
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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Prioritizing Comorbid Conditions Simplifies Care
B Y  K E R R I  WA C H T E R

Senior Writer

WA S H I N G T O N —  The key to managing
multiple comorbidities is to identify the
highest priorities for an individual patient,
according to Dr. Cynthia M. Boyd.

Start by considering how the treatment
of each condition may complement or hin-
der others. “What you need to do for one
condition may end up affecting or com-
peting with what you might do for anoth-
er condition,” said Dr. Boyd, of the division
of geriatric medicine and gerontology at
Johns Hopkins University, Baltimore.

Think of conditions in terms of clinical
dominance and concordance or discor-
dance, she said at the annual meeting of
the American College of Physicians. This
framework is borrowed from diabetes care,
but it makes sense for other conditions as
well (Diabetes Care 2006;29:725-31).

Clinically dominant conditions are
those that are so complex or serious that
they eclipse the management of other
health problems. Examples include can-
cer, end-stage renal disease, and severe os-
teoarthritis.

When there is no clinically dominant
condition, think in terms of concordant
and discordant conditions. Concordant
conditions represent parts of the same
overall pathophysiologic risk profile and
are more likely to be the focus of a shared
management plan. Diabetes, hyperten-
sion, and coronary artery disease are ex-
amples of concordant conditions, she said.

Discordant conditions are not directly re-
lated in either pathogenesis or manage-
ment and do not share an underlying pre-
disposing factor. The coexistence of
chronic obstructive pulmonary disorder
and depression, or heart failure and renal
failure, are examples of discordant condi-
tions. “More often than not, you might end
up struggling a bit in terms of coming up
with a management plan to meet the goals
of both conditions,” Dr. Boyd said.

Keep in mind that some conditions may
heighten the complexity of managing the
index condition. For example, renal insuf-
ficiency often limits medication choices
for other conditions. 

Clinical practice guidelines don’t offer
much help for the management of pa-
tients with multiple comorbidities.
Guidelines are often developed for a sin-
gle disease. When other diseases are ad-

dressed, it’s in the context of how that
single disease may alter treatment of the
index condition.

There is also limited evidence on the ap-
plicability of clinical practice guidelines to
older patients with multiple comorbidities,
as these are the patients who are typical-
ly excluded from clinical trials. In addition,
guidelines rarely address quality of life or
patient preferences.

Symptomatic versus asymptomatic con-
ditions—as well as what’s important to pa-

tients—play an important role in quality of
life. The management of an asympto-
matic condition may be less important to
a patient. Talk with patients about what
their priorities are. Also talk with care-
givers and family members to learn their
priorities, which may often focus on main-
taining patient independence.

Not only do multiple comorbidities
pose a management risk for physicians,
but patients also face a treatment burden.
Just taking all of the medications ac-

cording to direction can be difficult. In ad-
dition, patients are asked to factor in di-
etary recommendations, nonpharmaco-
logic therapies, protective strategies and
exercises, self-monitoring, and periodic
exams and referrals, so one should try to
minimize the number of medications
and simplify directions and schedules.

Last, remember that management pri-
orities can change over time, Dr. Boyd
said, so it’s important to periodically re-
assess them. ■

Kit Targets Substance
Abuse in the Elderly

Anew toolkit helps service providers ad-
dress alcohol abuse and medication

misuse in older adults. The kit is designed
for senior centers and other organizations,
and includes a five-step process to start a
program and develop resources. “Get Con-
nected! Linking Older Adults with Med-
ication, Alcohol, and Mental Health Re-
sources” has been released by the Substance
Abuse and Mental Health Services Admin-
istration and others. To order, call 800-729-
6686 (English and Spanish) or 800-487-4889
(TDD); ask for publication GCKIT. ■




