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Mental	
  disorders	
  are	
  common	
  	
  
•  An	
  es&mated	
  26.2%	
  of	
  Americans	
  ages	
  18	
  and	
  older	
  (about	
  1	
  
in	
  4)	
  Americans	
  have	
  a	
  mental	
  disorder	
  in	
  any	
  one	
  year1.	
  
– When	
  applied	
  to	
  the	
  2004	
  U.S.	
  Census	
  residen&al	
  popula&on	
  
es&mate	
  for	
  ages	
  18	
  and	
  older,	
  this	
  figure	
  translates	
  to	
  57.7	
  million2.	
  

•  The	
  main	
  burden	
  of	
  illness	
  is	
  concentrated	
  in	
  a	
  much	
  smaller	
  
propor&on	
  —	
  about	
  6	
  percent,	
  or	
  1	
  in	
  17	
  (13.2	
  million)	
  —	
  who	
  
suffer	
  from	
  a	
  serious	
  mental	
  illness1.	
  	
  

1.  Kessler	
  RC,	
  Chiu	
  WT,	
  Demler	
  O,	
  Walters	
  EE.	
  Prevalence,	
  severity,	
  and	
  comorbidity	
  of	
  twelve-­‐month	
  DSM-­‐IV	
  disorders	
  in	
  the	
  Na&onal	
  Comorbidity	
  
Survey	
  Replica&on	
  (NCS-­‐R).	
  Archives	
  of	
  General	
  Psychiatry,	
  2005	
  Jun;62(6):617-­‐27.	
  

2.  U.S.	
  Census	
  Bureau	
  Popula&on	
  Es&mates	
  by	
  Demographic	
  Characteris&cs.	
  Table	
  2:	
  Annual	
  Es&mates	
  of	
  the	
  Popula&on	
  by	
  Selected	
  Age	
  Groups	
  
and	
  Sex	
  for	
  the	
  United	
  States:	
  April	
  1,	
  2000	
  to	
  July	
  1,	
  2004	
  (NC-­‐EST2004-­‐02)	
  Source:	
  Popula&on	
  Division,	
  U.S.	
  Census	
  Bureau	
  Release	
  Date:	
  June	
  
9,	
  2005.	
  hap://www.census.gov/popest/na&onal/asrh/	
  

	
  











•  29	
  out	
  of	
  100	
  coun&es	
  in	
  NC	
  have	
  no	
  psychiatrists	
  
•  58	
  out	
  of	
  100	
  coun&es	
  have	
  a	
  shortage	
  of	
  MH	
  services	
  

–  According	
  to	
  federal	
  guidelines,	
  58	
  coun&es	
  in	
  North	
  Carolina	
  
qualify	
  as	
  Health	
  Professional	
  Shortage	
  Areas	
  because	
  of	
  
shortages	
  of	
  mental	
  health	
  providers	
  to	
  meet	
  popula&on	
  needs.	
  	
  



 Darker shades signify counties with a high percentage of unmet need 
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•  Globally,	
  the	
  median	
  number	
  of	
  mental	
  health	
  workers	
  
is	
  9	
  per	
  100,000	
  popula&on.	
  

•  The	
  absolute	
  number	
  of	
  MH	
  workers	
  per	
  100,000	
  
popula&on	
  varies	
  enormously,	
  for	
  example:	
  
– 6.6	
  psychiatrists	
  per	
  100,000	
  popula&on	
  in	
  the	
  
sampled	
  high-­‐income	
  countries,	
  compared	
  to	
  less	
  
than	
  0.5	
  per	
  100,000	
  popula&on	
  in	
  low-­‐	
  and	
  lower-­‐
middle	
  income	
  countries.	
  	
  





In	
  recent	
  years	
  North	
  Carolina	
  has	
  seen	
  high	
  emergency	
  
department	
  	
  admissions	
  related	
  to	
  behavioral	
  health	
  issues	
  
and	
  extended	
  lengths	
  of	
  stays	
  (LOS),	
  ranging	
  from	
  long	
  hours	
  
to	
  mul&ple	
  days1.	
  	
