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Introduction:

CHILD MALTREATMENT

A Multidisciplinary Approach to Address Child Maltreatment

CHRISTINE E. BARRON, MD; AMY P. GOLDBERG, MD
GUEST EDITORS

To thrive, children need support, nurturance and love from
their parents and caregivers. Conversely, adversity in child-
hood can lead to lifelong impacts on both physical and
mental health. Seminal work by Drs. Vincent Fellitti and
Robert Anda conducted in 1995-1997 through the Center
for Disease Control Kaiser Permanente study identified that
different forms of abuse and neglect experienced in child-
hood had lasting effects into adulthood. The study revealed
that two-thirds of over 17,000 participants had at least one
adverse childhood experience, now commonly referred to as
“ACEs”, and that a growing number of ACEs participants
experienced increased negative physical and mental health
outcomes.' In 2021, over 600,000 children experienced some
form of child abuse and/or neglect, underscoring the mag-
nitude of this problem and need for further study to inform
interventions.> More recent studies focused on children have
examined how the hypothalamic pituitary axis response to
toxic stress may impact a child’s trauma experience, the role
of epigenetics on neurobiology, and the subsequent effects
on psychological and physical health.? With an expanded
understanding of the severe impact of toxic stress has come
the imperative to identify and intervene when there is
concern that a child is being harmed.

In this special issue of the Rhode Island Medical Journal
(RIM]J), we present articles that explore current and multiple
facets of this complicated problem. Authors from six states
across the country and diverse professional backgrounds,
including pediatrics, law enforcement, child welfare, advo-
cacy, medical anthropology, child life, and research meth-
odology, have contributed and reflect the importance of a
multidisciplinary approach when confronted with child
maltreatment.

Prior to 1967 when mandatory reporting laws were
established in all states, professionals who identified child
abuse and neglect had no community infrastructure to rely
on for investigation, support, or protection. SARAH KLEINLE
et al provide an historical overview of the recognition of
different forms of child maltreatment, mandated reporting
laws, and describe the creation of a child abuse pediatric
subspecialty. In the spring of 2020 during the COVID-19
pandemic the community safety net, which typically pro-
vides a mechanism for abuse and neglect to be identified,
reported, and responded to, disintegrated. BRETT SLINGSBY
et al conducted a retrospective chart review comparing
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patient numbers and types of cases in the first seven months
of the pandemic to the previous three years. The analysis
offers insight into the critical role that in-person support
networks, including medical providers, school personnel,
social service and mental health providers, play to promote
children’s well-being and safety.

Approximately 400 board-certified child abuse pediatri-
cians currently practice in the United States. This dedicated
focus and expertise from the pediatric medical community
for complex diagnoses like abusive head trauma (AHT) has
expanded research for an evidence-based and multidisci-
plinary approach to diagnosis and intervention. The severity
of child physical abuse exists on a continuum and includes
cutaneous, skeletal, and visceral trauma and, while not the
most common form of physical abuse, abusive head trauma
is the most severe and the most studied. AMY GOLDBERG
et al review the common findings of AHT, its history
and scientific basis. STEPHANIE RUEST et al contribute a
case report of traumatic chylothorax, a rare form of child
physical abuse.

The rates of child sexual abuse have significantly declined
since peak rates in the early 1990s. Although the reason for
this decline is debated, there remains the possibility that
prevention strategies have been effective and may be models
for other types of child maltreatment. Domestic minor sex
trafficking (DMST), a form of child sexual abuse, has been
more recently defined, identified, and studied and unfortu-
nately increasing rates have been seen in the past decade.
JESSICA MOORE et al discuss the unique opportunities for
medical providers to identify, interact with and intervene,
utilizing trauma-informed practices for this specific adoles-
cent population. The ACE study’s identification that trauma
is a common experience for all patients paved the way for
the acceptance that trauma- informed care must be part of
standard medical practice. In a prospective survey study that
compares female caregivers with and without a history of
child sexual abuse, ADEBIMPE ADEWUSI et al recognize the
importance of parental perception for children with sexu-
alized behaviors and that parents were open to this type of
research when asked about their own trauma histories.

Neglect is the most common type of child maltreatment
and the most understudied. It is also most intertwined with
societal maladies. The legalization of medical and recre-
ational cannabis use has resulted in increased ingestions for
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young children. HINA RAZA et al highlight this trend and
its effect on children’s safety. They thoughtfully consider
whether these unintentional ingestions are due to supervi-
sory neglect and importantly recognize the significance of
mitigating this notable risk for children.

While child maltreatment remains a significant public
health concern, innovative approaches to all aspects of child
maltreatment through education, advocacy and prevention
have been made through the introduction and promulgation
of innovative trauma-informed care and interventions. One
example provided by CHRISTINE BARRON et al describe a
novel collaborative approach to provide support for child
victims and their family members through all aspects of a
child maltreatment investigation, medical evaluation, and
prosecution by the creation of a unique canine comfort
therapy program.

We hope the articles in this special issue promote an
enhanced understanding of the intricate and complex com-
ponents of child maltreatment as we all strive to improve
the health and well-being of all children.
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A History of Child Abuse Pediatrics:

CHILD MALTREATMENT

Training, Research, and Clinical Diagnosis

SARAH KLEINLE, DO, FAAP; HANNAH NGO, OMS-IIl; AMY P. GOLDBERG, MD, FAAP; RACHEL SILLIMAN COHEN, MD, FAAP

ABSTRACT
This article provides an historical review of child mal-
treatment, focusing on the three most common subtypes:
physical abuse, sexual abuse, and neglect. The evolution
of recognizing, evaluating, and accurately diagnosing
child maltreatment is described. Over time, the estab-
lishment of multidisciplinary teams, mandatory report-
ing, and Child Abuse Pediatrics as a subspecialty of pe-
diatrics has improved the training, research, and clinical
diagnosis for all forms of child maltreatment. These ad-
vancements have set clinical standards to ensure accu-
rate diagnosis, prevent the misdiagnosis of child abuse
and neglect, and continually improve the systems meant
to protect children. The expansion of knowledge of child
maltreatment continues with attention on early detec-
tion of children at risk of developing lifelong physical,
psychological, and behavioral consequences from trauma
associated with all forms of child maltreatment.

KEYWORDS: abuse, neglect, child maltreatment,
diagnosis, history

INTRODUCTION

The World Health Organization (WHO) defines child mal-
treatment as neglect or abuse by a caregiver toward a child
under 18 years of age. The most common types of child
maltreatment recognized include neglect, physical abuse,
emotional abuse, and sexual abuse.! The understanding of
child maltreatment has evolved over time, as has the iden-
tification of child abuse and neglect as medical diagnoses.
Auguste Ambroise Tarieu published a series of over 500
cases of physical abuse as early as 1860 for forensic study.?
In 1962, the publication of “The Battered-Child Syndrome”
in the Journal of the American Medical Association by
Kempe et al began to lay the foundation for how physicians
evaluate possible child abuse.? Recognition by this publica-
tion was important because it established child abuse as a
relatively common and recurring aspect in family life, not
a rare anomaly. Additionally, this seminal paper began to
establish child physical abuse as a medical diagnosis and
therefore the importance for recognition within the medi-
cal setting by medical providers. In 1958, just prior to this
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paper’s publication, Dr. Kempe recognized that in order to
effectively develop interventions, treatment plans and fol-
low-up for children affected by child abuse and neglect, pro-
fessionals from multiple disciplines, within the hospital and
community had to work together. He helped establish one
of the country’s first multidisciplinary teams, now the stan-
dard for practice within all related child welfare fields. Sub-
sequently, between 1963 and 1967 every state passed some
form of reporting legislation enabling individuals to refer
suspected cases of child abuse or neglect to an identified
state agency. Recognizing the need for a single federal focus
for prevention and response to child abuse and neglect, the
Child Abuse Prevention and Treatment Act (CAPTA) was
enacted in 1974.* This legislation resulted in the creation
of definitions for all forms of child abuse and neglect, and
funding for prevention, investigation, prosecution and treat-
ment. Importantly, CAPTA identified the need for research
to improve knowledge related to child maltreatment and
provided funding to support technical assistance, data col-
lection and the establishment of a national clearinghouse
of information.

The understanding of the prevalence, diagnosis, and
treatment of all types of child physical abuse has evolved.
Medical providers have since developed a robust body of
literature that has led to the creation of evidence-based
standards of care based on identification of injury patterns
in children, comparison to normative datasets and judi-
cious implementation of skeletal surveys, lab studies, and
neuroimaging.’® With an expanded knowledge base, clini-
cal practice has evolved to inform earlier identification of
children at risk. For example, a study published by Sheets
et al in 2013 defined sentinel injuries as “relatively minor
abusive injuries (that) can precede severe physical abuse
in infants.” They found that infants diagnosed with severe
physical abuse commonly had sentinel injuries compared to
infants evaluated for abuse and found to not be abused, in
whom sentinel injuries were rarely seen. The most common
sentinel injuries missed by medical providers were bruises
and intraoral trauma. A sentinel injury is only recognized
retrospectively and therefore the study’s authors concluded
that early recognition of injuries in children offers an oppor-
tunity to intervene and protect infants from further harm.’

A specific, serious form of physical abuse — abusive head
trauma (AHT) — has garnered a prominent role in the field
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of child abuse pediatrics. Initially called “Whiplash Shaken
Infant Syndrome,” “Shaken Baby Syndrome,” and “Shaken
Impact Syndrome,” this diagnosis first appeared in the lit-
erature in 1971.1° Since its early recognition, AHT has
developed an established scientific basis for understanding
mechanisms of injury, diagnosis, prognosis and interven-
tions. The term abusive head trauma, recommended in 2009
by the American Academy of Pediatrics, avoids reference
to mechanistic causes of injury and remains the current
accepted term to describe this medical etiology.!! Contro-
versy related to diagnosis has been elevated by the media
and debated in the courtroom despite a robust scientific
basis accepted by multiple national and international profes-
sional societies.! (For additional information on this topic,
please see the article “Abusive Head Trauma: Historical
and Current Perspectives of a Complex Diagnosis,” in this
edition of RIMJ).

The awareness of child sexual abuse (CSA) has similarly
evolved over the past four decades. There was a marked
increase in reported cases of CSA in the 1980s, with an 8-fold
increase of reported cases by 1995.% A decline of reported
and substantiated cases of CSA was noted in the following
decade; this decline was identified as multifactorial, related
to mandatory reporting practices, child protective service
(CPS) protocols and responses, and other factors.'* Presently,
the incidence of reported and substantiated cases of CSA
has stabilized.'

Cultural phenomena of the past 40 years have influ-
enced an understanding of CSA. The so-called moral panic
about daycare and school-based CSA, many of which were
ultimately found to be false, reflected the evolving evi-
dence-base of best practices in interviewing children about
CSA concerns."® High-profile cases, including sexual abuse
perpetrated by clergy-people and sexual abuse involving
coaches and doctors, have raised concerns about failures in
the systems meant to protect children.!¢

Evaluation and intervention practices have advanced over
time, as has an understanding of the physical and mental
health effects of CSA. A critical component of diagnosis is
the medical history obtained by child abuse specialists and
is based on the understanding that disclosure of abuse is a
process. Work by Dr. Thomas Lyon, whose effort on forensic
interviewing skills and methodologies, has influenced the
field along with the work of several child abuse pediatri-
cians.'”!® In 1994, Dr. Joyce Adams and colleagues published
a significant paper entitled “Examination findings in legally
confirmed child sexual abuse: it’s normal to be normal”.
This paper established the importance of documenting a
child’s statements obtained during a forensically informed
medical interview, given that most children evaluated for
sexual abuse will have a normal ano-genital examination.'
Research about positioning, visualization, and documen-
tation of genital examinations for all genders has defined
current gold-standard practice. Patterns and findings of
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genital trauma and healing and the relatively low incidence
of genital injury in the context of sexual abuse diagnoses has
been well established.?*?> Critical for a standardized diag-
nostic approach for child sexual abuse medical evaluation
and to avoid misdiagnosis, in 2007 Adams and colleagues
developed guidelines and recommendations for performing
and interpreting findings for children referred for medical
evaluations.”® While these guidelines identify medical find-
ings that are consistent with child sexual abuse, they also
recognize findings that are nonspecific. These guidelines
were updated in 2016 and anticipated to be reupdated and
published in 2023.%

Similarly, early conceptualization of neglect began with
behavioral studies of children living in institutions experi-
encing extreme deprivation.”* These studies demonstrated
that early deprivation leads to impairment and concluded
that healthy development is not only threatened by trau-
matic experiences but also by the absence of positive expe-
riences.”>? From these examples of severe neglect, medical
and mental health providers began to recognize that the care
of a child exists across a continuum from grossly inadequate
to optimal. Neglect is by far the most prevalent form of child
maltreatment. Within this continuum, the determination
for adequacy of care is often arbitrary and explicit criteria
for determining the threshold for intervention is within the
purview of each state’s child welfare system. As such, the
CPS definitions for thresholds vary across jurisdictions.

Despite its prevalence, neglect continues to receive less
public attention and dedicated research.”” Different than
other types of child maltreatment, child neglect is defined
by acts of omission often resulting in no clear injury, leav-
ing physicians to describe potential immediate risk and
long-term outcomes. In fact, acts of omission which lead
to negative medical and mental health outcomes can often-
times be due to resource insecurity, social determinants of
health, poverty, systemic and societal biases, and are not
acts of neglect, at all.?®* The wide range of causes and con-
sequences related to unmet needs in childhood highlight the
need for multidisciplinary support services for children and
their families. Approaches, such as the Safe Environment for
Every Kid (SEEK) model, have been developed to promote
resilience and positive outcomes, in the setting of these
complexities.?!

The expansion of our knowledge of child maltreatment
is important for early detection of children at risk of devel-
oping lifelong physical, psychological, and behavioral con-
sequences from trauma associated with all forms of child
maltreatment.?>3*

Increased recognition and research prompted more effec-
tive ways to provide care for vulnerable children effected by
abuse and neglect. As medical knowledge and clinical skills
increased, it became evident that physicians evaluating chil-
dren for the possibility of child maltreatment required addi-
tional training and expertise beyond that acquired during
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pediatric residency. In 2006, Block and Palusci published
a paper about the necessity for child abuse pediatrics as a
recognized subspecialty, stating that hundreds of hours of
training and experience are needed to competently iden-
tify and treat children effected by abuse and neglect.? This
perspective has been supported by numerous studies. Only
34% of chief pediatric residents thought their graduating
residents were prepared to address child abuse.?® Starling et
al found that third-year residents in pediatrics, family med-
icine, and emergency medicine were unable to identify nor-
mal female genital anatomy, had minimal training in child
abuse and were very uncomfortable evaluating children for
sexual abuse.’” Practicing primary care physicians were also
found to be uncomfortable identifying and managing child
abuse due to their lack of knowledge and experience.?”® In
addition to treating children directly, child abuse pediatric
subspecialists provide other clinicians a resource and expert
opinion when challenged with concerns for abuse or neglect.

Physicians, especially those practicing primary care,
often face time constraints. Evaluations for suspected child
maltreatment require more time than typically allotted to
general practitioners. Additionally, many physicians are
uncomfortable with child maltreatment due to concern
of involvement in court procedures, for which they have
received little to no education.’** In addition to develop-
ing an intensive and broad knowledge base for standard of
care for all forms of child maltreatment, child abuse pedia-
tricians receive training and experience in providing expert
witness testimony.

CHILD ABUSE PEDIATRICS (CHAB/CAP)
AS A SUBSPECIALTY OF PEDIATRICS

In 2006, the American Board of Pediatrics established child
abuse pediatrics (CHAB/CAP) as a subspecialty of pediat-
rics. The skills, education and training required to provide
appropriate care for patients when there is a concern for
child abuse and/or neglect was officially recognized. Sub-
sequently, the Accreditation Council for Graduate Medical
Education (ACGME) standardized fellowship training for
physicians entering this field, establishing uniform stan-
dards to ensure quality and expert care for children who
have experienced abuse and neglect.*> American Board of
Pediatrics certification followed in 2009 when the first cer-
tification examination was offered. Child abuse pediatrics
fellowship graduates are trained to “diagnose and manage
acute and chronic manifestations of child abuse, demon-
strate competence in teaching, design and conduct research
in child abuse, act as a competent physician in a multidis-
ciplinary field, and become familiar with administrative,
legislative and policy issues in child abuse.”** The special-
ized training received by child abuse pediatricians provides
healthcare professionals who interact with children within
a hospital and the community, an expert resource to prevent
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delayed and misdiagnosis, support mandatory reporting and
recommend interventions.

An essential role of the child abuse pediatrician is to ensure
accurate diagnosis and to prevent the misdiagnosis of child
abuse and neglect. Child abuse pediatricians are trained to
provide both inpatient and outpatient consultations result-
ing in improved evaluations and care for children who have
experienced abuse or neglect. Notably, CAPs are less likely
to make a diagnosis of child physical abuse or neglect, as
compared to referring physicians. Another study describing
a hospital-based child abuse consultation service found that
the child abuse pediatrician concluded that abuse was likely
or definite in less than half of the patients they evaluated.*
The pediatric subspecialty of child abuse pediatrics is vitally
important for the accurate diagnosis of injury and trauma,
for limiting overdiagnosis of child maltreatment, for the
training and education of medical students, residents, and
fellow pediatricians, and for ongoing research and scholar-
ship regarding maltreatment and traumatic experiences.

CONCLUSION

Over the last century, the recognition of child abuse and
neglect as a pediatric problem requiring trauma-informed
evaluation, accurate diagnosis, intervention and impor-
tantly prevention has transformed. Within the American
Board of Pediatrics subspecialties, child abuse pediatricians
rely on rigorous training and a robust body of evidence-based
literature to provide quality care, and consultative recom-
mendations for patients who have experienced abuse and
neglect. Scholarship in child abuse pediatrics is working
toward a greater understanding about childhood and adoles-
cent resilience, the perspicacious assessment of child protec-
tion policies, and consideration of the effects of personal and
institutional biases on child welfare. Clarity on these issues
is important for the welfare of children and adolescents
in our country and the field of child abuse pediatrics will
continue to evolve accordingly.
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Medical Evaluations in Rhode Island for Suspected Child Abuse
and Neglect Prior to and During the COVID-19 Pandemic

BRETT A. SLINGSBY, MD; CHRISTIAN SCHROEDER, BS; KARA STOCK-GUILD, CPNP; ABIGAIL KEOGH, MD

ABSTRACT
During the COVID-19 pandemic, there was an increase
in several risk factors for child maltreatment. There was
also a sudden decrease in the systems available to iden-
tify and support at risk children and families. This study
aims to describe the number of children presenting to
specialized medical care for suspected child abuse and
neglect during the first seven months of the COVID-19
pandemic compared to the three previous years. This
was a retrospective chart review of all cases evaluated
by the child abuse team in Rhode Island from March
Ist until September 30th of 2017, 2018, 2019 and 2020.
During the first seven months of the COVID-19 pandem-
ic, there were 10% fewer children evaluated by the child
abuse team with the most significant decrease (35%)
in the number of children evaluated for physical abuse.
With the known increased risk factors for physical abuse
due to COVID-19, the decrease in the number of chil-
dren evaluated for physical abuse is unlikely due to a de-
crease in the incidence of physical abuse. This decrease
is most likely due to physical abuse not being identified
or children not being referred to specialized medical care.
Without the ability to see and interact with children in
person, professionals’ ability to identify child victims of
abuse is limited. Professionals working with children
and families at risk should develop strategies to be able
to continue to provide in-person services in the future if
another pandemic or natural disaster occurs.

