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Inequity or Iniquity? Social Injustice
and Medical Care�

Commentaries

In their scholarly and illuminating
book, Social Injustice, Levy and Sidel dis-
cuss the medical problems associated with
“social injustice.” One author makes the
point that in the  developed world  two ap-
proaches to the delivery of health care have
evolved. One is to consider health care a
government obligation, while the other is
to make the individual responsible for his/
her own care. The underlying philosophy
of the latter is that if one works hard enough
things should take care of themselves.

Among all the developed countries,
only the United States government fails
to provide health care for its citizens, with
the result that the rich in America have
the best care in the world and the poor
reap the harvest of their own problems.

As our country continues to divide
into two increasingly disparate popula-
tions, the rich and the poor, one sees a
parallel discrepancy taking place in health
status. Our “average” health indices for
the population are fair, not good, and
when compared to average annual in-
come, are rather poor. However, if one
relates health to income for individuals
rather than as averages, the picture is not
only bleak, but getting bleaker.

Social Injustice is not an uplifting
book, but neither is it an angry book. Its
essays describes the health circumstances
of various unfortunate groups: the poor,
the displaced, the old, the uninsured, etc.
The many facets of social injustice out-
lined in these essays are well known, and
all have a powerful impact on physical
and mental health. To me they seem a call
to arms, requiring action of those in au-
thority. But they do not seem to be a con-
cern to our national leaders, other than,
“how much will it cost for this incremen-
tal benefit,” or the opposite, “how much
can we save by reducing care without
upsetting our constituencies?”

One of the most influential doctors
in international public health is Paul
Farmer, MD, a winner of a McArthur

Genius Award, an infectious disease ex-
pert, a public health advocate and the
subject of a popular book, Mountains
Beyond Mountains, by Tracy Kidder. An
important message I took home after
hearing Dr. Farmer speak at Brown this
year was that medical care, especially for
the desperately poor, cannot be taken out
of context. This is one of those obvious
concepts that, while simple, cut to the
heart of a problem. He described how
he justified his financial requests to
wealthy donors, be they individuals or cor-
porations, for food and other sustenance
items, pointing out that delivering medi-
cine didn’t make much sense if the re-
cipients starved to death. Food, clothing,
sanitation, etc. are necessary parts of
health care. He presented a bundled care
system that was not limited to paying the
salaries of medical workers and funding
clinics and medications. This is exactly the
same point that underlies Social Injustice.

 Gunnar Myrdal, the recipient of
the 1974 Nobel prize in economics, lec-
tured long ago that “people are sick be-
cause they are poor, and become poorer
because they are sick”, yet  newspapers
and other periodicals repeatedly describe,
as if a new discovery, the close associations
between illness, job loss, lack of health
insurance, homelessness and recurrent
generations of misery.

Louis Uchitelle has written about the
connection between job loss and health
in a book on the effects of lay-offs on
American workers. He notes “There’s a
lot of mental health damage. The act of
being laid off is such a blow to the self-
esteem. Lay-offs are a national phenom-
enon, a societal problem—but the laid-
off workers blame themselves.”

We must acknowledge the size of the
problem in order to state the obvious:
poor nutrition must be remedied to fight
tubereculosis; proper housing must be
found for the homeless; affordable care
must be provided for the elderly. Obses-

sive focus on short-term cost savings en-
sures that we fail to prevent, treat and
cure as we shift the burden, at markedly
increased cost to the future.

This issue of Medicine & Health/
Rhode Island, and a sequel, cover territory
similar to Social Injustice, focusing on
health care in Rhode Island, the smallest
state in the richest country in the history
of the world. This is a small collection of
papers, not a book, and is limited to health
care, not all social injustice. It is a report
on what is being done, what is not being
done, and what needs to be done.  The
articles lead us to challenge the constraints
imposed by a basic belief among those in
power: that healthcare, not a constitutional
right, is not and should not be a part of
the American social contract.

Medical care is only one part of
health care.

– JOSEPH H. FRIEDMAN, MD
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Gregori Rasputin, AIDS and Victoria’s Secret
�

St. Petersberg, Russia: The year 1904 was a troubling one
for the Romanovs, who ruled Russia.  The nation was caught
up in a losing war with a newly emergent Japan.  There was
widespread economic inequity nationwide as well as unrest in
the streets of Russia’s major cities.  And the royal family was
without a male heir.

Tsarina Alexandra, Nicholas’ wife, was about to give birth.
The Peterhof Palace was awash in anxious expectation.  The
following note appears in Tsar Nicholas’ diary for July 30,
1904: “An unforgettable great day for us, during which we
were clearly visited by the grace of God. At 1:15 during the
day Alix gave birth to a son, whom in prayer we have named
Alexei.”

The dynastic heir to the throne was apparently a healthy
newborn.  But by early September the royal joy turned to a
profound grief as it became apparent that Tsarevitch Alexis
was a victim of a hereditary bleeding disease.  Many of Europe’s
royal families – in Russia, Spain and Germany – were related
to each other, sharing a common grandmother in the recently
deceased Queen Victoria of the United Kingdom [1819-1901];
and all of these families were touched by what historians have
called the Royal Disease and physicians have named hemo-
philia.

Young Alexis matured although even negligible trauma
caused extensive bleeding, especially into the joints such as the
knee, resulting in excruciating pain, limited movement, and,
eventually, joint deformities.  By the time that Alexis was old
enough to walk his activities became a constant source of anxi-
ety for the family.  Navy personnel were assigned to amuse him
and thus curtail any form of athletics.  His ailment was kept a
secret and the general public caught only distant glimpses of
him since the family rarely left the royal palaces.

Alexis’ personal physician, Sergei Petrovich Fedorov knew
that there was no meaningful treatment for this usually fatal
disease.  In despair, Alexis’ parents resorted to prayer, amulets
and nostrums of questionable merit.

In 1907 a charismatic monk from the depths of Siberia,
Gregori Efimovitch Rasputin, visited the senior church official
who was the Tsarina’s personal confessor.  Rasputin was intro-
duced to the royal family and his magnetic charm and messi-
anic fervor so captivated them that this marginally literate monk
was given increasing authority in the affairs of Russia, includ-
ing the personal counseling of the Tsarina and her ailing son.
Rasputin believed that he, and only he, could stop the bleed-
ing episodes in young Alexis.  And, accordingly, the care of the
royal heir was placed in his hands.

Rasputin had led a life of debauchery until his conversion
in 1904 when he joined an obscure religious sect, the Khlysty,
who taught that salvation could be achieved solely through
repentance.  Rasputin declared to those who would listen:
“Only through me can you hope to be saved; and the manner
of your salvation is thus: you must be united with me in soul
and body. The virtue that goes out from me is the source of
light, the destruction of sin.”

Alexis’ bleeding episodes continued despite Rasputin’s
claim that his willpower was sufficient to make the hemorrhages
cease.  Interference in the politics of the state finally caused a
number of nobles to plan Rasputin’s assassination.  On De-
cember 15, 1916, he was poisoned with potassium cyanide
and finally shot to death.  The Romanov regime was overturned
in the 1917 revolution; and in 1918, the tsar and his family,
including 13 year-old Alexis, were shot to death.

Hemophilia is now shown to be caused by an abnormal
gene on the X chromosome.  Males have only one X-chromo-
some as part of their XY complement of genes while females
have two X-chromosomes.  If a male inherits the abnormal
hemophilia gene, he will be a victim of this blood-clotting dis-
ease.  If a female inherits the abnormal gene, she will not de-
velop the disease [since she has another X chromosome to ini-
tiate the necessary blood-clotting mechanisms], but she will
become a carrier of the disorder, imparting it to her male off-
spring; and, to making her female offspring carriers.  Geneti-
cists trace the trait that produced hemophilia in a number of
European royal families to Queen Victoria.  One son, Leopold,
was gravely ill with hemophilia and died in early childhood.
Two daughters, Beatrice and Alice, while healthy. were carri-
ers of hemophilia; and they introduced the abnormal gene into
the royal families of Germany and Spain.  One of Alice’s daugh-
ters Alexandra, Victoria’s granddaughter,  married Nicholas
II; their son was the hemophiliac, Alexis.

Blood clotting [coagulation] is achieved through a com-
plex cascade of biochemical and cellular elements. One of these
chemical substances, factor VIII, is deficient in hemophiliacs,
resulting in uncontrolled bleeding following negligible injury.
Transfusion with normal blood, which carries factor VIII, may
stop the bleeding temporarily.  Scientists can extract factor VIII
from large pools of human plasma, and the administration of
concentrated factor VIII has become a life-saving intervention
for hemophiliacs – but at a heavy price.  Many hemophiliacs
in the 1980s succumbed to AIDS or hepatitis because the HIV
and hepatitis viruses had unknowingly contaminated the plasma
pools used for the extraction of factor VIII.  Since then factor
VIII has been synthesized, thus obviating the hazard of con-
tamination.

How long has hemophilia been known? Some two mil-
lennia ago, the Talmud tacitly recognized the hereditary na-
ture of the ailment when it stated that circumcision of the new-
born male was to be avoided if prior male siblings [or maternal
cousins] had bled excessively as newborns.

And so this rare disease, affecting about one male child
per 10,000 births, has wended its way through history, affect-
ing the sons of both peasants and kings.  The nature of the
genetically determined deficit has been discovered in the last
century and a safe, efficient additive now halts its hemorrhagic
ravages.  Uncontrolled hemophilia, along with Rasputin and
the royal houses of Europe, is now confined to history books.

– STANLEY M. ARONSON, MD
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Learning From Poor Outcomes in Today’s Health Care
L. McTyeire Johnston, MD

“The past decade has wit-
nessed major advances in
health promotion and mainte-
nance… In glaring contrast,
increasing poverty and increas-
ing costs of medical services have
created an ever-growing popu-
lation of underserved pa-
tients… Tragically, the major
failure of the health system is
untreated patients, not
untreatable diseases.”

– March 1993

Little has changed since the quote ap-
peared in this journal in 1993. Some
Rhode Islanders receive care that is, by all
measures of access, quality, and patient sat-
isfaction, superb. Others don’t. The reasons
for those failures are complex, the roots var-
ied, and the solutions debated, but one
thing is clear—gaps in care are growing.

What has changed is our under-
standing that successful care can be mea-
sured; those measurements are not en-
couraging.  While we can measure the
process of care (e.g., use of tracking tools
for diabetes), we do not meet outcome
goals (e.g., glycohemoglobin targets). We
have evidence-based guidelines that work
– many patients do not receive them. We
understand system characteristics (e.g.,
from medical information management
to appointment access) that, if imple-
mented, improve our outcomes, but aside
from billing operations our offices look
just like they did a decade ago. All the
guidelines, all the measurements, all the
goals are for naught if we fail to deliver
improved outcomes to our patients.

Successful outcomes for patients in-
clude access, quality, and patient satisfac-
tion – how are we doing today? How can
we do better tomorrow?

ACCESS: HEALTH CARE FOR SOME
Although by no means sufficient,

health insurance is necessary for access
to comprehensive care. This is very old
news, yet:

• Only 65% of Americans are in-
sured throughout the year. 1

• In Rhode Island, 13.8% of adults
are uninsured. 2

• Over 40% of uninsured Rhode Is-
land adults report being unable to
see a doctor due to cost. 2

• The working class is suffering the
most rapid descent into the ranks
of the uninsured. 3

• In 2004, Rhode Island’s hospitals
provided 37% more (net, $21.5
million) in charity care than in the
previous year. 4

• Uninsured adults with chronic con-
ditions are seven times more likely
than insured counterparts to lack
a usual source of health care. 5

Avoiding the discussion of what sys-
tem is necessary to deliver access to care,
national policy leaders remain stuck on
cost-shifting strategies, strategies that are
problematic to providers and patients,
protective of payers, and promote growth
of the ranks of the un- and under-in-
sured. For some reason, we accept that
our society’s need for comprehensive and
quality health services will be delivered
by the “market,” thinking that such a
Darwinian approach will deliver the per-
fect system and forgetting that only the
economically fittest survive.

Of most concern: all our energy
talking about costs diverts us from the sine
quo non in healthcare: there is no health
care without access.