  
	
  
	
  	
  
1)  Akland,	
  G.	
  &	
  Akland,	
  A.	
  (2010).	
  State	
  psychiatric	
  hospital	
  admission	
  delays	
  in	
  North	
  Carolina.	
  Retrieved	
  

from	
  hap://naminc.org/nn/publica&ons/namiwakerpt.pdf.	
  (Accessed	
  October	
  2,	
  2014)	
  



•  Currently,	
  there	
  are	
  108	
  hospitals	
  with	
  either	
  single	
  	
  ED’s,	
  
or	
  in	
  some	
  cases,	
  mul&ple	
  site	
  ED’s	
  across	
  the	
  state	
  with	
  
varying	
  degrees	
  of	
  psychiatric	
  coverage.	
  

•  The	
  majority	
  of	
  ED’s	
  do	
  not	
  have	
  access	
  to	
  a	
  full-­‐&me	
  
psychiatrist.	
  	
  	
  

The	
  majority	
  of	
  NC	
  Emergency	
  Departments	
  	
  
do	
  not	
  have	
  access	
  to	
  a	
  full-­‐&me	
  psychiatrist	
  





Gap	
  between	
  what	
  we	
  know	
  
and	
  what	
  we	
  prac@ce	
  

•  A	
  large	
  gulf	
  remains	
  between	
  what	
  we	
  know	
  and	
  what	
  
we	
  prac&ce*.	
  	
  

•  Failure	
  to	
  follow	
  best	
  evidence	
  highlights	
  issues	
  of	
  
underuse,	
  overuse,	
  and	
  misuse	
  of	
  drugs**	
  and	
  has	
  led	
  to	
  
widespread	
  interest	
  in	
  the	
  safety	
  of	
  pa&ents***.	
  

*Eisenberg	
  MJ,	
  Garzon	
  P.	
  Am	
  J	
  Cardiol	
  1997;79:	
  867-­‐72.	
  	
  
**	
  Chassin	
  MR,	
  Galvin	
  RW.	
  JAMA	
  1998;280:	
  1000-­‐5.	
  

***	
  Ins&tute	
  of	
  Medicine.	
  Crossing	
  the	
  quality	
  chasm:	
  a	
  new	
  health	
  system	
  for	
  the	
  21st	
  century.	
  Washington,	
  DC:	
  
Na&onal	
  Academy	
  Press,	
  2001.	
  



Studies	
  Documen@ng	
  
the	
  “Quality	
  Gap”	
  

•  Literature	
  reviews	
  conducted	
  by	
  RAND	
  
– Over	
  70	
  studies	
  documen&ng	
  quality	
  shortcomings	
  

•  Large	
  gaps	
  between	
  the	
  care	
  people	
  should	
  receive	
  and	
  
the	
  care	
  they	
  do	
  receive	
  
–  true	
  for	
  preven&ve,	
  acute,	
  and	
  chronic	
  
– across	
  all	
  health	
  care	
  semngs	
  
– all	
  age	
  groups	
  and	
  geographic	
  areas	
  	
  	
  	
  	
  

	
  

Schuster	
  et	
  al.,	
  MMFQ,1998	
  ;updated	
  2000	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  



Reports	
  Documen@ng	
  Gap	
  	
  
Between	
  Knowledge	
  and	
  Prac@ce	
  

•  PORT	
  Project	
  Report,	
  1998.	
  	
  
•  Surgeon	
  General’s	
  Report,	
  2000.	
  
•  IOM	
  Report	
  (Crossing	
  the	
  Quality	
  Chasm),	
  2001.	
  
•  Final	
  Report	
  of	
  the	
  President's	
  New	
  Freedom	
  Commission	
  
on	
  Mental	
  Health,	
  2003.	
  

•  Commiaee	
  on	
  Crossing	
  the	
  Quality	
  Chasm	
  Adapta&on	
  to	
  
Mental	
  Health	
  and	
  Addic&ve	
  Disorders	
  (IOM,	
  2005).	
  

•  Etc.	
  



