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Broken. Grossly underfunded. In crisis. That’s 
how psychiatric and behavioral health spe-
cialists describe the current state of mental 

health care in the United States. The problems that 
plague the health care system in general—workforce 
shortages, barriers to access, and inadequate reim-
bursement—are only exacerbated in mental health.

“Mental illness isn’t glamorous,” says Don St. John, 
MA, PA-C, who practices in adult outpatient psychiatry at 
the University of Iowa Behavioral Health in Iowa City. 
Taking an example from the academic medical center 
setting, he adds, “It’s nice to have the cardiac surgery 
wing dedicated to or named after your family—but no-
body wants a mental health wing named after them.”

Stigma is perhaps the greatest challenge with this 
patient population. “Until this country really embraces 
the notion that mental health is inherent in every aspect 
of a person’s general health,” says Gail W. Stuart, PhD, 
APRN, FAAN, Professor and Dean of the College of Nurs-
ing at Medical University of South Carolina, Charleston, 
“I think the stigma issue is going to continue to make it 
difficult to overcome these problems.”

From Hospitals to Jails
The current state of mental health care in the US is 
perhaps a direct result of the deinstitutionalization 
that occurred in the 1980s. By that time, most men-
tal health hospitals were overcrowded and, in the 
worst cases, patients were subject to neglect and 

even abuse. (Recall, if you can, Geraldo Rivera skulk-
ing through the dark at Willowbrook State School in 
Staten Island, NY; his 1972 exposé brought the issue 
to the forefront.) 

Following the public outcry over the treatment 
of these patients who—mentally ill or not—were 
people, there was a movement to reduce the num-
ber of long-term hospitalizations for mental illness. 
Along the way, the number of hospital beds available 
for mentally ill patients also declined, as freestand-
ing hospitals and private facilities closed. What have 
these patients been left with?

“The thought was that people would be main-
tained in the community—there would be com-
munity support services, halfway houses, boarding 
homes, community-based programs,” says Cath-
erine R. Judd, MS, PA-C, President of the Association 
of Psychiatric PAs, who works in the Department of 
Psychiatry at the University of Texas Southwestern 
Medical Center, Dallas. “The idea is good, but un-
fortunately, most of those programs have really not 
materialized to the extent or with the capacity to take 
care of the people who are out there.” 

Without these services—and with an overtaxed 
health care system in general—many patients with 
mental illness find themselves adrift. And, eventu-
ally, incarcerated. An estimate from the US Depart-
ment of Justice indicates that 24% of state and 21% 
of local prisoners have a recent history of mental ill-
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ness. The largest psychiatric 
hospital in the country is the Los Angeles County 
Jail.

The problem is so widespread and so serious that 
both Judd and Jeanne Clement, EdD, APRN, BC, FAAN, 
President of the American Psychiatric Nurses Asso-
ciation (APNA), describe it in identical terms: “The 
jails and prisons have become the de facto mental 
health system.” 

“More and more mentally ill people are in the 
streets, not receiving services, not taking medication 
as prescribed, with less-than-optimal case manage-
ment in the community,” says Judd, who also works 
with the chronic mentally ill at the Dallas County Jail. 
“So, they are picked up on substance abuse–related 
charges or criminal trespassing or burglary. Conse-
quently, they’re brought to jail.”

In Dallas, a divert court has been established, with 
the aim of getting chronic, persistent mentally ill pa-
tients “back to clinics and back on medication as quick-
ly as possible without incarcerating them,” Judd notes. 
For such a program to succeed, of course, you need 
clinics—and providers—to divert these patients to.

problems oF access
Talk with clinicians who work in psychiatry, mental 
health, or behavioral health settings, and you’ll hear 
a familiar litany of problems. For one thing, there is 
the shortage of providers. “Here in Iowa, we’ve got 
areas where we have one psychiatrist covering five 
counties,” St. John says. “It’s almost impossible to get 
in with someone, and then when you do, it’s a five- 

or 10-minute appointment, because 
they’re just so busy.”

The number of clinicians choosing 
psychiatry—particularly psychiatric 
nursing—has declined significantly, 
perhaps due to insufficient funding 
for educational programs. “The high-
est number we had going into psychi-
atric nursing was when the National 
Institute of Mental Health, which was 
then separate from the NIH, had train-
ing grants,” explains Clement, who is 
the Director of the Graduate Specialty 
Program in Psychiatric–Mental Health 
Nursing at Ohio State University, Co-
lumbus. “And many of us who had those 
training grants are getting way past retire-
ment age!”

The allure of other specialties also 
keeps people from mental health fields. 
“There are a lot of jobs and openings for 

PAs in psychiatry,” St. John says, “but there are a lot of 
jobs in orthopedics or surgery, too—and that’s what 
tends to draw them.”

