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Climate Change and Health:
A Special Edition of the Rhode Island Medical Journal
Examining the impacts of climate change on health, health care institutions, and mitigation strategies
William Binder, MD
Theme Editor

The impact of humans on climate has been recognized for
centuries. Eighteenth-century Scottish Enlightenment philosopher David Hume postulated that the moderation of
Europe’s climate, in comparison to Roman times, was due
to the gradual advance of cultivation in Europe. He further
remarked, “Our northern colonies in America become more
temperate, in proportion as the woods are felled…”1
While Hume could not cite rigorous data as a source for
his opinion, scientists and philosophers continued to ponder the impact of humans on their environment. A century
after Hume, Irish physicist John Tyndall ushered in the modern era of climate science in 1859 when he discovered the
connection between atmospheric CO2 and the greenhouse
effect. By mid-20th century, 200 years after Hume, one scientist remarked, “Human beings are now carrying out a largescale geophysical experiment of a kind which could not
have happened in the past, nor be reproduced in the future.
Within a few hundred years we are returning to the air
and oceans the concentrated organic carbon stored over
hundreds of millions of years.”2
Data supporting the impact of humans on atmospheric
warming continues to accumulate and this year’s Nobel
Prize in physics acknowledges the complex interaction
between humans, climate, and weather. Rising seas, extreme
weather events, and species extinction are no longer versions
of apocalyptic science fiction but instead a harsh, modern
reality with existential ramifications requiring mitigation
and adaptation.
While some skeptics continue to doubt the incontrovertible data, the scientific, medical, and business communities,
as well as the US military, have moved past reactionary
arguments. In this special issue of the Rhode Island Medical Journal (RIMJ), we present an array of articles devoted
to the impact of climate change on health in southern New
England. Authors from throughout New England and representing multiple health systems, medical schools, universities, primary care practices, the United States Geological
Survey, and the Rhode Island Department of Health have all
contributed to this important edition of RIMJ.
Nitin S. Damle frames the issue by noting that extreme
weather events and air pollution have precipitated increasing
morbidity and mortality through heat waves, and increases
in infectious and respiratory diseases. His commentary
also alludes to the societal impact of climate change, as it
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can lead to food insecurity, mental health crises, and mass
migration. The Rhode Island Medical Society’s consensus statement, signed in March 2020, endorses the perspective of multiple medical societies, and recognizes the
impact of climate change on the health of every American.
Emily Webb et al., Nicholas J. Nassikas et al., and
Katelyn Moretti et al. offer supporting data on the
impact of climate change on health in New England. Webb
details the impact of extreme weather events such as hurricanes and floods – think Hurricanes Sandy, Katrina, and
Ida – on electricity-dependent asthmatic patients in Massachusetts. Without electricity, asthmatic patients, as well
as others requiring electrically dependent durable medical
equipment, are at grave risk. Nassikas examines the consequences of pollution on asthma and reports on thousands
of excess Emergency Department (ED) visits for summertime ozone-attributable asthma exacerbations across New
England. Moretti reports on the straightforward association
between higher temperatures and increasing Emergency
Medical Services’ (EMS), and de facto ED, utilization, suggesting that further research may help with planning and
resource allocation during summer months. We are also
fortunate to feature an article by Howard S. Ginsberg
et al. from the US Geological Survey and the University of
Rhode Island (URI) on the effects of climate change on tickborne disease in Rhode Island and southern New England.
The authors document the increasing incidence of Lyme,
babesiosis and anaplasmosis in Rhode Island, and note that
Lone star ticks, the Gulf Coast tick, and the introduced
Asian longhorned tick have been spreading northward into
our state. The USGS/URI group presents a balanced view,
noting that climate change, as well as numerous other environmental and socioeconomic factors, may also contribute
to the expanding range of ticks and tick-borne diseases.
The current issue of RIMJ also presents data on mitigation strategies designed to decrease hospital-based waste
and reduce emissions. Previous reports suggest that the
healthcare industry is responsible for 10% of greenhouse
gases and two million tons of waste in the US annually.3
Katelyn Moretti et al. describe a waste mitigation project at Rhode Island Hospital that led to a 23% reduction
in solid waste and significant reductions in greenhouse gas
emissions. Kyle Denison Martin et al. similarly performed a waste audit at Kent Hospital, noting the impact
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of the Covid-19 pandemic on waste and energy use in the
ED. Martin et al. also provide an accompanying commentary regarding important takeaways of waste audits, offering
ideas for an environmentally responsible pathway for large
health systems.
Paraphrasing the axiom that all politics is local, it can
be said that climate change education begins at a local and
regional level. Rachel Calabro and Caroline Hoffman
offer an introduction to the Rhode Island Department of
Health’s Climate Change and Health Program. As part of a
US Centers for Disease Control and Prevention initiative,
the program has partnered with community groups and
state and local agencies to provide educational resources,
fund projects fostering community resilience, and offer technical assistance. Caleb Dresser et al. assess the extent
of educational activity on a regional basis. In a first-of-itskind study, they report on the scale of climate and health
activities within educational institutions and professional
societies in the New England region.
Rounding out this issue is a report by Joshua Baugh et
al. examining a large health system’s sophisticated approach
toward a vulnerability analysis, recognizing that previous
analyses using historical data is inadequate in an era of
rapid climate change and extreme weather events. This Harvard-wide review is a broadly applicable approach for other
health systems and should be a model for other institutions
moving forward. Recognizing the importance of Baugh’s discussion, Andrew E. Binder et al. provide data and commentary on creating an accurate hazard analysis in order
to mitigate the impact of future flooding on Providence’s
critical health care facilities.
We hope readers appreciate this edition of the RIMJ and
that it piques an interest in what is arguably the most salient
and pressing issue of our time.
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Climate Change and Human Health
Nitin S. Damle, MD, MS, MACP

I

n 2015, 186 countries signed the Paris climate agreement
to limit global warming to “well below 2 degrees Celsius”
and avoid the harmful impacts on human health. Integral to
this goal was to reduce carbon emissions to near zero over
the next several decades.
Unfortunately, carbon emissions have continued to rise,
and the global average temperature has risen by 1.2 degrees
Celsius, resulting in the five hottest years on record, all
since 2015. The environmental impact is well documented
and includes sea level rise, ocean acidification, ice melt,
and loss of glacier mass. These changes have resulted in a
46% increase (since 1980) in extreme heat waves, flooding,
droughts, forest fires, and intense weather events (hurricanes and cyclones).
The above weather events and air pollution lead to downstream consequences on human health. This article will
focus on six health effects.

particulate matter includes sulfates, nitrates, black carbon,
and nitrous oxide.
Forty-three million people in the United States and 92%
of the world live in areas in excess of the World Health Organization (WHO) particulate limit, and in 2019 there were
eight million deaths worldwide attributable to air pollution.
Increased carbon dioxide production leads to increased
growth of allergen-producing weeds, grasses, and trees with
rain and floods leading to increased mold and fungal growth.
The aeroallergen season has increased from 177 days in the
1970s to 190 days today and is projected to reach 214 days by
mid-century. Allergy exacerbations lead to 11 million office
visits per year at a cost of $11.2 billion per year and asthma
and COPD exacerbations result in two million emergency
department visits, 500,000 hospitalizations, and 3,600
deaths at a cost of $56 billion per year. Clinicians will need
to educate patients about weather trends, knowledge about
air pollution, early symptoms, and prevention.

Heat Waves
The number and intensity of heat waves has increased significantly during the past 20 years. This burden is borne
mostly by the elderly, children, those with cardiovascular
and respiratory diseases, outside laborers, the homeless, and
the poor. There has been a 53.7% increase in heat-related
mortality for people over the age of 65. Heat waves and
temperature rise increase the risk of myocardial infarction,
stroke, and acute and chronic renal injury. Studies indicate
for each day that the heat index is 95 degrees Fahrenheit
(compared to 75 degrees F), emergency department visits
increase by 6.6% over the following seven days, heat-related
emergency department visits increase by 89% for seven days
and death rates increase by 5.8% for each day.
Mitigation is essential and includes early warning systems and response plans, increased access to air conditioning, communication by clinical teams to reach vulnerable
populations, and education about the risk of heat illness.

V ec tor-B orne a nd Water-B orne Dise ases
The primary vectors in the United States are mosquitoes,
sand flies, and ticks. There has been an increase in cases
of dengue, Chikungunya, West Nile fever, Zika, and even
malaria. The number of cases of Lyme disease has risen from
50,000 in the 1990s to over 400,000 in 2018 and is reported
in most regions of the country.
Heavy rains and flooding lead to contamination of water
systems, reservoirs, and surface water that increase risk for
E. coli, Campylobacter, Leptospira, and Salmonella infection. Vibrio parahaemolyticus infection is a significant
seafood-related public health concern. In addition, rates of
parasitic infection have increased, in particular Cryptosporidium, Cyclospora, and Giardia Lamblia in contaminated
drinking water and fresh produce. Globally, there are over
one billion people that lack access to safe drinking water
and 2.5 billion lack access to adequate sanitation, with an
estimated five million deaths annually in children.

Pa rt i cul at e M at t er an d
Resp i r at o ry D i seases

Food Security

The primary drivers of respiratory diseases are automobile, power plant emissions and forest fires. Measured

The food system involves a network of interactions with our
physical and biological environments as food moves from
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production to consumption, or from “farm to table.” There
has been an increase in crop losses from fungi, bacteria, and
viruses. There has been a decrease in food production by
2% per year in the face of a 14% per year increase in global
demand, with a projected further decline of 6% in global
wheat and 10% in global rice production for each one degree
rise in temperature.
The nutrient content (protein, iron, and zinc) has
decreased from 20% to 17% with an increase in carbon dioxide concentration from 385 parts per million (ppm) to 450
ppm between 2008 and 2020. Carbon dioxide production is
10 times greater for the consumption of beef, lamb, and pork
versus more plant, fish, turkey, and chicken-based diets.

M enta l He a lth
The impact on mental health is well established. Forty-nine
percent of Hurricane Katrina victims reported increased
stress, anxiety, and depression and one in six have been
diagnosed with post traumatic stress disorder. Studies show
an increased rate of strained interpersonal relationships,
substance use disorder, interpersonal aggression, violence,
crime, and decreased community cohesion.
There also appears to be a relationship between increased
temperature and the number of suicides, and people who
meet criteria for mental illness are more vulnerable to the
effects of climate change on physical as well as mental
health. Much more research is necessary on the impact of
climate change and prioritizing mental health benefits with
mitigation efforts.

M a ss M i gr at i on
Extreme weather, sea-level rise, floods, food insecurity,
and drought have forced two hundred million people in
the world to migrate from their homes between 2008 and
2018. Modeling predicts that one billion people will need
to migrate by the end of the century for these same reasons.
Without climate change mitigation, this rate will significantly outpace other causes of migration, such as interstate
conflict, failure of national governance, and unemployment
or underemployment.

annually in energy costs. A 30% cut in healthcare greenhouse gas emissions by 2030 would prevent an estimated
4,130 premature deaths, 85,000 asthma attacks, four million
respiratory symptom events, and 3,750 hospital visit incidents and save about $1.2 billion in medical costs.
As a physician you have the gravitas to make a significant
impact on your community by raising awareness through
talks in town halls and community gatherings, in addition to
educating your colleagues and patients. You can lobby your
local, state, and national representatives to make climate
change and health a high priority issue and you can engage in
climate-healthy habits, including plant-based diets, electric
cars, energy-efficient homes and work environments.
I have painted a sobering outlook with one last opportunity to mitigate the effects of climate change. A recent report
by the United Nations Intergovernmental Panel on Climate Change (IPCC) stated that it is possible to limit global
warming to 1.5 degrees Celsius, but only with large-scale
reductions of all greenhouse gases immediately. If countries
move slowly, the Earth could warm by four degrees Celsius
(7.2 degrees F) by the end of the century. Experts predict that
such a rise would make the Earth uninhabitable. Therefore
climate change is the existential threat of our time and now
is the moment for all of us to educate and amplify our voices
to protect future generations and the planet.
Author
Nitin S. Damle, MD, MS, MACP
Past President, American College of Physicians;
Past President, Rhode Island Medical Society;
Clinical Assistant Professor of Medicine,
Alpert Medical School of Brown University;
Senior Partner, South County Internal Medicine

Correspondence
nsdamle@scim.necoxmail.com

Conclus i o n
The effects of climate change have been predicted since the
1970s. There were non-binding agreements in 1979, 1989,
and 1997 that did not succeed in slowing carbon dioxide
emissions. It is time for the United States to rejoin and
strengthen the Paris Agreement of 2015 and actively engage
in setting standards at the upcoming UN Climate Change
Conference (COP26) this month.
If the United States health sector were a country, it would
be the fifth largest emitter on the planet, with $9 billion
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Medical Society Consortium on Climate and Health Consensus Statement

Editor’s note: The following was adopted by the Rhode
Island Medical Society in March 2020, along with Affiliates of the Medical Society Consortium on Climate and
Health (medsocietiesforclimatehealth.org) regarding the
health threats of climate change and the health benefits
of solutions (decreasing fossil fuel use).

firsthand the harmful health effects of climate change on

We – the undersigned medical societies – support the inter-

government and industry about the harmful human health

national scientific consensus, as established in multiple

effects of global climate change, and about the immediate

national and international assessments, that the Earth is

and long-term health benefits associated with reducing

rapidly warming, and that human actions (especially burn-

greenhouse gas emissions (i.e., heat-trapping pollution) and

ing of fossil fuels) are the primary causes. As established

taking other preventive and protective measures that con-

in the 2016 U.S. Climate and Health Assessment – The

tribute to sustainability. We support actions by physicians

Impacts of Climate Change on Human Health in the United

and hospitals within their workplaces to adopt sustain-

States: A Scientific Assessment – the resulting changes in

able practices and reduce the carbon footprint of the health

our climate are creating conditions that harm human health

delivery system.

patients. We know that addressing climate change through
reduction in fossil fuel use will lead to cleaner air and water,
to immediate health benefits for Americans, and will help to
limit global climate change.
We support educating the public and policymakers in

through extreme weather events, reduced air and water

We recognize the importance of health professionals’

quality, increases in infectious and vector-borne diseases,

involvement in policymaking at the local, state, national,

and other mechanisms. While climate change threatens the

and global level, and support efforts to implement compre-

health of every American, some people are more vulnera-

hensive and economically sensitive approaches to limiting

ble and are most likely to be harmed, including: infants and

climate change to the fullest extent possible.

children; pregnant women; older adults; people with dis-

Our organizations are committed to working with officials

abilities; people with pre-existing or chronic medical condi-

at all levels to reduce emissions of heat-trapping pollution,

tions, including mental illnesses; people with low-income;

and to work with health agencies to promote research on

and indigenous peoples, some other communities of color,

effective interventions and to strengthen the public health

and immigrants with limited English proficiency.

infrastructure with the aim of protecting human health

As medical professionals, many of our members know
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Who’s at Risk in a Changing Climate?
Mapping Electricity-Dependent Patient Populations in a Coastal City
Emma Webb, BA; Lakshman Balaji, BDS, MPH; Larry A. Nathanson, MD;
Satchit Balsari, MD, MPH; Caleb Dresser, MD, MPH

ABST RA C T
B a ckground : Climate change is causing increasingly
frequent extreme weather events. This pilot study
demonstrates a GIS-based approach for assessing risk
to electricity-dependent patients of a coastal academic
medical center during future hurricanes.
M ethod s: A single-center retrospective chart review
was conducted and the spatial distribution of patients
with prescriptions for nebulized medications was
mapped. Census blocks at risk of flooding in future hurricanes were identified; summary statistics describing
proportion of patients at risk are reported.
Results: Out of a local population of 2,101 patients
with prescriptions for nebulized medications in the preceding year, 521 (24.8%) were found to live in a hurricane
flood zone.
C onclusions: Healthcare systems can assess risk to

climate-vulnerable patient populations using publicly
available data in combination with hospital medical records. The approach described here could be applied to a
variety of environmental hazards and can inform institutional and individual disaster preparedness efforts.
K E YWORDS: electricity-dependent, mapping, nebulizer,

hurricane, climate change, power outage

INT ROD U C TION
Climate change, an aging and medically complex population, increasing technological dependence, and fragile public
infrastructure present mounting challenges to the health of
patients and the operation of healthcare systems.1-3 Health
risks from heat waves, hurricanes, flooding, fires, and other
hazards are already increasing as result of anthropogenic
climate change.4 This is of particular concern because an
increasing number of patients are reliant on medical devices
and a stable supply of electricity, which can be compromised
by climate-related hazards and infrastructure failures.5-7
The use of Durable Medical Equipment (DME) has been
rising in the United States with the growing prevalence of
non-communicable diseases and an aging population.8-10 As
of 2016, over 2.5 million Medicare patients were dependent
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on electrically-powered DME (EDME) including ventilators,
oxygen concentrators, and home hemodialysis machines.11
During power outages, EDME-dependent patients (EDPs)
may experience device failure or problems continuing their
care in the community and may seek assistance at hospitals.2,12-14 Many of the patients facing this situation are
elderly, have multiple chronic comorbidities, are on multiple medications, or are physically disabled,15,16 putting them
at elevated risk of immediate or long-term health harm from
EDME dysfunction.
Sea level rise, hurricanes, severe storms, wildfires, and
heat waves are expected to intensify as a result of climate
change and are a substantial threat to power grid stability and
access to electricity.17,18,19 The frequency of power outages in
the US has risen in recent decades because of an increase
in the incidence of weather-related outages; severe weather
was responsible for 80% of major outages between 2003 and
2012.3 Extreme weather can cause power grid disruptions in
a variety of many ways, ranging from the flooding of low-lying electrical infrastructure that occurred during Hurricane
Sandy7 to increases in demand for electricity in combination
with reduced power plant efficiency and production capacity, as seen during heat waves in Southern California.5,6,20
Power companies also sometimes initiate Public Safety
Power Shutoffs, preemptively turning off power in an effort
to reduce risk of wildfire ignition during hot, dry, and windy
conditions.21
As increasing numbers of patients become dependent on
electricity for their healthcare, the value of proactive patient
engagement and institutional preparedness for disaster-related threats to the electricity supply will increase, particularly in areas at high risk of outages and with high numbers
of EDPs. Information on this population and the hazards it
faces are crucial to these initiatives, and efforts to map EDPs
at national, state, and municipal levels using insurance
claims data, medical record searches, and geographic information systems (GIS) are ongoing.1,11,22-24 The most comprehensive existing tool is the Department of Health and
Human Services emPOWER system, which maps EDME
users at the zip code level based on Medicare claims and
can provide address-level information to EMS agencies seeking to reach specific patients during a disaster.11 However,
the tool does not provide information about where patients
obtain healthcare, excludes patients covered under other
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insurance providers or who have no insurance, and does not
allow for disaggregated analysis at the municipal or institutional level.11,24
In this article we present a complementary, locally actionable approach that utilizes retrospective medical records
review in combination with publicly available hazard data
to assess the vulnerability of institution-specific EDP populations to climate-related natural hazards. For purposes of
this pilot study, we focused on home nebulizers as a representative EDME and hurricane-related coastal flooding as a
representative climate-related hazard.

RESU LTS
A total of 1,384,134 prescription entries for 185,906 patients
were screened, from which a list of 3,649 nebulizer prescriptions was compiled. Of these, 1,417 duplicates (e.g. multiple
prescriptions for the same patient during the study timeframe) were excluded, leaving 2,232 unique patient records.
Seven records could not be successfully geocoded and were
removed from the dataset, leaving 2,225 records representing presumed nebulizer users, from which the 2,101 patients
residing in Massachusetts were included in the analysis of
local vulnerability to hurricane inundation, as summarized
in Figure 1.

M ET HOD S

Figure 1. Medical records screening and inclusion process. All records
are from a single medical center during the period 10/25/2019 to
10/25/2020.

This study consisted of a retrospective chart review followed
by spatial aggregation, mapping, and analysis of presumed
nebulizer users in relation to publicly available data describing hurricane inundation zones. Nebulizers were selected
as the representative EDME because they are commonly
used, use can be inferred from prescription information, and
device failure can contribute to adverse clinical sequelae.
Inundation zones were chosen because of the strong relationship between flooding and electrical outages which has
been demonstrated in recent hurricane events.3,6,7
All medical records in the hospital online medical record
(OMR) were queried for the presence of prescriptions for nebulized medications within the preceding year (10/25/2019
to 10/25/2020). Duplicate records from patients with multiple prescriptions within the time period were removed.
Home addresses were converted to spatial coordinates via an
application programming interface (API), and records were
then aggregated to the level of census blocks to create the
de-identified dataset used for this analysis. Hurricane Surge
Inundation Zone data from the U.S. Army Corps of Engineers was obtained from MassGIS and overlaid with the frequency maps of nebulizer users.25 A clip function was used
to restrict the block-level nebulizer frequency maps to areas
of overlap with hurricane inundation zones and quantify the
population of patients with recent prescriptions for nebulized medication who would be exposed to storm surge inundation during a hurricane of a given Saffir-Simpson category.
Attribute tables were exported and the sum and proportion
of the total nebulizer population at risk and the increase in
number and percent of patients expected with each increase
in hurricane category were computed. Maps of nebulizer
prescription frequency were created using 2010 US Census
geographic data and are shown at the census tract level to
protect patient anonymity.
Conversion of addresses to geo-coordinates was performed
via the Google Maps API implemented in the ggmap package in R v3.6.1.26,27 Spatial analysis and mapping was performed in ArcMap28; summary statistics were computed in
MS Excel.29 This study was reviewed and determined to be
exempt by the BIDMC Institutional Review Board.
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A total of 30 different medications were prescribed,
including albuterol sulfate (1,237 patients), ipratropium-albuterol (372), budesonide (332), and other medications or
combinations of medications (284). Most patients resided
in Massachusetts (2,101), followed by New Hampshire (45),
Maine (16), Rhode Island (14), and other states (49). Within
Massachusetts, 730 lived in Suffolk County, 512 in Middlesex County, and 859 in other counties. See Table 1.        
Within Massachusetts, 1,886 census blocks in 794 census
tracts contained at least 1 presumed nebulizer user. All census tracts containing more than 10 patients were located in
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Table 1. Study population characteristics, including locations of residence
and nebulized prescriptions information.
Number

Proportion (%)

2,225

100%

1,237

55.6 %

Ipratropium-Albuterol

372

16.7 %

Budesonide

332

14.5 %

Other / Combination

284

12.8 %

2,101

94.4 %

Patients

Table 2. Population of presumed nebulizer users who received care at
the study site during the study period and are at risk of inundation of
their dwelling location in Category 1 through Category 4 hurricanes.
Category Category Category Category
1 zone
2 zone
3 zone
4 zone

Prescription Type
Albuterol

State of Residence
Massachusetts
New Hampshire

45

2.0 %

Maine

16

0.7 %

Rhode Island

14

0.6 %

Other

49

2.2 %

Figure 2. Distribution of presumed nebulizer users in and around Boston, MA. Darker coloration corresponds to a larger number of presumed
nebulizer users residing within the census tract.

Dorchester, Saugus, and Revere. The spatial distribution of
nebulizer users at the census tract level is shown in Figure 2.
At the block level, 521 presumed nebulizer users resided
in census blocks that overlapped with hurricane flood zones.
This population represents 24.8% of patients who received
care at the study site during the study timeframe, were nebulizer users, and lived in Massachusetts. Subsets of this
population living in each hurricane inundation zone were
computed; stratified results are presented in Table 2. A total
of 186 presumed nebulizer users (8.9%) reside in a zone
that would flood in a Category 1 hurricane, and 372 (17.7%)
reside in a zone that would flood in a Category 2 hurricane;
the population of interest at risk of inundation in a Category
2 storm is approximately twice that at risk in a Category 1
storm. The spatial distribution of nebulizer users living in
locations at risk of hurricane-related flooding is shown in
Figure 3; data is presented at the census tract level to preserve anonymity.
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Presumed nebulizer users
at risk of flooding in this
zone (n)

186

372

456

521

Proportion of
Massachusetts nebulizer
users (n=2,101) at risk of
flooding in a storm of this
category (%)

8.9

17.7

21.7

24.8

Additional patients at risk
relative to next lowest
category hurricane (n)

-

186

84

65

Proportional increase in
number of patients at risk
relative to next lowest
category hurricane (%)

-

100%

22.6%

14.3%

Figure 3. Distribution of presumed nebulizer users residing in hurricane
inundation zones. Darker red indicates a larger number of presumed
nebulizers who may be at risk of inundation during a major hurricane.

DI SC U SSION
This pilot study demonstrates a simple, reproducible
methodology for mapping climate-related risk to electricity-dependent patients. Our approach, which uses publicly
available hazard data in combination with internal medical
records data, is not technologically complex and, thanks to
the widespread use of electronic medical records, could be
implemented by many healthcare institutions.
Our results show that nearly one-quarter of Massachusetts
nebulizer users who received care at the study site are living
in census blocks at risk of flooding during hurricanes, and
that the number at risk approximately doubles in a Category
2 hurricane in comparison to a Category 1 hurricane. At the
institutional level, this suggests there could be an increase
in respiratory presentations in the hours or days following
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a hurricane; such information can help guide preparedness
efforts. In addition, awareness of this risk may help primary
care providers, pulmonologists, and patients make preparations so that alternative breathing treatments, sources of
electricity, or temporary accommodations are available in
the event of a major storm.
It was also noteworthy that the highest densities of presumed nebulizer users at risk of inundation in this study
were in Dorchester, Saugus, and Revere – communities with
substantial minority, historically marginalized, or financially constrained populations that may face substantial barriers to climate change adaptation. Such communities may
benefit from hospital outreach efforts including collaboration with local governments or civil society organizations
on community-based interventions to address these and
other health risks.
This pilot study demonstrates that individual healthcare
organizations already possess or can access the data needed
to perform basic evaluations of the risk to their high-vulnerability patient populations posed by climate-related
natural hazards. Practical information on the hazard exposure of vulnerable populations can be obtained using freely
available datasets and analytical tools in combination with
medical records data. Improving electronic medical records
utilization, open-source statistical and geographic information systems, and availability of free training on their use
mean that simple analyses should be within the reach of
many institutions. While true real-time translational data
readiness for disaster response remains an urgent and complex challenge,30 static pre-disaster risk assessments such as
the pilot results presented here can be performed at the level
of individual institutions. Availability of such information
may enhance engagement with community resilience and
climate change adaptation efforts and could be expanded to
a wide range of patient populations, hazards, and infrastructure issues.
At the organizational level, this information could contribute to forecasting patient surges and anticipating acute care
needs. For example, Emergency Department (ED) demand
forecasting is often done hour-to-hour31-34; the information
and methods outlined here could be extended to allow organizations to predict which locations could receive a higher
volume of EDME-related ED arrivals based on proximity to
high-risk areas and vulnerable populations during disaster
events. Community resilience efforts may also benefit from
information on the hazard exposure of specific high-risk
patient populations; such work may help avoid ED crowding
related to DME problems and exacerbations of chronic conditions during disasters, which can lead to operational challenges, delays in care, and increased ED length of stay.35-38
Information on exposure to climate-related hazards can
also inform care in the outpatient setting. Outpatient providers may find such information useful when counseling
patients on issues such as respiratory health, heat wave
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safety, and disaster preparedness. Home Health Care (HHC)
presents another intervention opportunity39; HHC organizations are uniquely positioned to assist EDME users with
disaster preparedness at home – for example, using the
National Association for Homecare and Hospice Emergency
Preparedness Checklist.40
Analyses of climate change hazards in relation to vulnerable populations will be of growing importance in coming
decades. There is a particularly urgent need to develop methods to proactively identify populations at high risk during
disaster-related electrical outages in order to reduce suffering, avoid long-term health impacts associated with device
failure, anticipate and reduce ED surges, and ease strain on
hospital systems. Healthcare institutions have a responsibility to prepare for anticipated hazards that can affect their
ability to provide care, including the risk of patient surges
during extreme events. Healthcare providers are uniquely
positioned to counsel patients on preparedness for natural
hazards as a means of protecting their health and advocate
for measures to adapt to climate change and protect health
in the community. Information on local climate-related risk
profiles can help inform such conversations.

LIMITATIO NS
The population in this analysis is limited to nebulizer users
and does not include persons dependent on other forms of
EDME, which may have different spatial distributions.
This medical records review was limited to a single medical center, and provides information specific to the hospital
under assessment, rather than a portrait of the region as a
whole. Our analysis infers that inundation from a hurricane
is a predictor of electrical outage based on a variety of case
studies and other evidence,3,6,7 but lack of recent hurricanes
means the degree of this correlation in the study region is
not definitively known. In addition, quantifying the population at risk on the basis of residence within an inundation
zone may underestimate the true number at risk, as damage
to electrical infrastructure within flood zones may result in
power outages affecting non-inundated areas, as occurred
in large parts of Manhattan following a transformer failure
during Hurricane Sandy.6,7 Finally, a variety of factors may
affect whether inundation actually harms electricity-dependent patients, including locations and fortifications of power
stations and transmission lines, availability of public sites
at which power is available, such as libraries or community
centers, and whether or not a household is on a priority power
restoration list or executes a pre-disaster evacuation plan.

C ONC LU SION
Extreme weather related to climate change and the use of
electricity-dependent medical devices are intersecting issues
that combine to increase the risk of adverse health outcomes
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resulting from weather-related electrical outages. This pilot
study uses publicly available hazard data and internal medical records data to show that a quarter of study-site patients
who use nebulizers reside in locations that are expected to
be inundated during a major hurricane and may experience
electrical outages. Our findings suggest preparedness opportunities at both the population and institutional levels. The
methodology necessary to conduct this type of assessment
is not complex and could be reproduced in other settings to
assess a variety of hazards and patient populations.
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Asthma Exacerbations Attributable to Ozone Air Pollution in New England
Nicholas J. Nassikas, MD; Keith Spangler, PhD; Gregory A. Wellenius, ScD

ABST RA C T
B a ckground : Ground-level ozone (O3) is an air pol-

lutant and known trigger for asthma exacerbation. We
sought to estimate the number of summertime emergency department (ED) visits for asthma exacerbations
attributable to ozone in each county in New England
(Rhode Island, Massachusetts, Connecticut, New Hampshire, Maine, and Vermont) in 2010.

