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C ommentary

What to do when bad news isn’t understood?
Joseph H. Friedman, MD
joseph_friedman@brown.edu

L

ike most clinicians,

but didn’t seem to be too

transporter (DaT) scan, which provides

I have to give people bad

bothered. She had signs of

a crude estimate (normal or patholog-

news. Not every day, but

parkinsonism, but with-

ically reduced) of the number of brain

often enough. My first

out tremor, and I thought

cells which make dopamine. This test

task with a new patient

this was most likely psy-

should be abnormal in PD and related

is to provide a diagnosis.

chogenic, because some

disorders, and, if normal, indicates

I need to tell patients the

exam findings I thought

the diagnosis is not PD. Her test was

name of their disorder. I

inconsistent. Perhaps I

abnormal. I was wrong to think it was

have to explain what is

was, in part, influenced

not physiological but correct in order-

known about the disease,

by a small degree of “belle

ing the test. I almost always give DaT

its causes, its treatments,

indifference.” I know that

results in person, because, for most

and, of course, the prog-

“belle indifference,” a

people, a positive result, an abnormal

nosis. Luckily, only rarely do I have to

patient’s seeming disinterest in their dis-

test, indicates that the patient has PD

give them the worse news that their

ability, is not a reliable sign of a psycho-

or something worse. I do not think this

children may get what they have as

genic disorder, but, like many unreliable

should be given over the phone in most

well, inducing guilt in addition to the

signs, there is often a kernel of utility.

cases. We need to discuss this in person,

distress of worrying about their own

She didn’t seem to be alarmed by her

with a support person present, as well.

body. There are occasional happy diag-

problem. She was seeing me because she

I therefore had the very unfortunate

noses as well, just not so many. “That

recognized that something was amiss,

duty of informing this young adult that

sensation of tremor is common. It’s not

and ought to have it corrected. I have

not only was I going to ruin her day,

a premonition of a significant problem.

learned to share my thoughts on the

but also her life. Doctors do this all the

Not to worry.” Most of my patients are

possibility of a psychogenic diagnosis

time. It’s one of the “downsides” of the

prepared for an unwanted opinion, hop-

with patients early on to give them time

profession. It’s certainly not unique to

ing they have essential tremor but wor-

to accept it, as many patients are very

my line of work.

ried that they really have Parkinson’s

reluctant to do so and get angry at the

When I told her, she didn’t bat an eye,

disease (PD), and sometimes equipped

doctor when the diagnosis is suddenly

and reacted as if it was good news that

in advance with the name of a doctor

sprung on them, saying, “You think

we knew the diagnosis. She apparently

in Boston for a second, hopefully more

it’s all in my head? Well, you’re crazy,

knew nothing of PD, had no idea this

acceptable, different opinion.

not me!” Usually I think that if I plant

was incurable, and, in a high percent-

Most patients receiving the diagnosis

the seed, explaining my reasoning, and

age of cases, disabling. I expected that

of PD or a related disorder are stoic in

include it as a consideration, along with

she would be crushed. She would cry,

the office, although clearly saddened and

physiological disorders, that the patient

bemoan her fate, and ask me if there

frightened. Their response is what you

is more likely to accept it, realizing it’s

might be an error. But no. She figured if

would expect when the ground is cut

a much better diagnosis to have than

there was a disease, there was a treat-

out from under your feet. This case was

my usual offerings of incurable, neuro-

ment. I explained some things about

different. The patient was under 40, and

degenerative disorders. As is often the

the illness, and gave her a prescription,

came because of progressive slowness.

case, I wasn’t completely sure it was

clearly stating that this was symptom-

She knew there was something wrong,

psychogenic and ordered a dopamine

atic therapy which would not treat the
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actual disease process. I explained what

in her life. I know that there is no single

she came back, she had read about

that meant. I explained that this was

“correct” way to tell patients a diagno-

Parkinson’s disease, and appeared to

often a serious disorder. And I under-

sis. Different patients require different

understand her situation, although not

scored multiple times the importance of

approaches, all based on the principle

in its full gravity. The gravity of the

contacting the nurse at our PD informa-

that doctors need to be sensitive. We

disorder was partly counterbalanced

tion center. I then contacted the nurse,

need to tell them the truth in as support-

by her improvement on medications. It

myself, to outline the situation and have

ive a fashion as possible, explaining that

was a relief to me. We were now playing

her try to figure out some way to lead the

we will fight this problem together and

in the same ballpark and we both now

patient to understand, in as supportive

do our best. That can’t happen when the

understood the rules. v

manner as she could, the seriousness of

patient doesn’t appreciate the problem.

her diagnosis. And I scheduled her to see

I wanted to be comforting, to explain

me again fairly soon, to give her time to

my role, the importance of exercise, the

Author

learn about this, but not too much time.

fact that this illness progresses in very

Joseph H. Friedman, MD, is Editor-in-

It is a rare event for someone to be

different ways in different people, that

chief of the Rhode Island Medical Journal,

nonplussed by a serious diagnosis. In

we’d work together. But there was no

Professor and the Chief of the Division

her case it was due to her lack of knowl-

there there. She was not in distress, nor

of Movement Disorders, Department of

edge. I did not think this was a form of

was she in denial. She was in a world

Neurology at the Alpert Medical School of

agnosia, a technical neurological term

where she had a minor problem and I

Brown University, chief of Butler Hospital’s

that denotes an inability to appreciate

didn’t think destroying her cocoon was

Movement Disorders Program and first

a neurological deficit. I doubted the wis-

a good idea at that time. I worried more

recipient of the Stanley Aronson Chair in

dom of my simply explaining the gravity

about her than about my patients who

Neurodegenerative Disorders.

of her situation. I thought it better that

break down crying, asking, “Why me?”

Disclosures on website

she read about the illness, slowly, hope-

I don’t know what I was hoping her

fully, and accommodate to the change

to be like when I saw her next. When
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P erspective

Caring for Caregivers:
Burnout and Resources for Caregivers in Rhode Island
Jonathan Staloff, MD-ScM ’ 19; Michelle Diop, MD-ScM’19; Rani Matuk, MS, MBA, MD-ScM ’19;
Alison Riese, MD, MPH; Jordan White, MD, MPH

K eyword s: Caregivers, caregiver burnout, social

Care Breaks Program

determinants of health

Managed by the Diocese of Providence, this program, which
is offered to people of all faiths, assists caregivers in scheduling and financing temporary caregiving alternatives, such
as a home health visit, so caregivers can have a short break
from their caregiver duties to attend to their own needs. Care
Breaks is a cost-sharing program with graduated assistance
based on income. Applicants must be Rhode Island residents
caring for a disabled adult or child and not receiving other
respite assistance from another state or federal program. The
respite coordinator for the Rhode Island program can be contacted at 401-278-2511. The following links provide more
information and applications.

“I just need a break. I can’t leave the house because I’d feel
nervous something would happen to my husband when I’m
not there. Doctor, coming to see you is my break, and he’s
even waiting for me in the waiting room. This is my life now,
isn’t that sad?” You may not have met Sarah, the 77-year-old
woman who cares for her husband with Alzheimer’s disease.
But you know her. Sarah is the person we may all become,
and the person we one day will surely count upon. Sarah is
a caregiver.
According to the Rhode Island AARP, at least 148,000
Rhode Islanders are unpaid caregivers for loved ones, friends,
or neighbors.1 As a state and as a country, we lean on our
caregivers to provide care to those among us who are chronically ill, helping our sickest patients spend their last days,
or years in the case of Alzheimer’s disease, at home in relative comfort. For all too many patients like Sarah, their often
all-consuming role can overwhelm and lead to burnout. One
study showed that as many as 75% of caregivers struggle
with symptoms characteristic of anxiety and depression.2
This strain on mental health leaves lasting impacts on the
physical health of caregivers. Among elderly caregivers, one
study found that those experiencing significant emotional
distress from their role had a 63% increased risk of four-year
mortality compared to their non-caregiver counterparts.3
As a community, we as medical providers may at times
feel stuck, wondering how we can offer support to our
patients like Sarah, unsure of how to make the weight of
their world a little bit lighter. As part of an Alpert Medical
School master’s course in population and clinical medicine,
we queried a group of 14 primary care providers (a mix of
MDs and social workers in a primary care setting) in Rhode
Island to obtain a sense of pre-existing knowledge of caregiver resources. On a scale of 1–5, with 1 being minimal
familiarity, the healthcare providers rated their familiarity
with existing resources for caregivers at a 1.5 out of 5. To
broaden the awareness of caregiver resources, we delved into
a selection of caregiver support programs as highlighted in
the following sections. The appendices at the end of the section include additional links to information and application
forms for discussed programs.

RIM J A r c h i v e s
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Powerful Tools for Caregivers Program
A standardized, evidence-based curriculum available in
Rhode Island, this program helps provide caregivers tools to
communicate in challenging situations, make difficult caregiving decisions, and manage personal stress. The program
is led by two certified peer leaders in weekly 2.5 hour group
sessions over the course of six weeks. Participants receive
The Caregiver Help Book, which is specifically designed for
the course and contains guidance on, among other topics,
issues related to medical aspects of caregiving, emotional
and intellectual well-being, and legal and financial affairs.4
This program is free of charge and without any income
requirements. Interested caregivers can contact the elder
services outreach coordinator of the Diocese of Providence
at 401-278-2528 and find more information and a calendar of
any upcoming sessions here.

Alzheimer’s Association of Rhode Island
Dedicated toward assisting those suffering from Alzheimer’s
disease and their families, the Rhode Island chapter of the
Alzheimer’s Association offers a wealth of resources. Their
24-hour helpline at 1-800-2272-3900 offers free caregiving
tips, respite-care options, and information on resources
available in patients’ communities. The Alzheimer’s Association hosts local support groups for Alzheimer’s disease
patients, their caregivers and families. Additionally, the
Association’s Early Stage Social Engagement program helps
newly diagnosed patients navigate their new diagnosis,
tools for maintaining a physically and mentally active life,
all while giving their caregivers an opportunity for a break.
Those interested can learn more about the Alzheimer’s
Association’s resources here.

NOVEMBER 2018 Rhode isl and m edical journal
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Rhode Island Caregiver Resource Manuals
To learn more about the resources already outlined and
others, the Rhode Island Department of Elderly Affairs
(DEA) arranged an easy to navigate “Pocket Manual for
Seniors and Adults with Disabilities.” For a guide more
concretely geared toward caregivers, the DEA’s “Guide
for Caregivers” offers tips and resources organized by the
age of the patient for whom a person is caring.
The challenges caregivers face are enduring and seemingly insurmountable, but they need not be borne alone.
Armed with the knowledge of resources that are accessible to our patients and family members, the Rhode
Island medical community should be equipped to offer
aid to their patients like Sarah. In busy medical practice
settings with competing priorities and time pressures,
office support staff and allied professionals under physician direction may provide patients with information
on available supports. Too often, our patients come to us
feeling stuck, and we can and should empower them.
References
1. Salit R. “RI Law will Ease Burden on Caregivers.” Providence Journal. Jan 28, 2015.
2. Liang, X, Guo, Q, Luo, J, Li, F, Ding, D, Zhao, Q, & Hong,
Z. “Anxiety and depression symptoms among caregivers of
care-recipients with subjective cognitive decline and cognitive impairment.” BMC Neurology, 2016, 16(1).
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4. Rosney DM et al. “Powerful Tools for Caregivers, a Group
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Caregivers.” J Caring Sci. 2017;6(3):187-198.

Acknowledgment
The authors would like to acknowledge the support of the Primary Care-Population Medicine Program at The Warren Alpert
Medical School of Brown University in this work.

Disclaimer
The views expressed herein are those of the authors and do not
necessarily reflect the views of The Warren Alpert Medical
School of Brown University.

Authors
Jonathan Staloff, MD-ScM’19 in Population Medicine
Candidate, Warren Alpert Medical School of Brown
University.
Michelle Diop, MD-ScM’19 in Population Medicine Candidate,
Warren Alpert Medical School of Brown University.
Rani Matuk, MS, MBA. MD-ScM’19 in Population Medicine
Candidate, Warren Alpert Medical School of Brown
University.
Alison Riese, MD, MPH, Assistant Professor of Pediatrics at
The Warren Alpert Medical School of Brown University.
Jordan White, MD, MPH, Assistant Dean for Student Affairs
and Assistant Professor of Family Medicine at The Warren
Alpert Medical School of Brown University.

Correspondence
Jonathan_Staloff@brown.edu

RIM J A r c h i v e s

|

NOVEM B ER I S S UE W e bp a g e | RIM S

Appendix A:
Additional High-Yield Resources for Caregiver Support
Start Here: RI Division of Elderly Affairs http://www.dea.ri.gov/
National Caregivers Library http://www.caregiverslibrary.org
Target Demographic for Caregivers
1. Children
• Special Issues: Individualized Education Programs
• Organizations: Parent Support Network of Rhode Island: www.psnri.org,
Rhode Island Department of Health, Office of Special Health Care Needs:
www.health.ri.gov/specialhealthcareneeds
2. Teenagers
• Special Issues: Parent Advocacy Groups
• Organizations: Rhode Island Parent Information Network:
www.ripin.org, Rhode Island Department of Behavioral Healthcare,
Developmental Disabilities and Hospitals: www.bhddh.ri.gov
3. Adults
• Special Issues: Money Management, Children at Home
• Organizations: The Point: http://www.dea.ri.gov/CIS%20Info/index.php,
Financial Planning Association of Rhode Island: www.fpari.org, U.S. Government Disability: www.disability.gov
4. Older Adults
• Special Issues: Independence, Assisted Living
• Organizations: Diocese of Providence Respite Services:
www.dioceseofprovidence.org “Elder Services”,
Rhode Island Division of Elderly Affairs: www.dea.ri.gov
5. Veterans
• Special Issues: Government vs Private Benefits
• Organizations: Rhode Island Division of Veterans Affairs:
www.vets.ri.gov, U.S. Department of Veterans Affairs: www.va.gov

Caregiver Tips
1. Self Care
• Tips: Listen, Ask questions, Encourage Independence,
Ask for Help, Get Support, Take Breaks, Be Kind to Yourself
• Resources: National Caregivers Library: www.caregiverslibrary.org
2. Working
• Tips: Temporary Caregiver Insurance, Family and Medical Leave Act,
Rhode Island Parental and Family Medical Leave Act
• Resources: American Association of Retired People:
www.aarp.org/caregivingbook, Rhode Island Department of Labor
& Training: www.dlt.ri.gov. Click “Temporary Caregiver Insurance”
3. Financial Planning
• Tips: Financial Literacy Classes, Personal Financial Planner,
Personal Lawyer, Temporary Disability Insurance, Social Security
Disability, Supplemental Security Income
• Resources: Financial Planning Association of Rhode Island: www.fpari.org
4. Legal Documents
• Tips: Advanced Directives, Living Wills, Power of Attorney,
Medical Orders for Life-Sustaining Treatment, Guardianship
• Resources: Rhode Island Department of Health: www.health.ri.gov.
Click “Topics & Programs” and then “Advance Directives”,
Rhode Island Bar Association: www.ribar.com
5. Emergency Plan
• Tips: Basic Health Information, Medicine, Allergies,
Advanced Directives, Legal Documents
• Resources: Healthcentric Advisors: www.healthcentricadvisors.org/myccv
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We are read everywhere
RIMJ reaches a worldwide audience.
In 2018 so far, readers viewed 24,000
pages of the Journal from 126 countries;
the top 10 readership locales were:
6. Spain
7. Italy
8. Germany
9. Brazil
10. China

1. US
2. Australia
3. UK
4. Canada
5. India

Brown 2013 alumnus Aaron Yang checked the latest edition of RIMJ in October while working as
assistant producer for the documentary, “A Tale of Tea Cities,” about the connection between the
Chinese tea trade and Portugal. [P h oto s by C at h e r i n e H o N a d e a u ]

S Ã O M IGUEL, AZO R E S, P O RTU GA L
Emmy award-winning filmmaker Patrick Lui,
(above left) best known for the BBC documentary “Heart of the Dragon,” featured during
Brown’s “Year of China” celebration, is currently filming on tea plantations in São Miguel in the
Azores, such as this one, Cha Gorreana.
Tea plantations offer tastings and tours to
visitors.
At left, University of the Azores Professor
Jose Antonio Bettencourt Baptista, PhD,
was interviewed for the film. A specialist
in analytical biochemistry and the chemistry of natural products, he shared his
knowledge of the scientific properties of
Azorean-grown black and green teas with
the filmmaker.

Wherever you may be, or wherever your travels take you, check the Journal on your mobile device, and send us a photo: mkorr@rimed.org.
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C ONTR IBUTIO N

Patient Factors Associated with Successful Incentive Spirometry
THOMAS J. MARTIN, BA, NRP; SHYAM A. PATEL, MD; MEGAN TRAN, BS; ASHLEY SZABO ELTORAI, MD;
ALAN H. DANIELS, MD; ADAM E. M. ELTORAI, PhD

A BST RA C T

Figure 1. An incentive spirometer

B A CKGROUND : Incentive spirometers (IS) are commonly

prescribed after various surgical procedures with the intended effect of reducing postoperative pulmonary complications. Factors associated with correct use of IS by
postoperative patients has not previously been studied.
M E THOD S: A cross-sectional analysis of postoperative

patients was completed to assess whether patients knew
how to correctly inhale on their IS. For each patient, the
following variables were collected: whether the device
was within arm’s reach of the patient, if the patient reported having used their IS, if they considered the IS to
be helpful, and if they felt more confident using IS after
a brief educational intervention was performed by study
investigators.
RE SULTS: A total of 26.2% (11/42) of patients failed to

use their IS correctly, and 38.1% (16/42) denied ever using the device in their postoperative care. Device location, perceived benefit, and previous use were identified
as statistically significant determinants of successful
use. Following a brief educational intervention by a physician, 73.8% (31/42) of patients were more confident in
their ability to use IS during the remainder of their care.
DI SCUSSION: A substantial portion of postoperative

patients failed to correctly utilize their IS. Device proximity to the patient, patient perspectives on potential
benefits of IS, and previous use of the device may affect
correct use. Patient education and optimization of device
placement should be considered to increase compliance
during IS implementation.
K E YWORD S: Incentive spirometry; patient perspectives;

device placement; quality improvement; patient factors;
respiratory care; postoperative pulmonary complications

INTRO D U C T I O N
Incentive spirometers (IS) are disposable, plastic devices
(Figure 1) that are prescribed to reduce postoperative pulmonary complications (PPCs) through facilitating the generation of sustained maximal inspiration. IS was developed
in the 1970s, after observations that yawning may have a
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respiratory benefit for postoperative patients.1 Guidelines
from the American Association for Respiratory Care recommend IS for patients undergoing thoracoabdominal surgery,
with limited postoperative mobility, prolonged bed rest, and
for those with risk factors including COPD who may face
increased risk of atelectasis, pneumonia, and other PPCs.2
Proper IS use requires patients to perform a slow, continuous inhalation on their device for at least five seconds
followed by a breath-hold and normal expiration. This deep
inspiratory maneuver is thought to promote pulmonary
hygiene through opening a de-recruited lung. For patients
with recent thoracoabdominal injury or surgery, taking deep
breaths may be painful,2 which may worsen atelectasis,
PPCs, and IS use adherence.
Though IS is a mainstay of postoperative care, recent
guidelines indicate that routine IS use after surgery is controversial due to lack of supportive evidence.2 Numerous
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studies evaluating the effects of IS on clinical outcomes,
including multiple meta-analyses, have demonstrated that
IS’s clinical effectiveness remains uproven.3-9 A recent randomized controlled trial evaluating the effect of IS after
bariatric surgery was unable to demonstrate any effect on
postoperative hypoxemia or rates of PPCs.10 However, in
combination with patient education, IS has been shown to
reduce rates of PPCs and unplanned intubations.11 The lack
of definitive evidence in the literature has been attributed to
methodological flaws in previous study design,12 the possibility that IS is not clinically effective10, and most notably,
an absence of reported data on subject adherence.13
As with all patient-administered therapies, adherence is
an essential component of IS therapy and thus an essential
component for evaluating the benefit of postoperative incentive spirometry. However, a recent large national survey of
respiratory therapists and nurses from academic societies
including the American Association for Respiratory Care,
the Academy of Medical-Surgical Nurses, the American
Society of Peri-Anesthesia Nurses, and the American Association of Critical-Care Nurses highlights the fact that though
91.1% of surveyed providers believe IS should be used postoperatively,14 86.0% believe that patient adherence remains
poor.15 As with all patient-administered therapies, adherence
and correct utilization are essential components of IS therapy and thus essential components for evaluating evidence
on the benefits of postoperative incentive spirometry.
As no prior studies have evaluated the proper use of IS by
patients, the objective of the present investigation was to
evaluate the rates of proper use amongst patients and identify factors that may be associated with successful use. It
was hypothesized that many patients would not know how
to use their IS correctly.
M ET HO D S
This study was exempted from institutional review board
review and completed as part of a quality improvement effort.
A cross-sectional analysis was completed on postoperative
patients on the orthopedic surgery service at Rhode Island
Hospital, where emergent and elective spine, trauma, adult
reconstruction, upper extremity, foot and ankle, and sports
medicine adult patients are managed. All patients were prescribed IS as part of their standard of postoperative care and
therefore eligible for inclusion. Data were collected prospectively over two, randomly selected days in November and
December 2017 from patients in various stages of recovery.
On first entering each patient’s room, the location of IS
was determined by whether the device was within arm’s
reach (1 meter) of the patient. Patients were immediately
asked to demonstrate use of their IS. If the patient inhaled
on their first attempt, then it was noted as a “success”; if
they exhaled, then it was noted as “unsuccessful.” Investigator physicians then provided each patient with approximately two minutes of educational coaching, instructing
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Table 1. Patient questions
Question

Variable

Have you ever used your incentive spirometer?

