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C A R O L I N A

t h e  p r o g r a m  o n  p u b l i c  l i f e 

Director’s note
North Carolina has entered a critical period in 

determining the future of its mental health policy 

and services. A new hospital will open soon in 

Butner. The future of the historic Dorothea Dix 

facility is being debated. Two of the four state 

hospitals recently had their Medicare-Medicaid 

accreditation threatened.

 Recent reports by the North Carolina Institute 

of Medicine and consultants to the Department 

of Health and Human Services recommended 

significant changes in the state’s culture and 

capacity for treating the mentally ill. A legislative 

committee chaired by Sen. Martin Nesbitt and 

Rep. Verla Insko has issued its own report, and 

Governor Easley has indicated that mental health 

reform will take its place as a high priority in his 

final year of office. 

 Now is the time for ideas. In the spirit of 

contributing ideas to the current deliberations 

over mental health policy, this Carolina Context 

offers an analysis and a policy option. 

 This white paper draws on the research and 

experience of two faculty members at the UNC 

School of Nursing. Dr. Linda S. Beeber has taught 

and practiced psychiatric nursing for more than 35 

  

 

years. Her research has focused on ways to 

expand access to health care in underserved areas. 

Dr. Victoria Soltis-Jarrett is Clinical Associate 

Professor and the coordinator of the MSN program 

in Psychiatric-Mental Health Nursing. She has 

practiced in psychiatric nursing for 23 years, both 

in the USA and in Australia. 

While recognizing that the delivery of 

mental health care is a complex enterprise with 

interlocking pieces, the scholar-nurses suggest 

ways to target underserved segments of North 

Carolinians suffering from mental illness and 

describe  how expanding the supply of well-

trained nurse-practitioners could extend and 

enhance community-based services.

 The development of this Carolina Context 

also benefited from the advice and guidance 

of Thomas J. Bacon, program director of 

the Area Health Education Centers; Karen 

Stallings, an associate director with AHEC, and  

Erin Fraher, director of health professions data 

system at the Cecil G. Sheps Center for Health 

Services Research.
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is a non-partisan organization devoted to 
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the South by informing the public agenda 

and nurturing leadership.

To receive an electronic version or to 

subscribe to the printed version, send 

your name and email address  

to southnow@unc.edu.
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South at the University of North Carolina 

at Chapel Hill.
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For more information about North Carolina’s mental health system and about the current 

challenges of reform, please explore the following sources with links on our web site:

 Thompson, Christina and Anthony Broskowski, Long-Range Plan for Meeting Mental Health, 

Developmental Disabilities & Substance Abuse Services Needs for the State of North Carolina, 

December 12, 2006
 North Carolina Institute of Medicine, Providers in Demand: North Carolina’s Primary Care and 

Specialty Supply, June 2007, 82–86.
 Fraher, Erin, Marvin Swartz, Katie Gaul, “The Supply and Distribution of Psychiatrists in 

North Carolina: Pressing Issues in the Context of Mental Health Reform.”
 Jackson, M. Paul and Phoebe Zerwick, “Breakdown: A Crisis in Mental-Health Care,” 

Winston-Salem Journal, December 4, 2005.
 Swartz, Marvin and Joseph Morrissey, “Mental Health Care in North Carolina: Challenges 

on the Road to Reform,” North Carolina Medical Journal, Sept/Oct 2003, 64:5, 205–10.

the state of mental health care  
in north carolina resources online
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Nearly 1/3 of  nonelderly adults and nearly 1/6 of  

children experience a mental disorder. Thirteen 

percent of  Americans receive some form of  mental 

health treatment per year, including inpatient 

treatment (0.9%), outpatient treatment (7.9%), and 

behavioral medication (10%). 

There are three broad classifications of  mental 

health patients: (1) the developmentally disabled 

(e.g., Down Syndrome), (2) substance abusers, and 

(3) those suffering from other kinds of  mental health 

disorders. Within this third group, there are a variety 

of  subcategories based on severity. There are the 

“severely mentally ill” like people with schizophrenia 

and bipolar disorder. There are also people with 

more moderate mental illnesses such as depression 

or post-traumatic stress disorders. In addition, there 

is a wide range of  other mental health situations 

that may not require intense medical treatment but 

that may affect a patient’s mental functioning. 