M ethod s: We performed a health impact assessment

using BenMAP. We used population and incidence rates
in New England, daily maximum 8-hour O3 levels, and
a concentration-response function derived from the epidemiological literature to quantify ozone-attributable
asthma ED visits.
Results: We estimate that in 2010 there were

4,612
(95% CI 2192, 6866) excess ED visits for asthma exacerbation attributable to summertime ozone across New
England. Rates of ozone-attributable asthma ED visits
were highest in Connecticut and Massachusetts.
C onclusions: There was a substantial number of
ozone-attributable asthma ED visits in New England in
2010 with geographic heterogeneity across states and
counties.
K E YWORDS: climate change, ozone, asthma, emergency

department visit

INT ROD U C TION
Asthma affects 1.3 million people in the New England region
of the United States.1 Exposure to pollen, dust, infections,
and air pollutants can exacerbate symptoms of the disease.
One air pollutant – tropospheric ozone (O3), or ground-level
O3 – is a well-described trigger for asthma exacerbations.2
Tropospheric O3 is formed by the reaction of nitrogen oxides
and volatile organic compounds in the presence of sunlight
and heat and, unlike stratospheric ozone, which provides
protection from ultraviolet radiation from the sun, groundlevel ozone is harmful to human health. Tropospheric O3
concentrations tend to be highest during the summer
months when temperatures are higher and sun exposure is
prolonged. One study estimated that approximately 8–21%
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of asthma emergency room visits in the United States are
associated with O3 exposure,3 although the incidence varies
geographically. Although ozone is recognized as a contributor to unhealthy air and an important trigger of asthma
exacerbations across New England,4 the burden of ozone air
pollution on asthma across all states in New England has
not been established. Accordingly, we sought to estimate
the burden of disease in terms of summertime emergency
department (ED) visits for asthma exacerbations attributable
to ozone in every county in Rhode Island, Massachusetts,
Connecticut, New Hampshire, Maine, and Vermont in 2010.

METHODOLOGY
We performed a health impact assessment to estimate the
number of ozone-attributable asthma exacerbations in New
England among all ages using the United States Environmental Protection Agency Benefits Mapping and Analysis
Program (BenMAP), similar to prior studies.5 This approach
requires multiple data inputs including estimates of ozone
concentrations, baseline incidence rates of asthma-related
ED visits, population counts, and a defined concentration-response function providing estimates of the association
between ozone and asthma exacerbation. Conditional on
these inputs (described below), we then quantified ozone-attributable asthma exacerbation ED visits on a county-level
as follows (Equation 1):

where Y is the number of ozone-attributable asthma exacerbation ED visits, Y0 is the baseline incidence rate for asthma,
∆O3 is the concentration of daily maximum 8-hour O3, Pop
is the population (age 0-99), and β is the risk coefficient on a
natural log scale for asthma ED visits associated with daily O3
exposure. County-level age-adjusted baseline incidence rates
for asthma ED visits in 2010 are obtained from the National
Environmental Public Health Tracking Network.6-8 Daily
maximum 8-hour ozone concentrations during the summertime, defined as May 1 to September 30, 2010 in New
England are based on air pollution monitor stations within
each state. BenMAP calculates an inverse-distance weighted
average of nearby monitors to determine county-level ozone
concentrations, an approach called the Voronoi Neighbor
Averaging algorithm.9 County-level population numbers are
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Figure 1. Panel A: Average summertime (May 1–September 30), county-level ozone concentrations (parts per billion) in New England states in 2010.
Panel B: Age-adjusted baseline asthma emergency department visit (EDV) rates per 10,000 population in 2010 on a county-level.8
Panel C: Rates of ozone-attributable asthma ED visits per 10,000 people in New England counties in 2010.

based on the 2010 U.S. Census. The risk coefficient is based
on the meta-analysis by Ji et al. (2011) that reports a 2.90%
(95% CI 1.33, 4.50) increase in risk of ED visit for asthma
exacerbation for every 10 part per billion (ppb) increase in
daily maximum 8-hour O3.10
RESU LT S

2010 and Vermont had the lowest at 2,226 (95% CI 1058,
3314) and 123 (95% CI 59, 185), respectively.

DI SC U SSION
Ozone concentrations and the attributable asthma ED visits varied geographically across New England. The health
effects of ozone on asthma vary in part due to differences in
baseline asthma incidence rates between counties. Indeed, a
few counties such as Washington County, Maine, have high
rates of asthma ED visits at baseline that would contribute
to relatively higher rates of ozone-related asthma ED visits
despite relatively lower summertime ozone concentrations.

In the New England states, warm season averages of daily
maximum 8-hour O3 concentrations between May and September 2010 ranged from 34–47 ppb and were highest in
New London County and Middlesex County in Connecticut (Figure 1). Aroostook County in Maine had the lowest
concentrations of O3.
Table 1. Counties in New England with the highest and lowest rates of summertime
We estimate that in 2010 there were 4,612
ozone-attributable asthma ED visits in 2010.
(95% CI 2192, 6866) excess ED visits for
asthma exacerbation attributable to sumCounties with highest number of
Counties with lowest number of
mertime ozone exposure in New England.
ozone-attributable asthma ED visits
ozone-attributable asthma ED visits
The average rate of excess asthma-related
County, State
Asthma ED visit County, State
Asthma ED visit
ED visits was 3.2 (95% CI 1.52, 4.75) per
rate per 10,000
rate per 10,000
10,000 population. Connecticut and Mas(95% CI)
(95% CI)
sachusetts had the highest rates of ozoneNantucket County, MA
5.89 (2.8,8.76) Chittenden County, VT
1.49 (0.7,2.22)
attributable asthma ED visits per 10,000
Washington County, ME 4.79 (2.27,7.17) Orange County, VT
1.61 (0.76,2.4)
population, with 3.65 (95% CI 1.74, 5.41)
Hampden County, MA
4.41 (2.1,6.57) Lamoille County, VT
1.62 (0.76,2.41)
and 3.40 (95% CI 1.62, 5.06) respectively,
Dukes County, MA
4.27 (2.03,6.35) Washington County, VT
1.8 (0.85,2.7)
while Vermont had the lowest at 1.98 (95%
New
London
County,
CT
4.23
(2.02,6.28)
Caledonia
County,
VT
1.81
(0.86,2.7)
CI: 0.94, 2.96) (Figure 1). Rates of ozone-attributable asthma ED visits per 10,000 popTolland County, CT
4.17 (1.99,6.19) Addison County, VT
1.97 (0.93,2.94)
ulation varied by county, ranging from 1.5 to
Aroostook County, ME
4.11 (1.94,6.16) Grand Isle County, VT
1.98 (0.94,2.96)
5.9 (Table 1). In terms of absolute numbers
Somerset County, ME
3.0 (1.42,4.49) Sagadahoc County, ME 2.16 (1.02,3.22)
rather than rates, Massachusetts had the
Berkshire County, MA
3.92 (1.86,5.85) Cheshire County, NH
2.17 (1.03,3.25)
highest absolute number of ozone-attribHartford County, CT
3.91 (1.86,5.81) Windsor County, VT
2.18 (1.03,3.26)
utable asthma ED visits on a state-level in
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Differences in ozone concentrations also explain the geographic heterogeneity of the health impacts on asthma and
likely stem from the distribution of precursor emissions
of nitrogen oxides and volatile organic compounds as well
as sunlight and heat. While ozone concentrations in New
England in 2010 were, on average, below the current Ozone
National Ambient Air Quality Standard, set at 70ppb11 there
remained a substantial number of ED visits attributable to
ozone. Prior studies have shown that reducing ozone concentrations below the national standard would lead to fewer
deaths and fewer respiratory hospitalizations.12
In the future, climate change will have significant implications for asthma in New England, in part due to the
influence of heat on ozone formation.13 The Northeast is
projected to have the fastest warming in the contiguous US,
increasing 3oC by 2050 under some models.14 There is also
emerging evidence describing a synergistic effect of heat on
air pollution and human health.15 While our study estimates
ozone-attributable asthma ED visits based on ozone concentrations in 2010, temperature increases in the future due to
climate change will lead to more ozone formation while precursor emission levels are expected to decrease,16 and may
inform adaptation and mitigation strategies.
One of the strengths of this study is the spatial scale. We
report ozone-attributable asthma ED visits on a state and
county level. Understanding the local burden of ozone on
asthma can provide useful information for policy-makers.
Another strength is the use of local baseline incidence rates
for asthma ED visits rather than applying a national or
state level incidence rate to a county-level, since rates vary
geographically.
There are multiple limitations to this study. Ozone concentrations are based on monitor station data, which are not
always located in every county in this study and thus may
not reflect the ozone concentrations on finer spatial resolutions. Similar to prior studies, we use an interpolation
method within BenMAP to estimate ozone concentrations
based on surrounding air pollution monitors.17 Another limitation is the use of a single concentration-response function
describing the relationship between ozone concentrations
and asthma ED visits in all ages. Prior studies have reported
differences based on sex and age in the concentration
response relationship between ozone and asthma.18
Future work in this field would benefit from examining
age-specific ozone-attributable ED visits for asthma exacerbation especially among vulnerable populations, such
as children and elderly adults. Future research should also
examine how mitigation strategies to address climate
change affect ozone-attributable asthma ED visits.
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C ONC LU SIONS
Ozone air pollution is associated with thousands of asthma
exacerbations requiring ED visit in New England. Rates of
ozone-attributable asthma ED visits in New England varied
by state and county in 2010, with the highest rates found
in Connecticut and Massachusetts. These differences across
space are likely due to a combination of varying demographic
health characteristics and pollution levels, suggesting that
efforts to reduce ozone-attributable ED visits should include
improvements both to asthma treatments and air quality.
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Increased Temperatures Are Associated with Increased Utilization
of Emergency Medical Services in Rhode Island
Katelyn Moretti, MD, MS; Benjamin Gallo Marin, AB, MD’23; Luke B. Soliman, MTS, MD’23;
Nicholas Asselin, DO; Adam R. Aluisio, MD, MSc, DTM&H

ABST RA C T
B a ckground : Increasing temperatures negatively im-

pact health and increases demands on healthcare systems. However, this has been poorly studied in Rhode
Island (RI). Here we characterize the impact of heat on
emergency medical services (EMS) utilization in RI.
The Rhode Island National Emergency
Services Information System V3 dataset was merged
with data from the National Center for Environmental
Information of the National Oceanic and Atmospheric
Administration from the summers of 2018 and 2019.
The outcome of daily mean EMS runs were compared
against the exposure increasing daily temperatures, measured as daily maximum, minimum and daily average °F,
using Poisson regressions. Patient characteristics were
included across temperature models.

M ethod s:

Results: Increasing daily temperatures were associat-

ed with increasing EMS encounters. The adjusted incident rate ratio (IRR) for mean daily EMS encounters by
increasing maximum daily temperature was 1.006 (95%
CI 1.004–1.007, Table 3). This resulted in a projected
17.2% increase in EMS runs on days with a maximum
temperature of 65°F compared to days with a maximum
temperature of 95°F. The adjusted IRR for mean daily
EMS encounters by the daily minimum temperature was
1.004 (1.003–1.006) and the adjusted IRR for the mean
daily EMS encounters by the daily average temperature
was 1.006 (1.005–1.008).

continue to rise, the effects of heat on health will continue
to worsen.2 Specifically, increasing ambient temperature has
been linked to worsened health outcomes, including hospitalizations and deaths across a range of disease-specific
causes, including pure heat-related illness to cardiovascular, respiratory and renal disease.3–6 Despite an international
commitment to limiting global temperature rise to 2° Celsius as outlined in the Paris Climate Agreement, carbon
emissions and temperatures continue to rise.2 Over the last
20 years, heat-related deaths in patients 65 years or older
have increased 53.7%. This resulted in 296,000 global heat
deaths in 2018, 19,000 of which were in the United States.2
Preparation and mitigation strategies for population health
from climate change will require a clear understanding of
the current climate change impacts on healthcare delivery.
Within the state of Rhode Island, only one study has
explored the impact of heat on Emergency Department (ED)
visits demonstrating increasing ED volume.7 Logically, we
expect this strain to increase across all aspects of the care
continuum. However, no study has evaluated the impact
of heat on EMS utilization across the state. Understanding
changing demands in the summer may allow for improved
planning and resource management as summers become
hotter and longer. In this study, the correlation between
increasing daily summer temperatures and emergency
medical service utilization are described.

METHOD S

C onclusions: Increasing minimum, maximum, and

Inclusion Criteria

average daily temperatures were associated with increasing EMS utilization across Rhode Island in the summers
of 2018 and 2019. Further research into these trends may
help with planning and resource allocation as summer
temperatures continue to rise.

All patient encounters with a Rhode Island agency emergency medical service (EMS) occurring in the state of Rhode
Island between the months of June–August 2018 and 2019
were included for analysis.

K E YWORDS: Heat, Emergency Medical Services,

Database Formation

Rhode Island

INT ROD U C TION
Heat detrimentally affects human health, leading to
increased morbidity and mortality.1 As carbon emissions
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The Rhode Island National Emergency Medical Services
Information System (NEMSIS) V3 dataset was merged
with the National Centers for Environmental Information
of the National Oceanic and Atmospheric Administration
(NOAA).8 The NEMSIS V3 dataset is managed by the Center
of Emergency Medical Services of the State of Rhode Island
Department of Health and collects pertinent ambulance-run
data for all agencies across the state of Rhode Island. It
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includes patient level data, including demographics, primary impression as well as the date, time and city of the
encounter.
Duplicates were removed as defined by patient encounters that matched on date and time, age, race, gender, and
complete address. Given that multiple EMS agencies may
respond initially to the same call, a large number of duplicates were anticipated and observed. In addition, encounters
not occurring within the state of Rhode Island were excluded.
The NOAA database provides public access to the historical
weather data and information in the United States. Daily
maximum, minimum and average daily temperatures were
extracted from the Providence, Theodore Francis Green
State Airport weather station for dates of interest: June–
August 2018 and June–August 2019 and merged by date with
the NEMSIS dataset to provide temperature data on the date
of each EMS call. Given possible effects of winter weather
on EMS utilization, analysis was limited to months June–
August. IRB approval was obtained through the RI Department of Health for access to the NEMSIS database.

and EMS’ first impression. Patient acuity, first impression
and year were included in the maximum daily temperature
model. Patient acuity, first impression, cohort year and age
were included in the minimum daily temperature model and
year and first impression were included in the average daily
temperature model.

RESU LTS
Within the NEMSIS database, 53,028 encounters were found
for June–August 2018 and June–August 2019. After removal
of duplicates and encounters not occurring within the state
of Rhode Island, a final cohort of 49,548 EMS encounters
remained (Figure 1). The majority (3,328) also matched on
primary impression. Nine encounters had differing primary
impressions (Supplemental Table 1).
Figure 1. Dataset creation with removal of duplicates from the EMS
dataset. *For a list of the differing primary impressions see Supplemental
table 1.

Variable classifications
Patient-level data is ascertained from forms collected on
each EMS run with each EMS agency responding completing
a form. Demographic data extracted included: age, gender,
race. Clinical data included: patient acuity and initial impression by EMS providers. Location information included: date
and time of the response and address. The NOAA dataset
contains no patient information and are available publicly.
Age was categorized as <18 years, 18–65 and >65 years and
race dichotomized as white versus non-white, consistent
with previous heat research in Rhode Island.7 Acuity was
classified by EMS providers within the NEMSIS database as
green, yellow, red or black (deceased) consistent with the
Simple Triage and Rapid Treatment (START) triage method.8
EMS primary impression were classified by physiologic
system or topic including cardiac, renal, gastrointestinal
disease, trauma.

Statistical Analysis
Given previous research demonstrating an increased mortality rate with maximum temperatures above 85°F in the state
of Rhode Island,7 cohort characteristics including year (2018
vs 2019), age, gender, race and acuity were compared with
chi squared analysis dichotomized by encounters occurring
on days with a maximum temperature below 85°F versus
those occurring on days with a maximum temperature equal
to or above 85°F. Mean EMS runs dichotomized by daily temperature at 85°F were compared with a two-sample t test.
The outcome of daily mean EMS runs was modeled against
the exposure of increasing daily temperatures using Poisson
regression. Variables for the model were chosen using forward selection and a Pr=0.2. Variables considered included:
the city of the response, year, patient age, gender, acuity
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Supplemental table 1. Nine patients matched on date and time, age,
race, gender and primary address with differing primary impressions.
The encounter with impression 2 was removed from analysis.
Patient

Impression 1

Impression 2 (removed)

1

Traumatic injury

Injury of head

2

Injury of lower leg

Traumatic Injury, unspecified

3

Pain, unspecified

Injury of food

4

Fever

Missing

5

Injury of shoulder and
upper arm

Injury of head

6

Injury of foot

Pain, unspecified

7

Injury of wrist, hand
and fingers

Injury of lower back

8

Hypertension

Headache

9

Injury of neck

Injury of lower back.
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Table 1. EMS response and patient characteristics for days below and above 85°F
in Rhode Island, June–August 2018 and 2019.
Maximum daily
temperature < 85 °F
N=28,168 (%)

Maximum daily
temperature ≥ to 85 °F
N=21,378 (%)

P value

284.7
(95% CI 280.3–289.0)

300.7
(95% CI 295.9–305.5)

<0.0001

2018

12,782 (52.0)

11,788 (48.0)

<0.0001

2019

15,372 (61.6)

9,579 (38.4)

1,596 (5.7)

1,189 (5.6)

18-65

14,892 (52.9)

11,401 (53.4)

>65

11,650 (41.4)

8,767 (41.1)

Male

13,253 (47.1)

10,188 (47.7)

Female

14,900 (52.9)

11,177 (52.3)

Missing

10 (0.04)

10 (0.05)

7,072 (25.1)

5,403 (25.3

Mean daily EMS
runs
Year

Table 2. Daily temperature characteristics for the overall
cohort and by year for June–August.
Mean
maximum
daily
temperature
in °F
(95% CI)

Mean
average
daily
temperature
in °F
(95% CI)

Mean
minimum
daily
temperature
in °F
(95% CI)

Overall

82.2
(81.2–83.3)

72.6
(71.7–73.5)

63.9
(62.9–64.9)

2018

82.9
(82.8–83.0)

73.1
(71.7–74.4)

64.4
(62.9–65.8)

2019

81.9
(80.4–83.3)

72.2
(71.0–73.4)

63.5
(62.3–64.8)

Age
<18

0.58

Gender
0.33

Figure 2. Mean daily EMS Responses by the maximum,
minimum and average daily temperatures (°F) across the state
of Rhode Island for June–August 2018 and 2019

Race
White
Non-white

1,013 (3.6)

774 (3.6)

20,083 (71.3)

15,201 (71.1)

Green

14,789 (52.5)

11,309 (52.9)

Yellow

4,753 (16.9)

3,643 (17.0)

964 (3.4)

680 (3.2)

Missing

0.22

Acuity

Red
Black
Missing

1 (0.0)

3 (0.01)

7,661 (27.2)

5,743 (26.9)

0.30

Top Five Primary Impressions
Other

6,079

4,788

Cardiac

3,719

2,814

Trauma

3,587

2,682

Psychiatric

3,518

2,602

Gastrointestinal

2,478

1,879

0.30

Mean daily EMS runs were statistically higher on days with a
maximum temperature above 85°F (285 vs. 300, p=<0.0001 Table 1).
There was no statistical difference in patient characteristics: age,
gender, race or acuity between those with an EMS encounter on days
less than or greater than 85°F (Table 1).
The mean maximum, mean minimum and mean average daily
temperatures between 2018 and 2019 were similar (Table 2). However, there were more days > 85°F in 2018 than 2019 (46% vs 37%)
and a greater percentage of EMS runs on days that were over 85°F in
2018 versus 2019.
Increasing daily temperatures were associated with increasing
EMS encounters for the state of Rhode Island in the summers of 2018
and 2019 (Figure 2). The adjusted incident rate ratio (IRR) for mean
daily EMS encounters by increasing maximum daily temperature
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Table 3. Maximum daily temperature model controlled for patient
acuity, first impression and year. Minimum daily temperature model
controlled for patient acuity, first impression, year and age. Average
daily temperature model controlled for year and first impression.
Unadjusted Incident
Rate Ratio Mean Daily
EMS Encounters
(95% CI)

Adjusted Incident
Rate Ratio Mean Daily
EMS Encounters
(95% CI)

Maximum Daily
Temperature

1.0053
(1.0052–1.0054)

1.006
(1.004–1.007)

Minimum Daily
Temperature

1.0037
(1.0036–1.0038)

1.004
(1.003–1.006)

Average Daily
Temperature

1.0053
(1.0052–1.0053)

1.006
(1.005–1.008)

was 1.006 (95% CI 1.004–1.007, Table 3). Thus, according to
this model, we would expect an average of 250 EMS encounters on summer days with a maximum temperature of 65°F.
While, on days with a maximum temperature of 95°F, we
would expect an average call volume of 293, a 17.2% increase.
The adjusted IRR for mean daily EMS encounters by the
daily minimum temperature was 1.004 (1.003–1.006) and
the adjusted IRR for the mean daily EMS encounters by the
daily average temperature was 1.006 (1.005–1.008).
CON C L U S ION S
Increasing minimum, maximum and average daily temperatures were associated with increasing EMS utilization across
the state of Rhode Island in the summers of 2018 and 2019.
Past literature has shown an association between increased
ambient temperature and patient morbidity and mortality
resulting in greater utilization and strain of the healthcare
system.5,9,10 In Rhode Island (RI), rising summer daily temperatures have been linked to worsened emergency department strain, with close to a 24% increase in Emergency
Department (ED) visits.7
Heat has been associated with increased acute diseases
as well as exacerbations of chronic illnesses. Specifically,
heat has been associated with increased incidence of cardiac
arrest,6 subarachnoid hemorrhage,11 acute kidney injury,12
hyponatremia,13 pulmonary arterial hypertension14 and ischemic heart disease15 to name a few. However, in this study,
EMS’ primary impression of the patient’s illness did not
change for days less than or greater than 85°F. In addition,
the patients demographics including age, race acuity level
did not change.
There was a greater percentage of patients seen on days
over 85°F in 2018 than in 2019 most likely because there
were more days over 85°F in 2018 as compared to 2019.
Lim i tat i o ns
Associations of EMS runs, heat and patient acuity or race
were limited by large amounts of missing patient data.
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However, it is most likely missing at random and therefore
represents a non-differential error. Thus, its impact on the
association observed between heat and increasing EMS utilization is presumed to be minor. Given that heat impacts
vulnerable populations disproportionately (SOURCE), vulnerable races may demonstrate a disproportionate increase
in EMS utilization as temperature increases. However, data
were insufficient to examine this relationship and future
studies are needed to further examine this relationship.
In addition, final hospital diagnosis was not available for
patient encounters. The proxy of EMS’ primary impression
was used but may not fully capture the impacts on health
outcomes in the population. Further research linking EMS
records to hospital records including an evaluation of the
final diagnosis would be beneficial.
Heat puts strains across all strata of emergency services,
including EMS. As temperatures continue to rise, understanding the extent of increased demands may allow for
appropriate staffing, early warning systems and increased
public mitigation strategies such as cooling centers.
Additional heat considerations or measurements may also
be important to examine. For example urban heat islands
(UHIs) are areas of urbanization that, secondary to heat
absorptive surfaces such as concrete and asphalt, result in
surface temperatures above the average surface temperature
in that geographic area.16 Urban heat islands and heatwaves,
neither examined in this study, have also been identified as
exacerbating heat effects and may play in important role in
the increased EMS usage during hot days seen here. Heatwave events, or prolonged periods of abnormally high temperatures, have resulted in specific negative health impacts
including an increase in heat-related mortality rates9 As
our climate warms, heatwaves are increasing in frequency
and associated morbidity is worsening.2 In addition, UHIs
are areas of urbanization that, secondary to heat absorptive surfaces such as concrete and asphalt, result in surface
temperatures above the average surface temperature in that
geographic area.17 Patients living in UHIs are especially susceptible to heat waves and the deleterious health effects
of increasing ambient temperatures.16 Future research will
further characterize EMS utilization during heatwaves and
within UHIs. This understanding will better inform future
preparedness and mitigation strategies.
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Potential Effects of Climate Change on Tick-borne Diseases
in Rhode Island
Howard S. Ginsberg, PhD; Jannelle Couret, PhD, MEM; Jason Garrett, BSN, MPH; Thomas N. Mather, PhD;
Roger A. Lebrun, PhD

ABST RA C T

Human cases of tick-borne diseases have been increasing
in the United States. In particular, the incidence of Lyme
disease, the major vector-borne disease in Rhode Island,
has risen, along with cases of babesiosis and anaplasmosis, all vectored by the blacklegged tick. These increases
might relate, in part, to climate change, although other
environmental changes in the northeastern U.S. (land
use as it relates to habitat; vertebrate host populations
for tick reproduction and enzootic cycling) also contribute. Lone star ticks, formerly southern in distribution,
have been spreading northward, including expanded
distributions in Rhode Island. Illnesses associated with
this species include ehrlichiosis and alpha-gal syndrome,
which are expected to increase. Ranges of other tick species have also been expanding in southern New England,
including the Gulf Coast tick and the introduced Asian
longhorned tick. These ticks can carry human pathogens,
but the implications for human disease in Rhode Island
are unclear.
K E YWORDS: ticks, climate change, Lyme disease,

Babesiosis, Ehrlichiosis

we identify the major tick-borne diseases that currently
occur in Rhode Island, describe the underlying transmission
dynamics, and consider the likely effects of climate change.
We also discuss tick species that have recently spread into
the region and the pathogens they might bring with them.

MAJOR TICK-BORNE DISEASES IN RHODE ISLAND
The major tick disease vector in Rhode Island is the blacklegged tick (sometimes called the deer tick), Ixodes scapularis, which transmits the spirochete that causes Lyme
disease. Several tick-borne pathogens cause human disease
in Rhode Island, with Lyme disease being far the most common (Table 1). Reported cases of Lyme disease in the state
are in the vicinity of 1,000 per year, but this is undoubtedly
a substantial underestimate. A recent CDC estimate using
insurance claims data indicates that the annual number of
cases diagnosed in the US from 2010–2018 averaged about
476,000, compared to the average of only about 35,000 cases
per year reported to the agency.3
The blacklegged tick is concentrated in woodlands with
leaf litter and is most abundant in the southern portion of
Rhode Island, but numbers fluctuate substantially from year
Table 1. Major tick-borne diseases in Rhode Island

INT ROD U C TION
Ticks are major disease vectors in north temperate regions
worldwide, transmitting a wide variety of pathogen types.
Although mosquitoes are recognized as vectors of widespread tropical diseases such as malaria and dengue, they are
responsible for far fewer cases of disease than ticks in North
America. In Rhode Island, mosquitoes are responsible for an
average of only about one human case of arboviral disease
per year.1 In contrast, annual cases of tickborne ailments in
Rhode Island run into the thousands (https://health.ri.gov/
data/diseases/). Climate change would be expected to result,
overall, in a poleward shift in the distributions of tick-borne
diseases.2 However, numerous other environmental and
socioeconomic factors that affect vector-borne disease transmission are also changing. This complicates direct predictions of climate change effects on future disease distribution
patterns, and only a few examples have been demonstrated
convincingly for tick-borne pathogens.2 In this brief review
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Tick vector

Disease

Blacklegged tick,
Lyme disease
deer tick
(Ixodes scapularis)

Pathogen

Borrelia
burgdorferi

Mean # cases
per yr.
(2015–2019)*
1,004.2

Anaplasmosis

Anaplasma
phagocytophilum

141.4

Babesiosis

Babesia microti

165.8

Powassan
Encephalitis

Powassan virus,
Deer tick virus

0.8

Lone star tick
(Amblyomma
americanum)

Ehrlichiosis

Ehrlichia
chaffeensis, E.
ewingi

57.0

American dog
tick (Dermacentor
variabilis)

Spotted
Fever Group
Rickettsiosis

Rickettsia
rickettsii, R. spp.

6.0

* Data in Table 1 and Figure 1 from CDC
(https://www.cdc.gov/nndss/data-statistics/infectious-tables/index.html)
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to year such that dense populations extend throughout the
state in some years.4 In addition to Lyme disease, which is
caused by a spirochete, the blacklegged tick is also the primary vector of the two other major tick-borne pathogens in
Rhode Island, the rickettsia that causes anaplasmosis and
the protozoan that causes babesiosis (Table 1). This tick can
also transmit pathogens less commonly reported in Rhode
Island, including Powassan encephalitis virus, and the
relapsing fever spirochete Borrelia miyamotoi.5
Two other tick species are important vectors of human
pathogens in Rhode Island, the lone star tick, Amblyomma
americanum, which transmits the rickettsiae that cause
ehrlichiosis and possibly those that cause Rocky Mountain
Spotted Fever, and the American dog tick, Dermacentor variabilis, the primary vector of Rocky Mountain Spotted Fever
(Table 1). These two tick species can also transmit the bacterium Francisella tularensis, which causes tularemia, but this
pathogen is often transmitted via infectious fluids through
handling or even breathing aerosols from infected animals
rather than from tick bite. These diseases are far less common than some of those vectored by I. scapularis, but the
distributions of these tick species are changing,6 and effects
of climate change are potentially important. Resources for
identification of tick species, and information sources relevant to disease transmission and status in Rhode Island are
readily available online (https://web.uri.edu/tickencounter/).

change-related effects on factors such as tick development
and phenology are likely to result in increases in Lyme
disease incidence in the northeast,11,12 as well as increased
spread northward into Canada. Indeed, cases of Lyme disease
have been increasing in the U.S., and northward spread into
Canada has been documented.13 However, predictions for
changes in current endemic areas vary with model assumptions and local complexities,14 so these effects remain uncertain for Rhode Island. Human cases of Lyme disease reported
to the CDC have been increasing in Rhode Island (Figure
1A). Furthermore, evidence from various sources suggest
that populations of I. scapularis, and human cases of associated diseases, have been increasing in the northeast,6,15 and
that these changes result, at least in part, from the effects of
climate change.2
Epidemiological trends in cases of anaplasmosis and babesiosis are expected to be similar to those for Lyme disease,
because they have the same tick vector species, I. scapularis, and the same primary reservoir species, the whitefooted mouse (Peromyscus leucopus). As such, patterns of
epizootiology are similar for these pathogens, except that
transmission efficiency is apparently greater for Borrelia
burgdorferi than for Anaplasma phagocyotophila16 or Babesia microti,17 so infection prevalence of these pathogens
in ticks is lower than that of Lyme spirochetes, and there
are fewer human cases (Figure 1B). Thus, anaplasmosis and
babesiosis are likely to remain important in Rhode Island,

CLI M ATE C HA NG E A ND T R A NS M I S S IO N
PATTE RN S OF TI CK- BO R NE PAT H O G E NS

Figure 1A.