Previous Use

Do you believe your incentive spirometer
will be helpful in your recovery?

Perceived Benefit

Do you feel like you know how to use your
incentive spirometer better now than you
did before?

Confidence
Improvement

patients to ‘slowly take as deep of a breath in as possible’ in
accordance with relevant clinical guidelines.2 Following the
brief educational session, patients were asked several questions (Table 1).
Descriptive statistics were calculated for each of the categorical variables assessed by this study: (1) Device Location,
(2) Patient Success, (3) Previous Use, (4) Perceived Benefit,
and (5) Confidence Improvement. It was hypothesized that
having IS within arms’ reach, endorsing previous use, and
perceiving IS as beneficial in recovery may be associated
with successful IS. Probabilities of successful IS use and
their 95% confidence intervals were calculated using the
binomial distribution and tested against the null hypothesis that probability of success is equivalent to chance, or
50%, with Bonferroni’s correction for multiple tests. Subsequently, contingency tables were generated between Device
Location, Previous Use, and Perceived Benefit; Fisher’s
exact test was used to assess each relationship. Similarly,
Bonferroni’s correction was applied to address Type I error.
Without existing data available on correct IS use rates,
power analysis could not be performed a priori; therefore, all
available patients were evaluated on the days data collection
was performed.
Patient Success was also cross-tabulated with Confidence
Improvement to assess the effect of the brief education
intervention within and between each sub-group. It was
hypothesized that patients who were initially unsuccessful
at IS demonstration would be more likely to rate their procedural confidence as improved. Fisher’s exact test was used
to test the significance of the odds ratio.
RESU LTS
A total of 42 consecutive postoperative patients were
included, each of whom had IS prescribed. All participants
successfully completed the survey (response rate – 100%
(42/42)).

Incentive Spirometry Assessment and Use
A total of 26.2% (11/42) of patients failed to correctly use
the IS on their first attempt. Furthermore, the device was
located outside of the patients’ reach in 23.8% (10/42) of
rooms (Table 2).
Of the patients who had their IS within arms’ reach, 81.3%
(26/32) demonstrated successful use whereas of those whose
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Table 2. Initial IS assessment

Figure 2. Drivers of successful IS

Initial IS Demonstration
Inhales – Successful

Exhales – Unsuccessful

73.8% (31/42)

26.2% (11/42)

Device Location
Within Reach

Outside of Reach

76.2% (32/42)

23.8% (10/42)

device was outside of their reach only 50.0% (5/10) demonstrated successful use (Table 3). Similarly, 84.6% (22/26) of
patients who had previously used the device demonstrated
successful use compares to 56.3% (9/16) of patients with no
prior experience. Lastly, patients who perceived the device
as useful demonstrated more successful use of the device
compared to those who didn’t (78.6% (22/18) v. 64.3% (9/14),
respectively) (Table 3).
Probabilities of successful IS use (i.e., inhale v. exhale),
were significantly greater than chance for patients who
had their IS within arms’ reach at the time of assessment,
endorsed previous IS use, and in those who perceived IS
as helpful for their recovery (P<0.01, P<0.01, and P=0.022,
respectively) (Figure 2). In contrast, patients in each complementary group were likely to perform IS successfully at a
rate no greater than chance.

Figure 3. Patient-reported data

Relationship between Patient Factors
Though 38.1% (16/42) of patients denied using the device
during their postoperative care, 66.7% (28/42) believed that
IS would be helpful in their recovery (Figure 3).
Table 3. Rates of successful IS

Table 4. Cross-tabulation of patient factors
Initial IS Demonstration

Successful
Inhales

Unsuccessful
Exhales

Probability
of Success
[95% CI]

Perceived Benefit

P-Value

BonferroniAdjusted
P-Value

Device Location

Yes (n=28)

No (n=14)

Within Reach

89.3% (25/28)

50.0% (7/14)

Outside of
Reach

10.7% (3/28)

50.0% (7/14)

Yes

75.0% (21/28)

35.7% (5/14)

No

25.0% (7/28)

64.3% (9/14)

P-Value

BonferroniAdjusted
P-Value

<0.01

0.025

0.020

0.0602

0.14

0.43

Device Location

Within
Reach
(n=32)

81.3%
(26/32)

18.7%
(6/32)

[0.636,
0.928]

<0.001

Outside
of Reach
(n=10)

50.0%
(5/10)

50.0%
(5/10)

[0.187,
0.813]

>0.99

<0.01

>0.99

Previous Use
Yes
(n=26)

84.6%
(22/26)

15.4%
(4/26)

[0.651,
0.956]

<0.001

No
(n=16)

56.3%
(9/16)

43.7%
(7/16)

[0.299,
0.802]

0.80

<0.01

Previous Use

Previous Use
>0.99

Yes (n=26)

No (n=16)

Device Location

Perceived Benefit
Yes
(n=28)

78.6%
(22/28)

21.4%
(6/28)

[0.590,
0.917]

<0.01

0.022

Within Reach

84.6% (22/26)

62.5%
(10/16)

No
(n=14)

64.3%
(9/14)

35.7%
(5/14)

[0.351,
0.871]

0.42

>0.99

Outside of
Reach

15.4% (4/26)

37.5% (6/16)
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Further analysis demonstrated that 43.8% (7/16) of
patients who denied using their IS believed it would be helpful in their recovery (Table 4).
Contingency table analysis demonstrated a significant
association between Device Location and Perceived Benefit (P<0.01). Additionally, the association between Previous
Use and Perceived Benefit was shown to trend towards significance (P=0.060) (Figure 4).

I L L U S T R AT I O N B Y T H O M A S J . M A R T I N

Figure 4. Inter-related patient factors surrounding IS use

Educational Intervention
Following a brief educational intervention, 73.8% (31/42)
of patients reported that they understood better how to use
their IS (Table 5). This finding was consistent across patient
sub-groups as 71.0% (22/31) of subjects that were initially
successful and 81.8% (9/11) that were initially unsuccessful
at IS both affirmed increased procedural confidence after the
brief educational intervention. Contrary to our hypothesis,
analysis by Fisher’s exact test demonstrated that Confidence
Improvement and Patient Success were not related (P = 0.70).
Table 5. Cross-tabulation of patient factors
Patient Success
Successful
Inhales
(n=28)

Unsuccessful
Exhales
(n=14)

Yes
(n=31)

71.0%
(22/31)

81.8%
(7/31)

No
(n=11)

29.0%
(4/26)

18.2%
(6/16)

Odds
Ratio

Fisher’s
exact test

OR
[95%CI]

P-Value

0.551
[0.0487,
3.51]

0.70

Confidence
Improvement
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D ISC U SSION
A cross-sectional analysis of patients was completed to evaluate the correct use of IS and factors associated with successful use. Over a quarter of the patients did not know how
to use their device properly prior to the investigators’ educational intervention. Device location within arm’s reach,
prior patient use, and perceived patient benefit were identified as drivers of successful use. These inter-related patient
factors surrounding postoperative IS may also affect use
frequency or compliance.
Over one-third of patients denied using IS during their
postoperative care. This finding is consistent with the low
patient-reported use demonstrated in a recent trial examining
the effects of postoperative IS use after bariatric surgery.10 In
order to draw meaningful conclusions from the existing evidence on the use of IS, an accurate reporting of patient adherence is required. However, Narayanan et al. reported that of
36 randomized controlled trials evaluating IS between 1972
and 2015, only 16.7% included such reports on patient compliance.13 Furthermore, patients cannot be compliant with
IS as a therapy if their use of the device is incorrect. Hence,
future IS investigations need not only assess compliance
but also if that compliance reflects correct use.
Further, this investigation highlighted certain discrepancies that may exist between patients’ beliefs and their use
of IS in the postoperative setting. For example, nearly half
of the patients who denied ever using their device believed
that doing so would be helpful in their recovery. If IS does
reduce the rate of postoperative pulmonary complications,
then it is important to assess factors associated with successful use and determine how to increase patient adherence
to prescribed guidelines. The majority of the patients in the
present investigation responded positively to a brief education session with increased procedural confidence, independent of their initial ability to use IS successfully. A previous
investigation demonstrated that a patient education intervention around IS was associated with reduced rates of postoperative pneumonia and unplanned reintubations.11 Patient
education and device location should be considered during
IS implementation; nurses and respiratory therapists might
consider spending additional time educating patients whose
IS is located outside of their reach.
Although patient factors (e.g., postoperative day number,
procedure type, emergent vs. elective surgery, general vs.
regional anesthesia, patient age, patient cognitive status)
were not collected, the design of this cross-sectional analysis ensures that presented data are representative of the population at that point in time. The data collection occurred
on randomly selected days at a large accredited academic
medical center, where standard of care and procedures are
provided. An interesting study would be to evaluate the
interaction effects of general vs. regional anesthesia on postoperative cognitive impairment and patient ability to follow
instructions and use IS correctly. Additionally, the ability
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of healthcare professionals to successfully provide patient
education on correct use should be evaluated and considered
in future studies.
To more definitively evaluate the effectiveness of IS, additional well-designed clinical studies are needed that account
for both compliance and correct use – these factors may have
significant impact on patient outcomes. In the interim, providers should aim to improve patient education on appropriate IS use and to optimize device placement within
patient rooms.
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Distribution of Preventive Dental Care during Pregnancy
in Rhode Island, 2012 to 2015
Herman F. Chenwi; David A. Savitz, PhD

A BSTR A C T
A i ms: To examine the distribution of preventive dental

care for pregnant women in Rhode Island.
Me thod s: The data used were obtained from the 2012

to 2015 Rhode Island Pregnancy Risk Assessment Monitoring System (RIPRAMS). Statistical analyses were conducted for respondents who had valid information for both
preventive dental care receipt and race/ethnicity to examine population differences in the receipt of preventive
dental care.
Re sults: Respondents who identified as Hispanic and

had more than 12 years of education had higher odds for
preventive dental care receipt in Rhode Island between
2012 to 2015 compared to non-Hispanic whites. Furthermore, respondents with lower household income were
the least likely to have received preventive dental care.
This was especially true for black and non-Hispanic
women who reported being neither black nor white.
C onclusion: Preventive dental care in Rhode Island

between 2012 and 2015 did not meet the perinatal and
Infant Oral Health Quality Improvement (PIOHQI) target
of 60% in minority populations.
K EYWORDS: PRAMS, Oral Health, Rhode Island,

Logistic Models

INTRODU C TION
Gingival inflammation associated with increased plasma
sex steroid hormone levels has been reported in pregnant
women.1-3 This is especially true for women who are members of ethnic minorities.4 Gingival inflammation is strongly
associated with plaque during pregnancy, which can influence the onset, clinical presentation, and rate of periodontal disease progression.5 Risk factors include smoking, poor
diet, alcohol use, genitourinary infections and stress.3

PUR P O S E A ND H Y P OTHES I S
In this analysis, we examined the distribution of preventive dental care for pregnant women in Rhode Island using
the 2012 to 2015 Pregnancy Risk Assessment Monitoring
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System (PRAMS) database. We considered variables specifically pertaining to receipt of preventive dental care, including whether or not the participant went to a dental clinic for
a problem, needed to see a dentist for a problem, received a
dental talk about how to care about the teeth/gums, and had
a pre-established appreciation of the importance of preventive oral health care. Our hypothesis was that people of ethnic and racial minorities had less favorable utilization than
white Non-Hispanics.

METHOD S

Description of the Data
The PRAMS is a joint surveillance program between state
departments of health and the Centers for Disease Control
and Prevention (CDC), Division of Reproductive Health.6
The Rhode Island (RI) PRAMS has collected state-specific,
population–based data on maternal experiences and behaviors before, during, and shortly after their most recent pregnancy, since 2002. Collaborating with the CDC, Rhode
Island designs the survey to gather perinatal information
relevant to maternal and infant health. Each year, more
than 15% of Rhode Island women who delivered a live
infant are selected for participation in PRAMS. To ensure
adequate data in the smaller but higher-risk populations,
all Rhode Island mothers who delivered a low birth weight
baby are invited to participate in the survey. The survey is
completed by mail or phone interview 2–6 months postpartum and is available in both English and Spanish. Data
are weighted to be statistically representative of all women
who delivered a live birth in Rhode Island. Data collection
follows a standardized process which allows for comparison
among states. 7

Analytical Sample
The Rhode Island PRAMS dataset for 2012 to 2015 included
4,687 participants. The dataset was weighted and the
responses for the years 2012 to 2015 were combined and
provided to us by the Rhode Island Department of Health.
Only 4.5% of total participants did not provide responses for
either their race/ethnicity or whether they got their teeth
cleaned by a health care professional. Hence the total number
of respondents in our study was 4477.
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Classification of Ethnicity and Race
For this analysis, we chose to perform a cross tabulation of ethnicity and race in accordance with
the Office of Management and Budget (OMB)
strategy to limit disparities that exist between
broad racial groups.8 Here, we combined the race
and ethnicity variables to form four categories
(Non-Hispanic White, Non-Hispanic Black, Hispanic, Non-Hispanic Other) that have been used
in previous studies 9.

Table 1. Characteristics of pregnant women by race/ethnicity in the Rhode Island
PRAMS 2012–2015 Survey
White,
non-Hispanic
58.40%
(n=2592)

Black,
non-Hispanic
7.05%
(n = 313)

24.65%
(n = 1094)

Other,
non-Hispanic
9.9%
(n = 439)

Weighted %
Unweighted n

Weighted %
Unweighted n

Weighted %
Unweighted n

Weighted %
Unweighted n

Hispanic

Teeth Cleaned During Pregnancy (Outcome)
Yes

(63.9%) 1684

(41.7%) 138

(58.4%) 644

(44.5%) 209

Conceptual and Operational Definition
of Confounders and Outcome

No

(36.1%) 926

(58.3%) 178

(41.6%) 465

(55.5%) 233

The outcome was whether the participant obtained preventive dental care during pregnancy,
yes or no.
The ownership of dental insurance or financial assistance programs such as WIC has been
proven to play a significant role in obtaining
dental care.10,11 For this analysis, we stratified
income into five categories to examine a wide
range of income brackets. WIC assistance and
the ownership of dental insurance during pregnancy was represented as binary “Yes/No” outcomes. We also considered the “Importance to
Care for Teeth/Gum”, which was analyzed as a
binary variable and maternal education and age,
which were distributed as ordinal variables.

Yes

(86%) 2247

(84.4%) 254

(86.6%) 942

(80.4%) 351

No

(14%) 342

(15.6%) 58

(13.4%) 148

(19.6%) 88

(18%) 407

(28.7%) 86

(34.2%) 369

(21.2%) 85

25 – 29 Years

(27.8%) 691

(34%) 103

(27.6%) 296

(32.8%) 140

30 – 33 Years

(28.7%) 804

(20.1%) 65

(19.1%) 220

(23.5%) 115

>34 Years

(25.5%) 708

(17.2%) 62

(19.1%) 224

(22.5%) 102

(4.66%) 115

(14.2%) 36

(26.3%) 278

(9.5%) 34

Statistical Analyses
We obtained the distribution of dental care and
potential covariates by race/ethnicity of the
mother using cross tabulations of the exposure, outcome and covariates as outlined in the
STATA companion.12 The data are representative
of all women delivering in Rhode Island because
of previously applied weighting. Each row in
Table 1 below has the proportion of the outcome
or covariate by race/ethnicity for the state of
Rhode Island. Each row in Table 2 represents the
odds for obtaining preventive dental care during
pregnancy. The odds for obtaining dental care
during pregnancy were obtained using logistic
regression in Stata SE14.13
RESULT S
The outcome of the analysis showed that 58.3%,
55.5% and 41.6% of black Non-Hispanic, NonHispanics other and Hispanic women respectively reported not obtaining preventive dental
care during pregnancy. Meanwhile among white
non-Hispanic pregnant women, 36.1% reported
not obtaining preventive dental care during
pregnancy (Table 1).
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Dental Insurance (**47)

Maternal Age
≤24 Years

Maternal Education
< 12 Years
12 Years

(18.7%) 432

(26.3%) 89

(31.5%) 339

(22.8%) 90

> 12 Years

(76.6%) 2063

(59.5%) 191

(42.2%) 492

(67.7%) 318

≤ 15,000

(12.6%) 296

(37.6%) 111

(34.7%) 398

(21.6%) 96

15,001– 26,000

(11.6%) 269

(24.1%) 73

(24.9%) 262

(16.1%) 68

26,001– 37,000

(7.79%) 188

(9.74%) 32

(10.4%) 112

(11.8%) 48

37,001– 52,000

(10.1%) 254

(6.54%) 26

(5.55%) 62

(9.13%) 35

≥ 52,001

(57.9%) 1603

(22.1%) 74

(24.4%) 275

(41.4%) 195

Income

WIC During Pregnancy (**16)
Yes

(28%) 662

(76.6%) 239

(82.1%) 897

(51.4%) 208

No

(72%) 1942

(23.4%) 76

(17.9%) 204

(48.6%) 233

Important to Care for Teeth/Gum (**4)
Yes

(91.5%) 2388

(84%) 267

(84.6%) 929

(82.5%) 371

No

(8.52%) 220

(16%) 49

(15.4%) 178

(17.5%) 71

Dental Talk about how to Care about Teeth/Gums (**15)
Yes

(56.7%) 1512

(53.5%) 177

(54.3%) 610

(46%) 212

No

(43.3%) 1090

(46.5%) 139

(45.7%) 493

(54%) 229

Needed to see a Dentist for Problem (**42)
Yes

(13.7%) 346

(19.4%) 62

(18.6%) 209

(20.9%) 80

No

(86.3%) 2240

(80.6%) 252

(81.4%) 886

(79.1%) 360

Went to a Dental Clinic for a Problem (**37)
Yes

(12.4%) 316

(14.5%) 48

(16.7%) 188

(16.2%) 67

No

(87.6%) 2272

(85.5%) 267

(83.3%) 911

(83.8%) 371

** Refers to number of values that are missing from the analytical sample
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Although the distribution for dental insurance was mainly
the same across the various ethnic and racial groups, a
slightly higher proportion (19.6%) of Non-Hispanic other
participants had no insurance. Since worse oral health outTable 2. Adjusted Odds Ratio for Preventive Dental Care Receipt During
Pregnancy Among Rhode Island Mothers, Rhode Island PRAMS 2012–
2015 Survey
Adjusted Odds Ratio (95% CI)
Maternal Race/Ethnicity
White, non-Hispanic

(ref) 1.00

Black, non-Hispanic

0.55 (0.39 – 0.78)

Hispanic

1.38 (1.09 – 1.74)

Non-Hispanic other

0.59 (0.45 – 0.78)

Dental Insurance
Yes

(ref) 1.00

No

0.21 (0.16 – 0.28)

Maternal Age
≥ 34 Years

(ref) 1.00

30 – 33 Years

0.75 (0.60 – 0.95)

25 – 29 Years

0.60 (0.48 – 0.76)

≤ 24 Years

0.63 (0.48 – 0.83)

Maternal Education
> 12 Years

(ref) 1.00

12 Years

0.76 (0.62 – 0.93)

< 12 Years

1.08 (0.78 – 1.49)

Income
≥ 52,001

(ref) 1.00

37,001– 52,000

0.70 (0.52 – 0.95)

26,001– 37,000

0.72 (0.51 – 1.01)

15,001– 26,000

0.59 (0.43 – 0.80)

≤ 15,000

0.58 (0.42 – 0.81)

WIC During Pregnancy
Yes

(ref) 1.00

No

1.83 (1.42 – 2.36)

Important to Care for Teeth/Gum
Yes

(ref) 1.00

No

0.52 (0.39 – 0.69)

Dental Talk about how to Care about Teeth/Gums
Yes

(ref) 1.00

No

0.09 (0.08 – 0.11)

Needed to see a Dentist for Problem
Yes

(ref) 1.00

No

1.71 (1.13 – 2.61)

Went to a Dental Clinic for a Problem
Yes

(ref) 1.00

No

0.21 (0.14 – 0.33)
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comes have been reported for people in lower income
brackets,14 we considered the importance of income. There
was a disproportionately higher number (57.9%) of White,
Non-Hispanics who earned $52,001 or more compared to
Hispanics (24.4%) or Black Non-Hispanic (22.1%). Of the participants who identified as Hispanic, 26.3% reported having
less than 12 years of education. Meanwhile of participants
who identified as White, Non-Hispanic, 4.7% identified
having less than 12 years of education (Table 1).
Among those who identified as Hispanic, 82.1% said they
had access to WIC during pregnancy meanwhile among
those who identified as White, Non-Hispanics, only 28%
said they had WIC coverage during pregnancy. A larger proportion of White, Non-Hispanics (72.1%) reported having
greater than or equal to 12 prenatal care visits compared
to those who identified as Hispanic (45.3%). Among those
who identified as White, Non-Hispanic, 91.5% said it was
important to care for your teeth during pregnancy compared
to those who identified as Hispanic (84.6%).
When all the other covariates in the study were taken into
account to isolate the impact of ethnicity and race independent of associated social factors (the adjusted model), the
Hispanic population turn to have a higher likelihood for
obtaining preventive dental care during pregnancy compared
to the Non-Hispanic white population (adjusted OR=1.38,
95% CI: 1.09–1.74). However, the adjusted odds ratios were
lower for the Non-Hispanic other (adjusted OR=0.59, 95%
CI: 0.45–0.78) and Non-Hispanic black populations (adjusted
OR=0.55, 95% CI: 0.39–0.78) compared to the Non-Hispanic
white population.
Not receiving WIC during pregnancy (adjusted OR=1.83,
95%CI: 1.42–2.36) was also associated with increased odds
for obtaining preventive dental care during pregnancy compared to participants who responded “Yes” to these questions.