	
  
Quality	
  of	
  Health	
  Care	
  Delivered	
  to	
  Adults	
  in	
  
the	
  United	
  States	
  
	
  •  Only	
  55%	
  chance	
  of	
  gemng	
  appropriate	
  care	
  

–  liale	
  difference	
  among	
  the	
  propor&on	
  of	
  
recommended:	
  	
  
• Preven&ve	
  care	
  (54.9	
  %)	
  	
  
• Acute	
  care	
  (53.5	
  %)	
  	
  
• Care	
  for	
  chronic	
  condi&ons	
  (56.1%)	
  

	
  
	
  

McGlynn	
  et	
  al,	
  2003	
  



•  Access	
  
•  Gap	
  between	
  science	
  and	
  prac@ce	
  

Can	
  telemedicine	
  and	
  telepsychiatry	
  help?	
  
	
  



Telepsychiatry is defined in the statute as the delivery 
of acute mental health or substance abuse care, including 
diagnosis or treatment, by means of two-way real-time 
interactive audio and video by a consulting provider at a 
consultant site to an individual patient at a referring site. 



•  ↑access to mental health services  
•  ↓geographic health disparities 
•  ↑ consumer convenience 
•  ↓ professional isolation  
•  ↑ recruiting and retaining MH professionals in underserved 
•  Improved consumer compliance. 
•  Improved education of mental health professionals. 
•  Improved coordination of care across mental health system.  
•  Reduction of stigma associated with receiving mental health 

services.  



•  Improve	
  Efficiency	
  
•  Expand	
  service	
  delivery	
  
•  Improve	
  Outcomes	
  



•  Diagnos&c,	
  therapeu&c,	
  and	
  forensic	
  modali&es	
  
across	
  the	
  age	
  span.	
  	
  

•  Points	
  of	
  delivery	
  may	
  include	
  hospitals	
  and	
  their	
  
EDs,	
  clinics,	
  offices,	
  homes,	
  nursing	
  homes,	
  
schools	
  and	
  prisons.	
  	
  

•  Common	
  applica&ons	
  include	
  pre-­‐hospitaliza&on	
  
assessment	
  and	
  post-­‐hospital	
  follow-­‐up	
  care,	
  
medica&on	
  management,	
  psychotherapy,	
  and	
  
consulta&on.	
  



•  Historically,	
  interac&ve	
  telepsychiatry	
  applica&ons	
  have	
  
used	
  point-­‐to-­‐point	
  network	
  connec&ons,	
  usually	
  as	
  full	
  or	
  
frac&onal	
  T-­‐1	
  or	
  Integrated	
  Services	
  Digital	
  Network	
  (ISDN)	
  
circuits.	
  	
  

•  However,	
  the	
  rapid	
  diffusion	
  of	
  Internet	
  and	
  Ethernet	
  
networks	
  has	
  led	
  to	
  the	
  development	
  of	
  videoconferencing	
  
systems	
  that	
  can	
  work	
  over	
  these	
  types	
  of	
  networks,	
  i.e.	
  
Internet	
  Protocol	
  (IP)	
  networks.	
  	
  

•  Most	
  interac&ve	
  telepsychiatry	
  applica&ons	
  use	
  a	
  minimum	
  
of	
  384	
  kbps	
  bandwidth,	
  regardless	
  of	
  whether	
  dedicated	
  
circuits	
  or	
  IP	
  networks	
  are	
  used.	
  	
  



•  If	
  the	
  telepsychiatry	
  applica&on	
  uses	
  IP	
  networks,	
  then	
  
security	
  must	
  be	
  ensured	
  –	
  this	
  can	
  be	
  accomplished	
  by	
  
using	
  encrypted	
  codecs	
  or	
  by	
  semng	
  up	
  a	
  virtual	
  private	
  
network	
  (VPN)	
  and/or	
  virtual	
  local	
  area	
  networks	
  (VLAN).	
  	
  

•  The	
  principal	
  advantage	
  of	
  IP	
  networks	
  is	
  that	
  they	
  can	
  be	
  
shared	
  by	
  mul&ple	
  applica&ons,	
  e.g.	
  Internet	
  access,	
  e-­‐
mail,	
  LAN,	
  etc.,	
  given	
  that	
  the	
  aforemen&oned	
  security	
  
solu&ons	
  are	
  employed.	
  	