Lyme disease, Anaplasmosis, Babesiosis
Rhode Island is near the center of the current geographic
distribution of Lyme disease, and is likely to remain an epicenter of Lyme and other major tick-borne diseases in the
foreseeable future. In the eastern and central U.S., Lyme disease is most common in the northern states, and relatively
uncommon in the south (https://www.cdc.gov/lyme/datasurveillance/maps-recent.html). This pattern results primarily from latitudinal trends in host-seeking behavior and
host associations of larval and nymphal ticks. Northern I.
scapularis wait on leaves and twigs at the leaf litter surface
and attach to passing hosts, while southern ticks remain
below the litter surface when host-seeking.7 Therefore, people frequently encounter northern ticks in their woodland
habitats, but there is relatively little human exposure in the
south.8 Furthermore, northern larval and nymphal ticks feed
primarily on small mammals such as rodents and shrews,
which are excellent reservoirs for the Lyme spirochete,
while southern ticks feed mostly on lizards, which are relatively poor reservoirs, so prevalence of spirochetal infection
is much lower in southern than in northern ticks.9 Some of
these latitudinal differences might well be related to northsouth climatic differences,10 and so might be affected by climate change. Some modeling studies predict that climate
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Figure 1B.

November 2021 Rhode isl and m edical journal

30

C limate Change

and though cases are expected to increase, they will likely
remain less prevalent than Lyme disease.

Ehrlichiosis, alpha-gal syndrome
The lone star tick, A. americanum, is the vector of the rickettsiae that cause ehrlichiosis.18 Growing evidence indicates
that lone star tick bites are also responsible for alpha-gal
syndrome (also called red meat allergy or tick bite meat
allergy), an allergic response to the carbohydrate galactose-alpha-1,3-galactose, which is found in mammalian
meat.19 Populations of this tick species are spreading northward20 and ehrlichiosis cases have been increasing in Rhode
Island (https://health.ri.gov/data/diseases/Erlichiosis.pdf). Lone
star ticks were formerly southern in distribution, with
dense populations from central New Jersey and southward,
but populations increased substantially on Long Island, NY,
in the late 1980s and 1990s, and they are now established
in Connecticut.21 Climate change might contribute to the
northward spread of this species, but increasing populations
of its primary hosts, including white-tailed deer, coyotes, and
wild turkeys, are also important.20 This tick has previously
been rare on the mainland of Rhode Island, although a dense
population has existed on Prudence Island in Narragansett
Bay, at least since 1990.22 Populations have increased substantially since 2016 on Conanicut Island, and established
populations (all three life stages) are now being detected
at mainland sites, especially in coastal communities on
both sides of Narragansett Bay and the south coast (TNM,
personal observation). Thus, lone star ticks are spreading
northward, likely related to changes in climate and in host
distributions. Rhode Island is within the potential range
of this species predicted by some models, but not others.23
Given the recent local increases in A. americanum populations and the persistent population on Prudence Island, it
is reasonable to expect increases in Rhode Island cases of
ehrlichiosis and alpha-gal syndrome in the future.

Spotted fever group rickettsioses
The primary vector of Rickettsia rickettsii, etiologic agent of
Rocky Mountain Spotted Fever (RMSF) in North America, is
the American dog tick, D. variabilis, which is responsible for
modest numbers of human cases in Rhode Island (Table 1).
This species is distributed widely in the eastern U.S., and
climate change might well result in larger populations in
the northern U.S. and Canada.6 Most RMSF cases currently
occur in a band from the Carolinas to Oklahoma,24 so climate change could result in greater numbers of cases in our
area. This pathogen is maintained vertically in D. variabilis
(passed from mother to offspring), and outbreaks tend to be
focal, with local amplification presumably resulting from
horizontal transmission by ticks among mammal hosts.25.
However, these dynamics are poorly understood, so it is difficult to predict the likely effects of a changing climate on
the epidemiology of RMSF.
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Another spotted fever group rickettsia, R. parkeri, is transmitted by the Gulf Coast tick, Amblyomma maculatum.
This tick was formerly found only in the southern states,
but it has recently expanded its range into the mid-Atlantic region,26 and an established population has recently been
reported in Connecticut.27 Human infection with R. parkeri has not yet been detected in Rhode Island, but given the
northward range expansion of the vector, this possibility is
worthy of attention in the future.

TIC K SP EC IES LIKELY TO SP READ
INTO RHOD E ISLAND
Northward spread of two tick species has already been discussed: A. americanum, which is already present in Rhode
Island and is likely to increase in the future, and A. maculatum, which has not yet been detected in the state, but which
is spreading into the region. Both species present potential
implications for human health, and their range expansion
might be related, at least in part, to climate change.
A third tick species that was introduced into the United
States, presumably from its native range in Asia, has recently
appeared in the region, and the implications for human health
are currently unclear. The Asian longhorned tick, Haemaphysalis longicornis, was first detected in North America
in 2017. Examinations of earlier collections indicate that
this species was present in the United States several years
before that detection. It has now been detected in 16 states,
and on dozens of animal species (https://www.aphis.usda.
gov/animal_health/animal_diseases/tick/downloads/longhorned-tick-sitrep.pdf). Populations are known to exist on
Block Island, and H. longicornis has recently been collected
on the Rhode Island mainland (TNM, personal observation).
The North American populations are parthenogenetic and
can rapidly increase to high densities. This tick is known to
vector numerous pathogens in Asia, including Severe Fever
with Thrombocytopenia Syndrome (SFTS) virus,28 and has
become an introduced pest of cattle in Australia. It serves as
a vector of the cattle pathogen Theileria orientalis Ikeda in
Virginia.29 To date, no human pathogens have been isolated
from H. longicornis in the United States, except for one B.
burgdorferi isolate from Pennsylvania.30 Lab studies suggest
that H. longicornis is not a competent vector of B. burgdorferi31 or of A. phagocytophilum,32 but that this tick species
can acquire and transmit the RMSF pathogen R. rickettsii33.
The potential role of this species as a vector of human pathogens in the U.S. remains unclear. Fortunately, this species
does not readily bite humans, although cases of attachment
to humans have been reported in the United States.34 Rhode
Island is within the predicted distribution of this species,35
and populations are likely to increase in the future.
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CON C L U S ION S
Incidence levels of tick-borne diseases generally respond to
changes in environmental conditions such as habitat, vertebrate host populations, and climate, as well as to factors that
influence tick encounter by people. Human cases of several
tick-associated diseases in Rhode Island, Lyme disease chief
among them, but also anaplasmosis, babesiosis, ehrlichiosis,
and alpha-gal syndrome, are likely to increase in the future.
Northward range expansions of some tick species into Rhode
Island are likely, but the implications for human health
are unclear.
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Wasting No Time:
Implementation and the Climate Impact of a Solid Waste Stream Process
Intervention in a Large Academic Emergency Department
Katelyn Moretti, MD, MS; Rebecca Karb, MD, PhD; Roger Durand; Leo Kobayashi, MD; Alison S. Hayward, MD, MPH

INT ROD U C TION
Climate change is one of the most critical issues facing our
planet, and healthcare systems play a major role in generating the greenhouse gases that lead to accelerated climate
change.1 In fact, healthcare is responsible for 10% of all
greenhouse gas emission in the United States2 and generates
4.3 million tons of waste annually.3 Moreover, the emergence
of the COVID-19 pandemic has created myriad challenges
including the increased production of biomedical waste.4
Meaningful solutions to reduce the impact of human
activity on climate change must include efforts by healthcare systems to reduce waste and decrease the production of
greenhouse gases. In particular, biohazard waste, also known
as regulated medical waste (RMW), requires autoclaving and
shredding and results in up to fifteen times as much greenhouse gas equivalents emitted as compared to regular solid
waste.5,6 In addition, RMW processing is seven times more
costly to healthcare systems as compared to regular solid
waste processing.
RMW is typically defined as items saturated in blood or
potentially infectious bodily fluids, sharps, and syringes and
is generally collected in red biohazard bags and sharps containers. RMW comprises just a fraction of all waste produced
within a medical system, yet idiosyncratic institutional
practices (such as the sole use of red bags for all medical
waste disposal) can adversely affect the environment at a
disproportionate level. In order to mitigate this particular
problem in the Emergency Department (ED) at Rhode Island
Hospital (RIH), a multi-disciplinary departmental “Green
Team” planned and implemented a pilot intervention, i.e.,
the introduction of a regular solid waste disposal “clear bag”
option with accompanying educational efforts and materials
on proper waste sorting.
Similar efforts have been successful in other healthcare
settings: Inova Fairfax Hospital saved nearly $200,000 in
annual waste disposal fees through better segregation of
waste and a concerted effort to educate and engage staff;7 a
study by Garcia et al. reported a 2-million pound decrease in
biohazard waste with a corresponding savings of $696,000
in annual costs through a similar hospital-wide initiative at
Brookdale University Hospital and Medical Center.8 However, we are not aware of initiatives that have been specific
to the ED – this may be due to the positioning of the ED as
a unique and high-risk environment with respect to waste
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Figure 1. Regulated medical waste and tan regular solid waste bins.

disposal, given the nature of its clinical operations and associated challenges.
In this context, the Green Team aimed to decrease its
ED greenhouse gas footprint as well as operational costs by
introducing new tan waste bins with clear bags for regular
solid waste disposal (alongside the existing red waste bins
and red bags for biohazard waste, Figure 1). In addition, educational materials were created and disseminated to ED staff
by the Green Team to promote proper waste disposal one
month prior to rollout of the project. In parallel with these
processes, the team planned and conducted an objective
analysis of the environmental impact and fiscal savings of
this change within the ED. This manuscript describes the
project’s design, conduct, findings, and measured impact.

METHOD S

Baseline Analysis
Green Team members met with institutional personnel,
including environmental service staff to understand the
existing waste stream processes. After meetings and direct
observation, the project team conducted a baseline analysis by weighing the ED waste stream (comprising RMW
and regular solid waste) over 7 days and then 14 days at two
time points prior to implementation of the project’s pilot
intervention.

Education
To ensure that all ED technicians, nurses, advanced practice providers (APPs) and physicians understood proper disposal processes as well as the implications of correct waste
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disposal, the Green Team created educational materials for
distribution. The Green Team developed posters to be placed
on waste bins and in utility rooms, as well as slide shows
with a brief overview of the planned intervention to display at education sessions. All materials were reviewed and
approved by the institution’s department of infection control. In-person education sessions were held at faculty meetings, resident conferences, APP meetings, and nursing and
technician huddles; emails detailing the project were sent
to all staff. Education sessions were also held with all environmental services staff who were briefed on waste disposal
process updates as well as how to report RMW that was erroneously discarded in the regular solid waste stream (solid
waste within the RMW stream was not reported). Instances
of incorrect disposal of RMW were reported via an online
reporting form for review by the Green Team and the institutional safety officer.
The multi-disciplinary composition of the Green Team
facilitated staff buy-in and adherence to the new waste
stream process. Dissemination of project goals and new
waste disposal guidelines to staff began one month prior to
implementation of the new process.

Figure 2. Educational poster attached to tan bins placed in the ED for
regular solid waste handling.

Project Solid Waste Stream Process Intervention
One month following the second baseline weighing, 105 tan
bins with clear bags were added to ED patient rooms and
areas (Figure 1). (Pre-existing tan bins which had been lined
with red bags received clear bags.) Laminated signs reminding staff of appropriate waste disposal guidelines were affixed
to the lids of the tan bins within patient rooms (Figure 2).
A third ED waste stream weighing (for
RMW only) was completed over a 3-week
Figure 3. ED waste weights (Ibs) per patient before and during introduction of a solid waste
intervention period. (Figure 3)
stream process intervention.

Data Analysis
Daily ED red bag weights for the pre-intervention period (RMW and regular solid
waste) and for the intervention period
(RMW only) were calculated with correction for ED census (patients who left prior
to full medical evaluation were excluded
from the census). Given that no interventions were implemented to change provider behaviors or institutional processes
with respect to medical care and the resultant waste, the quantity of overall, total
census-adjusted ED daily waste was presumed to remain
the same, such that any red bag weight reductions in the
intervention period were ascribed to the diversion of regular
solid waste into the new clear bags and tan bins. A one-sided
t-test was employed to compare the pre-intervention and
intervention periods’ red bag weights.
Greenhouse gas equivalents were calculated using the
M+WasteCare Calculator.5 The calculator used the amounts
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of pollutants in each step of the disposal process and converted them to carbon dioxide equivalents (greenhouse
gas equivalents). Emissions factors were used for all calculations, including waste transportation to landfill and
emissions associated with the landfill. The difference in
greenhouse gas equivalent tons per year (TPY) for autoclaved
RMW vs regular solid waste was calculated and applied to
the observed and annual projected reductions (based on the
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2020 ED census) in RMW production. RMW was classified
as autoclaved on-site prior to being landfilled. Cost savings
were estimated using the reduction in daily ED red bag
waste weights between the two periods and with adjustment
for accompanying increase in solid waste processing costs.

RESU LT S
During the pre-intervention measurement periods, the average red bag waste produced per ED patient was 3.0 Ibs (95%
CI 2.5-3.5). Over the intervention period, the average red bag
waste produced per ED patient was 2.3 lbs (95% CI 1.8-2.8,
p=0.02), resulting in a net 0.7 lb reduction in biohazard waste
per ED patient. Assuming no change in overall waste production per patient, regular solid waste constituted 23.3%
of all waste generated during the intervention period. Using
the 2020 ED census of 84,221 encounters, the projected
annual RIH ED diversion of biohazard waste for 2021 will be
62,323 Ibs (31.2 tons). The projected reduction in ED waste
greenhouse gas equivalents is 942 TPY; the projected savings
in ED waste processing costs is $11,841 per year. As of three
months after the intervention period, there were no reported
incidents of RMW within the regular solid waste stream.

DISC U S S ION
Institution of a regular solid waste stream within a large
academic ED resulted in significant reductions in greenhouse gas emissions. Projections indicate that in just the
Figure 4. Educational poster distributed after institution of the solid waste
stream process intervention to inform employees of the project’s impact.

subsequent year, emissions prevented will be equivalent to
over 2 million miles driven by a passenger car, 1,980 barrels
of oil, or over 11 tanker trucks worth of gas (Figures 4).10
Furthermore, the project’s pilot intervention was found to
be fiscally beneficial for the hospital system, with return on
investment from start-up costs reached within nine months.
While the 23% reduction in actual RMW by the intervention represents a significant decrease for our ED, waste
audits of other EDs suggest room for improvement. For
example, a recent waste audit of a large academic ED in Boston demonstrated RMW was 10.7% total waste9, and a similar audit of a community ED in Rhode Island found just 3%
RMW. We expect greenhouse gas savings to improve over
time with continued education and institutional adoption of
eco-friendly waste disposal practices.

Limitations
Given the process by which hospital waste is measured at
our institution, it was not possible to isolate and weigh
only the regular solid waste component. Thus, calculations
assumed the same total generation of waste on a per-patient
basis. A formal waste audit was not performed to calculate
the proportions of appropriate waste versus inappropriate
waste within the RMW stream – a formal audit of the RMW
stream in the future would allow for tailored education and
further interventions to continue to reduce RMW generated.
Due to the architectural configuration and operational layout of the ED, certain patient care areas such as the 12-bed
critical care patient space were not included in the project – there is significant healthcare waste produced in this
area, and there exists the potential for substantial additional
greenhouse gas reductions and cost savings. Future research
will examine the amount and type of waste generated from
this area as well as potential interventions to reduce impact.
The M+WasteCare calculator5 uses known formulas for
carbon and other pollutant generation from medical waste.
Variables added to the calculator include distance to landfills, type and frequency of waste transport. There may be
slight variations in the actual amount of greenhouse gases
produced based on these variables. However, because the
variables were constant across the measured periods, the
impact of the intervention should not have been affected.

C ONC LU SIONS
Proper sorting of RMW and regular solid waste within EDs
represents a straightforward, economical, and impactful
environmental intervention. While risk to the healthcare
system exists in the form of waste misclassification, from
this intervention, this appears to be minimal and outweighed
by the advantages. In light of the COVID-19 pandemic and
the related increase in biomedical waste, conscientious disposal practices will be even more important to the environmental sustainability of our healthcare systems.
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ABST RA C T

INTROD U C TION

Int rod uction: As of September 2021, the COVID-19

As of September 2021, the COVID-19 pandemic has led to
42,500,000 cases and 680,000 deaths in the United States.1
In Rhode Island, there have been 170,000 cases and 2,820
deaths.2,3 Sophisticated hospital based patient care requires
an enormous investment in resources, but results in waste
production. Understanding how waste is produced can
inform disaster preparedness efforts for future pandemics.
Most waste from the ED is considered municipal solid
waste (MSW) and can be disposed in a landfill. It requires
no additional treatment prior to transport. Disposal of regulated medical waste (RMW), which includes most bodily fluids such as blood and sputum suspected to carry infectious
pathogens, may potentially increase when a new and unfamiliar disease emerges. The disposal of RMW requires strict
adherence to specific procedures and, as such, is expensive
and burdensome to the environment. Variables that affect
the carbon footprint of waste production and removal
include the type of waste, the method and site of disposal,
and the means of conveyance.
The global response to waste production underscores the
necessity of planning during a pandemic. In Romania, government-imposed restrictions on the disposal of waste from
health care and designated quarantine facilities led to illegal dumping of medical waste.4 In Indonesia, medical waste
increased during the initial months of the pandemic; however, there was a lack of appropriate facilities for the disposal
of this waste.5
Understanding trends in RMW during outbreaks of novel
disease can guide preparation among health systems and
government officials and can inform disaster preparedness
efforts for future pandemics. As such, the purpose of this
study was to examine trends in waste production at a suburban community hospital during the COVID-19 pandemic.
Investigators focused particularly on RMW and linen use
during the study period.

pandemic has led to 42,500,000 cases and 680,000 deaths
in the United States. In Rhode Island, there have been
170,000 cases and 2,820 deaths. Investigating resource
utilization and waste production during disease outbreaks can inform efforts at disaster preparedness. The
purpose of this study was to examine trends in waste
production during the COVID-19 pandemic.
Methods: This is a descriptive study examining trends
in waste production during the COVID-19 pandemic. The
study was conducted at a suburban community hospital
in Rhode Island. Data was collected on regulated medical waste (RMW) and linen use from October 2019–July
2021. Adjusted patient days (APD) values were calculated
using hospital census and revenue data. Total weight and
weight/APD were calculated for each month of the study
period. Data was then compared with overall COVID-19
cases and hospitalizations in Rhode Island. This data was
gathered from the Rhode Island Department of Health
(RIDOH) COVID Response Data Hub.
Results: Regulated Medical Waste (RMW) by total

weight was lowest in April 2020, when the hospital census and adjusted patient days (APD) were at their lowest.
In contrast, linen use remained largely consistent with
pre-pandemic levels during the initial months of the pandemic despite a decrease in hospital census. The highest
linen weight/APD value (23.32 lbs/APD) was in April 2020.
Both RMW and linen use (weight/APD) decreased during
the study period. Linen use was highest during months
with increased COVID-19 cases and hospitalizations.
C onclusions: This study examined trends in waste
production at a community hospital during the COVID-19
pandemic. Linen use was highest during months of increased COVID-19 cases and hospitalizations, while
RMW production decreased. There was a particular increase in linen use in April 2020, when the pandemic was
in its initial phases.
K E YWORDS: COVID-19, waste, medical waste, pandemic,

disaster preparedness
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METHOD S
This is a descriptive study examining trends in waste production during the COVID-19 pandemic. The study was
conducted at a suburban community hospital in Rhode
Island with 346 inpatient beds and an annual Emergency
Department (ED) volume of approximately 70,000 patient
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encounters. The hospital has an Intensive Care
Unit (ICU) and Progressive Care Unit (PRG) that
provide services for critically ill patients. During
the COVID-19 pandemic, the number of beds in
these units varied based upon patient volume,
infection control policies and care requirements.
The hospital is home to several graduate medical
training programs, including residencies in Family Medicine, Internal Medicine and Emergency
Medicine.
Data was collected on regulated medical waste
(RMW) and linen use from October 2019–June 2021.
This time period was selected since it included sixmonths prior to the beginning of the COVID-19
pandemic. RMW and linen were selected as categories for analysis because of their pertinence to
infectious control. RMW included all items placed
in red biohazard bags. This did not include sharps.
It did not include waste that could be categorized
as RMW inappropriately placed in non-RMW containers. Linens included patient gowns and bedding
as well as reusable isolation gowns. The hospital
in this study utilizes reusable isolation gowns
for patients who meet certain infection control
criteria. These gowns are laundered after use and
subsequently returned into circulation.
Environmental Services (EVS) gathers information on various categories of hospital waste, including sharps, linens, municipal solid waste (MSW),
and RMW. These materials are weighed daily and
recorded monthly. Adjusted patient days (APD)
were calculated using hospital census and revenue data per criteria established by the Centers for
Medicare & Medicaid Services (CMS). Weight per
APD (lbs/APD) was then calculated for RMW and
linens. These data points were plotted and compared to overall cases and hospitalization due to
COVID-19 in Rhode Island. This information was
gathered from the Rhode Island Department of
Health (RIDOH) COVID Response Data Hub.

Figure 1. Total Weight (lbs) of Regulated Medical Waste (RMW) by Month

Figure 2. Adjusted Patient Days (APD) by Month

Figure 3. Trend in Linen Weight Per Adjusted Patient Day (lbs/APD)

RESU LT S
RMW reached its lowest total weight (5,726 lbs) in April
2020 and highest total weight (14,052 lbs) in June 2020.
RMW weight/APD hit its low in January 2021 (0.71 lbs/
APD) and high in June 2020 (1.54 lbs/APD). The overall
trend of RMW weight mirrored that of APD during the study
period (Figures 1 & 2).
By total weight, RMW was at its lowest levels during April
and May 2020 when the hospital census was lowest. In fact,
RMW decreased by about 50% from pre-pandemic levels
during these months. RMW increased as hospital volumes
grew during the COVID-19 pandemic.
Linen reached its lowest total weight (119,078 lbs) in May
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2020 and its highest total weight (205,563 lbs) in December
2020. Linen weight/APD hit a low (11.91 lbs/APD) in May
2021 and peaked (23.32 lbs/APD) in April 2020 (Figure 3).
When averaged over three-month periods from Oct 2019–
June 2021, RMW weight per APD showed a steady decline
while linen weight per APD increased during the period of
April–June 2020 followed by a steady decline (Table 1).
Rhode Island has experienced several waves of COVID-19
infection, with total cases reaching their peak in April 2020,
December 2020 and March 2021 (Figure 4). Hospitalizations
due to COVID-19 reached their highest levels in April 2020,
December 2020 and April 2021 (Figure 5). The largest number of patients hospitalized in the ICU was in April 2020.
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Table 1. Average RMW and Linen Weight per APD (lbs/APD)
by Three-Month Period
RMW (lbs/APD)

Linen (lbs/APD)

Oct–Dec 2019

1.20

14.99

Jan–March 2020

1.21

15.83

April–June 2020

1.11

17.53

July–Sept 2020

1.10

15.71

Oct–Dec 2020

1.02

15.08

Jan–March 2021

0.96

14.57

April–June 2020

0.95

12.00

DI SC U SSION
This study identified several trends in RMW and linen use
during the COVID pandemic. RMW by total weight was
lowest in April 2020, when the hospital census and adjusted
patient days (APD) were at their lowest. In contrast, linen
use remained largely consistent with pre-pandemic levels
during the initial months of the pandemic despite a decrease
in hospital census. This led to higher weight/APD values, including the highest linen weight/APD value (23.32
lbs/APD) in April 2020. However, linen use (weight/APD)
decreased after this initial rise.
Linen use was highest during months with increased

Figure 4. Number of Daily New Positive Cases of COVID-19 in Rhode Island,10 April 1, 2020–September 15, 2021.

Figure 5. Number of Hospitalizations Due to COVID-19 in Rhode Island11
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COVID-19 cases and hospitalizations. This is most pronounced in April 2020 at the beginning of the pandemic.
This was also when ICU hospitalizations due to COVID-19
were at their highest level in Rhode Island. Overall linen
use (by total weight) was highest in December 2020, when
COVID-19 cases and hospitalizations reached their highest
levels in Rhode Island.
Findings from this study are similar to those from other
sites, including Wuhan, China, where the COVID-19 pandemic originated. During the initial phase of outbreak in
Wuhan (January–April 2020), health care waste per 1,000
persons increased from 3.64 kg/day to 27.32 kg/day.6 To
accommodate this increase in waste production, disposal
capacity in the region was increased from 50 tons/day to
280 tons/day. Researchers in Malaysia found that clinical
waste (which includes any item potentially contaminated
with infectious material) increased by 27% during the initial months of the COVID-19 pandemic.7 This increase was
mainly attributed to the disposal of PPE, such as gloves,
facemasks and gowns. In Romania, waste from medical
facilities peaked in the early months of the pandemic and
then tapered over the following months.5
Several studies from Taiwan have examined waste use
during 2003 SARS outbreak. A 2,000-bed hospital in northern Taiwan found that daily infectious waste generation tripled during the outbreak.8 Interestingly, due to a decrease
in hospital census, the mean daily overall waste production
decreased 19.2%–25.3%. Taiwan saw an overall increase in
infectious waste of about 4,000 tons (from 14,648 to 19,350
tons) following SARS.9
There are several limitations to this study, most notably that it was conducted at a single site. Data from this
study came from a suburban community hospital in Rhode
Island. Resource utilization might be different at a rural or
urban hospital site. This is notably important in the case
of COVID-19 since the pandemic affected different regions
of the United States in very different ways. Some hospitals
might have only had a few overall cases of disease, whereas
others might have been overwhelmed to the point where
they needed to transfer patients requiring ICU level-of-care
to another facility. Hospital infection control policies likely
also influenced resource utilization. A hospital that uses
disposable gowns for PPE might have different patterns of
use when compared to a hospital that uses reusable gowns.
Another limitation of this study is aggregate data on COVID19 hospitalizations on a state level was used for comparison.
Hospital-level data and department-level data (particularly
from the ED and ICU) would be more useful. Finally, a field
hospital provided care to patients with mild-to-moderate
cases of COVID-19 during the study period. Resource utilization at the field hospital was not included in this study.
This study examined the overall trends of RMW and
linen use during the COVID-19 pandemic. The dramatic
increase in linen use (weight/APD) during April 2020 is of
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particular interest. Several factors could have played a role
in this occurrence, including infection control policies, staff
compliance with isolation precautions, lack of knowledge
of disease transmission, or fear amongst hospital employees
of a new and unknown disease. Trends suggest that there
may be an association with increased linen use and ICU
hospitalizations. However, further investigation is needed
to clarify this association. The gradual decrease in linen use
(weight/APD) since April 2020 is also of interest. Are hospitals becoming more efficient with resource utilization or
have staff developed noncompliance with infection control
protocols as the COVID-19 pandemic drags on? Qualitative
studies could provide insight. Overall, while this study highlighted trends that hint at correlation and causation, further
research is needed to clarify these relationships.

C ONC LU SION
This study examined trends in waste and resource utilization at a community hospital during the COVID-19 pandemic. While largely hypothesis-generating, it hints at
several conclusions, including a relationship between linen
use and ICU hospitalizations. Findings from this study can
contribute to further understanding of resource utilization
during outbreaks of disease and inform health system and
government protocols for pandemic preparedness.
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Recent investigations at Kent Hospital, a suburban community hospital in Rhode Island, and Massachusetts General Hospital (MGH), a Level 1 trauma center, highlight the
importance of health care waste.1,2 These investigations
involve a simple concept: sorting through trash can help
identify ways to cut costs and reduce environmental impact.
The waste audits – both conducted in the Emergency
Department (ED) – followed a similar protocol. Environmental Services staff collected waste from the ED for a 24-hour
period. Waste was then sorted into various categories,
including paper, plastic, food waste, glass, metal, electronic
material and unused items. Most waste from the ED is considered municipal solid waste (MSW) and requires no additional treatment and can be disposed in a landfill. Regulated
Medical Waste (RMW), on the other hand, requires specific
protocols prior to disposal. It is expensive and often requires
energy intensive processes such as autoclave sterilization or
incineration.
Attention was given to whether Regulated Medical Waste
(RMW) and sharps were appropriately disposed (i.e., in designated containers). Investigators also examined if non-RMW
was inappropriately placed in RMW containers. All categories
of waste were weighed and direct pollutant emissions were
calculated using the M+ WasteCare Calculator.3 The waste
audits at the two facilities revealed some important takeaways:

(1) Inappropriate disposal of Regulated Medical Waste
(RMW) is expensive and inefficient
While the amount of waste generated per-patient encounter
was similar at Kent and MGH, estimated carbon emissions
were 10 times higher at MGH. The difference in emissions
was driven by differences in RMW. The waste audits identified 71.67 kg in RMW containers at MGH compared with
4.67 kg at Kent. Disposing of this waste accounted for 70%
of overall waste emissions at MGH. This is because there
are specific requirements for disposing of RMW that tend to
be energy intensive. RMW needs to be rendered safe prior to
disposal in a landfill. Hospitals can perform on-site sterilization or utilize a specialized hauling service to have waste
processed off-site.
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Only 15% of waste disposed in RMW containers at MGH
met criteria for RMW. Eighty-five percent of material in
RMW containers could have been transported to a landfill
but, instead, was processed using the energy-intensive disposal methods reserved for RMW. Behavioral characteristics are partly responsible for inappropriate use of the RMW
containers. Improvements in ED staff knowledge regarding
RMW criteria and ED design simplifying RMW bin location
could lead to more appropriate disposal.