The shortage of mental health care providers and 
subsequent lack of access to services means a larger 
role for primary care providers. High-profile expert 
panels have highlighted the need for integration of 
mental health into primary care settings—which St. 
John says is already largely the case.

“Most mental illness is treated in primary care, 
not in mental health settings,” he points out. “Mental 
health settings should really be reserved for the more 
challenging patients, the more difficult diagnoses 
and problems, and co-occurring illnesses.”

“Most primary care clinicians have some educa-
tion in relationship to diagnosing and treating mild 
to moderate mental health issues, and then they re-
fer on when needed,” Clement says. “The problem is, 
referring on is more and more difficult if there aren’t 
any people to refer to, or if waiting lists are as long as 
they currently are.” 

Time is just as much of a problem in primary care 
as it is in specialty care, and when it comes to psy-
chiatric and behavioral disorders, you can’t just or-
der a lab test or an x-ray. “In psychiatry, you have to 
talk with the person and try to figure out what’s going 
on in their head and how that’s affecting their func-
tion,” St. John says. “It takes more time, and in pri-
mary care, that’s the problem they have. They’ve got 
appointments that may only have 10 minutes sched-
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expensive,” St. John notes. “They’ll almost bankrupt some states.… We just don’t have those budgets.”Achieving parity and improving reimbursement is a slow process. Clement has been involved at the federal level with a parity bill, but as she notes, “that has not been re-solved in terms of the differences between the House and the Senate.” Since so many of the programs are administered at a state level anyway, some suggest that might be a good place to begin working on reform.In October 2007, the Annapolis Coalition, of which Stuart is Presi-dent of the Board of Directors, re-leased an action plan for reforming the mental health system—par-ticularly for addressing workforce needs. The report (available at www .annapoliscoalition.org) includes the most specific recommendations pos-sible in an overarching “framework” document, and Stuart says the coali-tion is currently working with some states—including North Carolina, Connecticut, New Mexico, and Cal-ifornia—to identify and prioritize their needs and determine how best to tailor the plan to them.“We’re really approaching it not at a federal level but seeing that the true change would come about at a state level,” Stuart says. “The need is derived differently by each state. If I can use the analogy, it’s a little bit like having a general way of ap-proaching hypertension, but then you tailor it to the individual.”Whether at the state or federal level, St. John thinks major changes to reimbursement for mental health care will require a cultural shift. “We reimburse for activity, we re-imburse for procedures; we don’t reimburse for time spent or for deci-sion making or thinking,” he points out. When a clinician is being reim-bursed 50% (compared to 90% for other medical care), or $12 to $15 per visit for providing medication management, “You have to see large volumes of people in order to get re-imbursed enough to pay for yourself and your staff.” 
In the current economic climate, finding the money is going to take some shuffling. “It would be unre-alistic to say that there are new dol-lars out there, because clearly there are not,” Stuart says. “So I think the issue is to reallocate the current re-

sources that are out there and evalu-ate, Are we getting the best return on our investment of these dollars?”The irony is that the people with the greatest needs for treatment, monitoring, and support services are the ones who face the biggest bar-riers to accessing care. “Services are more readily available to people who have jobs, have insurance—which would tell you in and of itself they’re probably higher functioning to start with,” Judd says. “I mean, if you’re having stress holding down a job, you’re probably higher functioning at your baseline than the homeless person who is living in the streets and under bridges and doesn’t go to shelters because they’re too para-

noid to be around other people.”
Taking the Shame  Out of Mental IllnessNo discussion of mental health care can be complete without addressing the stigma associated with mental illness. Americans may have re-sponded with outrage when they saw the deplorable conditions at mental hospitals, but many are still leery of being associated with a mental ill-ness, whether in themselves or in a family member. And the cases that garner the most media attention are not necessarily the ones that reduce stigma.

What Americans see on the nightly news is the schizophrenic man who stops taking his medica-tion and then stabs another man to death while he’s waiting for a train. Or the mother with chronic depres-sion who can’t get out of bed until someone notices her kids look dirty and underfed, and Social Services steps in to remove them from the home. Do we, as a society, recognize the double tragedy of those situ-ations? Or do we shake our heads in disgust, slap on a “crazy guy” or “bad mom” label, and change the channel?
Public service campaigns are try-ing to reduce the stigma associated 

with mental illness, to point out that it can affect anyone. The faces of the mentally ill are diverse: There’s the grandfather with Alzheimer’s disease who mistakes his granddaughter for his daughter. The 2-year-old autistic girl who has difficulty connecting with family and friends. The sol-diers returning from the war zones in Iraq and Afghanistan, struggling with posttraumatic stress disorder (PTSD). 
“The message that is being sent that needs to be broadcast more and heard with a different ear is that there is no health without men-tal health,” Clement says. St. John adds that it will take “a lot of time and education” to get that message 