DI SC USSION
Based on the findings of this study, we found that women
who are white, older than 34 years of age, did not receive
WIC and had a yearly income more than $52,001 in the
years 2012 to 2015 were more likely to receive preventive
oral health care during pregnancy compared to women who
did not have these characteristics. Furthermore, only white
non-Hispanic women who were white, reached the Perinatal
and Infant Oral Health Quality Improvement (PIOHQI) target of 60%, which is recommended by the oral health team
in the Rhode Island Department of Health (RIDOH) as an
applicable target for pregnant women, but Hispanic women
came quite close to the 60% target.
According to the adjusted odds model, women who identified as Hispanic were more likely to receive preventive oral
health care services during pregnancy compared to women
who identified as white when covariates were accounted for,
reflecting a higher tendency to obtain care relative to their
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less favorable socioeconomic profile. This increase based
on the adjusted odds ratios for the Hispanic population
could be related to the receipt of incentives such as WIC.15
These results are meaningful since Hispanic women have
been reported to have a lower receptiveness to preventive
oral health during pregnancy compared to white women.4 In
this previous study, multivariate logistic regression showed
that Hispanic women had a 0.77 (95% CI: 0.64–0.91) odds of
obtaining preventive dental care compared to Non-Hispanic
white women, reflecting a different pattern from the one
we observed using the Rhode Island PRAMS data. Targeted
studies are recommended for women who either identified
as Hispanic, Non-Hispanic other or Black Non-Hispanic.
To increase the number of women who receive preventive
oral health during pregnancy, dental teams are encouraged to
perform routine dental prophylaxis and care as required for
oral health.16 Obstetricians could contribute by providing an
oral health risk assessment for all pregnant women, review
potential oral problems during pregnancy and after, related
to teeth and inflamed periodontal tissue and recommend
prevention strategies, for them and their babies.17

Limi tat i o n s o f t h e S t udy
The PRAMS database does not collect data on geographical
locations so we could not examine the relationship between
the locations of care providers and where the women lived.
Additional research should focus on geographical locations
to locate physical barriers that could be associated with certain zip codes, cities or the proximity of health care centers.
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The Provision of HIV Post-Exposure Prophylaxis
in the Context of Child Sex Trafficking
Christine E. Barron, MD; Jessica Moore, BA; Grayson Baird, PhD; Erica Hardy, MD; Amy Goldberg, MD

A BSTR A C T

Child sex trafficking (CST) victims are at risk for HIV
infection due to a convergence of both social and biological factors. However, sparse recommendations and
guidelines exist for providers on the provision of HIV
non-occupational post-exposure prophylaxis (nPEP) for
CST patients. We evaluated whether pediatricians would
provide HIV nPEP in a clinical vignette where a patient
disclosed ongoing involvement in CST. Participants were
relatively divided regarding whether they would provide
HIV nPEP; 58.8% responded yes and 41.2% responded
no. This highlights the need for medical guidelines to
address the complex and case specific considerations of
providing nPEP to these victims.
K EYWORDS : child sex trafficking, human immuno-

deficiency virus, non-occupational post-exposure
prophylaxis

INTRODU C TION
Commercial sex work is widely recognized as a high-risk
behavior for the transmission of human immunodeficiency
virus (HIV) infection. Those entering sex work via trafficking are thought to face elevated HIV vulnerability due to
increased violence and sexual risk exposures.1 Sex trafficking is the force, fraud, coercion, or deceitful entry into sex
work, or entry into such work under age 18.1 Child sex trafficking (CST) is a subset of child sexual abuse that involves
“crimes of a sexual nature committed against juvenile victims for financial or other economic reasons.”1 Multiple
studies demonstrate that up to 40% of female sex workers
entered as minors, with the average age of entry being 12 to
14 years old.2
Due to the convergence of both social and biological factors, youth involved in CST appear to be at significant risk
for HIV infection and subsequent transmission.2-7 Adolescent victims of CST commonly have multiple high-risk sexual partners and experience violence, unprotected sex, and
injection drug use (IDU). Further, these youth engage in risky
sexual behaviors (e.g. anal sex, violently abusive sex), creating susceptibility to sexually transmitted infections.2-6 Prior
studies have found that when compared to non-trafficked
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adult sex workers, CST victims experience greater levels of
HIV risk due to compromised ability to refuse sex or negotiate condom use, limited knowledge of HIV transmission,
higher numbers of sexual clients, and violent sexual initiation.6 In addition, there is greater sex-buyer demand for
younger children due to the false belief that there is less risk
of HIV transmission with a younger partner.2 As a result,
child victims are being recruited into sex trafficking earlier, which provides a longer period during which they have
increased potential exposure and infection.3,4
Biological factors may also heighten vulnerability to
children involved in sex trafficking; larger areas of cervical
ectopy pose increased opportunity for infection.6 Additionally, repeated trauma to the immature genital tract during
sexual intercourse increases the likelihood of microabrasions
and microtears, consequentially increasing the potential for
infection.4,5
While involvement in CST concurs with risk of HIV infection, no clinical guidelines exist for medical providers in
addressing the provision of HIV non-occupational post-exposure prophylaxis (nPEP) specifically for CST youth. Given
the paucity of guidelines available, our hypothesis was that
pediatric attending physicians would be relatively divided in
regard to whether they should either provide HIV nPEP or
not when a patient disclosed ongoing involvement in CST.

METHOD S
We constructed a survey that assessed knowledge, comfort,
barriers, and medical decision making of physicians when
caring for a CST population.7 Pediatric attending physicians
practicing in community/hospital-based clinics, the pediatric emergency department, and hospital inpatient units were
asked to participate from November 2014 through January
2015. Participation in the study was both voluntary and anonymous. The final sampling frame was 267 physicians who
were listed in the Rhode Island Hospital staff services and/
or the Department of Pediatrics at Rhode Island Hospital.
All research procedures were approved by the Institutional
Review Board.
This study focused on one clinical vignette within the survey listed below:
A 17-year-old female patient presents to the emergency department. She reports an acute sexual assault by an unknown person
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the day before. During your interview she discloses
that she was not really assaulted, but is an “escort”
and wants to be tested for sexually transmitted
infections and pregnancy. She plans to continue
as an “escort”. You complete the STI and pregnancy
testing. What else should be done for this patient?

Response options included yes or no to the following: “Provide STI prophylaxis”, “Provide HIV prophylaxis”, “Provide Plan B”, and “Wait to determine
any treatment until test results return”. We focused
on whether pediatric physicians chose to provide
HIV nPEP to the patient described. All analyses
were conducted utilizing SAS Software 9.4 (SAS Inc.,
Cary, NC). Differences between those who would
and would not provide HIV nPEP were examined,
including the respondent’s gender, medical specialty, clinical settings, and training on sex trafficking
using a Chi Square test with PROC FREQ.

RESULTS
The survey was sent to 267 pediatric attending physicians in Rhode Island and a total of 109 responded,
a response rate of 41% (109/267). In total, over half
of the participants (58.8%, 57/97) responded that
they would provide HIV nPEP and 41.2% (40/97)
responded they would not, (p=.8116).
As indicated in Table 1, participants who would
provide HIV nPEP had more hours of training than
those who would not provide nPEP (p=0.0218); no
other significant differences were identified. Physicians with greater knowledge of CST, and particularly
their susceptibility to HIV infection, may be more
inclined to prescribe prophylaxis for these patients.

DISC U S S ION
Pediatric attending physicians were relatively
divided in regard to the provision of HIV nPEP for
a sex trafficking patient (59% vs. 41%). Consistent
with our hypothesis, there is no evidence-based
clinical decision to providing HIV nPEP to these
high-risk youth; therefore our findings in which
physicians are divided reflect the need for greater
education, training, and specific medical guidelines.
Overall, pediatric attending physicians reported not
encountering a sex trafficking patient in their practice or screening patients for sex trafficking in the
last twelve months. Asking the question about HIV
in the context of CST is an important preliminary
step in raising awareness of the clinician’s responsibility to consider the provision, or not, of HIV nPEP.
There are several important considerations based on
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Table 1. Respondent Demographics and Response to Clinical Vignette
Variables

Provide HIV Prophylaxis

Total

Yes

No

58.8 (57/97)

41.2 (40/97)

Gender
Female

65.5 (36/55)

52.5 (21/40)

Male

34.6 (19/55)

47.5 (19/40)

Medical specialty
General Pediatrics

73.7 (42/57)

82.5 (33/40)

Pediatric Subspecialists

17.5 (10/57)

17.5 (7/40)

8.8 (5/57)

0 (0/40)

Internal Medicine
Pediatrics
Clinical setting

P value

Missing

.8116

12

0.2032

14

0.1927

12

0.3844

14

0.2804

12

Private/Community

32.7 (18/55)

47.5 (19/40)

Hospital-based clinic

27.3 (15/55)

25.0 (10/40)

Emergency Department

16.4 (9/55)

17.54 (7/40)

Hospital Inpatient

18.2 (10/55)

10 (4/40)

5.5 (3/55)

0 (0/40)

With training

58.8 (8/57)

22.5 (9/40)

Without training

86.0 (49/57)

77.5 (31/40)

3.5, 1.5, 1.0,
[1-10]

1.1, 1.0, 1.0,
[1-2]

0.0218a

Years as an attending,
Mean, [95% CI], median

13.2 [10.8,
15.6], 13.5

16.8 [13.3,
20.3], 16

0.1258

11

Past 12 months, how many
patients concerned for sex
trafficking? Median, mode,
[min,max]

0, 0, [0-15]

0, 0 [0-10]

0.79

11

Past 12 months, how many
patients screened for sex
trafficking? Median, mode,
[min,max]

0, 0, [0-20]

0, 0, [0-25]

0.9656

11

.9742

12

0.8836

13

Other
Training on sex trafficking

If training, how many
hours: Mean, median,
mode, [min-max]

You don’t feel you have
sufficient training
Yes

87.7 (50/57)

87.5 (35/40)

No

12.3 (7/57)

12.5 (5/40)

You are uncertain about
the medical treatment
necessary for patients who
have a positive screen
Yes

66.1 (37/56)

67.5 (27/40)

No

33.9 (19/56)

32.5 (13/40)

a. Statistically significant (p < .05)
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the 2015 STD Treatment Guidelines and the 2016 Updated
Guidelines for Antiretroviral Post-Exposure Prophylaxis for
sexual assault/sexual abuse.9, 10
General recommendations include providing HIV nPEP
within an acute time frame of a sexual exposure (≤ 72 hours).
Decisions should be based on potential risk of transmission, the assessed potential compliance of patients with the
28-day course of medication(s) and appropriate follow-up.9 In
the clinical vignette, the patient presented within 72 hours
of sexual contact. However, the patient disclosed multiple
and continued sexual contact. Victims of CST have ongoing vulnerability to infections and pregnancy as opposed
to an acute sexual assault victim with risk limited to one
incident.1 Compliance to the course of medication and necessary follow-up must be evaluated due to the concern of
introducing resistance to these medications. Youth victims
involved in sex trafficking may be homeless, transient, or
on the run1,2; this makes follow-up and adherence to medications more unlikely. Further, these patients are commonly associated with additional high-risk behaviors (e.g.
substance abuse) and dysfunctional environments1,2, thus
decreasing the likelihood of adherence to the medication.
The issue of adherence should be assessed through a discussion with the patient, along with the development of
a feasible plan for taking the medications, and completing
necessary follow-up.
The 2015 CDC guidelines recommend that in the special
case of children with evidence of sexual abuse who present
to a health care provider ≤ 72 hours after their most recent
exposure, nPEP can be considered on a case-by-case basis.10
Providers should ask CST patients what type of sexual contact occurred (e.g. penile-oral, penile-anal), their history of
genital bleeding (trauma), and whether there was ejaculation
and condom use to clarify the level of potential risk.9,10 A
genital exam should be completed in order to determine
the presence of genital mucosal trauma or genital ulcer
disease, other STIs, or an oral mucosa that is compromised
(e.g., oral lesions, gingivitis, wounds); all of which increase
risk exposure.4 Health care providers should weigh the risks
and benefits of the medications (i.e. effectiveness, introducing resistance and side effects) based on the information
acquired during medical encounters.10 Due to the specific
nuances of each CST case, it is appropriate to consult an
infectious disease specialist to help make the determination
of providing HIV nPEP and to collaborate with child protection pediatricians, who often have expert information on
local CST populations.
The results of this study should be considered within the
context of limitations. Our sample was collected from a single medical institution, and therefore responses may not be
representative of providers in other geographic locations. In
addition, we did not ask participants to provide their reasoning behind why they would or would not provide HIV nPEP
in this clinical vignette. Prospective studies examining the
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provision of HIV pre-exposure prophylaxis (PrEP) for CST
patients would be a valuable contribution to research on
potential harm reduction strategies in high risk and repeated
exposure populations.
Critical to investigations concerning the medical management of sex- trafficked youth is the consideration of a broad
range of negative health risks, appropriate interventions and
preventative harm-reduction strategies. CST victims are at
high risk of HIV infection, and general recommendations on
the provision of HIV nPEP do not adequately educate providers on the unique considerations necessary for this population; some do not present acutely, have ongoing exposure
risk, and are associated with features that may decrease
compliance with medications. Therefore, pediatricians of
various specialties and levels of training and experience on
CST are understandably divided in regard to providing nPEP.
Medical guidance, along with education and training, is integral for a greater conceptualization of the interventions necessary to address HIV risk in a CST patient population to
generate a more uniform response.
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Bridging the [Health Equity] Gap at a Free Clinic
for Uninsured Residents of Rhode Island
POOJA HINDOCHA, NISHA JANARDHANAN NAIR, JENNIFER L. PIGOGA, KATHERINE BARRY, MEGHAN MCCARTHY,
VALERIE ALMEIDA-MONROE, ANNE S. DE GROOT, MD

A BST RA C T

Poor management of chronic diseases, such as hypertension and diabetes, particularly among the uninsured,
places medical and financial burdens on the healthcare
system. Clínica Esperanza/Hope Clinic initiated a chronic disease management program for uninsured residents
of Rhode Island (RI) called Bridging the [Health Equity]
Gap (BTG), which offers continuity of care, quarterly
goal-setting appointments, and healthy lifestyle interventions. Outcomes for 549 participants from the initial
evaluation period are presented here. Over the first 12
months of enrollment, mean hemoglobin A1c decreased
from 10.2% to 8.3% (p<0.001), and mean blood glucose of
individuals with diabetes decreased by 51 mg/dL (p<0.01).
BTG participants used the local emergency department
(ED) 60% less than Medicaid-insured RI residents and
had 61% fewer “potentially preventable” ED visits. The
positive impact of BTG on chronic disease outcomes and
ED usage by uninsured patients suggests that programs
like BTG may reduce overall healthcare costs in the state.

Figure 1: Uninsurance is highest among Hispanics in Rhode Island.
1a: The percentage of the Rhode Island population that was uninsured
dropped from 11.6% in 2013 to 4.3% in 2016. 1b: The uninsured rate was
highest, proportionally, among RI Hispanic/Latinos in 2016. 1c: Rhode
Island population, by race and ethnicity in 2016. Assumption made that
categories are not overlapping (Source: United States Census Bureau1).

K E YWORD S: uninsured, health disparities, lifestyle

intervention, chronic disease, emergency department

INTRO D U C T I O N
The overall rate of uninsurance in Rhode Island (RI) has
dropped from 11.6% in 2013 (prior to Affordable Care Act
implementation) to 4.3% in 2016 (Figure 1a).1 However, at
nearly 11%, the uninsured rate for Hispanic/Latino residents, remains more than three times that of white Rhode
Islanders (Figure 1b-c).2
Limiting access to healthcare due to insurance status
reduces access to preventive health screenings, leading to
under-diagnosis of chronic diseases.3 This increases the likelihood of poor health outcomes, increasing the cost of care
should these individuals eventually obtain insurance. Furthermore, without access to primary care services, uninsured
individuals are more likely to use the emergency department
for non-emergent needs, generating significant financial
burden for both the patient4 and the healthcare system.
In 2016, Clínica Esperanza/Hope Clinic (CEHC),5,6 a volunteer-run free clinic in Providence, RI, that serves a
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predominantly Hispanic population, initiated the “Bridging
the [Health Equity] Gap” (BTG) program. BTG is a chronic
disease management program that provides continuity of
care and convenient access to non-emergent walk-in care for
uninsured Hispanics living on the West and South sides of
Providence, RI. The purpose of this study was to evaluate the
clinical and fiscal impact of these services (if participants
become Medicaid-eligible). We hypothesized that engaging
uninsured participants in BTG would improve clinical indicators and provide significant cost-savings to the state.

METHOD S
Participation in BTG was open to all uninsured, nonMedicaid-eligible people residing in RI, who are living with
pre-diabetes, type 2 diabetes, hypertension, hyperlipidemia,
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and/or obesity. Participation was voluntary and involved
quarterly clinic visits and semi-annual health education
classes. Participants signed a partnership form that gave
CEHC permission to track progress throughout their healthcare journey, whether they remained at CEHC or gained
insurance coverage and transferred care to another clinic.
This allowed for documentation of the impact of free healthcare on patient wellbeing longitudinally.
Participants were recruited at CEHC and through outreach events in local churches and community centers.
After enrollment, participants selected from several
healthy-lifestyle change programs: the Vida Sana Program7
Figure 2. Enrollment and participation in the Bridging the Gap program
at CEHC, 2016-2017.
This figure provides first-year data on all patients enrolled within the first
18 months (March 2016 – August 2017) of the BTG program (N=742;
enrollment was continuous). Of these, 549 patients are considered active
participants. Nearly half (n=226) of these active BTG participants have
participated in a CEHC-based health education class. This enrollment
is described in the Venn diagram on the right; note that many participants enroll in more than one health coaching class during their first year.
Enrollment is available to all uninsured patients with chronic diseases who
may be identified at outreach events or in the walk-in clinic. Patients may
transition out of BTG when they: (1) become unreachable (and are lost
to follow-up), (2) transfer care to another provider with or without insurance. Of the total enrolled (N=742), <12% of patients transferred care to
another provider and 15% were lost to follow-up.

(a culturally-sensitive lifestyle change program developed by
CEHC), the Diabetes Prevention Program (DPP, CDC8), or
one-on-one health education visits with Community Health
Workers (CHWs) (Figure 2). Furthermore, while participants
could continue to access low- or no-cost ED care through a
local hospital system (Lifespan; Providence, RI) using free
“charity” care, CEHC clinicians and CHWs educated about,
and reinforced use of, CEHC’s free walk-in “CHEER” clinic
for non-urgent medical needs.
Changes in chronic disease indicators were collected from
March 2016 to September 2017 and tracked in Microsoft
Excel. Indicators included blood pressure, random blood glucose, body mass index (BMI), hemoglobin A1c (HbA1c), and
total cholesterol levels. Vital signs and HbA1c were measured at CEHC; cholesterol was measured either at CEHC
or at a Lifespan facility if the participant was enrolled in
free care.