(2) ED waste is filled with unused items
Audits at Kent and MGH demonstrated that unused items
tossed in the garbage are a significant issue in the ED. More
than 170 unused items were identified in the Kent audit,
consisting of 5.2% of total waste. These items included
unused boxes of gloves, surgical face masks, suture material and medications (Table 1). The audit at MGH identified
201 unused items, including 76 bundled and unused tourniquets. Both audits revealed resuscitation supplies still in
storage packaging. Unused items tossed in the garbage are
pure waste. There are monetary and environmental costs
to producing these items, transporting them to the hospital
and then disposing of them in a landfill.
It is unclear as to why there are so many unused items in
ED waste. Infection control policies may play a role. Unused
items may be considered “contaminated” if present in a
room under isolation precautions. In addition, procedure
kits often contain redundant or useless items, leading to the
disposal of unused items. Evidence of unused resuscitation
supplies in the Kent and MGH audits suggests that resuscitation scenarios are particularly prone to waste. There is
likely also a behavioral component to the disposal of unused
items. In a busy ED, it is easier to toss unused supplies into
the garbage rather than placing them back in a drawer or
supply closet.
Potential solutions for the problem of unused items
include only bringing necessary supplies into the room when
caring for patients on isolation precautions and designing
“in-house” procedure kits with items pre-approved by ED
staff. Kits for certain procedures (such as laceration repairs)
could be sterilized in-house and then returned into circulation. ED administration could incentivize re-stocking of
unused supplies. Specific ED staff could also be tasked with
a re-stocking role. As with RMW disposal, ED design should
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Table 1. A List of Unused Items Identified during the Kent ED
Waste Audit
2 unopened boxes of non-sterile gloves
2 partially finished boxes of non-sterile gloves
3 unopened sets of sterile gloves
8 unopened female catheterization kits
6 unopened Yankauer suction handles
8 unopened suction tubing sets
1 unopened sterile drape
2 unopened 4x4 sponges
4 unused (and folded) adult diapers
7 unopened urine sample collection kits
13 unused bedpans
1 unopened Tegaderm
1 unopened C-collar
2 unused bags of IV fluids
12 unopened normal saline flushes
3 unopened IV catheters
10 unopened pairs of socks
1 partially finished box of procedural masks
2 sterile large cotton swap applicators
1 sterile solution bowl
4 unopened electrode sets
1 unused suction container
1 unopened ambu-bag
34 unopened alcohol prep pads
6 unopened small gauze packets
6 unopened ChloroPrep swab kits
1 unopened pill of Lorazepam
13 unused emesis basins
2 unopened Iodine prep pads
6 unused large pink irrigation containers
26 unused Castille soap towelettes
1 unused bag of IV antibiotics
Multiple unopened food items
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also be taken into account. The layout of patient rooms and
the ED should make it as easy as possible for staff to restock
unused items instead of tossing them in the trash.

(3) How and where we process waste matters
Waste disposal sites and their proximity to the hospital are
important to consider. Gunderson Health System in Wisconsin treats 90% of RMW through an in-house sterilization system powered by steam from the heating and cooling
system at one of its buildings.4,5 After sterilization, waste
is transported just four miles to a waste-to-energy facility.
Previously, waste was shipped to a landfill 1,250 miles away.

CON C L U S ION
Waste audits can help make EDs and health systems more
cost-efficient and environmentally friendly. While healthcare providers pledge primum non nocere – do no harm – pollutants and wasteful practices adversely affect our patients.
We need to continue to examine hospital waste habits and
embrace solutions that provide healthcare without harm.
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The Rhode Island Climate Change and Health Program:
Building Knowledge and Community Resilience
Rachel Calabro, MS; Caroline Hoffman, MPH

ABST RA C T

Climate change acts as a risk multiplier, meaning vulnerable populations bear a disproportionate burden of
its effects. Improving climate resiliency is a key strategy
to help the Rhode Island Department of Health meet its
overarching goals of addressing the socio-economic and
environmental determinants of health for all Rhode Islanders. The Climate Change and Health Program focuses
on both the immediate health impacts of climate change
and building resiliency. Part of the US Centers for Disease Control and Prevention’s Climate Ready States and
Cities Initiative, the Program has partnered with community groups and other state and local agencies to bring
technical assistance, educational resources, and funding
to support community resilience to the challenges presented by the already changing climate. Specific projects
discussed include the extreme heat communications plan
and outdoor worker campaign; community-driven resiliency projects in response to flooding and natural hazards, and improving resilience in senior citizen housing.
K E YWORDS: climate change, resilience, public health,

extreme heat, climate mitigation

INT ROD U C TION
Climate change, health, and equity are inherently intertwined.1 The impact of race and socio-economic status on
health has been evident in the disparate outcomes seen
across populations during the COVID-19 pandemic.2 These
same communities bear a disproportionate burden of the
effects of climate change.1 Because climate change is a risk
multiplier, improving climate resiliency is a key strategy
to help the Rhode Island Department of Health (RIDOH)
meet its overarching goals of addressing the socio-economic
and environmental determinants of health for all Rhode
Islanders, especially those from the most vulnerable demographics. As incidences of heatwaves and flooding increase,
RIDOH focuses on addressing immediate health impacts
and building resiliency among Rhode Islanders.3

R IMJ A rch i v e s

|

N o v e m b e r I S S UE W e bpa g e | R IM S

MAKING RHOD E ISLAND
A C LIMATE READ Y STATE
The RIDOH Climate Change and Health Program began as
part of the US Centers for Disease Control and Prevention’s
(CDC) Climate Ready States and Cities Initiative. This initiative is part of the CDC’s efforts to train medical and public health professionals to better understand the impact of
climate change on health.4 The CDC provides resources for
the professional community that include research papers,
maps, and links to webinars from the American Public
Health Association covering climate-related topics such as
heart and lung health, children’s health, mental health, and
allergies and asthma.
Two notable data resources include the Heat and Health
Tracker and localized climate change and health data. The
Heat and Health Tracker is an online tool to help emergency and public health planners prepare for and respond to
extreme heat events by providing local-level heat and health
data.5 Localized data for climate change and health, including future scenarios for heat and precipitation to the year
2099, can be found on the CDC’s National Environmental
Public Health Tracking Network portal.6
The Rhode Island Climate Change and Health Program
began in 2013 and continues to focus on health effects from
urban heat, flooding, severe weather and sea level rise, food
and water borne diseases, vector-borne diseases, and poor air
quality. (See Figure 1 for more information about the health
effects of climate change.) The program has partnered with
community groups and other state and local agencies to
bring technical assistance, educational resources, and funding to support community resilience to these challenges.
ADDRESSING EXTREME HEAT IN RHODE ISLAND
Extreme heat has become an increasing threat across Rhode
Island as the average temperature has already risen three
degrees in the last century.3 During the climate normal
period (1981 to 2010), there was an average of 9.3 days equal
to or above 90 degrees Fahrenheit (F) in the Providence Metro
Area each year.7 There is variability in this number yearto-year. While there was an average of 11 such days each
year from 2010 to 2014, there were 19 such days in 2021 (see
Figure 2). It could increase to as many as 27 days at or above
90 degrees F per year by mid-century with slow action to
reduce greenhouse gas emissions.8
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Figure 1. Climate change causes a range of direct and indirect impacts
on human health. This figure depicts the most significant climate change
impacts (rising temperatures, more extreme weather, rising sea levels,
and increasing carbon dioxide levels), their effect on exposures, and the
subsequent health outcomes that can result from these changes.
(US Centers for Disease Control and Prevention, 2021.)

Figure 2. In the Providence Metro Area, there are an average of five
more days per year above 90 degrees than there were in 1970.
(Image provided by Climate Central.)

health crises expanded the scope and range of vulnerability
to heat across the country. This research showed that when
COVID-19 disrupted social networks, people were less able
to seek comfort and suffered more from the symptoms of
heat stress.
The effects of heat are not felt evenly across communities. Evidence shows that low-income communities with
little tree cover and those that were formerly redlined are up
to 12.6 degrees F hotter than surrounding neighborhoods.12
Redlined areas are those that were coded as “high risk” by
the Federal Housing Administration starting in the 1930s.
Often based on race, these neighborhoods were denied government loans and services due to land use and other concerns. In Rhode Island, we see similar disparities across
neighborhoods in Providence and surrounding urban areas,
especially when it comes to heat and tree cover.
To create and implement more effective interventions,
the neighborhoods and communities with the highest vulnerability and exposure need to be identified. Collaborating
with researchers at CAPA Strategies, based at Portland State
University, the Program in partnership with the Department
of Environmental Management’s Division of Forest Environment and American Forests mapped ambient air temperatures and humidity in Providence, Pawtucket, Central Falls,
and East Providence in July 2020.13 See Figure 3. The results
showed that many Providence neighborhoods warmed by 10
degrees F more than others, indicating substantially higher
exposure to heat. Many areas also stayed warm at night,
maintaining temperatures above 70 degrees F and depriving
residents of critically important time for the body to recover
from heat stress experienced during the day.
To combat the effects of extreme heat in Rhode Island, the
Program developed a heat communications plan and outreach for specific vulnerable populations. Implementation
Figure 3. Modeled afternoon temperatures in Providence, Pawtucket,
Central Falls, and East Providence, based on data from CAPA Strategies
Heat Watch Rhode Island Program, July 29, 2020.

Extreme heat events are a leading cause of weather-related
injury and can result in the worsening of existing illnesses.
Extreme heat can cause increases in cardiovascular events
leading to hospitalization.9 When Rhode Island sees multiple
days of temperatures above 80 degrees F, emergency room
visits begin to rise.10
Alarmingly, a recent study shows that one quarter of
the US population had heat-related symptoms during the
summer 2020.11 This was largely due to a lack of cooling resources and the social isolation that was part of the
COVID-19 pandemic. The interaction between the two
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of the extreme heat communications plan includes sending
email notices to primary care providers before heat events
and using social media to inform the public about heat
safety and heat alerts issued by the National Weather Service. Other interventions have included trainings for outdoor workers about the dangers of heat exposure and a Beat
the Heat campaign with both television and radio advertisements. Grants have been provided to local emergency
management officials for portable misting stations; to the
Providence Housing Authority and the Town of Barrington
for educating seniors about the dangers of heat and natural disasters, and to youth groups for heat-related outreach
campaigns.

COMMUNITY-DRIVEN RESILIENCE FRAMEWORK
One way that the Program works to build overall resilience
in a community is by building up program supports and
social networks. These networks help to create social cohesion and places for residents to turn during an emergency.14,15
It is important to empower the communities most affected
by climate change to design resiliency programs that address
the realities of their lived experience. One way that RIDOH
builds community support is through the Health Equity
Zone (HEZ) initiative. The HEZ initiative is a place-based
approach that brings communities together to address systemic changes at the local level. Each HEZ identifies the
unique social, economic, and environmental factors that are
preventing people from being as healthy as possible.16
The Climate Change and Health Program worked with
HEZs in Providence, Pawtucket, Central Falls, and Newport to support community resilience to the effects of climate change. Through community workshops, the Program
helped residents assess their strengths and vulnerabilities
associated with climate change and identify strategies to
reduce climate hazards. After the workshops, each team
surveyed their own communities to identify strategies and
develop a community-led intervention.
The HEZ in the Olneyville neighborhood of Providence
chose to create a film about the historic 2010 floods.
(The film is available to view at: https://vimeo.com/3598
88817/6c75fdddfe). The film aims to raise awareness of the
dangers presented by the increasing frequency of natural
disasters. It works to transform the threat of a major disaster
into a tangible reality so that residents feel a greater sense
of urgency regarding emergency preparation. The film was
screened at multiple events and will continue to be used in
schools and with community groups.

BU I L DIN G RE S I L I E NC E I N R E S P O NS E
TO N ATU RA L GA S O UTAG E
During a gas outage in January 2019, National Grid was
forced to shut down a portion of its gas distribution system
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to over 7,000 customers in Newport for more than one week.
Evacuations forced people from their homes, and information was limited and inconsistent. This led to a feeling
within the community that their needs were not being met
by the established emergency management procedures and
was fueled by underlying inequities that are often revealed
in times of crisis.
During this time, the Newport HEZ became an important
part of the effort to share information and reach vulnerable
community members. The HEZ leaders realized that there
was not a well-defined emergency response plan, nor was
there the capacity locally to carry a plan out.
After the event, community conversations about climate
change provided opportunities for residents to receive disaster-preparedness training and supplies and to establish relationships with public officials. Creating connections between
agencies, officials, and communities increased cohesion and
will hopefully lead, both directly and indirectly, to better
health outcomes by ensuring that local needs are addressed
and plans are in place before disaster strikes.

EMP OW ERING C OMMU NITY PARTNERS
FOR RESILIENT C LIMATE MITI GATION
In Pawtucket and Central Falls, the nonprofit group Groundwork RI partnered with Southside Community Land Trust
and Farm Fresh RI’s Harvest Kitchen for a six-week summer
youth program. These community partners employed and
trained 24 youth on how to grow, process, and cook their
own local produce. The youth also worked to engage residents and gather data regarding resilient climate mitigation strategies. By the end of the summer, they completed
25 green home assessments, planted 21 trees at Baldwin
Elementary school in Pawtucket, installed nine raised garden beds at resident homes, and collaborated with the City
of Pawtucket to install and deliver seven residential rain
barrels to reduce flooding and utility bills.

IMP ROV ING EXTREME W EATHER RESILIE N CY
IN SENIOR HOU SING
Older adults are vulnerable to extreme weather because they
often have limited mobility and must shelter in place. This
is especially true for those who live in independent senior
housing or assisted living. To help make these spaces more
resilient to natural disasters and other emergencies such as
power loss, the Program partnered with the Yale New Haven
Health System Center for Emergency Preparedness and
Disaster Response to support long-term care, assisted living,
and independent living senior housing facilities in preparing for climate-related disasters through energy resiliency
audits and the development of all-hazards emergency plans
that emphasize sheltering in place. These important emergency preparedness actions reduce risk to senior citizens
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by limiting disruptions like power outages or flooding that
can force the evacuation of medically vulnerable people. By
increasing the overall emergency preparedness levels of the
facilities that serve them and allowing them to shelter in
place, seniors are safer. Resources from the project include a
facility self-assessment tool, shelter-in-place plan templates,
staff trainings, and webinars.17

PRO GRA M RES O UR CE S A ND W E B S ITE
Resources are available from the Program for a variety of
topics, including extreme heat, air quality, and climate literacy. Partnerships with other RIDOH programs such as
the Center for Acute and Infectious Disease Epidemiology
have allowed the development of educational tools related
to vector-borne diseases like Lyme disease, Eastern equine
encephalitis (EEE), and West Nile virus, along with emerging
diseases like Zika virus. Links to our reports, brochures, and
videos are available on the Program webpage.
The Program has also focused on providing resources
to help teachers bring environmental health and climate
change into their classrooms. Partnering with school nurse
teachers, the two programs have provided thousands of
copies of the Tick Workbook for Kids to classrooms across
the state.

CON C L U S ION
The effects of the changing climate in Rhode Island are
far-reaching in terms of the scope of the systems impacted,
types of impacts, and people who are impacted. At RIDOH,
we are continuing these efforts and remain committed to
supporting climate change mitigation strategies, preparing for the human health effects, and working closely with
community partners to help improve the resilience of all
Rhode Islanders.
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Climate Change and Health in New England:
A Review of Training and Policy Initiatives at Health Education
Institutions and Professional Societies
Caleb Dresser, MD, MPH; Emily Gentile, BS; Rachael Lyons, BS; Kali Sullivan, BS; Satchit Balsari, MD, MPH

ABST RA C T
B a ckground : There has been increasing interest in cli-

mate change among healthcare professionals, but it is unclear to what extent resources on this topic are available
to students and clinicians in New England.
M ethod s: Structured review of publicly available infor-

mation regarding climate change and health activity at
schools of medicine, public health, and physician assistant studies and in state medical and physician assistant
societies in New England.
Results: Of 39 programs reviewed, 18 (46%) had at least

one climate-related initiative. Six universities accounted for 87% of climate change and health initiatives in
the region. Three out of 12 state professional associations had committees or position statements addressing
climate change.
C onclusion: There is substantial activity related to

climate change and health in New England, but it is concentrated in a small number of locations. Opportunities
exist to improve access to education on this topic and
increase involvement of health professional associations.
K E YWORDS: climate change, health education, organized

medicine, physician assistant, public health

There is increasing interest in curricula, courses, and training programs on climate change and health education.10,11,12,13
Medical Students for a Sustainable Future, a student-driven
organization founded in 2019, advocates for action and education on climate change and health; in the two years since
its creation, it has expanded to 105 medical schools, including chapters in five of the six New England states.14 New
England now has free online climate and health courses,15,16
a physician fellowship in Climate and Human Health,17 and
a steady stream of lectures and symposia on the topic.18,19
However, many health care workers remain unaware of
how healthcare systems contribute to climate change and
how climate change threatens their patients and healthcare
institutions, or have difficulty engaging with this issue.20,21
While it is clear that study of the intersection of climate
change and health is increasingly prioritized at major academic centers in the region, it is less clear how available
resources on this topic are to the bulk of students and practicing clinicians in the region.
The purpose of this review was to assess the extent of
climate and health activities including educational offerings and policy statements at medical, physician assistant,
and public health education institutions and within health
professional societies in the New England region.

METHOD S
INT ROD U C TION
Climate change is a threat to health in New England. Climate-related hazards include heat, extreme rainfall, flooding, vector-borne disease, hurricanes, and sea level rise.1
Rising awareness of climate change has been accompanied
by increased recognition of its implications for patients and
healthcare institutions.2
The past decade has seen increasing engagement with climate change issues in the regional healthcare community.
Multiple academic institutions host centers working at
the intersection of human health, healthcare, and climate
change.3,4,5 There have also been efforts to address healthcare-related greenhouse gas emissions6,7 and medical waste,8
improve resilience to climate health hazards,9 and communicate climate change and health issues to clinicians, policymakers and the general public.2,3
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This was a structured review of publicly available material
describing educational offerings, academic centers, student
organizations or committees, and position statements from
educational institutions offering graduate degrees in medicine, public health, and physician assistant studies, state
medical societies, and state physician assistant societies
in New England. All institutions granting graduate degrees
in Medicine, Public Health, or Physician Assistant Studies
within the six New England states (Maine, New Hampshire,
Vermont, Massachusetts, Connecticut, Rhode Island) were
included. State medical associations and physician assistant
associations for each of the six New England states were
also included. Lists of institutions were obtained from the
Association of American Medical Colleges (AAMC), the
American Association of Colleges of Osteopathic Medicine
(AACOM), the Accreditation Review Commission on Education for the Physician Assistant (ARC-PA), the Physician
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Assistant Education Association (PAEA), and the Council on
Education for Public Health (CEPH).
Due to the wide variety of website designs and online platforms, ascertainment of the presence of publicly available
information on items of interest could not be performed
reliably via institutional website navigation. Instead, a
methodology employing standardized search terms was
implemented via internet search engine. Search terms consisted of “[Name of Institution]” + “climate” + “class” OR
“course” OR “elective” OR “center” OR “curriculum” OR
“statement” OR “student organization” OR “student group”
for educational institutions, and “[Name of Association]” +
“climate” + “committee” OR “position” OR “statement”
OR “policy” for state associations. The first 30 results were
reviewed for relevance to these climate and health activity
areas. For educational institutions, activity areas included
the following categories: an elective course in climate
change and health, the inclusion of climate change topics in
the core curriculum, an institutionally-recognized student
organization focused on climate change, a center focused
on climate change and health, and the existence of an institutional position statement on climate change and health.
For associations, activity areas included the existence of a
committee or sub-committee focused on climate change and
health and the existence of a formal position statement or
other policy statement regarding climate change.
Results were tabulated, and summary statistics regarding specific areas of activity, institutional subsets, and geographic regions were computed. All searches were performed
in the standard public Google search engine, and reflect the
top results displayed via Google search engine prioritization
as of July 2021.22 Analysis was performed in R v3.1.0.23 All
materials reviewed in this study were publicly available and
were accessed remotely via public-facing websites. This
study was exempt from IRB review as it did not involve
human subjects research.

Table 1. Climate and health activities at educational programs in New
England

RESU LT S

Figure 2. Climate Change and Health Initiatives at Educational Institutions

Medical
Schools

Physician
Assistant
Programs

Public Health
Programs

Elective

2

0

4

Position Statement

0

1

1

Core Curriculum

1

0

4

Student Group

7

1

4

Center

2

2

2

None of the Above

3

12

6

Total Programs

11

15

13

Figure 1. Climate Change and Health Initiatives in New England

A total of 51 separate institutions or associations were
included in the analysis. These consisted of 11 institutions
offering degrees in medicine, 13 institutions offering graduate degrees in public health, and 15 institutions offering
degrees in physician assistant studies within the six New
England states, as well as 6 state medical associations and 6
state physician assistant associations (Table 1).
Of the 39 degree granting institutions, 18 (46%) had
at least one climate change and health initiative, 9 (23%)
had two or more, and 21 (54%) had none. Institutions with
education or advocacy activities related to climate change
and human health were located in Massachusetts (n=8),
Connecticut (n=5), New Hampshire (n=3) and Rhode Island
(n=2), principally in coastal cities (Figure 1).
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Table 2. Climate and health initiatives at educational programs in New England
Institution

Degree
Program

Climate Change and Health Initiatives

Boston University
School of Medicine

Medicine

The Climate Action Group, a student, staff, and faculty organization engaged in “environmental advocacy
through a variety of climate initiatives including climate change education for health professionals, improving
campus sustainability and reducing the University’s use of nonrenewable energy, and exploring the role of
climate change in impacting human health and wellbeing.”

Frank H. Netter MD
School of Medicine at
Quinnipiac University

Medicine

Human Health and Climate Change medical student group.

Geisel School of Medicine
at Dartmouth

Medicine

Chapter of Medical Student for a Sustainable Future whose goal is to “integrate climate change competencies
into the medical education curriculum.”

Harvard Medical School

Medicine

In addition to an active student group, an academic center focused on climate change and health activities hosts
workshops and training programs, a physician fellowship that includes research and public communication, and
courses on climate change and health. Additional climate and health initiatives at the university level and at
individual teaching hospitals exist but did not meet inclusion criteria. A course on climate change and health is
known to the authors but was not identified via structured search methodology.

The Warren Alpert Medical
School of Brown University

Medicine

Students can take an elective on Climate Change and Health that provides “an overview of the wide-ranging
health impacts of climate change as well as the impact of healthcare on the environment.”

UMass Chan Medical School

Medicine

A chapter of Medical Students for a Sustainable Future is active. Students created a Climate Change and
Medicine elective. The core curriculum is being updated to include climate change topics.

University of Connecticut
School of Medicine

Medicine

Active student group; Medical Students for a Sustainable Future has been active on sustainability at UConn
Health organization meetings

Yale School of Medicine

Medicine

There is an active student group, and students have access to an academic center on climate change and health
that houses a wide range of initiatives including courses, a student associate program, and a certificate program
in climate and health.

Boston University

Physician
Assistant

The Climate Action Group, a student, staff, and faculty organization engaged in “environmental advocacy
through a variety of climate initiatives including climate change education for health professionals, improving
campus sustainability and reducing the University’s use of nonrenewable energy, and exploring the role of
climate change in impacting human health and wellbeing.”

MGH Institute of Health
Professions

Physician
Assistant

Students have access to a Center for Climate Change, Climate Justice, and Health; the core curriculum may
include climate change in future years. Official Institute materials describe climate change as “a threat to the
health of individuals, families, communities, and populations worldwide.”

Yale School of Medicine

Physician
Assistant

Students have access to an academic center on climate change and health that houses a wide range of
initiatives including courses, a student associate program, and a certificate program in climate and health.

Boston University School
of Public Health

Public
Health

In addition to student involvement in the Climate Action Group (above), the BU School of Public Health offers
an MS in Climate and Health, a Program on Climate and Health, a climate change elective course, and includes
climate change topics in the core curriculum.

Brown University School
of Public Health

Public
Health

Students have the opportunity to take an elective titled “Climate Change and Human Health”, which is also a
substantial content area in other courses and faculty research. The School of Public Health urges “policy action
to mitigate the negative health impacts of climate change.”

Dartmouth Geisel School
of Medicine MPH Program

Public
Health

A course on “Public Health Impacts of Climate Change” is included in the second-year curriculum and student
organization is active on climate change issues.

Harvard T.H. Chan School
of Public Health

Public
Health

An academic center focused on climate change and health activities hosts workshops and training programs,
a physician fellowship that include research and public communication, and courses on climate change and
health. There is also organized student activity. Additional climate and health initiatives at the university level
did not meet inclusion criteria. A course on climate change and health is known to the authors but was not
identified via structured search methodology.

Simmons University Public
Health Program

Public
Health

Core curriculum includes climate change topics as part of an Environmental Health & Justice course.

University of New Hampshire

Public
Health

Curriculum includes a Climate Change and Health course that teaches “an environmental
epidemiology framework for analyzing the direct and indirect impacts of climate variability to public health as
well as appropriate public policies.”

Yale School of Public Health

Public
Health

A degree concentration in climate change and health is offered. There is an active student group, and students
have access to an academic center on climate change and health that houses a wide range of initiatives
including courses, a student associate program, and a certificate program in climate and health.
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Table 3. Number of climate and health activities aggregated by
academic affiliation of educational institutions.
Institutional Academic Affiliation

Total Climate and Health
Activities

statements were issued in 2017 or later. Two state medical
associations (Maine and Massachusetts) had committees
whose goals included addressing climate change issues.

Yale University

6

DI SC U SSION

Harvard University

6

Boston University

5

Dartmouth

4

University of Massachusetts

3

Brown University

3

All Others

4

This review describes climate change and health activity
in a set of health education institutions and professional
societies in New England. The burgeoning number of educational offerings, their uneven distribution, and the lack
of public action from most regional medical and physician
assistant societies are of significance to educators, students,
advocates, and policymakers.
Climate change and health has clearly gained attention as
an educational topic and object of organized student and professional activity. While this subject was largely absent from
discussion outside specialist circles for many years, nearly
half of the educational institutions assessed in this review
now host some form of climate change and health education
or advocacy activity, and the past four years have witnessed
the first statements on climate change from medical societies in the region.
However, most climate change and health activity identified in this review was concentrated at large research universities; the majority of medical, public health, and physician
assistant education institutions in the region do not publicly
describe any climate-related activities. The concentration of
initiatives at coastal, urban institutions may impede clinicians and students in rural or interior locations from accessing these resources and presents an important opportunity
for growth. Climate change will have substantial effects
on health throughout New England during the decades in
which clinicians who are being trained today can expect to
practice,1 and it is important that opportunities for climate
change education and action reach clinicians training and
practicing in communities throughout the region.
Students, faculty, and administrators interested in implementing climate change and health curricula or other offerings at their institutions now have access to a wide variety
of materials to support their efforts. Organizations including Medical Students for a Sustainable Future,26 Healthcare
Without Harm,27 several academic centers,3,4 and the Medical Society Consortium on Climate and Health28 offer model
curricula, educational content, templates for action, networking opportunities, remote courses, and other resources.
Recent academic work provides needs assessments, guidelines on program design, and case studies of climate change
and health education and advocacy in action.2,11-13,29-32 For residents, fellows, and practicing clinicians, resources ranging
from career planning tools33 to federal guidance on the specific health impacts of climate change are also available.1,34
There are abundant opportunities for professional societies
to increase their engagement; only three of the twelve professional societies reviewed were active on climate change

A total of 31 climate change and health initiatives were
identified, of which 12 (39%) were student groups, 6 (19%)
were electives, 6 (19%) were climate change and health
centers, 5 (16%) involved inclusion of climate change in
the core curriculum, and 2 (6%) were position statements
(Figure 2). These initiatives are summarized in Table 2. A
total of 27 (87%) of the climate change and health initiatives
were located at sites affiliated with one of six large research
universities (Harvard University, Yale University, Boston
University, Dartmouth, the University of Massachusetts,
and Brown University), each of which hosted at least three
initiatives; the remaining 4 initiatives were located at Simmons University, the University of New Hampshire, Quinnipiac, and the University of Connecticut (Table 3).
Climate change and health initiatives varied substantially
across the programs reviewed. At several sites, the sole
on-campus offering was a chapter of Medical Students for a
Sustainable Future14 or another student organization; these
were typically set up by students with limited institutional
support and were focused on advocacy including requests for
inclusion of climate change topics in the core or elective
curriculum. In some cases, these efforts were successful;
for example, at the UMass Chan Medical School, students
recruited external lecturers to create an elective in Climate Change and Medicine,24 and efforts to include climate
change in the core curriculum are ongoing.25 Academic centers dedicated to climate change and human health tended
to offer a range of activities that included research programs,
CME courses, elective courses, fellowships in Climate and
Human Health for physicians, and a range of climate change
and health policy and advocacy material.3-5,15-17,19
Of the 12 state-level medical and physician assistant associations reviewed, three medical associations (Maine, Massachusetts, and Vermont) had position statements regarding
climate change. Two statements included language on the
implications of climate change for the health of patient
populations, one called for reductions in greenhouse gas
emissions, and one called for investment in climate change
adaptation as a means to protect health. All three position
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issues. Policy statements can provide an authoritative voice
in support of climate and health education, climate smart
healthcare systems, and climate resilient communities.
Affiliation with national organizations such as the Medical
Society Consortium on Climate and Health is another avenue for action – one that the medical societies in Vermont,
Rhode Island, and Massachusetts have already taken.35
While uneven, the overall trajectory of climate change and
health activity in New England is one of rapid expansion
and improving capabilities. In the brief period since completion of data collection for this review, a new regional fellowship program focused on climate and health advocacy
has become available.36 In addition, the climate and health
activity of nursing programs, hospitals, and other organizations that were not reviewed in this study is substantial;
examples include the Nurse’s Climate Challenge,37 hospital
programs,38 state government programs,39,40 the launch of the
Journal of Climate Change and Health41, the inclusion of
the climate crisis as key topic area in the New England Journal of Medicine,42 and special issues of regional publications
focused on climate change.43,44 While many of these initiatives are associated with large research universities that are
already active in this area, they provide a model for future
engagement with this issue throughout New England.
Students, trainees, and healthcare professionals now
have access to an increasing variety of education and policy materials related to climate change and health. As New
Englanders face escalating health risks from hurricanes,
extreme rainfall, heat waves, vector-borne disease, sea level
rise, and other hazards, it is important that these education
and policy resources be extended to benefit health professionals and patients throughout the region.

LIMITATION S
As a review of publicly available material rather than a
survey of educators and administrators, our methodology
assesses information that is accessible to the general public
and intentionally mimics the approach students, prospective students, and healthcare workers may take when seeking information on offerings at their institutions, but also
has several limitations. All information was gathered from
public internet sources, and as such may have missed initiatives that were not described on the internet or were behind
firewalls, password protection, or other barriers. Some relevant programs may not have been prioritized by search
engines using our search criteria; the term “environment”
was not used in structured searches as it led to a large number of results unrelated to climate change. As searches were
restricted to health education institutions, some potentially
relevant initiatives did not meet inclusion criteria. As a
result, initiatives including an elective course on climate
change and health,15 a chapter of Medical Students for a Sustainable Future,14 and a university-level center working on
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environmental issues including health impacts of climate
change45 were not identified by structured searches or
included in our analysis.