QUALITY: FALLING SHORT OF GOALS
The list of poor outcomes is long:

• Less than 60% of people, from 12
communities over 2 years, received
recommended treatments. 6

• Self-reported fair or poor health is
twice as likely in uninsured com-
pared with insured Rhode Island-
ers. 2

• Local HEDIS results and national
benchmarks document that less
than 60% of adolescents receive
preventive services.

• Almost half of uninsured adults
with chronic conditions forego

�
needed medical care or medica-
tions. 5

• Patients too often turn to emergency
rooms for non-emergency care, and
in those settings receive care that is
technically thorough, yet incom-
plete (the physician examines vital
signs, but doesn’t ask where—or
whether—the patient works).

• Even higher income (>/+ $75,000/
household) uninsured adults fall
short of meeting cancer screening
goals. 7

The reasons for these disturbing per-
formances are complex. Some failures are
rooted in lack of understanding and ac-
ceptance of evidence-based guidelines.
Others are rooted in inability to change
practice patterns. Apathy is an barrier,
driving lack of interest in change of prac-
tice patterns. One thing is certain: most
energy for change is consumed by busi-
ness, not service, demands.

SATISFACTION: WHO’S THE REAL
CUSTOMER?

Forward-thinking insurers are talk-
ing about “consumer-driven care.” While
some use the rhetoric to mask cost-shift-
ing strategies, others truly embrace the
concept of an informed patient making
informed choices. We have learned that:

• Rigid appointment systems may
present barriers, not opportunities,
to care.

• There is untapped potential in im-
proved provider-patient communi-
cations afforded by new technologies.

• Survey instruments can quantify
patient satisfaction with clinician
communication, office staff perfor-
mance, and perceived quality of
health care. These instruments are
rarely a routine component of of-
fice operations.

Meantime, our practice structures
have evolved to envision patient service
in brief, episodic, one-on-on encounters
between provider and patient. We live
within rigid appointment systems where
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low DNKA rates, not patient needs and
expectations, are the goal. We successfully
address our own lifestyle needs with
larger groups, scripted office hours, and
hospitalist services.

When we or our family are forced
to become patients ourselves, we confront
the barriers inherent in today’s system of
service. Perhaps we should be patients
more often.

LEARNING FROM TODAY’S GAPS
If good outcomes reflect good care,

we must accept that poor outcomes re-
flect poor care. All the well-referenced
guidelines and processes are only rheto-
ric if patients do not benefit. We have a
health care system that falls far short of
potential, a system of bimodal opportu-
nities and outcomes. At best, our system
tolerates poor outcomes; at worst, our
system produces them. And we as pro-
viders increasingly view ourselves as pow-
erless, along for the ride.

This and a subsequent issue of Medi-
cine & Health/Rhode Island will attempt
to bring focus, and to stimulate vision:
how can the system move to better care?

• This month’s issue will spotlight
gaps institutionalized in our system:
the impact of lack of health insur-
ance, the huge complexities faced
by safety net providers striving to
bring quality care to disenfran-
chised Rhode Islanders, and the
basic failure of our system’s design
and delivery to communicate with
and serve the ever-changing demo-
graphics of Rhode Islanders.

• A subsequent issue will address
learning, moving from gaps to im-
provements: when Rite Care
started, what problems did it tar-
get for change? How can we ad-
dress the depth and breadth of ser-
vices needed to manage chronic ill-
ness? How can health care delivery
go deeper than acute, chronic, and
preventive care to address dental,
social, and survival needs of Rhode
Islanders? And finally, how can we
as a profession and as a State, move
towards better outcomes, and bet-
ter care?

We have dedicated professionals, we
have deep technology and resources, yet
our patients face service gaps and poor
outcomes. Too many patients lack access,
quality treatment, providers they trust. As
a profession, we do care. But perhaps our
approach needs an attitude adjustment,
in order that we push system leaders to
focus on patients first. Hopefully, these
two issues of Medicine & Health/Rhode
Island will trigger improvements.
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Health Outcomes and Health Insurance:
A Review of Recent Evidence

Patricia Nolan, MD, MPH

The high cost of health insurance
dominates policy discussions. Only after
that issue is resolved does the discussion
turn to health outcomes. Can we use the
evidence to focus on health outcomes
rather than segmenting our policy debate
by addressing costs and payments? Does
lack of health insurance lead to poor
health? If so, how can we assure that re-
forming health insurance will lead to bet-
ter health outcomes? Assuring the health
of all should be a very important public
policy question for the United States and
for Rhode Island.  Solutions should drive
decision-making about improving health
outcomes through public and private in-
vestments in health care and health insur-
ance. If we know that lack of health insur-
ance leads to poor health, our policies and
investments should be based on that
knowledge.

Wise policy decisions are based on
the best available answers to these ques-
tions. Each time the state or the nation
makes budget decisions about health in-
surance coverage for the vulnerable, we
should be explicitly examining the impact
on the health status of those affected. The
same is true when we look at tax policies
for businesses and individuals providing
health insurance and at specific coverage
mandates in the state’s insurance laws.

What is the evidence? In the past de-
cade a substantial body of evidence has
been assembled to answer these ques-
tions. This paper reviews evidence about
the relationships among health insurance
coverage, access to medical care services,
and health outcomes.

METHODS
The literature was searched through

PubMed, using as criteria health insur-
ance and health outcomes, and was lim-
ited to work published in 2000 or later,
in English, with abstracts. Particular at-
tention was given to review articles con-
cerning health and health insurance in
the United States, but non-reviews were
included if the abstract indicated that
they addressed disparities in health out-
comes or access to medical care services.

In addition, the Institute of
Medicine’s Committee on the Conse-
quences of Uninsurance has issued a se-
ries of reports on health insurance in the
United States. The second report in the
series, Care without Coverage: Too Little,
Too Late,1 addresses the relationship of
health insurance coverage to health out-
comes, and its findings are included in
the evidence presented here.

Information from the Rhode Island
Department of Health web site was used
for Rhode Island data. These data come
from surveys conducted by the depart-
ment, particularly the Behavior Risk Fac-
tor Surveillance System (BRFSS) and the
1999 Survey of Employers on Health In-
surance Coverage.

RESULTS
The Rhode Island Experience
with Health Insurance Coverage

The Rhode Island Department of
Health’s 1999 Survey of Employers on
Health Insurance Coverage2 found that
79% of employers with 3 or more employ-
ees offered group health insurance. Of
those employers, 98% paid some or all of
the premium. Of the employers offering
health insurance, 88 % offered family cov-
erage options. In companies offering in-
surance, 77% of employees were eligible
for coverage. Part-time employees were
much less likely to be eligible (32%) than
were full-time employees (92%). This
study has not been repeated.

Data on the health insurance cover-
age of adults in Rhode Island are collected
through the BRFSS, providing a consis-
tent database for identifying trends. In
2004,310% of adults aged 18 through
64 reported being uninsured for all or
part of the year, compared with 11% in
1999. Males were more likely to be un-
insured (13% in 2004) than females (7%
in 2004). Sources included private, em-
ployer-based and public insurance pro-
grams, including Medicaid and Medi-
care. (Note that those over 65 years of
age are likely to be insured through
Medicare and are not included in the
survey data.)

In an analysis of insurance coverage
of Rhode Island adults aged 18 to 65
based on the 2001 RI Health Interview
Survey and the 2003 US Census Bureau
Current Population Survey, the RI De-
partment of Human Services estimated 3

that coverage was declining. In the 2001
Health Interview Survey, 9.4% of adults
reported lacking health insurance; in the
2003 Current Population Survey, 14.1%
reported lacking it.

Using BRFSS data (2004), the RI
Health Department and the RI Depart-
ment of Human Services found that unin-
sured adults reported poorer general health
status and lower use of screening for breast
cancer, cervical cancer, colon cancer, and
prostate cancer than insured adults.

Health Insurance and Health
Status

Jack Hadley’s literature review5 ex-
amined:

1. The relationship between health
insurance status and the outcomes
of specific diseases or conditions,

2.The relationship between medical
care use and mortality, and

3.The relationship between health in-
surance status and general mortal-
ity, morbidity and/or health status.

I have used his framework to sum-
marize the findings from the evidence set
in this paper. Hadley’s standard for con-
clusions on these relationships is the weight
of the evidence. He assessed the quality of
execution, the methods used (controlled
trials, natural experiments, time series, etc.),
the magnitude of effects, and the consis-
tency of the direction of effects. He in-
cluded a table displaying the features and
findings of the reviewed articles.

Health Insurance Status and
Outcomes of Specific Diseases
and Conditions

The weight of the evidence relating
health insurance status and disease out-
comes is strong and consistent. For spe-
cific conditions, particularly hyperten-

�
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sion and heart attacks, cancer, trauma,
ruptured appendix, diabetes, and preg-
nancy, being uninsured or becoming
uninsured results in worse outcomes. 5

These findings are consistent and of sig-
nificant magnitude, even though being
uninsured is measured at one point in
time and disease outcomes are measured
over several years. (Table 1)

The Institute of Medicine Commit-
tee on the Consequences of Uninsurance
(2002) reached similar conclusions from
its literature review and the shared expe-
riences of its members. They found that
adults in late middle age (45 to 64 years
of age) and adults with low incomes are
susceptible to deteriorating health if they
lack or lose health insurance. Short-term,
there is evidence of worsening of high
blood pressure and of the ability to walk
or climb stairs. Longer term, those with
heart attacks, cancer, trauma, and HIV
infection had a 25% higher risk of dying
if they lacked health insurance.

Access to prevention and early de-
tection services is compromised by not
having health insurance. Bigby and
Holmes6 noted that women increase their
use of mammography when they become
eligible for Medicare. Women without
insurance and women on Medicaid have
more advanced disease at first diagnosis
of breast cancer and have a lower sur-
vival rate than women with private in-
surance. (For a low-income woman not
otherwise eligible for Medicaid, a diag-
nosis of breast cancer will make her eli-
gible.)

Hwang et al 7 found that people with
multiple chronic health conditions had
higher out-of-pocket costs, whether or
not insured. They were vulnerable to los-
ing access to medical care and preven-
tive care if out-of-pocket costs increased.

Mayberry et al8 found greater racial
and ethnic disparities among the unin-
sured and Medicaid populations com-
pared to privately insured groups. Among
persons of color with diabetics and HIV,
studies showed decreased access to
needed care to be associated with lack of
health insurance.

Medical Care Use and Mortality
The evidence assembled by Hadley

addressing the relationship between
medical use and mortality is from older
literature. In spite of differences in the
studies, all but one, a cross-sectional study
of cancer mortality rates in 1970, found
that medical care use reduced mortality
rates. Taken as a whole, although the
magnitudes of effect vary among popu-
lation subgroups and among mortality
measures, the effect magnitudes fall in the

range of a 1% to 2% decrease in mortal-
ity associated with a 10% increase in per
capita medical care use.

An ample literature addresses the ef-
fect of health insurance status on access
to medical services. Greenwald et
al.9conducted a telephone survey of em-
ployed adult Latinos in California.:75%
of employer-insured persons and 72% of
Medi-Cal recipients had a definite place
of care, while only 45% of uninsured
persons did. Compared to 12% of the
employer-insured and 39% of the Medi-
Cal enrollees with a definite place of care,
51% of the uninsured had a public or
community clinic as their definite place
of care. Emergency departments were the
definite place for care for 3.5% of the
uninsured, 2.4% of Medi-Cal enrollees,
and 1.8% of the privately insured Latinos.
Critically important is the finding that
31% of the uninsured Latino respon-
dents reported they could not get needed
care because of costs, while 6% of em-
ployer-insured and 18% of Medi-Cal
enrollees could not afford needed care.

Starfield and Shi10 examined the ac-
cess of children and their families to a con-
sistent source of first-contact care provid-
ing person-focused care over time and co-
ordination of additional care when needed
(a medical home). They found that health
care insurance in the US increases the like-
lihood of having a medical home but does
not guarantee access to this important
source of medical care for children.

Health Insurance Status and
General Mortality, Morbidity
and/or Health Status

The literature on the relationship
between health insurance status and gen-
eral mortality is less robust. Studies con-
sistently point to increased age-specific
mortality among the uninsured. 10

Mayberry et al.8 also found that access to
private insurance is a major predictor of
successful pregnancy outcomes.