out to the public, to let people know that it’s OK—in fact, it’s better—to acknowledge mental illness and seek help for it.
Stuart thinks the troops’ return from overseas, which is generating more stories about traumatic brain injury, PTSD, depression, and sui-cide, may start to turn the tide. “Per-haps because these are our veterans and our heroes, they’ve served the country, it’s opening up a public dis-cussion in a way that’s different from seeing the aberrant, violent patient who does something very disrup-tive,” she says. “So, in a sense—and this sounds odd—we’re normalizing mental health problems, saying that all kinds of people from all walks of life can develop mental health prob-lems, just as they can develop physi-cal health problems.”The key will be ensuring that the pendulum doesn’t swing too far the other way and cause the “stigma  reduction” movement to generate its own problems. “On the one hand, we’re trying to destigmatize mental illness, but on the other hand, it [sometimes] seems like we’re call-ing any aberrant behavior or prob-lems in life, stress or problems of adjustment, a mental illness,” Judd observes. 

There are certain niches in 

which mental illness seems almost “trendy,” and industry advertising may encourage that. “Pharmaceuti-cal companies are putting advertise-ments out there that would imply, ‘Gee, you’re getting divorced be-cause you had conflict in your mar-riage—maybe you have bipolar dis-order’ or ‘Your child isn’t doing well in school, so surely he has ADHD and needs to be on medication,’” Judd says. “There’s this promoting of drugs for anything and every-thing. And so that’s kind of the other extreme, where any problems in life in functioning must be because of a mental illness, and therefore you need a drug.”

Restored to LifeWith such a grim picture of mental health care in the US, it hardly seems surprising that clinicians don’t flock to the specialty. Yet, Clement, Judd, St. John, and Stuart did. Why? For Judd, “the science of it is ex-tremely interesting.” She thinks that as psychiatry becomes more biologi-cal and clinicians delve more deeply into what is affecting a patient’s function (Is it trauma, prenatal influ-ences, infection, genetics?) and how that impacts treatment choices, more practitioners might choose mental health care. But the biggest reward, she says, is seeing people “return to a higher level of functioning.”“I have never, ever sat down with a client that I have not felt privi-leged to be allowed into their lives,” says Clement, who has been a nurse for 49 years and a psychiatric nurse for 47 of them. “People allow clini-cians into their lives in a very differ-ent way than they do anybody else.”That can be especially true in mental health, when clinicians must interact on a very intimate level with their patients. It can be challenging, frustrating, even devastating (such as when a patient takes his or her own life). But it can also be infinite-ly rewarding. That is why St. John moved from family practice and emergency settings to psychiatry, where he has spent the past 15 years.“When you see people who kind of get back into life and start work-ing more toward their life goals, and you start seeing them get back into their family and their work and their social function, perking up and engaging in the world,” he says, his voice conveying a deep sense of ful-fillment, “there’s just nothing more rewarding than that.” CR
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“We’re trying to destigmatize  mental  illness, but ... it [sometimes] seems like we’re calling any  aberrant behavior or problems in life ... a mental illness.”

 ADVERSE REACTIONS 
Clinical Trials Experience. 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 the clinical trials of another drug and may not reflect the rates observed in practice.
Sitagliptin and Metformin Co-administration in Patients with Type 2 Diabetes Inadequately 

Controlled on Diet and Exercise. The most common (≥5% of patients) adverse reactions reported 

(regardless of investigator assessment of causality) in a 24-week placebo-controlled factorial study 

in which sitagliptin and metformin were co-administered to patients with type 2 diabetes inadequately 

controlled on diet and exercise were diarrhea (sitagliptin + metformin [N=372], 7.5%; placebo 

[N=176], 4.0%), upper respiratory tract infection (6.2%, 5.1%), and headache (5.9%, 2.8%).
Sitagliptin Add-on Therapy in Patients with Type 2 Diabetes Inadequately Controlled on Metformin 

Alone. In a 24-week placebo-controlled trial of sitagliptin 100 mg administered once daily added to 

a twice daily metformin regimen, there were no adverse reactions reported regardless of investigator 

assessment of causality in ≥5% of patients and more commonly than in patients given placebo. 