C ONC LU SION
Climate change threatens patients, healthcare systems,
and future clinicians. This review reveals uneven access
to education and policy guidance on the subject of climate
change and health; while some academic centers have many
climate-related initiatives, the majority of the institutions
reviewed do not publicly describe any offerings at all, and
only a quarter of the medical and physician assistant associations reviewed are publicly engaged with this issue. Health
professionals, administrators, and students have an opportunity to make education on this topic more accessible and
to advocate for climate change action through state medical
and physician assistant associations.
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Beyond the Hazard Vulnerability Analysis:
Preparing Health Systems for Climate Change
Joshua Baugh, MD, MPP, MHCM; Katie Kemen, MBA; John Messervy, AIA; Paul Biddinger, MD

ABST RA C T
Int rod uction: Climate change is heightening both

long-term adverse risks to human health and the immediate-term risk of injuries and illness following climate-related disaster events that are becoming more frequent and severe. In addition to its direct health effects,
climate change poses new threats to the nation’s health
care infrastructure – with potential to negatively impact
healthcare capacity amidst increasing demand – through
risks of flooding, wind damage, heat stress, power outages, and other physical harm to facilities. The typical Hazard Vulnerability Analyses conducted annually by hospitals use historical data to assess risks; these analyses
are likely now inadequate for future preparation due to
the impact of climate change. This article describes one
approach to how healthcare leaders can better assess both
near-term and long-term risks due to climate change, to
mitigate against unprecedented but foreseeable threats.
M ethod s: In our large health system in the US North-

east, a process was undertaken to gather updated data
and expert projections to forecast threats faced by each
of our facilities in different climate-related disaster scenarios. Hazards examined in our setting included precipitation-based and coastal flooding events, heat waves, and
high wind events, in addition to seismic events. Probabilities of occurrence and extents of different hazards
were projected for the near term (2030) and the long term
(2070). We then performed detailed vulnerability analyses for each facility with the predicted amount of rainfall,
storm surge, heat stress, and windspeed, in collaboration
with leaders at each facility. This was followed by a process to understand what would be needed to mitigate each
vulnerability along with the associated costs. Ultimately,
a cost/benefit analysis was performed – incorporating the
relative likelihood and impact of different scenarios – to
decide which improvement projects to embark on immediately, and what to defer and/or incorporate into future
building plans.
Results: In our system, all facilities were vulnerable to
the effects of increased temperatures, and multiple hospitals were noted to be vulnerable to extreme precipitation,
storm surge, and high winds. Specific damaging scenarios
identified included flooding of basements and building in-
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frastructure spaces, water entry through windows during
high winds, and overheating of power systems during
heat waves. Potential solutions included improved power redundancy for cooling systems, enhancements to roof
and window systems, and the acquisition of deployable
flood barriers. We identified four categories for prioritization of action based on projected impact: 1) priorities in
need of urgent mitigation, 2) priorities in need of investigative study for medium-term mitigation, 3) priorities for
planned capital improvement projects, and 4) priorities to
integrate into new facility construction.
D i scuss i o n : While the specific risks and vulnerabilities

for each facility will differ according to its location and
structural features, the approach we describe is broadly
applicable. By forecasting specific risks, diagnosing vulnerabilities, developing potential solutions, and using a
risk/benefit approach to decision making, hospitals can
work toward protecting facilities and patients in the
face of potential climate related natural disasters in an
economically sound manner.
K EY W O RD S : climate change, climate resilience, disaster

medicine, hazard analysis, emergency preparedness

INTROD U C TION
Due to climate change, the frequency and intensity of dangerous weather patterns and natural disasters are known
to be increasing throughout the world. These trends pose
significant threats to human health both in the immediate and long term. The impact of climate-related changes
on patient health include both direct injury and illness
from discrete events such as hurricanes and fires, as well
as exacerbation of chronic conditions like asthma and heart
disease from increased levels of atmospheric carbon and
higher average temperatures.1 In addition to the increased
demand on healthcare services that these trends will bring,
there is another particularly difficult challenge for hospitals
and other care facilities: at precisely the moment a weather
event makes more patients ill or injured, that event may
also directly interfere with the ability of healthcare facilities
to function effectively.
This is, of course, the focus of most hospital-based
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Our large integrated health system is located in New England
in the United States, and includes facilities in urban, suburban, rural, and island locations. There are 10 individual
hospitals in our system along with many other associated
facilities, including rehabilitation centers, administrative
buildings, and research complexes. Some of the hospitals are
high volume quaternary care academic centers, while others
are relatively small community hospitals with limited numbers of service lines. In total, our process included resilience
analyses for over 30 individual buildings across the system.

duration) 2) flooding (due to storm surge and/or high precipitation), and 3) high winds (likely in the setting of severe
storms). We also decided to include a seismic assessment,
although this is not known to be climate related. Fire and
drought were not included as likely threats in our location,
but these would certainly be necessary to plan for in other
parts of the US.
For heat projections, we used a report commissioned by
the city of Cambridge, Massachusetts with extrapolations
for our various locations. To assess flood risk, we created
probabilistic and consequence-based flood maps for each
location. Probabilistic flood maps showed us flood extents
and depths for 100-year and 500-year storms at our two
future time horizons. Probabilistic maps were useful in
assessing risk tolerance; for example, we might tolerate
flooding that extended into a parking lot but not a building
or we might tolerate a 5% annual chance of flooding in a
garage but not a 1% annual chance of flooding in a clinical
building. Consequence-based flood maps modeled worstcase scenario storms, which provided insight into the maximum level of protection our health system might need, or
if that wasn’t feasible, what kind of emergency preparedness
plans we needed. This modeling was possible through use of
the Boston-Harbor Flood Risk Model, commissioned by the
Massachusetts Department of Transportation.4
Previous studies predict that wind speeds are expected to
increase 5% for each 1 degree increase in sea surface temperature.5 Applying this principle to climatology and storm
surge models, high level estimates of potential wind speed
increases through 2070 were prepared. These projections
were compared with the wind speed design criteria specified
by the Massachusetts Building Code for the location and use
at the time of construction.
To evaluate seismic risk, we used historical building codes
for each of the facilities evaluated, assuming that each building had been constructed with only the seismic resiliency
required by local code for its primary use. The probability
of earthquakes was calculated based on historic data and
an understanding of the geological conditions which help
to predict epicenters, drivers, and propagation of seismic
events.
Ultimately, we produced a series of scenarios categorized
by likelihood and projected consequence, which could subsequently be applied to each facility.

Climate Projections

Vulnerability Analysis

Our first step involved an assessment of climate change
projections for each of our locations over short-term and
longer-term time horizons (for the years 2030 and 2070,
respectively). To do this, we engaged a consultant group with
climate change expertise and leveraged recent city and state
level reports on projected changes in weather patterns over
time. For our locations, we focused on three climate-related
threats: 1) Extreme heat (higher temperatures and prolonged

Next, we sought to examine the potential impact of various
climate scenarios on each of our facilities, to discover vulnerabilities to different types and levels of threat. To do this,
members of our project team met with structural engineers,
facility managers, research, operations, and emergency preparedness leaders, as well as clinical leaders from every site.
At these meetings, these local leaders were given the projections for various levels of heat, flooding, wind speed, and

emergency preparedness initiatives and the rationale behind
standard Hazard Vulnerability Analyses (HVA). The problem
is, in the era of climate change, HVAs based on historical
data often underestimate the true level of risk for healthcare facilities. For example, hospitals in New York had,
in fact, built flood barriers as part of their preparedness
plans for extreme precipitation prior to 2012; yet, the flood
depths produced by Hurricane Sandy were higher than those
planned for and unfortunately overwhelmed these physical
barriers, necessitating the evacuation of multiple facilities
and resulting in extensive damage.2 Similarly, multiple hospitals in Louisiana very recently required evacuation due to
damage from high winds and precipitation during Hurricane
Ida, a particularly challenging task amidst the power grid
failures resulting from the storms.3 These types of events are
harmful to patient care, harrowing for staff, and ultimately
very expensive for the facilities involved.
The unprecedented weather patterns created by climate
change require a new approach to emergency preparedness
for healthcare systems, as risks previously thought impossible are likely to become reality in coming years. Yet, each
healthcare entity cannot reasonably prepare for every possible extreme scenario; the cost would be overwhelming and
would compromise other important hospital missions. An
approach is therefore needed that accounts for the rapid pace
of climate change and prepares facilities appropriately without bankrupting health systems. In this article, we describe
the strategy that our large health system in the US Northeast undertook to increase the climate change resilience of
our facilities.

M ET HOD S

Setting
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seismic disturbance, and asked to assess the potential consequences of each for their respective areas of responsibility. At each site, the following specific structural/systems
features were explicitly discussed:
Main grid power, emergency power, natural gas, medical gasses, fuel oil, HVAC system, potable water, non-potable water,
storm water removal, waste water removal, medical waste,
information technology, communications, among others.

In addition, the following operational functions were also
each discussed:
Patient transfers, staff availability, on-site accommodations
for staff, capacity for patient surges, medical supply chain,
lab and pharmacy operations, and food and nutrition availability, among others.

Multiple conversations occurred with each set of local
leaders to quantify potential disruptions to each of these
functions due to the various projected climate threats. Ultimately, a comprehensive list of vulnerabilities for all sites
was generated, organized by likelihood of an event and the
potential consequences of that event based on our models.
Consequences from a vulnerability were organized into
three categories: Major, Severe, and Catastrophic (See Table 1
for definitions of these criteria by facility type).
Table 1. Facility Damage Assessment Criteria
Major

Severe

Catastrophic

Outpatient
clinical
operations

Interruption of
clinical activities
for 1 week or less
OR inability to
provide essential
services

Interruption of
clinical activities
for 1 month or less

Interruption of
clinical activities
for greater than
1 month OR
complete loss of an
outpatient care site

Inpatient
clinical
operations

Evacuation or
closure of some
major inpatient
care areas (but not
the whole facility)
for < 3 days

Evacuation or
closure of some
major inpatient
care areas (but not
the whole facility)
for < 14 days

Evacuation of
all inpatient care
areas OR closure
of some major
inpatient care areas
for > 14 days

Research
operations

Evacuation or
closure of major
research labs/
areas (but not all
research areas) for
< 3 days

Evacuation or
closure of major
research labs/
areas (but not all
research areas)
for < 14 days OR
loss of unique
animals, cell lines,
specimens, data,
etc

Evacuation of all
research areas OR
complete loss of a
research facility

Damage or
destruction of a
support area that
will cause major
impact to facility
operations

Damage or
destruction of a
support area that
will cause severe
impact to facility
operations

Support
services/
areas

Damage or
destruction
of a support
area that will
cause moderate
impact to facility
operations
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Developing Interventions
Once a comprehensive list of vulnerabilities was created, we
then worked with a team of facility engineers along with
operational and emergency preparedness leaders to develop
plans for what would be needed to reduce or eliminate each
vulnerability. Some solutions involved structural changes,
while others involved primarily operational changes. Common interventions included moving equipment from a
basement to a location higher in the building and installing cooling mechanisms for backup power systems. These
projects ranged widely in complexity and estimated cost.
Through this process, an exhaustive list of over 300 potential projects was generated, with a description of the work
requirements and estimated costs for each.

Assessing Interventions
The list of potential interventions was far too long and expensive for every project to be carried out in the near term, so
a prioritization scheme was needed. Elements of the scoring
system included whether failure to fix an issue would create
a regulatory violation, which type of clinical area would be
affected (e.g. emergency departments and operating rooms
vs. outpatient clinic spaces), and how severe the disruption
would be to local operations. Weighed against the costs of
each project, the team chose to prioritize interventions
into four categories:
1) Immediate priorities for urgent mitigation
2) Projects in need of investigative study
for medium-term mitigation
3) Priorities for planned capital improvement
projects
4) Priorities for integration into new facility
construction
This rational blended approach facilitated a plan that
would increase preparedness in the short term while
also ensuring that climate resiliency would improve
over time – in line with increasing levels of threat over
time – as new construction projects were undertaken
across the system. Where physical plant improvements
were not feasible or would be delayed for later phases
of implementation, emergency preparedness and operational leaders were tasked with developing emergency
plans for the relevant climate-driven events.

RESU LTS
Our systematic approach to risk assessment and intervention development identified over 300 potential
vulnerabilities in our health system, with a range of
consequences from moderate to catastrophic. We identified that climate change adjusted projections for heat,
flooding, and wind would all strain our current facilities
if improvements were not undertaken. See Table 2 for
examples.
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Table 2. Examples of vulnerabilities created by each type of climate-related disaster in our settings, along with potential solutions in the near and
longer terms.
Threats

Examples of Vulnerabilities

Examples of Solutions

Heat Waves

- Lack of cooling for back-up power sources
- Lack of back-up power for cooling mechanisms
- Potential regional brownouts
- Potential need for hospital as shelter for the community

- Adding chillers to emergency power
- Creating street connections for supplemental emergency power
& chillers
- Energy efficiency initiatives to reduce burden on power sources,
in current and future facilities

Flooding

- Critical infrastructure interruptions (transit, energy, telecom)
- Supply chain disruptions
- Personal impact to workforce
- Loss of critical services on lower levels (utilities, pharmacy,
food services)
- Water contamination

- Business continuity planning
- Flood barriers
- Utility hardening
- Storm water management systems
- Advocate and partner for public utility improvements
- Incorporate flood projections into new building designs/relocations

High Winds

- Hazards from slate and ballasted roofs
- Wind-driven rain entering through windows, under
cladding and roofs
- Equipment blowing off roofs

- Roofing repairs and replacements
- Wind resiliency improvements to current facades
- Stronger equipment tie-downs
- New facilities built to codes of areas with higher wind speeds

Nearly all facilities faced vulnerabilities amidst projected extended heat waves, particularly during summer
months when a majority of days could be expected to exceed
90-degree temperatures by 2070. The most common problem encountered was how to keep buildings cool if local
power systems or the grid were to fail, as most buildings
did not have emergency power for cooling. Most buildings
also faced vulnerabilities if wind speeds were to increase
markedly, with particular risks to older slate and ballasted
roofs. In addition, some equipment on building exteriors
was deemed at risk due to inadequate strength of tie-downs,
and many buildings faced risk of wind-driven water entry
through windows and under roofs.
Flooding was also projected to be a major risk for many
sites. Flooding on-site could directly damage critical services
on buildings’ lower levels including utilities, pharmacy, food
services, and water supply. Flooding of surrounding areas
could disrupt critical infrastructure (e.g. local transit, energy
lines, and telecommunications), and interrupt usual supply
chain routes. Such flooding could also impede the ability of
staff to come to work (and return home). Most facilities were
not fully prepared for the flood depths that could occur in
future climate-adjusted models.
Some of the more immediate interventions undertaken
in response to these vulnerabilities included adding chillers
to emergency power, creating connections to the street for
accessing supplemental emergency power, replacing roofs
and windows, increasing wind resiliency of existing structures, strengthening equipment tie-downs, creating higher
flood barriers, improving storm water management systems,
and hardening of utilities against water damage. Longer-term
interventions included considering flood projections into
new building site choices, incorporating wind resilience
into new building plans far beyond local code requirements,
and advocating for improvements to local public utility
infrastructure.
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DI SC U SSION
In this article, we present a systematic approach to
assessing healthcare system vulnerabilities and prioritizing
preparedness interventions in the setting of increasingly
severe weather events resulting from climate change.
Utilizing climate projections that largely already existed
for our local area, we were able to create realistic scenarios
for what each of our facilities could expect in coming years,
and plan for levels of threat that would not be accounted for
by usual Hazard Vulnerability Analyses based on historical
data. Some of the projections were startling and resulted
in construction principles we would otherwise have never
employed; one of our Massachusetts hospitals now has a
building enclosure, roof, and walls designed to the building
code for wind levels in Miami, for example. Without a cleareyed assessment of climate change scenarios, our healthcare systems risk more events like those seen in Hurricanes
Katrina and Sandy. However, by using data often already
available, health systems can plan for these types of severe
events and become better prepared for when they occur
more frequently in coming decades.
A key feature of our strategy was the blending of shortand long-term projections with a mix of time horizons for
improvements. Not all projects could feasibly be completed
immediately, but not all needed to be; some could safely
wait a decade or two based on climate projections. This
allowed many strategies to be built into future construction
plans, which is more cost effective than renovating current
structures. Plans created now can therefore help to ensure
increased climate resiliency for many decades.
One important lesson from our experience was the need
to engage local leaders across disciplines at each facility.
Assembling climate projections and flood maps can be done
in a conference room or behind a desk, but the vulnerability
analysis cannot. Without engaging the people who understand the structure and operational processes of each facility
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in depth, a vulnerability analysis cannot effectively reveal
the most pertinent issues to be addressed. In addition, involving local leaders – including CFOs – helps to ensure buy-in
for projects once improvement possibilities are identified.
While our analysis focused only on facility structures and
day-to-day operations, there are certainly broader impacts
of climate change that hospitals should consider moving
forward. One major challenge will involve accommodating
increasing healthcare demand due to the impact of climate
change on patients. Others have discussed how both discrete weather events and overall climate trends are likely
to increase the burden of both acute injury and vector-borne
illness as well as many chronic diseases.1 Many American
hospitals already lack reserve capacity and struggle with
overcrowding on a daily basis; future health system design
must account for yet further increases in the number of
patients requiring care in coming decades.6
Another important consideration is the impact of climate
change on facilities beyond traditional hospitals. In our setting, we included research facilities as medical research is
core to the mission of our health system; with extra-cold
freezers and other unique needs, protecting research capability can necessitate additional types of strategies. We also
assessed rehabilitation centers, and future work at local and
broader levels should include skilled nursing and long-term
care facilities. If these types of facilities are rendered unsafe
during a disaster, their residents will end up in hospitals,
only further stressing the healthcare system. For example,
Florida hospitals received many patients during Hurricane
Irma in 2017 after cooling systems in nursing homes failed.7
Helping to ensure that lower level of care settings have preparedness plans can help alleviate burdens on hospitals at
times of great stress.

CON C L U S ION
The potential impacts of climate change on our hospitals
and health systems are daunting but must be faced head-on
to ensure that patients can receive life-saving care when they
need it most. While the specific risks and vulnerabilities for
each hospital will differ according to location and structural
features, the rational blended approach we describe here is
broadly applicable. By forecasting specific risks, diagnosing
vulnerabilities, developing potential solutions, and using
a risk/benefit approach to decision making, hospitals can
work toward protecting themselves and their patients in
the face of potential climate-related natural disasters in an
economically sound manner.

R IMJ A rch i v e s

|

N o v e m b e r I S S UE W e bpa g e | R IM S

References
1. Sorensen CJ, Salas RN, Rublee C, Hill K, Bartlett ES, Charlton
P, Dyamond C, Fockele C, Harper R, Barot S, Calvello-Hynes
E. Clinical implications of climate change on US emergency
medicine: Challenges and opportunities. Annals of Emergency
Medicine. 2020 Aug 1;76(2):168-78.
2. Teperman S. Hurricane Sandy and the greater New York health
care system. Journal of Trauma and Acute Care Surgery. 2013
Jun 1;74(6):1401-10.
3. Achenbach J, Johnson A, Dupree J. Hurricane Ida forces three
damaged hospitals to evacuate patients. Washington Post. August 30, 2021.
4. Bosma K, Douglas E, Kirshen P, MacArthur K, Miller S, Watson C. MassDOT-FHWA Pilot Project Report: Climate Change
and Extreme Weather Vulnerability Assessments and Adaptation Options for the Central Artery. 2015. https://www.mass.
gov/files/documents/2018/08/09/MassDOT_FHWA_Climate_
Change_Vulnerability_1.pdf.
5. Young IR, Zieger S, Babanin AV. Global trends in wind speed and
wave height. Science. 2011 Apr 22;332(6028):451-5.
6. Baugh JJ, White BA, Biddinger PD, Raja AS, Wittbold KA, Sonis
JD, Yun BJ. To solve our new emergency care crisis, let’s start
with the old one. The American Journal of Emergency Medicine. 2020 Oct 1;38(10):2000-1.
7. Dosa DM, Skarha J, Peterson LJ, Jester DJ, Sakib N, Ogarek J,
Thomas KS, Andel R, Hyer K. Association between exposure
to Hurricane IRMA and mortality and hospitalization in Florida nursing home residents. JAMA network open. 2020 Oct 1;
3(10):e2019460-.

Authors
Joshua Baugh, MD, MPP, MHCM, Department of Emergency
Medicine, Massachusetts General Hospital; Center for Disaster
Medicine, Massachusetts General Hospital; Harvard Medical
School.
Katie Kemen, MBA, BSC Group, Inc.
John Messervy, AIA, Massachusetts General Brigham.
Paul Biddinger, MD, Department of Emergency Medicine,
Massachusetts General Hospital; Center for Disaster Medicine,
Massachusetts General Hospital; Harvard Medical School,
Mass General Brigham.

Correspondence
Joshua Baugh, MD, MPP, MHCM
jbaugh@partners.org

November 2021 Rhode isl and m edical journal

59

C limate C ha nge – C ommentary

Providence’s Vulnerability to Floods:
Impacts of Sea Level Rise, Stronger Storms, and Heavier Rainfall
Andrew E. Binder, BA; Selim Suner, MD, MS; H. Curtis Spalding, MPA; Erich Osterberg, PhD
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INT ROD U C TION
The City of Providence, RI, and its healthcare infrastructure face growing risks from climate change. Environmental stressors including higher temperatures and atmospheric
changes increase pressure on the existing social-environmental system. In a 2019 report, the Providence Emergency
Management Agency (PEMA) and Local Hazard Mitigation
Committee (LHMC) identified flood-related hazards as a
major risk to Providence’s built and natural environments
and community health.1 Hazard Vulnerability Analyses,
(HVAs), conducted annually as part of each acute care hospitals’ emergency preparedness, also consider the impact
of flooding, hurricanes, and winter storms in their danger
assessments.
Providence is located on the lowland shore of the northern
fringe of Narragansett Bay, a coastal estuary environment
with a 4-foot tidal range.2 The city area also includes four
river systems that are tidally affected. Providence’s northern region is drained by the Moshassuck River, and the
western-central region is drained by the Woonasquatucket
River. Their confluence at downtown’s Waterplace Park
forms the tidal Providence River, which flows southward
to join the Seekonk River at the head of Narragansett Bay.
The city’s coastal floodplain from the port area along Allens
Avenue and river floodplains through the downtown Fox
Point Hurricane Barrier (FPHB) and up the Moshassuck
and Woonasquatucket River corridors, face risk of hazards
related to inland, riverine, tidal, and storm-surge flooding.2
Since the establishment of the Providence Colony in 1636,
centuries of industrial and residential development have
modified the coastal landscape. Dense urbanization, river
engineering, and waterfront barriers replaced the region’s
salt marshes, swamps, and river floodplains with impervious surface cover (>37% of the city), which has decreased
the city’s ability to infiltrate excess water into soil.2,3 This
development pattern has compounded the magnitude and
frequency of flooding events, especially urban flooding
caused by stormwater runoff.2
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The causes of flooding are multifactorial. Global surface
temperatures have risen over the past 150 years, with a rapid
change since 1970, due to increasing atmospheric concentrations of carbon dioxide (CO2), methane (CH4), nitrous oxide
(N20), and fluorinated gases.4 Warming is certain to continue
until at least mid-century under even the most aggressive
emissions reduction scenarios, with significantly different
temperature ranges beyond 2050, depending on the emissions path.4 Together with changing physical conditions,
three major climatic impact drivers (CIDs) – rising sea levels, intensifying storms, and increasing precipitation rates –
increase the likelihood of hazardous flooding in Providence.2

RISING SEA LEV ELS
Thermal expansion of oceans, mass loss from glaciers and
ice sheets, and transfer of water from terrestrial aquifers to
the ocean have led to a global mean sea level (GMSL) rise of
7.9 inches between 1901–2018.4 Rhode Island’s tide gauges
have risen even higher.5,6,7 Observations from the National
Oceanic and Atmospheric Administration’s (NOAA) Providence Tidal Station show that Relative Sea Level (RSL)
rose 9 inches from 1938-2020, a higher rate than the global
average due, in part, to local land subsidence and ocean
circulation.5,6 The rate will likely accelerate non-linearly
through the 21st century. Under a high emissions scenario,
Narragansett Bay’s RSL is projected to rise an additional 3.7
inches by 2030, 8.3 inches by 2040, 13.8 inches by 2050, 2.5
feet by 2070, and 4 feet by 2100, according to the United
States Army Corps of Engineers (USACE) and NOAA.6 The
rising high tide level will cause the city’s coastal floodplain
to encroach inland toward downtown, expanding the area
prone to flood events.

STORM INTENSITY
The Northeast is experiencing intensification of tropical
cyclones and extratropical storms due to warmer sea surface
temperatures and the poleward shift of North Atlantic storm
tracks.2,4,8 These storms temporarily raise sea level – called
‘storm surge’ – due to several factors, including changes in
atmospheric pressure, high winds and wave activity that
push water up against a coastline. According to storm modelers at the University of Rhode Island, Narragansett Bay’s
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funnel-like shape further amplifies the height of a storm
surge as it moves up the bay.2 Examples of storm surges in
Narragansett Bay include the Great New England Hurricane
of 1938 (Category 3), Hurricane Carol (1954, Category 3),
Hurricane Diane (1955, Category 1), Hurricane Bob (1991,
Category 2), Superstorm Sandy (2012), and Tropical Storm
Henri (2021). More intense coastal storms coupled with a
significant rise in the RSL will generate greater storm surges
surpassing historical benchmarks and extending further
inland. Importantly, a future storm-driven 1-in-20 year flood
on top of a two-foot SLR will have the same water level and
depth as today’s 100-year flood.7

PREC I P ITATION R AT E S
The warming atmosphere
causes higher evaporation rates,
which increase humidity, rainfall totals, and frequency of
rainfall events. Many regions
of the contiguous United States
have experienced this trend
since the 1950s, but it is most
pronounced in the Northeast.5,8
From 1895 to 2011, average
annual precipitation in the
Northeast increased 10%, and
since 1958 extremely heavy
precipitation increased 70%.9
In Rhode Island, the number of
heavy downpours (downpour
= top 1% heaviest rain events)
has increased 104% since 1950,
a higher increase than in any
other state.10 This year’s July
was Rhode Island’s third wettest July on record with 7.12
inches of rainfall, nearly double
the historical average.11 Only
July of 1916 and 2009 were wetter, with 9.09 and 10.32 inches
of rainfall respectively.11 By the
end of the century, the number
of 24-hour events per year that
produce at least 1 inch of precipitation is projected to increase
in all emissions scenarios.4,10
This rainfall trend presents
risk of inland and urban flooding which may be compounded
by simultaneous coastal flood
events and overwhelmed drainage system infrastructure.
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IMPAC T ON P ROV ID ENC E
Taken together, the climatic impact drivers make sections
of Providence vulnerable as seen in the flood map (see Figure 1).1 Even one additional foot of sea level rise, predicted
by mid-century, would multiply the impact of flooding, and
thereby affect numerous facilities in an expanded flood zone.
Critically affected infrastructural assets include commercial
and industrial port facilities, drinking water supply systems,
wastewater treatment plants and stormwater systems, along
with roadways, the FPHB, and some residential neighborhoods. Healthcare facilities located south of the FPHB, near
the port area, are particularly vulnerable to inundation or
access disruption. These include Hasbro Children’s Hospital, Rhode Island Hospital, and Women & Infants Hospital,

Figure 1. FEMA Flood Zones in Providence, RI.
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as well as several smaller facilities.1 PEMA’s 2019 assessment of flood-related hazards show that these three hospitals/healthcare facilities would be significantly impacted
by the storm surge of a Category 1 hurricane, while numerous additional facilities would be devastated by a Category
3 hurricane storm surge.1,2 As seen in Hurricanes Katrina
and Harvey, flooding and associated storm winds and rain
can also cause havoc from above by damaging protective
structures such as roofing, and damage hospitals outside the
flood zone. Destruction of critical hospital infrastructure,
including generators, HVAC systems, water supply, and the
medical supply chain can lead to additional downstream
emergencies.12,13

CON C L U S ION
The risk of flooding in Providence will become more severe
in the coming decades. HVAs are constructed using historical data, but as Baugh et al. emphasize, we live in an era of
climate change, making past data unreliable in estimating
an accurate level of risk for Providence’s critical healthcare
facilities.14 Coalitions including the Providence Resilience
Partnership (PRP) have emphasized the need for a predictive
flood model incorporating climate change, land-cover types,
hurricane barrier dynamics, and diverse stakeholder needs,
but a common resilience strategy does not yet exist.2 It is
important that the city of Providence, the Rhode Island Sea
Grant, the RI Department of Health, RI Emergency Management Agency (RIEMA) and the city’s hospitals develop
a plan based on future projections, as the natural hazard
of flooding poses a significant risk of harm to the city, its
hospitals, and the frontline communities they serve.
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A Case of Heat Stroke in the Era of Climate Change
Fred Varone, MD; William Binder, MD

From the Case Records of the Alpert Medical School
Residency in Emergency Medicine
Dr . Fred Varone : Today’s patient is an elderly male of
unknown age (later found out to be 68 years old) who was
brought into the Emergency Department (ED) by Emergency
Medical Services (EMS) after being found unresponsive in a
park. The patient was fully dressed and wearing a coat, lying
face down, despite outside temperatures hovering at 99°F
and > 90% humidity.
Initial vital signs were notable for a systolic blood pressure
of 70 mm Hg, pulse 130s, and a rectal temperature of 43.3°C
(110°F). The patient was noted to be unresponsive to painful
stimuli and his skin was dry and warm to touch. Pupils were
3 millimeters bilaterally and sluggishly reactive. His cardiac
exam revealed tachycardia with a regular rhythm. Breath
sounds were clear although he was noted to have sonorous
respirations.
The patient was given a bolus of crystalloid IV fluids and
push dose phenylephrine for hypotension. He was intubated
for airway protection via rapid sequence intubation using
ketamine and rocuronium.

common. Troponin is frequently elevated as well, reflecting
a type 2 myocardial infarction.1,2,3,4,5
There are no specific findings on radiographic imaging
suggestive of heat stroke. When acute lung injury and ARDS
are suspected, chest X-ray will show the typical bilateral
infiltrates. In our patient, a chest X-ray after intubation
showed the endotracheal tube in good position and no acute
cardiopulmonary abnormalities. CT imaging of the brain
and cervical spine without IV contrast was unremarkable for
acute changes. CT imaging of the abdomen and pelvis with
intravenous contrast revealed diffuse thickening of bowel
loops with enhancing walls concerning for bowel ischemia,
as well as bibasilar airspace disease.
Dr . J o seph L a ur o : With a temperature of 110°F, this

patient has heat stroke. Is it unusual for a temperature to
rise so high without exertion? Can you review the different
types of heat stroke?