Taking into account the more robust
evidence that access to medical care im-
proves all-cause mortality outcomes and
the strong evidence that having health in-
surance improves access to medical ser-
vices, we can strengthen our confidence
in the more limited evidence that not hav-
ing health insurance leads to increased age-
specific mortality. Furthermore, there is a
substantial degree of qualitative consistency

……………having no health
insurance reduces
access to medical
care and increases

the risk of poor
health outcomes.
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across studies showing lack of health in-
surance has a detrimental effect on gen-
eral mortality and on the outcomes of nu-
merous diseases and health conditions.

 DISCUSSION
The policy debate about health care

in the United States centers on insurance,
focusing on costs and how to pay them
rather than on health outcomes and how
to achieve them. The high cost of health
insurance is seen as a major impediment
to insuring everyone, and, as this review
of the literature shows, having no health
insurance reduces access to medical care
and increases the risk of poor health out-
comes. In centering the debate on the
cost of health insurance, rather than on
the cost-benefits of health care, there is a
risk of excessively segmenting the debate.

In the American Journal of Bioeth-
ics, 11 Richard Lamm notes,

Government must look at
the big picture, and weigh and
decide access and benefits to-
gether, and then integrate
health care with all those other
necessary governmental func-
tions… But by segmenting the
governmental obligations…
[we repeat] the error that has
kept the pressure in the United
States off of government to
achieve universal coverage.

Clearly costs are important in our
policy debate. Anderson12 compared the
per capita spending of industrialized na-
tions in 2002 in “purchasing power par-

ity dollars” and as a percent of gross do-
mestic product. Expressed as purchasing
power parity dollars, the US spent $5267
per capita on health care, while Switzer-
land spent $3446, Canada $2931, Aus-
tralia $2504, and the median for the in-
dustrialized nations was $2193. (Table 2)
Americans pay through a complex system
in which evidence shows that lacking
health insurance is a significant contribu-
tor to poor health outcomes. In advocat-
ing for health policy, we should be ex-
amining the impact on health outcomes
that result from payment system policies.

Physicians encounter the issues of
health insurance coverage in a variety of
ways, ranging from the highly personal—
“Will I be paid a reasonable fee for this
service?”—to the highly professional –
”How can I assure that this patient re-
ceives needed medical care?” Thus phy-
sicians cannot be disinterested in the out-
come of the policy debate. Professional
ethics require physicians to be fully aware
of their complex interests. Solutions that
benefit physicians may penalize patients.
There are intense and competing pres-
sures for limited resources, so that it is
possible to fill a practice with “paying

patients” and crowd out those with no
insurance or other payment sources. As
Moran13 points out in his “revisionist his-
tory” of our health care dilemma, health
care insurance has created demand for
health care, priced at close to zero at the
point of care, [that] is virtually unlim-
ited.... In such a marketplace, lack of in-
surance is clearly a catastrophic problem,
since many products and service that are
available…bear prices that are very high
relative to the income of a typical citizen.

The public view, that medical re-
sources are infinite, compounds the
physician’s dilemma: 51% of the general
public “refused to set any monetary
limit…on what should be spent in an at-
tempt to save a life.”14 In this environ-
ment, where prices are high, options are
many, and resources for many patients
are insufficient, physicians must “triage”
patients. The medical profession “recog-
nizes only urgency, need, efficacy and
equality as appropriate principles for …
‘clinical justice’.”15 Serving patients in a
system focused on insurance costs, mak-
ing medical decisions and selecting pa-
tients based on coverage and benefit poli-
cies, runs counter to professional ethics,
and distracts from professional focus on
the benefit of coverage to patient out-
comes.

CONCLUSIONS
Review of the evidence on the rela-

tionship between insurance coverage and
health outcomes demonstrates the follow-
ing:

• Lack of health insurance drives
poor health outcomes

• Health outcomes of the uninsured
are substandard compared with
outcomes of insured populations.

• In the current environment, we di-
rect our efforts to work on insur-
ance costs, and health needs run a
poor second.

• The results are poor care and poor
health for the uninsured.

Society expects physicians to exercise
professional judgment in providing care
even though they have conflicts of inter-
est between personal and professional
roles. The weight of the evidence is that
having health insurance in the United
States is associated with better access to

…selecting patients
based on coverage

and benefit policies,
runs counter to

professional
ethics…
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medical care. Lack of health insurance
and loss of coverage are associated with
poor health outcomes and higher rates
of mortality and sickness. Public policies
that promote access to coverage to
achieve equitable health outcomes are
supported by the weight of the literature-
based evidence.
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Homelessness and Health
Ivan S. Wolfson, MD�

Much has been written on the impact
of homelessness on health status, especially
the increased prevalence of chronic medi-
cal illness.1 Our experience in Rhode Is-
land reflects the national trends. Our pa-
tients face two groups of barriers: those that
are universal, and those that are homeless-
specific. The universal barriers confront any
uninsured patient, but homelessness ren-
ders them more formidable. The homeless-
specific barriers relate to problems of men-
tal health, substance use disorders and
homelessness itself.

WHO ARE THE HOMELESS IN
RHODE ISLAND?

In 2003-2004, over 6000 Rhode Is-
landers stayed at shelters. Of these, 25%
were under the age of 13. Lack of income,
housing costs, and domestic violence
were the three main reasons people gave
for seeking emergency shelter.2

The homeless are mostly uninsured.
In a 2005 survey of 52 consecutive
homeless patients at Crossroads, we
found that 71% were uninsured. Of the
29% with insurance, over 85% were on
General Public Assistance (GPA) Medi-
cal. This state-funded program offers lim-
ited benefits, compared to private insur-
ance or Medicaid.

The homeless disproportionately suf-
fer from mental illness and substance use
disorders. In our survey, 81% of patients
had a major mental illness and 69% had
a substance-use disorder. Over 50% had
co-occurring major mental illness and a
substance-use disorder.

PROVIDING SERVICES FOR
HOMELESS INDIVIDUALS

The universal needs of homeless in-
dividuals are fairly straightforward: access-
ing primary care, obtaining medication,
labs and diagnostic testing, and referral.

Accessing Primary Care
At our clinic in downtown Providence,

one primary care doctor sees patients only
three half days per week (due to our lim-
ited grant funding). A volunteer nurse
practitioner runs a women’s clinic one half
day per week.  Three volunteer psychiatrists

each contribute two sessions per month. A
second nurse practitioner, newly hired. di-
vides her 24 hours between triage, medi-
cation refills and primary care. This adds
the equivalent of approximately 2 more half
days per week. Because of our limited fund-
ing and limited ability to bill for our ser-
vices, there is a huge unmet need for care
that we cannot begin to fulfill. This trans-
lates into long waits for new appointments,
and over-booked follow-up appointments.
Overbooking leads to crowded waiting
rooms; due to the high prevalence of psy-
chiatric disorders, many of our patients find
the long waits and overcrowding intoler-
able.

Labs/diagnostic tests
Over the ten years of our Health

Care for the Homeless grant, we have
arranged with a number of local insti-
tutions to provide free laboratory and
diagnostic testing for our patients.
Without this service (as well as our abil-
ity to provide medications), we would
not have a primary care clinic. Imagine
not being able to check a creatinine,
A1c or lipids on a diabetic patient or a
anticonvulsant level on a patient with a
seizure disorder.

The barrier for our patients lies in
the intake regimen for the free tests.
Crossroads patients who need a diagnos-
tic test, except blood tests, must apply for
free care at the institution giving the ser-
vice. That means meeting with a social
worker, filling out forms and providing
documents, not all of which are readily
available. Most, but not all, patients get
approved, but the process is a barrier.

Medications
For uninsured patients we use a com-

bination of sample medications and in-
digent patient program medications.

This medication system still imposes
barriers for our patients:

1.Most of our patients receive indi-
gent patient program medications
through pharmaceutical compa-
nies. While on-line applications
have streamlined the process, we
still employ a staff person (at 20

hours a week) to complete the pa-
perwork and tracking.

2.Because we do not have a pharma-
cist, I, or another licensed provider,
must check every bottle of medica-
tion before it is dispensed. All medi-
cations must be logged in as well as
out. We must label each bottle and
track lot numbers and expiration
dates. Again, this is time-consuming.

3.Due to our patients’ precarious so-
cial situations, we give only enough
medication until the next appoint-
ment. And we make that next ap-
pointment sooner than one might
in another setting. Medications get
lost or stolen. Our usual follow-up
time is four to eight weeks. The
upshot is that our follow-up slots
are filled quickly and we end up
overbooking. In addition, any
missed appointments (a frequent
occurrence) result in patients either
running out of medication or hav-
ing to come in for a refill. If an ap-
pointment is not available, which
is often the case, the patient must
go though a triage process to re-
ceive his/her medication.

4.We often make prescribing decisions
based on availability; e.g, we might
switch ace-inhibitors every few
months. We may be out of ramipril,
which was working fine, but now
have only quinapril.  Or the dose is
10 mg, and we have only 2.5 mg tab-
lets. Now we must dispense 240 tab-
lets for two months. This gets to be
burdensome for a patient on six dif-
ferent medications. Worse yet, if an
antibiotic is not available, we may
have to write a prescription, which
the patient can take to one of the so-
cial service agencies that provides pre-
scription assistance.

Referrals
At Crossroads, we rely mainly on the

Lifespan system for referrals. The clinic
system there is overwhelmed with refer-
rals. Under a two-tiered system, unin-
sured and under-insured patients are
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treated in the clinic system, while those
with private insurance see the same doc-
tor, but in a private office. For the home-
less. this system leads to longer waits,
crowded offices, rushed appointments,
and more difficult telephone communi-
cation than in the private office.

Communication between specialty
clinics and Crossroads is problematic. We
cannot dictate a referral note (which in
private practice might bring a formal
consult note in return). We use the sys-
tem of faxed, paper referrals set up for
the community health centers, leading to
inconsistent follow-up.

Rhode Island Hospital provides a
great deal of high quality free service. Like
any large hospital system, however, it can
be difficult to negotiate for even the sav-
viest patients. For the homeless, with their
myriad mental health issues and feelings
of being marginalized, this adds another
barrier.

BEHAVIORAL HEALTH NEEDS AND
LACK OF TREATMENT RESOURCES

The homeless disproportionately suf-
fer from mental illness and/or substance use
disorders. Traditionally, the mental health
care system and the substance abuse treat-
ment system have not only been separate,
but at odds about philosophies of treatment,
priorities and the use of medication. While
this dichotomy is changing, the legacy of
old divisions permeates both systems.

ACCESS TO COMMUNITY MENTAL
HEALTH SERVICES

The community mental health cen-
ter system was created to take care of pa-
tients who might have been institution-
alized in a different era, and those who
cannot function in the community with-
out significant support. Very few Cross-
roads’ patients meet either criterion.

One burdensome issue is that of “en-
gagement.” If one is to receive services at
a mental health center, one must engage,
that is, keep appointments. Patients are
generally discharged after a certain num-
ber of missed appointments, usually
three. We all understand the financial
challenges created by “no-shows.” We also
understand the critical role motivation
plays in making and maintaining change.

For homeless persons, however, there
are two problems related to “engagement”
criteria. First, complex appointment-count-

ing can lead to errors: more than a few pa-
tients have told me that a rescheduled ap-
pointment went into their record as a “no-
show” and was counted against them as
reason for discharge. Second, this system
leaves little room for flexibility. This “engage-
ment” rule should not to be applied to these
patients, for whom the ability to keep ap-
pointments is one of those functions that
they cannot manage without support. Ironi-
cally, this is where many of our homeless
patients really do meet the mental health
center criteria; and being discharged from
mental health services due to lack of fol-
low-through perpetuates problems.

Homelessness and behavioral health
needs provoke an endless cycle: the inabil-
ity to maintain housing is not only an eco-
nomic issue but also reflects a deeper lack
of “adult living skills;” i.e., the ability to pay
bills on time, keep appointments, fill out
bureaucratic forms. Similar to a patient
with mild dementia who can function ad-
equately while in familiar settings and rou-
tines, any disruption, such as the loss of a
spouse or being hospitalized, brings rapid
deterioration. While many of our patients
get by when they have housing and a more
structured environment, when they are
thrown into the chaos of homelessness, they
often lose any previous ability to multi-task.