RESU LTS

Chronic Disease Metrics
During the evaluation period, 742 individuals enrolled in
BTG. Of these, 549 remained active participants at CEHC
(i.e., did not transfer to a traditional health insurance plan
or were not lost to follow up). During the first year of
enrollment, 166 individuals (30%) participated in the program per-protocol, i.e. had at least one clinic visit per six
months and enrolled in at least one health education program. Among per-protocol participants, at least 52% and as
many as 77% showed improvement in at least one clinical
indicator (Figure 3a).
For participants with hypertension (i.e., systolic blood
pressure (SBP) of at least 130mmHg or diastolic blood pressure of at least 90mmHg9, n=61), there was a mean decrease
of 11 mmHg in systolic blood pressure (SBP) from participants’ first to last visit (p<0.001). Two thresholds for HbA1c
(5.7% and 7%) were used to capture all individuals with
pre-diabetes and diabetes, and to separately track those
who had diabetes. Patients with diabetes showed improvements over the first 12 months of enrollment: HbA1C and
blood glucose measurements decreased by mean values of
1.86 (n=24, Figure 3b) and 50.76 units (n=46), respectively
(p<0.01). More than half of individuals had reduction in BMI
(i.e., weight loss), though effect size varied widely.

Impact of BTG on ED usage
We identified “potentially-preventable” ED visits of BTG
participants for whom data were available (n=325) and compared this to the number of ED visits of Medicaid participants in RI (n=332,846) in 2016.10 Overall, BTG participants
used the ED 60% less than their Medicaid counterparts, and
had 61% fewer “potentially preventable” ED visits (Figure 4).
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Figure 3. Participation in BTG Improved Health Status Indicators.
3a: BTG participants experience improvements in chronic disease indicators. All improvements (over baseline) are captured in this figure.
3b: Improvements in HbA1c for diabetic individuals (HbA1c >7). Patients
that had definitively been identified as having diabetes experienced significant reductions in their HbA1C over the 12-month period (p<0.01).

Figure 4. CEHC BTG Participants Used the ED less than Medicaid
patients in 2016.
4a: BTG participants were less likely to visit the ED for any reason. Despite having full access to the ED in the local hospital network through
‘charity (free) care’, BTG participants use the ED 60% less often than
their Medicaid counterparts. 4b: BTG participants were less likely to visit
the ED for potentially preventable ED visits (PPVs). BTG participants used
the ED 61% less often than Medicaid patients for potentially preventable
reasons such as abdominal pain, headache, and asthma. Note: Medicaid population (n=332,846) and CEHC BTG population (n=325; includes
only participants that had emergency room data available through the
Lifespan hospital system, which is where CEHC patients have access to
free care) denominators were used to calculate ED visits per 1000 patients. Potentially preventable visits are classified based on RI Executive
Office of Health and Human Services (EOHHS) ICD-10 definitions. Current limitations of Medicaid claims data availability meant that we could
not generate a comparison group that was age-, gender-, ethnicity-, and
location-matched with the CEHC BTG cohort. (Source: Executive Office of
Health and Human Services10).

DISC U S S I O N : COS T S AV I NG S OF B T G
Longitudinally, cost-savings for BTG patients were high.
For example, the cost-savings gained by controlling blood
sugar, normalizing HbA1C, and reducing blood pressure to
normal levels in participants with comorbid diabetes and
hypertension was estimated to be between $1445 and $2073
per patient.11
“Potentially preventable” ED visits were also important to
evaluate: a decrease in these visits due to BTG-style chronic
disease management programs can confer financial benefits
to the state. Since access to Medicaid under the Affordable
Care Act shifts healthcare costs to the state and federal governments, the goal of this sub-analysis was to understand
potential cost-savings (associated with reduced ED usage)
under the assumption that if BTG were implemented statewide, ED visits by the uninsured Hispanic/Latino population would be lower. Studies have shown that Medicaid
access increases ED visits (including those for non-emergent
or primary care-treatable situations) of previously uninsured
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patients.12 In RI, the Department of Health has reported that
70% of the ED visits for individuals with Medicaid were
potentially preventable.13 Our data suggest that BTG patients
may be much less likely to utilize EDs unnecessarily compared to Medicaid patients
We estimated the monetary benefits based on what we
believe is a representative sample of the population that is
seen at CEHC: uninsured Hispanics aged 18 to 64 years in RI.
According to the 2016 American Community Survey, there
were 8,311 nonelderly Hispanic non-citizens in Providence
County.14 Among uninsured Hispanic non-citizens in the
Northeast, 16.5% reported using the ED in the past year.
Assuming average ED use and costs in RI align with that of
the Northeast and the rest of the US (approximately 1.8 visits per person and $422/visit, respectively),15 we estimated
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that the total number of ED visits for the uninsured Hispanic population in Providence Country to be as many as
2,468 visits annually. Assuming that 75% of ED visits are
preventable,14 BTG could prevent 1,851 out of 2,468 visits.
This reduction in ED burden would yield an average potential savings to the RI healthcare system of $781,122 annually.

CON C L U S I O N
In RI, prevalence of being uninsured, having no primary care
provider, experiencing cost barriers to seeing a doctor, and
having had no “checkup” in the past 12 months are highest among Hispanic adults as compared to other racial/ethnic groups.16 At CEHC, we have tracked and documented
healthcare utilization, quality of care, and the impact of our
programs on patient well-being over time.17,18,19 In the present study, we hypothesized that engaging uninsured participants in a chronic disease management program (BTG) could
promote health and financial benefits.
This initial analysis followed 549 per-protocol participants
through their first year of enrollment in the program. We
demonstrated that participation in BTG appears to improve
relevant clinical indicators for participants with (or at risk for)
diabetes, hypertension, hyperlipidemia, and obesity, and significant improvement is seen with SBP, HbA1c and glucose
levels. Furthermore, BTG has the potential to reduce total
and preventable ED visits. These ED usage estimates may be
conservative, as only the subset of BTG participants accessing one specific hospital system was included in the analysis.
We acknowledge that, given that participants were not
randomized, and that participation was voluntary, we were
unable to perform an intent-to-treat analysis. Furthermore,
there could be selection bias in that those who chose to
participate in BTG per-protocol are likely more motivated
to improve their own health. We also note here that the
BTG cohort differs substantially from the general RI Medicaid population: by definition, 100% of BTG participants
are diagnosed with a chronic disease, and nearly all identify as non-white Hispanics or Latinos. This difference may
therefore significantly underestimate the impact of BTG. To
obtain an unbiased evaluation of the impact of BTG on ED
diversion, we will obtain local ED usage/cost data and ZIP
code-associated Medicaid information for further analysis.
We will report longitudinal results of BTG on the wellbeing
of more than 1,500 participants (to-date) in the near future.
Considering that a significant fraction of the Hispanic
community in RI does not appear to have equal access to
health insurance, and that “health equity” is a key objective for the state, it is important to identify means by
which access to care for this population can be improved.
This study suggests that BTG-style interventions for uninsured Hispanic participants may improve patient well-being
while lowering ED usage for preventable health problems
and saving healthcare costs.
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A Double Whammy: Lactobacillus acidophilus Bacteremia
and Subsequent Lactobacillus rhamnosus Prosthetic Valve
Infective Endocarditis in an Elderly Diabetic Patient
Fatima Zeba, MD; Juliet Yirerong, MD; Maen Assali, MD; Geetika Tewary, MD; Amanda Noska, MD, MPH

ABSTRAC T

The clinical significance of the relatively avirulent organism, Lactobacillus, has been debated in the past. At
times misdiagnosed as a contaminant, Lactobacillus has
uncommonly been reported to cause intra-abdominal abscesses, peritonitis, meningitis, bacteremia, pneumonia
and endocarditis, especially in the population of patients
with underlying comorbid conditions including malignancy, diabetes, recent surgery or organ transplantation.
We report a case of a 74-year-old male with Lactobacillus bacteremia leading to prosthetic valve infective
endocarditis complicated by an aortic root abscess. He
was managed with IV antibiotic therapy, ultimately penicillin G, and aortic valve replacement, and completely
recovered after a period of rehabilitation. Several factors
that predispose to Lactobacillus bacteremia were identified in our patient. This case further supports the proposition that Lactobacillus is not always a contaminant;
when pathogenic, underlying disease conditions should
be investigated.
K EYWOR D S: Lactobacillus, Prosthetic Valve endocarditis,

Bacteremia

INTROD U C T I O N
Lactobacilli are facultative anaerobic gram-positive rods and
part of the normal flora of the oral, gastrointestinal and genitourinary tracts.1 There has been controversy regarding the
pathogenic potential of Lactobacilli.2,3 While some studies
have suggested that the risk of infection due to Lactobacillus is extremely rare, leading it to be regarded as a contaminant when identified in human isolates,4 other case reports
have indicated Lactobacillus as the causative organism in
intra-abdominal abscesses, peritonitis, dental caries, urinary tract infections, chorioamnionitis, endometritis, liver
abscess, splenic abscess, septic arthritis, meningitis, bacteremia, pneumonia and endocarditis.1,2,5,6 It is estimated that
Lactobacillus represents 0.05–0.4% of cases of infective endocarditis and bacteremia.6 We report an instance where Lactobacillus proved to be more than just an incidental finding.
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C ASE PRESENTATION
A 74-year-old male with a history of diabetes mellitus,
multi-vessel coronary artery disease status post-coronary
artery bypass graft and bio-prosthetic aortic valve replacement (AVR) for severe aortic stenosis a year prior to current
presentation, presented to the emergency department (ED)
with an acute onset of confusion and disorientation. Notably, his most recent admission was three months prior for
acute encephalopathy. During that admission, he was initially treated with IV vancomycin 1250mg every 12 hours,
IV ceftriaxone 2g every 12 hours, IV ampicillin 2g every 4
hours and IV acyclovir due to concern for possible meningoencephalitis, with subsequent de-escalation to IV ampicillin
2g every 4 hours to complete the treatment course, when
his blood cultures isolated Lactobacillus acidophilus in
4 of 4 bottles.
Workup for septic foci during that admission including
computed tomography (CT) head, transthoracic echocardiogram (TTE), transesophageal echocardiogram (TEE), and
computed tomography angiogram (CTA) of the head was
negative, with CSF analysis showing evidence of lymphocytic pleocytosis and CSF cultures isolating no organisms.
He was discharged and made a full clinical recovery.
During the present admission, he denied a history of probiotic use. His diabetes was well controlled with oral medications. His physical exam was notable for fever (38.6°C).
His heart rate was 84 beats per minute, BP 115/88 mmHg,
respiratory rate 16 cycles/minute, oxygen saturation 94% on
ambient air. Dentition was fair. He had a grade 3/6 ejection
systolic murmur heard best at the right upper sternal border. His lungs were clear to auscultation, mental status had
returned to baseline at the time of evaluation in the ED, and
he had no motor or sensory neurological deficits. He did not
have stigmata of endocarditis or skin rash.
Initial laboratory investigations showed leukocytosis
20,300 cells/µL. CT Head, lumbar puncture, urinalysis, chest
x-ray showed no abnormal findings. Lactate was 0.8 mmol/L,
renal and liver function tests were within normal limits.
TTE on admission showed a thickened aortic valve leaflet,
ejection fraction (EF) 40-45% which was reduced compared
to a prior study two months earlier. Blood cultures isolated
gram- positive coccobacilli; patient was started empirically
on ampicillin-sulbactam 1.5g every 6 hours and vancomycin
1500 mg every 12 hours after blood cultures were drawn. He
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Figure 1. Demonstration of aortic valve vegetation on early transthoracic
echocardiogram

Figure 2. Short axis view of the aortic valve on transesophageal echo
showing aortic cusp root abscess

developed Mobitz type 2 second degree AV block on day 5
of admission, requiring transvenous pacing. TEE on hospital day 7 showed an EF 30–35%, severe aortic valve leaflet
thickening, a vegetation on the aortic bioprosthetic leaflet
(Figure 1) and an aortic cusp root abscess (Figure 2). A regurgitant jet was noted around the aortic valve suggestive of
valve dehiscence (Figure 3). A CT coronary angiogram also
suggested the presence of an aortic root abscess (Figure 4).
Gentamicin was added to vancomycin, but had to be discontinued a few days after initiating therapy due to concern for
drug-induced liver injury (DILI).
Blood cultures subsequently revealed Lactobacillus
rhamnosus in 4 of 4 bottles. The patient’s antibiotics were
de-escalated to ampicillin-sulbactam based on susceptibilities showing susceptibility to penicillin. Patient thereafter
underwent a redo AVR with patch closure of aortic root
abscess. The intra-operative specimen of this patient’s prosthetic valve vegetation isolated Lactobacillus rhamnosus,
also sensitive to penicillin. Workup for infection foci and
underlying conditions included dental imaging (showing
periodontal disease but no focal abscesses), CT chest, abdomen and pelvis with contrast (negative for occult abscess),
abdominal ultrasound (showing no cholelithiasis or nephrolithiasis), colonoscopy (no pathology), and esophagogastroduodenoscopy (EGD) which showed white plaques concerning
for esophageal candidiasis. The patient was treated with fluconazole 100 mg once daily for 2 weeks with good results.
He cleared his blood cultures on hospital day 14 on IV ampicillin-sulbactam, and was discharged to a skilled nursing
facility on post-operative day 17 in stable condition, afebrile
with resolved leukocytosis and improved mentation.
Figure 4. Coronary CTA showing aortic pseudo-aneurysms consistent
with aortic root abscess

Figure 3. Short axis view of the aortic valve on transesophageal echo
showing a regurgitant jet around the aortic valve suggestive of aortic
valve dehiscence
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He subsequently finished a 6-week course of IV penicillin G 18 million units per day, selected per sensitivities
from intraoperative cultures; repeat blood cultures in one
month were negative. He was thereafter seen in follow-up
at the Infectious Diseases clinic after a prolonged period of
rehabilitation and was noted to be in satisfactory health.

DIS C U SS I O N
Lactobacillus species are normal flora of the mouth,
gastrointestinal tract, and female genital tract, where they
produce lactic acid and competitively inhibit more typically
pathogenic organisms.7
A review of the epidemiology of the few pathogenic cases
reported in the literature reveals a higher incidence in the
elderly population, with a mean age of greater than 60
years,1 most likely related to its association with immunosuppression and several comorbidities such as malignancies
or serious gastrointestinal disorders like hepatic cirrhosis
and chronic pancreatitis,6 chronic renal failure, pulmonary
fibrosis, colon cancer, chronic obstructive lung disease, diabetes mellitus,1 and the well documented high prevalence of
lactobacilli as intestinal microflora in this population.8
Lactobacilli aggregate platelets, bind both fibronectin and
fibrinogen, and adhere to collagen types I and V, which compose the extracellular matrix of endothelial cells and have
been shown to be present at sites of endothelial damage.5
This represents a potential mechanism for endocarditis and
valve disease associated with this bacteria.
Lactobacillus bacteremia is considered an important
marker of an underlying serious or fatal disease and poor
long-term prognosis for hospitalized patients.3 This evidence reiterates findings of Husni et al in 1999, in their
study which reviewed 45 cases of Lactobacillus bacteremia
and endocarditis over a 15-year period at Cleveland Clinic:
48% were in the intensive care unit at the time of onset
of Lactobacillus bacteremia, 40% had an underlying malignancy. Also, 38% had recently undergone surgery, 27% had
diabetes mellitus, 22% were receiving corticosteroids, and
14% were receiving other immunosuppressive therapy, 7%
had valvular heart disease.1 Similar findings were also reproduced in the study by Salminen et al in 2004, who found
that 82% of cases reviewed had an association with fatal or
severe co-morbidities.6
Lactobacillus endocarditis is typically associated with preexisting structural heart disease, recent dental infection or
manipulation.9 Some reports implicate recent upper endoscopy, colonoscopy and otological procedures as the only cause
for Lactobacillus bacteremia, plausibly due to a breach in the
mucosal barriers.10-12 The incidence of bacteremia following
TEE was reported to be 1.4% in a prospective study by Mentec
et al;13 however, the American Heart Association considers
this a low-risk procedure in the absence of infection and does
not recommend routine antibiotic prophylaxis (class III). 14
In the case of our patient, predisposing factors for
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Lactobacillus bacteremia or endocarditis included: a history
of cardiac surgery, recent endoscopy (TEE), presence of a
prosthetic valve and history of diabetes mellitus. Workup
for underlying disease conditions was only significant for
esophageal candidiasis revealed on EGD. Colonoscopy and
CT abdomen and pelvis showed no evidence of underlying
malignancy or abscess respectively. On the basis of his EGD
findings, bacterial translocation from the gastrointestinal
tract was considered the most likely mechanism of infection.
In a review by Cannon et al. analyzing the characteristics of over 200 cases of pathogenic Lactobacillus infections
associated with bacteremia, endocarditis, and localized
infection, the species L. casei and L. rhamnosus were the
most common.2 We reason that our patient’s recurrent infection with two different Lactobacillus species originated from
the gastrointestinal tract where lactobacilli dwell as normal
flora, via a breached esophageal mucosal barrier. An automated phenotypic microbial identification and antimicrobial susceptibility testing system, the VITEK anaerobe and
Corynebacterium (ANC) identification card, was used to
identify both Lactobacillus species. Epidemiologic evidence
has shown that the VITEK ANC card achieves 98.5% identification accuracy of clinical anaerobic isolates at the genus
level, and 86.5% identification accuracy at the species level.15
Probiotic use was also considered in our patient, as Lactobacillus acidophilus and Lactobacillus rhamnosus are commercially significant bacterial probiotics,16 with reported
cases of bacteremia and endocarditis related to probiotic
use.17,18 The FDA, in a 2010 draft guidance, has recognized
immunosuppression, structural heart disease, pregnancy,
neutropenia, radiation and active intestinal disease as risks
for adverse events in probiotic clinical trials. In 2011, a report
released by the Agency for Healthcare Research and Quality
concluded that the current literature is not well-equipped to
answer with confidence questions on the safety of probiotics
based on existing interventional studies. 19
Our patient also presented with acute disorientation and
confusion, which has not been reported as the prominent
presenting symptom in other cases published. He also had
fever and leukocytosis, present in 69% and 22% of patients
respectively, per Husni et al’s review.1 Work- up for other
possible causes of encephalopathy was negative.
Our patient was appropriately managed with antimicrobial
therapy, which was deescalated to IV penicillin G, when susceptibilities became available, and aortic valve replacement,
with satisfactory clinical recovery. Therapy with penicillin
and an aminoglycoside has been reported to be successful in
other cases of Lactobacillus bacteremia, and can be considered as empiric therapy until susceptibilities are available to
help guide decision making.20 In this case, gentamicin had to
be discontinued due to the development of DILI.
Prompt recognition and appropriate treatment of our
patient’s Lactobacillus prosthetic valve infective endocarditis were major contributory factors to his overall survival
and recovery.
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CON C L U S I O N
This case highlights the importance of recognizing Lactobacillus sp. as a potential pathogenic isolate, especially in
the presence of predisposing immune factors and medical
comorbidities like advanced age, diabetes, or preexisting
structural heart disease. A diagnosis of Lactobacillus bacteremia should always prompt workup for the underlying
disease conditions noted above, as this is an uncommon
pathogen, but is not always a contaminant. Prompt recognition of Lactobacillus bacteremia or infective endocarditis
is essential to preventing morbidity and mortality related to
this disease process.
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Acquired Gitelman Syndrome Secondary to Bendamustine Use
Andrew Rogers, MD; Pulkit Gandhi, MD; Josef Bautista, MD; Jie Tang, MD

K e yw ords: Bendamustine, Gitelman syndrome,

Hypokalemia, Hypocalciuria, Hyperreninemia

Intro duct i o n
Gitelman syndrome is an autosomal recessive disorder
caused by inactivating mutations in the thiazide-sensitive
sodium-chloride cotransporter (NCCT) that is expressed on
the luminal surface of renal distal convoluted tubule cells.1
First described in 1966,2 Gitelman Syndrome is characterized by hypokalemic metabolic alkalosis, hypocalciuria, and
low-normal blood pressure.3 It classically presents in late
childhood or adulthood. Predominant symptoms include
muscle cramps and weakness, tetany, salt craving, polydipsia,
and fatigue.4
Acquired Gitelman-like syndromes also have been
described. In Sjogren’s syndrome, anti-NCCT autoantibodies are postulated to inhibit or disrupt NCCT function
and thereby precipitate the classical syndromic findings.
Likewise, a Gitelman-like syndrome has been described in
patients treated with the DNA alkylating agent, cisplatin.5
Although the mechanism of cisplatin nephrotoxicity is not
well characterized, morphologic studies in humans with
cisplatin nephropathy demonstrate focal tubular necrosis predominantly in the distal convoluted tubule and the
collecting ducts.6 These findings raise the possibility that
cisplatin-induced damage to the distal convoluted tubule,
and perhaps to the SLC12A3 gene (coding for NCCT) itself,
may underlie the pathophysiologic process.
Herein we describe a case of suspected bendamustineinduced Gitelman-like syndrome in a patient undergoing
treatment for follicular lymphoma with bendamustine and
rituximab.