Estimates suggest that there are 64,000 

children and 49,000 adults with developmental 

disabilities in North Carolina. Between children 

and adults, research suggests that 400,000 

North Carolinians suffer from substance abuse 

disorders. Similarly, researchers estimate that 

there are 66,000 children and adolescents and 

356,000 adults with serious mental illnesses 

within the state. 

Among people with the more moderate mental 

illnesses, depression is one of the most common 

ailments. According to the National Center on 

Drug Use and Health, 9% of North Carolina 

residents ages 12–17 suffered from at least one 

depressive episode in 2005. Among adults in the 

state, nearly 8% suffered at least one episode. 

According to the Sheps Center in 2004, 44 N.C. 

counties had fewer than 1/3 of a psychiatrist for 

every 10,000 people, the level below which the 

federal government considers to be a professional 

shortage. Between 1999 and 2004, 48 counties 

experienced a decline in psychiatrists relative to 

the change in population, five counties lost the 

psychiatrists that they had, and 12 counties had 

none and gained none. In other words, during 

that five-year period, nearly two-thirds of North 

Carolina counties either had no psychiatrists or 

experienced a decline in supply. 

Psychiatrists are less likely than other 

specialized physicians to locate their primary 

practice in rural areas or in counties that have  

a shortage.

Correcting the Course: Strengthening Community Capacity  
to Address Mental Health Needs

the money trail

256,741
with mental illness

30 area mental-
health programs 
(now called local 

management 
entities) 21,294

with developmental  
disabilities

80,143
with addictions

People served by the 
state’s public mental 
health system

(data from 2005)

This chart is based on one designed by the Winston-Salem Journal and printed on December 4, 2005 as part of their series on Mental Health. 

More than 358,000 North Carolina residents depend 
on the state’s public mental-health system for care. it’s 
a complex system that includes money from state and 
local government agencies, Medicaid and insurance 
companies. State and federal money pays for most of 
the services.

$2.3 billion
$277 
Administration 
and other

$298 
Other state 
institutions

$639 
Community 
mental-health 
services

$118 Community 
substance-abuse 
services

$744 Community 
developmental-
disability services

$261 State 
psychiatric 
hospitals

$1,426 Medicaid*

$594 State money
$208 Other

$109 County 
money

$2.3 billion
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Broughton Hospital

John Umstead Hospital

Dorothea Dix Hospital

Cherry Hospital

In 2001, the North Carolina General Assembly decentralized mental 

health services. Until that time, the state cared for its mentally ill 

through in-patient facilities like the Dorothea Dix hospital and through 

regional Area Mental Health Programs. These community mental 

health programs employed mental health professionals committed to 

providing care to the general public, including underserved patients. 

Salaries of  mental health professionals were paid by the state and were 

not dependent on patient fees.

With the 2001 reform, the state’s role shifted from that of  mental 

health care provider to that of  oversight entity and contractor.  

This shift led to dismantling state-funded service entities such as  

Area Mental Health Programs and to the downsizing of  state mental 

hospitals. Formerly state-employed mental health professionals were 

encouraged to become part of  local provider groups that relied on fees 

for patient care. 

With the state reform, communities gained responsibility for 

providing mental health services formerly provided by the state.  

In many instances local hospitals and crisis facilities did not fully 

meet this new need. In some communities contract service providers 

tried to fill the void; however, many of  these private entities were not  

able to stay financially solvent. In other communities, the private 

providers never came. 

As the state decentralized its efforts, it focused mental health 

dollars towards three categories of  mental health patients: (1) citizens 

with severe mental illnesses like schizophrenia, (2) children and 

adolescents with mental illness, and (3) substance abusers. Implicit in 

the state’s efforts to target certain illnesses was a decrease in public 

services available to populations with non-severe mental illnesses like 

depression and eating disorders. Citizens suffering from these types 

of  conditions had to seek treatment through traditional primary care 

settings, many of  which lack the capacity and expertise effectively to 

treat these conditions. In addition, there was little public money to 

support proactive and preventive mental health programs.

A shortage of  mental health services became particularly stark 

among low-income citizens, the uninsured, and citizens in rural areas.