  



•  Telepsychiatry	
  primarily	
  involves	
  interac&ve	
  audiovisual	
  
conferencing	
  systems	
  over	
  high	
  capacity	
  (high-­‐bandwidth)	
  
networks.	
  	
  

•  The	
  central	
  component	
  of	
  interac&ve	
  telepsychiatry	
  is	
  the	
  
codec	
  (coder/decoder),	
  which	
  provides	
  the	
  requisite	
  
compression	
  and	
  decompression,	
  and	
  synchroniza&on	
  of	
  
audio	
  and	
  video	
  signals.	
  	
  

•  Most	
  oqen,	
  a	
  codec	
  is	
  a	
  separate	
  device	
  (appliance),	
  but	
  
personal	
  computer	
  (PC)—based	
  codecs	
  are	
  increasingly	
  
employed	
  as	
  their	
  capabili&es	
  improve.	
  	
  

•  A	
  codec	
  is	
  required	
  at	
  both	
  the	
  pa&ent	
  and	
  consultant	
  
ends	
  of	
  the	
  system.	
  	
  



•  A	
  typical	
  telepsychiatry	
  setup	
  also	
  includes	
  a	
  video	
  camera,	
  
microphone,	
  speakers	
  (or	
  headset),	
  and	
  one	
  or	
  two	
  
displays	
  (monitors)	
  at	
  each	
  end	
  of	
  the	
  system.	
  	
  

•  Oqen,	
  separate	
  displays	
  or	
  a	
  picture-­‐in-­‐picture	
  (if	
  one	
  
display)	
  are	
  used	
  to	
  enable	
  par&cipants	
  to	
  see	
  both	
  
outgoing	
  (preview)	
  and	
  incoming	
  video.	
  	
  

•  Another	
  considera&on	
  is	
  pan-­‐zoom-­‐&lt	
  control	
  of	
  video	
  
cameras.	
  	
  



•  Mobile capability: IP technologies equipped with 
encryption for interactive 

•  Patient Room Pan/Zoom/Tilt camera w/far-end control 
•  Mobile desktop unit for clinic connectivity  



 
This statewide program was developed in response to Session 
Law 2013-360 directing the N.C. Department of Health and 
Human Services' Office of Rural Health and Community Care 
to "oversee and monitor establishment and administration of a 
statewide telepsychiatry program.” (G.S. 143B-139, 4B).  
 

General Assembly of North Carolina Session 2013 
Session Law 2013-360 
Senate Bill 402 





If	
  an	
  individual	
  experiencing	
  an	
  acute	
  behavioral	
  
health	
  crisis	
  enters	
  an	
  emergency	
  department,	
  s/he	
  
will	
  receive	
  &mely	
  specialized	
  psychiatric	
  treatment	
  
through	
  the	
  statewide	
  network	
  in	
  coordina&on	
  with	
  
available	
  and	
  appropriate	
  clinically	
  relevant	
  
community	
  resources.	
  



•  ECU	
  Center	
  for	
  Telepsychiatry	
  is	
  the	
  home	
  for	
  statewide	
  
program	
  (NC-­‐STeP)	
  that	
  is	
  an&cipated	
  to	
  connect	
  75-­‐85	
  
hospital	
  emergency	
  departments	
  across	
  the	
  state	
  of	
  North	
  
Carolina	
  to	
  provide	
  psychiatric	
  assessments	
  and	
  
consulta&ons	
  to	
  pa&ents	
  presen&ng	
  at	
  these	
  Eds.	
  



•  71	
  hospitals	
  in	
  network	
  
•  56	
  hospital	
  currently	
  live	
  
•  2	
  hospitals	
  ready	
  to	
  go	
  live,	
  wai&ng	
  on	
  
creden&aling	
  

•  13	
  addi&onal	
  hospitals	
  in	
  process	
  (i.e.	
  contract	
  
nego&a&ons,	
  equipment	
  being	
  ordered,	
  etc)	
  

•  Over	
  12,000	
  total	
  Telepsychiatry	
  Assessments	
  have	
  
been	
  conducted	
  under	
  the	
  program	
  since	
  its	
  incep&on	
  
in	
  October	
  2013.	
  	