Ca se P res en tat i o n
A 51-year-old man presented with the chief complaint
of severe bilateral leg cramping and weakness. Review of
systems was positive for recent poor dietary intake. He
denied polyuria, vomiting, diarrhea, weight loss, laxative
use, diuretic use, licorice ingestion, or changes in home
medications. His medical history was notable for essential
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hypertension treated with combination amlodipine-benazepril; active stage IV follicular lymphoma for which he was
undergoing treatment with bendamustine and rituximab;
and hypokalemia, which was diagnosed after completing his
first cycle of bendamustine-rituximab and had been taking
oral potassium chloride. At the time of presentation he had
completed six cycles of bendamustine-rituximab therapy,
with bendamustine last administered six weeks prior to
presentation.
On physical examination, he appeared chronically ill but
was in no acute distress. His vital signs were as follows: temperature 97°F, heart rate 80 beats/min, blood pressure 99/58
mmHg, respiratory rate 20 breaths/min, and O2 saturation
100% on room air. Rest of physical exam was normal.
Laboratory studies showed serum sodium 140 meq/L,
potassium 1.6 meq/L(normal 3.5 to 5meq/L), chloride 97
meq/L, HCO3_ 36 meq/L(normal 22 to 32 meq/L), BUN 10
mg/dl, creatinine 0.88 mg/dl, calcium 8.9 mg/dl, magnesium
1.6 meq/L( normal 1.5 to 2 meq/L) and phosphorus 1.6 mg/
dl( normal 2.5 to 4.5 mg/dl). In addition, creatinine kinase
was 2685 IU/L (normal 22 to 198 IU/L), and venous blood
gas showed pH 7.43 and pCO2 59. The patient’s electrocardiograms demonstrated sinus rhythm with a corrected QT
interval of 457 ms and non-specific repolarization abnormalities. Subsequent work-up revealed urine creatinine 89
mg/dL, urine potassium 28 mEq/L, urine sodium 74 mEq/L,
urine calcium 0.1 mg/dL, and urine chloride 93 mEq/L,
which corresponded to a urine potassium-to-creatinine ratio
of 31 mEq/g, a transtubular potassium gradient of 9.25, and
a urine calcium-to-creatinine ratio of 0.001. 24-hour urine
confirmed potassium wasting with a potassium excretion
of 107 mEq,. A diuretic screen was negative. Serum renin
activity was elevated at 5.32 ng/ml/h. Serum aldosterone
was <1 ng/dL. Other studies were notable for TSH 3.1 uIU/
mL, corticosterone <20 ng/dL, and 11-deoxycortisol <20 ng/
dL. Renal ultrasound demonstrated normal appearing kidneys with normal Doppler waveforms and flow velocities.
The patient was treated with oral and intravenous potassium and as well as with spironolactone 50 mg by mouth
daily. Potassium values returned to the normal range and
his leg cramps and weakness improved. The patient’s home
amlodipine-benazepril was discontinued.
One month after hospital discharge the patient was found
to be hyperkalemic to 5.4 mEq/L(normal 3.5 to 5meq/L);
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potassium chloride and spironolactone were discontinued
To date, the patient has continued on rituximab maintenance therapy and remains in remission. He has received no
further bendamustine therapy. Serum potassium and bicarbonate have been monitored routinely and remain in the
normal ranges since discontinuation of spironolactone and
supplemental potassium. He has remained normotensive for
over 1 year since hospital discharge.

Discu s s i o n
We described a case of hypokalemic metabolic alkalosis,
hypocalciuria, hyperreninemia, and normotension in a
patient undergoing treatment for follicular lymphoma with
combined bendamustine and rituximab therapy. This constellation of metabolic abnormalities is similar to those seen
in classical Gitelman syndrome. To our knowledge, this represents the first case of a bendamustine-induced Gitelmanlike syndrome.
Bendamustine is a nitrogen mustard compound with a
mechlorethamine moiety that engenders DNA alkylating
properties.7 It has a volume of distribution of approximately
20–25 L,7 with disproportionately high levels of the drug
found in the liver and kidney according to a mouse model.8
Cellular uptake of bendamustine is mediated – at least in
part – by organic anion transporter proteins 1 and 3 (OAT1
and OAT3), which are expressed on lymphoma cells9 and
in renal proximal tubule cells.10 Non-enzymatic hydrolysis is the predominant metabolic mechanism and results
in metabolites with little or no cytotoxic activity.11 Phase
I metabolism by CYP1A2 also occurs and yields metabolites with cytotoxic activities that are less than or equal
to that of the parent compound.12 Neither inhibitors nor
inducers of CYP1A2 appear to affect the bendamustine concentration-time profile.7 Elimination occurs largely via the
urine, though only a small fraction of drug is excreted in
its native form.11 The effective half-life of bendamustine is
approximately 40 minutes.7
Although bendamustine is not considered to be nephrotoxic per se, hypokalemia was reported in 5% of patients with
rituximab-refractory indolent and transformed non-Hodgkin
lymphoma being treated with bendamustine monotherapy.6
The exact mechanism is unknown. The dose of bendamustine used in these patients was 120 mg/m2 on days 1 and 2 of
21-day cycle, with dose reduction to 90 mg/m2 if severe toxicities were identified, defined as having either life-threatening adverse events or severe non-life-threatening events
that warrant hospitalization. Due in part to the above findings, bendamustine carries a manufacturer’s recommendation for routine monitoring of serum potassium levels due
to an established risk of hypokalemia.13 Our patient developed hypokalemia after receiving bendamustine at 90 mg/
m2 on days 1 and 2 of a 28-day cycle (total cumulative dose
of 180 mg/m2). He then developed a hypokalemic metabolic
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alkalosis with hypocalciuria after six (6) cycles of bendamustine-rituximab, equating to a cumulative bendamustine dose
of 1080 mg/m2, which is the standard dose for the treatment
of follicular lymphoma.
The precise mechanism by which bendamustine induced
a Gitelman-like syndrome in our patient is not known. He
developed a constellation of metabolic derangements consistent with a Gitelman-like syndrome after completing six
cycles of bendamustine-rituximab therapy, which equated to
a cumulative bendamustine dose of 1080 mg/m2 (90 mg/m2
on days 1 and 2 of a 28-day cycle for six (6) cycles). These metabolic derangements completely resolved after two months
of potassium replacement and spironolactone therapy. Altogether this speaks to a subacute and reversible process as the
cause. Therefore, we hypothesize the reversible inhibition
of the NCCT by bendamustine or one of its metabolites as a
possible underlying pathophysiologic mechanism. Another
possibility is a bendamustine-dependent autoimmune process targeting the NCCT specifically or distal convoluted
tubule cells in general. In support of this theory, bendamustine has been implicated in a drug-dependent autoimmune
process (hemolytic anemia) in a patient with follicular lymphoma.14 Additionally, and as aforementioned, an autoimmune-type process is thought to have caused an acquired
Gitelman Syndrome in a patient with Sjogren’s Syndrome.15
Finally, it is important to comment on the magnesium
and aldosterone levels in our patient, specifically that his
magnesium level was within our institution’s normal range
(1.6 mg/L or 0.8 mmol/L) and his aldosterone level was low
(<1 ng/mL). Classically, Gitelman syndrome is characterized
by hypomagnesemia and elevated aldosterone levels. The
pathophysiology of hypomagnesemia in Gitelman syndrome
remains to be fully elucidated, but may be related to altered
expression of the TRPM6 magnesium transport channel or
distal convoluted tubule cell death.16 Either abnormality
would result in renal magnesium wasting. However, this
theory has been disputed by Lin et al,17 who examined two
families with proven Gitelman syndrome. They found that
affected men had severe hypokalemia with paralysis, but
also had normal serum magnesium. As a result, although the
Kidney Disease: Improving Global Outcomes (KDIGO)
Controversies Conference includes both hypomagnesemia
(<0.7 mmol/L) and inappropriate renal magnesium wasting (fractional excretion of magnesium >4%) as biochemical diagnostic criteria for Gitelman Syndrome,18 KDIGO
also acknowledges that hypomagnesemia may be absent
in patients with Gitelman Syndrome.18 Thus, the absence
of hypomagnesemia in our patient does not exclude druginduced Gitelman-like Syndrome as a diagnosis. As for aldosterone, hypovolemia is thought to cause activation of
the renin-angiotensin-aldosterone system.18 Interestingly,
the KDIGO Conference does not include elevated aldosterone levels in its proposed diagnostic criteria,18 but elevated
renin levels and activity are included. Our patient did have
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elevated renin activity, consistent with our diagnosis. In
sum, neither the normal magnesium nor the low aldosterone rules out a diagnosis of drug-induced Gitelman-like
syndrome in our patient. In fact, the low aldosterone level
may simply reflect the expected downstream effect of
benazepril, which he had been taking prior to admission.
Furthermore, hypokalemia inhibits aldosterone production,
small changes in plasma potassium have a greater effect
on aldosterone than on renin secretion.19 Therefore, his
severe persistent hypokalemia would explain the suppressed
aldosterone production.

Conclu s i o n
In conclusion, our case provides evident that bendamustine
is capable of inducing a reversible Gitelman-like syndrome.
For this reason, if hypokalemia is detected on routine monitoring, then prescribers should consider evaluating for other
metabolic derangements such as those common to Gitelman syndrome given that specific and effective therapies are
available.
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Bilateral Breast Sarcoidosis Mimicking
Synchronous Primary Breast Cancer
Andrew M. Tareila, BA; Bassam I. Aswad, MD; Robert C. Ward, MD; Mary M. Hillstrom, MD

This 59-year-old woman was found to have new focal lesions
on routine screening mammography. Targeted ultrasound
demonstrated corresponding hypoechoic masses. Both were
suspicious for malignancy (BI-RADS 4) and ultrasound-guided
core needle biopsy was performed. Three 12-gauge core
specimen were submitted to pathology for each lesion.
Hematoxylin and eosin staining revealed non-necrotizing granulomatous inflammation. Immunohistochemical
cytokeratin staining revealed residual benign ductal profiles within areas of granulomatous inflammation. Acidfast and silver stains were negative for microorganisms. No

malignancy was seen after examining multiple levels.
The patient had a longstanding history of mediastinal
adenopathy and cutaneous sarcoidosis. The imaging and histologic findings were also consistent with sarcoid.
Sarcoidosis is a rare inflammatory disease of unknown
etiology characterized by non-necrotizing granulomatous
inflammation involving multiple organ systems. Lung involvement and associated interstitial lung disease is the
most common presentation, but extrapulmonary involvement occurs in up to 30% of patients with the disorder.
Cutaneous involvement is also common.

Figure 1. A and B, Bilateral mammography in the mediolateral oblique (MLO) and craniocaudal (CC) projections demonstrates bilateral focal
asymmetries (arrow on right; circle on left). C and D, Targeted ultrasound (US) demonstrates a corresponding oval hypoechoic mass in each breast.
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Breast involvement is rare,
occurring in less than 1% of
patients.1 These lesions may be
palpable or not. When found on
routine screening mammography, they usually have features
suspicious for malignancy, such
as architectural distortion, spiculations, lesions taller than
wide, or are associated with skin
changes.2 Because sarcoidosis has
been reported to co-present in
the breast with malignant neoplasms, biopsy of these lesions is
always indicated.3
Treatment includes glucocorticoid therapy, but due to the
adverse effects of long-term steroid use, the decision to treat is
based on the degree of impairment in the affected tissues.
Glucocorticoid-refractory treatment is typically treated with
immunosuppressive agents such
as azathioprine, methotrexate,
or leflunomide.
Six-month follow-up mammogram and ultrasound was recommended in this case, which
demonstrated regression of findings, consistent with interval
response to methotrexate.

Figure 2. Hematoxylin and eosin stains. A, Low-power (20x) show a mass-like lesion mimicking invasive
carcinoma. B, Intermediate-high power view (100x) demonstrates a non-necrotizing granuloma involving
the mammary lobule (*) with surrounding lymphoplasmocytic infiltration (arrow). C, High-power view
(200x) demonstrates multinucleated giant cells (^).
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Assessing Educational, Developmental, and Parent Support Services
Received by Families of Children with Craniofacial Birth Defects
Kristen St. John, MPH; Donna Lee Houle, CCHW; Samara Viner-Brown, MS

In the United States, one in 33 babies is born with a birth
defect every year.1 Birth defects are structural abnormalities
present at birth that affect the development of organs and
tissues of an infant or child. They may be identified during
pregnancy, at birth, or following birth.
Each year in Rhode Island, approximately 375 babies
are born with a birth defect.2 Rhode Island’s birth defects
surveillance system is important in tracking birth defects,
identifying children who may require additional support
services, and developing policies to reduce birth defects and
infant mortality. In addition to developing and implementing a birth defects reporting, surveillance, and information
system, the Rhode Island Birth Defects Program (RIBDP) is
mandated by state law to assure children with birth defects
receive appropriate and timely preventative, specialty, and
other healthcare services up to the age of five. To accomplish
this, the RIBDP conducts service assessments with families of children with specific birth defects. Children with
selected birth defects are identified through surveillance
and are referred for a service assessment to determine if
they received the necessary medical, educational, and developmental services and parent supports based on national
guidelines for the condition of interest. Ensuring children
have access to necessary and appropriate services is important because early recognition and response to birth defects
often prevents more serious outcomes. 1,2
The purpose of this evaluation was to describe selected
parent support and educational/developmental service referrals and receipt of these services by families of children
with craniofacial birth defects. In addition, the evaluation
assessed the helpfulness of these services to families.

M et ho d s
The analysis examined service assessment findings for children born from 2006 to 2017 with craniofacial birth defects
(cleft lip with or without cleft palate, cleft palate, and craniosynostosis) who were under the age of 5 at the time of the
assessment. Children eligible for assessments were Rhode
Island residents identified from birth defects surveillance
data. A Parent Consultant employed by the Rhode Island
Parent Information Network (RIPIN) conducted assessments
from January 2009 through August 31, 2018 via mailings and
interviews with families of children at physician offices and
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specialty clinics. The RIBDP works in collaboration with
the Parent Consultant to assure that children have received
appropriate referrals and services on a timely basis. Assessment forms were available in English and Spanish. All data
were self-reported by families of children with selected birth
defects and entered into a Microsoft Access database.
Assessments were completed by 213 families of children
with craniofacial birth defects. Some families completed
multiple assessments (up to one per year) over the time
frame. The most recent assessment result for each child was
used for this analysis, as it contained the most complete
information available at the time of analysis. The assessments gathered information on referral to selected parent
support, educational, and developmental services. Families
were also asked about whether the support or educational/
developmental service was received once a referral was made
and if they found it helpful.
Support services of interest for this evaluation included:
the Visiting Nurses Association (VNA); Medicaid support
(Medicaid and the Katie Beckett Program, which is an eligibility category in Medicaid allowing some children under
the age of 19 with long-term disabilities and medical needs
to live at home3); Home Visiting (First Connections, which
is a family visiting program that meet with parents of children up to the age of three in a convenient location to connect them to family support services and resources4); RIPIN
services (parent support programs, including Family to
Family and Family Voices, which allow families to connect
with other families and provide information on appropriate resources); and parent support groups (other than RIPIN
support groups). Referrals to developmental and educational
services analyzed included speech therapy, occupational
therapy, early intervention (birth through age 3), and special education (age 3 and older). Information on medical services received was also collected in the assessment, but not
examined in this evaluation.

Results
Of the 213 children with completed service assessments for
craniofacial birth defects, 137 (64%) had an orofacial defect
(cleft lip, cleft palate, or both) and 76 (36%) had craniosynostosis. The average age at the latest assessment was 2.5 years old.
The primary language spoken by families was English (n=200).
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Figure 1. Parent Support Service Referral, Receipt, and Helpfulness for Craniofacial Birth
There were differences observed in famDefects, Rhode Island, 2006–2017
ily referrals to support services and receipt
of these services once referred (Figure 1).
Although a referral to a support or service
can be made by anyone, including pediatric
providers or hospital staff, parental consent
is required for the referral and to release
information to the service provider. Parents
can self-refer to supports and services, but
many don’t because they are not aware of
available services. Most families reported
being referred to the VNA, which had the
highest percentage of referrals (58%). Parent support groups had the lowest reported
referral rates (13%). Of families who were
referred to support services, parent support groups (82%) and the VNA (81%)
had the largest percentage of families who
received those services. Families were least
likely to report receiving RIPIN services
(30%). Overall, sixty-six percent of families reported receiving at least one of these
family support services and 31% of families
received more than one. Of the families
Figure 2. Educational/Developmental Service Referral, Receipt, and Helpfulness for Craniowho were referred to and received support
facial Birth Defects, Rhode Island, 2006–2017
services, the majority found them helpful, with home visiting having the highest
satisfaction rate (100%).
Families deemed eligible for developmental and educational services were referred
to early intervention, special education,
speech therapy, and occupational therapy
(Figure 2). Approximately 71% of all children were referred to Early Intervention,
with 83% of those referred reporting receiving services. Eighty-three children were
over the age of 3 at their last assessment
and, therefore, eligible to receive special
education services. Special education referral and receipt, along with helpfulness,
were assessed in this subset of the analysis
group. Fifty-one percent of children aged
three or older were referred to special education, with 83% of those referred receiving
this service. Most families who received
early intervention and special education
services were highly satisfied.
Also of note, the Parent Consultant referred 37% of famSimilar percentages of families reported receiving referrals
ilies interviewed at physician offices and specialty clinics
to speech therapy (44%) and occupational therapy (43%).
to a service during the assessment, with 69% of these referEighty-one percent of families who were referred to speech
rals to Early Intervention services. Although not a primary
therapy and 88% of those referred to occupational therapy
access point to these services, the Parent Consultant is able
reported receiving these services. Eighty percent of families
to refer families when needed.
referred to occupational therapy and 73% of families referred
to speech therapy found the service helpful.
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Limitat i o n s
All data from service assessments were self-reported by families of children with craniofacial birth defects and may be
subject to recall bias, despite parent consent being required
to make a referral to these services. Some response bias also
may have been introduced from collecting service assessments via two different methods. There may have been
differences in the referral patterns and receipt of services
between families who did not return a completed mail survey and those who responded. The sample size was not large
enough to stratify by type of craniofacial defect to determine
if there were differences in the referral, receipt, and helpfulness of services by type of birth defect. There also may
have been underreporting of speech and occupational therapy service referral and receipt since these services are often
received as a part of early intervention.

Discu s s i o n
Although less than three quarters of families were referred to
selected parent support, developmental, and educational services, those who did receive these services found them helpful, suggesting there is value in offering these services for
families of children with craniofacial birth defects. Parent
support services, particularly peer support, have been shown
to have positive outcomes on quality of life for families.5
Families of children with birth defects have also emphasized
that receiving information on access to care and resources is
important.5 In Rhode Island, RIPIN’s Family to Family and
Family Voices Programs, along with craniofacial-specific
parent support groups, can connect parents with other families and provide resources for navigating the health system
and understanding their child’s condition. First Connections
is also another resource to assist families with connecting to
resources and services, in addition to providing general parenting support and answering child development questions.
Family to Family, Family Voices, parent support groups, and
First Connections are all available at no cost to families. To
address the gap in referring families to these free resources,
the RIBDP will increase its outreach to providers to ensure
referrals are made when appropriate.
Gaps were also identified in the referral process for developmental and educational services. When compared to other
developmental and educational services, fewer families
reported being referred to or receiving speech and occupational therapy. Families also reported these services as less
helpful than Early Intervention or special education. Developmental issues, including developmental delay, learning problems, and speech issues, are common with orofacial defects6,
highlighting the importance of referral to educational and
developmental services from an early age. When considering
future outreach to families and physicians regarding educational and developmental services available to children
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with craniofacial birth defects, the RIBDP will consider
highlighting the value of speech and occupational therapy.
Although the child’s providers are the primary access
point for most service referrals, the Parent Consultant can
refer families to some services if the families were not
referred to, aware of, or interested in receiving a service prior
to the assessment. The RIBDP will further investigate reasons why families are not being referred to certain services
by providers and why they are not receiving these services
(e.g., barriers to receiving service, parental belief the child
does not need a service, difficulty navigating the system,
lack of awareness of the benefits of certain services). Additional education for both providers and families is needed to
emphasize the importance of early receipt of certain services
for children with birth defects. The RIBDP will continue to
educate families on available supports and services when
conducting service assessments and will work to educate providers about these services and the importance of referring
families to them.
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V I TA L STATI STICS
Nicole E. Alexander-Scott, MD, MPH
director, Rhode island department of health
compiled by Roseann Giorgianni, Deputy State Registrar

Rhode Island Monthly Vital Statistics Report
Provisional Occurrence Data from the Division of Vital Records

REPORTING PERIOD
MARCH 2018

VITAL EVENTS

12 MONTHS ENDING WITH MARCH 2018

Number

Number

Rates

Live Births

974

11,648

11.0*

Deaths

848

10,290

9.7*

Infant Deaths

2

67

5.8#

Neonatal Deaths

1

49

4.2#

Marriages

299

6,983

6.6*

Divorces

275

3,141

3.0*

Induced Terminations

175

1,784

153.2#

62

864

74.2#

57

800

68.7#

5

64

5.5#

Spontaneous Fetal Deaths
Under 20 weeks gestation
20+ weeks gestation
* Rates per 1,000 estimated population
# Rates per 1,000 live births

REPORTING PERIOD
Underlying Cause of Death Category

SEPTEMBER 2017

12 MONTHS ENDING WITH SEPTEMBER 2017

Number (a)

Number (a)

Rates (b)

YPLL (c)

Diseases of the Heart

183

2,706

255.4

3,616.5

Malignant Neoplasms

190

2,610

246.3

6,582.0

Cerebrovascular Disease

31

534

50.4

702.5

Injuries (Accident/Suicide/Homicide)

66

1,045

98.6

15,903.5

COPD

35

598

56.4

487.5.