Dr . Va r o ne : Heat-related illness exists on a spectrum
of disease severity, with heat stroke being the most severe
manifestation. Other classifications for heat-related illnesses include heat stress, heat injury, heat exhaustion,
heat syncope, and heat cramps. The loss of fluid and salt
Dr . Amy Matso n : What laboratory and imaging studies
in sweat can lead to muscle cramping and intravascular
were obtained?
volume depletion leading to syncope. Heat exhaustion can
be considered the precursor to heat stroke, with symptoms
Dr . Varone : Notable labs are seen in Table 1. The patient’s
such as headache, dizziness, nausea, weakness, and a temlaboratory abnormalities are not unusual in heat stroke.
perature that is typically between 36 and 40°C. While these
Rhabdomyolysis and injury to the kidneys and liver are often
are all readily reversible clinical conditions with cooling and
noted by elevations in the creatinine phosphokinase (CPK),
hydration, they can progress into organ failure if untreated,
creatinine and liver function tests. Thrombocytopenia is also
leading to the syndrome of heat stroke.
Our patient has heat stroke, classically defined
Table 1. Heat Stroke Criteria
as high environmental heat exposure combined
Lab
Initial
Day 1 of
Day 3 of
with CNS dysfunction and elevated core body
presentation
hospitalization
hospitalization
temperature > 40°C (104°F).6 Additional defini10.9/33
11.8/34
Hemoglobin/Hematocrit
tions have been proposed which do not include
21 x 109/L
74 x 109/L
64 x 109/L
Platelets
temperature criteria (See Table 2).7
Heat stroke can be divided into classic heat
1.80 mg/dl
2.51 mg/dl
5.43 mg/dl
Creatinine
stroke
(CHS) and exertional heat stroke (EHS).
0.166 ng/ml
68.194 ng/ml
65.271 ng/ml
Troponin I
CHS occurs more often in vulnerable popula125/36 IU/L
4,060/354 IU/L
949/302 IU/L
AST/ALT
tions, such as the elderly, as their ability to com243 IU/L
6,638 IU/L
4,555 IU/L
CPK
pensate is often impaired by comorbidities and
9.3 mEQ/L
4.6 mEQ/L
Lactate
medications. EHS, on the other hand, occurs in
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Table 2. Comparison of different criteria for diagnosis of heat stroke
All definitions

• High Environmental Heat Exposure

Bouchama

• Core temperature > 40°C
• CNS effects (coma, delirium, seizures)

JAAM

• CNS symptoms (Japan Coma Scale score of ≥ 2,
cerebellar symptoms, convulsions seizures)
• Hepatic or renal dysfunction
• DIC by JAAM criteria

JAAM-HS-WG

• GCS ≤ 14
• JAAM DIC score ≥ 4
• Creatinine or bilirubin sym 1.2 mg/dl

Glasgow Coma Scale, Japanese Association of Acute Medicine (JAAM), Japanese
Association of Acute Medicine heat stroke committee working group (JAAM-HS-WG)

young, healthy individuals during strenuous physical activities (athletes, military personnel).7,8 Temperatures can rise
substantially in both forms of heat stroke.
In patients with heat-related illness, heat loss is mediated
by several different mechanisms. These include radiation,
conduction, convection, and evaporation. In cool temperatures, the majority of body heat (55%–65%) is lost by radiation, or the emission of energy from the skin. Convection
occurs through the transfer of heat from the body to a gas
(air), while conduction occurs by the transfer of heat between
two surfaces with different temperatures. In warm temperatures, evaporation is the primary means to dissipate heat,
but it has limited efficacy when humidity rises above 60%.1
Unfortunately, our patient was unable to dissipate heat due
to his clothing and the high heat index (a combination of air
temperature and relative humidity).
Elizabe th Su tto n : This patient’s temperature
reached 110°F. Is that usually survivable? What happens to
the patient’s organs?

Dr .

Dr . Varone : While organ systems may start to exhibit
dysfunction at 40°C (104°F), higher temperatures are survivable, and patients may have temperatures up to 43.3°C
(109.9°F) and survive with good neurologic outcome.9 Some
studies suggest that time to cooling may be more important
than maximum temperature.3,10,11
The cause of an elevated temperature is important. Fever
is created when pyrogens (such as bacterial endotoxins or
cytokines produced from cell damage) act on the hypothalamus to increase the natural temperature set point through
increased prostaglandin production.7
In heat stroke, however, temperatures rise without an
adjustment in the hypothalamic set point. In heat injury,
cell membrane physiology is disrupted, leading to endothelial and organ cell death.2,12,13, Proteins start to denature
around 40°C, leading to enzyme disruption, mitochondrial
failure, and loss of oxidative phosphorylation. In response to
injury, cells produce heat-shock proteins, which are protective against heat, hypoxia, and ischemia, but these quickly
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can become overwhelmed in severe heat stroke.1 The end
result is cell death across multiple systems.14
The impact of hyperthermia on organ systems is significant. In the CNS, thermal injury can lead to cellular denaturing, neuronal death, and excitotoxicity. Cytokine release
and resultant vascular damage, as well as local ischemia
and systemic changes in blood flow can result in cognitive
impairment, seizures, and cerebral injury.15
Gastrointestinal tract physiology is altered by hyperthermia and contributes to mortality. To dissipate heat, blood
flow shunts from the GI tract to the skin, resulting in bowel
ischemia, mucosal barrier disruption, and bacterial translocation. Bacteremia, circulating endotoxin and sepsis can
ensue.1,3,13 Additional inflammatory mediators, including
IL-1 and IL-6, are released from injured cells, causing a systemic inflammatory syndrome response (SIRS).1,7 Vascular
endothelial cells also sustain damage, which can lead to a
consumptive coagulopathy and systemic microthrombi.2,13
Other organ systems are impacted. Myocardial infarction has been reported in up to 7% of admitted heat stroke
patients.4 Multi-organ dysfunction and systemic manifestations including disseminated intravascular coagulation,
rhabdomyolysis, hepatic necrosis, and acute kidney injury
have all been reported.5,16
Dr . O t i s Wa rren: Are heat-related illness occurring

with greater frequency?
Dr . Wi lli a m B i n d er : There has been an increase in the

frequency of extreme heat events (EHEs) over the last several decades. Data analyzed between 1961 and 2019 for 50
metropolitan areas in the US shows an increase in heat wave
frequency, duration, intensity, and an increase in the length
of the heat wave season (see Figure 1).17
Heat related mortality has risen concordantly. While it is
reported that approximately 700 individuals die annually
in the US due to heat, it is felt that this number is grossly
underestimated as comorbid diseases are often reported as
a primary cause of death, thereby concealing environmental heat’s role.1,18 The recent Lancet countdown on health
and climate change suggests that in 2018, 19,000 deaths in
the US were related to high environmental temperatures.19
Underscoring this, our patient’s problem list and discharge
summary in the electronic health record acknowledges
NSTEMI, encephalopathy, and acute kidney injury, but
makes no mention of heat stroke.
While data on heat-related mortality in Rhode Island is
not available, average temperatures have risen over the past
several decades. Between 1981–2010 there were an average
of 9 days ≥ 90°F in the Providence Metro area; this number
increased between 2010 to 2014, and in 2021 there were 19
days ≥ 90°F. Rising summer daily temperatures have been
linked to increased EMS utilization and ED visits.20,21
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Rapid cooling is the mainstay
of treatment for heat stroke and
improved outcomes are related
to early recognition and treatment.6,8,10,11,12 Patients should be
cooled at a rate of 0.1–0.2°C per
minute until evidence of clinical
improvement, with careful attention paid to preventing overcooling.6,26 While there is no specific
temperature goal and the patient’s
clinical picture should guide
cooling, some studies have used
specific temperature cutoffs to
prevent overcooling (38–39°C).6,10
Techniques used for cooling in
the ED include cold packs and
ice (conduction), and evaporative
cooling using cold water and fans.
Cold-water immersion, frequently
used in the pre-hospital setting for
patients with EHS, is often impractical in the ED and potentially harmful in older patients with
CHS requiring monitoring. Invasive methods for cooling
include bladder, gastric and peritoneal lavage, and cardiopulmonary bypass methods such as ECMO-based cooling.26
Our patient received intravenous fluids, cold packs and
ice, and evaporative cooling with fans. His temperature
decreased to 39°C within 45 minutes of arrival to the ED.
Of note, antipyretics have no utility in hyperthermia due
to environmental exposure, and some studies suggest they
may be harmful in heat-related injury.26

Figure 1. Heat-wave frequency, duration, intensity, and length of season between 1961–2019
for 50 metropolitan areas in the US.

Dr . Varone : Anthropogenic climate change from increas-

ing urbanization has resulted in heat islands, areas where
the average temperature is higher than surrounding areas.
Developed cities tend to have higher day and nighttime temperatures due to increased heat production, replacement of
vegetation by concrete and other manmade materials, and
disruption of natural airflow by large buildings, streets,
and city geometry.22 Higher evening temperatures prevent
humans from recovering from daytime heat exposure and
injury. Analysis of the 2003 Paris heat wave shows a clear
association between increased nighttime surface temperature in heat islands and risk of death, particularly in elderly
people.22
While cities only make up around 2% of the Earth’s surface, they are responsible for 75% of the world’s emissions.23
In 2007 there were 19 cities with 10 million or more inhabitants; by 2018 there were 33 “mega-cities.” Increasing urbanization will lead to more heat islands and more heat-related
illness, particularly in developing countries where populations and urbanization are still accelerating.23,24
Dr . Catherine Cumm ings : What was your management of this patient with hyperthermia?
Dr . Varone : Rectal temperatures should be checked
in patients with suspected heat stroke. External measurements have been shown to correlate poorly with rectal temperature and underestimate the degree of hyperthermia.8,11
In one study of collapsed marathon runners, only two of
17 collapsed runners with true hyperthermia (rectal temperature ≥ 39.4°C) were identified correctly by temporal
measurement.25

R IMJ A rch i v e s

|

N o v e m b e r I S S UE W e bpa g e | R IM S

Dr . N i ck M us i sc a : What happened to this patient?
Dr . Va r o ne : After intubation, orogastric and rectal tubes

were placed. His ED course was complicated by runs of
atrial fibrillation with rapid ventricular response, and cardioversion was attempted but was unsuccessful. His rate
decreased with fluid administration and temperature control. He received benzodiazepines, to prevent shivering and
agitation, piperacillin-tazobactam for ischemic bowel, and
anti-epileptic medications (AEDs).
The patient was admitted to the medical intensive care
unit and multiple medical services were consulted. Continuous electroencephalography was performed for 24 hours,
and the patient did not demonstrate seizure activity. On
hospital day 4 he was extubated, although he was confused
and encephalopathic. On hospital day 10 he was able to provide health care workers his name, and social work was able
to locate his daughter. She reported a history of chronic alcohol abuse and dementia - known risk factors for heat stroke.
The patient improved to his baseline and was discharged to
a skilled nursing facility on hospital day 19.
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Image 1. Swedish icebreaker Oden.

Frozen Obsession documentary follows URI team studying climate change in the Arctic
Mary Korr
RIMJ Managing Editor

Frozen Obsession captures a once-pristine Polar ecosystem eroding at an
alarming and accelerating rate. The PBS
documentary by Emmy Award-winning
filmmaker David Clark chronicles
the Northwest Passage Project (NPP) expedition studying the effects of climate
change in the Canadian Arctic. A team
at the University of Rhode Island (URI)
Graduate School of Oceanography (GSO)
and its Inner Space Center, an international research and education hub, developed
the project.
Aboard the Swedish icebreaker Oden,
(Image 1), the expedition departed from
the U.S. Thule Air Base in Greenland in
July 2019, on a 2,000-mile voyage through
the Northwest Passage (Figure 1). During
a pre-release viewing of the film, followed
by a ZOOM panel discussion, planners
and participants shared their experiences
during the 18-day mission.
URI Associate Professor of Oceanography Brice Loose, PhD , the project’s
chief scientist, described the Arctic as “a
melting pot. The old Arctic is disappearing. I feel like we are watching a tragedy
unfolding.” He noted the dramatic shifts
in the climate record. “Humans were not
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on the planet the last time there was a
major change in the climactic pattern
like the one we are experiencing today.
Previously it has been over the course of
several thousand to a hundred thousand
years. What we are seeing today is a profound change because of the speed with
which it is unfolding. It is not even a matter of decades now, but years.”
Loose described the NPP research as
“basic science, data collection. It was an

opportunity to peer into a complex system and start to understand it for the
first time.” Clark’s documentary offers
fascinating glimpses into this; one scene
depicts Loose and a small group helicoptered to sea ice floes, where they drilled
into six-foot thick ice to collect core samples (Image 2). What they found was disturbing – plastics of different types, sizes
and colors. “There was so much plastic
that you could look at it with your naked

Figure 1. Map of the Northwest Passage Project Expedition.
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Q&A with oceanographer Brice Loose, PhD,
NPP project lead scientist
Mary Korr
RIMJ Managing Editor
Q. What kind of routine medical screenings were done for the pre-COVID Northwest
Passage Project (NPP) and what is taking place now on research expeditions?
A. Participants have to go through a fairly rigorous medical screening with certification from
their physician and dentist that the likelihood of needing emergent care is low within the next
3-6 months. People are sometimes disqualified for heart and eye conditions, for example.
Q. Was the medical team on the ship from New England?
A. Typically, the medical personnel are employed by the ship operator. In this case, the Swedish
Polar Research Secretariat had a staff physician aboard.
Q. It did not sound like there were any medical emergencies, but if there were, would a
patient be helicoptered out?
A. Yes, the helicopters are critical in this respect. They can rapidly transfer someone to a town
with a hospital or with airline service to larger towns. In the Northwest Passage, we were often
less than one day away from a community that was accessible by helicopter. These townships
are serviced by two Canadian airlines, so the field setting was not as remote as it can be.
Q. Are there research findings from the Project you would like to highlight?
A. For NPP, the other results are preliminary and still in progress, but we see the influence
of terrestrial glaciers affecting the distribution of plankton and microbes, and potentially even
the production and degradation of greenhouse gases. Despite the extended daylight, we found
very little exchange of nutrients between land and sea. That, combined with the enhanced
freshwater on top of seawater, meant that very little plant
nutrient was available in the
surface ocean to fuel plankton
growth by primary production.
In these respects, extended
summer melt is really transforming the region.
I’d also like to make you
aware of the MOSAiC project:
https://mosaic-expedition.
org. In total there were four
URI members who participated
in MOSAiC during the course
of the year-long drift. We had
some serious logistical hurdles
to transfer personnel during
the spring crew changes, but a
protocol was developed so that
COVID never made it out to
the vessel.
Q. Is there follow-up research to the NPP taking place in the Canadian Arctic?
A. We are in collaboration with Canadian Dept. of Fisheries and Wildlife that have long-term
monitoring in this area. Their work is ongoing. One of our graduate students has been journeying to the Canadian Arctic and the NWP almost every summer for several years. v
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eye and see all of the beads, fibers and
filaments just sitting there in the bottom
of the containers,” Loose said.
Previous European research has shown
the trajectory of plastics, determining
it lofts through air masses, descends on
Arctic islands, and flows with ocean currents. Some of the sea ice collected during
the 2019 expedition is believed to have
started in the Central Arctic, moved east
through the Nares Strait by Greenland,
and then into the Northwest Passage’s
Lancaster Sound.
Analyses into the data collected during
the NPP project is ongoing; for example,
identifying the state of weathering on the
ice samples and trying to determine the
degradation of the plastics, and potentially tracing its source to the manufacturer.
“It is important for people everywhere
on Earth to see and understand how this
region affects all of us,” said NPP principal investigator and project director Gail
Scowcroft . “The region’s meltwater,
water circulation, and exchange of greenhouse gases between the ocean and the

Image 2. Dr. Brice Loose, at right, chief expedition scientist with the Northwest Passage Project and research team collecting samples from
ice cores in the Arctic.
[C o u rt e s y N o rth w e st Passa g e P r oj e ct/
C a m e ra : D u n ca n C l ar k ]
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Image 3, 4. Polar bear and iceberg in the Canadian Arctic waters.
[C o u rt e s y o f T h e N o rth w e st Passa g e P r oj e ct. ]

atmosphere are causing wide-scale environmental and climatic changes, which
increasingly affects people and wildlife
diversity around the world.” (Images 3, 4)
However, she pointed to encouraging
signs, with the United States rejoining
the Paris climate agreement this year,
and also stressed the urgency for individuals to act. “We can, as citizens, reduce
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our own carbon footprint and encourage
our governments to move towards a zeroemissions economy.”
On the voyage, GSO microbiology
graduate student Jacob Strock supervised the observation and collection
of plankton samples, “to understand
what is in the water and how susceptible these ‘small but mighty’ microscopic
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organisms might be to climate change.
Many small organisms can have a large
effect. What impact will it have on the
Arctic as a whole?” he pondered during
the panel discussion.
Filmmaker Clark said he hoped the
film’s takeaway for viewers would be
to “believe the science, and see that climate change is real. We look to the next
generation of young scientists and decision-makers; they are the ones who are
going to save us.”
Frozen Obsession also explores the
maritime history of the Northwest Passage, and the history and effects of climate change on indigenous populations.
The latter perspective was compelling, given by student participant Mia
Otokiak , Inuit scientist and community liaison.
The NPP was supported with major
funding from the U.S. National Science
Foundation and additional support from
the Heising-Simons Foundation.
For further information on the project
and how to view the documentary, visit
https://northwestpassageproject.org.
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Complete Resolution of Traumatic Indirect Carotid-Cavernous Fistula
Two Years After Inciting Event
James O. Robbins, BA, MD-ScM’22; Nisarg Chhaya, MD; Jamie L. Schaefer, MD

ABST RA C T

Indirect carotid cavernous fistulas (CCFs) are most often
spontaneous, but can rarely be caused by trauma. With
traumatic etiology, the timeline for the development of
symptoms varies significantly and can be difficult to predict. In this report, we discuss the case of a patient found
to have an indirect CCF who presented for acutely worsening ocular symptoms and a history of pulsatile tinnitus that began two years prior after a suspected inciting
head injury. To our knowledge, no cases have described a
traumatic indirect CCF with a similarly extensive indolent course who demonstrated full symptomatic recovery
following treatment.

Figure 1. Patient photograph at initial presentation to the clinic (A),
at one-week post-operative follow-up (B), and at one-month postoperative follow-up (C).

K E YWORDS: carotid-cavernous fistula, indirect, trauma,

endovascular

CASE P RES EN TATIO N
An 82-year-old female with hypothyroidism and no significant ocular history presented to the clinic with three months
of left eye pain, redness, decreased vision, and photophobia
(Figure 1A). She also endorsed persistent left-side facial pain
and an intermittent “whooshing” noise in the ipsilateral
ear, which began after a fall with loss-of-consciousness two
years prior.
Exam on presentation was significant for best-corrected
visual acuity (BCVA) of 20/30 OD and 20/800 OS, intraocular pressure (IOP) of 16 mmHg OD and 19 mmHg OS, 2+
afferent pupillary defect (APD) OS, and diffuse visual field
deficits on the left with partial sparing of the superior nasal
field. External exam showed proptosis OS with exophthalmometry (15mm OD and 20mm OS). Slit lamp examination
was significant for prominent episcleral corkscrew vessels
OS and no clear posterior findings.
Computed tomography angiogram (CTA) of the head and
neck demonstrated asymmetric enlargement of the left
superior ophthalmic vein, and asymmetric enhancement
of the left cavernous sinus overall suggestive of an indirect
(Barrow’s type B, C, or D) carotid cavernous fistula (CCF)
(Figure 2A, 2B).
The patient was hesitant to undergo an endovascular
procedure at her initial visit, but at subsequent evaluation
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Figure 2. Computed Tomography Angiography (CTA) with coronal (A)
and axial (B) views of the dilated left superior ophthalmic vein. Interventional angiograms with arrows demonstrating the patent fistula (C) and
the resolved fistula following coil embolization (D).
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decided to proceed with treatment secondary to persistent
ocular and facial pain. She was admitted to the hospital and,
after an initial failed endovascular approach via peripheral
venous access that identified thrombosis of the distal ophthalmic veins, underwent successful coil embolization of
the fistulous pouch by direct transorbital puncture of the
cavernous sinus via the superior ophthalmic vein (Figure
2C, 2D). She was discharged on the first postoperative day
and asked to return to the clinic for follow-up in one week.
Exam at one-week follow-up demonstrated BCVA of 20/40
OS, exophthalmometry of 16.5mm OS, and only trace APD
OS. Slit lamp examination revealed improved episcleral
corkscrew vessels and a new subconjunctival hemorrhage
temporally OS (Figure 1B). The patient reported mild frontal headache, but otherwise felt well with no ocular pain.
Patient reported near-complete resolution of presenting
symptoms after one month (Figure 1C).
At five-month follow-up, BCVA was 20/25 OS, exophthalmometry was 15.5mm OS, and no APD was present. Slit
lamp exam revealed resolution of episcleral corkscrew vessels and subconjunctival hemorrhage. The patient endorsed
some residual left-side facial pain, but otherwise complete
resolution of ocular symptoms and the pulsatile tinnitus
that has persisted for two years prior.

DISC U S S ION
Indirect CCFs, also called “low-flow” fistulas, are abnormal communications between the cavernous sinus (CS) and
dural branches of the internal carotid artery (Barrow type B),
the external carotid artery (Barrow type C), or both (Barrow
type D). In contrast, direct CCFs (Barrow type A) connect
the internal carotid artery and CS without intermediary
tracts, and thus function under higher arterial pressures. As
such, the presentation of indirect fistulas is more indolent as
accommodations in venous drainage from the CS may delay
the onset of visual loss, proptosis, and redness.
The etiology of indirect CCFs is often unclear. Unlike
with direct fistulas, obvious precipitating trauma is relatively rare. It has been postulated that some indirect CCFs
may occur secondary to a subclinical CS thrombosis that
causes local revascularization1. Other risk factors include
pregnancy, local surgical instrumentation, and sinusitis.2
As the anatomy of indirect CCFs is highly variable, so
too is the natural history. Spontaneous closure is relatively
common, with estimates varying between 40–90% depending on duration of observation and means of non-invasive
treatment.3,4 Therefore, conservative management may be a
consideration depending on patient preference and severity
of presenting symptoms. Factors that have demonstrated
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increased risk for poor prognosis include progressive vision
loss, proptosis, and signs of elevated intracranial pressure.2
Our patient reported a two-year history of ipsilateral facial
pain and pulsatile tinnitus, which began after a fall with
loss-of-consciousness, progressing to include ipsilateral ocular pain and decreased vision starting three months prior to
presentation. Her history, combined with the cessation of
tinnitus following treatment, strongly suggests that the fall
two years prior was responsible for the indirect CCF. While
a traumatic indirect CCF is a highly uncommon presentation, perhaps more remarkable is this patient’s timeline of
symptoms.
To our knowledge, no cases of traumatic CCFs have been
described with such a lengthy indolent course, particularly
given the patient’s full recovery following treatment. It is
unclear why the current patient was symptomatic, but stable, for two years with a precipitous worsening of symptoms. Possible causes for the worsening of her symptoms
may include an acute anatomical change to the fistulous
connection resulting in increased inflow to the CS, similar
to the acute process responsible for traumatic, direct (Barrow type A) CCFs. Also possible is an acute congestion of
the venous outflow tract, such as with a venous thrombosis,
leading to decreased drainage of the sinus.
The current case demonstrates that an unusually long
symptomatic time to presentation should not steer the clinician away from adding indirect CCF to the differential
diagnosis for symptoms including, but not limited to, red
eye, chemosis, or ocular pain that is refractory to conservative management. The misdiagnosis of indirect CCF as more
common benign conditions can cause delays in treatment
and possible permanent ocular damage5. If signs of smoldering indirect CCF are correctly identified early by caregivers,
episodes of severe exacerbation with threatened vision loss
and potential permanent ocular damage may be avoided.
The current case also demonstrates that even after a twoyear symptomatic period with an acute clinical decompensation, endovascular therapy can be highly efficacious. The
outcomes of various endovascular interventions for patients
with traumatic indirect CCFs has been described, but more
research is needed to delineate the relationship between
symptomatic time-to-presentation and degree of recovery
post-intervention.6,7,8 We demonstrate here full symptomatic
resolution of an indirect, traumatic CCF following a time
course not previously documented. In future encounters, it
may be warranted to pursue consultation for endovascular
therapy as soon as an indirect CCF is suspected, irrespective
of etiology, degree of vision loss, or extent of symptomatic
time course.
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An Unusual Presentation of Kikuchi-Fujimoto Disease with Recurrent
Fever and Syncope
Quynh-Lan Dao, MD; Bridget Hottenstein, MD; Vijairam Selvaraj, MD, MPH

ABST RA C T

Kikuchi-Fujimoto (KF) disease, also known as necrotizing
histiocytic lymphadenopathy, is a rare, benign disorder of
the lymph nodes of young adults, predominantly young
females. The exact cause of KF disease is unknown.
Here, we report a young female with recurrent fever and
syncopal episodes diagnosed with KF disease on lymph
node biopsy.
K E YWORDS: Kikuchi-Fujimoto disease, Kikuchi’s disease,

syncope, fever of unknown origin

INT ROD U C TION
Kikuchi-Fujimoto (KF) disease, also known as Kikuchi’s
disease, or necrotizing histiocytic lymphadenopathy, is a
rare cause of fever of unknown origin (FUO). Most common
causes of FUO are infections, malignancy, or autoimmune
disease. We present a unique case of KF disease in a young
female with Hodgkin’s lymphoma who presented with
recurrent fevers and syncope.