KEYWORDS: Child Abuse, COVID-19, Maltreatment

INTRODUCTION

Child maltreatment affects thousands of children each year
across the United States and the world. Annually, Child
Protective Services (CPS) identifies approximately 670,000
US children affected by abuse and/or neglect with approx-
imately 3,000 of those children residing in Rhode Island.!
Child maltreatment, which includes physical and sexual
abuse and all forms of neglect, is an adverse childhood expe-
rience associated with negative short- and long-term effects
on a child’s physical health, psychological health, and over-
all well-being.? Identifying those affected by maltreatment
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and connecting them with appropriate interventions has
demonstrated improved outcomes including the prevention
of repeat victimization.?®

Prior to the COVID -19 pandemic, previous studies
demonstrated that both family and community stressors
increased the risk of child maltreatment by weakening sys-
tems in place to protect children and prevent their victim-
ization.” The COVID-19 pandemic resulted in conditions
that threaten the health, stability, and well-being of chil-
dren. These conditions include: the morbidity and mortality
of children’s caregivers, caregiver job loss, increased rates
and exacerbation of mental health conditions and domes-
tic violence.®'° As a result, there is significant concern that
the COVID-19 pandemic placed more children at risk of
maltreatment.

Identifying and reporting child maltreatment is essential
to connect families with services and have CPS assess the
child’s safety. School closings and virtual medical appoint-
ments were strategies to decrease the spread of the virus.
The unintended negative consequences of this approach
resulted in fewer opportunities for children to disclose and
for professionals to notice signs of maltreatment. In 2019,
the year prior to the pandemic, 21% of the reports to CPS
nationally were made by education personnel and 11% by
medical professionals.! With schools closing in March 2020,
and the initiation of distance learning in Rhode Island, a
large group of professionals to whom children disclose,
and who may notice concerning injuries, lost their direct
interaction with children. Medical providers also saw fewer
patients initially during the pandemic and started to com-
plete visits virtually. While virtual medical visits impor-
tantly increase access to healthcare providers, this format
for interacting with patients has limitations for identifica-
tion of children experiencing victimization. During the early
part of the pandemic, families avoided all medical settings
due to concerns of exposure to COVID-19. A study by Kaiser
et al found fewer children presenting to the hospital with
any medical concern early during the COVID-19 pandemic.
This study also showed fewer children evaluated for physi-
cal abuse concerns during that time." Furthermore, social
distancing prevented children from having access to friends,
neighbors, and extended family members. These import-
ant social networks are critical for normative social devel-
opment and provide opportunities for children to disclose
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child maltreatment to a trusted individual. In the setting of
predicted increased rates of child abuse and neglect, these
factors likely created conditions that decreased the detection
and reporting of child maltreatment during the pandemic.
Per data from CPS, there was a 23% decrease nationwide in
the number of identified victims of child maltreatment from
April-June of 2020 compared to 2019."2

The objective of this study was to compare the number of
children receiving a medical evaluation for physical abuse,
sexual abuse, and neglect during the first seven months of
the COVID-19 pandemic (March 1, 2020-September 30,
2020) with the same months in the three years prior to the
pandemic (2017, 2018 and 2019). This data will help inform
how the COVID-19 pandemic affected health and safety.

METHODS

Data Source and Study Population

The Rhode Island Hospital Institutional Review Board
approved this study. In Rhode Island, there is a single med-
ical program staffed by providers with subspecialty training
in child abuse pediatrics, who complete comprehensive eval-
uations for suspected physical abuse, sexual abuse, neglect,
and all other forms of maltreatment. Patients included in
this study were between the ages of 0 and 18 years of age
medically evaluated by this specialized hospital-based child
abuse pediatrics team, for all forms of child maltreatment
during the study period as detailed below. Patient informa-
tion was collected and reviewed using this team’s database.

Demographics and Initial Hospital Evaluation

Patients who met criteria for inclusion in the study were
placed into a study database in RedCap. Demographic infor-
mation was collected by reviewing the electronic medical
record and reviewing the consultation or clinic note. Data
collected included the child’s age, the child’s gender, the rea-
son for evaluation, the month and year of evaluation, the
type of evaluation (inpatient/emergency department con-
sultation or outpatient clinic) and the type of maltreatment
concern.

Study Period

The study period starts in March since the first confirmed
case of COVID-19 was diagnosed in Rhode Island on March
Ist, 2020 and all public schools in Rhode Island were closed
by March 16th, 2020. Cases were included from March 1st
through September 30th of 2020 to include medical evalu-
ations in the early phase of the pandemic. Cases were also
included from March 1st through September 30th of 2017,
2018 and 2019 as a comparison group.

RIMJ ARCHIVES | NOVEMBER ISSUE WEBPAGE | RIMS

%977 | 2081

CHILD MALTREATMENT

RESULTS

Review of the child abuse pediatrics team’s database identi-
fied 2395 children who met inclusion criteria. Table 1 shows
basic demographic information of the population. Overall,
in 2020, there was a 10% decrease in the average number of
children evaluated compared to pre-COVID vyears (Figure 1).
Notably the patient’s included in the category identified as
“other” included patients who were in DCYF custody and
being evaluated prior to initial placement, when changing
placements, after being absent from care, or for COVID-19
testing (in 2020). Evaluations of this type were 2.6-4 times
more frequent during the pandemic as compared to the three
years prior (Figure 2). The average number of children eval-
uated during the pre-pandemic years (2017-2019) for sexual
abuse, physical abuse and neglect were 281, 189, and 123
respectively. In 2020, the number of patients evaluated
were 242, 124, and 114 respectively (Figures 3,4,5). There
was a 35% decrease in the number of children evaluated for
physical abuse in 2020 compared to previous years.

Table 1. Demographic information by year of evaluation

2017 2018 2019 2020
Pre-COVID | Pre-COVID | Pre-COVID | COVID
Total 603 621 618 553
Sexual Abuse 281 284 274 242
Physical Abuse 176 188 202 124
Neglect 122 122 124 114
Other 24 27 18 73
Gender
Male 242 (40%) | 246 (40%) | 239 (40%) | 190 (34%)
Female 361 (60%) | 274 (44%) | 372 (60%) | 359 (65%)
Transgender M 0 1 5 4
Transgender F 0 0 2 0
Median Age 6 7 7 9
(years)

Figure 1. Total number of children evaluated each month
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Figure 2. The number of children evaluated each year per area of concern
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Figure 4. The number of children evaluated each month for physical abuse

Evaluations by Child Abuse Team

“l‘ .

Physical &huie Neplert

300
250
20

154

10

BI0LT WE0lH W01 W3NG

Medical Evaluations for Physical Abuse

n
20
15

k0
g

Plarch Al hne Ul

September

BI0LT WE0lH W01 W3NG

Figure 3. The number of children evaluated each month for sexual abuse

Figure 5. The number of children evaluated each month for neglect
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DISCUSSION

In this retrospective study, we found that during the first
seven months of the COVID-19 pandemic, the child abuse
pediatrics team evaluated 10% fewer patients compared
with previous years. There was a 14% decrease in the num-
ber of patients evaluated for sexual abuse, a 7% decrease
in the number of children evaluated for neglect, and a 35%
decrease in the number of children evaluated for physical
abuse. Despite a predicted increase in the incidence of child
maltreatment during the COVID-19 pandemic, fewer chil-
dren, especially with physical abuse concerns, received spe-
cialized medical care for maltreatment. In contrast, there
was a 2.6-4-fold increase in the number of patients evalu-
ated for other concerns. Most children in this group are in
DCYF custody and receive medical evaluations related to
placement changes or after being absent from care. In 2020,
the child abuse pediatric team began offering COVID-19
testing for children in DCYF care, especially in congregate
care, which likely affected the increased number of children
evaluated in this category.

There are several possible explanations for the decreased
number of children evaluated by the child abuse pediatrics
team for physical abuse during the pandemic. There could
have been a decrease in the number of children physically
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abused in Rhode Island during this time; however, this
possible explanation is unlikely given the known increases
in financial stress, mental health crises, substance abuse,
and intimate partner violence that was occurring during the
same time period,'*!* which are factors associated with child
physical abuse. Another possible explanation is that physi-
cal abuse was occurring at similar or higher rates, but chil-
dren were not identified, and subsequent evaluations were
not completed due to a weakened safety net available to
children, or families avoiding healthcare settings to decrease
COVID exposure. School and daycare closures, distance
learning, virtual medical visits, and social distancing, makes
this a likely explanation for these findings.

During this study period, there was a decrease in the
number of sexual abuse evaluations; however, this decrease
was not statistically significant. During April and May of
2020, there was a decrease in the number of children eval-
uated for sexual abuse, which returned to similar num-
bers in June compared to previous years. This most likely
reflects families staying home during the first few months
of the COVID-19 pandemic to minimize exposure in all
healthcare settings, which resulted in decreased referrals for
subspecialty sexual abuse evaluations. Interestingly, while
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the rates of sexual abuse medical evaluations returned to
normal, by June of 2020, the rates of physical abuse evalu-
ations remained low through September of 2020, with the
exception of July of 2020 which appears to be an outlier.

Similar to physical abuse, the number of children experi-
encing neglect was predicted to increase during the COVID-
19 pandemic due to the expected increase of other risk
factors and the decrease of programs providing in-person or
in-home services and supports for families. Poverty has also
been associated with child neglect and COVID-19 resulted
in many families losing jobs and income.'> Some programs
including child tax credits, expanded unemployment bene-
fits, and school lunch programs may have mitigated some
of the financial strain on families. In this study there was
not a significant change in the number of children evalu-
ated for neglect throughout the study period. This finding
may not reflect the true number of children experiencing
neglect or reported to CPS for neglect concerns, as this num-
ber represents the number of children receiving medical care
for neglect.

Children who were evaluated in the category “other”
include children in DCYF custody for whom a medical
evaluation is requested due to placement into foster care,
change in foster care placements, or after being absent from
care. With many older children in DCYF custody residing
in congregate care, concerns were raised about children
and staff being exposed to COVID-19 and there was need
for children to complete timely COVID testing following
possible exposures. The child abuse pediatric clinic began
offering testing for this population to facilitate placement
decisions by DCYF and prevent outbreaks in congregate care
settings. This new service increased the number of children
evaluated in 2020, reflected in the other category. Anecdot-
ally, patients, primarily adolescents living in congregate
care within this category of evaluations, left these settings
during the early months of the pandemic for several reasons:
to connect with family members and peers, to have a break
from their feelings of confinement, and others left these
settings to engage in high-risk behaviors.

Overall, this study demonstrates that initially during the
COVID-19 pandemic, fewer children presented to medical
care for specialized evaluations by the child abuse pediatrics
team. The decline in medical evaluations in March, April,
and May of 2020 was likely seen by most pediatric health
providers and probably reflects families avoiding non-emer-
gent appointments to avoid COVID-19 exposure. Following
this initial response to the pandemic, the number of children
evaluated for sexual abuse and neglect returned to previous
rates while the number of children evaluated for physical
abuse remained low. Given the known increased risk fac-
tors for physical abuse during the pandemic and increased
difficulty connecting families with services, it is unlikely
that this decrease in children evaluated for physical abuse
reflects a true decrease in the incidence of physical abuse
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and is more reflective of those children not being identified
or not being referred to specialized medical care.

This data highlights the role of medical providers, edu-
cational personnel, and other supportive adults as integral
parts of the safety net that supports children. When support-
ive adults can directly communicate and interact with chil-
dren, it provides an opportunity to assess their well-being,
identify concerning injuries, and hear disclosures. These
social supports and safety nets came to a sudden halt during
COVID-19, which impacted the ability to ensure the safety
and well-being of children.

Limitations

This study has several limitations. This is a retrospective
study at a single site in Rhode Island and therefore the infor-
mation may not be generalizable to other regions across the
country. The number of children evaluated in this study was
small, and there was not enough data to show statistical sig-
nificance. The study period begins on March 1st, as that is
when the first case of COVID-19 was diagnosed in Rhode
Island; however, the most significant effects of COVID
on children occurred later in March when school closings,
service closures, and virtual appointments began.

CONCLUSIONS AND FUTURE DIRECTIONS
Support networks for children, including medical providers,
service providers, and education personnel, etc., are essential
to help identify potential maltreatment and support families
who are at risk. When natural disasters or pandemics occur,
they cause increased stress in families which results in
children being at higher risk of victimization. During these
times in-home services are crucial to support children and
families, and children benefit from time outside the home
at school or daycare to interact in-person with peers and
supportive adults. Learning from the COVID-19 pandemic,
essential services for at-risk families should identify plans
to safely continue providing in-person support and care to
children and families during future disasters or pandemics.

Future research could look at the effect of the COVID-
19 pandemic on the severity of physical abuse and neglect
experienced by children due to delayed medical care or
identification of abuse potentially resulting in poorly or
undertreated medical conditions and injuries.
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Abusive Head Trauma:

CHILD MALTREATMENT

Historical and Current Perspectives of a Complex Diagnosis

AMY P. GOLDBERG, MD; CHRISTINE E. BARRON, MD

ABSTRACT
Abusive Head Trauma (AHT) results in more child fatal-
ities than any other form of physical abuse and is associ-
ated with significant risk of morbidity for survivors. The
diagnosis of AHT is made like any other complex medi-
cal condition and is based on a constellation of findings
within the context of a reported history provided by the
patient’s caregiver(s). A standardized process with careful
consideration of a differential diagnosis and utilization of
amultidisciplinary team is essential. This article explores
the history of the diagnosis of AHT, reviews the scien-
tific basis for potential mechanisms, references the rec-
ommended medical evaluation, describes common find-
ings, and the importance of early and accurate diagnosis.

KEYWORDS: abusive head trauma, shaken baby syndrome,
diagnosis, history, physical abuse

INTRODUCTION

Abusive head trauma (AHT) refers to any inflicted head,
spine, and/or brain injury to an infant or young child.! The
incidence of AHT is about 33-38 cases per 100,000 infant
less than one year of age.? AHT results in more child fatali-
ties than any other type of physical abuse and is associated
with significant risk of morbidity for survivors.* When AHT
is missed or not diagnosed, children may return to a poten-
tially unsafe environment, placing them at risk of repeated
injury or death.* Importantly, AHT is a diagnosis made by a
multidisciplinary team based on history, physical examina-
tion, imaging, and laboratory studies. The courtroom, how-
ever, has inappropriately become the forum for speculative
theories that cannot be reconciled with generally accepted
medical literature. The purpose of this article is to pro-
vide an overview of the history and scientific basis and to
describe the common findings for AHT.

Anatomically, infants are vulnerable to the rotational
forces associated with AHT. They have a large head-to-
body ratio and relatively “soft” brain comprised of mostly
water, immature glial cells, and unmyelinated axons.
Infant neck muscles are weak and have cervical ligamen-
tous laxity. Perhaps what makes infants most vulnerable is
that they express their needs by crying; infant crying has
been identified as the most common event that leads to
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caregiver frustration, loss of control and subsequent injury.>”

Terms used to describe this form of head injury have
evolved as scientific data have advanced. In 1946, Dr. John
Caffey first described six children with chronic subdural
hematomas and long bone fractures.® Subsequently in 1962,
Dr. Henry Kempe identified “The Battered Child Syndrome”
when there was a discrepancy between clinical findings and
historical information for hospitalized infants.” In 1971, Dr.
Norman Guthkelch made the connection between infants
with subdural hematomas and a history of having been
shaken by their caregivers. Notably during this time there
was not stigma associated with shaking an infant and there-
fore caregivers readily reported this act to medical provid-
ers.'® The terminology of Shaken Baby Syndrome emerged
out of the 1970s and was questioned in 1987 by Dr. Chris-
tine Duhaime after studying the biomechanics using model
simulation and data based on injury thresholds established
in primates."" Using the term Shaken Baby Syndrome per-
sisted until 2009 when the American Academy of Pediatrics
issued a statement recommending the medical use of the
term Abusive Head Trauma (AHT) instead. AHT identifies
that shaking alone is not inclusive of the range of mecha-
nisms to explain inflicted head injury and, is not a rejec-
tion of the dangers of shaking an infant thereby recognizing
that this is type of head injury is a form of child abuse.
Additionally, a prescribed syndrome approach to diagnosis
is not appropriate.!?

A prospective randomized case-control study can never
be ethically completed to understand the biomechanics of
AHT. Therefore, our knowledge base relies on extrapolated
data from animal studies, comparative studies, simulation
modeling as well as admissions and confessions by people
who have caused injury to infants.

Biomechanics of head injury

Some of the earliest work to inform the biomechanics of
head injury used primate studies that were done by Ayub
Ommaya and colleagues in the 1960s. For example, in 1968
researchers secured sedated rhesus monkeys into a fiberglass
chair on a sled apparatus with either a collared or uncollared
neck. Either a single or multiple propulsion(s) was/were
applied to the sled and then researchers evaluated grossly
which conditions resulted in concussion and/or subdural
hematoma.'® Direct, gross examination of the brain occurred
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because it wasn’t until 1971 that computed tomography (CT)
scans were in existence. These data helped to establish what
kind of mechanisms resulted in different injuries and injury
thresholds. It is critical to recognize that these injuries and
thresholds were established in monkeys and not in humans
nor human infants. While animal data are important, a large
limitation to this research is that human infants have dif-
ferent brain compositions, necks, and do not experience the
same mechanisms as a monkey on a sled apparatus.