Discontinuation of therapy due to clinical adverse reactions was similar to the placebo 

treatment group (sitagliptin and metformin, 1.9%; placebo and metformin, 2.5%).
Hypoglycemia. Adverse reactions of hypoglycemia were based on all reports of hypoglycemia; a 

concurrent glucose measurement was not required. The overall incidence of pre-specified 

adverse reactions of hypoglycemia in patients with type 2 diabetes inadequately controlled on 

diet and exercise was 0.6% in patients given placebo, 0.6% in patients given sitagliptin alone, 

0.8% in patients given metformin alone, and 1.6% in patients given sitagliptin in combination 

with metformin. In patients with type 2 diabetes inadequately controlled on metformin alone, 

the overall incidence of adverse reactions of hypoglycemia was 1.3% in patients given add-on 

sitagliptin and 2.1% in patients given add-on placebo.Gastrointestinal Adverse Reactions. In patients treated with sitagliptin and metformin vs patients 

treated with metformin alone, incidences of pre-selected gastrointestinal adverse reactions 

were diarrhea (sitagliptin + metformin [N=464], 2.4%; placebo + metformin [N=237], 2.5%), 

nausea (1.3%, 0.8%), vomiting (1.1%, 0.8%), and abdominal pain (2.2%, 3.8%).
Sitagliptin in Combination with Metformin and Glimepiride. In a 24-week placebo-controlled study 

of sitagliptin 100 mg as add-on therapy in patients with type 2 diabetes inadequately controlled 

on metformin and glimepiride (sitagliptin, N=116; placebo, N=113), the adverse reactions reported 

regardless of investigator assessment of causality in ≥5% of patients treated with sitagliptin and 

more commonly than in patients treated with placebo were: hypoglycemia (sitagliptin, 16.4%; 

placebo, 0.9%) and headache (6.9%, 2.7%).No clinically meaningful changes in vital signs or in ECG (including in QTc interval) were 

observed with the combination of sitagliptin and metformin.The most common adverse experience in sitagliptin monotherapy reported regardless of 

investigator assessment of causality in ≥5% of patients and more commonly than in patients 

given placebo was nasopharyngitis.The most common (>5%) established adverse reactions due to initiation of metformin therapy are 

diarrhea, nausea/vomiting, flatulence, abdominal discomfort, indigestion, asthenia, and headache.
Laboratory Tests.
Sitagliptin. The incidence of laboratory adverse reactions was similar in patients treated with 

sitagliptin and metformin (7.6%) compared to patients treated with placebo and metformin 

(8.7%). In most but not all studies, a small increase in white blood cell count (approximately 

200 cells/microL difference in WBC vs placebo; mean baseline WBC approximately 6600 cells/ 

microL) was observed due to a small increase in neutrophils. This change in laboratory 

parameters is not considered to be clinically relevant.Metformin hydrochloride. In controlled clinical trials of metformin of 29 weeks duration, a 

decrease to subnormal levels of previously normal serum Vitamin B12 levels, without clinical 

manifestations, was observed in approximately 7% of patients. Such decrease, possibly due to 

interference with B12 absorption from the B12-intrinsic factor complex, is, however, very rarely 

associated with anemia and appears to be rapidly reversible with discontinuation of metformin 

or Vitamin B12 supplementation [see Warnings and Precautions].Postmarketing Experience. The following additional adverse reactions have been identified 

during postapproval use of JANUMET or sitagliptin, one of the components of JANUMET. Because 

these reactions are reported voluntarily from a population of uncertain size, it is generally not 

possible to reliably estimate their frequency or establish a causal relationship to drug exposure.
Hypersensitivity reactions include anaphylaxis, angioedema, rash, urticaria and exfoliative 

skin conditions including Stevens-Johnson syndrome [see Warnings and Precautions]; upper 

respiratory tract infection.
DRUG INTERACTIONS
Cationic Drugs. Cationic drugs (e.g., amiloride, digoxin, morphine, procainamide, quinidine, quinine, 

ranitidine, triamterene, trimethoprim, or vancomycin) that are eliminated by renal tubular secretion 

theoretically have the potential for interaction with metformin by competing for common renal 

tubular transport systems. Such interaction between metformin and oral cimetidine has been observed 

in normal healthy volunteers in both single- and multiple-dose metformin-cimetidine drug interaction 

studies, with a 60% increase in peak metformin plasma and whole blood concentrations and a 40% 

increase in plasma and whole blood metformin AUC. There was no change in elimination half-life 

in the single-dose study. Metformin had no effect on cimetidine pharmacokinetics. Although such 

interactions remain theoretical (except for cimetidine), careful patient monitoring and dose 

adjustment of JANUMET and/or the interfering drug is recommended in patients who are taking 

cationic medications that are excreted via the proximal renal tubular secretory system.
Digoxin. There was a slight increase in the area under the curve (AUC, 11%) and mean peak drug 

concentration (Cmax, 18%) of digoxin with the co-administration of 100 mg sitagliptin for 10 days. 

