
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

To learn more about patient education 
materials and savings offers, please 
log on to www.kingondemand.com or 
call 1-866-RXSPASM (1-866-797-7276). 
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Collaborative Care Ideal in Serious Mental Illness
B Y  M I C H E L E  G. S U L L I VA N

Mid-Atlantic  Bureau

Patients with serious mental disorders
will be best served when psychia-
trists starting thinking like primary

care physicians, and primary care physi-
cians start thinking like psychiatrists, ex-
perts said at a forum on integrating phys-
ical and mental health care.

“There has always been this disconnect
between what we think of as physical ill-
ness and what we think of as mental ill-
ness,” said Dr. J. Sloan Manning, a family
physician at the University of North Car-
olina, Chapel Hill. “The reality is that there
is no disconnect. ... We, the medical com-
munity, are the ones who are divided.”

This philosophical division has created
a practical division as well, in which pa-
tients might receive therapy for their men-
tal illness while their physical problems are
ignored. This one-sided treatment can
have serious repercussions—patients who
are physically ill are less likely to be ad-
herent to antipsychotic medications, fuel-
ing a vicious cycle of psychiatric crises.

“These patients require more than one
clinician and more than one treatment ap-
proach,” Dr. Manning said in an interview.
“Only when clinicians collaborate and
communicate will their patients get the
full benefit of multiple modes of therapy.”

Dr. Manning was speaking at the mul-
tidisciplinary forum cosponsored by the
National Council for Community Behav-
ioral Healthcare and Eli Lilly & Co.

It’s not news that patients with mental ill-
nesses carry a significantly increased risk for
chronic physical disease, including diabetes
and cardiovascular disease. Those with
mental disorders also have significantly
higher rates of modifiable risk factors for
physical disease, such as smoking and poor
diet and exercise habits. The result, said Dr.
Joseph Parks, is that patients with serious
mental illness typically lose more than 25
years from their normal lifespan, compared
with the general U.S. population.

According to a 2006 study, compared
with patients without mental disorders,
discharged patients with mental illness
were 10 times more likely to have abnor-
mal physical findings in the clinic or in lab
studies; 6 times more likely to die from
pneumonia, influenza, or chronic respira-
tory disease; and 3 times more likely to die
of heart disease or diabetes.

“While suicide and injury account for
up to 40% of excess mortality in schizo-
phrenia for example, about 60% of these
premature deaths are attributable to ‘nat-
ural causes,’ such as cardiovascular, respi-
ratory, and infectious disease and dia-
betes,” said Dr. Parks, chief clinical officer
and director of comprehensive psychiatric
services at the Missouri Department of
Mental Health, Jefferson City.

Antipsychotic medications also play a
role in comorbid illnesses—especially
those related to excess weight—but the
physical interplay of mind and body ac-
counts for most of the problem, Dr. Man-
ning said. Patients with bipolar disorder,
for example, have dysregulation of the
hypothalamic, pituitary, thyroid, and
adrenal axes, predisposing them to dia-

betes as well as inflammation leading to
atherosclerosis.

The chain of care begins when a psychi-
atrist makes physical health an equal part
of the treatment plan, said Dr. Thomas F.
Liffick, a psychiatrist and medical director
emeritus of the Southwestern Indiana
Mental Health Center in Evansville. “We
definitely should have a role in screening for
health abnormalities and making recom-
mendations for risk reduction and lifestyle
modification in this population. We can

catch patients earlier, refer them for ap-
propriate treatment, and improve their
physical and mental outcomes,” since phys-
ically healthy patients are more likely to ad-
here to their medications.

Collaboration can be as simple as a per-
sonal connection with a primary care
physician who will accept a mental health
patient referral or as comprehensive as a
large program specially designed to deliv-
er integrated health services.

Formal programs are a successful op-

tion in some areas of the country, said Dr.
Benjamin G. Druss of Emory University,
Atlanta. Collaborative care clinics provide
physical health care for patients with men-
tal health disorders. One experimental
program uses nurse practitioners.

Most successful programs start small
and grow incrementally over time, Dr.
Druss said in an interview. “Try something
small and, if that doesn’t work, try some-
thing else. But keep trying. Don’t let the
perfect be the enemy of the good.” ■