Simulation modeling

Information from simulation modeling has also contributed
to our understanding of the biomechanics of AHT. In 1987
Dr. Christine Duhaime and colleagues published a study
that utilized clinical, pathology and model simulation data
to help elucidate the biomechanics of the entity referred to
at that time as Shaken Baby Syndrome. For the simulation
component of the study, a primitive model (stuffed head
with hinged neck) that had accelerometers placed on its
“head” were used to measure the force required to reach cer-
tain injury thresholds that resulted in concussion, SDH, and
axonal injury. They found that shaking alone did not meet
extrapolated injury thresholds — remembering that previ-
ously established thresholds were based on the primate data.
Despite this, they concluded that “Shaken baby syndrome
at least in its most severe acute form is not usually caused
by shaking alone. Although shaking may in fact be part of
the process, it is more likely that, such infants suffer blunt
force impact.” This conclusion led to the claim that persists
as a serious controversy, that, “It is biomechanically impos-
sible to cause massive brain injuries including subdural
hematomas in children through shaking alone.”!!

More recent simulation modeling has provided additional
information about mechanisms. Using a high biofidelic
model, that more closely mimicked the head to body propor-
tions of a human infant and importantly had an articulated
neck as compared to the hinged neck of the Duhaime model,
the researchers demonstrated high levels of angular accel-
eration on accelerometers placed on the model undergoing
vigorous shaking. Additionally, this study offers visual
data from high speed videography that identifies the mod-
el’s “head” experiencing a wide arc of rotation during a 3—4
second episode of being shaken by an adult study volunteer.'*

Comparative studies

Comparative studies have furthermore aided in under-
standing the biomechanics of AHT. In 2007, Hymel et al
published a multicentered prospective study comparing 30
noninflicted head-injured infants to 11 inflicted head-injured
infants. They demonstrated significant differences between
the two cohorts with the inflicted head-injured infants hav-
ing: greater depth of injury on neuroimaging, more frequent
presentation with acute cardiorespiratory compromise and
lower initial Glasgow Coma scores, more frequent and
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prolonged impairments of consciousness, more frequently
demonstrated bilateral, hypoxic-brain injury and had worse
injury and outcome scores. While the mechanisms differ
between infants who suffered injury from motor vehicle
crashes, this and other comparative studies contribute to
our conceptualization of the harmful effects of AHT.!51¢

In addition to the anecdotal experience of medical provid-
ers and clinicians having caregivers admit to hurting their
infant children, a growing body of literature includes care-
givers describing how they injured their infants by shaking
both with and without head impact. For example, a study
published by Adamsbaum et al in 2013 describes caregiver
admissions in France, where plea bargains are not a compo-
nent of the legal process and thus there is no criminal benefit
to admitting to injuring a child, lending some credibility to
their validity. The researchers compared the written state-
ments of 29 confession cases with 83 non-confession cases
and demonstrated several similarities between the confes-
sion statements. The similarities between the confession
cases include caregiver frustration particularly with a crying
infant, recognition that what they did was dangerous, and
that the infant became symptomatic immediately.> Criti-
cism exists that confession data lacks validity; however, sev-
eral studies now published on this topic have added to the
consistency and similarity of information provided to med-
ical providers, and confessions inform our understanding of
the biomechanics, and context of AHT.%” From extrapolated
data, we understand to date that AHT is caused by rota-
tional forces applied to the infant brain which can include
acceleration, deceleration with or without impact, occurs
outside of normal caregiving, including accidental impacts,
short falls or playful activities, and the person who causes or
witnesses the abusive event recognizes that it is dangerous
for the baby.51718

DIAGNOSIS OF AHT

The diagnosis of AHT is based on a constellation of find-
ings within the context of a reported history provided by
the patient’s caregiver(s). Subdural hematomas (SDHs),
with concomitant brain injury, and retinal hemorrhages
(RHs) are hallmarks of AHT; however, many infants will
have spinal, cutaneous and skeletal injuries, additionally."”
This diagnosis is made like other complex medical condi-
tions by obtaining a detailed history of present illness, past
medical and family history, review of systems; completing
a physical examination; and ordering pertinent laboratory
studies and radiologic imaging. Based on this standardized
process, subsequent consideration of a differential diagno-
sis is essential .>*?! Significantly, the diagnosis of AHT is not
made based upon any single component and is specifically
never reliant on the patient’s social history or a single phys-
ical finding. Additionally, the diagnosis is not based upon
a predetermined set of findings (e.g., subdural hematoma,
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encephalopathy and retinal hemorrhages) often described
as “The Triad” by defense claims within a legal setting and
inappropriately applied in the clinical setting. Despite “The
Triad” being used to discredit the diagnosis of AHT, it is crit-
ical to understand the specific relevance of SDH and retinal
hemorrhages (RH) in the diagnosis of AHT.

Subdural hematomas (SDH)

Subdural hematomas (SDH) are a common neuroimaging
finding in general and are the most common finding in the
diagnosis of abusive head trauma.'® As with any other phys-
ical finding, the Identification of a SDH in an infant must
be put into context to determine etiology. For example, a
small SDH found underlying a skull fracture in the context
of a well appearing infant who presents with a history of a
fall from caregiver’s arms, likely does not warrant pursuing
further work-up. In contrast, mixed density bifrontal SDHs
or interhemispheric SDH found in an infant who presents
with seizures or respiratory compromise who presents with
the same fall history warrants further work-up given that
the findings are inconsistent with the history or proposed
mechanism of injury. In a 2011 systematic review which
described neuroimaging signs that distinguish abusive
from accidental head trauma, Kemp and colleagues found
that interhemispheric SDHs were 9.5 times more likely in
the abused infants. Similarly, for infants presenting with
intracranial findings, a systematic review comparing clin-
ical signs that distinguish abusive from accidental head
trauma found that retina hemorrhages were 3.5 times more
likely seen in the abused infants and apnea was 17.1 times
more likely.?2?3

Retinal hemorrhages

Retinal hemorrhages are found in approximately 80% of
patients diagnosed with abusive head trauma. Like SDH, ret-
inal hemorrhages are identified in other medical conditions
as well as other traumas and have been described and com-
pared with retinal hemorrhages from abusive head trauma
in the scientific literature.>**” The retinal hemorrhages spe-
cifically associated with abusive head trauma are extensive,
found in multiple layers, and extend from the posterior pole
out to the periphery of the retina (the ora serrata). Pediatric
ophthalmologists are part of the clinical multidisciplinary
team making the diagnosis of AHT. Detailed documenta-
tion and assessment of retinal findings is reliant on dilated
indirect fundoscopic exam with scleral depression to visu-
alize the entire retina and after consideration of clinical
presentation, history, laboratory studies, and physical and
neuroimaging findings.>

Assessment recommendations

When there is suspicion for AHT, a thorough undressed
physical examination is essential in identifying any cutane-
ous injuries as approximately 50% of children with abusive
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head trauma will have cutaneous injuries.”” Neurologic
assessment is particularly important including examina-
tion of the anterior fontanel, measuring head circumference,
and comparing to previous measurements. Minor injuries
in children are common and not usually the result of abuse
or neglect. However, when an injury occurs in a non-mo-
bile infant it is important to recognize that even a small
bruise should expand the clinician’s differential diagnosis
to include inflicted injury and possible physical abuse, and
prompt further work-up. Additionally, early recognition of
injuries especially in young infants provides an opportunity
for intervention and protection for vulnerable children as
28% of infants diagnosed with AHT had a previous minor
“sentinel” injury seen by a medical provider before the
diagnosis of AHT was made. The most common sentinel
injuries seen infants with AHT were bruises and intraoral
injury.’® The American Academy of Pediatrics has clearly
outlined detailed physical evaluation, laboratory, and radio-
logic recommendations for children when there is clinical
suspicion of child physical abuse and in specifically abusive
head trauma.”

CONCLUSIONS
Abusive Head Trauma is a diagnosis made by a multidis-
ciplinary team based on history, physical examination,
imaging, and laboratory studies. The number and qual-
ity of published peer-reviewed research studies regarding
AHT have increased dramatically over the years. However,
some non-pediatric medical professionals and others have
erroneously opined that AHT is an unproven diagnosis and
are directly challenging widely held theories regarding the
mechanism of AHT.?!® Professional medical societies use
consensus statements or white papers, to communicate gen-
eral physician and medical acceptance on a particular topic.
A consensus statement on Abusive Head Trauma published
in 2018 was written and then endorsed by representatives
from multiple subspecialties from 15 major national and
international professional societies spanning seven coun-
tries.’* It was created specifically to reduce confusion on the
topic and to distinguish genuine evidence-based opinions
of the relevant medical community from legal arguments
or etiological speculations. The referenced confusion on
this topic often highlighted by the media and promulgated
within the courtroom has the potential to disseminate inac-
curate information that could result in parents not trust-
ing nor seeking medical care due to the potential of child
abuse being over-diagnosed. Dangerously, the message that
shaking an infant cannot cause serious injury will create
the additional risk of encouraging dangerous or even life-
threatening caregiver behavior.

A uniform, unbiased, and non-judgmental approach is
required when making the diagnosis of AHT. This entails
utilization of a multidisciplinary team that can be comprised
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of child abuse pediatricians, ophthalmologists, radiologists
and other providers depending on the case (e.g., ICU teams,
genetics, hematology). Standard medical diagnostic pro-
cesses within the context of an extensive peer-reviewed
literature and in conjunction with the clinical expertise of
thousands of physicians, leads to the conclusion that chil-
dren can sustain head and brain injuries caused by those
entrusted to care for them.
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A Case of Child Abuse Presenting With a Traumatic Chylothorax

STEPHANIE RUEST, MD, MPH; MEGHAN BEUCHER, MD

ABSTRACT
Chylothorax is a rare cause of pleural effusion in young
children and may result from congenital lymphatic ab-
normalities, trauma, tumors, and systemic infections.
Here we discuss a case of a previously healthy toddler
who presented to the emergency department with fever
and refusal to walk and subsequently developed respira-
tory distress with concern for impending respiratory fail-
ure. A large right sided pleural effusion was identified and
ultimately determined to be consistent with chylothorax
secondary to inflicted trauma.

KEYWORDS: chylothorax, child abuse, trauma

BACKGROUND

Chyle is a lymphatic fluid composed primarily of fat, choles-
terol, electrolytes, lymphocytes, proteins (including immu-
noglobulins) and glucose.'> Chylothorax, an accumulation of
chyle in the pleural space, is a rare cause of pleural effusion
in infants and children, and generally occurs due to disrup-
tion of the thoracic duct.! The true incidence is unknown.!
Chylothorax in the pediatric population is most commonly
seen in infants and young children due to a congenital
abnormality of the lymphatics or in the setting of cardio-
thoracic surgery; however, traumatic chylothorax can occur
secondary to unintentional or intentional (inflicted, abu-
sive) trauma.'? Additional atraumatic causes may include
neoplastic processes and infection. Rarely, the cause of
chylothorax is determined to be idiopathic, after extensive
evaluation reveals no other clear etiology.

Much of what is known about chylothorax in the pedi-
atric population comes from case reports and case series.
While the literature focused on congenital chylothorax and
chylothorax secondary to cardiothoracic surgical compli-
cations is more robust, there are few publications detailing
traumatic chylothorax in pediatric patients. Chylothorax
as a presenting finding leading to the diagnosis of child
abuse is rare, with limited case reports published in the
past 30 years.>® This case study adds to the limited body
of literature of inflicted traumatic chylothorax secondary to
child abuse.
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CASE PRESENTATION

A 15-month-old ex-full-term male with no reported medi-
cal history and normal motor development presented to the
emergency department with a parental chief complaint of
decreased oral intake, refusal to walk and a reported fever
to 101°F. Parents reported that he vomited in his crib two
nights prior as well as on the morning of presentation and
noted that he had also been refusing to walk during this
time. They denied any trauma or injury. He had been mak-
ing at least 4-5 wet diapers daily with a normal non-bloody
stool the day of presentation. Parents denied any congestion,
rhinorrhea, coughing, difficulty breathing, or rash. The child
lived at home with parents and there were no other caregiv-
ers. Review of systems was otherwise negative, and he was
up-to-date on vaccinations. Upon review of his past medical
history, his mother noted that he was brought to the pedi-
atrician approximately one month prior for a bruise on his
chest of unclear etiology; however, no further work-up was
pursued at that time, per her report.

VS on arrival: T 100.5°F, HR 166, BP 124/76 on the left
lower leg, RR 60, 99% on room air. After a dose of ibuprofen,
vital signs normalized. The patient was described as pale,
tired appearing, and irritable in his mother’s arms. There
was a small bruise adjacent to the right eye and bilateral
periorbital petechiae. His mucus membranes were moist
with a non-specific lesion on the tip of the tongue. His lung
fields were clear without any increased work of breathing
and his cardiac examination was unremarkable, although
the cardiopulmonary exam was noted to be limited by the
patient crying. The abdomen was slightly distended; due
to ongoing crying, focal tenderness was unable to be appre-
ciated. He was able to passively range both lower extrem-
ities at all joints without obvious discomfort. There were
no areas of swelling, bruising, or apparent focal pain with
palpation; however, when attempts were made to stand him
up, he pulled up his legs, cried, and refused to bear weight.

Given the patient’s ill appearance and vital signs on arrival,
a broad work-up was undertaken with concern for possible
sepsis, accidental versus inflicted injury, intra-abdominal
surgical process, and hematologic/oncologic causes, among
other etiologies. Blood cultures were sent, and empiric anti-
biotics were initiated. Initial labs are seen in Table 1.

Given the presence of abdominal distension with limited
ability to assess for focal pain and concern that his refusal to
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Table 1. Emergency Department Laboratory Results

Diagnostic Test Result Normal Range
CBC
WBC 10.8 4.9-15.0 x1079/L
Hemoglobin 12.8 10.5-13.5 g/dL
Hematocrit 38.9 32.0-43.8%
Platelets 636 150-400 x1079/L
Differential Normal differential
for age
Coagulation studies
PT 13.1 10.6-11.4 sec
PTT 25.0 24.0-3.0 sec
INR 1.2 0.8-1.2 sec
Comprehensive
Metabolic Panel
Glucose 102 60-100 mg/dL
BUN 13 5-27 mg/dL
Creatinine 0.20 0.30-0.70 mg/dL
Sodium 135 132-143 mEq/L
Potassium 5.0 3.4-4.7 mEq/L
Chloride 103 99-116 mEq/L
CO2 22 22-32 mEq/L
Anion Gap 10 3-13
Calcium 9.8 8.9-10.3 mg/dL
AST 43 22-58 IU/L
ALT 49 11-39 1U/L
Other labs
Troponin <0.006 0.006-0.060 ng/mL
Lactate 2.2 0.2-1.9 mEq/L
Lipase 3 10-60 1U/L
CRP 47.77 0.00-10.00 mg/L
ESR 15 0-15 mm/h
Microbiology
Blood culture No growth

bear weight could have been due to referred abdominal pain,
an ultrasound was obtained to assess for an intra-abdomi-
nal surgical process. Upon return from ultrasound, the child
was noted to be pale, mottled, tachypneic, and grunting. A
complete undressed re-examination was notable for newly
appreciated diminished breath sounds on the right and full-
ness and significant tenderness over the right paraspinal
thoracolumbar back. The patient was moved to a critical
care room for further evaluation and treatment. While the
abdominal ultrasound did not reveal a clear intra-abdominal
pathology, it did demonstrate a very large right-sided pleural
effusion. An anterior-posterior (Figures 1a,b) and lateral-de-
cubitus chest X-ray redemonstrated a large pleural effusion
with a loculated component. The differential diagnosis was
narrowed to include an infectious or oncologic process with
parapneumonic effusion versus a traumatic effusion.

The patient subsequently rapidly deteriorated with poor
perfusion, mottling, increased tachycardia, and decreased
respiratory effort with concern for evolving tension physi-
ology and impending cardiorespiratory failure. Fluid resus-
citation was provided with improved hemodynamics and
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Figure 1a. Anterior posterior chest X-ray

SUPINE

Figure 1b. Right lateral decubitus chest X-ray

perfusion, and the patient underwent rapid sequence intuba-
tion with immediate post-intubation chest tube placement
by pediatric surgery. A large volume of milky-white fluid
was drained upon placement of the pigtail catheter; fluid
was sent for analysis, and ultimately found to be consistent
with chylothorax.

While in the pediatric ICU, the paraspinal back fullness
developed into a hematoma and there were evolving facial
petechiae and bruises. Given these findings in addition to
a chylothorax of unknown etiology, a full non-accidental
trauma evaluation was completed, including a CT-panscan,
skeletal survey, and MRI of the spine. Numerous injuries
were identified, including a T12 posterior vertebral body
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Figure 2a. Chest CT sagittal view with T12
vertebral body fracture

Figure 2b. Left forearm X-ray with
subacute distal radial buckle fracture

CHILD MALTREATMENT

Figure 2c. Right upper extremity X-ray with subacute
fracture of the humeral metaphysis and ulnar bowing

fracture with epidural hematoma and soft tissue swelling
of the back (Figure 2a), bilateral rib fractures (not shown),
bilateral subacute upper extremity fractures (Figures 2b,c),
and a subacute femur fracture (not shown), confirming the
diagnosis of child abuse. All blood and pleural fluid cultures
were negative and work-up for hematologic and oncologic
pathologies and metabolic bone disease was negative. He
was extubated on hospital day 3. His chyle leak resolved
with non-operative management and the chest tube was
removed. No clear disclosure of inflicted injury was made by
the parents; however, given the multiple injuries in various
stages of healing, the patient was discharged into foster care.

DISCUSSION

Here we report a previously healthy toddler presenting with
a variety of non-specific complaints, ill appearance, and sub-
sequent development of respiratory distress, tachycardia,
and poor perfusion, concerning for evolving tension physi-
ology and impending respiratory failure. He was ultimately
found to have a traumatic chylothorax and numerous ortho-
pedic and cutaneous injuries in various stages of healing,
consistent with a diagnosis of child abuse.

Child maltreatment is an unfortunately common occur-
rence, affecting over 8 per 1,000 children in the United
States in 2021, equating to approximately 600,000 vic-
tims of child maltreatment per year.’ Inflicted injuries, or
child physical abuse, is estimated to account for 16% of all
child maltreatment, with the remainder of cases involving
neglect or other forms of abuse.” In Rhode Island, the rate
of child maltreatment is estimated to be 11.6 per 1,000 chil-
dren, with approximately 40% of these cases in the form of
abuse, and 60% in the form of neglect.!” The presentation
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of child abuse can be varied and the diagnosis may not be
straightforward. Because of the complexity of this diagnosis,
a high index of suspicion for child abuse must be maintained
when evaluating a pediatric patient with unexplained and/or
uncommon findings.