The Changing System

implicit in the state’s efforts to target 

certain illnesses was a decrease in 

public services available to populations 

with non-severe mental illnesses like 

depression and eating disorders.

a shortage of mental health services 

became particularly stark among low-

income citizens, the uninsured, and 

citizens in rural areas.

psychiatrists per 10,000 in  
north carolina, 2004

Total Psychiatrists = 1,061

Psychiatrist per 10,000 Population (# of Counties)

0.99 to 10.27 (18)
0.60 to 0.98 (20)
0.33 to 0.59 (18)
0.01 to 0.32 (27)
No Psychiatrists (17)
Psychiatric Hospital (4)

Source: North Carolina Health Professions Data System, 
Cecil G. Sheps Center for Health Services Research, 
University of North Carolina at Chapel Hill

Severe Mental illnesses
 Schizophrenia

 Bipolar Disorder

 Severe Depression with a  

loss of contact with reality

Moderate Mental illnesses
 Depression

 Attention Deficit Hyperactivity Disorder

 Anxiety Attacks

 Panic Attacks

 eating Disorders

what are severe 
mental illnesses?



4  c a r o l i n a  c o n t e x t

In 2006, the North Carolina Department of  Health 

and Human Services commissioned a long-range 

plan for mental health in North Carolina. This report, 

published in December 2006, contained an in-depth 

analysis of  the state’s system and provided a series 

of  policy recommendations.

Specifically, the long-range plan recommended 

that mental health care at the local level should 

become more robust and that communities should 

develop stronger capacity for mental health care. 

Currently, residents are often admitted to state 

facilities without consideration of  community-

based alternatives. 

The plan further stated that North Carolinians 

in need of  mental health services do not receive an 

adequate intensity of  care. As demand increases, 

intensity of  services — as measured by number of  

visits — is declining. In addition, services are not 

offered and utilized equally across NC counties. 

In June 2007, the North Carolina Institute of  

Medicine issued a report about the demand for health 

care providers in North Carolina. Though this report 

examined a broad swath of  health care, it provided 

several specific policy recommendations about the 

state’s mental health policy. It recommended that 

North Carolina professional training programs should 

expand mental health and behavioral health training, 

with a special emphasis on integrating behavioral 

health with primary care. In addition, the report 

recommended new models of  care to serve public 

patients in rural and underserved communities. 

North Carolina is not alone in its shift away 

from state-provided mental health services toward 

community-oriented services. However, the state 

does rank poorly in the degree to which it funds 

community-based services. 

Health care administrators across North Carolina 

are experimenting with different ways to integrate 

mental health services in existing community health 

care settings such as the "iCARE Partnership", which 

seeks to increase access to quality, evidence-based 

behavioral health care services for North Carolinians 

(http://www.icarenc.org/). In an ideal world, all 

levels of  primary care providers would receive 

additional training in mental health care. However, 

the cost of  providing widespread supplementary 

training is prohibitively high. Alternatively, it will 

be important to focus on providing supplementary 

mental health training to a few key groups of  

health care providers, specifically those who can 

immediately affect rural communities.

There is no doubt that having more psychiatrists 

in rural North Carolina would be a good thing. 

However, this part of  the state already relies on 

nurse practitioners, nurses, physicians’ assistants 

and other types of  health care personnel to deliver 

health services.

external evaluations of mental health reform in nc

national alliance on mental illness 
report card

n.c. Dept. of health and human service 
long range plan and evaluation

in 2005, the NC General Assembly called for the development 

of a long-Term Plan for Meeting Mental Health, Developmental 

Disabilities and Substance Abuse Service needs. Heart of the 

Matter Consulting, inc. was hired to prepare the report, which 

it issued in December, 2006. To read the full report, visit, http://

www.ncdhhs.gov/mhddsas/statspublications/reports/index.htm

Highlights

 NC spends $16.80 per resident on mental health.§  

only 7 states spend less per resident.

 State hospitals are being utilized instead of less intensive 

but responsive community-based services. 

 Services are not utilized equitably across counties. 

 NC is “spending less and serving more,” which  

equates to falling short with regard to continuous care. 

 Services are offered haphazardly and are not  

where people need them. 

The Nat. Alliance (NAMi) is “the nation’s largest grassroots 

mental health organization” dedicated to improving the 

lives of persons living with mental illness. each year NAMi 

releases a report, Grading the States: A Report on America’s 

Health Care System for Serious Mental Illness, For more 

information about this report, visit www.nami.org.