These increases are not considered likely to be clinically meaningful. Digoxin, as a cationic drug, 

has the potential to compete with metformin for common renal tubular transport systems, thus 

affecting the serum concentrations of either digoxin, metformin or both. Patients receiving digoxin 

should be monitored appropriately. No dosage adjustment of digoxin or JANUMET is recommended.
Glyburide. In a single-dose interaction study in type 2 diabetes patients, co-administration of 

metformin and glyburide did not result in any changes in either metformin pharmacokinetics or 

pharmacodynamics. Decreases in glyburide AUC and Cmax were observed, but were highly variable. 

The single-dose nature of this study and the lack of correlation between glyburide blood levels 

and pharmacodynamic effects make the clinical significance of this interaction uncertain.

Furosemide. A single-dose, metformin-furosemide drug interaction study in healthy subjects  

demonstrated that pharmacokinetic parameters of both compounds were affected by 

co-administration. Furosemide increased the metformin plasma and blood Cmax by 22% and blood 

AUC by 15%, without any significant change in metformin renal clearance. When administered 

with metformin, the Cmax and AUC of furosemide were 31% and 12% smaller, respectively, than 

when administered alone, and the terminal half-life was decreased by 32%, without any significant 

change in furosemide renal clearance. No information is available about the interaction of metformin 

and furosemide when co-administered chronically.Nifedipine. A single-dose, metformin-nifedipine drug interaction study in normal healthy 

volunteers demonstrated that co-administration of nifedipine increased plasma metformin 

Cmax and AUC by 20% and 9%, respectively, and increased the amount excreted in the urine. 

Tmax and half-life were unaffected. Nifedipine appears to enhance the absorption of metformin. 

Metformin had minimal effects on nifedipine.The Use of Metformin with Other Drugs. Certain drugs tend to produce hyperglycemia and 

may lead to loss of glycemic control. These drugs include the thiazides and other diuretics, 

corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, 

nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. When such 

drugs are administered to a patient receiving JANUMET the patient should be closely observed 

to maintain adequate glycemic control.In healthy volunteers, the pharmacokinetics of metformin and propranolol, and metformin and 

ibuprofen were not affected when co-administered in single-dose interaction studies. 
Metformin is negligibly bound to plasma proteins and is, therefore, less likely to interact with 

highly protein-bound drugs such as salicylates, sulfonamides, chloramphenicol, and probenecid, 

as compared to the sulfonylureas, which are extensively bound to serum proteins.
USE IN SPECIFIC POPULATIONSPregnancy
Pregnancy Category B.JANUMET. There are no adequate and well-controlled studies in pregnant women with JANUMET 

or its individual components; therefore, the safety of JANUMET in pregnant women is not known. 

JANUMET should be used during pregnancy only if clearly needed.
Merck & Co., Inc., maintains a registry to monitor the pregnancy outcomes of women exposed to 

JANUMET while pregnant. Health care providers are encouraged to report any prenatal exposure 

to JANUMET by calling the Pregnancy Registry at (800) 986-8999.
No animal studies have been conducted with the combined products in JANUMET to evaluate 

effects on reproduction. The following data are based on findings in studies performed with 

sitagliptin or metformin individually.Sitagliptin. Reproduction studies have been performed in rats and rabbits. Doses of sitagliptin 

up to 125 mg/kg (approximately 12 times the human exposure at the maximum recommended 

human dose) did not impair fertility or harm the fetus. There are, however, no adequate and 

well-controlled studies with sitagliptin in pregnant women.    Sitagliptin administered to pregnant female rats and rabbits from gestation day 6 to 20 

(organogenesis) was not teratogenic at oral doses up to 250 mg/kg (rats) and 125 mg/kg (rabbits), 

or approximately 30 and 20 times human exposure at the maximum recommended human dose 

(MRHD) of 100 mg/day based on AUC comparisons. Higher doses increased the incidence of rib 

malformations in offspring at 1000 mg/kg, or approximately 100 times human exposure at the MRHD.

Sitagliptin administered to female rats from gestation day 6 to lactation day 21 decreased 

body weight in male and female offspring at 1000 mg/kg. No functional or behavioral toxicity 

was observed in offspring of rats.Placental transfer of sitagliptin administered to pregnant rats was approximately 45% at 

2 hours and 80% at 24 hours postdose. Placental transfer of sitagliptin administered to 

pregnant rabbits was approximately 66% at 2 hours and 30% at 24 hours.
Metformin hydrochloride. Metformin was not teratogenic in rats and rabbits at doses up to 

600 mg/kg/day. This represents an exposure of about 2 and 6 times the maximum recommended 

human daily dose of 2000 mg based on body surface area comparisons for rats and rabbits, respectively. 

