55 hos-
pitals without PCI services during the
Reperfusion of Acute Myocardial In-
farction of North Carolina Emergency
Departments (RACE) initiative from
2005 to 2007.

The RACE program divided North
Carolina into five regions, with at least
one PCI-capable hospital in each region.

The investigators compared 518 pa-
tients treated prior to the RACE initiative
and 405 patients treated after the initia-
tive. The patients ranged in age from 51
to 73 years, and the baseline characteris-
tics were similar in patients seen before
and after RACE implementation.

Overall, median door-to-ECG times



Aliskiren
Aliskiren has been evaluated for safety in 6,460 patients, including 1,740
treated for longer than 6 months, and 1,250 for longer than 1 year. In
placebo-controlled clinical trials, discontinuation of therapy because of a
clinical adverse event, including uncontrolled hypertension occurred in
2.2% of patients treated with aliskiren, versus 3.5% of patients given
placebo.
Two cases of angioedema with respiratory symptoms were reported with
aliskiren use in the clinical studies. Two other cases of periorbital edema
without respiratory symptoms were reported as possible angioedema and
resulted in discontinuation. The rate of these angioedema cases in the
completed studies was 0.06%.
In addition, 26 other cases of edema involving the face, hands, or whole
body were reported with aliskiren use, including 4 leading to discontinuation.
In the placebo-controlled studies, however, the incidence of edema involv-
ing the face, hands, or whole body was 0.4% with aliskiren compared with
0.5% with placebo. In a long-term active-controlled study with aliskiren
and HCTZ arms, the incidence of edema involving the face, hands, or
whole body was 0.4% in both treatment arms.
Aliskiren produces dose-related gastrointestinal (GI) adverse reactions.
Diarrhea was reported by 2.3% of patients at 300 mg, compared to 1.2%
in placebo patients. In women and the elderly (age ≥65) increases in diar-
rhea rates were evident starting at a dose of 150 mg daily, with rates for
these subgroups at 150 mg similar to those seen at 300 mg for men or
younger patients (all rates about 2%). Other GI symptoms included abdomi-
nal pain, dyspepsia, and gastroesophageal reflux, although increased rates
for abdominal pain and dyspepsia were distinguished from placebo only at
600 mg daily. Diarrhea and other GI symptoms were typically mild and
rarely led to discontinuation.
Aliskiren was associated with a slight increase in cough in the placebo-
controlled studies (1.1% for any aliskiren use vs. 0.6% for placebo). In
active-controlled trials with ACE inhibitor (ramipril, lisinopril) arms, the
rates of cough for the aliskiren arms were about one-third to one-half the
rates in the ACE inhibitor arms.
Other adverse reactions with increased rates for aliskiren compared to
placebo included rash (1% vs. 0.3%), elevated uric acid (0.4% vs. 0.1%),
gout (0.2% vs. 0.1%), and renal stones (0.2% vs. 0%).
Single episodes of tonic-clonic seizures with loss of consciousness were
reported in two patients treated with aliskiren in the clinical trials. One
patient had predisposing causes for seizures and had a negative electro -
encephalogram (EEG) and cerebral imaging following the seizures; for the
other patient, EEG and imaging results were not reported. Aliskiren was
discontinued and there was no rechallenge in either case.
The following adverse events occurred in placebo-controlled clinical trials
at an incidence of more than 1% of patients treated with aliskiren, but also
occurred at about the same or greater incidence in patients receiving
placebo: headache, nasopharyngitis, dizziness, fatigue, upper respiratory
tract infection, back pain and cough.
No clinically meaningful changes in vital signs or in ECG (including QTc
interval) were observed in patients treated with aliskiren.
Valsartan
Valsartan has been evaluated for safety in more than 4,000 hypertensive
patients in clinical trials, including over 400 treated for over 6 months, and
more than 160 for over 1 year. 
In trials in which valsartan was compared to an ACE inhibitor with or with-
out placebo, the incidence of dry cough was significantly greater in the
ACE inhibitor group (7.9%) than in the groups who received valsartan
(2.6%) or placebo (1.5%). In a 129 patient trial limited to patients who had
had dry cough when they had previously received ACE inhibitors, the inci-
dences of cough in patients who received valsartan, HCTZ, or lisinopril
were 20%, 19%, and 69% respectively (p<0.001). 
Other adverse reactions, not listed above, occurring in >0.2% of patients in
controlled clinical trials with valsartan are:
Body as a Whole: allergic reaction, asthenia
Musculoskeletal: muscle cramps
Neurologic and Psychiatric: paresthesia
Respiratory: sinusitis, pharyngitis
Urogenital: impotence
Other reported events seen less frequently in clinical trials were:
angioedema.

