
AMRIX (Cyclobenzaprine Hydrochloride Extended-Release Capsules) is indicated as an adjunct to 
rest and physical therapy for relief of muscle spasm associated with acute, painful musculoskeletal 
conditions. Improvement is manifested by relief of muscle spasm and its associated signs and 
symptoms; namely, pain, tenderness, and limitation of motion. AMRIX should be used only for 
short periods (up to 2 or 3 weeks). AMRIX has not been found effective in the treatment of 
spasticity associated with cerebral or spinal cord disease or in children with cerebral palsy. 
AMRIX is contraindicated in patients who are hypersensitive to any of its components. AMRIX
is contraindicated with concomitant use of monoamine oxidase (MAO) inhibitors or within
14 days after their discontinuation. AMRIX may have life-threatening interactions with MAO 
inhibitors. AMRIX is contraindicated during the acute recovery phase of myocardial infarction;
in patients with arrhythmias, heart block conduction disturbances, or congestive heart failure; or
in patients with hyperthyroidism. AMRIX may enhance the effects of alcohol, barbiturates, and
other CNS depressants. AMRIX should not be used in elderly patients or in patients with impaired 
hepatic function. In clinical trials, the most commonly reported adverse reactions (≥3%) with 
AMRIX were dry mouth, dizziness, fatigue, nausea, 
dyspepsia, and constipation.
Please see brief summary of full prescribing information 
on the following page.
Reference: 1. Data on fi le. Study 1107. Cephalon, Inc.; 2004.

 AMRIX—the shape of once-daily
treatment for muscle spasm.

For more information about AMRIX, visit www.AMRIX.com
or call Cephalon at 1-800-896-5855.

Single-Day Pharmacokinetic Study: 
Mean Cyclobenzaprine Concentration Over Time1

qd = once daily; IR = immediate release; tid = 3 times daily.
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Once-daily AMRIX provides early systemic exposure with consistent plasma levels for 24 hours.1
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Tool Estimates Absolute Risk of Prostate Cancer
B Y  B R U C E  J A N C I N

D E N V E R —  A man’s absolute risk of
developing prostate cancer over a 20-
year period can be estimated by deter-
mining the number of risk alleles present
on a simple genetic test and then taking
into account the presence or absence of
a family history. 

It’s known that an average 55-year-old
man has a 13% risk of developing
prostate cancer during the next 20 years.
But by adding up how many of 14
known risk alleles the man has on single-
nucleotide polymorphisms, his risk can
be defined far more accurately. 

For example, a man with seven or few-
er of the risk alleles plus a negative fami-
ly history has only an 8% absolute risk of
being diagnosed with prostate cancer at
age 55-74. The risk shoots up to 52% in a

man with 14 risk alleles and a positive
family history, Dr. Jianfeng Xu explained
at the annual meeting of the American
Association for Cancer Research. 

This latter highest-risk group includes
8% of the general adult male population,
noted Dr. Xu, professor of epidemiolo-
gy and cancer biology at Wake Forest
University, Winston-Salem, N.C.

He and his coworkers developed their
risk model by studying 2,893 men with
prostate cancer and 1,781 without the
disease who had previously participated
in a Swedish case-control study. The in-
vestigators demonstrated that while each
of the risk alleles contributed a relative-
ly small increase in prostate cancer risk,
the risk was additive. 

Moreover, the risk was further en-
hanced in a predictable way by the pres-
ence of a positive family history. For ex-
ample, the 20-year absolute risk in a man
with seven or fewer risk alleles and a neg-
ative family history is a mere 8%, but it
rises to 17% with a positive family his-
tory. At the other extreme, a man pos-
sessing 14 risk alleles but a negative fam-
ily history has a 24% risk of being
diagnosed with prostate cancer at age 55-
74; having a positive family history in-
creases that risk to 52%.

The investigators subsequently con-
firmed their findings in a retrospective
analysis of data from the large Prostate,
Lung, Colorectal, and Ovarian Cancer
Screening Trial. 

Dr. Xu conceded that the current risk
model has a major limitation: It doesn’t
distinguish between indolent and ag-
gressive forms of prostate cancer. Thus,
using the model would likely result in
overtreatment of many men identified as
being at high absolute risk, but who have
indolent disease. The investigators have

identified several candidate single-nu-
cleotide polymorphisms that do appear
to distinguish between nonaggressive and
lethal prostate cancer, however, and are
now undergoing confirmatory testing. 

Even if these new candidate risk alle-
les don’t pan out, Dr. Xu said he sees the
current version of the absolute risk as-
sessment as having potential utility. For
example, men identified as high risk
might elect to embark on a program of

risk reduction through diet and lifestyle
modification along with chemopreven-
tion using finasteride, which has been
shown to reduce prostate cancer risk by
about 25%. 

For men at average risk—that is, those
with 11 risk alleles and no family history
of the disease—finasteride could reduce
their 20-year absolute risk from 13% to
10% at the cost of roughly $1.6 million
per life-year gained. But for men at very

high risk, the absolute risk reduction con-
ferred by finasteride would be substan-
tially greater and, as a result, the cost per
life-year gained, lower, Dr. Xu noted.

“Even if it were not possible to sepa-
rate the indolent from lethal disease, the
fact that you’re preventing those people
from getting prostate cancer means they
can avoid making difficult decisions
about whether to biopsy, whether to re-
move the prostate,” he said. ■

By adding up how
many of 14
known risk
alleles a man
has, his risk can
be defined far
more accurately.
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