Highlighting the rarity of its occurrence, only six prior
case reports of traumatic chylothorax in the setting of child
abuse have been published between 1980 and 2021, all
of which presented with respiratory symptoms and a var-
ied combination of readily apparent and occult skeletal and
cutaneous injuries. This is the first report known to the
authors to describe an evolving traumatic tension chylotho-
rax secondary to child abuse. Only one case of tension chy-
lothorax in a toddler in the setting of non-inflicted injury
has been previously reported.!!

Because chylothorax may occur in the setting of blunt
trauma, specifically due to forceful blows to the back, abdo-
men, or chest, its identification in a young patient should
raise concern for the possibility of inflicted injury. Of note,
blunt trauma to the thoracic spine or chest can cause injury
to the thoracic duct even in the absence of obvious surround-
ing injuries,> and careful consideration of inflicted trauma
must be undertaken when a chylothorax is identified. It
is imperative that the involved clinicians complete both a
medical work-up to identify atraumatic causes of chylotho-
rax (e.g., infectious and oncologic) as well as a detailed child
abuse evaluation to identify other occult injuries, as was
done for this described patient.

It has been reported that chylothorax secondary to blunt
trauma most commonly occurs on the right side, in the
region of the 9th or 10th thoracic vertebra.!> The described
patient had multiple injuries, including a fracture of the tho-
racic spine and bilateral rib fractures. Furthermore, a latent
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period of 2-10 days between the time of the blunt trauma and
the development of pleural effusion has been reported.>!3!*
In this case, parents report a variety of symptoms that began
two days prior to his initial presentation, which may have
corresponded to when the acute injuries were inflicted. As
the effusion progresses, the rapid accumulation of chyle in
the pleural space can lead to respiratory compromise and
possible tension physiology, as was also seen in this case.

CONCLUSION

Chylothorax is a rare cause of pleural effusion in infants
and young children and may be caused by atraumatic and
traumatic causes. A thorough evaluation for medical and
traumatic etiologies must be undertaken, and in the absence
of an alternative clear etiology, pursuit of a full child abuse
evaluation is recommended.
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Caring for Domestic Minor Sex Trafficking Patients:
Recommendations for Identification, Interventions, and Resources

JESSICA L. MOORE, BA; MEAGAN FITZGERALD, MS, CCLS; ANISH RAJ, MD

ABSTRACT
Domestic minor sex trafficking has increasingly gained
awareness as a social phenomenon that affects adolescent
health and safety. Healthcare providers are uniquely posi-
tioned to identify and facilitate supportive interventions
for adolescents at high risk or involved in trafficking. A
growing literature base and clinical experience provide
recommendations on how to identify, engage trafficked
youth, and provide beneficial linkages with community
resources. A coordinated, multidisciplinary, and trau-
ma-informed response that fosters therapeutic alliances
promoting agency, safety, and trust are key components of
successful care for this vulnerable adolescent population.

KEYWORDS: human trafficking, child abuse, adolescent
health

BACKGROUND

Domestic minor sex trafficking (DMST) is the “recruit-
ment, harboring, transportation, provision, or obtaining of
a person for the purpose of a commercial sex act” within
domestic borders, in which the person is a United States
citizen or lawful permanent resident <18 years of age.'?
Increased awareness and research of DMST across the coun-
try has identified that sex trafficking is a national problem
that occurs in every state.! Victimization related to DMST
involvement has been linked to negative health conse-
quences, such as recurrent sexually transmitted infections
(STIs), unintended pregnancies, and untreated chronic med-
ical conditions.'® It is estimated that up to 88% of youth
involved in sex trafficking interface with a medical provider
during their period of involvement, giving healthcare work-
ers the opportunity to identify victims in a timely manner
and provide appropriate care.* Trafficked youth commonly
suffer from mental health morbidities including, but not
limited to, post-trauma sequalae, anxiety, depression, and
substance use disorders.’>® Goldberg and colleagues found
that most patients (66%) had a previously documented psy-
chiatric diagnosis, and 46% required a psychiatric admission
in the year before referral for DMST evaluation.* Similarly,
Lindahl and colleagues combined a population of DMST-
involved youth with a general adolescent population and
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then created two categories of subjects based on their overall
psychosocial risk.® They found that subjects with higher
psychiatric complexity scores were more likely to have
DMST involvement as compared to subjects with lower psy-
chiatric complexity scores even when considering other psy-
chosocial risk factors. These data confirm the strong role of
psychiatric complexity as a risk factor for DMST.

RISK FACTORS FOR DMST INVOLVEMENT
AND SCREENING

Based on their age and neurodevelopmental stage, all adoles-
cents share vulnerabilities that increase their susceptibility
to the exploitative strategies employed by traffickers. These
can include efforts to gain independence from caretakers,
growing desires for a romantic partner, and risk-taking behav-
iors associated with an incompletely formed prefrontal cor-
tex.” Although sex trafficking is more commonly reported
among females than males, research has shown that males
are also victimized in significant numbers; this subset of vic-
tims is often underreported.®!! Social-ecological research has
determined that involvement in trafficking is intrinsically
difficult to separate from other childhood adversities includ-
ing poverty, household dysfunction, and systemic inequities
based on race, gender identity, and sexual orientation.®!?
Studies have shown that while youth who are homeless or
experience housing instability are at increased risk, youth
who live at home with their families and attend school are
also involved in sex trafficking.* Therefore, providers should
maintain a level of suspicion for adolescents of all genders
and socioeconomic backgrounds.

In addition to the developmental vulnerabilities of adoles-
cents, the following have been identified as factors for DMST
involvement that increase risk for certain youth. Child mal-
treatment, especially sexual abuse, is a well-established risk
factor for DMST.*!° Sixty- eighty percent of children involved
in DMST have a history of child sexual abuse.* '3 Adoles-
cents who experience housing instability (e.g., youth who
run away or are forced to leave their homes; youth living
in and leaving congregate care settings) can be at increased
risk of DMST in that sex may be exchanged to meet basic
needs, such as for money, shelter and food.'®!' Moreover,
youth who identify as lesbian, gay, bisexual, transgender,
queer (LGBTQ) often experience family rejection, run away
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from home and are at increased risk of trafficking. Overall,
LGBTQ youth are 7.4 times more likely to experience sexual
violence than their heterosexual counterparts,'*and are 3-7
times more likely to engage in survival sex to meet basic
needs.'"5 Additional risk factors include household domes-
tic violence, parental substance abuse, and caretaker mental
illness.” Minors with previous interface with the justice sys-
tem (especially if it resulted in incarceration) are also consid-
ered more likely to be trafficked.’ Studies have shown a high
prevalence of substance use among DMST-involved youth,
including illicit substances, tobacco, and alcohol. Substance
use may increase high-risk behaviors and may also be used
by traffickers to entice youth to exchange sex to obtain
drugs or alcohol. '

To identify and care for involved youth, healthcare pro-
viders who treat children and adolescents should familiarize
themselves with associations of DMST to recognize patients
at-risk for or involved in sex trafficking in their practice.
If an adolescent is identified to have some of the aforemen-
tioned risk factors, providers should consider integrating
the topic of DMST into a universal adolescent risk-screen-
ing tool (e.g., HEADSS, the home, education, employment,
activities, drugs, sexuality, and suicide psychosocial assess-
ment).!” A provider may lead the conversation with, “I have
patients who are involved in selling or trading sex for things
like (blank).” The blank can be filled in with factors that
the clinician deems potentially relevant to each youth based
on circumstances of presentation or topics raised during
the medical interview (e.g., a place to stay if evaluating a
patient who has run away, money for a minor who expresses
financial concern). The patient should then be asked if he
or she is aware of or familiar with such exchanges involv-
ing sex and something of value (i.e., sex trafficking).'s
If the child acknowledges knowledge about trafficking,
the evaluator might then ask a follow-up question that is
more proximal to the patient, such as whether the patient
knows an acquaintance or a friend who has been involved
in trafficking. Engaging in an open, compassionate conver-
sation with the youth pertaining to specific issues relevant
to the patient as opposed to using a list of screening ques-
tions is recommended, especially within a longitudinal
healthcare setting.'®

RECOMMENDATIONS FOR PROVIDERS

A. Trauma informed care

Adolescents involved in trafficking often have experienced
complex and multiple traumas including physical, psy-
chological, and sexual that preceded or are concurrent to
their involvement in trafficking.'*'>' Key aspects of trau-
ma-informed care include providing a safe, compassionate
environment, investing the time to build trust, ensuring
reliability and consistency, displaying a non-judgmental
attitude, and asking open-ended questions. In addition, a
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patient-centered response requires restoring as much control
of the healthcare encounter and treatment plan to the ado-
lescent.!” Transparent communication includes explaining
why specific elements of the medical workup are suggested,
which reinforces that the clinical setting will be predict-
able and supportive.?'?? Based on clinical experience and the
available literature, clarifying adolescent privacy and con-
fidentiality, especially as it relates to mandated reporting,
is recommended so that patients know what to expect if
involvement with state agencies becomes necessary.

B. Nonjudgmental approach

Youth involved in trafficking may not self-identify as a
victims. Their perceptions of their own experience may not
align with the provider’s concerns and assessment. Youth
involved in trafficking may not be actively trying to leave
their situation and, in fact, may view their trafficker as a
source of stability, love, and support.'®!! Additionally,
DMST-involved youth may exit and re-enter trafficking
many times throughout their adolescence and young adult-
hood. Providing clear and consistent access to care when
an adolescent is involved or even re-involved in trafficking
can promote the adolescent feeling accepted and being more
likely to seek care and assistance in the future.

Youth involved in sex trafficking may fear judgment and
stigmatization due to the nature of their experiences and may
have already faced blame from others when disclosing their
involvement. Ravi and colleagues chronicled recommenda-
tions for those working in healthcare with trafficked adult
survivors,? finding that the interviewed women emphasized
asking questions about trafficking in a normalized manner
with non-judgmental facial expressions and body language.
An open-minded, non-judgmental attitude can help to vali-
date their trauma, and affirm that the patient has been heard
and believed, while also counteracting the isolation and
self-blame he or she may feel.!2022

C. Providing a medical home

The serious and far-reaching consequences associated with
sex trafficking underscore the critical role of healthcare pro-
viders in offering a comprehensive and consistent medical
home for involved youth.”® To establish a medical home,
there must be an investment in continuity of care. Youth
often face significant disruptions in their lives, including
relocations, limited access to healthcare, and unstable living
conditions. By providing a consistent medical home, health-
care providers are ensuring a safe, reliable environment for
youth to receive support, guidance, and medical care — even
if intermittent.?*

The physical examination can begin to address the patient’s
potential concern about their body after experiencing phys-
ical and/or sexual trauma. A comprehensive examination
with detailed documentation should include a thorough
inspection for inflicted physical injury (e.g., injuries caused
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by others, self-inflicted cutting, tattoos that may represent
branding), acute and chronic anogenital trauma, malnutri-
tion, and other neglect (e.g., dental and findings associated
with chronic and untreated medical conditions).”* Commu-
nicating the presence of absence of physical findings can
help to dispel misconceptions and reassure the youth that
their bodies are not damaged or abnormal, despite poten-
tially needing treatment or intervention. If the last sexual
encounter occurred within 72 hours of presentation, a foren-
sic evidence kit should be offered. While medical documen-
tation of injuries can become crucial evidence during future
legal proceedings, a physical examination potentially serves
a greater purpose for the youth in their healing process.

Providers should follow the 2021 Centers for Disease Con-
trol and Prevention (CDC) STI guidelines for sexual assault
and abuse for adolescents and adults. Given the high proba-
bility of poor compliance with follow-up medical visits for
those who have not established a medical home, it is gener-
ally advisable to provide empiric treatment for the possibil-
ity of chlamydia, gonorrhea, and trichomonas.?® However,
for those patients who have established a reliable medical
home, treatment for STIs can be provided during the fol-
low-up visit based on testing results. Emergency contracep-
tion should be offered based on the history provided, and the
provision of HIV prophylaxis should be evaluated on a case-
by-case basis, and with consultation of infectious disease
and child abuse experts. Medical providers should complete
a risk assessment and communicate openly with the patient
about their likelihood of adherence to the medication and
follow-up visits.? 2>

Ongoing conversations over the course of multiple visits
within the context of a medical home can facilitate building
trusting relationships between patients and providers. Inte-
grating important topics such as mental health, education,
safe relationships, and a youth’s future goals gradually into
medically-based discussions, fosters a holistic approach to
promote the youth’s overall health and safety. Establish-
ing collaboration with mental health providers equipped to
treat the complex needs of trafficked and vulnerable youth
best serves these patients through consistent messaging and
unified recommendations.

TRAFFICKING-SPECIFIC RESOURCES
AND PROGRAMS

The provision of services to adolescents at risk for or
involved in trafficking requires a coordinated, multidis-
ciplinary approach through the collaboration of child pro-
tective services, law enforcement (local, state, and federal),
attorneys, social workers, advocates, case coordinators, edu-
cators, and mental health/medical providers. Many states
have established specific DMST task forces to address trau-
ma-informed identification and interventions, including
legislative changes (e.g., Safe Harbor laws which provide
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immunity from prosecution for DMST-involved youth)
and coordination of responses (e.g., between law enforce-
ment and mental health providers). National resources
include the National Human Trafficking Resource Center
(NHTRC), which offers a 24-hour, 7-day a week, toll-free
hotline. Specialists connect victims with law enforcement
and social service providers in their local area and can help
DMST-involved youth gain safety from exploitative situa-
tions and connect them with services, such as emotional
support, healthcare and legal services.!o!"

My Life My Choice (MLMC) is a nationally recognized
and widely utilized program that aims to prevent the com-
mercial sexual exploitation of vulnerable youth. MLMC pri-
marily focuses on adolescent girls who are at-risk or have
already been exploited in the commercial sex industry.?® The
program offers a range of comprehensive services, including
prevention education, survivor mentorship, and professional
training. The MLMC prevention education curriculum is
delivered in schools, residential programs, and communi-
ty-based settings. MLMC also provides survivor mentoring,
where survivors with lived experience of trafficking serve in
a mentorship role. Additionally, MLMC offers training and
consultation to a wide range of professionals working with
vulnerable youth, including educators, healthcare providers,
law enforcement, and social workers.2¢

Providers should be familiar with the available local
and regional resources for this vulnerable population. For
example, in Rhode Island a prevention program uniquely
aimed at males titled “Addressing Domestic Minor Sex
Trafficking Involvement: Male-Focused Intervention Cur-
riculum” (Male DMST Curriculum) has been established.
This curriculum provides an educational program to address
male-identifying youth as victims, perpetrators, or sex-buy-
ers.”’ Multi-session group interventions are held at the
Rhode Island juvenile detention center, recognizing that
justice-involved youth are at a disproportionately high risk
for exploitation or perpetration. Participants learn about risk
factors, medical and psychological implications of victim-
ization, engage in discussions about trafficking, and connect
youth with community providers and resources.””

Another regional resource is the Girls Educational and
Mentoring Services (GEMS), a well-established program
based in New York, that is dedicated to empowering and
supporting girls and young women who have been victims
of commercial sexual exploitation and trafficking. This sur-
vivor-led organization provides a wide range of services to
help individuals heal, reintegrate into their communities,
and build brighter futures. The program offers a holistic
approach that addresses the physical, mental, emotional, and
social needs of the girls and young woman it serves. GEMS
offers drop-in sites, community advocacy, policy change/
reform, residential programs, mental health services, and
education/training.?®
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CONCLUSION

Healthcare providers are in a unique position to identify
youth at-risk or involved in DMST, establish a medical
home, and offer trauma informed care. While all youth are
vulnerable to involvement given their age and neurodevel-
opmental stage, it is imperative that providers familiarize
themselves with risk factors that place youth at increased
risk; these include a history of child maltreatment, run-away
behavior, poverty, identifying as LGBTQ, and substance use.
Additionally, providing a medical home for youth can begin
to address some of their physical and mental health co-
morbidities. This includes performing comprehensive phys-
ical exams, offering a forensic evidence kit (if appropriate),
testing for STIs, and screening for mental health disorders
(e.g., PTSD, depression, suicidal ideation). Using a non-
judgmental and trauma-informed approach will help estab-
lish a trusting relationship between the youth and provider.
Professionals should learn about the trauma-informed
resources available in their local community and nationally,
and work as a multidisciplinary team with other profession-
als who can offer necessary and supportive complementary
services to patients.
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Female Caregivers' Perception of their Child's Sexualized Behaviors:
A Pilot Study at a Child Protection Clinic

ADEBIMPE ADEWUSI, MD; JESSICA L. MOORE, BA; MELISSA A. CLARK, PhD; ROCHELLE K. ROSEN, PhD;

CHRISTINE E. BARRON, MD; AMY P. GOLDBERG, MD

ABSTRACT
This pilot study explored female caregiver’s perception
of their child’s behaviors during sexual abuse evalua-
tions. We compared reports by caregivers with histories
of their own child sexual abuse (PCSA) to caregivers with
no prior history of child sexual abuse (NPCSA) regard-
ing their 1) child’s sexualized behaviors and (2) percep-
tions of whether their child had been sexually abused.
Forty-four caregivers met inclusion criteria. Ninety-five
percent of PCSA caregivers versus 21% of NPCSA care-
givers reported at least one behavior from the Child Sexu-
al Behavior Inventory. Our findings identified that PCSA
caregivers reported more sexualized behaviors for their
children overall, potentially contributing to their percep-
tion that their child had been sexually abused. This pilot
study demonstrated that caregivers were able to tolerate
answering questions about their own history of child
abuse. Parents should be asked these questions as this
may influence perceptions of their child’s behaviors and
possible sexual abuse.

KEYWORDS: child sexual abuse, adult survivor of sexual
abuse, child sexualized behaviors

INTRODUCTION

A history of childhood sexual abuse (CSA) influences a
person’s parenting characteristics.>*>71¢ Mothers with
their own histories of CSA have been shown to be hyper-
vigilant about the possibility of their child(ren) being sex-
ually abused.® These mothers describe the rewards and
obstacles of parenting in more self-focused rather than
child-focused ways, and more often refer to their child as
a friend compared to mothers without a history of CSA.?
Mothers with a CSA history show more permissive parent-
ing styles, lower reported parenting self-efficacy,®”'¢ and are
more likely to be overly dependent on their children to meet
their own emotional needs than mothers without a CSA his-
tory.*!® Children whose mothers have experienced CSA have
been found to have higher rates of problematic behaviors and
are more likely to report having been sexually abused by a
person known to the child.!