Highlights

 NC ranks 43rd out of 50 states on spending per  

resident annually ($50.26 per person)§

 Despite its low per capita expenditure, NC has  

increased the number of people being served 

 NC needs to develop better crisis centers and other 

mental health safety nets as well as alternatives  

to hospitalization

§ Note: The per capita expenditure estimates by these two evaluations are different, though 
in both the state ranks poorly in relation to other states. This is because the two research 
groups use different methodologies in classifying mental health services. The NAMi 
estimate comes from the National Association of State Mental Health Directors research 
institute and uses 2004 data. The reform Plan estimate is from the Center for Mental 
Health Services, a federal government agency, and is based on 2003 numbers. For more 
information about these estimates, visit our web site, www.southnow.org.
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Psychiatric Nurse Practitioners —One Piece in a Giant Puzzle
One way to address the shortage in rural and 

disadvantaged areas would be to supplement the 

mental health training of  nurse practitioners. 

There are several exciting models for how to 

provide mental health training to nurse practitioners. 

Maine, Minnesota and California have begun 

to use nurse practitioners as a solution to the 

shortage of  psychiatrists and as excellent additions 

to primary care settings where they function  

as co-located, primary mental health providers. 

Rural primary care settings are especially ripe for 

the nurse practitioners with supplemental mental 

health training.

At UNC Chapel Hill, we have developed a 

model that can specifically target and work with 

nurses/nurse practitioners in rural/disadvantaged 

communities and that can serve as a model for other 

institutions that train nurse practitioners. (For more 

details about the UNC model, see nursing.unc.edu/

degree/msn/pmh.html.) 

A significant number of  individuals with 

severe and persistent mental illnesses live in rural 

areas. Nationally, approximately 70 percent of  

patients treated in primary care have a coexisting 

mental health or substance abuse diagnosis, and 

82 percent of  prison inmates have a behavioral 

health issue. And those who live in rural regions 

were significantly less likely to seek mental health 

treatment than their urban counterparts. Shortages 

of  qualified professionals, lack of  service outreach, 

and the far distances “help seekers” must travel to 

reach available services have been documented as 

barriers for rural residents who may need to seek 

psychiatric care and/or substance abuse treatment. 

In NC, due to the transforming mental health 

system, these patients are no exception, since 

2001, many have been seen in primary care offices, 

hospital emergency departments and/or in the 

prison system with greater frequency.

Upon completion of  the program, psychiatric-

mental health nurse practitioners can diagnose and 

treat major mental illnesses and less severe mental 

illnesses using psychotherapies, manage medications 

and coordinate community-level support services. 

These nurse practitioners can also provide case 

management, crisis intervention and preventative 

mental health services. In North Carolina, these 

psychiatric-mental health nurse practitioners also 

prescribe psychotropic medications in collaboration 

with a psychiatrist and are the only non-physician 

providers of  mental health services licensed to 

provide this service. In short, the effective use 

of  psychiatric nurse practitioners may offer 

opportunities to leverage scarce psychiatry time 

while improving access to care for the mentally ill. 

primary practice location of psychiatrists anD non-psychiatrist physicians, north carolina 2004

non-metropolitan  

counties

metropolitan  

counties

counties with a shortage 

of health professionals

counties containing Discreet 

areas with a shortage of health 

professionals

counties with no  

shortage of health  

professionals

Psychiatrists (%)
15.6 84.4 2.1 26.4 71.5

All other Physicians (%) 21.6 78.4 3.3 34.6 62.1

ratio of Psychiatrists per 

10,000 population

0.58 1.49 0.30 0.83 1.63

glossary of health care professionals 

Source: Cecil G. Sheps Center for Health Services Research

upon completion of the program, 

psychiatric-mental health nurse 

practitioners can diagnose and 

treat major mental illnesses…

registered Nurses (rNs)

licensed Practical /
Vocational Nurse (lPNs/lVNs)

health care professionals that work as patient 
advocates for the care and recovery of the sick 
and maintenance of the healthy. rNs work 
with other health care professionals to ensure 
that the patient receives appropriate and 
professional care. in all states students must 
graduate from an approved nursing program 
and pass a national licensing examination to 
obtain a nursing license.

health care workers that care for the sick, 
injured, convalescent, and disabled under the 
direction of physicians and registered nurses. 
lPN/lVNs are licensed.

Nurse Practitioner (NPs)

registered nurses who have acquired the expert 
knowledge base, complex decision-making 
skills and clinical competencies for expanded 
practice. NPs work with a physician for ongoing 
supervision, consultation, collaboration and 
evaluation of medical acts performance. Most 
NPs have a master's degree or doctoral degree 
and there is a formal system of licensure, 
registration, certification and credentialing 
to maintain practice. A Psychiatric Nurse 
Practitioner a type of NP who focuses clinical 
practice on individuals, families, or populations 
across the life span at risk for developing and/or 
having a diagnosis of psychiatric disorders  
or mental health problems.