COMPLEXITY OF BEHAVIORAL
HEALTH PROBLEMS

Our patients suffer from major de-
pression, post-traumatic stress disorder,
panic disorder, generalized anxiety disor-
der, to name a few. Some have personality
disorders. Many have psychotic symptoms.
They are victims of domestic violence and
sexual assault. They have been emotion-
ally, physically and sexually abused (the
percentage of women we see who have
been sexually abused leaves one speech-
less). They have substance use disorders.

Is it any wonder that they miss appoint-
ments, forget to take their medication, or
fail to bring forms to the welfare office?

I remember being surprised when a
patient told me that in the past month he
had not applied for GPA (as we discussed),
had not gone for fasting blood work, and
did not let anyone know he had lost his
medication. Instead, he had looked at two
apartments. He told me, “I can only focus
on one thing at a time.” I did not see why
all of these things could not have been
done in a month. I came to realize that I
need to assess my patient’s priorities (hous-
ing, in this case) and not impose my own
(medication compliance). The real lesson
of that discussion was this: many homeless
patients can do only one thing at a time.

The ability to track literally dozens of
short, medium and long-term goals in our
brains, constantly rearranging and re-pri-
oritizing and acting accordingly, is some-
thing we take for granted. We learn these
life-skills from our family, from school (to
graduate high school requires a good bit
of these skills), from holding a job and
being in stable relationships. Our patients
often lack these skills. Treatment often
needs to proceed at a slower pace.

Our patients suffer disproportionately
from substance use disorders. The difficulty
accessing treatment, lack of adequate treat-
ment, stigmatization of substance abusers
by the public, marginalization by the medi-
cal community, and allocation of resources
towards detoxification rather than treat-
ment, are among the many, well-docu-
mented barriers our patients face. We are
diligent about assessment of substance use.
We address with patients the impact of sub-
stance use disorders on their health and
their ability to obtain and maintain hous-
ing as well as the need for treatment con-
current with any other medical or behav-
ioral health treatment they are receiving.
We believe that a respectful, non-judgmen-
tal attitude towards substance use is the
most effective.

Beyond being a primary care clinic
treating the usual host of chronic condi-
tions, inadequate community care renders
us a de facto clinic for the treatment of men-
tal health and substance use disorders. We
would prefer that our patients receive be-
havioral health, substance abuse and co-
occurring disorders treatment in a special-
ized center, with individual and group
counseling and psychiatric services. But

Our patients suffer
from major

depression, post-
traumatic stress
disorder, panic

disorder, generalized
anxiety disorder.
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these services are available in limited quan-
tities. We offer counseling, as we are able.
We prescribe psychiatric medications
when indicated. And we try to link patients
with other sources of treatment and sup-
port either with appropriate providers and/
or community groups such as AA or NA.

HOMELESSNESS AS A RISK FACTOR
The last major barrier is the most ob-

vious. Simply put, “homelessness creates
health problems: it also simultaneously
makes health care difficult to obtain,”3

The correlations between housing status
and health are so strong and so clear, that
adequate housing must be seen as a pub-
lic health issue. Some health problems
lead to homelessness, homeless leads to
certain health problems and worse yet,
homelessness complicates treatment of
many illnesses.4 Unfortunately, mental ill-
ness and substance use disorders suffer in
all three of these scenarios. Also, those
with mental illness or substance use dis-
orders are more likely to have chronic
medical conditions.1

Consider this illustrative case.
A homeless diabetic patient must: a)

find refrigeration for insulin; b) adhere to
a controlled, regular diet while eating at
soup kitchens and shelters; c) cope with
hypoglycemia without ready access to
food, d) carry syringes while living on the
street. One patient chose not to check his
blood sugars or take insulin because he felt
that if people knew he was diabetic he
would be assaulted for his syringes. When
he left the shelter to stay with friends peri-
odically, his glucose control improved.

Medication compliance is another
challenge for the homeless patient. Once-
daily dosing is obviously best, but patients
do fairly well with morning and bedtime
dosing. Anything beyond that becomes
problematic. The reasons go beyond mere
forgetfulness, although this affects those
with mental health and substance use dis-
orders more than it might otherwise. Pa-
tients do not like to carry full bottles of
multiple medications. Some patients choose
to have their medications locked up the
shelter for safekeeping. This can lead to
missing doses if patients are not there at the
right time. Incarceration, even overnight,
can disrupt medication management.
Medications in possession of a patient upon
arrival are often not returned.  This in part
due to the fact that medication would be

held at the prison in Cranston and patients
may be released directly from court in Provi-
dence. They would then have to go back to
Cranston to retrieve their medication.

The lack of respite care is another
barrier. Most shelters close in the morn-
ing, evicting patients for the day. Any-
one needing to keep a foot elevated, or
to recover from gastroenteritis or influ-
enza, will be hard pressed to find a place
to lie down for the day. Interferon treat-
ment for Hepatitis C, also with greater
prevalence in this population, is difficult
to sustain without a stable living situation,
and is therefore often not offered.

WHERE DO WE GO FROM HERE?
The obvious answer is that we need

universal health coverage. But even with
medical coverage, the homeless would
still face barriers described. Greater avail-
ability of mental health and substance
abuse treatment is needed. But this treat-
ment also needs to have the flexibility to
meet the needs of those who do not fit
into traditional treatment models.

The experience of many working
with the homeless had been that getting
these patients housed was often not a sus-
tainable solution. Patients who were medi-
cally compromised, psychologically un-
stable or abusing drugs or alcohol, would
be unable to maintain employment,
quickly fall behind on rent and soon find
themselves homeless again. Many felt that
patients had to get “tuned-up” for hous-
ing: patients had to be stabilized before
they should be offered housing. But sta-
bilization while homeless is extremely dif-
ficult. The debate has moved forward to
the “Housing First” movement. Put sim-
ply, becoming housed removes many of
the barriers to adequate medical and men-
tal health/substance abuse treatment.
With improvement in these critical areas,
many will be able to maintain housing and
some will return to work. Programs must
be supportive. By combining housing
with health and social service supports, it
has been possible to reduce costly ER and

hospital usage, improve health outcomes
and maintain housing.1 This “supportive
housing” approach was discussed recently
in Million–Dollar Murray by Malcolm
Gladwell in The New Yorker.5

Any positive impact we have made at
Crossroads has been due to partnerships
with city, state and federal government,
with community organizations, with medi-
cal, mental health and substance abuse
treatment centers, with local schools of
pharmacy, nursing, and medicine as well
as with many others. If any of the “solu-
tions” I have suggested (universal health
coverage, greater mental health and sub-
stance abuse treatment and expansion of
supportive housing programs) are to oc-
cur at the levels needed, it will only be with
more of these types of collaborations.
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The Rhode Island Free Clinic:
Access to Health Care for the Uninsured

Lisa Smolski, MPA

Millions of our citizens do not now
have a full measure of opportunity to
achieve and to enjoy good health. Mil-
lions do not now have protection or
security against the economic effects of
sickness. And the time has now arrived
for action to help them attain that op-
portunity and to help them get that
protection.1

President Harry Truman’s words are
as relevant today as they were in 1948.
Despite Medicare and Medicaid, which
extended health insurance to the elderly,
the disabled, and eligible people with low
incomes, the United States has yet to
achieve universal coverage.

Fewer and fewer people have health
insurance. While health care spending in
the United States has risen by 40% since
2000, health insurance premiums have
grown by more than 60%.3 At the same
time, the consumer price index (CPI )
has risen 9.7%. The numbers of workers
who received medical insurance through
their employer has dropped from nearly
70% in the late 1970s to approximately
50% today.

Rhode Island’s rate of uninsured rose
from 6 to 11% during the period 2000
to 2004,5 despite the state’s nationally rec-
ognized Rite Care program. Our state ex-
perienced the nation’s twelfth highest in-
crease (4.5%) in percentage of uninsured
non-elderly adults.6 There were 113,920
uninsured Rhode Islanders in 2004.7 Fif-
teen percent of Rhode Island’s adult non-
elderly citizens have no medical coverage.7

WITHOUT INSURANCE: “I’M STUCK
IN THE MIDDLE”

These are the words of a self-em-
ployed Rhode Island Free Clinic patient
who can’t afford to purchase health in-
surance. Public opinion polls conducted
by the Kaiser Family Foundation and
Harvard School of Public Health in
2000 showed that, while more than 80%
of the uninsured were workers or their
dependents, 59% of the public believed
the uninsured were unemployed or re-

lated to people who were unemployed.8

In Rhode Island in 2004, only 17% of
the uninsured were in jobless families.
Among the 83% of the uninsured in
working families, 67% of those workers
worked full time.7

In our state, where 94% of all em-
ployers are small businesses,9 the impact
of rising health costs has profound effects:

• Between 1997 and 2003, the av-
erage commercial health insurance
premium doubled in cost.

• In 2003 only 50% of private em-
ployers with fewer than 10 employ-
ees offered health insurance.9

• The 2005 Rhode Island Employer
Health Insurance Survey revealed that
the average annual cost of a family’s
health insurance premium now
equals the total annual income of an
individual earning minimum wage.5

The uninsured are11:

• Three times more likely (47% vs
15%) to postpone seeking care be-
cause of cost;

• Four times as likely (37% vs 9%)
to not get health care when they
need it; and

• Nearly three times as likely (23%
vs 8%) to be contacted by a collec-
tion agency about overdue medi-
cal bills

RHODE ISLAND FREE CLINIC:
INCREASING CAPACITY OF OUR
STATE’S HEALTH CARE SAFETY
NET

Bruce Becker, MD, a Rhode Island
Hospital emergency room physician, and
Stephanie Chafee, RN, MBA, an HIV
nurse, founded Rhode Island Free Clinic
(RIFC). They envisioned a community-
based response to expand the capacity of
our state’s health care safety net. Discus-
sions began with colleagues in 1997 and
RIFC opened as a pilot project in June
1999. It is the state’s only free clinic de-
voted exclusively to providing free medi-
cal care to uninsured adults.

I believe the Free Clinic
is a blessing from God. If it
wasn’t for you, I don’t know
what would have become of
me and all the others like me
who do not have medical in-
surance or the money to buy
medicine. Thank you.

-D., RIFC patient

The Free Clinic is an independent,
non-profit organization supported exclu-
sively by charitable donations. Its mission
is to:

…offer high-quality medical
care and preventive health ser-
vices to individuals who do not
have health insurance or can-
not afford to purchase those ser-
vices. Toward this goal, the clinic
will be staffed by volunteers and
will also serve an educational
role for trainees in health care
fields, providing services under
the supervision of clinicians from
leading academic institutions
in Rhode Island.

PATIENT CARE
Beginning 1999, RIFC provided

services to walk-in patients one night each
week in a 500 square foot space donated
by AIDS Care Ocean State on Broad
Street in Providence’s south side. As more
volunteers came forward a second night
was added to the weekly schedule. These
two weekly (Tuesday and Thursday) pri-
mary care clinic nights remain the Free
Clinic’s core service and a gateway for
other care. On that foundation, new
monthly clinics have been added:

• Podiatry clinic (2001);

• Women’s health clinic (2002);

• Inter-disciplinary diabetes and
health maintenance clinics (2003);

�
For more information on

the Free Clinic, see
www.rifreeclinic.org
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• Collaborative mental health ser-
vices and uninsured artists clinic
(2004); and

• Pre-employment physical exams
and cardiology clinic (2005).

• Most patients receive free medica-
tions, supplied as donated samples
or through pharmaceutical com-
pany patient assistance programs.

The Free Clinic has provided care
to nearly 1,700 unique patients (9,000
visits) since opening. Today, more than
500 adults are active patients whose care
is being managed across primary care and
internal specialty clinics, as well as across
the Free Clinic’s network of referrals to
donated or low cost diagnostic and spe-
cialty services. The number of patient vis-
its grew by 42% to 1803 in 2004 and by
another 28% to 2,312 in 2005. The
value of free patient visits provided on
site (excluding free medications) was
$443,394 in 2004. Free on-site visits in
2005 were valued at $683,263, with an
additional $643,032 provided in free
medications. On-site services provided to
patients at no cost were valued at
$1,325,295 in 2005(valued at standard
Medicare billing rates and medication
costs through an online pharmacy.)

Patients come from nearly every city
and town in the state, although the ma-
jority (72%) live in Providence. While
most of the Free Clinic’s patients come
from the state’s core cities, a fair num-
ber are from Barrington, East Green-
wich and other locations typically not
regarded as towns where the State’s un-
insured reside. RIFC’s patient popula-
tion is 55% female, and relatively evenly
divided between the ages of 19 and 65,
with a small number of elderly who are
not eligible for Medicare. Pediatric ser-
vices are not offered; patients must be
at least 19 years old.

