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Wake Forest Baptist Medical Center

Stroke: ICD-10 codes I60-I69.
Rates per 100,000 population, age-adjusted to the 2000 U.S. standard population.
N.C. Data Source: N.C. Center for Health Statistics. North Carolina Vital Statistics, 
Volume 2: Leading Causes of Death, 2008. Raleigh, N.C.: N.C. Dept of Health & 
Human Services; 2009. U.S. Data Source: Compressed Mortality File, 
CDC Wonder.

Death Rate

35.5 - 43.5
43.6 – 51.8
51.9 – 60.0
60.1 – 71.5
71.6 – 98.9

N.C. overall: 54.4

U.S. (2002-06):
49.8



Wake Forest Baptist Medical Center

NC Telestroke Landscape
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= WFBH

= WF Telestroke Site

= WF WIP Site   

= WF DIP Site

Wake Forest Telestroke Network



Wake Forest Baptist Medical Center

Our Model

• Regional Model- Hub and Spoke: 

Preferential bed placement, rapid 

and facilitated transfer 

• State Model- Contracted services: 

Fee for service, provide support for 

distant health systems- Wake Med & 

Vidant/ ECU.



Wake Forest Baptist Medical Center

WFBH Telestroke Services

• Initial Network Hospital live – 12/09

• Through 2/2018 – 4664 network activations

• As of 5/2016, 20 active, stroke capable sites:
Lexington Medical Center◆ Wilkes Medical Center

Allegheny Memorial Caldwell Memorial

Carteret General ◆ Frye Regional ◆

Davie Medical Center Catawba Valley ◆

Lake Norman Regional ◆ Iredell Memorial ◆

UNC-Lenoir Memorial◆ Granville Medical Center (Wake Med TSN)

Watauga Medical Center◆ Cannon Memorial

Vidant Beaufort Vidant- Duplin◆

Vidant Edgecombe Vidant Bertie°

Vidant Chowan° Vidant Roanoke-Chowan°

◆ JC PSC JC PSC pending    °JC ASR pending



Wake Forest Baptist Medical Center

We’ve been busy!

• Up to 150 

activations/ 

month

Network 
Activation

Robot
Consult

Remained 
at NH

Transferred # tPA
administered

TOTAL 4664 2546 1573 947 1010

TOTAL %
55% 63% 37% 40%

* Jan 2010 – Feb 2018
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Wake Forest Baptist Medical Center

Response Time Goals

▪ Page to physician call back <5 minutes

▪ Page to beam-in < 15 minutes

▪ Consult length < 30 minutes

▪ Consult note signed within 2 hours

All cases with page to call back time >5 minutes and page to    

beam-in time > 20 minutes are reviewed with the provider



Wake Forest Baptist Medical Center

Network Response Times
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Metric Mean Median

2014 Page-to-beam-in 13:00 11:00

2015 Page-to-beam-in 12:18 11:00

2016 Page-to-beam-in 11:27 10:00

2017 Page-to-beam-in 11:08 10:00

2018 Page-to-beam-in 10:39 10:00

2015 Consult Length 19:30 18:33

2016 Consult Length 18:22 17:00

2017 Consult Length 16:56 16:00

2018 Consult Length 15:34 15:00



Wake Forest Baptist Medical Center

Added benefits- sites and system
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Wake Forest Baptist Medical Center

Health System Partnership
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• Telestroke 24/7

• Commitment to Stroke Care

• 24/17 IR capable

• Transfer protocols

• Dedication to Data Collection

• Education/ Quarterly Reviews

• Standardization



= WFBH

= WF Telestroke Site

= WF WIP Site   

= WF DIP Site

Eastern NC Network

Stroke: ICD-10 codes I60-I69.
Rates per 100,000 population, age-adjusted to the 2000 U.S. standard population.
N.C. Data Source: N.C. Center for Health Statistics. North Carolina Vital Statistics, 
Volume 2: Leading Causes of Death, 2008. Raleigh, N.C.: N.C. Dept of Health & 
Human Services; 2009. U.S. Data Source: Compressed Mortality File, 
CDC Wonder.

Death Rate

35.5 - 43.5
43.6 – 51.8
51.9 – 60.0
60.1 – 71.5
71.6 – 98.9

N.C. overall: 54.4

U.S. (2002-06):
49.8



Wake Forest Baptist Medical Center

Growth of ENC Network
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2016 Avg/ Month 2017 Avg/ Month 2018 Avg/ Month

Activations 20 26 32

Consultations 8 9 14

tPA
recommendation

4 5 8

tPA given 3 4 8

2016 Total 2017 Total 2018 Total *proj

VMC transfers 40 (62) 64(97) 113

Thrombectomy 10 (13) 11 (19) 27



Wake Forest Baptist Medical Center

Stroke Certification across the system

Vidant Medical Center

Beaufort

Duplin

Edgecombe

--------------------------------------

Bertie

Chowan

Roanoke-Chowan
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Wake Forest Baptist Medical Center

Stroke: ICD-10 codes I60-I69.
Rates per 100,000 population, age-adjusted to the 2000 U.S. standard population.
N.C. Data Source: N.C. Center for Health Statistics. North Carolina Vital Statistics, 
Volume 2: Leading Causes of Death, 2008. Raleigh, N.C.: N.C. Dept of Health & 
Human Services; 2009. U.S. Data Source: Compressed Mortality File, 
CDC Wonder.