Clinical Nurse Specialists (CNSs)

clinicians who are experts in evidence-based 
nursing and practice and complete a master's 
degree as well as national credentialing for 
practice. in addition to direct patient care,  
CNSs also engage in teaching, mentoring, 
consulting, research, management and systems 
improvement. in NC, CNS do not need the 
supervision or collaborative relationship with a 
physician that is required of a nursepractitioner. 

Physician Assistants (PAs)

health care professionals who are licensed and 
registered to perform medical acts, tasks, or 
functions under the supervision of a physician.
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The UNC Model: 
Expanding mental health service through  
an innovative distance-executive curriculum
The Nurses Enhancing Mental Health Options for the 

Underserved in NC (NEMHO) program was initiated 

in 2003 and has grown from fewer than 5 students 

in 2003 to 43 students in Fall 2007. The initial 

program focused on the recruitment of  minority and 

disadvantaged nurses from 15 counties. The program 

received a grant to create a distance education 

model that recruits disadvantaged students, provides 

them with the technology to use distance learning,  

and provides them with scholarship and living- 

expense support. 

It requires about $7,500 per year in tuition and 

fees to support a master’s student and $2,500 for a 

post-master’s student. Each student needed about 2 

years of  support to finish the program.

The current emphasis of  the program is to recruit 

students from underserved areas and educate them 

where they live with only minimal travel to UNC-

CH. It has been successful in modestly expanding 

the ranks of  mental health providers. Twenty-four 

students have been recruited into the program since 

its inception. Additional non-NEMHO students 

have also been enrolled. Additional assistance from 

Mountain AHEC has resulted in the recruitment of  

nurses from rural and remote areas of  western NC. 

Eight graduate nursing students (3 from the rural 

Charlotte AHEC area) have entered the program. 

After the opening of  the UNC-CH program, the 

supply has increased to a current number of  45 

PMH-NP’s registered to practice in North Carolina 

(NC Board Of  Nursing, 2007). The current 

enrollment of  students in the UNC-CH program will 

double the workforce of  PMH-NPs by 2010.

By educating nurses at the graduate level who 

are already in practice, the program expands the 

skills of  licensed nurses, many of  whom already 

have experience working with persons with 

mental disorders. Growth in the program has been 

evidenced by the expansion of  clinical training sites. 

The UNC-CH program currently has expanded to 

some of  the most underserved areas in the state. 

Thirteen of  the current counties targeted by UNC-

CH for student recruitment qualify as “medically 

underserved areas” and thirteen qualify as “health 

professional shortage areas.”

The program maximizes the current supply of  

nurses by offering four routes to the final degree:

RN – Master’s track (3 years of  full-time 

study to complete) This sequence of  courses  

is for the Registered Nurse without a Bachelor’s 

degree and leads to a Master’s degree with 

preparation in both PMH-CNS and PMH-NP 

roles. Many students who are of  ethnic minority 

origin have Associate’s degrees in Nursing and 

enter directly into this sequence without having to 

complete the Bachelor’s first. 

Master’s track (2 years of  full-time study to 

complete)This sequence of  courses is for the BSN-

prepared nurse and leads to a Master’s degree with 

preparation in both PMH-CNS and PMH-NP roles.

Post-master’s NP to PMH-CNS/NP Track  

(2 years of  full-time study to complete) This 

sequence of  courses is for the Master’s-prepared 

Nurse Practitioner (FNP/ANP/GNP/PNP) who 

is already practicing primary care diagnosis, 

management and prescriptive practice, and prepares 

her with the psychiatric specialty knowledge 

(diagnosis and management of  psychiatric disorders, 

psychotherapies and psychopharmacology) needed 

to practice as PMH-CNS/NPs. 