Determination of fetal concentrations demonstrated a partial placental barrier to metformin.
Nursing Mothers. No studies in lactating animals have been conducted with the combined 

components of JANUMET. In studies performed with the individual components, both sitagliptin 

and metformin are secreted in the milk of lactating rats. It is not known whether sitagliptin is 

excreted in human milk. Because many drugs are excreted in human milk, caution should be 

exercised when JANUMET is administered to a nursing woman.Pediatric Use. Safety and effectiveness of JANUMET in pediatric patients under 18 years have 

not been established.
Geriatric Use. JANUMET. Because sitagliptin and metformin are substantially excreted by the 

kidney and because aging can be associated with reduced renal function, JANUMET should be 

used with caution as age increases. Care should be taken in dose selection and should be 

based on careful and regular monitoring of renal function [see Warnings and Precautions].
Sitagliptin. Of the total number of subjects (N=3884) in Phase II and III clinical studies of 

sitagliptin, 725 patients were 65 years and over, while 61 patients were 75 years and over. No 

overall differences in safety or effectiveness were observed between subjects 65 years and over 

and younger subjects. While this and other reported clinical experience have not identified 

differences in responses between the elderly and younger patients, greater sensitivity of some 

older individuals cannot be ruled out.Metformin hydrochloride. Controlled clinical studies of metformin did not include sufficient 

numbers of elderly patients to determine whether they respond differently from younger 

patients, although other reported clinical experience has not identified differences in responses 

between the elderly and young patients. Metformin should only be used in patients with normal 

renal function. The initial and maintenance dosing of metformin should be conservative in

patients with advanced age, due to the potential for decreased renal function in this
population. Any dose adjustment should be based on a careful assessment of renal function 

[see Contraindications; Warnings and Precautions].

JANUMET is a registered trademark of Merck & Co., Inc. Copyright ©2008 Merck & Co., Inc.

Whitehouse Station, NJ 08889, USA    All rights reserved.    20803037(8)(106)-JMT

67546me   3

8/20/08   4:32:24 PM

CV1 Covers_ECG_SOO_REV.indd   8

4/16/15   9:58 AM

B
roken. Grossly underfund-

ed. In crisis. That’s how 

psychiatric and behavioral 

health specialists describe 

the current state of mental health 

care in the United States. The prob-

lems that plague the health care sys-

tem in general—workforce shortag-

es, barriers to access, and inadequate 

reimbursement—are only exacer-

bated in mental health.

“Mental illness isn’t glamorous,” 

says Don St. John, MA, PA-C, who 

practices in adult outpatient psychi-

atry at the University of Iowa Be-

havioral Health in Iowa City. Tak-

ing an example from the academic 

medical center setting, he adds, “It’s 

nice to have the cardiac surgery 

wing dedicated to or named after 

your family—but nobody wants a 

mental health wing named after 

them.”
Stigma is perhaps the greatest 

challenge with this patient popula-

Coming 
Back—and 

Giving Back

I
n this inaugural editorial as 

the NP Editor-in-Chief of 

Clinician Reviews, I would like 

to expand on the July mes-

sage of my colleague Randy Dan-

ielsen, PhD, PA-C, who wrote of the 

importance of preceptors. Equally 

important, I believe, is the need to 

“give back”—not only to our pro-

fessions but to society as a whole.

But first, I want to say how hon-

ored I am to be asked to rejoin 

the Clinician Reviews team. Some 

of you may re-

member my col-

umn, “Onieal’s 

Observat ions,” 

which used to 

run in this jour-

nal’s former sis-

ter publication, 

Clinician News. 

Now I get to of-

fer more observations, but from a 

higher vantage point, so to speak, 
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After six years and several treatments, 

this man’s rash persists. Your diagnosis?

  see DermaDiagnosis, page 4 >> 
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 see Mental Health, page 6 >>

see Giving Back, page 9 >>

 see Rhinosinusitis, page 26 >>

Streptococcus pneumoniae 

is the causative agent in 41% 

of bacterial-associated cases  

of rhinosinusitis—but bacteria 

are usually not the culprit.  

How can patients who don’t 

need antibiotics feel better 

faster? 
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uled, and that’s not adequate to obtain a decent psy-
chiatric history.”

The importance of both primary care provid-
ers and mental health specialists cannot be down-
played, because mental illnesses are among the most 
disabling and deadly. “If you look at disabling condi-
tions, depression is right up there at the top,” St. John 
says. “Actually, it’s predicted that in the next three or 
four years, worldwide, depression will be the num-
ber one disabling illness.”

Anorexia is associated with a 15% death rate, and 
the completed suicide rate for persons with severe 
depression is also 15%. “If you were to look at one is-
sue alone that we’re missing the boat on, it’s suicide,” 
Stuart says. “There are more sui-
cides globally than there are deaths 
from war and violence combined—
and the incidence of suicide is ris-
ing. So if, for example, a primary 
care provider sees someone who’s 
depressed, they have to go the next 
step and also ask about potential suicidal thought.”