  	
  

 



•  Five Clinical Providers’ Hubs 
•  Cape Fear Valley 
•  Coastal Carolina Neuropsychiatry 
•  Cone Health 
•  Mission 
•  Novant 





Quality	
  Management	
  and	
  Outcomes	
  Monitoring	
  	
  
•  All	
  par&cipa&ng	
  clinical	
  providers:	
  

–  Par&cipate	
  in	
  a	
  Peer	
  review	
  process	
  	
  
–  Meet	
  quality	
  and	
  outcome	
  standards	
  



	
  
	
  
	
  
	
   •  “Health Information Exchange System” for NC-STeP 

•  Support all the HIT functions required of the program 

•  Portal is a group of separate but related technologies that 
serves as the primary interface through which data is 
reviewed and created regarding patient encounters 

•  Uses Direct Messaging and CCD/CCDA to deliver clinical 
information via DirectTrust HISP, using MU standards 



	
  
	
  
	
  
	
   •  Data collected and reviewed regarding: 

– Scheduling of patients and providers 
– Exchanging clinical data for patient care 
– Data for billing agents and to support timely referrals 
– Reporting of utilization, program needs, and 

population health 
•  NCHA Psychiatric and Substance Abuse Bed Board 

linkage 



•  The Center aggregates the referral site data for each quarterly reporting period and 
conducts analysis to determine the metrics below.  Analysis is conducted for each 
individual site and for the program overall. 

•  Total number of assessments  
•  Length of stay 
•  Length of stay by discharge disposition 
•  Number of IVCs 
•  IVC turnover rate 
•  Percent of patients by discharge disposition 

•  The Center reports this data quarterly and develops ongoing procedures (graphs, 
charts, progress reports) so that these metrics can be monitored and compared over 
time to assess the program outcomes and monitor program quality.   



389	
  

174	
  

64	
  

552	
  

69	
  

164	
  

391	
  

196	
  

370	
  

150	
  

1	
  

215	
  

8	
  

932	
  

254	
   276	
   279	
  

34	
  
68	
  

21	
   43	
   65	
  
2	
  

85	
  

236	
  

12	
   33	
   33	
  
2	
   17	
  

0	
  

100	
  

200	
  

300	
  

400	
  

500	
  

600	
  

700	
  

800	
  

900	
  

1000	
  

Total	
  Number	
  of	
  ED	
  Telepsychiatry	
  Pa@ents	
  	
  
by	
  hospital	
  -­‐	
  for	
  January	
  -­‐	
  December	
  2014	
  

Number	
  of	
  Telepsychiatry	
  Pa&ents	
  by	
  Hospital	
  



Albemarle	
  
8%	
   Beaufort	
  

3%	
  

Ber&e	
  
1%	
  

Carteret	
  
11%	
  

Carolina	
  East	
  
1%	
  

Chowan	
  
3%	
  

Duplin	
  
8%	
  

Edgecombe	
  
4%	
  

Lexington	
  
7%	
  Mar&n	
  

3%	
  
Outer	
  Banks	
  

4%	
  

Randolph	
  
18%	
  

Wayne	
  
5%	
  

Wilson	
  
5%	
  

Lenoir	
  
5%	
  Nash	
  

1%	
  

Bladen	
  
1%	
  

Washington	
  
0%	
  

Wesley	
  Long	
  
Cone	
  
1%	
  

Annie	
  Penn	
  
1%	
  

Moses	
  
Cone	
  
2%	
  

Med	
  Center	
  High	
  Point	
  
0%	
  

McDowell	
  
5%	
  

Novant	
  
Kernersville	
  

0%	
  

Blue	
  Ridge	
  
1%	
  

Transylvania	
  
1%	
  St.	
  Lukes	
  

0%	
  

Yadkin	
  
0%	
  

Pungo	
  
0%	
  

Hospital	
  EDs	
  and	
  Percent	
  of	
  Use	
  -­‐	
  January	
  -­‐	
  December	
  2014	
  