Post-master’s PMH-CNS to PMH-CNS/NP 

Track (1 year of  full-time study to complete) 

This sequence of  courses is for the PMH-CNS who 

is already practicing the assessment, diagnosis 

and psychotherapy roles and provides additional 

education in primary care diagnosis, management 

and prescriptive practice needed to practice as 

PMH-CNS/NPs.

presence of non-physician health professionals in north carolina

nc us 2005 2006 change

registered nurses (rns) 899 802 79,835 82,303 3.1%

licensed practical/ 
vocational nurses (lpns)

203.7 239.3 16,960 17,295 2%

nurse practitioners (nps) 26.3 42 2,440 2,641 8.2%

physician assistants (pas) 14.3 7.9 2,674 2,826 5.7%

psychologists 25.8 33.5 1,674 1,745 4.2%

social workers 179.4 158.3 -- -- --

health care professionals 
per 100,000 residents¹

total health care  
professionals2

1 The United State Health Workforce Profile, The New york Center for Workforce Studies, october 2006
2 2006 N.C. Health Professions Databook, Cecil G. Sheps Center for Health Services research
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This data show that NC is above the national average for serving 
the elderly. Minority groups do not appear to be underserved as a 
percentage of all recipients of public services. rural populations are 
underserved compared to denser population areas.

u.S.           South region           North Carolina

nc us 2005 2006 change

registered nurses (rns) 899 802 79,835 82,303 3.1%

licensed practical/ 
vocational nurses (lpns)

203.7 239.3 16,960 17,295 2%

nurse practitioners (nps) 26.3 42 2,440 2,641 8.2%

physician assistants (pas) 14.3 7.9 2,674 2,826 5.7%

psychologists 25.8 33.5 1,674 1,745 4.2%

social workers 179.4 158.3 -- -- --

A Tool for Rural and Minority Recruitment
Nurse Practitioners with psychiatric-mental 

health specialties can be particularly useful 

in areas of the state and with populations 

underserved by mental health service 

providers. The following two case studies 

illustrate how existing training programs are 

already making headway.

Latisha is a 43-year-old single mother of 

two children. She grew up and has lived in rural NC all of her life. She finished 

nursing school at the age of 20 and for 23 years has worked in a psychiatric 

setting. Initially she worked for the state hospital and recently at a health 

care center in her community. She recognized the mental health needs of her 

community and also the level of skill that many lacked in caring for those with 

psychiatric illnesses because of the shortage of mental health professionals 

in her county. Latisha attended an information session at the local college 

about the NEMHO program at UNC-CH School of Nursing. She applied and 

was accepted for the fall of 2005. Latisha is now preparing to graduate in 

December as a Psychiatric Mental Health Nurse Practitioner. She will take the 

lead role in her community with a collaborating psychiatrist in a neighboring 

county to develop a community outpatient psychiatric mental health service 

at the local hospital. She will work with other mental health professionals but 

will have the expertise to diagnose, assess, manage and evaluate individuals 

for medications and psychotherapy with severe and persistent psychiatric 

illnesses, substance abuse, depression and anxiety disorders. “I would have 

never considered going back to school but the NEMHO program gave me the 

resources, support and most importantly, assistance with the tuition which I 

would never have been able to afford" says Latisha. "It is amazing what I can 

offer to my community now that I have these skills”.

Clinton is a 35-year-old father, husband and Family Nurse Practitioner. 

He has worked in the health care system for most of his career, first after 

receiving his associate’s degree in nursing, then while working as a RN, 

went back to school to obtain his BSN and MSN (as a Nurse Practitioner). 

While working as a Family Nurse Practitioner in rural western NC, Clinton 

observed that more than 70% of his patients had psychiatric symptoms 

and mental health problems. He also recognized that he was unable to do 

proper psychiatric assessments, prescribe psychiatric medications and/or 

make treatment recommendations because he was inadequately educated 

and trained in Psychiatric-Mental Health nursing. The thought of returning 

to school again was a bit daunting, but Clinton was willing to consider it 

when he learned of an AHEC-initiated Educational Mobility Grant designed 

to extend the Psychiatric-Mental Health Nurse Practitioner Program from 

UNC-Chapel Hill to his western NC hometown. He learned that he could 

stay in his mountain community for most of his post-MSN classes and also 

for his clinical training and practice. The remainder of his course work could 

be initiated through online independent study and supervision from faculty 

at UNC-CH. “I became overwhelmed when I started seeing more and more 

patients that were not being assessed and treated for their mental health 

problems, says Clinton. "Even though integrated care had moved into the 

region, I was not able to provide the additional care that was needed by the 

patients in my county. With this additional certification, I can now complete 

the psychiatric evaluations, prescribe the appropriate psychiatric medications 

and implement psychotherapy as well as work with the social worker in our 

office. I also act as a consultant to other primary care providers to assist with 

some of the more severe mental health illnesses and problems”.