Clement says it is equally important to integrate 
primary care services into mental health settings, 
since many patients with mental illnesses “are not 
going to show up in a private office in a primary care 
setting. And people with mental illness die 25 years 
earlier than the general population, from treatable 
medical illnesses.” 

This is why, for example, the APNA is partner-
ing with the Smoking Cessation Leadership Center. 
“Persons with mental illness are purchasing approxi-
mately half of the cigarettes that are being bought in 
the US,” Clement says. “And many of the treatable 
medical illnesses that people are dying from are re-
lated to smoking. It’s a whole person you’re working 
with, not just a brain or a body.”

reimbursement issue
Reimbursement is one of the major deterrents to 
the pursuit of a career in mental health care. “The 
whole reimbursement issue makes it difficult to at-
tract people to work in mental health, particularly in 
community-based clinics, state hospitals, prisons, 
and jails,” which Judd says results in a lack of services 
for the seriously mentally ill and decreased access for 
people of low income.

The biggest problem is parity—or rather, the lack 
of it. What services are covered and at what rate 
tends to vary by state, and mental health is often not 
covered at the same rate as physical health. “There 

are a number of states that now have parity in men-
tal health,” Clement observes. “If insurance is offered 
for physical health and [includes] mental health cov-
erage, it has to be at exactly the same level as physi-
cal health, in terms of copays and lifetime limits.” But 
even so, there is not always parity in parity.

Furthermore, many people who need mental 
health services fall under the Medicaid program, 
which is state-based and just as variable. “Defini-
tions of ‘medical necessity’ differ, and providers 
don’t get paid unless they can document according 
to medical necessity,” Clement says. “Even though 
what people—particularly those in the Medicaid 
and public mental health systems—need, along with 

their treatment, is a community-based program that 
helps people find jobs and housing. But that’s not 
‘medical necessity.’”

Another problem is the sheer expense of some of 
the medications for mental disorders. “A lot of the 
drugs that we use to treat serious mental illnesses 
are horrendously expensive,” St. John notes. “They’ll 
almost bankrupt some states.… We just don’t have 
those budgets.”

Achieving parity and improving reimbursement 
is a slow process. Clement has been involved at the 
federal level with a parity bill, but as she notes, “that 
has not been resolved in terms of the differences be-
tween the House and the Senate.” Since so many of 
the programs are administered at a state level any-
way, some suggest that might be a good place to be-
gin working on reform.

In October 2007, the Annapolis Coalition, of which 
Stuart is President of the Board of Directors, released 
an action plan for reforming the mental health sys-
tem—particularly for addressing workforce needs. 
The report (available at www.annapoliscoalition.
org) includes the most specific recommendations 
possible in an overarching “framework” document, 
and Stuart says the coalition is currently working 
with some states—including North Carolina, Con-
necticut, New Mexico, and California—to identify 
and prioritize their needs and determine how best to 
tailor the plan to them.

“We’re really approaching it not at a federal level 

 ‘‘Services are more readily available 
to those with jobs and insurance—signs of 
higher functioning to begin with.  ’’
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but seeing that the true change would come about at 
a state level,” Stuart says. “The need is derived differ-
ently by each state. If I can use the analogy, it’s a little 
bit like having a general way of approaching hyper-
tension, but then you tailor it to the individual.”

Whether at the state or federal level, St. John 
thinks major changes to reimbursement for mental 
health care will require a cultural shift. “We reim-
burse for activity, we reimburse for procedures; we 
don’t reimburse for time spent or for decision mak-
ing or thinking,” he points out. When a clinician is 
being reimbursed 50% (compared to 90% for other 
medical care), or $12 to $15 per visit for providing 
medication management, “You have to see large vol-
umes of people in order to get reimbursed enough to 
pay for yourself and your staff.” 

In the current economic climate, finding the 
money is going to take some shuffling. “It would be 
unrealistic to say that there are new dollars out there, 
because clearly there are not,” Stuart says. “So I think 
the issue is to reallocate the current resources that 
are out there and evaluate, Are we getting the best 
return on our investment of these dollars?”

The irony is that the people with the greatest needs 
for treatment, monitoring, and support services are 
the ones who face the biggest barriers to accessing 
care. “Services are more readily available to people 
who have jobs, have insurance—which would tell 
you in and of itself they’re probably higher function-
ing to start with,” Judd says. “I mean, if you’re hav-
ing stress holding down a job, you’re probably higher 
functioning at your baseline than the homeless per-
son who is living in the streets and under bridges and 
doesn’t go to shelters because they’re too paranoid 
to be around other people.”

taking tHe sHame out oF mental illness
No discussion of mental health care can be com-
plete without addressing the stigma associated with 
mental illness. Americans may have responded with 
outrage when they saw the deplorable conditions at 
mental hospitals, but many are still leery of being 
associated with a mental illness, whether in them-
selves or in a family member. And the cases that gar-
ner the most media attention are not necessarily the 
ones that reduce stigma.