Free Clinic patients do not represent
the state’s uninsured population. How-
ever, they do reflect the site’s inner-city
location and the fact that minorities, par-
ticularly Hispanics, are far more likely to
be uninsured. The majority of patients
(65%) are Hispanic, followed by non-
Hispanic white (15%) African American
(12%) and Asian (3%). Five percent self-
report as “Other.” Spanish is the primary
language of 56% of patients, 29% speak

English as their primary language and
15% speak other languages.

Seventy percent of patients self-re-
port incomes below the federal poverty
level. (Income documentation is not re-
quired to access services.) Forty-two per-
cent of patients are employed full or part-
time, including 3% who are self-em-
ployed. Other patients describe them-
selves as unemployed or not in the labor
force.

On educational attainment, 67%
have a grade school or high school edu-
cation; 20% have college degrees; and
13% report vocational or other educa-
tion level.

Many patients are coping with
chronic diseases that are most effectively
managed with regular primary care.
Forty one percent have hypertension;
28% have diabetes. Often these diseases
are out of control when a patient first
enters the clinic. New patients’ conditions
may have been recently stabilized in a local
hospital emergency room. Lack of access
to reliable primary care makes these pa-
tients especially vulnerable.  Many are
embarrassed by their lack of insurance,
as though this status marked a personal
failing when, in fact, the system has failed
them.

“Andrea” worked in a daycare cen-
ter that did not provide health insurance,
and “aged out” of her health insurance
on her 20th birthday. Andrea has mild
depression, asthma, and seasonal allergies
and was unable to afford care or medica-
tions. She turned to RIFC for help. She
sees the Free Clinic’s volunteer providers
regularly, follows their multiple treatment
plans for her conditions, and receives free
medications through the efforts of RIFC
volunteers and a pharmaceutical com-
pany Patient Assistance Program.
Andrea’s goal is to become a Head Start
teacher and finally acquire employer-
based health insurance.

Most of our patients are reluctant to
go to a hospital emergency room. They
fear the cost and impersonal service. They
also fear being “trapped” into expensive
tests, costly medications and referrals. For
them, the emergency department is a
place of last resort.

Many Free Clinic patients are aware
of the community health centers
(CHCs) but report they cannot afford
the sliding scale fees. Even if on-site ser-

vices are affordable, patients cannot pay
for the diagnostic and specialty tests and
services to which they might be referred
from their CHC provider. Medication
costs are also a concern.

The larger issue is the inadequate ca-
pacity of a broken system to provide the
uninsured with primary care.  Hospitals
and CHCs reputedly serve the uninsured.
However, the numbers of uninsured
adults receiving ongoing primary care at
hospital-based clinics is very small, prob-
ably less than 15,000 according to an
informal survey conducted by RIFC. In
2004, according to the Rhode Island
Health Center Association, the CHCs
served approximately 23,000 uninsured
individuals.13 Some physicians are ex-
panding access through fee-for-service
programs set up directly with uninsured
patients through their practices.14 These
programs fall short of serving the nearly
114,000 Rhode Islanders without health
insurance.

OPPORTUNITIES AND CHALLENGES
OF PROVIDING FREE CARE TO THE
UNINSURED

RIFC models the best and highlights
the worst of our health care system. The
Free Clinic and its patients are coping
with challenges that make the fragile and
fragmented nature of our health system
glaringly obvious. However, widespread
community support coupled with a lack
of third-party reimbursement offer op-
portunities to develop patient-focused
programs and services that can translate
into better care. Recent examples include:

• collaborative management model for
mental health care. A lack of men-
tal health resources, particularly
those which did not pose signifi-
cant linguistic and cultural barri-
ers, led RIFC to develop on-site
mental health services integrated
with primary care. Early results
have shown that communication
between providers and patients’
ability to schedule multiple ap-
pointments in a single evening has
led to better compliance, greater
patient and provider satisfaction
and improved outcomes;

• focus on patient education and
healthy lifestyles in a culturally com-
petent environment. Patient visits
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need not be limited to 15-minutes.
Providers take the time they need
for a visit; patients feel they are lis-
tened to. Time for communication
is particularly important at a site
where many patients do not speak
English (many volunteers are inter-
preters) and teaching is embraced.
Nutrition programs and cooking
demonstrations led by registered
dieticians are popular with pa-
tients, their family members and
volunteers.

• opportunities for research. RIFC’s pa-
tient population and expansive pro-
grams can provide data on methods
to improve health outcomes for its
specific patient panel—a popula-
tion, i.e., the uninsured, about
which there is little literature con-
cerning best practices. With a two-
year strategy grant from Rhode Is-
land Foundation, the Free Clinic
has implemented a patient tracking
database to provide information on
program effectiveness and patient
outcomes. The Clinic is in the early
stages of developing research pro-
tocols and building on its academic
relationships to include research
opportunities that can benefit the
Free Clinic’s patients and ultimately,
other vulnerable populations.

GROWING FOR THE FUTURE
RIFC turns away, on average, ten

people each day five days a week. Ap-
proximately ten new patients enter the
practice monthly through primary care
clinic walk-in day; afterward all visits are
by appointment. RIFC is in the early
stages of collaborating with Ocean State
Ethics Network to determine the most
ethical and equitable way to provide ac-
cess to new patients given the Clinic’s lim-
ited capacity.

Since its 1999 beginnings, the Free
Clinic rapidly outgrew its 500 square
foot donated space and moved to another
Broad Street location in the larger Hindle
Building, in January 2003. Having out-
grown that site, RIFC is building a per-
manent home on the 6,500 square foot
third floor of Hindle.

Design of the new space was com-
pleted with extensive input from volun-
teers. Construction of the new clinic, and
associated fundraising for construction,

endowment and program is underway
There will be seven examination rooms
and five rooms for individual counseling
(mental health, medication, or other
needs). Teaching space will be available
for patients and their family members as
well as students and health professionals.
A cooking demonstration area will allow
RIFC to build on its healthy lifestyle pro-
grams. Internet access will be available in
every work area, as the Free Clinic moves
toward an electronic medical record sys-
tem with eClinicalworks software donated
through Rhode Island Quality Institute
and EHRRI.

In this larger space, RIFC will build
upon the lessons learned while it increases
capacity:

• retain the warm and welcoming en-
vironment that makes the Free
Clinic a unique experience for all
involved, whether as patient, vol-
unteer or staff. The personal care
is remarkable to all who experience
it, making patients more compliant
and leading to improved outcomes.

• recruit more volunteers to provide
care to greater numbers.

• continue building external relation-
ships for donated services to provide
more of the uninsured with access
to a broader array of care and
medications.

• generate charitable donations that
undergird our expansion and con-
tinued operations.

• continue to advocate for the unin-
sured, educating our leadership and
the public about this continuing
crisis.

The Free Clinic is not a solution to
the crisis of the uninsured, but part of
the safety net that must be strengthened.
There are national and international
models from which we can draw and oth-
ers who share our goal of breaking down
barriers to care – until the vision of Presi-
dent Harry Truman and so many others
is realized.
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Although
immigrants have a
high rate of labor
participation, they

often have jobs that
do not offer health
insurance, or offer
it at too-high rates.

A Multi-cultural Approach at the Foundation
of Medical Practice

Pablo Rodriguez, MD�
The demographic changes in this
country during the last decade have cre-
ated a growing number of health dispari-
ties and unequal treatment1 among ra-
cial and ethnic minorities. These inequali-
ties have happened in spite of increasing
investments in a system that every year
consumes a larger percentage of our
Gross Domestic Product (GDP).
Healthcare, far from being a right, has
become a commodity, and access to ser-
vices a prime determinant of outcomes.

This country is more linguistically
diverse now than at any time since the
early 20th century. By the year 2000 ap-
proximately 47 million people over the
age of 5 spoke a language other than
English in the home. This segment of the
population had grown  by 38% in the
1980s and by 47% in the 1990s.2

In Rhode Island, the US Census
(2004) estimates that almost 20% of the
population over 5 years old speak a lan-
guage other than English at home.
Latinos are the largest ethnic minority
group in the state; as a group they expe-
rience some of the greatest disparities in
health and healthcare access.3 They are
the least likely group to have insurance
and the most likely to experience other
barriers to care by virtue of a different
language and culture. A large number
of Latinos are non-citizens and many
have limited English proficiency, all of
which limit access to health.

However, to define the lack of ac-
cess to healthcare as a lack of insurance
trivializes a personal social interaction,
and misrepresents health care as a mere
transaction between individuals and in-
stitutions. Specifically, the presence of
insurance coverage does not guarantee
access and therefore may not improve
health outcomes, especially for those ex-
periencing linguistic and cultural barri-
ers to care. In this article we will explore
some of the barriers experienced by lim-
ited English proficiency (LEP) patients
and suggest strategies to surmount those
barriers.

  

LANGUAGE, CITIZENSHIP, AND JOBS
The development of public policies

that could address the “ access”  barriers
experienced by Latinos requires a good
understanding of the role that citizenship
status and language play on the interac-
tion between this population and the
healthcare system. Non-citizen minorities
who do not speak English are more likely
to be uninsured than other minorities or
white English-speaking citizens, even
when corrected for income levels. Com-
pared to white English-speaking citizens,
non-citizen Latino adults who speak En-
glish are two times as likely to lack cover-
age (55% vs. 28%), and non-citizen
Spanish-speaking Latino adults are almost
three times as likely to be uninsured
(72% vs. 28%).4

Of the 57% of Latinos without job-
based coverage, 4% purchase private cov-
erage, 27% obtain Medicaid, 4% receive
other public coverage, and 66% remain
uninsured.5 Even when insurance is of-
fered at work, Latinos have a lower take-
up rate: 76% of men sign up for insur-
ance compared with 85% of white men.5

Although immigrants have a high
rate of labor participation, they often have
jobs that do not offer health insurance,
or offer it at too-high rates.  Only 43%
of Latinos receive health insurance cov-
erage at work compared with 73% cov-
erage of non-Hispanic whites.   Approxi-
mately 87% of uninsured Latinos come
from working families, and citizenship
status, regardless of work, is a strong de-

terminant of coverage. According to a
Kaiser Family Foundation study,6 27% of
Latino US citizens are uninsured; 35%
of naturalized and 44% of legal immi-
grants are also not covered.

 
THE FACE OF PATIENTS: ACCESS
AND CARE

Uninsured individuals have de-
creased access to preventive care, which
translates into more chronic and costly
conditions once a visit to the hospital be-
comes inevitable. Nowhere is this more
evident than during pregnancy. Early
prenatal care is the most cost-effective
intervention in preventing low birth
weight babies, prematurity and costly
care in the neonatal intensive care unit
and beyond.

Rhode Island has taken the progres-
sive path of covering all pregnant women
and children regardless of citizenship sta-
tus. RIte Care, begun in 1994 through
a 1115 Medicaid waiver,7 has covered
parents of RIte Care-eligible children (up
to age 18) with income under 185% of
the Federal Poverty Level (FPL) , chil-
dren under age 19 with family income
under 250% of FPL, and pregnant
women with family income under 350%
of FPL.

The CDC3 has documented other
disparities in preventive services between
Hispanic and non-Hispanic populations:

Hispanic Non-Hispanic

Ever had a mammogram
84.7 90.3

Sigmoidoscopy or colonoscopy
within previous 5 years

32 40

Cholesterol screening within 5 years
70.4 77.8

Pneumococcal vaccination,
adults >= 65 yrs 

44.9 62.4 

Access disparities also persist between
insured Latinos and whites.5 According
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to the Medical Expenditure Panel Sur-
vey (MEPS), which sampled the medi-
cal expenses of households, managed care
insured minorities, particularly Hispan-
ics, reported barriers to care more fre-
quently than did non-Hispanic Whites.
Compared with other racial or ethnic
groups, Hispanics more frequently re-
ported difficulties obtaining care, going
without needed care, and not being as-
sured that family members could get
needed care. Nearly one third of Hispan-
ics reported not having a usual source of
care. They were twice as likely as non-
Hispanic whites to report long waits for
care and that their provider failed to lis-
ten to them and provide them with
needed information.8 We must distin-
guish between “potential access,” which
is limited by financial barriers such as in-
surance and family income, and “realized
access,” which is defined by the quantity
of healthcare actually received. In the lat-
ter, language, degree of acculturation,
and citizenship status gain the most at-
tention.