127 

41 
13 

71 

8 
28 

132 

41 

135 

10 
40 

273 

88 

0 

153 

4 
34 

2 
35 

2 

88 93 

12 28 
46 

16 16 
53 

26 40 
6 13 

0 

50 

100 

150 

200 

250 

300 

Al
be

ma
rle

 
Be

au
for

t 
Be

rtie
 

Ca
rte

re
t 

Ca
ro

lin
a E

as
t 

Ch
ow

an
 

Du
pli

n 
Ed

ge
co

mb
e 

Le
xin

gto
n 

Ma
rtin

 
Ou

ter
 B

an
ks

 
Ra

nd
olp

h 
W

ay
ne

 
W

ils
on

 **
no

 da
ta 

Le
no

ir 
Na

sh
  

Bl
ad

en
 

W
as

hin
gto

n  
W

es
ley

 Lo
ng

 C
on

e 
An

nie
 P

en
n 

Me
d C

en
ter

 H
igh

 P
oin

t 
Mo

se
s C

on
e 

Mc
Do

we
ll 

No
va

nt 
Ke

rn
er

sv
ille

 
Bl

ue
 R

idg
e 

Tr
an

sy
lva

nia
 

St
. L

uk
es

 
Da

vie
 

An
ge

l 
Hu

gh
 C

ha
tha

m 
Co

lum
bu

s 
Sa

mp
so

n 
La

ke
 N

or
ma

n 

Total Number of ED Telepsychiatry Patients 
by Hospital - for April - June 2015 
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54%	
  

.8	
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   4%	
   Percent	
  of	
  Telepsychiatry	
  Pa@ents	
  	
  
by	
  Discharge	
  Disposi@on	
  	
  

April-­‐June	
  2015	
  

Home	
  

Transfer	
  

Admit	
  

Against	
  Medical	
  Advice	
  

Other	
  



Median Length of Stay for Jan 2014 – Dec 2014 = 23.6 Hours 

62% percent of patients 
Had a LOS of 30 hours or less 

Number of patients with a LOS in this category 







Sa&sfac&on	
  surveys	
  are	
  conducted	
  with	
  4	
  groups:	
  
§  Emergency	
  Department	
  Physicians	
  
§  Hospital	
  Emergency	
  Department	
  Staff	
  
§  Hospital	
  CEOs/COOs	
  
§  Provider	
  (HUB)	
  Physicians	
  

o  Invita&ons	
  to	
  par&cipate	
  are	
  sent	
  via	
  electronic	
  mail	
  
o  Surveys	
  are	
  completed	
  online	
  via	
  Qualtrics	
  soqware	
  
o  Each	
  group	
  is	
  given	
  a	
  different	
  survey	
  (with	
  different	
  ques&ons)	
  

based	
  on	
  their	
  role	
  in	
  the	
  telepsychiatry	
  program	
  
For	
  each	
  group,	
  one	
  summary	
  ques&on	
  is	
  selected	
  for	
  an	
  overall	
  
“sa&sfac&on”	
  rate.	
  	
  These	
  are	
  then	
  averaged	
  for	
  a	
  total	
  rate.	
  	
  	
  



Overall Satisfaction: Determined by a 
weighted average of the satisfaction measures 
for the user groups.  The weighted average 
for April-June 2015 was 73% satisfied. 

•  Provider Psychiatrists = 67%. 
•  ED Physicians   = 79%. 
•  ED staff    = 71%.   



Blue	
  Shield,	
  5.69%	
  

Commercial,	
  14.13%	
  

Medicaid,	
  7.31%	
  

Medicare,	
  20.80%	
  

Other,	
  20.94%	
  

Self-­‐pay,	
  31.14%	
  

NC-­‐STeP	
  	
  CHARGE	
  MIX	
  
PROJECT	
  TO	
  DATE	
  
10/1/13	
  -­‐	
  6/30/15	
  
(based	
  on	
  ini@al	
  status)	
  



En@ty	
   Cost	
  Savings	
  

Pa&ents	
  and	
  Families	
  
	
  

How	
  to	
  quan&fy	
  reduced	
  distress/disability,	
  func&onal	
  improvement,	
  quality	
  
of	
  life,	
  gainful	
  employment,	
  etc.	
  