(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 1,056,298 (www.census.gov)
(c) Years of Potential Life Lost (YPLL).
NOTE: Totals represent vital events, which occurred in Rhode Island for the reporting periods listed above.
Monthly provisional totals should be analyzed with caution because the numbers may be small and subject to seasonal variation.
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First, do no harm.

Second, have great insurance.
When things go wrong, your coverage
really matters. For more than 25 years we
have specialized in physicians’ insurance.
Working with multiple insurers allows us
to offer you choice, competitive rates, and
the benefit of one-stop shopping. Call us.

401-272-1050

RIMS INSURANCE BROKERAGE CORPORATION

RIMS IBC 40 5 P RO M EN A D E ST R EET, SUI T E B, PROV I D E NC E RI 0 2 9 0 8 - 4 81 1
MEDICA L P RO FESSIO N A L / C Y B ER LIA BI L I T Y

PRO PE RT Y / C A S UA LT Y

L I F E / HE A LT H / D I SA BI L I T Y

RHOD E ISLA ND MED IC A L SO CIE TY

Are you e-reading

RIMS NOTES: News You Can Use
The biweekly e-newsletter
exclusively for RIMS members.
Clear.
Concise.
Informative.
Respectful of your time.

RIMS NOTES
is published electronically
on alternate Fridays.

Contact Sarah if you’ve missed an issue, sstevens@rimed.org.
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Working for You:
RIMS advocacy activities
October 1, Monday
Diabetes Prevention Program meeting
with Department of Health and the RI
Parents Information Network (RIPIN)
American Medical Association Scope
of Practice Partnership Membership
Workgroup conference call

October 2, Tuesday
RIMS Physician Health Committee:
Herbert Rakatansky, MD, Chair
RI Food Council /Harvard University
Sugar Sweetened Beverage meeting

October 3, Wednesday
OHIC Admin Simplification Workgroup

October 4, Thursday
RI Health Information Technology
Survey Planning meeting; Healthcentric
Advisors, various state agencies
AMA/RIMS conference call with Telligen
QIO regarding non-pharmacological
approaches to pain management webinar
planning meeting

October 9, Tuesday

October 16, Tuesday
OHIC Care Transformation Advisory
Committee: Peter A.
Hollmann, MD, President

October 17, Wednesday
Primary Care Physicians
Advisory Committee

October 18, Thursday
OHIC Admin
Simplification Workgroup

October 22, Monday
Department of Health,
RI Parents Information
Network (RIPIN) and
RIMS conference call,
Diabetes Prevention
Program

October 24, Wednesday
Workers Compensation
Advisory Council

October 26, Friday

Governor’s Overdose Prevention and
Intervention Task Force: Sarah Fessler,
MD, Past President

Meeting with RI
Primary Care Physicians
Corporation, Department
of Health, RI Parents
Information Network
(RIPIN) and RIMS
regarding Diabetes
Prevention Program

AMA/RIMS presentation for Telligen
QIO-sponsored webinar regarding
non-pharmacological approaches to
pain management

Meeting with the
Neurological Society
regarding advocacy:
Kara Stavros, MD

Conference call, Harvard University
Sugar Sweetened Beverage legislation

October 10, Wednesday
Board of Medical Licensure and Discipline

October 11, Thursday
State Innovation Model (SIM) Grant
Steering Committee: Peter A. Hollmann,
MD, President

October 15, Monday
OHIC Cost Trends Analysis Group:
Peter A. Hollmann, MD, President
RIMS Council Meeting:
Peter A. Hollmann, MD, President
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[L–R] Thomas A. Bledsoe, MD, Secretary; Bradley J. Collins,
MD, Immediate Past-President; and Peter A. Hollmann, MD,
President, at the RIMS Membership Convivium and Inauguration
of Officers held at The Towers in Narragansett on September 28.

Three of RIMS Past-Presidents, wearing their presidential medallions, were among the Convivium attendees: [L–R] Nitin S.
Damle, MD; Gary Bubly, MD; and Michael E. Migliori, MD

October 29, Monday

October 31, Wednesday

RI Health Center Association
Annual Meeting

OHIC Market Stability Workgroup:
Peter A. Hollmann, MD, President

Advocacy Resource Center (ARC)
meeting at AMA Headquarters,
Chicago, regarding prescription drug
monitoring programs: Steve DeToy,
Director of Government and Public
Affairs, Board Member

Meeting at Advocacy Solutions
regarding legislative software
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Meeting of Health Professionals Loan
Repayment Program: Steve DeToy,
Director of Government and Public
Affairs, Board Member
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Annual Convivium and
207th Membership Meeting
More than 100 guests wined, dined,
and were entertained on September
28th at the Towers in Narragansett.
Outgoing RIMS President Bradley J.
Collins, MD, presided over the event,
where the 2018–2019 officers were
inaugurated, and the annual awards
for professional accomplishments and
volunteer services were presented.

Kathleen Boyd, MSW, LICSW, Director of the
Physician Health Program; and Sarah Stevens,
RIMS Office Manager, greeted the guests.

2018–2019 Officers [L–R]: Vice President Christine Brouseau, MD; President Peter A. Hollmann,
MD; Immediate Past-President Bradley J. Collins, MD; Treasurer Catherine A. Cummings, MD;
Secretary Thomas A. Bledsoe, MD. Not shown, President-Elect Norman M. Gordon, MD.

Newell E. Warde, PhD, Executive Director; and Steven R. DeToy, Director of Government and Public
Affairs (seated), listen as President Peter A. Hollmann, MD, addresses the membership.

Perennial favorites, the Bebop Docs, from left, Peter Mandelson, MD; Steve Glinick, MD; Woody Carland, Dan Lederer,
MD, and Larry Berren performed, as did the Brown University a capella singers (below).
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Recipients of the 2018 Rhode
Island Medical Society Awards

The inaugural Halifax Award for outstanding volunteerism was presented to Charles B. Sherman, MD,
MPH, by RIMS President Bradley Collins, MD, at left.
(See story of the Halifax Disaster volunteers on p.72)

Jennifer Clarke, MD, received the Dr. Charles L. Hill Award
which recognizes a member physician of RIMS for outstanding leadership and service to the community. It is the
oldest award bestowed by the Society.

Jane A. Hayward, MSW, received the
Dr. John Clarke Award for public service.

The Rakatansky Award for medical professionalism was presented to R. William Corwin,
MD, by Herbert Rakantansky, MD (left) and President Bradley Coillins, MD, (center).

Recipients of the 4 Under 40 award [L–R were] Umer Akbar, MD; Elizabeth Goldberg, MD; Katherine Hart, MD; Kara Stavros, MD.
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It’s a new day.

The Rhode Island Medical Society
now endorses Coverys.
Coverys, the leading medical liability insurer
in Rhode Island, has joined forces with RIMS
to target new levels of patient safety and
physician security while maintaining competitive
rates. Call to learn how our alliance means a
bright new day for your practice.

401-331-3207

r i m s cor p or at e a f f i l i at e s

The Rhode Island Medical Society
continues to drive forward into
the future with the implementation of various new programs.

www.nhpri.org

As such, RIMS is expanded its
Affinity Program to allow for

Neighborhood Health Plan of Rhode Island is a non-profit HMO founded in

more of our colleagues in health-

1993 in partnership with Rhode Island’s Community Health Centers. Serving

care and related business to

over 185,000 members, Neighborhood has doubled in membership, revenue

work with our membership. RIMS

and staff since November 2013. In January 2014, Neighborhood extended its

thanks these participants for their
support of our membership.
Contact Marc Bialek for more

service, benefits and value through the HealthSource RI health insurance exchange, serving 49% the RI exchange market. Neighborhood has been rated by
National Committee for Quality Assurance (NCQA) as one of the Top 10 Medicaid health plans in America, every year since ratings began twelve years ago.

information: 401-331-3207
or mbialek@rimed.org

www.ripcpc.com

RIPCPC is an independent practice association (IPA) of primary care physicians located throughout the state of Rhode Island. The IPA, originally
formed in 1994, represent 150 physicians from Family Practice, Internal
Medicine and Pediatrics. RIPCPC also has an affiliation with over 200
specialty-care member physicians. Our PCP’s act as primary care providers
for over 340,000 patients throughout the state of Rhode Island. The IPA was
formed to provide a venue for the smaller independent practices to work
together with the ultimate goal of improving quality of care for our patients.
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RIMS gratefully acknowledges the practices who participate in our discounted
Group Membership Program

Orthopaedic Associates, Inc.

Orthopaedic Medicine and Surgery
with subspecialty expertise*
A. LOUIS MARIORENZI, M.D.

IRA J. SINGER, M.D.

ARTHROSCOPIC SURGERY*

RECONSTRUCTIVE SURGERY AND SPORTS MEDICINE

LOUIS J. MARIORENZI, M.D.

SIDNEY P. MIGLIORI, M.D.

JOINT REPLACEMENT SURGERY

RECONSTRUCTIVE SURGERY AND SPORTS MEDICINE

GREGORY J. AUSTIN, M.D.

JOSEPH T. LIFRAK, M.D.

HAND SURGERY

GENERAL ORTHOPAEDICS AND SPORTS MEDICINE

MICHAEL P. MARIORENZI, M.D.

LISA K. HARRINGTON, M.D.

SPORTS MEDICINE

ADULT RHEUMATOLOGY

CHRISTOPHER N. CHIHLAS, M.D.

ROBERT J. FORTUNA, M.D.
GENERAL ORTHOPAEDICS

ORTHOPAEDIC SURGERY

KENNETH R. CATALLOZZI, M.D.

NATHALIA C. DOOBAY, D.P.M.

GENERAL ORTHOPAEDICS

MEDICINE AND SURGERY OF THE FOOT AND ANKLE

725 Reservoir Avenue, Suite 101
Cranston, RI 02910 • (401) 944-3800

2138 Mendon Road, Suite 302
Cumberland, RI 02864 • (401) 334-1060

For more information about group rates, please contact Marc Bialek, RIMS Director of Member Services

RECOVERING YOUR MONEY
WITHOUT ALIENATING YOUR PATIENTS
Debt Management, Inc. “Collecting the Uncollectible”

24/7 Online Client Management System

ARE YOUR FEES
BASED ON THE
VOLUME OF
ACCOUNTS &
AVERAGE
BALANCE??
'HEW0DQDJHPHQWKDVWKHORFDOVWDIIWKDWLV
DYDLODEOHWRDQVZHU\RXUTXHVWLRQVDWDWLPH
WKDWLVFRQYHQLHQWIRU\RX
While National Companies are sending their collection calls
overseas, all our calls to your patients are made
from our local office.

Proud Sponsor of:

For a free consultation call Carmella Beroth at
508-553-1916 or visit www.debtmanagementinc.com

SPOT LIGHT

Dr. Fred Silverblatt, an infectious disease specialist at South County Health, recorded an
overall time of 6:50:41, earning second place
behind the age group leader in the Aquabike
World Championships held July in Denmark.
[P h oto

At 81, Dr. Fredric Silverblatt tests his mettle
in Aquabike World Championships
Eric Dickervitz

Infectious disease specialist, Fredric
Silverblatt, MD , took some time
away from his practice at South County
Health this July. At 81 years of age, he’s
spent 48 of those years practicing medicine and a vacation is well deserved.
But rest and relaxation wasn’t part of
his vacation plans. Instead, he joined
the athletes crowding the starting line
at the International Triathlon Union
(ITU) Aquabike World Championships
in Fyn, Denmark.
“I qualified for the US Triathlon team
in November in Miami during the national championships,” Dr. Silverblatt
said before leaving for Denmark.
His finish time in the qualifying race
was 4:57:44.
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Dr. Silverblatt, a seasoned veteran of
marathons and triathlons, participated
in the aquabike event at the Denmark
competition. That event consists of a
3k (1.9 mi.) swim and a 120k (75 mi.)
bike race.
“I’ve developed arthritis in my
knees,” Dr. Silverblatt said. “This year I
decided that in order to continue racing
I would switch to the aquabike event.”
Among the field of participants, Dr.
Silverblatt was one of four registered
competitors in the male 80–84 age group,
and one of two in that group representing the United States. One competitor
from Germany decided not to compete
and the other U.S. athlete dropped out
half way through the bike leg.
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Racing in cool and windy conditions,
Dr. Silverblatt recorded an overall time
of 6:50:41, earning second place behind
the age group leader, Garth Barfoot, a
New Zealand racing legend, with a
time of 6:30:42.
“I’ve been training since the beginning of the year. Since April 1 I’ve been
in high gear doing daily workouts in the
pool, in my basement, on my bike, or
at the gym doing weight training,” he
said. “I’ve had to get up at five in the
morning or do my workouts after finishing my clinical duties in the evening.”
His long workouts – 2 to 3 hour-long
bike rides and an hour-and-a-half swim
– were saved for weekends.
Over the years, Dr. Silverblatt has
run in over 30 marathons (26.2 miles).
At the age of 70 he ran his first triathlon, competing in eight half Iron Man
races (1.2-mile swim, 56-mile bike and
13.1-mile run), including finishing 3rd
in the World Championships at Mt.
Tremblant in 2014, and three full Ironman races (2.4-mile swim, 112-mile
bike and 26.2-mile run). In 2012, he
finished on the podium at the Ironman
World Championships in Kona, Hawaii.
“I’m excited to represent the USA
in this race,” he said before leaving for
the July 14 competition. “I’m proud to
have ‘USA’ on my racing bib.” v
Eric Dickervitz is a media relations
specialist at South County Health.
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AMA announces next phase of national effort to create the medical schools of the future
Alpert Medical School one of 32 in consortium
CHICAGO – As part of its ongoing efforts to ensure physicians
are trained to meet the needs of patients in both modern
and future health systems, the American Medical Association (AMA) recently announced the next phase of the AMA
Accelerating Change in Medical Education Consortium.
Each of the consortium’s 32 medical school members,
including the Alpert Medical School at Brown, have committed to continuing their work together to reimagine medical education and develop new – and expand upon existing
– education innovations that can be shared among medical
schools nationwide. The projects being announced today
include curricular innovations focused on improving student
well-being, addressing social determinants of health, improving quality of patient care and enhancing patient safety.
“Our consortium of medical schools has been an invigorating and productive community of innovation over the
past five years. Knowing that our work to transform medical
education is far from finished, the AMA is excited to continue to foster this environment where individuals and institutions can learn from each other and innovate,” said AMA
CEO and Executive Vice President James L. Madara, MD .
“This next phase of work will allow consortium schools to
continue to explore new concepts and create new solutions
for medical education – impacting the national direction
of medical education and better preparing all of our future
physicians for practice in the continually changing health
care environment.”
As part of a new three-year commitment, all 32 medical
schools will continue the work that began in 2013 to create
the medical schools of the future – with some schools building on existing curricular innovations developed through
the consortium and others generating new concepts and curricula altogether. The AMA’s goal for the work of the consortium remains focused on fostering collaboration across
institutions and disseminating meaningful innovations to
medical schools across the country. The AMA will continue
to convene regular meetings of the consortium, providing
funding for representatives of member schools to attend.
To further cultivate the innovation ecosystem needed to
significantly transform medical education, the AMA also
plans to expand the consortium and invite other medical
schools to collaborate with the consortium in the future.
Some of the newly proposed consortium projects announced
include curricular innovations focused on improving student
well-being and addressing social determinants of health.
Other projects will build upon the innovations and concepts
developed and implemented over the past five years by the
consortium. These projects include implementing competency-based programs, a teaching electronic health record
(EHR), curricula that allow medical students to be totally
immersed within the health care system from day one of
medical school, training in physician leadership, education
in team care skills, and curricula aimed at achieving health
equity and increasing diversity in the physician workforce.
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Additionally, many of the new projects aim to incorporate
the teaching of Health Systems Science – the third pillar of
medical education identified by the consortium – to help students learn how to navigate the changing landscape of modern health systems when they enter practice, especially as the
nation’s health care system moves toward value-based care.
The AMA launched its Accelerating Change in Medical
Education initiative in 2013 to bridge the gaps that exist
between how medical students are trained and how health
care is delivered in the modern health care system. Since then
the AMA has awarded $12.5 million in grants to 32 of the
nation’s leading medical schools to develop innovative curricula that can ultimately be implemented in medical schools
across the country. These innovative models are already supporting training for an estimated 19,000 medical students
who will one-day care for 33 million patients each year.
As part of the AMA’s commitment to improving physician training across the continuum of medical education,
the AMA will also soon announce a new initiative aimed at
transforming residency training to better address the workforce needs of our current and future health care system. v

Quitting smoking isn’t easy.
It takes time. And a plan.
Help your patients start their
quit journey for the
Great American Smokeout
on November 15.
Get free resources for patients and staff at:
cancer.org/smokeout
Connect your patients who smoke to free
cessation support and FDA-approved NRT.
To get started, call Healthcentric Advisors at:
401-528-3293
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Lifespan Cancer Institute to help establish national research center
Study will examine effectiveness of asking patients to electronically submit symptoms following surgery, treatment
The National Cancer Institute with the
Beau Biden Cancer Moonshot Initiative has announced that the Lifespan
Cancer Institute (LCI) will be among
six cancer programs nationally participating in a program to study whether
having patients electronically report
their symptoms can decrease hospitalizations following surgery or chemotherapy. LCI’s participation in this
study will be led by Don Dizon, MD ,
director of medical oncology at Rhode Island Hospital.
Also participating in the SIMPRO Research Center will
be the Dana-Farber/Brigham and Women’s Cancer Center,
Baptist Memorial Medical Center, Dartmouth-Hitchcock
Medical Center, West Virginia University Cancer Institute
and Maine Medical Center.
The project will create a reporting and management system within Epic, the comprehensive health record used by
the consortium members and many health systems around
the country. Patients’ smart devices will enable a secure
connection to their cancer care team via the electronic
health record system – called LifeChart at Lifespan facilities

– and facilitate symptom tracking following procedures
and treatments.
The study will test whether monitoring the symptoms
patients experience and providing coaching on how to manage them can decrease the need for hospitalizations and
emergency room visits.
“Patient-reported outcomes have been shown to help
providers and patients connect outside of the usual clinical
visit. Compared to usual clinical visits, one study showed
that allowing patients living with metastatic cancer to use
a platform to report symptoms electronically not only lead
to lower rates of emergency room visits and other health
care costs, but also helped patients survive longer,” said Dr.
Dizon, who is director of women’s cancers for LCI.
“The initial project will aim to help patients undergoing
cancer surgery report their symptoms in real time and to see
if we can help them recover safely and reduce costs associated with issues requiring readmission to the hospital.”
After development and pilot testing, the system will be
fully integrated into Epic at each participating center, allowing for direct communication and real-time updates for
clinicians who will have access to a dashboard of patients’
symptoms to prioritize outreach efforts and coaching. v

Aetna is proud to support the members
of the Rhode Island Medical Society.
©2018 Aetna Inc.
2017286
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Providence VA awarded funding for study on female veterans with upper limb amputation
– The Department of Veterans Affairs Rehabilitation Research
and Development Service awarded
funding for a three-year research study
starting October 1 to a career research
scientist at the Center for Neurorestoration and Neurotechnology (CfNN)
at the Providence VA Medical Center
and Professor of Health Services, Policy and Practice at Brown University.
Dr. Linda Resnik’s nearly $600,000
project, titled “Validation of Patient
Reported Outcomes for Female Veterans with Upper Limb Amputation,”
will develop measures sensitive to
the needs of women with upper limb
amputation.
“Women are more likely to reject or
abandon upper limb prostheses, in part
due to dissatisfaction with devices and
lack of appropriately gendered prostheses,” said Resnik. “Currently available
measures of prosthesis satisfaction and
function were developed for men, and
may not reflect the issues or concerns
most important to women.”
The study will allow Resnik and her
PROVIDENCE

Dr. Linda Resnik, center, a career research scientist at the VA Rehabilitation Research and Development Service’s Center for Neurorestoration and Neurotechnology at the Providence VA Medical
Center, and Professor of Health Services, Policy and Practice at Brown University, meets with research team members, from left to right, Sarah Biester, Anisha Gill, Matthew Borgia and Akosua
Adu-Boahene at the Providence VAMC October 2, 2018.
[P r o v i d e n c e VA M e d i c a l C e n t e r ph oto b y W i n f i e l d Da n i e l s o n ]

team to develop and use new measures
that compare outcomes of male and
female amputees; identifying disparities and unmet needs. Ultimately, the
research will help improve assessment

and care for women with major upper
limb amputation. Dr. Melissa Clark
and the Office of Survey Research at the
University of Massachusetts Medical
School will participate in the study. v