Death Rate

35.5 - 43.5
43.6 – 51.8
51.9 – 60.0
60.1 – 71.5
71.6 – 98.9

N.C. overall: 54.4

U.S. (2002-06):
49.8





JLOC HHS Telehealth Bill as released 

on April 10, 2018

1. Draft of North Carolina Telemedicine Practice Act. See: 
https://www.ncleg.net/documentsites/committees/JLOCHHS/Final%
20Reports%20to%20the%20NCGA%20from%20Oversight%20Com
mittee/2018%20Joint%20Legislative%20Oversight%20Final%20Re
port.pdf

2. Uses HRSA definition of telehealth and defines imaging under store 
and forward broadly. 

3. Opens telehealth to all licensed providers

4. Outlines informed consent, HIPAA, and standard of care

5. Chooses to study (by 9/1/19) telehealth reimbursement for private 
payers and state’s policy

6. Puts DHHS in charge of broadband connectivity and ties in HIE

7. Puts DHHS and NC Institute of Medicine in charge of quality and 
performance metrics

8. Puts DHHS, JLOC and Fiscal Research in charge of recommending 
licensing, credentialing and prescribing standards for providers

https://www.ncleg.net/documentsites/committees/JLOCHHS/Final Reports to the NCGA from Oversight Committee/2018 Joint Legislative Oversight Final Report.pdf


JLOC Telehealth Bill - Definitions

Comments – No 
suggested changes



JLOC Telehealth Bill – Definitions 

continued; providers • Need to add 
eConsults and eVisits
(online evaluation 
and management) to 
definition or Store 
and Forward Imaging 
(part 9) or elsewhere 
to make sure it is 
covered

• 90-21.132 Providers -
Remove limitation 
that patient must be 
located in NC as 
there are 
circumstances where 
NC providers’ may 
not be in NC; 

• Make sure that 
providers are not 
limited in providing 
care

• NCHA will check 
other states’ laws



JLOC Telehealth Bill – Informed 

Consent • 90-21.133 Consent –
Concerned about how this 
law would impact care in 
acute setting; language 
needs to recognize that if 
consent is obtained by 
providers in another way, 
then it should also apply to 
care provided by telehealth

• NCHA will check other 
states’ laws 

• For part b, sections 1-6, 
these rules seem more 
applicable to an institution, 
not at the individual 
encounter level.  Should 
they be in regulation and 
not statute?

• Should we recommend 
CMS statute? See slide 5



JLOC Telehealth Bill – informed 

consent continued
Should we recommend CMS definition of informed 
consent?  
A-0131
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, 
Implementation: 06-07-13)

§482.13(b)(2) The patient or his or her representative 
(as allowed under State law) has the right to make 
informed decisions regarding his or her care. The 
patient's rights include being informed of his or her 
health status, being involved in care planning and 
treatment, and being able to request or refuse 
treatment. This right must not be construed as a 
mechanism to demand the provision of treatment or 
services deemed medically unnecessary or 
inappropriate.

Interpretive Guidelines §482.13(b)(2)
The right to make informed decisions means that the 
patient or patient’s representative is given the 
information needed in order to make "informed" 
decisions regarding his/her care. The CoP also includes 
language specific to an incapacitated individual (ie
stroke care).



JLOC Telehealth - PHI • No suggested 
changes



JLOC Telehealth – standard of care 
• Part 1 - There is no specific 

training for telemedicine that is 
currently provided. 
Telemedicine training is 
incorporated into other training. 
There are other technologies 
used by providers where no 
training is required in statute.

• Part 4 – From a patient safety 
standpoint, the idea makes 
sense, but should this be 
divided into two parts: acute 
care versus outpatient?

• Part 4 - There was discussion 
about whether the legislation 
would conflict with STOP Act 
and  whether NC Medical Board 
was ultimately responsible for 
proposing this standard.  



JLOC Telehealth – study of 

private reimbursement

• Problematic in that this 
approach is to study the 
issue again;

• In order to prepare for 
parity legislation in 2019 
and to provide 
information to DHHS, 
NCHA needs to know the 
following:

• What telehealth 
services are NCHA 
members getting 
reimbursed for 
from private 
payers?

• What telehealth 
services are NCHA 
members not 
getting reimbursed 
for from private 
payers?

• What are the costs 
associated with 
telehealth that are 
different from in-
person care?

• Do you collect 
outcome data on 
telehealth?



JLOC Telehealth - Connectivity
• No specific 

comments to 
change;

• NCHA is collecting 
data requested by 
this working group 
from members on 
connectivity 
through the 
Regional Policy 
Councils that will 
meet in June



JLOC Telehealth – Metrics and 

Licensing/Credentialing Study

• No specific comments 
to change;

• Telehealth Working 
Group members need 
to recommend quality 
experts from their 
system to develop our 
recommendations for 
quality and 
performance metrics

• Do we want to convene 
a subgroup to make 
recommendations for 
licensing, credentialing 
and prescribing 
standards for Section 
2(d)?