Normal sexualized behaviors are common, transient,
non-aggressive, involve similar aged children, and can be
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redirected.”” Behaviors considered abnormal and raise con-
cern for possible sexual abuse or exposure to adult sexual
material are imitative of adult sexual acts, associated with
aggression, involve coercion, and/or are difficult to redirect
the child away from.''* When a child has developmentally
inappropriate sexualized behaviors, or behaviors that a care-
giver perceives to be developmentally incongruous, they
may be referred for a CSA evaluation."

Clinicians rely on a caregiver’s report and perception of
their child’s sexualized behaviors during a child’s evaluation
for possible sexual abuse. Given that parenting styles dif-
fer depending on the mother’s CSA history, there may be
important clinical implications to understanding a mother’s
CSA history and how it may influence her reporting and per-
ceptions of her child’s behaviors. A child’s sexualized behav-
iors may be assessed by using the Child Sexual Behavior
Inventory (CSBI), a 38-item parental report measure of sexu-
alized behavior in children ages 2 to 12.% The CSBI includes
three scales that aid in the interpretation of the results. The
CSBI was validated only with reports by female caregivers
and can help to inform clinicians’ decisions about diagnosis
and treatment of CSA and can help assess whether a child is
displaying abnormal sexualized behaviors.®

To date there is no research comparing differences in
reporting child sexualized behaviors, made by female care-
givers with a history of CSA to female caregivers without a
history of CSA. Using the CSBI, this pilot study compared
female caregivers with a history of prior child sexual abuse
(PCSA) with female caregivers with no prior history of child
sexual abuse (NPCSA) regarding (1) reports of their child’s
sexualized behaviors and (2) their perceptions of whether
their child had been sexually abused. This study also assessed
the feasibility of asking female caregivers detailed questions
about their own history of CSA. This research may inform
clinicians about the potential influence a history of CSA has
on a female caregiver’s perception of their child’s sexualized
behaviors.

METHODS/PROCEDURES

Sample

The population for this study was female primary caregivers
accompanying their child to a hospital-based child protec-
tion clinic for the evaluation of CSA. Inclusion criteria for
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participation were: a female caregiver who was (1) a biolog-
ical, step, adoptive parent, or guardian (established through
private arrangement not through a child welfare agency),
(2) 18 years of age or older, (3) proficient in English, and (4)
accompanying their child (between the ages of 2 and 12).
Male caregivers were excluded because the CSBI has not
been validated among male caregivers. Participation was
voluntary and anonymous.

Measures
The questionnaires were written at a 5th-grade level,
self-administered, and had three parts:

Part 1: Questions about primary female caregiver
Information collected from the caregiver included whether
they had a history of CSA. Those that reported their own
history of CSA were then asked to provide additional infor-
mation about their sexual abuse, if they received any mental
health intervention specifically related to the CSA and if the
treatment was perceived to have been helpful.

Part 2: Questions about the child

Information collected from caregivers about the child
included demographics, and if the caregiver thought their
child had been sexually abused. Caregivers who thought
their child was sexually abused were asked to provide details
of the sexual abuse.

Part 3: CSBI

Caregivers completed the 38 item CSBI to assess their
child’s sexualized behaviors in nine domains: boundary
issues, sexual interest, exhibitionism, sexual intrusiveness,
gender role behavior, sexual knowledge, self-stimulation,
voyeuristic behavior, and sexual anxiety.®'° Three clinical
scales were calculated: the CSBI total scale, the Develop-
mentally Related Sexual Behavior (DRSB) scale, and the Sex-
ual Abuse Specific Items (SASI) scale.® The CSBI total scale
gives a comprehensive assessment of the sexual behaviors
the child exhibits. The DRSB scale reports sexual behaviors
considered normal for the child’s age and gender.® The SASI
scale reports sexual behaviors considered atypical for the
child’s age and gender.

After completing the questionnaires and inventory a
clinician not involved in the child’s evaluation debriefed
with the caregiver and assessed their emotional response
regarding participation in this study. This additional assess-
ment was completed to provide psychological supports and
interventions if determined to be clinically indicated.

Data collection and procedures

This cross-sectional pilot study included two phases. In the
first phase (February 2015), the surveys were completed by
five of the nine caregivers approached, the remaining four
declined, to assess the feasibility, content, and psychological
response by the caregivers being asked details about their
own CSA history. After they completed the questionnaires
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and CSBI, each caregiver was asked for feedback, which was
used to modify the questions prior to implementing the sec-
ond phase. In the second phase, data were collected from a
convenience sample between March 2015 until August 2016.

Before their child’s evaluation, potential participants
(caregivers) were approached by a child abuse pediatrician
or social worker who was not involved in the child’s eval-
uation. Using a prewritten script, potential participants
were screened to determine if they met inclusion criteria.
Verbal consent was obtained. Eligible and consented individ-
uals were asked to complete a three-part self-administered
questionnaire. Participants completing the questionnaire
received a $10 gift certificate. A clinician remained in the
same room as the participant, to answer any questions. Due
to the sensitive nature of the questionnaire, the clinician
debriefed each participant after completion to assess any
need for a mental health referral or intervention.

Data management and statistical analysis

Responses were collected and managed using Research Elec-
tronic Data Capture (REDCap) software.'® Responses to the
CSBI were scored to determine a score summary, which
includes raw scores and T scores for the CSBI Total scale,
DRSB scale, and SASI scale.

Caregivers and child demographics, caregivers’ reports of
child sexualized behaviors, and the three CSBI clinical scales
were compared between caregivers with and without a his-
tory of sexual abuse using bivariate analyses. A p value of
<0.05 was considered statistically significant. All analyses
were conducted using STATA (Version 11.2, StataCorp, Col-
lege Station, Texas). All procedures were approved by Rhode
Island Hospital Institutional Review Board.

RESULTS

Sixty-seven caregivers were approached to participate in the
study; 44 met inclusion criteria. The 23 caregivers who were
not screened for eligibility included 13 who declined, nine
who had started their child’s sexual abuse evaluation before
and therefore could not be approached to participate, and
one caregiver who could not complete the survey because
her child was sick and sent home.

Table 1 describes the demographic characteristics of the
44 caregiver participants. Of the 44 caregivers, 20/44 (45%)
reported having a history of CSA and were categorized as
prior child sexual abuse (PCSA); the remainder were cate-
gorized as no history of child sexual abuse (NPCSA). The
majority of caregivers were biological parents (39/44, 84%)
and employed (29/44, 66%). Half of participants reported a
two-parent home (23/44, 52%) and over half identified as
Non-Hispanic White (25/44, 57%). Seventy-three percent
(32/44, 73%) of the caregivers thought their child had been
sexually abused.
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Table 1. Characteristics of female caregiver (n=44)

Prior Child No history of Total
Sexual abuse | Child Sexual n=44
n=20 (45%) Abuse
n=24 (55%)
Relationship to child
Biological parent 18 (90%) 21 (88%) 39 (89%)
Step parent 1(5%) 1(4%) 2 (4%)
Foster parent/guardian 1(5%) 2 (8%) 3(7%)
Single parent
Yes 9 (45%) 12 (50%) 21 (48%)
No 11 (55%) 12 (50%) 23 (52%)
Employment Status
Employed 11 (55%) 18 (75%) 29 (66%)
At home/other/student 9 (45%) 6 (25%) 15 34%)
Education
Some high school 3 (15%) 3 (13%) 6 (14%)
High school graduate 7 (35%) 8 (33%) 15 34%)
Some college/technical 9 (45%) 8 (33%) 17 (39%)
College graduate 1 (5%) 521%) 6 (14%)
Race/ethnicity
Hispanic 6 (30%) 4(17%) 10 (23%)
Non-Hispanic White 12 (60%) 13 (54%) 25 (57%)
Non-Hispanic Black 2 (10%) 5(21%) 7 (16%)
Other 0 2 (8%) 2 (4%)
Has child ever been abused?
Yes 15 (75%) 17(71%) 32 (73%)
No 5 (25%) 6 (25%) 11 25%)
Unknown 0 (0%) 1(4.2%) 12%)
Table 2. Demographics of child (n=44)
Prior Child No history of Total
Sexual abuse | Child Sexual n=44
n=20 (45%) Abuse (100%)
n=24 (55%)
Gender
Female 14 (70%) 15 (62.5%) 29 (66%)
Male 6 (30%) 9 (37.5%) 15 (34%)
Age of child
2-5 8 (40%) 10 (42%) 18 (41%)
6-9 6 (30%) 11(46%) 17 (39%)
10-12 6 (30%) 3(12.5%) 9 (21%)
Race/ethnicity
Hispanic 2 (10%) 1(4%) 3 (7%)
Non-Hispanic White 12 (60%) 11 (46%) 23 (52%)
Non-Hispanic Black 3 (15%) 6 (25%) 9 (21%)
Other 3 (15%) 6 (25%) 9 (21%)

RIMJ ARCHIVES | NOVEMBER ISSUE WEBPAGE | RIMS

%977 | 2081

CHILD MALTREATMENT

Table 2 describes the child’s demographic informa-
tion. Most of the children were female (29/44, 66%),
between the ages of 2 and 5 (18/44, 41%), and non-
Hispanic White (23/47, 49%).

Table 3 presents the child’s sexualized behaviors as
reported by PCSA and NPCSA caregivers. The most
common sexualized behaviors reported by the cohort of
44 caregiver participants were item 2 (Stands too close
to people), item 12 (Touches sex (private) parts when at
home), item 19 (Tries to look at people when they are
nude or undressing), and item 35 (Is very interested in
the opposite sex). These behaviors fell into the domains
of boundary problems, self-stimulation, and voyeuris-
tic behavior. Nineteen of the 20 PCSA caregivers (95%)
reported at least one of the behaviors on the CSBI,
whereas five of the 24 NPCSA caregivers (21 %) reported
at least one of the behaviors on the CSBI. Overall, PCSA
caregivers reported more clinically significant CSBI,
DRSB, and SASI scores for their child than NPCSA
caregivers (Table 4).

Twenty-eight participants responded to questions
about their experiences completing the questionnaire
during debriefing. Table 5 outlines their open-ended
responses, when asked about their participation in the
study. Five caregivers reported “okay,” three “good,” and
two “fine.” The rest of the responses were unique and
not repeated. One caregiver who reported “okay” began
to cry during debriefing because she was concerned
that her child had been abused. No caregiver required
psychological supports, interventions, or immediate
mental health referrals due to participating in the study.

DISCUSSION

It is standard practice for clinicians conducting sexual
abuse evaluations to consider sexualized behaviors, and
to rely upon caregiver’s reports of their child’s sexual-
ized behaviors. Thus, it is important to recognize poten-
tial factors that may affect caregiver reporting. The
current study captured preliminary data to explore the
potential influence a caregiver’s CSA history may have
on their perceptions and subsequent reporting of their
child’s sexualized behaviors.

This study reveals that caregivers who had previ-
ously experienced their own sexual abuse during child-
hood (PCSA) were more likely to report at least one
of the behaviors on the CSBI, as compared to caregiv-
ers without a history of child sexual abuse (NPCSA).
Additionally, PCSA caregivers reported more clinically
significant CSBI, DRSB, and SASI scores than NPCSA
caregivers. There are several possibilities to explain
these findings, including that relative to NPCSA care-
givers PCSA caregivers: 1) Are more aware of their
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Table 3. Child sexualized behaviors reported by caregivers (n=44)

CHILD MALTREATMENT

Prior Child Sexual abuse No history of Child Both
n=20 Sexual Abuse n=24 n=44
Dresses like the opposite sex 4 20% 1 4% 5 11%
Stands too close to people 10 50% 11 46% 21 48%
Talks about wanting to be the opposite sex 1 5% 1 4% 2 5%
Touches sex (private) parts when in public places 4 20% 5 21% 9 20%
Masturbates with hand 5 25% 3 13% 8 18%
Draws sex parts when drawing pictures of people 2 10% 0 0% 2 5%
Touches their mother's or other women's breasts 7 35% 7 29% 14 32%
Masturbates with toy or object 3 15% 5) 21% 8 18%
Touches another child's sex (private) parts 5 25% 6 25% 11 25%
Tries to have sexual intercourse with another child or adult 0 0% 0 0% 0 0%
Puts mouth on another child's/adult’s sex parts 1 5% 0 0% 1 2%
Touches sex (private) parts when at home 1" 55% 10 42% 21 48%
Touches an adult's sex (private) parts 3 15% 4 17% 7 16%
Touches animal’s sex parts 1 5% 0 0% 1 2%
Makes sexual sounds 2 10% 2 8% 4 9%
Asks others to engage in sexual acts with him or her 2 10% 2 8% 4 9%
Rubs body against people or furniture 5 25% 2 8% 7 16%
Puts object in vagina or rectum 2 10% 2 8% 4 9%
Tries to look at people when they are nude or undressing 9 45% 7 29% 16 36%
Pretends that dolls or stuffed animals are having sex 2 10% 1 4% 3 7%
Shows sex (private) parts to adults 6 30% 6 25% 12 27%
Tries to look at pictures of nude or partially dressed people 4 20% 3 21% 9 20%
Talks about sexual acts 3 15% 7 29% 10 23%
Kisses adults they do not know well 0 0% 3 13% 3 7%
Gets upset when adults are kissing or hugging 8 40% 5) 21% 13 30%
Overly friendly with men they don't know well 3 15% 0 0% 3 7%
Kisses other children they do not know well 2 10% 0 0% 2 5%
Talks flirtatiously 3 15% 3 13% 6 14%
Tries to undress other children against their well 0 0% 0 0% 0 0%
Wants to watch TV or movies that show nudity or sex 3 15% 2 8% 5 1%
When kissing, tries to put their tongue in other's mouth 2 10% 3 13% 5 1%
Hugs adults they do not know well 3 15% 3 13% 6 14%
Shows sex (private) parts to children 3 15% 3 13% 6 14%
Tries to undress adults against their will 1 5% 1 4% 2 5%
Is very interested in the opposite sex 8 40% 6 25% 14 32%
Puts their mouth on mouth’s or other women'’s breasts 2 10% 0 0% 2 5%
Knows more about sex than other children their age 8 40% 3 13% " 25%
Caregiver reported 2 one sexualized behavior listed above 19 95% 5) 21% 38 86%
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Table 4. CSBI score summary by history of child sexual abuse among female caregivers

CHILD MALTREATMENT

Hypervigilance and increased reporting may

Prior Child Sexual abuse No history of Child Sexual Abuse be a d.eveloped respons.e among f:areglvers due

n=20 n=24 to their own trauma history. This concept has

Score Clinically | Suggests Non- Clinically | Suggests Non- bAeen explored by others. In a 2015 qualita-
Significant | Difficulty | significant | Significant | Difficulty | significant tive study of 44 mothers who had been sexu-

P 1155%) | 16%) | 8@0%) | 9G8%) | 2@%) |13 >G4%) ally abused as.chlldren,. three common themes
RSB stm | oen Taal eom | aen [ Ban related to their parenting emerged: (1) efforts
2 2 2 2 2 2 to protect their children, (2) reactions to real or

SASI 9 (45%) 15%) | 10(50%) | 8(34%) 2(8%) | 14 (58%) imagined abuse, and (3) belief that their chil-

CSBI scale raw scores and the corresponding T-scores for each age-gender group are available in

the appendix of the CSBI Professional Manual. For all clinical scales, T scores at or above 65 were
considered clinically significant. T scores in the range of 60 through 64 suggest difficulty and may
indicate a clinical behavioral problem. T scores 59 or less were considered clinically nonsignificant

(Friedrich, 1997).
*No significant differences found

Table 5. Open-ended responses of female caregivers about their participation in the study

dren were victims. The study suggests that the
mothers’ CSA histories directly impacted their
concerns that their child had been sexually vic-
timized.? Consistent with these prior findings,
our participants’ recognition of any sexualized
behavior, and slightly increased awareness of
clinically significant sexualized behaviors, may

Open-ended s be related to their concern that their child had

responses of b 1y abused

e een sexually abused. . N
Due to the sensitive subject matter, a clinical
Okay 5 .

research team member was available to pro-
Good - fessionally address any concerns or provide re-
Fine 2 sources to participants. When debriefed about
Feels weird 1 participating in this study, a majority of caregiv-
SamiE 1 ers reported a neutral or positive response. This
Nervous ] suggests that it is feasible to explore sensitive
— clinical research questions with previously vic-

Never had therapy, relieving 1 .. .
_ timized female caregivers. As commonly expe-
The booklet is awkward L rienced by clinicians that conduct child sexual
It's disturbing 1 abuse evaluations, one caregiver expressed anx-
Oh my God! Those questions are horrifying. 1 iety related to the possibility of her child being
Fine. The questions are a little abrasive. Needed for something like this. 1 sexually abused, rather than to her own abuse
Weirdlquestions ] history or participation in the study. Notably,
- six caregivers volunteered positive feedback

Good knowing she can see some of the same patterns 1 .
: _ about the survey, their support for the research,
It was a little uncomfortable to think half of that stuff goes on. 1 and their understanding of the questions. One
Feels uncomfortable 1 caregiver said, “[I] feel it’s a good thing. Stuff
Feels it's a good thing. Stuff like that should definitely be researched. 1 like that should definitely be researched.”
) Qe e 1 Feedback from our participants indicates that
Think | made a good choice if something to benefit kids sexually 1 cllnuflans can haYe conversations about a ca.re-
abused. Some questions were graphic but for 12 years old who was giver’s own experiences of sexual abuse during
sexually abused it may affect them more. their child’s sexual abuse evaluation. A caregiv-
A little disturbing to know that stuff goes on. 1 er's own experience should be discussed given

child’s sexualized behaviors, 2) Recognize the relevance of
sexualized behaviors and are more willing to report this
during an evaluation, based upon their own experience.
Since this study did not capture data on whether a diagnosis
of sexual abuse was made for any of the children evaluated,
it cannot be used as a factor to interpret these differences
in reporting. Additional research with larger sample sizes is
needed to further examine differences between PCSA care-
givers and NPCSA caregivers regarding perceptions of their
child’s alleged sexual abuse and reported behaviors.
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its relevance to the child undergoing a child
sexual abuse evaluation.

This pilot study has several limitations. It was a small
convenience sample and was conducted at a single institu-
tion. Therefore, findings cannot be generalized beyond the
included sample. The CSBI is standardized only for female
caregivers, and therefore other caregivers’ perceptions were
not included. The caregiver was approached intentionally
before the sexual abuse evaluation started; the results of
the sexual abuse evaluation was unknown to the caregiver
when they answered the questionnaires and the caregiver’s
responses were not shared with the clinical team completing

NOVEMBER 2023 RHODE ISLAND MEDICAL JOURNAL 38


http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2023-11.asp
https://www.rimedicalsociety.org

the child sexual abuse evaluation. The outcome of whether
the children evaluated were diagnosed with child sexual
abuse was not included and therefore, this study cannot
be used to assess if the caregiver’s reports and perceptions
were accurate or due to hypervigilance. Finally, participants
were asked to recollect events from their own childhood,
which due to the passage of time or the traumatic nature
may result in recall bias.