 
SAFELY NAVIGATING THE SYSTEM:
HEALTH CARE IN ANOTHER
LANGUAGE

Healthcare in America is strongly in-
fluenced by the dominant culture. In the
last few decades care has become increas-
ingly fragmented, and navigation
through the system has become complex
even for those who know the language
and have grown up in this culture. Once
you add limited English proficiency to
the equation, you have all the elements
for diminished access, regardless of insur-
ance coverage.

Effective communication between
providers and patients is essential for the
delivery of quality care, and patient satis-
faction, compliance and health outcomes
improve as communication improves.9

Language barriers between patients and
providers may result in excessive testing,
poor understanding of medication side
effects and provider instructions, de-
creased use of primary care, increased use
of the emergency room and inadequate
follow up.  Hispanic populations not only
have increased prevalence of diabetes, but
they also have poorer glycohemoglobin
performance and more retinopathy at-
tributable directly to poorer health lit-
eracy and language barriers.

According to a nationwide survey9

by the Commonwealth Fund, once
Latinos get access to the healthcare sys-
tem they have more difficulty than non-
Hispanic whites and African Americans
understanding what doctors tell them and
comprehending written information.
Moreover, Latinos are more likely than
other groups to have limited choices
about where to go for care and are less
satisfied with their doctor interaction.
Spanish-speaking Latinos had the most
difficulty of any group comprehending
prescription bottle instructions and writ-
ten health information even after control-
ling for income, educational level and in-
surance status.

Lack of understanding generates
lack of confidence: only 43% of unin-
sured Spanish-speaking respondents re-
ported a “great deal” of confidence in
their physician compared to 54% across
all ethnic and racial groups. Insured
whites reported a 70% confidence in
their provider. The need for quality medi-
cal interpreters is great and unfortunately
there are only a handful of programs
available. This is unfortunate because the
costs of health care services are higher for
limited-English-proficiency (LEP) pa-
tients who don’t have interpretative ser-
vices.

Interpreters and bilingual providers
have a positive impact in the health care
of LEP patients because such patients see
doctors more often, use more preventa-
tive services and have higher satisfaction
rates.10 Too often family members or un-
trained bilingual staff are called upon to
translate, a practice fraught with errors
such as omitting, adding or substituting
information. Most problematic for this
population is to have minor dependents
be the interpreters because of the
breached confidentiality. In California

such practice has been prohibited. In
Rhode Island the legislature (2001) re-
quired every hospital in the state to pro-
vide qualified interpreters and /or bilin-
gual clinicians for LEP patients; and chil-
dren under age 16 have been banned as
interpreters for anyone. Neighborhood
Health Plan in association with area hos-
pitals launched “Su Salud,” funded by
the Robert Wood Johnson Foundation.
“Su Salud” hopes to find a cost-effective
way of training and deploying medical
interpreters by creating a claims reim-
bursement mechanism at the health plan.
This is the nation’s first fee-for-service re-
imbursement mechanism for interpreter
services. While early results are too lim-
ited to arrive at meaningful conclusions,
everyone involved is convinced of its in-
trinsic value.

 
THE DEEPER CHALLENGE: A
MULTI-CULTURAL APPROACH AS
THE FOUNDATION FOR ALL CARE

Finally and most importantly, while
barriers such as language and insurance
may be difficult to overcome, they are
nonetheless surmountable with the
proper financial investments. A deeper
and more difficult conversation surrounds
the issue of culture and how cultural dif-
ferences add critical dimensions that
must be addressed if we are to bring our
patients optimal outcomes.

For example, the primacy of indi-
vidual patient autonomy is generally seen
as the most appropriate and enlightened
characteristic of a health care system.
However, dealing with needs of Latino
and other cultures within this context
highlights complex challenges. In some
cultures, patients will abandon perfectly
competent and caring providers simply
because they were given a choice of
therapy as opposed to receiving the cul-
turally-expected, traditional paternalistic
view where doctor knows best. While it
is important not to compromise your
principles and to practice within the ac-
cepted community norms, healthcare in
the cross-cultural context requires a level
of knowledge and flexibility that is sel-
dom learned in school.

Cultural competence has become the
new buzzword in medicine. Unfortunately
it puts the issue in a box as if it was a skill
that could be acquired by reading a book
or attending a lecture.  Dr. Janelle Taylor,

…healthcare in the
cross-cultural

context requires a
level of knowledge

and flexibility that is
seldom learned in

school…
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describing our learning experience in
medical school and residency, has spoken
of the institutional culture of medicine
which systematically fosters static and es-
sentialist conceptions of “culture” as ap-
plied to patients.11 In other words, sepa-
rating cultural competence curricula from
the “real” competencies of medicine as-
sumes that they are somehow distinct, per-
haps mutually exclusive. When medical
students fail to see the value of learning
how to approach the practice of medicine
from a multi-cultural point of view, their
teachers are failing. As one student said
after a course in social and cultural aware-
ness, “It’s all very nice to talk about it in
theory, but ultimately it makes no differ-
ence.”12  Dr. Taylor explained: “Physicians’
medical knowledge is no less cultural for
being real, just as patients’ lived experi-
ences and perspectives are no less real for
being cultural”.  

Working with multicultural popu-
lations is a challenge but some of the most
rewarding experiences in medicine come
from arriving at a proper diagnosis when
nothing is like it seems. Our learning in

this area is lifelong and the influx of
Latinos into this country presents the
medical establishment with an unique
opportunity to transform not only our
approach to patients, but our vision of
the world. The end result will be fewer
disparities, less cost and a healthcare sys-
tem responsive to the needs of the entire
population. I have a dream.
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Refugee Health In Rhode Island
Thalia Julme, Carrie Bridges, MPH, and Peter R. Simon, MD, MPH

The Office of Minority Health at the Rhode Island Depart-
ment of Health formally initiated a Refugee Health Program
in August 2004 with support from the Department’s Tuber-
culosis Program and community-based refugee resettlement
agencies. The goal of the program is to ensure that refugees
enter into a comprehensive system of care that adequately re-
sponds to their unique health care needs. The Rhode Island
Refugee Health Program works with voluntary resettlement
agencies (VOLAGS), state programs, and medical and social
service providers to perform three core functions:

• Coordination of care,

• Education and training, and

• Surveillance and epidemiology.

As defined by the Refugee Act of 1980, a refugee is a
person who is outside of his/her country of origin and is un-
able or unwilling to return to that country because of the ex-
perience or legitimate fear of persecution on the grounds of
race, religion, nationality, membership in a particular social
group, or political affiliation.1 Resettling a refugee to a third
country is the final option after first offering voluntary repa-
triation to the refugee’s country of origin and then attempting
to integrate the refugee within the host country.

At the conclusion of 2004, there were approximately
9,237,000 refugees worldwide.2 That year, the United States
resettled 52,868 refugees, more than all the other countries
that resettle refugees combined.2  In federal fiscal year 2004
(October 1, 2003 – September 30, 2004), Rhode Island re-
ceived 345 refugees, 0.65% of the national total. Generally
speaking, states fall into one of three tiers for the number of

refugees they resettle. RI is in the middle tier, with numbers in
the hundreds. States like Minnesota, Florida, and Texas are in
the top tier with thousands of refugees resettled annually. Other
states like Alaska, Hawaii, and Delaware are in the lower tier,
resettling fewer than 100 refugees per year.

The US Department of State and Department of Health
and Human Services administer programs to assist refugees re-
settled in the United States. Benefits are offered to five feder-
ally recognized categories of people: refugees, asylees, Cuban/
Haitian entrants, certain Amerasians, and victims of severe
forms of trafficking. Collectively, these populations are referred
to as refugees. Refugees resettle by joining family members or
communities where VOLAGS have agreed to manage their
case. Rhode Island has two participating VOLAGS: the Dio-
cese of Providence and
the International Insti-
tute of Rhode Island.
VOLAGS deliver refu-
gee reception and
placement services as
part of cooperative
agreements with the
Department of State.

REFUGEE ARRIVAL
DATA

Rhode Island has
welcomed more than
4,300 federally recog-
nized refugees since
1980. Each year, the

RHODE ISLAND DEPARTMENT OF HEALTH  •  DAVID GIFFORD, MD, MPH, DIRECTOR OF HEALTH EDITED BY JAY S. BUECHNER, PHD

Figure 1. Total Refugee Arrivals in Rhode Island, by federal fiscal year, 1990-2005.
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number of refugee arrivals fluctuates based on the stability in
refugees’ countries of origin, international affairs, and domes-
tic resettlement targets, but in recent years, Rhode Island has
become home to approximately 300 refugees annually. (Fig-
ure 1) In recent years, Rhode Island has resettled refugees from
24 countries, the majority of refugees coming from African
countries. (Table 1)

HEALTH SERVICES FOR REFUGEES
All refugees approved for third country resettlement un-

dergo an overseas medical examination before traveling to their
new home, to ensure that they do not have medical conditions
that would exclude them from eligibility to enter the United
States. The results of that exam are forwarded to the refugee
health program in the state where the refugee is being resettled.

The US Department of State requires refugee resettlement
programs to facilitate a refugee health screening within 30 days
of arrival in the United States, to verify the results of the over-
seas exam, identify any health condition that poses a threat to
the individual’s or public’s health, and introduce the refugee
into the primary care system. Following the initial screening,
refugees should be accepted into ongoing primary care at that
screening site or referred to another provider.

Under federal legislation, refugees are eligible for eight
months of medical coverage from their date of entry into the
country. In Rhode Island, refugees are enrolled in either RIte
Care or Medical Assistance for the eight-month period. The
refugee health screening is a covered expense under these pro-

grams. After the guaranteed coverage expires, refugees may
continue to receive state health benefits if they meet the eligi-
bility requirements promulgated by the state’s Department of
Human Services.

HEALTH CONDITIONS IDENTIFIED AMONG REFUGEES
The Refugee Health Program created the Rhode Island

Refugee Health Screening Form for healthcare providers to
use at the initial health assessment to document immunizations,
tuberculosis and infectious disease screening, physical exam
results, and referrals for mental health, nutrition, and other
health services. Instituted in January 2005, the form delineates
the minimum standard for an initial health assessment of refu-
gees resettled in Rhode Island and promotes uniformity of ser-
vices across institutions. The screening components included
in the form are based upon the recommendations of the fed-
eral Office of Refugee Resettlement3 as well as screening and
treatment recommendations issued by the Centers for Disease
Control and Prevention (CDC).4 The screening form and rec-
ommendations from the CDC can be found on the Refugee
Health Program website.5

Health care providers who perform the domestic health
assessment for refugees are asked to complete the RI Refugee
Health Screening Form and submit a copy of the completed
form to the Refugee Health Program. Table 2 presents data on
refugee’s health conditions identified on the overseas screen-
ing forms and the Program’s screening forms for refugees re-
settled in Rhode Island between January 1, 2005, when the
Program’s form was instituted, and June 30, 2006.

REFUGEE HEALTH CHALLENGES
The diversity of the refugee population brings with it a

host of opportunities and challenges for health care facilities.
Most refugees will need translation and/or interpreting ser-
vices. This is particularly important during the medical exami-
nation and follow-up. Although some refugees may speak En-
glish, sentence structure and vocabulary may be very different
from American English. Accents may also make it difficult to
understand or be understood.

Languages spoken by refugees resettled in Rhode Island
include:6

Arabic Burmese French
Hmong Krahn Laotian
Liberian English Maay Maay Mandingo
Somali Somali-Bantu Thai

The National Standards for Culturally and Linguistically
Appropriate Services in Health Care (CLAS Standards) pro-
vide mandates, guidelines, and recommendations for recipi-
ents of federal funding regarding the provision of culturally
and linguistically appropriate services in healthcare settings.
These standards were released in 2001 by the federal Office of
Minority Health in response to Title VI of the Civil Rights Act.
Of the 14 CLAS Standards, four (#4-7) are mandates enforce-
able by the Office of Civil Rights. The mandates speak to the
issue of language access and require the provision of trained
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interpreters and translated materials.7

Standard 4 – Qualified language assistance
services

Health care organizations must offer and provide language
assistance services, including bilingual staff and interpreter ser-
vices, at no cost to each patient/consumer with limited English
proficiency at all points of contact, in a timely manner during
all hours of operation.