What Americans see on the nightly news is the 
schizophrenic man who stops taking his medication 
and then stabs another man to death while he’s wait-
ing for a train. Or the mother with chronic depres-
sion who can’t get out of bed until someone notices 

her kids look dirty and underfed, and Social Services 
steps in to remove them from the home. Do we, as a 
society, recognize the double tragedy of those situa-
tions? Or do we shake our heads in disgust, slap on 
a “crazy guy” or “bad mom” label, and change the 
channel?

Public service campaigns are trying to reduce 
the stigma associated with mental illness, to point 
out that it can affect anyone. The faces of the men-
tally ill are diverse: There’s the grandfather with Al-
zheimer’s disease who mistakes his granddaughter 
for his daughter. The 2-year-old autistic girl who has 
difficulty connecting with family and friends. The 
soldiers returning from the war zones in Iraq and Af-
ghanistan, struggling with posttraumatic stress dis-
order (PTSD). 

“The message that is being sent that needs to be 
broadcast more and heard with a different ear is that 
there is no health without mental health,” Clement 
says. St. John adds that it will take “a lot of time and 
education” to get that message out to the public, to 
let people know that it’s OK—in fact, it’s better—to 
acknowledge mental illness and seek help for it.

Stuart thinks the troops’ return from overseas, 
which is generating more stories about traumatic 
brain injury, PTSD, depression, and suicide, may 
start to turn the tide. “Perhaps because these are our 
veterans and our heroes, they’ve served the country, 
it’s opening up a public discussion in a way that’s dif-
ferent from seeing the aberrant, violent patient who 
does something very disruptive,” she says. “So, in a 
sense—and this sounds odd—we’re normalizing 
mental health problems, saying that all kinds of peo-
ple from all walks of life can develop mental health 
problems, just as they can develop physical health 
problems.”

The key will be ensuring that the pendulum 
doesn’t swing too far the other way and cause the 
“stigma reduction” movement to generate its own 
problems. “On the one hand, we’re trying to des-
tigmatize mental illness, but on the other hand, it 
[sometimes] seems like we’re calling any aberrant 
behavior or problems in life, stress or problems of 
adjustment, a mental illness,” Judd observes. 

There are certain niches in which mental illness 
seems almost “trendy,” and industry advertising may 
encourage that. “Pharmaceutical companies are put-
ting advertisements out there that would imply, ‘Gee, 
you’re getting divorced because you had conflict in 
your marriage—maybe you have bipolar disorder’ or 
‘Your child isn’t doing well in school, so surely he has 
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ADHD and needs to be on medication,’” Judd says. 
“There’s this promoting of drugs for anything and 
everything. And so that’s kind of the other extreme, 
where any problems in life in functioning must be 
because of a mental illness, and therefore you need 
a drug.”

restored to liFe
With such a grim picture of mental health care in the 
US, it hardly seems surprising that clinicians don’t 
flock to the specialty. Yet, Clement, Judd, St. John, 
and Stuart did. Why? 

For Judd, “the science of it is extremely interest-
ing.” She thinks that as psychiatry becomes more bi-
ological and clinicians delve more deeply into what 
is affecting a patient’s function (Is it trauma, prenatal 
influences, infection, genetics?) and how that im-
pacts treatment choices, more practitioners might 
choose mental health care. But the biggest reward, 
she says, is seeing people “return to a higher level of 
functioning.”

“I have never, ever sat down with a client that I 

have not felt privileged to be allowed into their lives,” 
says Clement, who has been a nurse for 49 years and 
a psychiatric nurse for 47 of them. “People allow cli-
nicians into their lives in a very different way than 
they do anybody else.”

That can be especially true in mental health, when 
clinicians must interact on a very intimate level with 
their patients. It can be challenging, frustrating, 
even devastating (such as when a patient takes his 
or her own life). But it can also be infinitely reward-
ing. That is why St. John moved from family practice 
and emergency settings to psychiatry, where he has 
spent the past 15 years.

“When you see people who kind of get back into 
life and start working more toward their life goals, 
and you start seeing them get back into their family 
and their work and their social function, perking up 
and engaging in the world,” he says, his voice con-
veying a deep sense of fulfillment, “there’s just noth-
ing more rewarding than that.”                CR

reprinted from Clinician Reviews. 2008;18(10):cover, 6-8.
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