CASE P RES EN TATIO N
A 34-year-old female with a history of Hodgkin’s lymphoma
status post-six cycles of Brentuximab Vedotin- doxorubicin/
vinblastine/dacarbazine (July 2018–Dec 2018) in complete
remission presented to the hospital with recurrent syncopal
episodes for one month. She reported sitting on the toilet
to urinate and then lost consciousness upon standing up.
She denied hitting her head and did not have any prodromal
symptoms. She has had approximately 9 to 10 episodes previously. She also endorsed having intermittent nonproductive
cough, persistent high-grade fevers of up to 106F, nausea,
vomiting, and unintentional weight loss. She had a similar
presentation one week ago when an extensive workup was
done that only showed new cervical and axillary lymphadenopathy, for which she underwent fine-needle aspiration of
one of the lymph nodes. This showed a polymorphous lymphocytic population, favoring reactive lymphadenopathy.
She improved with intravenous fluids and anti-emetics and
was advised to follow up with her outpatient providers.
She denied having any chills or rigors during the febrile
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episodes, which occurred randomly throughout the day
and without clear association with day/night cycles. She
reported mild dysphagia due to thrush for which she was
started on fluconazole as outpatient. Her medical history
was significant for gestational diabetes mellitus. She is
originally from Cape Verde and came to the United States
approximately 14 years ago. She denied any traveling since
then and has remained in the state of Rhode Island. She has
no pets at home, nor does she have any animal exposures.
She denied any tobacco use, alcohol use, or drug use. She
denied any significant outdoor activities recently. She is
fully vaccinated for COVID-19. She only takes fluconazole
at home. Physical exam revealed two palpable nodes in the
posterior neck/retrotruncal area (biggest was 2 cm, the other
1 cm). Orthostatic vital signs were negative.
A complete blood count showed leucopenia with borderline lymphopenia. A CT scan of the neck/chest/abdomen/
pelvis with contrast found interval enlargement of the cervical and thoracic lymph nodes. Infectious diseases were
consulted who recommended extensive workup. Liver
function panel showed mild transaminitis with AST 318
IU/L (10–42 IU/L) and ALT 187 IU/L (6–45 IU/L). CRP was
16.56 mg/L (0-10mg/L) and ESR was 25mm/h (0-20mm/h).
Parasite smear, hepatitis panel, treponemal antibody, anaplasma PCR, human herpesvirus-6 (HHV-6) PCR, QuantiFERON gold, Human Immunodeficiency Virus (HIV),
toxoplasma, and antinuclear antibody (ANA) were negative.
Cytomegalovirus (CMV) IgG was elevated, but CMV IgM
was negative. Respiratory pathogen panel including SARSCoV2 was negative. Blood cultures had no growth after five
days. Epstein Barr Virus (EBV) IgG and Nuclear Ag Ab was
elevated. Alpha 1 antitrypsin was mildly elevated. Echocardiogram was normal.
Surgery was consulted, who performed a left axillary
lymph node biopsy. Flow cytometry revealed 64% T-cells;
CD4:CD8 ratio = 2.2. The T-cell subsets showed polytypic
TRBC1 expression. 32% B-cells; sIg kappa: sIg lambda light
chain ratio = 1.6. Histiocytes were positive for CD4 and
CD68. The cytotoxic marker Granzyme B was positive in
numerous lymphocytes. The final biopsy diagnosis was KF
lymphadenitis. She was discharged from the hospital with
outpatient hematology follow-up. One week following discharge, she reported mild fatigue although her fevers had
resolved, and lymphadenopathies improved.
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DISC U S S ION
Kikuchi-Fujimoto (KF) disease, also known as Kikuchi’s
disease, or necrotizing histiocytic lymphadenopathy, was
first described in Japan by Masahiro Kikuchi and Y. Fujimoto
et al. in 1972.1 It has a worldwide distribution and affects
predominantly young adults, especially young women of
Asian descent. Patients most often present with cervical
lymphadenopathy (most commonly in the posterior cervical triangle and the jugular carotid chain), and sometimes
associated with fever and leucopenia. Affected individuals
may also develop mild fever, myalgia, night sweats, and a
rash. Less common symptoms include headaches, fatigue,
joint pain (arthralgia), and nausea and vomiting. There is no
definitive lab test for KF disease, although 25.5% to 58.3%
of patients present with leucopenia2.
Various infections such as toxoplasma, brucellosis,
Yersinia enterocolitica, Bartonella henselae, and viruses
such as herpes viruses, HIV, EBV, rubella are thought to
play a role3. Some authors also hypothesize that KF disease
may represent the body’s autoimmune response to various
stimuli, including the bacterial and viral agents listed above
and dietary sources such as raw fish. There is also a possible
role for interferon-gamma, interleukin-6 and apoptotic cell
death in some cases4. KF disease has been known to have an
association with the development of SLE in patients5. The
diagnosis of SLE has been noted to occur before, during, or
after the diagnosis of KF disease6. Electron micron studies
have identified tubular reticular structures within the cytoplasm of histiocytes and lymphocytes in KF disease, that
are also seen in patients with SLE and other autoimmune
conditions7. Some investigators also believe KF disease
could be an incomplete or self-limited form of an autoimmune condition due to an exuberant T cell response to a
variety of non-specific stimuli.8 Even though the two conditions share many clinical features, they are distinct in their
histopathologic criteria.9
Confirmatory diagnosis is through lymph node biopsy.
The minimum criteria for the diagnosis of KF disease are
the presence of aggregated histiocytes with occasional crescent-shaped nuclei, plasmacytoid histiocytes, and scattered
karyorrhexis.10 Immunohistochemical stains typically
demonstrate CD68+/CD123 plasmacytoid dendritic cells,
CD68+/myeloperoxidase+ histiocytes, immunoblasts, abundance of CD8+ lymphocytes, and paucity of neutrophils.8
Differential diagnoses of KF disease should include malignant lymphoma, metastatic carcinoma, Systemic Lupus
Erythematosus (SLE), Hemophagocytic lymphohistiocytosis (HLH), toxoplasmosis and cat-scratch disease, and HIV/
AIDS. Serologic testing for SLE is advisable whenever a
diagnosis of KF disease is made. Diagnosis of SLE typically
requires at least 4 of the 11 criteria to be met, and lymphadenitis is not one of the criteria. Lymph node biopsies typically reveal follicular hyperplasia, plasma cells, Azzopardi
phenomenon and presence of hematoxylin bodies.5 In our
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case, ANA and anti-ds DNA were negative. HLH was considered unlikely as the patient’s triglyceride and fibrinogen
levels were normal. Lymphoma was considered unlikely
as fine-needle aspiration of the lymph nodes did not show
findings consistent with malignancy.
The prognosis is good, and in most cases, the disease
resolves spontaneously within several months. Therapy
is rarely indicated in KF disease, and when required, it is
geared towards symptomatic management. In some cases,
glucocorticoids or hydroxychloroquine have been used with
some success.11,12 The recurrence rate can be anywhere
from 4% to 15%.13 To our knowledge, this is the first case
of KF disease presenting with recurrent fever and syncopal
episodes. There was one prior case report of a patient with
FUO that had KF disease associated with EBV.14 There is no
known correlation between KF disease and Hodgkin’s Lymphoma. In conclusion, although KF disease is benign, physicians must be aware of KF disease as early biopsy can be
instrumental in reducing unnecessary investigations and in
shortening the length of hospital stay. Patients with KF disease should also have continued long-term follow-up care
due to their increased risk of developing SLE.
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An Incidental Appendix Cystadenoma in a 47-Year-Old Male
Winston McCormick, BS, MD’23; Yigit Baykara, MD; Jessica Yoon, MD; Steven Schechter, MD

CASE P RES EN TATIO N
A 47-year-old Hispanic man presented to The Miriam Hospital Emergency Department with complaint of left-sided
flank pain. He had a past medical history of diabetes mellitus,
hypertension, hypercholesterolemia, and syncope. Routine
labs revealed an increased creatinine, and urinalysis revealed
microscopic hematuria. Non-contrast CT of the abdomen
and pelvis incidentally showed dilatation of the appendix to
a diameter of 2.6cm with low-density fluid and mural calcifications (Figure 1A,1B). No inflammatory stranding was
seen. Concern for mucinous neoplasm of the appendix was
noted, and surgical consult was recommended. Upon further
questioning, the patient admitted to occasional dull right
lower quadrant aching that was sub-clinical in nature.
Colonoscopy was performed 11 days after initial presentation. The appendiceal orifice and ileocecal valve were normal, and the remainder of the colonoscopy was uneventful.
CEA was normal. The patient underwent elective hand-assisted laparoscopic appendectomy and partial cecectomy
along with the mesoappendix. There was no evidence of

metastasis or peritoneal seeding. Grossly, the appendix
measured 5.8 x 3.3 x 3.2 cm and was cystically dilated with
a brown smooth silvery surface (Figure 2). Pathology confirmed LAMN with margins of excision free from neoplastic
cells (Figure 3). Post-surgical recovery was uncomplicated.
Figure 1B. Coronal image of the same CT demonstrating fluid-filled
appendix. The average Hounsfield units of the fluid measured approximately 18-24 indicative of proteinaceous fluid.

Figure 1A. Axial image through a non-contrasted CT demonstrating
fluid-filled appendix (white arrows) with mural calcifications (blue
arrows) in the right lower quadrant.
Figure 2. The gross resected appendix with mesoappendix demonstrating
dilatation, brown discoloration and intact serosa.

R IMJ A rch i v e s

|

N o v e m b e r I S S UE W e bpa g e | R IM S

November 2021 Rhode isl and m edical journal

76

IMAGES IN ME DI CIN E

Figure 3A,3B. Histopathology of low-grade appendiceal mucinous neoplasm of the appendix is shown. Cystic space filled with mucin is evident lined
by mucin-producing columnar cells that have low-grade nuclear atypia, abundant apical mucin and elongated nuclei without basement membrane
invasion can be seen.

DISC U S S ION
Mucocele of the vermiform appendix remains a rare pathology. It underlies approximately 0.1–0.3% of appendectomies.2,5,8,10 It appears to have a slight predilection for biological
females over the age of 50.2,6 Most extant literature on the
appendiceal mucocele (AM) occurs as single-case studies.11
In accordance with its low incidence, there is no typical
presentation for AM and it is commonly diagnosed incidentally, but patients may present with symptoms mimicking
acute appendicitis, such as lower right quadrant pain.1,7-10
The mucocele is a non-specific cystic dilatation secondary
to mucinous accumulation that may have several etiologies.
There are four types of AM: mucous retention cysts, epithelial hyperplasia, cystadenoma, and cystadenocarcinoma,
with the latter two diagnoses recognized as primary appendiceal mucinous neoplasms (AMNs).1,6,9,10 The cystadenoma
is the more common AMN, and is considered benign. It is
histopathologically classified as a low-grade appendiceal
mucinous neoplasm (LAMN).6,7 The LAMN is exceedingly
rare, with an estimated incidence of 1,000–2,000 cases in the
United States per year.7
There are multiple complications that may arise from the
AM, but the most feared is pseudomyxoma peritonei (PMP),
which may arise from any AM subtype.4 PMP arises from
the accumulation of mucous-producing epithelial cells in
the peritoneal cavity, often from seeding of a ruptured AM
or mucinous ovarian cyst, and it frequently recurs after
cytoreduction surgery and has a 10-year overall survival rate
of only 63%, leading it to be considered a malignant condition.4,5,9 Given these considerations, especially the potential
for PMP and malignancy, current standard-of-care for AM is
surgical resection of the appendix and mesoappendix without spillage of mucinous contents to obtain a pathologic
diagnosis and grossly negative margins.4
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Removing an intact specimen is of paramount importance, as rupture and spillage of mucin can lead to PMP and
is considered a negative outcome.4 A thorough pre-operative
work-up for underlying carcinoma must be performed due
to high rates of underlying malignancies, including adnexal,
urologic, and colorectal in up to 20% of cases.4,6,8 The longterm prognosis post-appendectomy is not clear, but for
LAMNs with complete excision, appendectomy is considered curative.4,7 For HAMN, further treatment with right
colectomy is recommended.4,7 Distinct biologic and clinical
differences between HAMN and LAMN are not known. The
difference remains a pathologic one. Given the possibility
for this pathology to present identically to acute appendicitis, one of the most common surgical urgencies, yet with
very different complications, the mucocele remains a rare
but important clinical pathology.3
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Adverse Childhood Experiences and Long-Term Health
among Adults in Rhode Island
Tracy L. Jackson, PhD, MPH; Karine Monteiro, MPH

Adverse Childhood Experiences (ACEs) are stressful or traumatic events in childhood that can undermine a child’s
sense of safety and well-being.1 Examples of ACEs include,
being a victim of or witnessing abuse, living in a home with
someone with a substance abuse problem, and living with
someone who was incarcerated. According to national estimates from the 2010 Behavioral Risk Factor Surveillance
System, more than 60% of adults have experienced at least
one type of ACE.1 Prior research has found that the toxic
stress that results from ACEs not only impacts the health of
children, but has long lasting effects into adulthood as well,
negatively influencing factors such as employment, mental
health, chronic disease, substance use, and other aspects of
health.1,2,3 The aim of this study was to examine the prevalence and impact of ACEs among Rhode Island adults.
ME T HOD S
Data were from the 2020 Rhode Island Behavioral Risk
Factor Surveillance System (BRFSS). The BRFSS is a telephone survey of non-institutionalized adults ≥18 years that
is administered by the RI Department of Health (RIDOH)
with support from the Centers for Disease Control and Prevention (CDC) and is used to measure risk behaviors and
health. Data obtained from the survey sample are weighted
to obtain statewide population estimates.
The 2020 RI BRFSS contained an eleven-item module
on ACEs. These items were classified into one of eight
categories:
1) Household mental illness
• Did you live with anyone who was depressed,
mentally ill, or suicidal?
2) Household substance abuse
• Did you live with anyone who was a problem drinker
or alcoholic?
• Did you live with anyone who used illegal street drugs
or who abused prescription medications?
3) Household incarceration
• Did you live with anyone who served time
or was sentenced to serve time in a prison, jail,
or other correctional facility?
4) Parental divorce/separation
• Were your parents separated or divorced?
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5) Household domestic violence
• How often did your parents or adults in your home
ever slap, hit, kick, punch or beat each other up?
6) Emotional abuse
• How often did a parent or adult in your home ever
swear at you, insult you, or put you down?
7) Physical abuse
• Not including spanking, how often did a parent or
adult in your home ever hit, beat, kick, or physically
hurt you in any way?
8) Sexual abuse
• How often did anyone at least 5 years older than you
or an adult, ever touch you sexually?
• How often did anyone at least 5 years older than you
or an adult, try to make you touch them sexually?
• How often did anyone at least 5 years older than you
or an adult, force you to have sex?
Similar to methods of previous studies from Kaiser-Permanante2 and the Colorado Department of Public Health,3
responses were summarized into an overall ACE score where
respondents received one point for each type of ACE they
experienced prior to the age of 18. Those missing responses
to any ACE question were excluded from the total score calculations. Possible scores ranged from 0–8. Scores were then
categorized into 3 groups: No ACEs, Low ACEs (1–3 ACEs),
and High ACEs (4 or more ACEs).
Descriptive analyses were conducted to examine the distribution of ACE scores in the population and the prevalence
of each ACE type. Next, we examined the demographic characteristics and prevalence of selected health outcomes and
behaviors by the three-level ACE measure. All health outcomes were then separately assessed in multivariable logistic regression models examining the association between
the three-level ACE measure and health, adjusting for sex,
sexual orientation, age group, race/ethnicity, and educational attainment.
RESU LTS
Overall 5,378 respondents completed the 2020 BRFSS, representing a weighted sample of 857,269 adults. The most common type of ACE was emotional abuse (34.7%), followed
by having divorced or separated parents (30.7%), household
substance use (26.1%), and physical abuse (24.7%) (Figure 1).
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Figure 1. Prevalence of ACEs, by type

Table 1. ACE scores in Rhode Island, by selected demographics
No ACEs
N=240,345;
36.8%

Low ACEs
N=306,956;
47.1%

High ACEs
104,946;
16.1%

N

%

N

%

N

%

Male

119,446

38.6

142,072

45.9

47,719

15.4

Female

120,898

35.2

164,884

48.1

57,227

16.7

7,338

20.9

12,539

35.8

15,186

43.3

217,463

37.3

281,388

48.2

84,938

14.5

Sex

Sexual orientation
Lesbian/gay/bisexual/
other
Straight
Age Group
Figure 2. Distribution of ACE Scores among Rhode Island Adults

18-29 years

39,742

30.5

66,574

51.2

23,807

18.3

30-44 years

49,679

32.3

69,326

45.1

34,859

22.7

45-64 years

74,389

34.9

103,531

48.6

35,052

16.5

65+ years

70,979

48.2

65,782

4.7

10,440

7.1

182,987

38.1

221,601

46.3

74,463

15.5

Race/ethnicity
White, non-Hispanic
Black, non-Hispanic

10,213

36.6

13,741

49.3

3,945

14.1

Other, non-Hispanic

12,134

31.8

18,452

48.0

7,827

20.4

Hispanic

29,926

32.5

45,903

49.9

16,191

17.6

Household income

ACE scores ranged from 0-8, with a mean of 1.63. Overall
63.2% reported at least one type of ACE with 24.0% reporting only one ACE and 1% reporting all 8 ACEs (Figure 2).
When categorized into the three-level ACE measure,
36.8% had 0 ACEs, 47.1% had Low ACEs, and 16.1% had
High ACEs (Table 1). Younger age groups, gay/lesbian/bisexual/others, and those of lower socioeconomic status
(SES) were more likely to have higher ACE scores than
comparison groups.
Descriptive analysis revealed significant differences in
prevalence of health outcomes by ACE level for all health
measures assessed except diabetes, kidney disease, and cancer. For example, 45.1% of those with a high ACEs score
reported a history of depression, compared to 24.3% of those
with low ACE scores, and 8.6% of those with no ACEs (Table
2). Nearly one-third (30.0%) of those with a high ACE score
were cigarette smokers compared to 13.4% of those with a
low ACE score, and 6.7% of those with no ACEs.
In multivariable models adjusting for age, race/ethnicity,
sex, sexual orientation, and educational attainment individuals with High ACE scores were significantly more likely
than those with no ACEs to experience all health and behavioral outcomes assessed except obesity (Table 3). Notably,
individuals with a high ACE score had more than seven
times the odds of having a depression diagnosis (Adjusted
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Less than $25,000

34,919

31.4

51,925

46.7

24,263

21.8

$25,000-49,999

37,802

32.4

57,018

48.9

21,717

18.6

$50,000-74,999

33,394

37.0

39,477

43.7

17,439

19.3

$75,000+

85,589

38.6

107,205

48.4

28,921

13.0

21,964

32.0

32,086

46.7

14,685

21.4

Education level
Less than high school
High school

64,655

34.8

86,177

46.4

34,705

18.7

More than high school

152,497

38.5

188,110

47.5

55,019

13.9

Odds Ratio [aOR]=7.37, 95% Confidence Interval [CI]:5.0910.69) and six times the odds of experiencing frequent
mental distress (FMD; aOR=6.08, 95% CI: 3.88-9.52) compared to those with no ACEs. Those with a low ACE score
were significantly more likely than those with no ACEs
to experience a number of health outcomes including fair
or poor health, FMD, frequent physical distress, arthritis,
COPD, depression, disability, cigarette smoking, and heavy
drinking.

DI SC U SSION
A majority of Rhode Island adults (63.2%) have experienced
at least one type of ACE and approximately 1 in 6 reported
four or more ACEs. There was a dose response between
ACEs and poor health outcomes as those who experienced
greater numbers of ACEs were more likely to engage in risk
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Table 2. Prevalence of health and behavioral outcomes,
by ACE level
No ACEs
%

95%
Confidence
Interval

Table 3. Adjusted odd ratio of selected health outcomes, comparing low
ACE scores and high ACE scores to those with no ACEs

Low ACE Score

High ACE Score

%

%

95%
Confidence
Interval

Low ACE Score

95%
Confidence
Interval

General Health

High ACE Score

Adjusted
95%
Adjusted
95%
Odds ratio Confidence Odds ratio Confidence
Interval
Interval
General Health

Fair or Poor
Health*

8.2

6.5–9.9

12.0

10.1–14.0

20.9

16.1–25.7

Fair or Poor
Health

1.67

1.22–2.29

3.55

2.41–5.20

Frequenta mental
distress*

5.8

4.3–7.4

13.5

10.8–16.3

32.9

26.9–38.9

Frequent mental
distress

2.28

1.55–3.37

6.08

3.88–9.52

Frequenta
physical distress*

6.9

5.1–8.6

10.0

8.0–12.1

17.5

13.2–21.9

Frequent physical
distress

1.53

1.05–2.23

2.77

1.76–4.38

Frequenta activity
limitations*

10.2

6.8–13.6

14.7

12.2–18.1

28.5

22.0–35.0

Frequent activity
limitations

1.50

0.91–2.50

2.92

1.73–4.93

7.0–11.3

11.1

8.9–13.2

24.9

19.4–30.4

1.17

0.82–1.68

2.89

1.86–4.51

Chronic Conditionsb
Current asthma*

Chronic Conditions
9.2

Asthma

Arthritis*

23.8

21.1–26.4

23.9

21.4–26.4

32.4

26.9–38.0

Arthritis

1.31

1.06–1.62

3.47

2.44–4.93

Cancer

13.5

11.5–15.4

12.5

10.7–14.2

11.4

7.9–15.0

Cancer

1.25

0.98–1.60

1.74

1.14–2.66

Cardiovascular
diseasec*

7.8

6.3–9.3

7.8

6.4–9.2

8.1

5.4–10.7

Cardiovascular
disease

1.27

0.94–1.71

2.07

1.33–3.25

COPD*

4.7

3.5–5.8

7.0

5.5–8.4

12.2

8.0–16.3

COPD

1.80

1.24–2.61

4.78

2.88–7.93

Depression*

8.6

6.7–10.5

23.7

20.7–26.8

45.1

39.1–51.1

Depression

3.14

2.33–4.23

7.37

5.09–10.69

Diabetes

11.2

9.2–13.2

9.8

8.1–11.5

12.2

8.7–15.7

Diabetes

0.97

0.72–1.30

1.70

1.10–2.62

Disabilityd*

17.3

14.9–19.7

24.3

21.5–27.1

42.2

36.2–38.2

Disability

1.71

1.34–2.17

4.35

3.12–6.08

Kidney disease

2.3

1.3–3.3

2.5

1.6–3.5

3.5

0.8–6.2

Kidney disease

1.34

0.71–2.54

2.37

1.06–5.31

1.55–3.15

4.97

3.28–7.53

Health risk factors/behaviors

Health risk factors/behaviors

Cigarette
smoking*

6.7

5.1–8.4

13.4

11.1–15.8

30.0

24.2–35.8

Binge drinkinge*

11.0

8.5–13.5

14.9

Heavy drinkingf*

2.7

1.8–3.6

6.6

12.3–17.4

22.8

17.4–28.2

Binge drinking

1.35

0.96–1.90

2.19

1.43–3.36

5.1–8.2

10.0

6.7–13.3

Heavy drinking

2.40

1.56–3.69

3.72

2.16–6.38

Obesityg*

30.1

26.3–33.8

30.6

27.5–33.8

38.3

32.3–44.2

Obesity

1.02

0.79–1.31

1.38

0.98–1.94

Notes: *indicates statistical significance (p<.05); Frequent defined as ≥14 days in
the last 30; bindicates ever diagnosed with condition unless otherwise specified;
c
COPD=Chronic Obstructive Pulmonary Disorder; dproblems with hearing, vision,
cognition, mobility, self-care, or independent living; e≥4 drinks for females or ≥5
drinks for males, in one sitting in the last 30 days; f≥8 more drinks for females or
≥15 for males, per week in the last 30 days; gBody Mass Index≥30 based on height
and weight.

behaviors and have health problems, findings similar to
studies conducted among other populations.2,3,4
ACEs can be prevented. Prior research has identified a
number of family and neighborhood level risk factors for
ACEs including low SES, isolation from friends/family, and
living in communities with high rates of violence, and lack
of activities for young people.1 The CDC recommends six
main evidence-based strategies to reduce the risk of ACEs.
These strategies include: strengthening economic support for families (e.g., improving financial security, family-friendly work policies), promoting social norms that
protect against violence (e.g., public education campaigns,
legislation to reduce corporal punishment), ensuring strong
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Cigarette
smoking

2.21

starts for children (e.g., home visitation programs, highquality childcare), teaching coping and relationship skills
(e.g., social-emotional learning programs, parenting skills),
connecting youth to caring adults and activities (e.g., mentoring and after school programs), and intervening to lessen
harms (e.g., enhanced screening in primary care, access to
mental health and substance use treatment).5
This study had several limitations. First, data were
self-reported and may be prone to recall or reporting bias,
particularly the underreporting of ACEs. Additionally, our
definition of ACEs was limited to the 11 measures assessed
in the module – there may be other adverse experiences not
measured in our study – and there may be different aspects
of ACEs, such as severity and age of onset – that can have
different implications on health. Also, the relationship
between ACEs and SES and health is nuanced and was difficult to fully assess in our study. We controlled for adult
SES in our models due to the strong association between
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childhood SES and ACEs and childhood SES and adult SES,
but prior research has shown ACEs can directly impact adult
SES – a factor which, in turn, can impact health. We did not
have measures of childhood SES so we could not fully disentangle the relationship between these factors in our study.
Overall results of this study indicate a strong association between ACEs and poor health outcomes and risky
health behaviors among adults in Rhode Island. While more
research is needed to fully understand the intricacy of the
relationship, health professionals and community advocates
should incorporate evidence-based strategies to reduce ACEs
and mitigate their harmful effects.
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V ITA L S TATI S TI CS
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
MAY 2021

VITAL EVENTS

12 MONTHS ENDING WITH MAY 2021

Number

Number

Rates

Live Births

983

10,854

10.2*

Deaths

921

11,829

11.2*

Infant Deaths

5

53

4.9#

Neonatal Deaths

4

37

3.4#

Marriages

561

5,186

4.9*

Divorces

207

2,249

2.1*

* Rates per 1,000 estimated population
# Rates per 1,000 live births

REPORTING PERIOD
Underlying Cause of Death Category

November 2020

12 MONTHS ENDING WITH November 2020

Number (a)

Number (a)

Rates (b)

YPLL (c)

Diseases of the Heart

201

2,397

226.3

3,489.5

Malignant Neoplasms

170

2,139

210.9

4,400.0

Cerebrovascular Disease

32

436

41.2

625.0

Injuries (Accident/Suicide/Homicide)

72

960

90.6

14,104.5

COPD

30

473

45.5

550.0

(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 1,059,361 for 2019 (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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My Newest Favorite Hallucination
Joseph H. Friedman, MD

A

bout one - third of people treated

are dying.” PD patients see

with medications for Parkinson’s disease

ordinary people, or people in

have visual hallucinations. I learned

clown costumes, children, pet

early in my career to ask about them

dogs or cats and even statues.

because patients were often reluctant to

Even when the people are odd

mention them for fear of being labelled

appearing, as without faces, or

as “crazy.” I also realized in asking about

Lilliputian in size, possibly

hallucinations early on, which generally

living in a houseplant, they

brings a smile to most patients’ faces,

are usually not disturbing.

that if they eventually do develop, the

Sometimes they are enter-

patient and family are not panicked.

taining. Unfortunately, some-

They think, “So that’s what Dr. Fried-

times they are not, but that is

man was asking about…They’re not

not for this short essay.

so bad.” It’s important to know about

I have a store of hallucina-

hallucinations because the patients and

tion stories. Most are fairly

their families need reassurance that they

mundane, a stranger reading

are not, in fact, “going crazy,” that it’s a

a book, three children play-

side effect of the medications they take

ing cards, two girls dressed

Chromolithographic print from 1905 titled “Auld Lang Syne.”

for mobility, and their presence alters

in tutus dancing ballet in

[C o u rt e s y

how we treat their disease.

the driveway, a dog that is

D i v i s i o n . https : // h d l . lo c .g o v / lo c . p n p / ppm sca . 4 6118 ]

Early on in the disease, the hallucina-

o f L i brar y o f C o n g r e ss P r i n ts a n d P h oto g raphs

sometimes an old pet that

tions, which may occur in any sensory

died, sometimes another dog or cat,

modality, are usually visual, unlike

people climbing trees in the yard.

Even though most PD patients aren’t

hallucinations in schizophrenia and

I once had a patient who took photos of

bothered by their hallucinations, they

other primary psychiatric disorders,

the hallucinations to convince me they

generally do not like the idea that their

which are generally only auditory.

were, in fact, real. He saw them in his

mind is playing tricks on them, and

More importantly, the hallucinations

photos, too, but no one else did. Until

they may worry that they mistake hal-

in PD generally have no emotional

this week I had a favorite hallucination

lucinations for reality. They undermine

significance. An elderly woman saw

that I heard twenty years ago. “Do you

one’s ability to rely on the perception

her deceased husband at night. When

see things that aren’t really there?”

of reality. Occasionally patients do like

asked how this made her feel, responded,

“Yes.” “What do you see?” “I see people

the hallucinations and prefer to keep

”How should it make me feel? He’s

outside my house.” “If they’re outside,

them. My patient liked seeing the nuns

dead.” Unlike schizophrenia, in which

how do you know they’re not really

visiting each day. It was an entertain-

the voices criticize the patient, telling

there?” “Well, every morning when I sit

ment. One elderly man liked seeing the

them unpleasant things, “Can’t you see

down to eat breakfast, there’s a group of

baby in his room that appeared every

that everyone hates you?...You’re rotting

nuns, wearing habits, who come over to

night. “He’s so good. He never makes

on the inside….You have cancer and

my house and start building me a deck.”

any noise,” he told me with a smile.
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“Yup. Sounds like an hallucination.”
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I guess it’s like having a short, reliably

That doesn’t bother her. It’s simply that

Author

entertaining LSD trip, or a very realistic

a strange person who doesn’t belong

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

daydream. Since most hallucinations

there keeps her from enjoying the cats.

Emeritus of the Rhode Island Medical Jour-

occur in low-stimulus environments,

“And you don’t have to put out any

nal, Professor and the former Chief of the

like watching TV alone in a dimly lit

food or clean up after them,” she joked,

Division of Movement Disorders, Depart-

room, a patient can usually make the

knowing that they were hallucinations.

ment of Neurology at the Alpert Medical

hallucination disappear by turning on

When I chose to train in neurology,

the lights or getting up and moving

I really had no particular interest in

Hospital’s Movement Disorders Program

around. They always disappear when

behavior, per se. I was interested in

and first recipient of the Stanley Aronson

the patient approaches the hallucination

language dysfunction, but, with further

Chair in Neurodegenerative Disorders.

and tries to touch it.

experience, and, perhaps, lack of any

School of Brown University, chief of Butler

My newest favorite was described by

faculty with a similar interest, I was

Correspondence

a 70-year-old man whose hallucinations

attracted to my current field of move-

joseph_friedman@brown.edu

had been dramatically reduced by an

ment disorders, particularly drug-in-

adjustment of his medications. These

duced disorders like parkinsonism and

had been bothersome mostly because

tardive dyskinesia. But, as I saw an

they were so often present, rather than

increasing number of people with Par-

that the individual scenes and halluci-

kinson’s disease, I started to discover all

nated characters were unpleasant. He

sorts of fascinating, important and pre-

now had the hallucinations only in the

viously overlooked behavior problems

evening and he looks forward to them.

that were either intrinsic to the disorder,

Although it really wasn’t any of my

or iatrogenic. I am unsure if my interest

business, I asked him what he saw that

in hallucinations and delusions in PD,

was so pleasant. ”Sometimes, I see my

both unfortunately common iatrogenic

daughter and my granddaughter, both

problems, preceded or followed my

about 7 years old, playing together.”

learning from a drug rep that, “You write

Unfortunately, patients don’t get to

more prescriptions for L-Dopa than

choose their hallucinations. One sees

anyone in New England.” Since L-Dopa

nuns building a deck and another sees a

is only used to treat PD, it meant that I

nun in a habit with blood dripping from

treated more PD patients than anyone

her mouth. One patient, who loves cats,

in New England. That, however, meant

enjoys the two cats that play by her chair

that I caused more psychosis than any

and rub against her feet. She feels them

other doctor in New England.

but she can’t pick them up because she

There is a sort of happy ending to this

learned from experience that they’d dis-

story, though. Doctors and patients are

appear. Unfortunately, she does not care

much more aware of these problems, and

for the man who appears on the other

we now have some effective drugs for

side of her visual field from where the

treating them. And the hallucinations

cats are, who has no face. The absence

aren’t all bad. v

of a face is not the real problem for her.
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Q&A with Providence College Authors
of ‘Today’s Health Care Issues’
Mary Korr
RIMJ Managing Editor

Excerpt
Vaccine Mandates

Vaccination represents a fundamental
achievement in medicine and public health.
While Democrats and Republicans have
PROVIDENCE – Providence College (PC)
generally agreed about the effectiveness
Professors Robert B. Hackey, PhD ,
of vaccines as public health measures, parand Todd M. Olszewski, PhD ,
tisan controversy has focused on governalong with a dozen student co-authors,
ment-imposed vaccine mandates and what
recently published a book on health
exemptions, if any, should be permitted. In
care issues and disputed policies pre2020, all 50 states and Washington, DC,
sented through a Democratic/Republihad vaccination requirements for schoolcan lens. “Today’s Health Care Issues”
children, and they all provided for medical
is part of a reference series, “Across the
exemptions to these state mandates. The
Aisles,” by publisher ABC-CLIO, LLC.
District of Columbia and 45 states allow
Some of the issues examined are the
religious exemptions, and 15 states allow
COVID-19 pandemic, guns and public
philosophical exemptions; however, 5 states
health, health insurance marketplaces,
– California, Maine, Mississippi, New York,
immigrant health coverage, marijuana,
and West Virginia – do not allow nonmedMedicaid expansion, Medicare drug
ical exemptions to their state vaccination
pricing, physician-assisted death, vacmandates.
cine mandates, and veterans’ health
…This philosophical divide has prececare. Chapters offer readers a historiAugust 2021, 380pp, 7x10, eBook/Hardcover
dents dating to the 19th century. During
cal background but focus on more conPrint: 9781440869150
that time, many states enacted compulsory
temporary health policy debates. In
ABCCLIO, LLC | 147 Castilian Dr | Santa Barbara,
smallpox vaccination laws for children and
each chapter, the authors present:
CA 931175515 | USA
adults. Penalties for refusing immunizations
against smallpox included exclusion from
• An “At a Glance” introduction to the topic
school systems for children and substantial fines or
• A bulleted list of key positions/themes for each party
quarantine for adults (Colgrove 2016). The 1905
U.S. Supreme Court case Jacobson v. Massachu• A detailed overview of the issue that includes key milestones and
setts upheld the right of state governments to enact
decision points
compulsory vaccine mandates. The court’s decision
• Democratic and Republican perspectives on the issue featuring key
reflected the widely held belief that preventing outleaders and spokespersons
breaks of vaccine-preventable diseases that threaten
• Sidebars that capture policymaker positions for/against the issue
public health warranted the forfeiture of individual
liberty (Gostin 2005).
RIMJ invited the authors to further elaborate on the book and the role
…The use of coercion to ensure vaccine compliPC students engaged in, both in the writing and in coursework.
ance raises important questions about individual liberty, freedom of choice, and government regulation
Q. What was the genesis for the book and author collaborations?
in the name of public health. By 2019, all states manA. Prof Hackey: I was approached by an editor at ABC-CLIO in 2018
dated immunization for enrollment in public schools,
and all states also allowed medical exemptions to
about contributing a volume on health care policy to a new reference sethose mandates. However, states vary with respect
ries that would span nearly 20 different policy issues. I knew I couldn’t
to which vaccines are mandated. For example, Contackle such an expansive project on my own. I invited my good friend
necticut, New Jersey, Ohio, and Rhode Island have
and colleague Todd Olszewski, who previously collaborated with me on
mandated the influenza vaccine for children in childevaluating health care reform in New Hampshire for the ACA Implemencare facilities, but Rhode Island and Virginia (and the
tation Research Network, to co-author the volume. Todd’s background as
District of Columbia) are the only states that have
a historian of medicine complements my own work on federal and state
mandated the human papillomavirus (HPV) vaccine
health care reform, public opinion, and rhetoric. Together, we bring both
for secondary school students.
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Robert B. Hackey, PhD

Todd. M. Olszewski, PhD

viewpoints. Instead, we allow

Q. Who is the target readership

each party’s position to speak for

for this book?

itself. Our approach was guided

A. Prof. Hackey: Books in this series

by the series’ editorial mandate,

are intended for patrons of high school,

which focused on party differ-

public, and college and university librar-

ences, rather than ideology. We

ies. We target a general audience and pro-

discuss ideological differences

vide context and background for readers

between – and in some cases

in each chapter. A secondary audience in-

within – parties, but our goal

cludes undergraduate and graduate cours-

is to highlight how each party

es on health care reform, health policy,

historical and contemporary perspectives

frames debate over these issues. The ul-

to each of the chapters. Since this was an

timate goal of our book, and the series it-

We’re using selected chapters from the

ambitious project with a tight timeline,

self, is to improve the way we talk about

book in a class we’re teaching together

we recruited more than a dozen current

contested issues by helping individuals –

this fall. Students really embraced the

Providence College students to join us as

regardless of their partisan views – to bet-

volume’s approach of presenting both

co-authors for various chapters. Our stu-

ter understand where each party stands

parties’ position in an even-handed way,

dents were exceptional colleagues who

and the origins of these beliefs.

without pushing a particular point of

and public health.

view. After reading each chapter, we ask

became our eyes and ears as we grappled
Q. I found the vaccine mandate chapter

them to wrestle with their own views on

(See Book Excerpt) especially relevant

the subject so that they can decide what

Q. This book presents, similar to a Point

given its focus today with the COVID-19

they think and explain their views to oth-

/Counterpoint, Democratic and Republi-

vaccination mandates. Do you see this

ers. For us, that’s the essence of what we

can views on contemporary health/policy

and other historical parallels fundamental

hope the book will accomplish – creating

positions, but it is not a partisan presen-

to framing policy discussions?

more informed and thoughtful citizens

tation. Why not Progressive, Independent,

A. Prof. Olszewski: The vaccine

who are ready to engage in spirited public

right /left positions, given the attention

mandate chapter became increasingly

debates about important issues is what

they are receiving on so many of these

relevant as the COVID-19 pandemic pro-

our country needs at this moment.

issues today?

gressed. My co-author Amanda McGrath

with each policy issue.