Standard 5 – Notices to patients/consumers of
the right to language assistance services

Health care organizations must provide to patients/con-
sumers in their preferred language both verbal offers and writ-
ten notices informing them of their right to receive language
assistance services.

Standard 6 – Qualifications for bilingual and
interpreter services

Health care organizations must assure the competence of
language assistance provided to limited English proficient pa-
tients/consumers by interpreters and bilingual staff. Family and
friends should not be used to provide interpretation services
(except on request by the patient/consumer).

Standard 7 – Translated materials
Health care organizations must make available easily un-

derstood patient-related materials and post signage in the lan-
guages of the commonly encountered groups and/or groups
represented in the service area.

CONCLUSION
The Rhode Island Refugee Health Program is involved in

coordinating care for refugees, providing education and train-
ing for refugees and health care providers, and performing sur-
veillance of health conditions impacting refugees resettled in
the state. As the Refugee Health Program continues, areas of
focus include improving reporting of refugee health screening
data, increasing access to culturally and linguistically appro-
priate services, and providing resources that assist health and
social service providers provide comprehensive care responsive
to the needs of refugees. For additional information about the
Refugee Health Program, please visit its Rhode Island Depart-
ment of Health webpage, http://www.health.ri.gov/chew/refu-
gee/index.php.
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The Rhode Island Health IT e-Newsletter Project Update
�

The State and Regional Demonstration in Health Infor-
mation Technology Project, also known as the AHRQ Health
IT Project is a 5 year, $5 million dollar demonstration project
that was awarded to the Rhode Island Health Department by
the Agency for Healthcare Research and Quality in 2004 and
will continue until 2009. Rhode Island is one of 6 states to be
part of this demonstration project. The contract will plan, de-
velop, implement, and evaluate an electronic “backbone” to fa-
cilitate interoperability and sharing of patient data between hos-
pitals, physician offices, labs and other healthcare providers.

The Rhode Island Health Information Exchange project
continues to make great progress. Since our last update the RI
Department of Health has begun further work on security and
privacy in health information exchange through the Health
Information Security and Privacy Collaboration (HISPC). The
collaboration is funded by the Agency for Healthcare Research
and Quality (AHRQ) and the Office of the National Coordi-
nator for Health Information Technology (ONCHIT).

The HISPC project involves exploring barriers and best
practices surrounding current health information exchange in
a variety of healthcare settings. Members of the HISPC project
will be meeting with the Physicians Advisory Panel at the Sep-
tember 14th meeting to discuss these issues.

The State Review Committee and Community Reviewers
continue to work diligently towards selecting the vendor who
will build the Health Information Exchange System. The an-
nouncement of the vendor is anticipated in late September/
early October.

The many community committees have been very active.
The Consumer Engagement Committee continues to develop
the focus group guide, and based on the initial feedback of the
focus groups, is identifying future topic areas for additional
focus consumer groups. The Administrative Data Exchange
Committee, charged with bringing insurance information on
patients to the HIE has convened the full committee repre-
senting providers, vendors and insurers and they are currently
assessing and developing community standards for specific data
formats. The Policy and Legal Committee continues to work
through specific consent and authorization issues.

E-PRESCRIBING IN RHODE ISLAND UPDATE:
Dr. David Gifford, Director of Health, and Jeff Newell

COO of Quality Partners of Rhode Island, acting as Co-chairs
of the Rhode Island Quality Institute E-prescribing work
group, have been moving forward with identifying barriers for
both prescribers and pharmacies to adopt and utilize e-pre-
scribing for all their prescription transactions.

They will be convening 2 work groups. The first work
group will work with the remaining few Pharmacies in the state
that have not been certified to accept electronic prescriptions.
The group will work on solutions to overcome the barriers that

have been identified. The second work group will bring to-
gether the three managed care organizations in the state and
the top three EHR vendors to discuss how they can work to-
gether to make patient eligibility and formulary files available
for physicians at the time they prescribe. The availability of
this information at the time of prescribing will reduce phone
calls by the patient, pharmacy and physician and help speed
adoption of both EMR’s and e-prescribing.

In addition the committee is working with SureScripts to
identify the various areas where prescription data resides, which
will help guide the development of complete medication his-
tories.

For more information about e-prescribing in Rhode Is-
land, please visit www.GetRxConnected.com/RI or call 1-866-
RxReady (1-866-797-3239).

INSTITUTE OF MEDICINE (IOM): ALL PRESCRIPTIONS
SHOULD BE ELECTRONIC BY 2010:

A report by the Institute of Medicine says more than 1.5
million Americans are harmed by drug errors in medical set-
tings each year and calls for all prescriptions to be written elec-
tronically by 2010. The report said, on average, a hospitalized
patient is subject to at least one medication error per day, de-
spite recent initiatives to improve the administration of medi-
cines. To read the article visit: www.nytimes.com/aponline/us/
AP-Drug-Errors.html

PHYSICIAN VOLUNTARY REPORTING PROGRAM
(PVRP)

Dr. Mark McClellan testified about Pay For Performance
(P4P) to the House Committee on Energy & Commerce.  It
was the Subcommittee on Health’s hearing on “Measuring the
Quality of Physicians’ Services.” In the testimony he discusses
the Physician Payment Update, quality measures, PVRP, and
CMS demonstration. According to Dr. McClellan’s statements,
6400 physicians nationwide have indicated a willingness to
participate in PVRP.

To access testimony: http://energycommerce.house.gov/
108/Hearings/07272006hearing1994/McClellan3126.htm

CCHIT ANNOUNCES CERTIFICATION FOR CERTIFIED
AMBULATORY EHR PRODUCTS:

The Certification Commission for Healthcare Informa-
tion Technology has named 18 vendors to receive certification
for their ambulatory electronic health record products. Prod-
ucts that comply with 100 percent of the functionality and
security criteria tested during the inspection will bear the
CCHIT CertifiedSM seal. (http://www.healthcareitnews.com/
story.cms?id=5244)

The CCHIT Certified mark —a “seal of approval”—pro-
vides the first consensus-based, consistent benchmark for am-
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bulatory EHR products. By looking to products with the
CCHIT Certified seal, physicians can reduce their risk when
investing in this technology. The certification criteria have been
designed to ensure that products provide a broad foundation
of functionality, will evolve to be interoperable with other sys-
tems, and include security features that protect the privacy of
personal health information. To be certified, a product must
comply with 100 percent of the CCHIT criteria. http://
www.cchit.org/vendors/apply/certseals/

Visit here to see the complete list of certified vendors: http:/
/www.cchit .org/cer t i f ied/2006/CCHIT+Cert i f ied+
Products+by+Company.htm

CDC REPORT: MORE PHYSICIANS USING EHRS:
About 24% of physicians in the U.S. said they used full or

partial electronic health records in 2005, compared with 21%
in 2004. Most experts agree that EHRs can reduce medical
errors and costs. However, there still is disagreement over who
should pay for EHRs and some experts are concerned about
patient privacy.

http://www.ihealthbeat.org/index.cfm?Action=dspItem&
itemID=123461

HHS UNVEILS EXCEPTIONS, SAFE HARBORS FOR IT
SHARING:

HHS announced new federal regulations that will allow
hospitals and some other organizations to donate e-prescribing
and electronic health records technology and support services
to physicians. The regulations create broader exceptions and
safe harbors to federal fraud-and-abuse laws, in terms of quali-
fied donors and recipients, than initially proposed last Octo-
ber.

http://www.modernhealthcare.com/news.cms?newsId=
5434&potId=FS

PRESIDENT BUSH TO SIGN EXECUTIVE ORDER
ESTABLISHING HEALTH IT STANDARDS, REQUIRING
QUALITY MEASUREMENT SYSTEMS FOR FEDERALLY
FUNDED CARE PROVIDERS

HHS Secretary Mike Leavitt told the nation’s governors
that the Bush administration will soon require all health care
providers who receive federal funds to adopt quality-measure-
ment tools and uniform information technology standards, the
Washington Post reports:

h t tp : / /www.ka i s e rne twor k .o rg /da i l y_ repor t s /
rep_index.cfm?DR_ID=38972

HOUSE PASSES HEALTH IT BILL
The House approved the Health Information Technol-

ogy Promotion Act of 2006 on July 27, which codifies the Office
of the National Coordinator of Health Information Technol-
ogy and sets up a committee to make recommendations on
national standards for medical data storage. The bill also devel-
ops a permanent structure for national interoperability stan-
dards.

http://www.healthcareitnews.com/story.cms?id=5273
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CONTRIBUTIONS

Contributions report on an issue of interest to
clinicians in Rhode Island: new research, treat-
ment options, collaborative interventions, review
of controversies. Maximum length: 2500 words.
Maximum number of references: 15. Tables,
charts and figures should be camera-ready. Pho-
tographs should be black and white. Slides are
not accepted.

CREATIVE CLINICIAN

Clinicians are invited to describe cases that defy
textbook analysis. Maximum length: 1200 words.
Maximum number of references: 6. Photographs,
charts and figures may accompany the case.

POINT OF VIEW

Readers share their perspective on any issue fac-
ing clinicians (e.g., ethics, health care policy, re-
lationships with patients). Maximum length:
1200 words.

ADVANCES IN PHARMACOLOGY

Authors discuss new treatments. Maximum
length: 1200 words.

ADVANCES IN LABORATORY MEDICINE

Authors discuss a new laboratory technique.
Maximum length: 1200 words.

MEDICAL MYTHS

Authors present an iconoclastic, research-based
analysis of long-held tenets. Maximum length:
1200 words.

For the above articles: Please submit 4 hard cop-
ies and an electronic version (Microsoft Word
or Text) with the author’s name, mailing address,
phone, fax, e-mail address, and clinical and/or
academic positions to the managing editor, Joan
Retsinas, PhD, 344 Taber Avenue, Providence,
RI 02906. phone: (401) 272-0422; fax: (401)
272-4946; e-mail: retsinas@verizon.net

IMAGES IN MEDICINE

We encourage submissions from all medical dis-
ciplines. Image(s) should capture the essence of
how a diagnosis is established, and include a brief
discussion of the disease process. Maximum
length: 250 words. The submission should in-
clude one reference. Please submit the manuscript
and one or two cropped black and white 5 by 7
inch prints with the author’s name, degree, insti-
tution and e-mail address to: John Pezzullo, MD,
Department of Radiology, Rhode Island Hospi-
tal, 593 Eddy St., Providence, RI 02903. Please
send an electronic version of the text and image
to: JPezzullo@lifespan.org.

Information for Contributors
Medicine & Health/Rhode Island

Medicine & Health/Rhode Island  is a peer-reviewed publication, listed in the Index
Medicus.  We welcome submissions in the following categories.
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PA and Lateral Chest radiograph
taken several days after this 38 year-
old man suffered a significant trauma
to his right lateral and posterior chest.
The patient, who worked with indus-
trial machinery, was next to a piece of
hydrolic equipment that malfunc-
tioned and exploded, throwing him
and a co-worker against a steel railing.

The chest radiographs demon-
strate a 7 cm diameter, thin-walled cyst.
A so-called traumatic pneumatocele
can result when there is sudden com-
pressive trauma of the lung and chest-
wall rupturing small airways.

The air-fluid level apparent in both
projections likely represents a small vol-
ume collection of blood. Radiographi-
cally traumatic pneumatoceles are in-
distinguishable from those caused by
acute infectious pulmonary processes
(e.g. Staphlococcal pneumonia)

The natural history of a traumatic
pneumatocele is to slowly resolve over
weeks to months. They may become
superinfected as evidenced by an in-
creasing air-fluid level within the cav-
ity. They may, less commonly, persist
for years. Subsequent rupture may also
occur.

Robert S, Crausman, MD, MMS,
is Chief Administrative Officer, RI
Board of Medical Licensure and Disci-
pline, and  Associate Professor of Medi-
cine, Brown Medical School.

CORRESPONDENCE:
Robert S. Crausman MD MMS
phone: (401) 222-7888
e-mail: RSCrausman@aol.com

Traumatic Pneumatocele
Robert S. Crausman MD, MMS

Images In Medicine

Figure 1.