Adverse reactions reported for valsartan for indications other than hyper-
tension may be found in the prescribing information for Diovan.
6.2 Clinical Laboratory Test Abnormalities
RBC count, hemoglobin and hematocrit:
Small mean decreases from baseline were seen in RBC count, hemoglobin
and hematocrit in both monotherapies and combination therapy. These
changes were small, but changes in hemoglobin were slightly more pro-
nounced with the combination therapy (-0.26 g/dL) than with monotherapy
regimens (-0.04 g/dL in aliskiren or -0.13 g/dL in valsartan) or placebo
(+0.07 g/dL).
Blood Urea Nitrogen (BUN)/Creatinine:
Elevations in BUN (>40 mg/dL) and creatinine (>2.0 mg/dL) in any treat-
ment group were less than 1.0%. For creatinine, 0.5% (3/599) of patients
on combination treatment had a creatinine level >1.5 mg/dL at the end of
the study and a 30% increase from baseline compared to none in either
monotherapy or placebo.
Serum Electrolytes: See Warnings and Precautions (5.7)

7 DRUG INTERACTIONS
No drug interaction studies have been conducted with Valturna and other
drugs, although studies with the individual aliskiren and valsartan compo-
nents are described below.
Aliskiren
Effects of Other Drugs on Aliskiren
Based on in vitro studies, aliskiren is metabolized by CYP 3A4.
Irbesartan: Coadministration of irbesartan reduced aliskiren Cmax up to
50% after multiple dosing.
P-glycoprotein Effects: Pgp (MDR1/Mdr1a/1b) was found to be the major
efflux system involved in absorption and disposition of aliskiren in pre -
clinical studies. The potential for drug interactions at the Pgp site will likely
depend on the degree of inhibition of this transporter. Coadministration 
of aliskiren with Pgp substrates or weak to moderate inhibitors such as
atenolol, digoxin, and amlodipine did not result in clinically relevant 
interactions.
Atorvastatin: Coadministration of atorvastatin resulted in about a 50%
increase in aliskiren Cmax and AUC after multiple dosing.
Ketoconazole: Coadministration of 200 mg twice-daily ketoconazole, a
potent Pgp inhibitor, with aliskiren resulted in approximate 80% increase in
plasma levels of aliskiren. A 400-mg once-daily dose was not studied but
would be expected to increase aliskiren blood levels further.
Cyclosporine: Coadministration of 200 mg and 600 mg cyclosporine, a
highly potent Pgp inhibitor, with 75 mg aliskiren resulted in an approxi-
mately 2.5-fold increase in Cmax and 5-fold increase in AUC of aliskiren.
Concomitant use of aliskiren with cyclosporine is not recommended.
Drugs with no clinically significant effects: Coadministration of lovastatin,
atenolol, warfarin, furosemide, digoxin, celecoxib, hydrochlorothiazide,
ramipril, valsartan, metformin and amlodipine did not result in clinically
significant increases in aliskiren exposure.
Effects of Aliskiren on Other Drugs
Aliskiren does not inhibit the CYP450 isoenzymes (CYP1A2, 2C8, 2C9,
2C19, 2D6, 2E1, and CYP 3A) or induce CYP 3A4.
Furosemide: When aliskiren was coadministered with furosemide, the AUC
and Cmax of furosemide were reduced by about 30% and 50%, respectively.
Patients receiving furosemide could find its effect diminished after starting
aliskiren.
Drugs with no clinically significant effects: Coadministration of aliskiren did
not significantly affect the pharmacokinetics of lovastatin, digoxin, valsartan,
amlodipine, metformin, celecoxib, atenolol, atorvastatin, ramipril or
hydrochlorothiazide.
Warfarin: The effects of aliskiren on warfarin pharmacokinetics have not
been evaluated.
Valsartan
No clinically significant pharmacokinetic interactions were observed when
valsartan was coadministered with aliskiren, amlodipine, atenolol, cimetidine,
digoxin, furosemide, glyburide, hydrochlorothiazide, or indomethacin. The
valsartan-atenolol combination was more antihypertensive than either com-
ponent, but it did not lower the heart rate more than atenolol alone. 
Warfarin: Coadministration of valsartan and warfarin did not change the
pharmacokinetics of valsartan or the time-course of the anticoagulant
properties of warfarin. 
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before and after RACE dropped from 10
minutes to 8 minutes in men, and from
15 minutes to 8 minutes in women.

The median door in/door
out times for men dropped
from 85 to 55 minutes, and
times for women dropped
from 124 to 65 minutes. Me-
dian door-to-needle times de-
creased from 33 to 29 minutes
in men, and from 42 to 30
minutes for women. Before the inter-
vention, women’s times were signifi-
cantly longer than were men’s. Post in-
tervention times for both genders were

nearly identical, Dr. Glickman noted.
The median door-to-ECG times for

patients younger than 70 years dropped

from 10 to 7 minutes before and after the
RACE initiative, and the times for pa-
tients aged 70 years and older dropped
from 18 to 9 minutes.

Median door in/door out times for pa-
tients younger than 70 years dropped
from 81 to 48 minutes, and times for pa-

tients 70 years and older
dropped from 117 to 76 minutes.
Median door-to-needle times for
patients younger than 70 years
dropped from 32 to 28 minutes,
and from 48 to 36 minutes for
patients aged 70 years and older.

The results were limited by a
lack of regional comparators during the
study period, but the findings showed a
reduction in baseline care disparities be-
tween men and women, Dr. Glickman

said. Disparities persist in the elderly, de-
spite improvements after the RACE ini-
tiative, Dr. Glickman noted, which sug-
gests the need for additional study and
intervention focused on older patients.

The research was supported by the
American Heart Association, the Robert
Wood Johnson Foundation, and Blue
Cross Blue Shield of North Carolina. ■

A video interview with Dr. Glickman is
at www.youtube.com/cardiologynews.

For details on the RACE initiative, visit
www.nccacc.org/race.html.

Overall, median door-to-ECG times before
and after RACE dropped from 10 minutes to
8 minutes in men, and from 15 minutes to
8 minutes in women.