A. Prof. Hackey: The series presents

and I started working on that chapter in

Q. What was the most surprising policy

readers with past and present Democratic

January 2019 – more than a year before

issue that the authors uncovered in this

and Republican positions and records on

the onset of the COVID-19 pandemic in

research that they were not fully aware

a wide range of issues. One of the primary

the United States. In our research, we

of before?

goals of the series is improve the knowl-

documented a long-term but growing

A. Prof. Olszewski: Bob and I teach

edge and ‘policy literacy’ of the public

ideological divide among Republicans

in the Department of Health Policy and

about contested issues. Our volume is

and Democrats regarding vaccine man-

Management at Providence College. Even

written on two distinct levels – we pres-

dates in general and nonmedical exemp-

though our professional training differs

ent each topic in an accessible manner for

tions in particular. These debates were far

(Bob is a political scientist and I am an

lay readers, but each chapter has a strong

from new, as policymakers had already

historian of medicine), we have both

evidence-base that draws upon peer-re-

debated whether vaccine mandates repre-

taught and written about historical and

viewed sources, public opinion polls, and

sented necessary public health measures

recent health reform efforts. I appreciat-

public statements by policymakers and

or unfair constraints on individual lib-

ed the opportunity to explore policy top-

key stakeholders that will be of interest

erty and religious freedom. To a certain

ics that I might not have written about

to academics and policymakers.

degree, some of the historical precedents

otherwise. Most illuminating for me,

We provide context by reviewing the

included in the chapter explain how and

though, was observing the inconsistent

policy history of each issue, but we don’t

why COVID-19 vaccine mandates have

ways in which both political parties ap-

take sides or endorse particular policy

become so politically polarizing.

ply their respective ideological values to
health policymaking.
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Q. An exciting project with many student

research assistants, which made the writ-

students write op-eds, engage in in-class

collaborators. Was this a funded project

ing experience more rewarding. Students’

debates, and write traditional research

and how long did it take to complete?

responsibilities were comparable to ours

papers that expand upon their op-eds. We

A. Prof. Olszewski: We started this

when preparing each chapter draft; they

encourage the students to “think on their

project in June 2018 and reviewed final

offered feedback on our writing and we

feet” and carefully consider issues from

page proofs in July 2021. We were for-

offered feedback on theirs. By promoting

more than one point of view. By encour-

tunate to receive financial support from

trust and transparency within each chap-

aging students to question everything,

several sources. Providence College’s

ter team, we reinforced the collaborative

they learn how to formulate their own

Center for Engaged Learning subsidized

nature of our project and assigned equal

position on a given policy topic and to be

a series of team dinners to build com-

credit for each co-authored chapter.

able to defend that position by drawing

munity among our student collabora-

upon multiple forms of evidence and data.

tors. PC’s School of Professional Studies

Q. What advice do you give today to

Ultimately, we hope that the course pre-

awarded us a summer grant to hire two

your students who wish to pursue careers

pares students to become thoughtful and

students as editorial assistants; these two

in public health and policymaking?

principled future professionals whether

collaborators provided crucial support in

A. Prof. Olszewski: We have had the

they pursue careers in health care, public

2020 by identifying necessary updates

opportunity to co-teach our department’s

health, or health policy. v

to chapters that we first wrote in 2019.

intensive writing seminar while working

We envisioned our student collaborators

on the book. We organized our edition of

as junior scholars rather than traditional

the course around several chapter topics;
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Working for You: RIMS advocacy activities
October 5, Tuesday
RIMS Physician Health Committee (PHC):
Herbert Rakatansky, MD, Chair
Harm Reduction Centers (HRC) Advisory
Committee: Elizabeth Samuels, MD;
Rahul Vanjani, MD

October 7, Thursday
COBRE (Center of Biological Research
Excellence) Lecture Series: Compensating
for Systems Failure: The Transformation
of the Community Health Worker/
Peer Recovery Specialist Roles during
Covid-19

October 8, Friday
Virtual meeting with Doctors
for Cannabis Regulation
Meeting with Senator Whitehouse
staff regarding Harm Reduction Centers
and US Department of Justice

October 12, Tuesday
AMA Advocacy Resource Center (ARC)
Executive Committee call regarding
state legislation
Harm Reduction Centers (HRC) Advisory
Committee: Elizabeth Samuels, MD;
Rahul Vanjani, MD
American Medical Association (AMA)
Federal Advocacy Update Conference call

October 13, Wednesday
RI Department of Health (RIDOH) Board
of Medical Licensure and Discipline
Governor’s Overdose Intervention and
Prevention Task Force: Sarah Fessler, MD,
RIMS Past President

October 14, Thursday
RIMS’ hosted Zoom Meeting regarding
Harm Reduction Centers with community
proponents

R IMJ A rch i v e s
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October 15, Friday

October 27, Wednesday

Care Transformation Collaborative
(CTC-RI) Clinical Strategy Committee
Meeting: Elizabeth Lange, MD, President;
Thomas Bledsoe, MD, President-elect

October 18, Monday

RIMS Finance Committee: Kwame
Dapaah-Afriyie, MD, MBA, Chair

October 28, Thursday
Governor’s Overdose Task Force Racial
Equity Work Group

Meeting with Blue Cross & Blue Shield
of Rhode Island (BCBSRI): Elizabeth
Lange, MD, President; Thomas Bledsoe,
MD, President-elect

AMA Physician Grassroot webinar:
Advocacy in a Post-COVID World:
Michael Migliori, MD, Chair, Public Laws
Committee

RIMPAC (Rhode Island Medical
Political Action Committee) sponsored
fundraiser for Speaker of the RI House of
Representatives, K. Joseph Shekarchi

RIMS’ hosted Zoom Meeting regarding
Harm Reduction Centers with community
proponents

October 19, Tuesday
Office of the Health Insurance
Commissioner (OHIC) Health Insurance
Advisory Council (HIAC): Catherine
A. Cummings, MD, Past President
RIDOH Harm Reduction Center Advisory
Committee: Elizabeth Samuels, MD;
Rahul Vanjani, MD

RIMS NOTES: News You Can Use
Our biweekly e-newsletter is published
on alternate Fridays exclusively for RIMS
members. Contact Dulce Cosme if you’ve
missed an issue, dcosme@rimed.org.

October 20, Wednesday
RIDOH Primary Care Physicians
Advisory Committee (PCPAC):
Elizabeth Lange, MD, President

October 21, Thursday
RIMS’ hosted Zoom Meeting regarding
Harm Reduction Centers with community
proponents

October 26, Tuesday
The Womxn Project’s Campaign for
equal abortion coverage
RIDOH Harm Reduction Center Advisory
Committee: Elizabeth Samuels, MD;
Rahul Vanjani, MD
Medicine Grand Rounds, “The Rhode
Island Medical Society: Aspects of Advocacy for Professional Satisfaction and
Personal Well-being,” Elizabeth Lange,
MD, President; Herbert Rakatansky, MD,
Physician Health Program (PHP) Chair;
Kathleen Boyd, Director of RIMS PHP;
Newell Warde, PhD, RIMS Executive
Director
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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.

R H O D E I S L A N D M E D I CA L S O C I E T Y

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.

ORTHOPAEDIC SURGERY

GENERAL ORTHOPAEDICS

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
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HopeHealth Hulitar Hospice Center completes expansion
PROVIDENCE – Rhode Island’s only freestanding hospice center has increased its
capacity by 25% with the completion of
a yearlong construction project to address
the region’s growing demand for specialized end-of-life care.
The HopeHealth Hulitar Hospice Center is now a 30-bed inpatient unit after
finishing the approximately $3 million
expansion project in July. The project
added six beds to the original 24-bed unit,
located on the second and third floors
of HopeHealth’s headquarters at 1085
North Main St., Providence. The project
maintained the building’s 50,000 square
foot footprint.
“This much-needed expansion meets
an important community need for additional capacity,” said HopeHealth President & CEO Diana Franchitto .
“We were also able to refurbish existing patient rooms after a decade of high
utilization.”
Most hospice patients prefer to spend
their last days at home or in a home-like
setting with loved ones by their side. The
Hulitar Hospice Center provides a homelike environment for hospice patients
who require acute inpatient care, as their
symptoms progress and cannot be safely
and comfortably managed at home.
“The focus of the Hulitar Hospice
Center is not just the patient but the
family,” said HopeHealth Chief Medical
Officer Edward Martin, MD, MPH .

Exterior of the Center located at 1085 North Main St. in Providence.

“It’s a calm and peaceful environment.
Sometimes families are concerned about
moving their loved one, but universally,
once they get here, they’re so glad they
did. It makes such a big difference.”
The project reconfigured the layout of
the inpatient unit so that there are now
15 rooms each on the second and third
floors. New flooring, paint, and carpeting
refreshed all rooms, staff and family gathering areas. The second floor has a renovated interfaith chapel. The third floor

The Four Seasons room.
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now has a relocated nurses station, renovated kitchen facilities and a dining area,
and larger areas for staff, as well as new
rooms where grief counselors can meet
with families to provide support.
The HopeHealth Hulitar Hospice Center remained operational throughout the
construction, which coincided with the
COVID-19 pandemic. The center also
continued to allow visitors during the
pandemic so they could be with their
loved one in their last days. v

Third-floor nurses station.
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Federal delegation announces $6.1M for capital improvements
at RI Community Health Centers
– U.S. Senators Jack Reed and Sheldon
Whitehouse and Congressmen Jim Langevin and David
Cicilline recently announced that eight community health

WASHINGTON, D.C.

centers have received a total of more than $6.1 million from
the American Rescue Plan to make capital improvements
aimed at better serving Rhode Island patients.
The funding, which was awarded by the Health Resources
and Services Administration, will be used to expand, renovate, and make other capital improvements at community
health centers across the state. The awards will support the
improvement of primary care infrastructure in Rhode Island
and advance health equity and better health outcomes in
medically underserved communities, including through
projects that support COVID-19 testing, treatment, and
vaccination.

The health centers receiving funding are:
• Blackstone Valley Community Health Care, Pawtucket
– $734,663
• Comprehensive Community Action, Cranston – $677,672
• East Bay Community Action, Newport – $616,578
• Northwest Community Health Care, Pascoag – $682,171
• Providence Community Health Centers, Providence,
$1,166,666
• Thundermist Health Center, Woonsocket – $1,065,455
• Tri-County Community Action Agency, Johnston – $589,111
• Wood River Health Services, Hope Valley – $573,876

Rhode Island community health centers provide care for
about 190,000 patients, according to the National Association of Community Health Centers. v

Miriam receives $11.1M grant to fund COBRE center on stress, trauma in early life
– The Miriam Hospital has received an $11.1
million federal grant to establish a Center of Biomedical
Research Excellence (COBRE) in Rhode Island devoted to a
growing field of inquiry – how stress and trauma early in life
can have lasting impacts on our health and wellness.
The grant from the National Institute of General Medical Sciences, part of the National Institutes of Health, will
fund the creation of the STAR COBRE, which will be based
out of the Center for Behavioral and Preventive Medicine at
The Miriam Hospital. STAR stands for Stress, Trauma, and
Resilience.
The center will build research capacity at The Miriam
while also establishing partnerships with collaborators at
Lifespan, the Warren Alpert Medical School of Brown University, and Care New England, specifically its psychiatric
facility, Butler Hospital. Study topics will include the effects
that child neglect, sexual abuse, and food insecurity have on
mental and physical well-being.
The COBRE grant is for five years and is the first phase
of what could ultimately span three phases over 15 years.
These centers are intended to bring together experienced
researchers and junior investigators to cultivate multidisciplinary research and expertise in a variety of fields. In recent
years, Lifespan has succeeded in securing grants for COBRE
centers devoted to a variety of critical areas of research
including the following: antimicrobial resistance, opioids
and overdose, childhood and adolescent sleep, skeletal
health and repair, cancer research development, and stems
cells and aging.
“It is a critical time for research into stress and trauma,
and the pathways to resilience. The COVID-19 pandemic

PROVIDENCE
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has increased the global burden of stress, trauma, and adversity and has exaggerated racial, ethnic, and socio-economic
inequalities. The STAR COBRE will be the first research
center in Rhode Island to focus on stress, trauma, and resilience,” said the center’s principal investigator, Laura R.
Stroud, PhD , who is director of The Miriam’s Center for
Behavioral and Preventive Medicine and a professor of psychiatry and human behavior at the Warren Alpert Medical
School of Brown University. “It will support transformative
research to understand how stress and trauma impact mental
and physical health and develop novel approaches to interventions that will promote resilience across the lifespan.”
Proposed research initiatives at the STAR center, led by
early career investigators, include:
• A project investigating how childhood maltreatment
impacts executive function, rumination and mental
health symptoms in adolescents building on a 12-year
prospective study. (Chrystal Vergara-Lopez, PhD )
• A project using real time experience sampling in
pregnant women to examine links between childhood
sexual abuse and hypertensive disorders of pregnancy.
(Margaret Bublitz, PhD )
• A clinical trial to examine the impact of food insecurity
on diet, inflammatory and metabolic markers, and
summer weight gain. (E. Whitney Evans, PhD )
The Center will also allow The Miriam Hospital to
recruit a new faculty member, and to fund pilot projects for
new research initiatives with a particular focus on health
disparities. v
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Ortho Rhode Island now offering robotic technology in total and
partial joint replacement at Ortho RI Surgery Center in Warwick
– Ortho Rhode Island surgeon Dr.
Robert Marchand performed a robotic-as-

WARWICK

sisted total joint replacement at the Ortho RI
Surgery Center in Warwick, the first procedure of its kind at a freestanding ambulatory
surgery center in Rhode Island and Massachusetts. For over a decade, Dr. Marchand and
Ortho Rhode Island surgeons have pioneered
the use of robotic-assisted technology for hip,
knee, and spine procedures in the state, in
partnership with South County Health.
Dr. Marchand operated with Stryker’s Mako
SmartRobotics™, which combines three key
components – 3D CT-based planning, Accu
StopTM haptic technology, and insightful data
analytics – into one platform that has shown
better outcomes for total knee, total hip, and
partial knee patients.
“The Ortho RI Surgery Center offering robotics is a key
demonstration of Ortho Rhode Island’s commitment to provide the community with outstanding healthcare, and we
are proud to continue to be at the forefront of innovation
and technology,” said Michael P. Bradley , President and
CEO of Ortho Rhode Island.
Patients medically eligible for outpatient total joint procedures at the Ortho RI Surgery Center return home the same
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day as their surgery, while more complex inpatient robotics
cases are performed by Ortho Rhode Island surgeons at local
community hospitals, including South County Health.
Dr. Marchand has performed thousands of robotic-assisted
joint replacement surgeries with Stryker’s technology, and
uses his expertise to teach surgeons around the globe how to
implement this state-of-the-art innovation. v
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Appointments
Mukesh K. Jain, MD, appointed Dean of Medicine and Biological Sciences at Brown
— Dr.
Mukesh K. Jain has been appointed

PROVIDENCE [Brown University]

dean of medicine and biological sciences
at Brown University. Jain serves currently as chief academic officer at University
Hospitals health system in Cleveland and
vice dean for medical sciences at Case
Western Reserve University.
In joining Brown, he will lead the Division of Biology and Medicine, which
encompasses the Warren Alpert Medical
School, four biological science departments, 14 clinical departments and two
hybrid departments. He will also manage
the medical school’s relationships with
nine affiliated hospitals. Key responsibilities include supporting expansion of
research activity across the Division of
Biology and Medicine, with a vision to
advance Brown’s position in the top tier
of medical schools and basic science and
clinical departments. Integral to his role
will be sustaining a culture of ongoing engagement with learners at every level, and
promoting and enhancing diversity, equity and inclusion among all members of
the community in the execution of education, research and clinical care missions.
Jain said that a range of factors piqued
his interest in Brown, including the Warren Alpert Medical School’s reputation
for outstanding contributions to science
and medicine and track record in training top physicians. He’s eager to partner
with faculty at Brown’s School of Public
Health and Carney Institute for Brain
Science as well as colleagues at other
schools, institutes and departments on
campus. And the potential for greater
integration in medical care, research and
education in Rhode Island also played a
significant role in his decision.
“I hope to leverage my experiences in
building robust basic and translational research programs that are aligned and integrated with excellence in clinical care
to help the Warren Alpert Medical School
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and its clinical affiliates achieve even
greater impact in advancing standard of
care to improve human health,” he said.
“And across all biomedical programs, I
will work to ensure that Brown is recruiting and retaining the best and brightest
from all backgrounds and is at the tip of
the national spear in cultivating the next
generation of physicians and scientists.”
Increasing the representation of students and faculty from groups historically underrepresented in medicine and
science will be a key priority for the dean,
along with advancing efforts to ensure
that medical school graduates deliver
care to patients with a full understanding of social determinants of health and
commitment to improving upon existing
inequities in health care.
In addition to his leadership roles in
Cleveland, Jain is a biomedical researcher internationally recognized for studies
that established a central role for a family
of genetic factors in cardiovascular biology, innate immunity and metabolism. He
is the founding director of Case Western
Reserve’s Cardiovascular Research Institute, which established a robust cardiovascular research program that spanned
basic and clinical research, secured over
$60 million in research funding and is
home to nearly 120 clinical trials involving 2,500 patients.
Since 2012, Jain has served as the chief
scientific officer at the Harrington Discovery Institute, which supports breakthrough biomedical research. During his
tenure, the institute has provided more
than $6 million annually to scholars across
North America and the United Kingdom,
as well as support to physician-scientists
in the Cleveland community. In 2019,
he was appointed a visiting professor
at the University of Oxford in the U.K.
Nationally, Jain’s clinical and academic contributions have been recognized
through numerous honors including
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election to the
National Academy of Medicine,
the American Society for Clinical
Investigation – an
organization for which he is a past president – the Association of American Physicians, and the Association of University
Cardiologists. In 2017, Jain and five colleagues (including two Nobel laureates)
founded the Physician-Scientist Support
Foundation, a nonprofit that strives to
build a sustainable and diverse physician-scientist workforce through financial and research support for fundamental
discoveries that improve human health.
Jain earned a bachelor’s degree in biochemistry from the University of Buffalo
and his MD from the University of Buffalo School of Medicine. After finishing
his residency in internal medicine at the
Beth Israel Deaconess Medical Center in
Boston, he completed fellowships in research and cardiovascular disease at Harvard School of Public Health and Brigham
and Women’s Hospital.
Jain’s appointment follows a comprehensive search process led by a committee that included faculty, staff and
administrators as well as student representatives from the Warren Alpert Medical School and Brown’s Graduate School.
He will begin as dean effective March 1,
2022, serving as a member of the Provost’s Senior Academic Deans committee
and of the President’s Cabinet.
Jain will succeed Dr. Jack A. Elias,
Brown’s dean of medicine and biological
sciences for eight years, who is transitioning to the role of senior advisor for
health affairs and working with University leadership to advance the development
of Brown’s relationships with Lifespan
and Care New England as efforts toward
an integrated academic health system
continue. v
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Megan Ranney, MD,
appointed Academic Dean at
Brown School of Public Health
Mark Deitch, MD,
named VP, CMO
at Miriam
– Mark Deitch,
MD, MBA , is the new senior

PROVIDENCE

vice president of medical affairs
and chief medical officer at The
Miriam Hospital.
Deitch is a veteran health
care administrator who comes
to Lifespan from WellSpan Health, an integrated nonprofit health system serving South-Central Pennsylvania and
Northern Maryland. He served as vice president of its orthopedic service line and was responsible for strategy, standardization, and growth of orthopedic services. Previously,
he held positions as an assistant professor at Johns Hopkins Medical Institute and University of Maryland Medical
System, president of Greenspring Surgery Center, partner/
attending orthopedic surgeon with OrthoMaryland, and
owner/president of MD3 Orthopedics, all of Baltimore.
Deitch is a graduate of the Stony Brook University School
of Medicine and earned his MBA in medical services management from Johns Hopkins University. He is a member
of the American Academy of Orthopedic Surgeons and the
American Society for Surgery of the Hand.
This is a return to Rhode Island for Dr. Deitch who completed his bachelor of arts degree in biology with honors
in research at Brown University. He was a fellow in hand,
microvascular and upper extremity surgery at Cincinnati
Hand Surgery Specialists, Ohio; a resident in orthopedic
surgery at the Hospital for Special Surgery, New York; and
an intern in general surgery at Beth Israel Deaconess Medical Center, Massachusetts.
Deitch, who arrived at The Miriam in September, succeeds G. Dean Roye, MD, FACS, who held the position
since 2017 and now serves as senior vice president of medical affairs and chief medical officer at Rhode Island and Hasbro Children’s hospitals. v

PROVIDENCE – Megan Ranney, MD,
MPH, FACEP , has been appointed as

the Brown School of Public Health’s
inaugural Academic Dean, effective
December 2021. Reporting directly to
the Dean, she will serve as the chief academic officer of the School, and a key
member of the leadership team.
As chief academic officer of the School, Professor Ranney will
work in partnership with Associate Deans Melissa Clark and Jennifer Tidey, as well as with Director of Community Engagement, Kim
Gans. She will collaborate with them to help oversee the School’s
educational efforts, research enterprise, community engagement,
and faculty recruitment, development, evaluation, retention, and
promotion. She will also partner with the rest of the Deans, including Interim Associate Dean for Diversity and Inclusion Ronald
Aubert, Executive Dean of Finance and Administration Sara Walsh,
and Vice Dean of Advancement Benjamin Zoll.
Professor Ranney initially joined the School’s leadership as Associate Dean for Strategy and Innovation earlier this year, providing
expertise to help develop our expanding portfolio strategy and further connect our School within the University.
As part of this new position, Professor Ranney will also be appointed Professor of Behavioral and Social Sciences, continuing to
serve as an educator, researcher, and mentor to so many at Brown. v

RIMJ Seeks Volunteer Physician Editor
The Rhode Island Medical Journal (RIMJ) is seeking a Rhode
Island physician with an interest and expertise in editing and
writing to assist with issue planning, theme development, peer
review, and author correspondence.
This volunteer editorial position, with a flexible time commitment,
is a unique opportunity for a physician familiar with the State’s
healthcare landscape to engage with colleagues, faculty, students
and allied healthcare professionals.
RIMJ publishes 10 online issues a year (available at rimedj.org),
with a hiatus in January and July. The publisher is the Rhode
Island Medical Society (RIMS), and editors are approved by the
RIMS Board for a three-year tenure, with an option to renew for
an additional term.
Interested candidates should submit a cover letter and CV to
Editor-in-Chief William Binder, MD, at
william_binder@brown.edu.
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Ross Budacki, MD, joins
University Orthopedics
Sports Medicine division

Kyle S. Nuland, MD, joins
University Orthopedics
Adult Reconstruction Division
– University Orthopedics is
expanding The Joint Replacement Center with
the addition of Kyle S. Nuland, MD .
Dr. Nuland specializes in hip and knee arthroplasty, various hip and knee disorders, minimally
invasive knee surgery, orthopedic trauma, knee
and hip reconstruction, and total hip revision.
Dr. Nuland recently completed the Frank
E. Stinchfield Adult Reconstruction fellowship
at Columbia University in New York City.
Prior to that, he attended medical school at
the University of Connecticut and completed
the residency program at Albert Einstein College
of Medicine-Montefiore Medical Center in
Bronx, NY. v
EAST PROVIDENCE

EAST PROVIDENCE – University Orthopedics recently announced board-certified orthopedic surgeon Ross BudackI, MD , is joining its Sports
Medicine division.
Dr. Budacki is a fellowship-trained sports medicine surgeon who treats patients with a wide variety of injuries from simple sprains and strains
all the way up to complex, traumatic injuries involving the shoulder, knee,
hip, hand, wrist, and elbow. He also serves as clinical assistant professor orthopaedics at the Warren Alpert Medical School of Brown University.
Dr. Budacki completed a sports medicine fellowship at the Alpert Medical
School. Prior to that, he earned his medical degree at Georgetown University School of Medicine and completed the residency program at Einstein
Healthcare Network in Philadelphia. During his fellowship, he served as the
assistant team physician for Brown University’s Divison I football team and
the Providence Bruins. Dr. Budacki is a member of the American Academy
of Orthopaedic Surgery and the American Orthopaedic Society for Sports
Medicine. v

Referrals welcome.

Retina Consultants
Altin Pani, MD
is pleased to announce that

Scott H. Greenberg, MD

Referrals welcome

has joined the practice
specializing in diseases

Providence
401-274-5844

and surgery of the

North Kingstown
401-294-9429

retina and vitreous.
Dr. Greenberg is a graduate of Upstate Medical
University in Syracuse, New York. He completed
a residency in ophthalmology and a fellowship
in vitreoretinal surgery at Albany Medical College
in New York.
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Obituaries
Louis A. Corvese, MD , a
retired orthopedic surgeon, died
peacefully on October 16, 2021 following
a brief illness. He was the son of the late
Dr. Anthony and Mary Leoni Corvese
and the brother of the late Dr. William P.
Corvese.
Dr. Corvese graduated from Classical
High School, the Catholic University of America, and in 1956
he graduated from the Yale University School of Medicine. He
interned at George Washington University Hospital in Washington, DC, and further trained at Newington Children’s Hospital
and Yale University. He was a fellow of the American Academy of Orthopedic Surgeons and was certified by the American
Board of Orthopedic Surgery.
Dr. Corvese practiced orthopedic surgery for more than forty
years and was a member of the RI Hospital surgical staff. Kindness and concern for his patients was always paramount to him.
Earlier in his career, Dr. Corvese served as a surgeon on active
duty at sea and ashore with the US Navy. Among the Navy vessels he served on during the war in Vietnam were the USS Enterprise and the USS Sanctuary, the Navy hospital ship anchored
off Vietnam providing medical and surgical care for wounded
soldiers.
Dr. Corvese generously supported the arts and charities
throughout his life. He was very grateful for the many acts of
kindness and concern shown to him by family and friends, especially during the last years of his life. v
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Zhou Weng, MD , 93, died on October
17, 2021 at HopeHealth Hulitar Hospice
Center, Providence. He was the beloved
husband of the late Li-Li Lin.
Born in China, he moved to the United States in 1992, settling in Pawtucket.
Dr. Weng was a general surgeon in China
before retiring. He was a member of the
Chinese Christian Church of Rhode Island.
He is survived by two daughters, Liya Beaujean of New York,
and Kathy Zheng of Tiverton; two sons, Bin Weng of Barrington
and John Weng of New York; four sisters, Xiu Zhen Weng, Ying
Weng, Yuan Weng and Bing Weng; two brothers, Huan Weng and
He Weng; eight grandchildren; and many nieces and nephews. v
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