More housing vouchers to help area homeless veterans
– Public Housing Authorities within the Providence VA Medical Center catchment area received $217,928
to support 27 rental assistance vouchers through the U.S.
Department of Housing and Urban Development and U.S.
Department of Veterans Affairs Supportive Housing program, known as HUD-VASH, bringing the total number of
vouchers in Rhode Island, Southeastern Massachusetts and
Cape Cod to 436.
“We’re very proud of the strong partnerships we have with
HUD, the State of Rhode Island and other organizations, such
as Operation Stand Down Rhode Island, working together
to ensure homeless Veterans get a place to call home,” said
Dr. Susan MacKenzie , director of the Providence VAMC.
“This joint effort is a critical part of our commitment to
help those who sacrificed so much for us.”
VA announced the award of $35 million in rental assistance vouchers to public housing agencies, known as PHAs,
October 3. These vouchers will allow 212 PHAs across the
PROVIDENCE
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country to provide permanent supportive housing for more
than 4,000 homeless Veterans.
The HUD-VASH program combines rental assistance
vouchers from HUD with case management and clinical services provided by VA. Since 2008, more than 93,000 vouchers have been awarded and approximately 150,000 homeless
Veterans across the country have been served through the
program. Nationwide, the vouchers have contributed to a 46
percent decline in homelessness among Veterans since the
Federal Strategic Plan to Prevent and End Homelessness was
launched in 2010.
In the HUD-VASH program, VA medical centers assess
Veterans experiencing homelessness before referring them to
local housing agencies for vouchers. Veterans participating
in the program then rent privately owned housing, and generally contribute no more than 30 percent of their income
toward rent. Visit http://www.va.gov/homeless/hud-vash.
asp to learn more about HUD-VASH. v
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Annual VA Report shows Providence VAMC improvement
– Using an annual web-based report scorecard
that measures, evaluates and benchmarks quality and efficiency at its medical centers, the U.S. Department of Veterans Affairs recently released data that showed significant
improvements at the majority of its health care facilities.
The Providence VA Medical Center was one of the facilities that made positive strides and continues to progress.
Compared with the end of fiscal year 2017, the Ambulatory Care Sensitive Conditions, or ACSC, composite score
improved 3 percent through the second quarter of FY 2018,
in addition to a more than 14 percent improvement from the
end of FY 16 to the end of FY 17. The ACSC score focuses
on reducing hospital admissions for patients whose medical
conditions can be effectively managed in the outpatient setting, such as diabetes.
The Providence VAMC made several strategic efforts
to maximize outpatient care as much as possible for such
patients, including innovative programs such as Hospital in
Home, where patients are seen by nurses and nurse practitioners in their home for care that would have previously
been given in an inpatient setting.
“It’s really about patient-centered care and quality of
life,” said Dr. Susan MacKenzie , director of the Providence VA Medical Center. “Now many patients have the
PROVIDENCE

the Villa at Saint Antoine
The UlTimaTe in
a ssisTed living

option to receive quality treatment at home versus being in
the hospital.”
Compared with data from the same period a year ago
(https://www.va.gov/QUALITYOFCARE/measure-up/Strategic_
Analytics_for_Improvement_and_Learning_FY2017_Q2.asp), the
July 2018 release of VA’s Strategic Analytics for Improvement
and Learning report (https://www.va.gov/QUALITYOFCARE/
measure-up/Strategic_Analytics_for_Improvement_and_Learning_
SAIL.asp), known as SAIL, showed 103 VA medical centers

have improved in overall quality – with the largest gains
seen in areas where there were VA-wide improvement initiatives, such as mortality, length of stay and avoidable
adverse events. Seven VAMCs experienced a small decrease
in quality.
The quarterly SAIL report, which has been released publicly since 2015, assesses 25 quality metrics and two efficiency and productivity metrics in areas such as death rate,
complications and patient satisfaction, as well as overall
efficiency and physician capacity at 146 VAMCs. It is used
as an internal learning tool for VA leaders and personnel to
pinpoint and study VAMCs with high quality and efficiency
scores, both within specific measured areas and overall.
The data is also used to identify best practices and develop
strategies to help troubled facilities improve. v

“Easy Street”

The r ehab c enTer
aT sainT a nToine
401.767.3500

401.767.2574

Saint Antoine Residence

e xcellence in nUrsing
r ehabiliTaTive c are

and

401.767.3500

- We serve the physical, social, emotional and spiritual needs of older adults and their families
- Innovative Rehab Center “Easy Street”, the road to independence
- Located on a beautiful campus in North Smithfield, RI

www.stantoine .net
Offering daily mass and rosary.
A health care ministry of the Roman Catholic Diocese of Providence.
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Barry M. Lester, PhD, publishes research on genetic changes linked to breastfeeding
It has long been known that there are many physical and mental health benefits of breastfeeding for mothers and babies.
But can these benefits be due to genetic changes induced by
breastfeeding? New research suggests that connection.
The research, published in the September 2018 edition of
Pediatrics, was led by Barry M. Lester, PhD , director of
Women & Infants Hospital’s Brown Center for the Study of
Children at Risk, a professor of psychiatry and pediatrics at
The Warren Alpert Medical School of Brown University.
“What we found is that maternal care changes the activity
of a gene in their infants that regulates the infant’s physiological response to stress, specifically the release of the
hormone cortisol,” explained Dr. Lester.
Dr. Lester and his colleagues looked at more than 40 fullterm, healthy infants and their mothers, one-half of whom
breastfed for the first five months and one-half of whom did
not. They measured the cortisol stress reactivity in infant

saliva using a mother-infant interaction procedure and the
DNA methylation (changing the activity of the DNA segment without changing its sequence) of an important regulatory region of the glucocorti-coid receptor gene which
regulates development, metabolism, and immune response.
“Breastfeeding was associated with decreased DNA methylation and decreased cortisol reactivity in the infants. In
other words, there was an epigenetic change in the babies
who were breastfed, resulting in reduced stress than those
who were not breastfed,” said Dr. Lester.
The research team also included Linda LaGasse, PhD ,
and James F. Padbury, MD , of Women & Infants Hospital/Warren Alpert Medical School; Elisabeth Condradt,
PhD , of the University of Utah; Edward Tronick, PhD ,
of the University of Massachusetts Boston; and Carmen
Marsit, PhD , of Emory University. v

RIH, Brown win grant to conduct trial of opioid addiction intervention
– Researchers from Brown
University and Rhode Island Hospital
have been at the forefront of battling
the opioid epidemic in Rhode Island,
and a new $800,000 grant from the
Laura and John Arnold Foundation will
help them to keep up the fight.
With the grant, researchers will conduct the first randomized controlled
trial of a peer-based recovery intervention for patients at high risk of
overdose. The peer recovery support
services program will be compared to
the current standard of care, which is a
single session with a social worker, for
providing recovery support to patients
who arrive in the emergency department with opioid overdoses. The team
plans to begin enrolling patients in the
four-year trial next week.
“Randomized controlled trials are
really the gold standard for making
evidence-based decisions,” said Dr.
Francesca Beaudoin , a principal
investigator on the grant, emergency
department physician at Rhode Island
Hospital and Brown faculty member.
Peer recovery support specialists,
also known as peer recovery coaches,
are people who have been in recovery
from substance abuse for at least two
years and have received specialized
PROVIDENCE
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training in addiction support and
referrals to treatment. Rhode Island is
a national leader in developing peerbased approaches to combating the opioid overdose epidemic, said Brandon
Marshall, PhD , a principal investigator on the grant and associate professor of epidemiology at Brown’s School
of Public Health.
“We’re looking at two promising
interventions: social workers, who have
specific clinical training and expertise
and are the standard of care, and the
peer recovery support specialists, who
are unique in that they bring their life
experiences with addiction and follow
up with the patients, often several
months after discharge from the emergency department,” Marshall said.
“The best outcome is if both interventions do really well at increasing uptake
of treatment and reducing subsequent
overdoses.”
Beaudoin, who also has appointments as an associate professor of
emergency medicine at Brown’s Warren
Alpert Medical School and of health
services, policy and practice at Brown’s
School of Public Health, is the site
director for the study and will be oversee day-to-day patient recruitment and
operations.
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Marshall, who serves as scientific
director of Prevent Overdose R.I., a drug
overdose surveillance dashboard that
stems from Governor Gina Raimondo’s
Overdose Prevention and Intervention
Task Force, will coordinate with various partners to collect and analyze the
data on the intervention outcomes.
These include being admitted to the
emergency room with another opioid
overdose within 18 months or initiating substance use disorder treatment.
“We’re trying to optimize the treatment of opioid use disorders when
patients come to the emergency department, especially after an overdose,”
Beaudoin said. “Intervening after someone has just experienced an overdose
may be a critical moment in treating
addiction. If patients seek out additional
treatment after being released from the
emergency department, that’s a win.
If they never have another overdose,
that’s really a win.”
Partners involved in the peer recovery support program and the trial
include the Rhode Island Department
of Health; Rhode Island Department of
Behavioral Healthcare, Developmental
Disabilities and Hospitals; Lifespan
and the Anchor Recovery Center. v
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RIDOH, W&I awarded five-year grant to screen pregnant, postpartum women

for behavioral health conditions
The Health Resources and Services Administration (HRSA),
an agency of the U.S. Department of Health and Human Services, has recently awarded the Rhode Island Department
of Health a five-year, $650,000 per year grant in partnership
with the Center for Women’s Behavioral Health at Women
& Infants Hospital. Together, they will establish a centralized resource to assist health care providers in screening and
treating pregnant and postpartum women who have behavioral health conditions.
Margaret M. Howard, PhD , is division director of the
Center for Women’s Behavioral Health and founder of the
Day Hospital at Women & Infants Hospital, the nation’s first
mother-baby perinatal psychiatric partial hospital program.
She has long been an advocate for mental health screening in
pregnant and postpartum women and recently received the
2018 Leadership Award from the American Psychological
Association’s Committee on Women in Psychology.
“Many people, including health care providers who treat
pregnant and postpartum women, don’t realize how common
mood disorders are and that they can affect any woman. Postpartum depression cuts across social, economic, geographic,

racial, and ethnic lines,” said Dr. Howard. “While there
are risk factors for developing postpartum depression, the
postpartum period (up to one year after delivery) is the most
vulnerable time in any woman’s life to come down with a
mood or anxiety disorder. This is exactly why screening is
so important.”
According to the Rhode Island Department of Health,
the overarching goal of the grant is to improve the mental
health and well-being of pregnant and postpartum women
and, thereby, their infants’ social and emotional development through increased access to affordable, culturally and
linguistically appropriate treatment and recovery support
services.
“This partnership will allow us to get vital screening services to women throughout the state and will allow us to
focus on critical risk factors, such as experiencing stressful
life events, being a teen mom, and having a history of depression. Working together, we can get every woman and family in Rhode Island the supports they need to ensure their
health and wellness during every phase of life,” said Director of Health Nicole Alexander-Scott, MD, MPH . v

FDA approves new drug, Xofluza (baloxavir marboxil), to treat influenza
The U.S. Food and Drug Administration recently approved Xofluza (baloxavir marboxil) for the treatment of
acute uncomplicated influenza (flu) in
patients 12 years of age and older who
have been symptomatic for no more
than 48 hours.
“This is the first new antiviral flu
treatment with a novel mechanism of
action approved by the FDA in nearly
20 years,” said FDA Commissioner
Scott Gottlieb, MD .
The safety and efficacy of Xofluza,
an antiviral drug taken as a single oral
dose, was demonstrated in two randomized controlled clinical trials of
1,832 patients where participants were
assigned to receive either Xofluza, a
placebo, or another antiviral flu treatment within 48 hours of experiencing
flu symptoms. In both trials, patients
treated with Xofluza had a shorter time
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to alleviation of symptoms compared
with patients who took the placebo.
In the second trial, there was no difference in the time to alleviation of symptoms between subjects who received
Xofluza and those who received the
other flu treatment.
The most common adverse reactions
in patients taking Xofluza included
diarrhea and bronchitis.

Xofluza was granted Priority Re-view
under which the FDA’s goal is to take
action on an application within an
expedited time frame where the agency
determines that the drug, if approved,
would significantly improve the safety
or effectiveness of treating, diagnosing
or preventing a serious condition.
The FDA granted approval of Xofluza
to Shionogi & Co., Ltd. v

OFFICE SPACE AVAILABLE
RIMS has 442 square feet of newly renovated office space (3 contiguous
offices of 200 sf, 121 sf and 121 sf), complete with convenient sheltered
parking and the opportunity for tenants to share three well-equipped
meeting spaces, break room, office machinery, etc. on the western edge
of downtown Providence. Suitable for a small non-profit organization, boutique law
firm, CPA firm or other office-based small business.
Inquiries to Newell Warde, nwarde@rimed.org
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RI Foundation awards $3.6M to target health disparities
The Rhode Island Foundation has awarded $3.6 million in
grants to reduce illness, chronic disease and health disparities in more than a dozen cities and towns.
The announcement took place at Progreso Latino ,
which was awarded $600,000 to support a three-year effort
to reduce disparities and improve chronic illness management with a focus on the Latino residents of Central Falls
and Pawtucket.
In partnership with members of the Pawtucket-Central
Falls Health Equity Zone, Progreso will improve communications between patients, primary care providers and community-based agencies; connect patients with resources
such as housing, employment and wellness programs; and
provide culturally tailored training for clinical providers and
community health workers.
The Family Care Center and Internal Medicine Center at
the former Memorial Hospital in Pawtucket initially will
serve as the primary sites for clinical care. Other local partners include the Pawtucket YMCA and an advisory board
comprised of local residents.
ONE Neighborhood Builders in Providence received
$600,000 to work in partnership with members of the
Olneyville Health Equity Zone to address disparities in
health-engagement among Providence Housing Authority residents and the prevalence of abandoned houses and
vacant lots in Olneyville.
South County Health in South Kingstown received
$600,000 to support the region’s Health Equity Zone: South
County Healthy Bodies, Healthy Minds initiative. The partners include Thundermist Health Center of South County,
the Chariho Youth Task Force and the North Kingstown
School Department.
“Washington County has the state’s highest suicide rate,
dangerous levels of alcohol and substance abuse and poor
access to mental health care,” said Susan Orban, director of
the initiative. South County Healthy Bodies, Healthy Minds.
“According to state Department of Education data, more
than a quarter of students in grades 6 through 12 reported
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they felt so sad or hopeless that they stopped their usual
activities. Mental health issues go untreated or undiagnosed
and substance abuse is prevalent,” she said.
The work will include designing a long-term strategic
plan for improving mental health, encouraging residents
to participate and expanding collaborations with hospitals,
health centers, schools, police departments and community
organizations.
A portion of the funding will be used to analyze the social
determinants that lead to multi-generational poverty and
school failure as well as to provide much-needed services in
two specific communities.
T h und ermis t H ea lt h C en t er o f W es t Warwick

received $600,000 to expand the work of the Town Well, a
coalition of local nonprofit organizations and businesses,
residents and municipal agencies that collaborate on health
and safety issues.
Most of the clinical care will be available through Thundermist, which will also help with community engagement
and providing access to healthy food, including hosting the
community garden and farmers market.
T h und ermis t H ea lt h C en t er o f W oo nso cke t

received $600,000 on behalf of the Woonsocket Health
Equity Zone to expand health education at Woonsocket High
School, ensure healthy food is available and affordable in
every neighborhood and expand access to opioid treatment
and recovery services among other services.
The Women’s Resource Center (WRC) in Newport

was awarded $600,000 to support the Newport Health Equity
Zone’s (HEZ) ongoing work to eliminate health disparities in
the city’s North End and Broadway neighborhoods.
The work will include creating a culture of equity in the
local health care, nonprofit and governmental sectors, providing culturally-specific programs, increasing the civic
engagement of residents, advocating for infrastructure improvements and increasing collaboration with organizations
outside the HEZ members. v
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Feel great about the success your practice.
Consult with our healthcare financing specialists.
At Webster our healthcare financing specialists are always on call to help you stay competitive in our changing
healthcare environment. Whether you need to invest in new technologies, expand services, or even merge with
another practice, they can customize the financing solution you need to keep your practice successful.

Contact us for a free consultation today

Jordan Arovas, 203.782.4656 jarovas@websterbank.com
Webster Bank is the affinity banking
partner for the members of

All credit products are subject to the normal credit approval process. Some applications may require further consideration and/or supplemental information. Certain terms and
conditions may apply. SBA guaranteed products may also be subject to additional terms, conditions and fees. All loans/lines of credit require a Webster business checking
account which must be opened prior to loan closing and which must be used for auto-deduct of payment.
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Appointments
Dr. Joseph Izzi, Jr, joins
University Orthopedics
Joseph Izzi, Jr, MD , has joined

the surgical team at University Orthopedics (UOI).
Dr. Izzi, a fellowship trained orthopedist with a special concentration
in hand, wrist, elbow, and shoulder
disorders, has been practicing orthopedic surgery in Rhode Island since
2003. Between 2007 and 2008, he also practiced at Tufts Medical Center and served on the faculty of Tufts University School
of Medicine.
An orthopedic specialist who has treated a wide range of upper extremity injuries through surgical and nonsurgical procedures, Dr. Izzi completed an orthopaedic residency through the
Warren Alpert Medical School of Brown University’s program
at Rhode Island Hospital. He also completed a fellowship in
adult and pediatric trauma at Rhode Island Hospital and Hasbro
Children’s Hospital, and an additional fellowship in hand and
microvascular surgery at the Hospital for Special Surgery, which
is affiliated with the Weill Cornell Medical College of Cornell
University.
Dr. Izzi, who resides in Rhode Island, holds an undergraduate
degree from Boston University and a medical degree from the
Boston University School of Medicine. He has professional affiliations with The Miriam Hospital, Rhode Island Hospital, Our
Lady of Fatima Hospital, and Roger Williams Medical Center.
Edward Akelman, MD , president of University Orthopedics, said, “In addition to the wealth of knowledge and insight
he brings to his position, he is also committed to a higher-level
of patient care. This dedication to enhanced patient outcomes
is at the heart of our practice and we are pleased to welcome Dr.
Izzi to our group.” v
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L. Anthony Cirillo, MD, left, past president of the RI Chapter of ACEP, was
named to the American College of Emergency Physicians Board of Directors in San Diego, CA, at the ACEP 2018 Scientific Assembly held recently.