Future research
A larger sample size is needed to further explore and confirm
our preliminary findings about differences in reporting of
sexualized behaviors between caregivers with and without
their own childhood history of sexual abuse. Additionally, a
study examining provider bias would be a valuable contribu-
tion; previous literature identifies that clinicians may per-
ceive mothers with a history of CSA to misinterpret, or be
hypervigilant of, innocuous behaviors due to their own prior
experiences.® Therefore, another important factor for consid-
eration in future research is how a caregiver’s report of their
own history of sexual abuse influences the clinician while
conducting the child’s evaluation and making a diagnosis of
child sexual abuse. Finally, further investigation is needed to
determine if there is a difference among caregivers with and
without their own history of child sexual abuse, with regard
to perceiving their child’s sexualized behaviors as abnormal
and an indication of potential sexual abuse warranting eval-
uation and ultimately whether a diagnosis of sexual is made.
The CSBI is a limited inventory of children’s sexualized
behaviors because it is validated only for female caregivers.
The CSBI should be validated considering the gender identity
of all caregivers.

CONCLUSION

Our findings raise important considerations for practice, and
preliminarily suggest that caregivers with a personal history
of sexual abuse may be more aware of their child’s sexual-
ized behaviors overall and may interpret their child’s sexual-
ized behaviors differently than caregivers without an abuse
history. Our data provides foundational information about
the importance of asking caregivers about their own abuse
history in the context of their child’s sexual abuse evalua-
tion and demonstrates that caregivers are willing to answer
these questions.
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Unintentional Cannabis Ingestions and Supervisory Neglect

HINA RAZA, MD, MSc; SARAH BECHTA, MD; STEPHANIE FOGLI-TERRY, MSW, LCSW; KATHERINE MASON, MD

ABSTRACT
Unintentional pediatric ingestions of substances can lead
to serious and even fatal consequences in children' and
raises concern for supervisory neglect. Supervisory ne-
glect occurs when a caregiver’s supervisory decisions or
behaviors place a child in their care at significant risk for
physical, emotional or psychological harm.> A caregiver
who is taking prescription medication or who uses recre-
ational or therapeutic substances, such as cannabis, must
protect children in their care from accessing these poten-
tially harmful drugs. Studies have demonstrated that un-
intentional cannabis ingestions by children has increased
in states that have legalized medical and recreational
cannabis.’ Given the changing laws surrounding canna-
bis in Rhode Island, this study aims to provide a con-
ceptual framework to diagnose, manage and understand
supervisory neglect when children present to care with
a cannabis ingestion. Additionally, this paper provides
guidance for providers to help prevent unintentional
cannabis ingestions.

KEYWORDS: child maltreatment, supervisory neglect,
cannabis, ingestion

CASES

The caregiver of a 3-year-old child contacts their primary
care provider after the child was found eating cannabis
gummies. The patient is referred to the Emergency Depart-
ment and has a normal mental status. The urine toxicology
screen is positive for cannabinoids, the rest of the medical
evaluation is negative.

A 5-year-old child is found unconscious in the home. At
the hospital he is intubated for a GCS of 7 and is admitted
to the pediatric intensive care unit. The urine toxicology
screen is positive for cannabinoids, the rest of the medical
evaluation is negative.

Question: Should these cases be reported to child protec-
tive services (CPS)?

CANNABIS

Globally, cannabis is the most commonly used psychoactive
substance.* Cannabis refers to the different psychoactive
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substances that come from the plant Cannabis sativa, which
includes marijuana (dried and crushed leaves and flower
buds), hashish (the resin of the flower buds), and cannabis
extracts (oils or wax).® The psychoactive properties of can-
nabis are mainly produced by the cannabinoid delta-9-tetra-
hydrocannabinol (delta-9-THC).® Another major neuroactive
compound found in cannabis is cannabidiol (CBD), which
does not have the psychoactive effects of delta-9-THC, but
does have other central nervous system effects.®

Cannabis Legislation

Cannabis decriminalization refers to the absence of criminal
penalties and either no or decreased civil penalties for its
possession or personal use.” Cannabis legalization refers to
the permission to grow, sell and possess cannabis.” Colorado
was the first state to legalize the use of cannabis in adults (21
years and over).® As of February 2022, in the United States,
medical cannabis is legal in 37 states, three territories and
the District of Columbia.® As of May 2022 recreational can-
nabis is legal in 19 states.’ In the state of Rhode Island, medi-
cal cannabis was legalized in 2006 and recreational cannabis
was recently legalized in May 2022 for adults.” Dispensa-
ries received state approval to sell cannabis products as of
December 1, 2022." The legalization of cannabis in Rhode
Island increases the likelihood of there being cannabinoid
containing products in places where children live and play.
Unintentional cannabis ingestion in children poses a threat
to their physical safety and therefore supervisory neglect
should be considered in all cases of unintentional cannabis
ingestions in children.

Unintentional Cannabis Ingestions

Most cannabis ingestions are unintentional in children
younger than 12 years old and the highest number of unin-
tentional ingestions occur between ages of 1 and 3 years
old.® In addition to the increased incidence of unintentional
cannabis ingestions by young children in states that have
legalized medical and recreational cannabis, a large study
has shown that children who unintentionally ingest canna-
bis in these states, have more serious symptoms requiring
a greater frequency of critical care admissions as compared
to states where cannabis use is illegal.? The authors discuss
that this could be due to children having increased access
to cannabinoids in larger doses, caregiver unfamiliarity with
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risks of pediatric exposure to cannabis, or greater potency
of the cannabis than in the past.? In fact, THC concentra-
tions are much higher in modern cannabis products than in
the past.®!'' A recent systematic review and meta-analysis
found that concentration of THC in international cannabis
markets increased from 1970 to 2017, while CBD concen-
trations remained the same.'? Similarly another study found
that the average THC concentration in 2009 was more than
9 times greater than that of 1970."* The severity of symptoms
resulting from an unintentional cannabis ingestion can be
influenced by factors such as the age/body mass of the child,
the form of the cannabis, and the dose of cannabis (THC).'
Symptoms frequently reported in unintentional pediatric
ingestions include sedation, lethargy, ataxia, tachycardia,
and vomiting.'*'¢ Central nervous system and respiratory
depression requiring intubation is less common but may be
associated with significant morbidity, psychological distress
and financial expense.'*'6

In a retrospective cohort study conducted in Colorado
comparing the incidence of cannabis exposures before and
after legalization, the rate of poison control center cases
increased by 34% between 2009 and 2015 and was greater
than the rest of the United States.'* In addition, a large num-
ber (35%) of those children presenting for ingestions in the
study required hospital admission.!* In the same study, the
authors found that caregivers disclosed a history of children’s
cannabis ingestion more frequently after its legalization.
This is hypothesized to be due to the perception that there
may be fewer legal consequences of the ingestion because of
legalization.'* This decrease in social stigma may encourage
disclosures of unintentional cannabis exposures and thus
facilitate accurate diagnosis.® However, when assessing a
child with clinical symptoms or history suggestive of canna-
bis ingestion, a urine toxicology screen for cannabis should
always be obtained. Prompt diagnosis can prevent costly and
potentially harmful interventions such as CT scans, lum-
bar punctures, and subspecialty consultation. Even though
a caregiver discloses an unintentional cannabis ingestion,
urine testing for all drugs of abuse including confirmatory
testing should be obtained and can help determine if co-in-
gestion has occurred. This allows accurate diagnosis, may
inform of other potential risks to the child and will help in
assessing safety.

SUPERVISORY NEGLECT

Neglect and Supervisory Neglect

Across the country physicians are mandated by law to report
cases of suspected abuse and neglect to CPS. Neglect is
defined as an act of omission that results in harm or poten-
tial harm.” Neglect represents the most common and the
most fatal type of child maltreatment in United States.'®
In 2021, neglect represented 76.0% of the substantiated
cases of child maltreatment in the United States.'® In Rhode
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Island, in 2021, neglect accounted for 60.4% of indicated
cases of child maltreatment.'® At a national level, 77.7% of
child fatalities resulting from abuse were found to include
neglect.'®

Different forms of neglect include physical, supervisory,
emotional, educational, medical, and nutritional neglect.
Supervisory neglect, a form of physical neglect, represents
the most frequent type of all investigated cases of neglect.'>*
Defining adequate and inadequate supervision remains
challenging for providers.”> Definitions may vary from one
jurisdiction to another. Some definitions focus on caregiv-
ers’ behaviors while other definitions focus on the effect of
the caregiver’s behavior, such as whether or not the child
suffered harm."” Per the American Academy of Pediatrics
(AAP), supervisory neglect occurs when a caregiver’s super-
visory decisions or behaviors place a child in his or her care
at significant ongoing risk for physical, emotional or psy-
chological harm.> Regardless if a child suffered harm or not,
neglect is defined in terms of caregivers’ behaviors that lead
to harm or that place children at risk of harm.

RISK AND MITIGATING FACTORS

OF SUPERVISORY NEGLECT

When making a diagnosis of supervisory neglect, child
abuse pediatricians consider a broad range of risk and mit-
igating factors. One recent qualitative and quantitative
study explored and identified contextual factors associated
with the general diagnosis of supervisory neglect.?® These
factors included absent caregiving, distracted caregiving,
lack of adequate child care, limited problem-solving or care-
giving skills, mental health issues of caregiver, exposure to
domestic violence, exposure to intimate partner violence,
substance-related problems of the caregiver, situations in
which the child accessed and/or used substances, and sit-
uations in which the caregiver allowed the child to engage
in risky behavior.? Specific to supervisory neglect in the
case of unintentional cannabis ingestions, patient, caregiver
and healthcare provider factors are important elements to
consider when making the diagnosis. It is also important to
consider larger societal factors that may have contributed to
children having more access to cannabis in the home.

Child Factors

Children have increased access to cannabis, not only because
of the legalization in many states but because of the canna-
bis formulation available. Cannabis edibles are a common
source of unintentional ingestions in children.'* Many can-
nabis edibles are attractive to children as they often take the
form of baked goods, candies, chocolate, popsicles and bev-
erages, which can be difficult to distinguish from equivalent
non-cannabis products.'® As noted by Wang et al, no other
medications, drugs or controlled substances, other than
sublingual tablets and films of fentanyl or buprenorphine,
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hydrochloride/naloxone hydrochloride or gum containing
nicotine or aspirin are available in food or beverages.® Fre-
quently there are multiple doses in one packet or product,
and a child would not have the insight to stop at one dose.”!
A small quantity of cannabis edible products may contain
very high amounts of THC, causing more severe symptoms
after ingestion.® Safe storage in a location that is unknown
to children, disposal and lock boxes/cabinets should be dis-
cussed with caregivers to prevent a potential ingestion.! An
increasing number of states have passed regulations requir-
ing child resistant packaging to prevent children from inges-
tions."* However, this type of packaging is only effective
if the product is kept in its original package and if it stays
intact.!!*

Caregiver Factors

Prior studies have reported a decreased perception of risk
among cannabis users in places that have decriminalized
cannabis.! Decrease in risk perception may lead to products
being left in accessible locations and not properly stored
away, increasing the risk of a child having access to these
products resulting in unintentional ingestion. Wang et al
found that, in addition to absent child-resistant packaging
and safe storage, inadequate child supervision was associated
with unintentional cannabis ingestions.'* Another caregiver
factor to consider is caregiver impairment by substance use.
An intoxicated or impaired caregiver cannot provide appro-
priate supervision, raising concern for neglect.

Provider Factors

Reporting cannabis exposures to social services remains
a source of controversy in certain jurisdictions.'* Cases
reported to regional poison control centers may underesti-
mate the actual number of unintentional cannabis inges-
tions in children as it seems plausible that only children
with more severe symptoms may trigger reports.® Health-
care provider familiarity with the ingestion may also affect
calls to poison control. While Wang et al found an increase
in ingestions with the legalization of cannabis, they also
found that social work consultations decreased from 93%
from 2009-2013 to 66% in 2014-2015."* Although in some
cases of unintentional ingestions children may be relatively
unharmed, it is important to recognize that all cannabis
ingestions pose a risk of harm. Per the AAP, a cannabis
ingestion in a child should prompt a notification to CPS.® It
is important to recognize the disproportionality that exists
with increased reporting of children of racial and ethnic
minorities and children with low socioeconomic status.”> A
healthcare provider’s understanding of supervisory neglect
and creating a standardized, nonjudgmental approach when
caring for a child who has an unintentional ingestion can
help to address some of these disparities. When a mandatory
report to CPS is necessary, medical providers should engage
the child’s caregiver in this process with an empathic and
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direct approach. A transparent discussion with the caregiver
should include: the risks to and effects on children exposed
to cannabis and potentially other substances, the require-
ments for mandated reporting to CPS, and the resources and
services available to the family in cases where substance
use disorder has been identified. When a healthcare pro-
vider engages with caregivers in open dialogue to mitigate
future harmful effects on children (discussing safe storage
and parental cannabis use when not actively caring for their
child) they set the stage for medical providers to be available
as a resource as opposed to a professional charged only with
reporting.?® Identifying supervisory neglect can help to pre-
vent future exposures to cannabis and/or other substances
and potentially prevent other children from exposure who
may live in the home. Education and safety recommenda-
tions surrounding safe storage of cannabis can be reinforced
during the medical visit.

Societal Factors

A recent study analysing data from the National Poison
Data System found that during the COVID-19 pandemic
(from 2019-2020) there was an association with an increase
in unintentional cannabis ingestions in children under the
age of 6.2' It is hypothesized that this could be related to
children having increased opportunity to access products in
the home due to quarantines, school and daycare closures.?!

CHILD WELFARE RESPONSE

The Rhode Island Department of Children, Youth and Fam-
ilies is the state’s public child welfare agency. The Division
of CPS operates a statewide 24-hour Hot Line to screen and
respond to reports of alleged child maltreatment. Under
RI General Law, everyone who has a reasonable suspicion
that a child is being maltreated is required to make a report
within 24 hours. A significant number of these reports
involve concerns regarding caregiver substance misuse and
children who are exposed to both legal and illicit substances.
Since the legalization of cannabis in Rhode Island, DCYF
has anecdotally seen an increase in the number of reports
of accidental ingestions of cannabis products. DCYF deter-
mines child safety during Child Protective Investigations by
assessing family functioning instead of focusing solely on
the determination of whether or not an incident of maltreat-
ment occurred. Since the legalization of cannabis in Rhode
Island, unintentional ingestion by children has been treated
the same as an unintentional ingestion of prescribed and
over-the-counter medications.

When assessing child safety in these situations, factors
considered include whether the caregivers were impaired
at the time, how the child gained access, whether canna-
bis is usually stored safely, and whether the caregivers com-
prehend the significant risk posed by accidental ingestion
of cannabis by children. Detailed interviews are conducted
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with children, caregivers, other family members, witnesses
and medical professionals. These interviews provide infor-
mation about the circumstances surrounding the ingestion,
and also inform the assessment of the caregiver’s protective
capacity and the family’s overall functioning. Absent any
safety threats which may or may not be related to the inges-
tion, children are not removed from their homes. The family
is counseled about safe use and storage and the investigator
views the home to confirm that safeguards are in place to
keep cannabis and any other harmful substances out of the
reach of children.

CONCLUSION

In the setting of changing cannabis laws in Rhode Island,
primary care providers should be prepared to address child-
hood unintentional ingestion prevention and management
when providing anticipatory guidance to families. Safe stor-
age of all cannabis products should be discussed. In the case
of children presenting to care with unintentional cannabis
ingestions, healthcare providers should be familiar with the
diagnosis of supervisory neglect and have a standardized,
non-judgemental approach in discussions with caregivers.
Poison control and CPS should be contacted and, if avail-
able, child abuse pediatrics teams should be consulted. When
identifying the possibility of supervisory neglect, child, care-
giver, provider and larger societal factors should all be taken
into consideration and used to inform recommendations to
prevent future unintentional cannabis ingestions.

CASES

Although the child in case 1 appears well, both children
were in a situation that led to harm or that placed them at
risk of harm, which raises concern for supervisory neglect.
Both cases require a mandatory report to CPS, which will
provide assessment and supports to ensure safety of the
children in the home.
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A Unique Canine Comfort Therapy Program

for Child Maltreatment Cases

CHRISTINE E. BARRON, MD; MEAGAN FITZGERALD, MS, CCLS; MIMI COLEMAN, BA; JESSICA L. MOORE, BA;

MICHAEL D. IACONE, MA

ABSTRACT
Research has shown that programs utilizing comfort
therapy canines in cases of child maltreatment have been
successful in providing valuable support to children and
their families. To date these programs have made canine
comfort therapy dogs available solely within one of the
involved disciplines. Therefore, a unique canine comfort
therapy program was established specifically to support
this pediatric population by implementing a collabora-
tive canine comfort therapy program within two separate
disciplines.

CALI (Cranston Police, Aubin Center, Leadership in
Innovation) was the first official K-9 comfort therapy dog
in a police department in Rhode Island (RI), and the first
employed dog within the state’s only children’s hospital.

This program provides a longitudinal experience that
supports children and their families by fostering a sense
of familiarity and trust throughout all the difficult com-
ponents of a child maltreatment case (e.g., evaluation,
treatment, investigation and prosecution).

KEYWORDS: child maltreatment, multidisciplinary team,
comfort canine therapy, innovative programs

INTRODUCTION

For centuries, dogs have been domesticated to provide
companionship, protection, and have been trained to per-
form specific work. K-9 (a homophone of canine used to
identify police dogs) are trained to assist law enforcement
in a variety of tasks (e.g., search and rescue, apprehension,
and detection of narcotics and explosives). Different from
K-9s, service dogs are trained to meet the needs of an indi-
vidual with a disability, such as assisting with day-to-day
tasks, and alerting their owner to potential medical emer-
gencies.! An emotional support animal (ESA) is prescribed
by a licensed mental health provider to an individual
with debilitating mental illness. Comfort therapy dogs, in
contrast, are trained to provide support more broadly to
many people within different settings such as hospitals,
schools, hospice, retirement homes, individual mental health
counseling, and more recently have been incorporated into
police departments.
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CALI (Cranston Police, Aubin Center, Leadership in Innovation) was the
first official K-9 comfort therapy dog in a police department in Rhode
Island (RI). [CRANSTON POLICE DEPT.]