Communi&es	
  
	
  

How	
  to	
  quan&fy	
  beaer	
  "ci&zenship”,	
  reduced	
  homelessness,	
  crime	
  reduc&on,	
  
more	
  self	
  reliance,	
  etc.	
  

NC-­‐Medicaid	
  +	
  “Indigent	
  Care”	
  (?
MCOs)	
  

NC	
  State	
  projected	
  cost	
  savings	
  from	
  over	
  turned	
  IVC's	
  for	
  self-­‐pay	
  and	
  
Medicaid	
  =$4,441,239	
  
Cost	
  savings	
  from	
  reduced	
  recidivism	
  =	
  ?	
  

Third	
  Party	
  Payors	
   Projected	
  cost	
  savings	
  from	
  overturned	
  IVC's	
  =	
  $1,133,261	
  
Cost	
  savings	
  from	
  reduced	
  recidivism	
  +	
  ?	
  
	
  

Sheriff	
  Department	
   Projected	
  cost	
  savings	
  to	
  Sheriff	
  Department	
  from	
  overturned	
  IVCs=	
  $535,404	
  

Hospitals	
   Costs	
  savings	
  from	
  increased	
  throughput	
  in	
  the	
  ED.	
  



Opportuni@es	
  
•  While	
  telepsychiatry	
  makes	
  it	
  possible	
  to	
  transcend	
  
geographical	
  boundaries	
  and	
  u&lize	
  workforce	
  na&onally,	
  
even	
  globally,	
  we’ll	
  never	
  be	
  successful	
  in	
  resolving	
  NC	
  
workforce	
  shortages	
  if	
  our	
  MH	
  workforce	
  was	
  located	
  
outside	
  our	
  geographical	
  boundaries.	
  

•  We	
  must	
  build	
  capacity	
  for	
  caring	
  for	
  these	
  pa&ents	
  in	
  our	
  
communi&es.	
  
– Crea&ng	
  collabora&ve	
  linkages	
  across	
  con&nuums	
  of	
  care	
  

•  NC-­‐STeP	
  can	
  be	
  expanded	
  to	
  taking	
  care	
  of	
  pa&ents	
  in	
  
community-­‐based	
  semngs.	
  



•  NC-­‐STeP	
  is	
  posi&oned	
  well	
  to	
  create	
  collabora&ve	
  linkages	
  
and	
  develop	
  innova&ve	
  models	
  of	
  mental	
  health	
  care:	
  

•  EDs	
  and	
  Hospitals	
  
•  Communi&es-­‐based	
  mental	
  health	
  providers	
  
•  Primary	
  Care	
  Providers	
  
•  FQHCs	
  and	
  Public	
  Health	
  Clinics	
  
•  Others	
  

•  NC-­‐STeP	
  web	
  portal,	
  accessible	
  by	
  par&cipa&ng	
  providers,	
  
as	
  a	
  central	
  point	
  for	
  coordinated	
  care.	
  

•  Evidence-­‐based	
  prac&ces	
  to	
  make	
  recovery	
  possible.	
  	
  

Opportuni@es	
  



Health	
  	
  
Informa@on	
  
Technology	
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Consumer	
  Health	
  
Informa@cs	
  



Sy Saeed, M.D., M.S., FACPsych 
Professor and Chairman  
Department of Psychiatry and Behavioral Medicine  
Brody School of Medicine | East Carolina University  
Director 
North Carolina Statewide Telepsychiatry Program (NC-STeP) 
Phone: 252.744.2660  | e-mail: saeeds@ecu.edu  | Website: http://www.ecu.edu/psychiatry  
Mail:  Brody School of Medicine, 600 Moye Boulevard, Suite 4E-100, Greenville, NC 27834            
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