Figure 2.
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�
The Office of the Health Insurance Commissioner last
year  established “The Professional Provider-Health Plan
Work Group” to implement a number of initiatives aimed at
alleviating the administrative burdens experienced by physi-
cians and their staffs.1  One of the Work Group’s objectives
was to develop a statewide uniform credentialing process for
the purpose of verifying the professional qualifications of
health care providers who want to participate in a health plan’s
provider network.  This new application process, which will
take effect in 2007, is designed to reduce the paperwork and
confusion associated with both the initial credentialing and
the re-credentialing (occurring every three years) processes.
Since physicians generally participate in several health plans,
and because renewals are often on different cycles, the
credentialing process has become a source of  frustration and
lost time.  This initiative is aimed at reducing  the frustration
and administrative burdens experienced by physicians and
their staffs.

OVERVIEW
The Work Group approached the credentialing and the

re-credentialing by first agreeing that:

• the application and the verification processes were dis-
tinct and needed to be handled separately.

• collection of the physicians’ data for credentialing and
re-credentialing purposes was the primary concern for
the physicians’ offices.

• the duplication of effort associated with the verifica-
tion process (i.e., health plans, hospitals, medical groups
all reaching out to the same entities to confirm applica-
tion data) should be eliminated.

• the verification portion of the application process should
be transparent to the physician’s office; and

• identification of a common credentialing verification
organization (CVO) will be addressed at a later point.

The Work Group then identified the Council on Af-
fordable Quality Healthcare’s (CAQH)2 electronic “data col-
lection tool” as a common application form that has an estab-
lished local, regional and national presence.  The Work Group
agreed that it would adopt the CAQH form as standard rather
than establishing a statewide application as Massachusetts and
other states have done.

THE CREDENTIALING APPLICATION
The CAQH application form is comprehensive; it takes

into consideration data required by all the national health
plans.  Physicians are responsible for completing the form
once online and then either attesting to the validity of the
existing information, or updating the information, every 120
days.  The availability of data at a continually updated status
will eliminate the need for the health plans to interact with a
physician’s office.  The physician will be given the option to
select which participating plans may access his/her online data.
In addition, this process will entail no direct costs to physi-
cians.  The health plans cover the costs through access fees
paid to CAQH.

Currently, UnitedHealthcare (UHC) requires the use
of the online CAQH application, as do other national carri-
ers and some of the health plans located in Massachusetts
and Connecticut.  Thus, Rhode Island physicians who have
already completed the CAQH online application will be able
to use the same form for both Blue Cross and Blue Shield of
Rhode Island (BCBSRI) and Neighborhood Health Plan of
Rhode Island (NHPRI).  Effective January 1, 2007, how-
ever, BCBSRI will be able to access the CAQH data online.
Until then, BCBSRI will accept a print version of the online
form.  NHPRI will also accept a print version of the form.
No date has been set for NHPRI to go online with the CAQH
credentialing form process.

The Hospital Association of Rhode Island is currently
reviewing the efficiencies of working with the CAQH form.
The Lifespan hospitals began accepting the CAQH form in
lieu of their own medical staff application as of June 2006.

EFFECTIVE DATE OF THE STATEWIDE UNIFORM
APPLICATION PROCESS

The official date of the statewide uniform application
process is January 1, 2007.  BCBSRI will begin to alert its
providers to begin to complete the online application in the
fall.  Detailed mailings and informational sessions will be
scheduled to prepare the provider community for this transi-
tion.  The success of this endeavor will require that the pro-
viders complete the application in a timely way and be dili-
gent about keeping their online data up to date.

The OHIC is very pleased at the effort and cooperation
that the Work Group put forth to make the statewide uni-
form application process a reality.  Any questions regarding
this initiative may be addressed to the health plans directly or
to the Office of the Health Insurance Commissioner.

Rhode Island Institutes a New Statewide
Uniform Physician Application Process

Patricia E. Huschle, MS

Health Insurance Update
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For more information about current efforts of the OHIC
to ensure the fair treatment of the state’s health care provid-
ers, please visit www.dbr.state.ri.us/health_insurance.html.

NOTES
1. The membership of the Work Group varies based on the subject of its

current initiative.  For this initiative the Work Group included Christopher
Dooley (W&I PHO), Dan Egan/Craig Syata (HARI), Lorraine Roberts (Light-
house MD), Paul Carey (RI Urological Specialties), Joel Kaufman M.D./
Charlene Denton (Lifespan/Physicians PSO), Lois Booth (RIH Medical Staff
Office), Steve Detoy (RI Medical Society), Fernanda da Costa/Donna Valletta
(RI Department of Health), Robert Cambio/Holly Vota- (BCBSRI), Jason
Martiesian/ Mary Bennett (UHC) and Maureen Brousseau (NHPRI).

2. CAQH is a not-for-profit alliance of health plans, networks and trade asso-
ciations that was created to promote collaboration among health plans on
initiatives that promote administrative simplification.

Patricia E. Huschle, MS, is Provider Liaison, Office of the
Health Insurance Commissioner.

CORRESPONDENCE
Patricia E. Huschle, MS
Office of the Health Insurance Commissioner
233 Richmond Street
Providence, RI 02903
Phone: (401) 222-5428
e-mail: phuschle@dbr.state.ri.us

Medical Office to
share: furnished, newly
renovated, ample park-
ing. Utilities included.

Perfect for solo
practitioner.

For details call
401-272-6602

One Randall Sq.
(Mosshassuck Medical

Center)

Providence
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The Eyes Have It
�

Physician’s Lexicon

The human eyeball, some 26 millime-
ters in lateral diameter, is an astonishing re-
pository of complex anatomic structures
each endowed with an equally complex
etymologic—and sometimes mythologic—
substrate.

The conjunctiva, the mucous mem-
brane which envelops much of the ante-
rior eye, is derived from the Latin,
conjunctivus,  meaning serving to connect,
as in comparable words such as conjuga-
tion and disjunction. The unrelated word,
conjecture, however, stems from the Latin,
conjectus,  meaning to hurl or throw to-
gether and is taken from a yet earlier word,
jacere, meaning to throw, as in the word,
ejaculate.  The Latin, jaculum,  meaning
that which is thrown, has evolved into the
English word, javelin.

The retina is from the Latin, rete,
meaning network which in turn is derived

from the Hebrew, reseth,  also meaning
network. The anatomic term, retina, was
coined by the physician Gerard of
Cremona [1114? – 1187]. The same root
gives rise to cognate words such as reticu-
lum and reticule. The English word, reti-
nue, however, is from the French, retinir,
meaning to hold back or retain.

The iris is named after Iris, the mes-
senger of the gods in Greek mythology.
She is remembered as the maiden with an
iridescent gown beset with jewels hasten-
ing through the firmament upon her col-
orful path—called the rainbow by mor-
tals—as she bore her confidential mes-
sages. Derivative words include iridec-
tomy, iridescent and iridium.

Vitreous is derived from the Latin,
vitreus,  meaning a resemblance to glass and
is the progenitor of such English words as
vitreous, vitrescent and Vitrina, a genus of

snails with glasslike, transparent, spiral
shells. Sulfuric acid was formerly called oil
of vitriol because of its glassy appearance.
This has given rise to the adjective vitriolic
meaning scathing or extremely caustic.

Cornea [more accurately, cornea tu-
nica] means, in Latin, a horny layer. And
choroid, as in choroid plexus, is from, a Greek
word meaning membranous or leatherlike,
and defines the vascular plexus between the
retina and the sclera [which is from a Greek
word meaning hard or dried up as in words
such as scleroderma and sclerosis.]

The ocular uvea, viewed by the an-
cient anatomists as dark purple in color
resembling ripe grapes, is from the Latin,
uva,  meaning grapelike.  The small, dan-
gling projection from the soft palate, the
uvula, is derived from the same metaphor.

– STANLEY M. ARONSON, MD

Diseases of the Heart
Malignant Neoplasms

Cerebrovascular Diseases
Injuries (Accidents/Suicide/Homicde)

COPD

Number (a)
196
174
41
27
27

Number (a) Rates (b) YPLL (c)
2,966 277.3 4,715.0
2,376 222.1 6,684.5**

506 47.3 815.0
404 37.8 6,139.5
550 51.4 500.0

Reporting Period

12 Months Ending with October 2005
October
2005

Underlying
Cause of Death

Live Births
Deaths

Infant Deaths
Neonatal Deaths

Marriages
Divorces

Induced Terminations
Spontaneous Fetal Deaths

Under 20 weeks gestation
20+ weeks gestation

Number Number Rates
1,079 13,258 12.4*

908 9,772 9.1*
(8) (101) 7.6#
(6) (85) 6.4#

416 7,358 6.9*
246 3,170 3.0*
402 4,840 365.1#

96 1,084 81.8#
(92) (1,018) 76.8#

(4) (66) 5.0#

Reporting Period
12 Months Ending with

April 2006
April
2006

Vital Events

Rhode Island Monthly
Vital Statistics Report

Provisional Occurrence
Data from the

Division of Vital Records

(a) Cause of death statistics were derived from
the underlying cause of death reported by
physicians on death certificates.

(b) Rates per 100,000 estimated population of
1,069,725

(c) Years of Potential Life Lost (YPLL)

Note: Totals represent vital events which occurred in Rhode
Island for the reporting periods listed above. Monthly pro-
visional totals should be analyzed with caution because the
numbers may be small and subject to seasonal variation.

* Rates per 1,000 estimated population
# Rates per 1,000 live births
** Excludes 1 death of unknown age

RHODE ISLAND DEPARTMENT OF HEALTH

DAVID GIFFORD, MD, MPH
DIRECTOR OF HEALTH EDITED BY COLLEEN FONTANA, STATE REGISTRAR

V ITAL STATISTICS
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NINETY YEARS AGO, OCTOBER 1916
William McDonald, Jr, MD, in “The Light under a

Bushel,” reminisced about running, as a boy, to fetch Dr.
McKaye, whose night-sign and office night bell stood ever-
open to patients. “Both the sign and the bell marked “The
traditional duty of the family doctor to remain in call so long as
strength remained to respond.” That tradition has lapsed, as
physicians have removed their night lamps, installed small signs,
and limited their hours of duty.

An Editorial, “Mosquitoes,” bemoaned the summer inva-
sion, “…which might be regarded as a necessary evil in a coun-
try town, but is inexcusable in an otherwise progressive
city…Oiling the swamps and breeding places will bring tem-
porary relief, but drainage is the rational treatment.”

Arthur H. Ruggles, MD, in “Internal Secretions and
Mental Disease,” cited secretions from the thyroid, adrenal
gland, ovaries, and thymus as factors. He reported on 6 cases,
including that of a 50 year-old man, admitted for “mental dis-
ease” at age 18, and said to have been insane for 3 years. Dr.
Ruggles diagnosed a pituitary disorder.

FIFTY YEARS AGO, OCTOBER 1956
Leo H. Bartemeier, MD, Medcal Director, The Seton Psy-

chiatric Institute in Baltimore, gave The Arthur Hiller Ruggles
Oration: “Common Misconceptions About Mental Health,
Mind and Body.” The Journal reprinted the talk. He asserted
that body and mind are never separate, and that nobody is
completely in control of him/herself.

George H. Humphreys II, MD, the Valentine Mott Pro-
fessor of Surgery, Columbia College of Physicians and Sur-
geons, contributed “Problems in the Treatment of Adults with
Ductus Arteriosus,”

Seebert J. Goldowsky, MD, in “Masters in Medicine –
Mr. John Hunter, FRS (1728-1793),” discussed this “colorful
personality.”

TWENTY-FIVE YEARS AGO, OCTOBER 1981
Leonard J. Triedman, MD, in “Surgery for Head and

Neck Cancer,” wrote: “It is desirable to minimize certain preju-
dices regarding treatment options.” “None of the cancer treat-
ments is considered optimal yet.”

Samuel P. Hunt, MD, in “Adolescent Conflict and the
Question of Homosexuality: A Guide to the Counseling for
Physicians and Sex Educators,” cautioned: “….general char-
acter and sexual development cannot be overlooked in under-
standing its unconscious roots.”

Bruno Borenstein, MD, and Marion A. Humphrey, RN,
contributed: “Current Opinion: Hospice Care in Rhode Is-
land.”
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