Research has demonstrated advantages for patients when
comfort therapy dogs are integrated into traditional treat-
ment modalities.>® For example, there are notable reduc-
tions in both physiological and behavioral distress in
children undergoing a physical examination when a dog is
present.> Moreover, lower cortisol levels have been noted in
pediatric patients interfacing with a comfort therapy canine
before, during, and after potentially painful procedures.* One
study demonstrated that following a comfort therapy dog
visit, pediatric oncology patients had lower distress and sig-
nificant decreases in worry, fear, sadness, and pain.® These
benefits have been attributed to serotonin and dopamine
increases, indicating that the presence of a comfort therapy
dog had similar reactions compared to treatment with a pain
narcotic.® Other benefits have been ascribed to increased
communication between patient and staff which were
facilitated by the presence of a comfort therapy dog.’

NOVEMBER 2023 RHODE ISLAND MEDICAL JOURNAL 46


http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2023-11.asp
https://www.rimedicalsociety.org

Comfort canines may play an important role when work-
ing with vulnerable populations, including victims of child
maltreatment. An allegation of child maltreatment results
in a cascade of events for potential victims. Once a report is
made there will be investigations by law enforcement and
child welfare agencies, comprehensive medical evaluations,
forensic interviews, mental health assessments and treat-
ment, and legal testimony during hearing(s) for the prose-
cution of cases.® Due to multiple professionals involved in
child maltreatment cases, it is standard to have a multidis-
ciplinary team (MDT) approach with the goal of increasing
communication amongst varied disciplines and minimizing
re-traumatization of children.” A child maltreatment MDT
typically includes child welfare agencies, law enforcement,
medical, mental health, forensic interviewers, advocates,
and prosecutors.

Child sexual abuse cases often lack eyewitnesses and sub-
stantial physical examination findings. A child’s disclosure,
therefore, becomes the primary, if not sole, evidentiary basis
for addressing and prosecuting these traumatic incidents.'® A
child victim of abuse or neglect may also experience stress,
anxiety, and re-traumatization with each part of the inves-
tigatory process.!! Comfort canine therapy is demonstrated
in prior studies to be beneficial in child maltreatment cases.
However, these programs have been limited in assigning the
comfort therapy dog to only one of the MDT disciplines.
An example of incorporating comfort canine therapy into
an individual setting was described in a 2012 study of 156
children engaged in group therapy for child sexual abuse.
This study showed substantial decreases in observed trauma
symptoms when a comfort therapy dog was used in that
setting.!” In 2015, a comfort therapy program solely within
law enforcement found that the presence of the therapy dog
provided initial comfort to the child in an unfamiliar envi-
ronment. More importantly, the handler was able to build
rapport, initiate an open-ended dialogue unrelated to the
suspected abuse incident, and assess children’s engagement
and cognitive abilities prior to conducting an investigative
interview.!?

Programs utilizing comfort therapy canines in cases of
child maltreatment have provided valuable support to chil-
dren and their families. However, to our knowledge, imple-
menting a canine program that offers longitudinal support
to victims between the different domains of child abuse
cases (e.g., evaluation, treatment, investigation and prose-
cution) has not been demonstrated in the literature. Con-
sidering that these cases involve a diverse MDT, a program
that utilizes comfort canine therapy across disciplines was
anticipated to be valuable. A unique canine comfort therapy
program, therefore, was established specifically to support
victims of child maltreatment longitudinally and with the
involvement of two community professionals within the RI
MDT. CALI (acronym for Cranston Police, Aubin Center,
Leadership in Innovation) is an Australian Labradoodle, was
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the first official K-9 comfort therapy dog in a police depart-
ment in RI, and the first employed dog within the state’s
only children’s hospital.

The CALI canine comfort therapy program is distinct
because it has two handlers from two separate disciplines
within the MDT (law enforcement and healthcare). CALI is
co-handled by a Special Victims Unit (SVU) detective, and
a child abuse pediatrician. This collaboration has resulted
in incorporating CALI as a member of the MDT. CALI
accompanies children and their families through the dif-
ferent stages of the investigative process: the initial report
of maltreatment; medical evaluations; forensic interviews;
subsequent meetings with law enforcement and attorneys;
waiting to testify in court. This program provides a longitu-
dinal experience that supports children and their families by
fostering a sense of familiarity and trust throughout all the
difficult components of a child maltreatment case.

As an officer of the Cranston Police Department, CALI
has become a true ambassador between law enforcement
and the community. She is well known throughout the state
and children meet her during school visits and a variety
of community events. This has fostered a positive associ-
ation for children with law enforcement, which for many
children is their first direct interaction with a police offi-
cer. During these introductory sessions, children not only
meet CALI, but learn about safety. This familiarity with
CALI has been instrumental in immediately helping provide
support to children when they are re-introduced to her in
the police station or at the hospital if allegations of child
maltreatment occur.

Since the implementation of a comfort canine five years
ago, there has been an improved focus on the emotional
well-being of the victim in the initial stages of disclosure.
Medical evaluations, specifically those forensic in nature,
can be stressful for children, especially when asked to dis-
cuss traumatic experiences in detail. As an adjunct to our
well-established trauma-informed care, CALI has helped
promote a child-friendly environment. This new approach
can alleviate additional distress that may impact a child’s
ability or willingness to provide information that is cru-
cial for medical treatment as well as legal and therapeutic
decision making. The presence of a comfort canine enables
children to perceive the environment as less threatening,
potentially reducing feelings of stress during history taking
and during the medical examination. This unique approach
has allowed a shift from a diagnostic process to a therapeutic
intervention; helping children to regulate their emotions as
they recount traumatic events.

Professionals within the MDT are exposed to the graphic
details of traumatic experiences reported by children who
have suffered from all forms of child maltreatment and
therefore are at high risk of secondary trauma and burn
out. The rates of secondary trauma can exceed 50% within
each of the disciplines represented in a child maltreatment
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MDT.'*" A study of 20 healthcare workers found significant
reductions in both serum and salivary cortisol 45 minutes
after a 5-to-20-minute interaction with a comfort canine,
suggesting that hospital staff may benefit from very brief
interactions.® Similarly, integrating a canine comfort ther-
apy program has been beneficial for the professionals within
the RI MDT. Staff members have reported decreased levels of
stress and a happier work environment since CALI became
a member of the team. Likewise, a Virginia Commonwealth
University study found a notable improvement of employ-
ees who brought their dogs to work produced lower levels of
cortisol. In this study, average stress level scores fell about
11% among workers who had brought their dogs to work,
while they increased 70% for those who did not.? Moreover,
Rodriquez and colleagues examined 73 pediatric healthcare
professionals that worked with 46 dogs across 17 children’s
hospitals. These pediatric healthcare professionals described
benefits in their daily lives by reducing stress and improv-
ing well-being, staff relationships, and job-related morale.>
A separate study identified that professionals working with
a dog described their job in a positive way and reported
improved mental health, including less depression.”!

Overall, the implementation of this unique canine com-
fort therapy program has benefited the children, their fam-
ily members, as well as the professional members of the
MDT. An example of quotes regarding these interactions
are provided in Table 1. This program could be replicated
within established MDT for child maltreatment in other
geographical areas.

Table 1. Quotes about CALI

"I feel so much better just being with her.”

“She made me feel joyful.”

“CALI made myself and my son feel comfortable enough to talk.
Having her as a distraction while talking about some of the hardest
stuff ever, definitely made it easier.”

“I wanted to let you know just how helpful CALI was in our meeting
with the child molestation victim we were preparing for trial.”

“CALI provided a sense of calm in a very overwhelming and stressful
situation. | was very scared and having to talk with detectives who
were complete strangers was nearly impossible. CALI made me feel
safe and the second | saw her | could breathe a little better.”

“We are so appreciative and grateful for all that CALI has done for
survivors of sexual abuse.”

“She makes me feel calm and safe.”

“Getting hugs from CALI helps to reset the moment, releasing stress
and brightening the start of the workday."”

“Having CALI in our office is wonderful! She brings joy to everyone
in the building.”

CHILD MALTREATMENT

FUTURE DIRECTIONS

Overall, the use of canine comfort therapy dogs to help
establish rapport with children during abuse investigations
is a promising innovative practice. A standardized proce-
dure is needed to utilize therapy animals in the context of
child maltreatment investigations and evaluations. Quality
improvement cycles can be employed to help inform the
use of comfort therapy dogs in clinical practice and empir-
ically establish guidelines in different settings. Qualitative
research on patient, family, and professional’s self-reports
of direct experiences with a comfort canine could also be
completed. Finally, research utilizing quantitative mea-
sures (e.g., cortisol levels, blood pressure) can be useful in
determining the benefit of comfort therapy dogs in different
environment such as police stations and child abuse clin-
ics, where patients are anticipated to experience elevated
stress levels.
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CASE REPORT

Subcorneal Pustular Dermatosis Following SARS-CoV-2 Infection

ALYSSA IURILLO; SARA YUMEEN, MD; DILLION IMBRIANO; JOHN MOAD, MD; JOHN KAWAOKA, MD; NICOLE GRENIER, MD;

OLIVER WISCO, DO

ABSTRACT
Subcorneal pustular dermatosis (SPD), also called Sned-
don-Wilkinson disease, is a rare, relapsing pustular der-
matosis.! SPD has been associated with multiple my-
eloma, IgA Gammopathy, pyoderma gangrenosum and
certain autoimmune diseases.? However, SPD occurrence
following SARS-COV-2 has not yet been reported. Here-
in, we report a case of SPD occurring after SARS-CoV-2
infection in a 52-year-old male. We hypothesize that the
occurrence of SPD shortly following SARS-CoV-2 in-
fection suggests the viral illness may have precipitated
onset of SPD, and the patient may remain at risk for fu-
ture flares of disease despite appropriate treatment and
current remission status.

KEYWORDS: Subcorneal pustular dermatosis, SPD,
Sneddon-Wilkinson disease

INTRODUCTION

Subcorneal pustular dermatosis (SPD), also called Sneddon-
Wilkinson disease, is a rare, relapsing pustular dermatosis.!
Patients typically present with pustules on the trunk and
intertriginous areas.® It follows a relapsing-remitting course,
wherein patients may experience flares for up to weeks at
a time, followed by quiescence for months to years.? His-
topathology shows superficial perivascular infiltrate of
neutrophils, rare eosinophils, lymphocytes, and occasional
acantholytic keratinocytes.* The etiology of SPD remains
poorly elucidated, and its classification remains contro-
versial. It has been reported in association with multiple
myeloma, IgA Gammopathy, pyoderma gangrenosum and
certain autoimmune connective tissue diseases.”> SPD has
been reported to occur in association with several neoplastic,
immunologic, and inflammatory conditions; however, it has
not yet been described following SARS-COV-2 infection.?

We report a case of SPD suspected to be precipitated by
SARS-CoV-2 infection, given occurrence within two weeks
following infection. Since the etiology and pathogenesis of
SPD remain relatively unknown, our aim is to highlight a
possible connection of viral illness as one of several possible
etiologies which may be associated with the development
of SPD.
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CASE REPORT

A 52-year-old uninsured male presented to urgent care
with blistering on his torso. He was unvaccinated against
SARS-CoV-2 and had tested positive approximately four
weeks prior to presentation, resolution of his symptoms
without intervention. The painful blisters had started
approximately two weeks prior to presentation, with one to
two new blisters developing each day. He had trialed over
the counter hydrocortisone cream and Benadryl without
significant improvement.

On physical examination, there were erythematous
crusted plaques, but when looking closely, there were pus-
tules at the periphery of the crusts. The lesions were dis-
tributed diffusely across the trunk and extensor aspects of
proximal extremities. There was no mucosal involvement,
nor was there involvement of the intertriginous areas or
flexural aspects of the extremities (Figure 1). Differential
diagnosis included pemphigus vulgaris, subcorneal pustular
dermatosis, Sweet’s syndrome, or ecthyma.

Biopsies were performed, and histopathology demon-
strated neutrophils underlying the stratum corneum and
within the superficial portion of the epidermis. PAS stain
was negative for fungal organisms; however, yeast-like
organisms consistent with Pityrosporum were identified.
Within the dermis there was a superficial to mid perivascu-
lar mixed infiltrate consisting of lymphocytes, histiocytes,
and neutrophils, confirming a diagnosis of subcorneal pus-
tular dermatosis (Figure 2). On direct immunofluorescence,
IgG, IgG4, IgM, IgA, C3, and fibrinogen were all negative.
Bacterial culture from a mid-back pustule was negative for
bacterial growth.

The patient started a 14-day course of doxycycline 100mg
twice daily and a prednisone taper (60mg for 5 days, 40mg
for 5 days, then 20mg for 5 days). At follow-up, the patient
was no longer developing new lesions and there were scat-
tered pink patches where the previous lesions were located.
He was prescribed Dapsone and topical clobetasol 0.05%
ointment; however, he stated he did not obtain these med-
ications due to long lines at the pharmacy. In addition, he
declined any further work-up as the condition had mostly
resolved and because he did not have health insurance.
Given the patient’s absence of insurance coverage and the
substantial expenses linked to supplementary diagnostic
testing, laboratory investigations primarily concentrated
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Figure 1. Subcorneal Pustular Dermatosis. Clinical images of anterior trunk [A, B, C] before diagnosis and treatment, and [D] two weeks following
treatment.

Figure 2. Subcorneal Pustular Dermatosis. [A] Hematoxylin-eosin stain; original magnification: X100. Histopathology demonstrated neutrophils un-

derlying the stratum corneum and within the superficial portion of the epidermis .[B]JHematoxylin-eosin stain; original magnification: X40. Within the

dermis there was a superficial to mid perivascular mixed infiltrate consisting of lymphocytes, histiocytes, and neutrophils.

on the most probable diagnosis, while alternative diagno-
ses were considered. On follow-up over the next year, the
patient’s disease remained quiescent without treatment.
The patient has a history of basal cell carcinoma and
melanoma in situ. A CT showed an incidental kidney mass,
an incidental adrenal mass, and a mildly enlarged right axil-
lary lymph node, but nothing definitive for malignancy. The
masses are being followed with a series of scans but com-
bined with a negative review of systems for other condi-
tions including autoimmune diseases, we were not able to
identify any other possible etiologies besides COVID-19.

DISCUSSION

Subcorneal pustular dermatosis (SPD) is a rare, relapsing
pustular dermatosis with a paucity of literature regarding its
underlying etiology.>? We present a case of SPD developing
two weeks following SARS-CoV-2 infection. This is the first
case report demonstrating SPD development after a proven
SARS-CoV-2 infection.

Our patient presented with cutaneous lesions that devel-
oped two weeks after he tested positive for SARS-CoV-2,
and were biopsy-proven to be SPD. According to the patient,
he has never been diagnosed with, or experienced a flare of,
SPD prior to current presentation. However, it is possible
the patient may have had previous flares of mild disease and
did not seek medical care.

During the coronavirus disease 19 (COVID-19) pandemic,
there have been reports of exacerbation of dermatological
conditions following infection with SARS-CoV-2. Flares of
psoriasis and alopecia areata have been the most frequently
described.’

Interestingly, rare cases of SPD have been described fol-
lowing viral infection and vaccination against viral illness.
A case report from Germany in 2020 described a 51-year-
old women who presented during the coronavirus dis-
ease-19 pandemic with superficial erythematous erosions
surrounded by annularly arranged pustules, for which skin
biopsy confirmed a diagnosis of SPD.® The patient tested
negative for SARS-CoV-2 by PCR. The patient’s disease was
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concluded to be due to an undefined viral infection, but not
SARS-CoV-2. Furthermore, a case report published in Jan-
uary 2023 described a 21-year-old man who developed an
acute pustular and vesicular eruption consistent with SPD
eight days following receipt of the Moderna COVID-19
vaccination.”®

While the pathogenesis of SPD remains unknown, it has
been classified as a form of pustular psoriasis.” Reports
describe flares of psoriasis following infection with influ-
enza B, parainfluenza, rhinovirus, and subtypes of corona-
virus.'® It has been postulated that viral infection activates
toll-like receptors, including TLR3, that subsequently initi-
ate an inflammatory cascade, resulting in overproduction of
chemokines and cytokines (IL-36 and CXCLS8). These pro-
cesses have been linked to the psoriasis pathogenesis.'” As
SPD is possibly considered a subtype of pustular psoriasis,
a similar mechanism may explain our patient’s SPD flare
following SARS-CoV-2 infection.

Although viral infection of the skin may play a possible
role, exacerbation of dermatologic pathologies is thought to
primarily be a result of systemic inflammation due to viral
infection. Large quantities of cytokines are produced, which
may trigger the exacerbation of immune-mediated disease.
This could possibly explain the exacerbation of dermatolog-
ical conditions following infection.

SPD has been considered a subtype of psoriasis and
pemphigus vulgaris. A subset of patients with SPD present
with cutaneous and circulating autoantibodies, particularly
immunoglobulin A (IgA), against the glycoprotein desmo-
collin-1, found predominantly in the upper epidermis.!
Viral infections can trigger induction and exacerbation of
autoimmune conditions.”? Similarly, SARS-CoV-2 virus is
associated with an exaggerated immune response that could
alter the vulnerable immune balance, triggering initial pre-
sentation or flare of autoimmune diseases.'> We hypothesize
a similar mechanism may have resulted in onset of SPD
in our patient. This data and our case support the impor-
tance of surveillance and suspicion for dermatological flares
following SARS-CoV-2 infection.
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Torus Palatinus

HANISH JAIN, MD; GARIMA SINGH, MD

A 77-year-old woman presented to her primary care physi-
cian (PCP) for annual physical complaining of fatigue. On
physical exam, she was noted to have a mass at the midline
of her hard palate. The patient was unaware of this mass.
There were no other lesions on the skin exam. Routine com-
plete blood count (CBC) demonstrated severe pancytopenia
and further work-up revealed vitamin B-12 deficiency. She
also underwent a bone marrow biopsy that was unreveal-
ing. A coincidental clinical diagnosis of torus palatinus was
also made. She was started on vitamin B-12 supplements.
On further follow-up her symptoms improved and she felt
much better.

Torus palatinus is a benign bony exostosis occurring in the
midline of the hard palate (Image 1). It is the most common
bony maxillofacial exostosis, and it is usually diagnosed
in adults older than 30 years of age. It is more common in
women than men. Lesions may be misdiagnosed as malig-
nancy, causing unnecessary psychological distress. Given
the benign nature of the condition, the patient was offered
reassurance.
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Racial and Ethnic Disparities in Accidental and Undetermined Drug
Overdose Deaths — Rhode Island, 2016-2021
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ABSTRACT

BACKGROUND: Over the last 21 years, drug overdose
deaths have increased nationwide, particularly in Rhode
Island (RI). The goal of this work is to identify popula-
tions that are disproportionately impacted by accidental
drug overdose deaths to guide future intervention efforts.