Franklin McCool, MD, named
medical director of the Roger
Williams Sleep Disorders
Center
Franklin McCool, MD, ABIM ,

has been named medical director of
the Roger Williams Medical Center
Sleep Disorders Center.
Over the past two decades, Dr.
McCool has held a number of related leadership roles including service as medical director of the
Sleep Laboratory at both Memorial Hospital and Kent County
Hospital. At Memorial, he also served as Chief of Medicine,
Chief of the Pulmonary, Critical Care, and Sleep Divisions, as
well as Medical Director of Respiratory Care.
Board certified in Sleep Medicine and Internal Medicine, he
completed his Pulmonary Fellowship at Strong Memorial Hospital, University of Rochester, following a residency and internship at Rhode Island Hospital, Brown University. Dr. McCool
received his medical degree from St. Louis University School
of Medicine. v
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Recognition
Josiah “Jody” Rich, MD, elected to National Academy of Medicine
The National Academy of Medicine
(NAM) announced the election of 75
regular members and 10 international members during its annual meeting on October 15th. Election to the
Academy is considered one of the
highest honors in the fields of health
and medicine and recognizes individuals who have demonstrated outstanding professional achievement and commitment to service.
Among those elected was Josiah “Jody” Rich, MD, MPH ,
professor of medicine and epidemiology, Brown University; and
director, Center for Prisoner Health and Human Rights, The
Miriam Hospital, was recognized “for dedication in his medical and public health research career to improving the health
and well -being of people in detention and incarceration, to
substance users, and to health and well-being post release in
communities in need.”
“I have strived to address HIV and other diseases among
disadvantaged populations, and that led me to work with incarcerated and criminal justice involved populations,” said Dr.
Rich. “That in turn opened my eyes to the clinical and public
health challenges with this population. More recently I have
been focusing my energies on trying to address the opioid crisis.”
He is the principal investigator for Rhode Island Hospital’s
new Center of Biomedical Research Excellence (COBRE) on
Opioids and Overdose, which was recently established with
an $11.8 million grant from the National Institute of General
Medical Sciences.
“This distinguished and diverse class of new members is a
truly remarkable set of scholars and leaders whose impressive

work has advanced science, improved health, and made the
world a better place for everyone,” said National Academy of
Medicine President Victor J. Dzau. “Their expertise in science,
medicine, health, and policy in the U.S. and around the globe
will help our organization address today’s most pressing health
challenges and inform the future of health and health care. It
is my privilege to welcome these esteemed individuals to the
National Academy of Medicine.”
New members are elected by current members through a process that recognizes individuals who have made major contributions to the advancement of the medical sciences, health care,
and public health. A diversity of talent among NAM’s membership is assured by its Articles of Organization, which stipulate
that at least one-quarter of the membership is selected from
fields outside the health professions – for example, from such
fields as law, engineering, social sciences, and the humanities.
The newly elected members bring NAM’s total membership to
2,178 and the number of international members to 159.
Established originally as the Institute of Medicine in 1970 by
the National Academy of Sciences, the National Academy of
Medicine addresses critical issues in health, science, medicine,
and related policy and inspires positive actions across sectors.
NAM works alongside the National Academy of Sciences and
National Academy of Engineering to provide independent, objective analysis and advice to the nation and conduct other activities
to solve complex problems and inform public policy decisions.
The National Academies of Sciences, Engineering, and Medicine
also encourage education and research, recognize outstanding
contributions to knowledge, and increase public understanding. With their election, NAM members make a commitment
to volunteer their service in National Academies activities. v

Karuppiah Arunachalam, MD,
(left) represented Rhode Island
Hospital and the Alpert Medical
School at the Heart Failure
Society of America meeting in
Nashville, Tenn., in September.
He presented a case report of
cardiomyopathy due to eosinophilic myocarditis as a result of
autoimmune disease Eosinophilic Granulomatosis with
Polyangitis (EGPA) or Churgstrauss Syndrome. At right is
senior author Rayan Yousefzai,
MD, advanced heart failure
specialist and cardiologist.
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Newport Hospital again
receives Baby Friendly
designation
Newport Hospital has earned designation as a Baby-Friendly hospital for the fourth consecutive time.
The Baby-Friendly Hospital Initiative was launched by the World
Health Organization and UNICEF
in 1991. It is a global effort to implement practices that protect, promote and support breastfeeding.
Having first received the designation in 2003, the hospital’s Noreen Stonor Drexel Birthing Center
recently earned a five-year renewal. Hospitals are awarded this status when independent evaluators
have determined that all hospital
practices meet the rigorous BabyFriendly standards.
The hospital is one of 500 in the
United States that have achieved
the status.
“Baby-Friendly designation is
the gold standard for excellence in
support of breastfeeding mothers
and infants,” said Crista Durand,
president of Newport Hospital.
“We’re so proud of this recognition,
which is really a testament to the
outstanding care that our nursing
staff, pediatricians and women’s
health team provide to new mothers and newborns.” v

Carlos Vargas-Irwin, PhD, awarded $1.5M NIH Innovator grant
The National Institutes of Health has awarded 89 grants that
will provide funding to address major challenges in biomedical
science. The grants are part of the NIH High-Risk, High-Reward
Research Program, which supports ideas with potential for great
impact in biomedical research from across the broad scope of
the NIH.
Carlos Vargas-Irwin, PhD , received a $1.5 million
five-year NIH Director’s New Innovator Award, established in
2007, which supports unusually innovative research from early
career investigators who are within 10 years of their final degree
or clinical residency and have not yet received a research project
grant or equivalent NIH grant.
His project is titled: Project Title: Synergistic Effector/Environment Encoding: A New
Perspective on Motor Cortex and Brain-Computer Interfaces.
“The goal of this project is to better understand the interaction between sensory and
movement-related information so that we can interpret signals related to intended actions
more accurately,” said Vargas-Irwin, who is part of the BrainGate collaboration led by researchers from Brown, Case Western Reserve University, Stanford University, Massachusetts General Hospital and the Providence VA Medical Center.
In Vargas-Irwin’s project, he will combine an external camera and artificial vision with
the neural activity information from a neural decoder.
“This would allow the decoder to interpret neural activity within the context of the
visual environment in a way that more closely resembles the natural operating state of the
brain,” said Vargas-Irwin, who is affiliated with Brown’s Carney Institute for Brain Science.

Background
Vargas-Irwin enrolled at Brown University in 1998 after finishing secondary education in
his hometown of Cali, Colombia. After earning a BS in Neuroscience working in the lab
of Dr. John Donoghue (completing his honors thesis under the supervision of Dr. Nicho
Hatsopoulos), He stayed at Brown working as a laboratory technician and then joined the
Neuroscience Graduate program in 2003. For his doctoral thesis project (featured in Nature’s
Research Highlights), he collaborated with Dr. Michael Black to combine Hollywood-style
motion tracking and micro electrode array recording technology to demonstrate that dexterous upper-limb movements can be accurately reconstructed from neural activity recorded
from relatively small areas (4x4mm) of primate motor cortex. After completing his PhD in
2010, he continued to work on neural decoding models in the Donoghue Lab, becoming an
Assistant Professor in 2016. During this time he also joined the BrainGate2 clinical trial
(led by Dr. Leigh Hochberg) in order to develop neural interface devices aiming to restore
autonomy and independence to people with limited mobility due to neuromotor disorders.

About the NIH awards
“This program supports exceptionally innovative researchers who have the potential to
transform the biomedical field,” said NIH Director Francis S. Collins, MD, PhD .
“I am confident this new cohort will revolutionize our approaches to biomedical research
through their groundbreaking work.”
Funding for the awards comes from the NIH Common Fund and other Office of the
Director appropriations; National Cancer Institute; National Center for Complementary
and Integrative Health; National Institute of Allergy and Infectious Diseases; National Institute of Diabetes and Digestive and Kidney Diseases; National Institute of General Medical Sciences; National Institute of Mental Health; and Office of Research Infrastructure
Programs. v
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Dr. Melissa Russo
earns grant from
Marfan Foundation
Research to study risk
factors for cardiovascular
and obstetric complications
in pregnancy among women
with genetic predisposition
to aortic dissection
Melissa Russo, MD , a maternal-fetal medicine and clinical genetics specialist in the Division of Maternal-Fetal Medicine at Women &
Infants Hospital of Rhode Island has recently received a $100,000, two-year grant through The
Marfan Foundation Grant Program to study the
risk factors associated with cardiovascular and obstetric complications in pregnancy among women
with a genetic predisposition to aortic dissection.
Dr. Russo is the director of Prenatal Genetics at
Women & Infants’ Prenatal Diagnosis Center.
“We know that pregnancy in women with Marfan syndrome and related conditions is a highrisk time for aortic dissection, but many of these
women, with a prenatal multi-disciplinary care
team, can have a successful pregnancy,” said Dr.
Russo. “Currently, we cannot predict who will
have a successful pregnancy versus a catastrophic
event during pregnancy because the risk factors
for aortic dissection during pregnancy are not well
understood. We are seeking to address this knowledge gap by building a multi-center database for
reproductive and pregnancy outcomes in women
with a genetic predisposition for aortic dissection.
Our long-term goal is to continue this work and
build a nationwide database.”
Dr. Russo is also an assistant professor of obstetrics and gynecology at The Warren Alpert
Medical School of Brown University and a member of Care New England Medical Group. She
was recently added as a member of the GenTAC
Alliance, a community of stakeholders committed to advancing understanding of genetic thoracic aortic diseases and their treatment. The
Alliance builds upon the successes of the GenTAC Registry, which enrolled and followed participants from 2006 to 2016 and seeks to involve
a much wider group of stakeholders and be more
expansive in scope. v

RIM J A r c h i v e s

|

NOVEMBER ISSUE W e b p a g e | RIMS

Drs. Alvero, DiSilvestro, Sung inducted as AGOS Fellows
Three physicians from Women & Infants Hospital of Rhode Island/The Warren Alpert Medical
School of Brown University have been inducted
as fellows of the American Gynecological & Obstetrical Society.
The three new fellows are: Ruben J. Alvero,
MD , of Providence, director of the Division of Reproductive Endocrinology and Infertility; Paul
A. DiSilvestro, MD , of Exeter, director of the
Division of Gynecologic Oncology; and Vivian
Sung, MD, MPH, FACOG , of Providence, of the
Ruben J. Alvero, MD
Division of Urogynecology and Reconstructive
Pelvic Surgery.
Fellowship in AGOS is by invitation only and is
reserved for individuals who are nationally and internationally recognized as leaders in their field.
Dr. Alvero is a professor of obstetrics and gynecology at the Warren Alpert Medical School. His
clinical interests include assisted reproductive
technologies, polycystic ovarian syndrome, endometriosis, and robotic surgery for uterine fibroids.
His research interests include polycystic ovary
syndrome, ovarian aging, and medical education.
Paul A. DiSilvestro, MD
Dr. DiSilvestro, is a professor of obstetrics and
gynecology at the Warren Alpert Medical School.
He serves as the director of the Division of Gynecologic Oncology and the Program in Women’s
Oncology and the chair of the Board of Managers
of Care New England Medical Group (CNEMG).
He is principal investigator for the Women & Infants Hospital site of the National Cancer Institute’s cooperative research group, NRG Oncology,
the NIH-sponsored cancer collaborative that includes the Gynecologic Oncology Group.
He is also the co-chair of the Gynecologic
Vivian Sung, MD
Cancer Committees at NRG Oncology and previously served on multiple other committees. In
addition, he has been study chair or co-chair of multiple National Cancer
Institute-sponsored Gynecologic Oncology Group trials. He is a specialty
board examiner as well as a subspecialty (gynecologic oncology) board examiner for the American Board of Obstetrics and Gynecology.
Dr. Sung is professor of obstetrics and gynecology at the Warren Alpert
Medical School. She is an active researcher and serves as the director of research for the Division of Urogynecology. Dr. Sung achieved certification in
Female Pelvic Medicine and Reconstructive Surgery (FPMRS) by the American Board of Obstetrics and Gynecology (ABOG), where she serves as a FPMRS subspecialty board examiner. She is past president of the Society for
Gynecologic Surgeons. Dr. Sung balances non-surgical, surgical, and minimally-invasive options for the management of pelvic organ prolapse, urinary
incontinence, and fecal incontinence. She has a particular interest in the
critical evaluation and translation of new and existing clinical practices for
pelvic floor disorders. v
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Tobey, St. Luke’s, Charlton Memorial
hospitals honored for exceptional
stroke care
Southcoast Health recently announced that all three
of its hospitals – Charlton Memorial in Fall River,
St. Luke’s in New Bedford, and Tobey in Wareham –
received awards for excellence in stroke care. Each
hospital was designated a Primary Stroke Center by
the American Heart Association in 2005 and has
been recognized for quality care numerous times.
Tobey received two awards, including the Coverdell Defect-free Care Award, which recognizes hospitals that provided defect-free care to 90 percent or
more of their stroke patients by using all the interventions for which the patient was eligible based on
clinical guidelines.
Tobey and St. Luke’s were both recognized for
screening 90 percent or more of their stroke patients
for dysphagia, which is difficulty swallowing after
a stroke. The awards were for the period covering
January to December 2017.
St. Luke’s also received the Get With The Guidelines® Silver Plus Achievement Award from the
American Heart Association/American Stroke Association®. Hospitals receiving the silver plus award
have reached an aggressive goal of treating stroke
patients with 85 percent or higher compliance to
core standard levels of stroke care as outlined by the
American Heart Association/American Stroke Association for one calendar year. In addition, those
hospitals have demonstrated 75 percent compliance
or higher with additional stroke quality measures.
Charlton Memorial received the Get With The
Guidelines® Gold Plus Achievement Award. from
the American Heart Association/American Stroke
Association®. Hospitals receiving the gold plus
award have reached the same aggressive goals of
85 percent or higher in adherence to stroke quality
measures for two consecutive years or more in addition to demonstrating 75 percent compliance to
seven out of 10 stroke quality measures. v

Charlton Memorial Hospital, from left, Seanna Zimmerman, RN, Director of Emergency
Services; Jennifer Martin, RN, Team Leader, Emergency Department; Jennifer Tyson,
Quality Data Analyst; and George Barth, Associate Chief Nursing Officer.

St. Luke’s Hospital, from left, Jennifer Tyson, Quality Data Analyst; Tonya Johnson,
Vice President of Operations; Michele Azevedo, Director of Emergency Services; and
Dr. John Stamoulis, Neurologist.

Tobey Hospital, from left, Jennifer Tyson, Quality Data Analyst; Debra Gonsalves, RN,
Nurse Manager, Emergency Services; Susan Mangini, Associate Chief Nursing Officer; and Sarah Bernier, MD, Assistant Medical Director, Charlton Memorial and Tobey
Hospitals Emergency Services.
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Recognition
RWMC receives outreach
award from Latino Cancer
Control Task Force

Dr. Abdul Saied Calvino, at left, with panel members Dr. Mercedes Pacheco, Hope Health Medical
Director for Hospice Services; Dr. Pablo Rodríguez, President and Executive Director of Women’s Care,
and Dr. Michael Alavian, a CharterCARE urologist. [P H OTOS : R o g e r W i l l i a m s M e d i c a l C e n t e r ]

Roger Williams Medical Center received the Champions of Distinction Award from the Latino Cancer
Control Task Force at its October
celebration. The award was given
for Roger Williams’ efforts to “educate and improve access to prevention and early detection as well the
care and quality of life of Latinos
in Rhode Island.” Surgical oncologist Dr. Abdul Saied Calvino , who has led Roger Williams’
outreach efforts in the Latino community, moderated a panel called
“Culturally Sensitive Care For Latino Cancer Patients”.
In September, Dr. Calvino, a
board-certified surgical oncologist,
received the 2018 Carol Friedman
Award, given annually to recognize
outstanding achievement in cancer
care. The honorees were chosen by
the Centers for Disease Control and
Prevention, Comprehensive Cancer
Control Branch. Dr. Calvino was
recognized for his work since 2016
to increase colorectal cancer screening and education in Rhode Island’s
Hispanic community. v

Dr. N. Joseph Espat, Director of the
Cancer Center and Chairman of Surgery,
is pictured receiving the award with
Betty Bernal of the Latino Cancer
Control Task Force, and John Holiver,
CharterCARE CEO.
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Obituaries
Pat ricia Joan (Ke nn e dy) Issa r e scu, M D , 85, was
the wife of the late Dr. Stefan Issarescu.
She graduated from Harvard University’s Radcliffe College, in 1953, and was
employed by the federal government in
Washington, DC, for several years, before returning to Milton, MA, her childhood home, to take science courses at
Boston College, in preparation for applying to medical school. She received her
MD degree from Boston University in
1961, one of only 5 women in her class.
Her early medical career included employment with VA hospitals, including the Providence VA Hospital where she was Acting
Chief of Renal Service in 1974. After making a decision to go into
emergency medicine, she became a board-certified ER physician.
She was employed at St. Joseph’s Hospital, Providence, St. Ann’s
Hospital in Fall River and retired from her position at the Garden
City Medical Center in Cranston, RI. When introducing herself
to patients in the ER she would say, “Issarescu to the rescue!
Along with her husband, she was active in the Iuliu Maniu Foundation which supports the resettlement of Romanian refugees.
Dr. Issarescu leaves a brother, Dr. Joseph L. Kennedy Jr. (Patricia) of Boston, and two sisters, Marcia T. Kennedy Manning
of NY City and Anne Kennedy Ilacqua (Joseph) of Providence,
RI, and many nieces, nephews, grand nieces and grand nephews.
Those wishing to make a donation in Patricia’s memory
might choose an animal rescue organization, the Providence
Community Library or the Church of St. Sebastian. v

Dr. Barry Benjamin Schwartz ,
75, died on October 12, 2018.
A graduate of Downstate Medical
Center in Brooklyn, NY, he grew up in
Long Beach, New York, where he met
his wife, Linda. For his work, Linda and
Barry moved to Cincinnati, Ohio; Barrington, RI; and then Providence, RI,
where they lived and raised their family
for almost 20 years.
He was an internal medicine doctor specializing in nephrology for over 25 years. During this time, he opened his own
private practice and held numerous prestigious positions at
Miriam Hospital.
After great success in private practice, Dr. Schwartz lent his
talents to the insurance industry. He worked for several insurance companies, where he made an impact on countless people
across the country by focusing on establishing medical coverage
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for many illnesses and treatments. This career shift led Dr.
Schwartz to move to Albany, NY; Champaign, IL; and finally,
Tampa, FL, where he became the Vice President of Blue Cross/
Blue Shield of Florida in 2001 and held that position until his
retirement.
Dr. Schwartz, a man always looking to further his skills,
became a mediator for insurance companies as a part time job
during his retirement.
He is survived by his wife of 54 years, Linda; his children,
Marc (Carrie), Stacy (Randy), and Eric; and his grandchildren. v

Henry L. Whited, MD , 88, died
peacefully on Monday, October 1, 2018
at Saint Elizabeth Home, East Greenwich. For 29 wonderful years, he was
married to his beloved wife, Birgitta
(Andersson) Whited.
After high school, he earned his BS in
Mechanical Engineering at University of
Maine in Orono, ME, then continued on
to earn his MBA at Northeastern University in Boston, MA. He served in the Army during the Korean War.
Despite his successful career as an engineer, he decided to
further his education and change his career field by earning his
Medical Doctorate from SUNY, Buffalo, going on to specialize in
cardiology. An Associate Professor at Brown University, he was
employed by Roger Williams Medical Center until March 2000.
A colleague and former student said eloquently that “he had
a unique perspective on medicine as a result of his successful
prior career. He inspired those at Roger Williams lucky enough
to be under his tutelage. He was thorough, solid, generous, and
caring. We gained not only cardiologic knowledge, but more importantly how to be a physician, to balance career with outside
interests and make it work while delivering medical care with
a capital ‘C’.”
An avid sailor, he owned many different boats (15 of different
sizes when Birgitta came along). A skilled woodworker, he and
Birgitta built their own home in Hope Valley, RI.
Beside his wife, he is survived by two step-daughters: Eva
Stenberg of Newport, NH and Mona Akerblom of Mountain
View, CA; two brothers: William and James Whited; three sisters: Marie Whited, Jo Anna Colby, and Sarah Whited-Higgins;
and four step-grandchildren.
Memorial donations can be made to Alzheimer’s Research
Foundation, 3152 Little Road, Suite 146, Trinity, FL 34655 or
Saint Elizabeth Home, One Saint Elizabeth Way, East Greenwich, RI 02818. v
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December 1917: RI Medical Teams Rush to Halifax Disaster
Described as the most devastating pre-atomic blast ever recorded
By Mary Korr
RIMJ Managing Editor

During his long life, December 6,

Relief

1917 was a day Halifax native and

through the Narrows, passing to the

Rhode Island physician Dr. Edwin G.

port side of incoming ships, rather than

Thompson (1863–1949) would never

on the traditional starboard side.

Commission,

headed

south

forget. The dentist and physician, a

The French steamship Mont Blanc, a

graduate of Philadelphia Dental’s Col-

WW1 munitions transport, was enter-

lege and Medico-Chirurgical College,

ing the harbor to rendezvous with a mil-

was perhaps making his rounds at the

itary convoy that would escort it across

Roger Williams Hospital when the tragic

the Atlantic. The ship was packed with

events began to unfold in his home-

2,300 tons of picric acid, 200 tons of

town’s harbor, a WWI hub of Canadian

TNT, 35 tons of high-octane gasoline,

Navy activity.

and 10 tons of gun cotton.

At about 8:45 a.m., the Imo, a steam-

Warning signals and evasion maneu-

ship carrying supplies for the Belgian

vers proved futile and the ships collided. At 9:05 a.m., the ablaze Mont
creating a 60-foot tsunami that swept
over the harbor. Horrified onlookers

Dr. N. Darrell Harvey, later president of the
Rhode Island Medical Society, 1931–1932,
led one of the relief teams to Halifax.
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Library of Congress

were swept out to sea and drowned.

rims

Blanc rammed Pier 6 and exploded,

Explosion caused what has been described as a
“mushroom-like” cloud.
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Main building of the Nova Scotia Provincial Exhibition, Halifax, Canada, damaged in the explosion.
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Victims of the
Dec. 6, 1917
explosion at
Halifax, Nova
Scotia, laid out
on sled.

Warehouse windows propelled glass

nurses led by Dr. Thompson. A bliz-

alcohol, compresses and surgical equip-

missiles everywhere; 200 lost their

zard blanketed the tracks as the train

ment. On the scene, the Red Cross set

eyes and sight. The event has been

forged northward.

up 57 makeshift hospitals. The Rhode

described as the most devastating pre-

According to the New York Times

Island contingent worked in the Ladies

atomic blast ever recorded. It killed

of December 8, 1917, a second provi-

College Hospital, the Halifax Infir-

2,000; leveled thousands of buildings,

sional unit was sent from Providence

mary and Bellevue. Many remained for

and injured tens of thousands.

on December 8 with 69 physicians and

several months.

Rhode Island relief

surgeons, 50 nurses, 6 secretaries, and

Upon his return, Dr. Harvey gave

social workers under the charge of oph-

an accounting of the Rhode Island Red

On the following day, December 7, 1914,

thalmologist Dr. N. Darrell Harvey

Cross Relief Unit at the Halifax disas-

at noon, a train chartered by the local

of Providence, who also worked at

ter to the Rhode Island Medical Soci-

chapter of the American Red Cross left

Newport Hospital.

ety on March 30, 1918 and outlined

Providence bound for Halifax, with

The train carried a complete steril-

a rescue team of 60 doctors and 60

izing plant, a large quantity of ether,

RIM J A r c h i v e s

|

NOVEMBER ISSUE W e b p a g e | RIMS

relief plans should such a disaster hit
Providence. v
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