METHODS: We obtained data on accidental and undeter-
mined drug overdose deaths from the RI State Uninten-
tional Drug Overdose Reporting System (SUDORS) data-
base from 2016 to 2021. We compared basic demographic
factors stratified by decedent race and ethnicity. Chi
Square and Fisher’s exact tests were used to determine
differences in characteristics across racial groups.

FINDINGS: Across all race and ethnic groups, cocaine-
involved (64.5%) fatal overdoses were higher among
Black non-Hispanics. White, non-Hispanics (31.4%) were
more likely to receive treatment for substance use dis-
order (SUD) when compared to minority groups.

CONCLUSION: To help address the gaps in treatment for
SUD among minority groups, culturally responsive in-
tervention efforts should prioritize connecting minority
groups to treatment.

KEYWORDS: fatal overdose, substance use disorder, opioid
use disorder, race, ethnicity

INTRODUCTION

Over the past 21 years, there have been 932,000 drug over-
dose deaths recorded in the United States.! While the over-
dose epidemic impacts all racial and ethnic groups in Rhode
Island (RI), fatal overdose rates have been highest among
marginalized groups. Since 2016, the rates of fatal overdose
among Black non-Hispanic and Hispanic individuals have
gradually risen while reductions have been observed among
the White non-Hispanic population, likely due to interven-
tion efforts.> Previous work in RI has found that among
overdose decedents, minority groups were less likely to
have received substance use disorder (SUD) treatment prior
to their death.?

The impact of fatal overdose among minority groups are
not only associated with gaps in healthcare for the treatment

RIMJ ARCHIVES | NOVEMBER ISSUE WEBPAGE | RIMS

%977 | 2081

of SUD, but also a reflection of disparities in recovery
capital.* People of color are faced with acute and chronic
stress due to healthcare barriers to treat pain, and for those
who are unemployed or underemployed, they run the risk of
being uninsured which disproportionately impacts minority
groups. The gap between those at the top of the social ladder
and those at the bottom can result in a series of poor health
outcomes and is reflective of the widened disparities across
racial groups.®

To guide future intervention efforts toward a more cul-
turally responsive overdose prevention strategy, we describe
accidental and undetermined drug overdose fatalities in RI
and stratify the results by race and ethnicity to determine
disparities among fatal overdoses and examine underlying
circumstances that contribute to the fatal outcome.

METHODS

We collected data on overdose deaths that occurred in RI
from January 1, 2016, to December 31, 2021, from the RI
State Unintentional Drug Overdose Reporting System
(SUDORS). This surveillance system captures fatal over-
doses that are determined to be accidental or undetermined
in intent by the Office of the State Medical Examiners. It
includes decedent and overdose information from death
certificates, medical records, medical examiner or coroner
reports, toxicology results, and scene investigation findings
when available.

Demographic and additional circumstance data (history
of substance use treatment, prior overdose, recent release
from institutions, and mental health diagnoses) are limited
to decedents with known information.

Decedents with missing race and ethnicity information
were excluded from all analyses (n=27). Decedents were cat-
egorized as either Hispanic (any race), non-Hispanic White,
and non-Hispanic Black. To comply with the RI Small Num-
bers Reporting Policy, individuals identified as non-His-
panic who were Asian, American Indian, or had unknown
race were excluded from the analysis (n=31).

All cells with small cell counts (<5) were suppressed.
Demographic and additional circumstance data were strat-
ified by race and ethnicity, and statistical significance was
determined using chi-square and Fisher’s exact tests. All
analyses were performed in SAS [Version 9.4].
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RESULTS
From January 1, 2016, to December 31,

CONTRIBUTION

Table 1. Decedent demographics, substances contributing to cause of death, and history of prior
overdose among fatal overdoses occurring in Rl by decedent race and ethnicity, 2016-2021.

2021{, 2,;.3?1 fatal 0verdos<is qccurr§d i.n Total Race/Ethnicity
RI, of w 1‘,: 2,075 n,let herusion crlter'la 2,075 Non-Hispanic | Non-Hispanic | Hispanic/ P-Value
and were included in the final analysis. (100%) White Black Latino
Reflective of Rhode Island’s population, 1,648 (79.4%) | 155 (7.5%) | 272 (13.1%)
mgst fatalg1 overdoses occurred( ;mm;% Age (Years) 0.0043*
1,648 White, non-Hispanic (79.4%
25 119 (6.7 90 (5.5 8 (5.2 21 (7.7
decedents, with 155 deaths occurring = &7) &) &2 2l
among individuals who were Black 25-34 508 (24.5) 392 (23.8) 36 (23.2) 80 (29.4)
non-Hispanic (7.5%], and 272 among 35-44 501 (24.1) | 396 (24.0) 28 (18.1) 77 (28.3)
Hispanic or Latino (13.1%) popula- 45-54 487 (23.5) 396 (24.0) 37 (23.9) 54 (19.9)
tions. Overall, overdose deaths were 55+ 460 (22.2) 374 (22.7) 46 (29.7) 40 (14.7)
highfir aréqonﬁ males (71.4};%) across ;-ﬂ Sex 0.0004*
racial and cthnic groups; however, this Female 594 (28.6) | 500 (30.3) 43 (27.7) 51 (18.8)
was notably higher among Hispanic
or Latino males (81.3%' White non- Male 1,481 (71.4) | 1,148 (69.7) 112 (72.3) 221 (81.3)
Hispanic: 69.7%; Black, non-Hispanic: Substances Contributing to Cause of Death
72.3%; (Table 1). Opioid 1,782 (85.9) | 1,416 (85.9) 122 (78.7) 244 (89.7) | 0.0072*
Overall, when stratified by race and Fentanyl 1,392 (67.1) | 1,065 (64.6) | 104 (67.1) | 223(82.0) |<0.0001*
ethnicity, 503~3°? ‘if IWhlte/ non-His- Benzodiazepine 374 (18.0) | 341(20.7) 6(3.9) 27 (9.9) | <0.0001*
panic, 46.5% o B ack, non'HISPE_lm?’ Cocaine 889 (42.8) 655 (39.8) 100 (64.5) 134 (49.3) | <0.0001*
and 65.4% of Hispanic or Latino indi-
viduals were age 44 years and younger. Alcohol 527 (25.4) 392 (23.8) 49 (31.6) 86 (31.6) 0.0041*
Additionally, 396 White, non-Hispanic Prior Overdose
(24.0%),37 Black, non-Hispanic(23.9%), Any Previous 260 (12.5) 221 (13.4) 18 (11.6) 21(7.7) 0.0298*
and 54 Hispanic or Latino (19.9%) indi- Overdose
viduals were age 45-54. Lastly, 374 Previous Overdose | 84 (4.1) 72 (4.4) 6(3.9) 6(2.2)
White, non-Hispanic (22.7%), 46 Black, in Last Month
non-Hispanic (29.7%), and 40 Hispanic Previous Overdose | 66 (3.2) 54 (3.3) 7 (4.5) 5(1.8)
or Latino (14.7%) individuals were age Between a Month
55 and older. and a Year Ago
Across all race and ethnic groups, Prior Overdose 36 (1.7) 33 (2.0) <5 <5
28.0% of decedents had a documented Ql\cc))re Than a Year
history of treatment for substance £
use (Table 2). A higher proportion of Prior Overdose 74 (3.6) 62 (3.8) <5 9(@3.3)
: indi Time Unknown

White, non-Hispanic (31.4%)

viduals received treatment for SUD

Source: State Unintentional Drug Overdose Reporting System.

Note: Due to RIDOH's Small Number Reporting Policy, counts fewer than 5 individuals (<5) have been

when compared to Black, non-Hispanic
(14.8%) and Hispanic or Latino (14.7%)
populations. Additionally, a higher pro-
portion of White, non-Hispanic dece-
dents (18.0%) were in active treatment at the time of fatal
overdose when compared to non-Hispanic Black and His-
panic decedents (6.5%, 7.7 %, respectively). Half of all over-
dose decedents had a documented mental health condition
(50.3%; Table 2). Of these, higher proportions were observed
among White, non-Hispanic (53.2%) when compared to
Black, non-Hispanic (43.2%) and Hispanic or Latino (36.4%)
decedents. Among individuals with a documented men-
tal health diagnosis, the top five mental health diagnoses
among decedents were depression (27.8%), anxiety (23.3%),
Post-Traumatic Stress Disorder (7.9%), bipolar disorder
(7.2%), and Attention Deficit or Hyperactivity Disorder
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suppressed. Due to rounding, percentages may add to more than 100%. Percentage calculations are based on
available characteristic totals; thus, some categories do not sum to the yearly totals.
*Indicates statistical significance p<0.05

(7.2%). Fewer than 15% of individuals had a known non-
fatal overdose prior to their death, and no significant differ-
ence was observed when stratified by race and ethnicity.
Opioids and fentanyl contributed to most causes of death
among overdose decedents irrespective of race and ethnic-
ity (opioids: 85.9%; fentanyl: 67.1%; Table 1). Notably,
higher proportions of fentanyl-involved fatal overdoses were
observed among Hispanic (82.0%) decedents when com-
pared to Black non-Hispanic (67.1%) and White non-His-
panic (64.6%) decedents. Though benzodiazepine-involved
fatal overdoses were relatively minimal across all racial and
ethnic groups, White, non-Hispanic (20.7%) individuals
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were more likely to have benzodiaze-
pines contribute to cause of death when
compared to minority groups (Black,
non-Hispanic 3.9%; Hispanic or Latino
9.9%). Cocaine-involved fatal overdoses
were mostly observed among Black
non-Hispanic individuals (64.5%; White
non-Hispanic: 39.8% and Hispanic or
Latino: 49.3%). Alcohol-involved fatal
overdoses primarily impacted Black,
non-Hispanic (31.6%) and Hispanic or
Latino decedents (31.6%) when com-
pared to White non-Hispanic decedents
(23.8%).

Within a month prior to death, few
individuals were released from an insti-
tution (8.2%; Table 3) which included
jails, prisons, detention facilities, hos-
pitals (including psychiatric), long-term
care, or residential health facilities.

DISCUSSION

In this retrospective cohort study of
accidental and undetermined over-
dose deaths, we found that non-His-

CONTRIBUTION

Table 2. Known decedent mental health conditions and treatment for substance use disorder

among fatal overdoses occurring in Rl by decedent race and ethnicity, 2016-2021.

panic Black and Hispanic individuals
were less likely to receive SUD treat-

ment prior to death when compared to
non-Hispanic White decedents. These

Total Race/Ethnicity
2,075 Non-Hispanic | Non-Hispanic | Hispanic/ P-Value
(100%) White Black Latino
1,648 (79.4%) | 155 (7.5%) | 272 (13.1%)

Mental Health
Known Mental 1,043 (50.3) 877 (53.2) 67 (43.2) 99 (36.4) <0.0001*
Health Condition
Top 5 Mental Health Diagnoses
Depression 576 (27.8) 478 (29.0) 39 (25.2) 59 (21.7) 0.0335*
Anxiety 483 (23.3) 422 (25.6) 22 (14.2) 39 (14.3) | <0.0001*
Post-Traumatic 163 (7.9) 133 (8.1) 16 (10.3) 14 (5.2) 0.1246
Stress Disorder
Bipolar Disorder 149 (7.2) 130 (7.9) 9 (5.8) 10 (3.7) 0.0353*
Attention Deficit/ 149 (7.2) 132 (8.0) 5(3.2) 12 (4.4) 0.0145*
Hyperactivity
Disorder (ADHD)
Treatment for Substance Use Disorder
Any Treatment 580 (28.0) 517 (31.4) 23 (14.8) 40 (14.7) | <0.0001*
for Substance
Use Disorder
Active in 327 (15.8) 296 (18.0) 10 (6.5) 21 (7.7)
Treatment at
Time of Death
Not Active in 253 (12.2) 221 (13.4) 13 (8.4) 19 (7.0)
Treatment, But
Treated in Past
No Treatment 1,495 (72.1) | 1,131 (68.6) 132 (85.2) 232 (85.3)

findings highlight health disparities in
access and/or availability of treatment
for SUD among minority groups and
provide evidence that culturally respon-
sive intervention efforts should be
developed to help connect minority groups to treatment and
improve access. This work also highlighted differences in
the underlying substances contributing to the cause of death
by race and ethnicity with the highest proportion (82.0%)
of fentanyl-involved deaths among Hispanic or Latino
decedents, while cocaine-involved overdoses were more
prevalent among Black non-Hispanic (64.5%) individuals.
These findings support the need for tailored harm reduction
resources and messages that account for the underlying dif-
ferences in substance use by race and ethnicity.

Reflective of the RI population, in this study the highest
number of drug overdose deaths occurred among White,
non-Hispanic individuals. However, previous work has
shown when accounting for the size of the underlying pop-
ulation, the highest burden of fatal overdoses is among the
non-Hispanic Black population in RI.?> The previous analy-
sis also showed that historical improvements in fatal over-
doses from 2016 to 2019 predominantly benefitted White,
non-Hispanics; with fatal overdose rates among Hispanic
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Source: State Unintentional Drug Overdose Reporting System.

Note: Due to RIDOH's Small Number Reporting Policy, counts fewer than 5 individuals (<5) have been
suppressed. Due to rounding, percentages may add to more than 100%. Percentage calculations are based on
available characteristic totals; thus, some categories do not sum to the yearly totals.

*Indicates statistical significance p<0.05

and non-Hispanic Blacks gradually increasing from 2016-
2020.> Additionally, it found that from 2016 to 2020, the
non-Hispanic Black population in RI had the highest rate
of fatal overdoses overall, as well as the highest rates for
opioid, fentanyl, and cocaine-involved overdoses, followed
closely by rates among the Hispanic population, when com-
pared to the non-Hispanic White population.> These trends
align with national data which shows that while the rate
of overdose deaths increased among all individuals follow-
ing the onset of the COVID-19 pandemic, Black non-His-
panic individuals experienced a disproportionate increase
in fatal overdoses from 2019 to 2020, particularly in areas
with high availability of mental health and opioid treatment
providers.® Changes in access to healthcare due to the pan-
demic, limitations in access to public supports and harm
reduction services, changes in drug supply, and an increase
in individuals using drugs alone may have contributed to
the observed increase in fatal overdoses.” These factors may
have also impacted the proportion of decedents in our study
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who experienced fatal overdose after the
onset of the pandemic and were engaged

CONTRIBUTION

Table 3. Decedent recent release from institutions among fatal overdoses occurring in Rl by
decedent race and ethnicity, 2016-2021.

in treatment for substance use disorder — Race/Ethnicity
prior to death. Together, these findings
emphasize the need for continued over- (:0%7"/5 ) Non‘;\ll-:?tianic NO"ET;zEa"iC H:_S;?:;C/ Rl
dose prevention efforts specifically tar- ° 1,648 (79.4%) | 155 (7.5%) | 272 (13.1%)
geting Hispanic and non-Hispanic Black —
Rhode Islanders. Recent Release from Institutions
In this analysis, half of all fatal over- Any Evidence of 170 (8.2) 145 (8.8) 10 (6.5) 15 (5.5) 0.0017*+
dose decedents had at least one diag- Recent Release
nosed mental health condition (e.g., Types of Institutions <DOLUT
depression, anxiety, bipolar disorder Jail, Prison, or a 46 (2.2) 34 (2.1) 5(3.2) 7 (2.6)
etc.), aligning with prior work on the Betentionifacility
association between mental health and Hospital 53 (2.6) 44Q.7) <5 5(1.8)
substance use co-occurring disorders.® Psychiatric 27 (1.3) 25 (1.5) 0 <5
The proportion of Black non-Hispanic Hospital or
and Hispanic decedents who received a Il e
mental health diagnosis were dispropor- Long-Term Care 38(1.8) 36(2.2) <5 <5
tionately lower than their White coun- EndIReS'de,n,t'al
terparts; however, rather than a true ealth Facility
difference in the prevalence of under- Oiliery Ues 2 {2) 204y 0 Y

lying mental health conditions, this
could be due to reduced access to care or
differences in care-seeking behavior.’

This analysis also found that the
White non-Hispanic population had a
higher proportion of individuals who
received SUD treatment prior to their fatal overdose. Treat-
ment at the time of death is a treatment failure. Though
there are diverse complexities surrounding SUD treatment
and co-occurring disorders, a timely and pragmatic approach
to address the systemic gaps in treatment is imminently
needed.'”"! To establish health equity, evidence-based treat-
ment for SUD and culturally appropriate interventions are
imperative to bridge the gap that disproportionately affect
minority communities. In addition to increasing access,
SUD treatment initiation, maintenance, and long-term
recovery are likely easier among individuals with higher
recovery capital. As such, a public health approach that
focuses on social determinants of health (e.g., education,
socioeconomic status, job security etc.) and building recov-
ery capital is needed to eliminate disparities among those at
risk for SUD.* Unaddressed, these social determinants can
contribute to a cycle of intergenerational health inequities
which exacerbates the risk of overdose fatalities.>!?

In addition to improving recovery capital, prior work on
racial disparities in accessing treatment for SUD observed
that the lack of cultural competency in the healthcare work-
force impacted treatment access and retention.' Research
shows that older Black and Hispanic patients were more
likely to seek treatment and were less likely to complete
treatment because they are usually asked to leave before
treatment is complete when compared to White, non-His-
panics due to uninsurance, and inadequate coverage.'
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Source: State Unintentional Drug Overdose Reporting System.

Note: Due to RIDOH's Small Number Reporting Policy, counts fewer than 5 individuals (<5) have been
suppressed. Due to rounding, percentages may add to more than 100%. Percentage calculations are based on
available characteristic totals; thus, some categories do not sum to the yearly totals.

*Indicates statistical significance p<0.05

+Indicates the use of Fisher's exact test

Medicaid expansion is expedient to ensure significant
increases in SUD treatment admissions, particularly for
minority populations.' The harmful effects of substance use
stigma among marginalized groups is a formidable obstacle
to seeking sustained treatment. Society tends to judge indi-
viduals with SUDs more harshly and are viewed through
the lens of moral failures which increases the degree of
shame experienced by victims with SUD when compared to
individuals with other forms of mental health disorders.'¢

To address these disparities, the Rhode Island Department
of Health (RIDOH) has expanded existing interventions to
target minority communities. First, the RI Opioid Settle-
ment Advisory Committee, in collaboration with the RI
Governor’s Overdose Prevention Task Force and Interven-
tion Racial Equity Work Group, requires potential vendors
to describe in detail how the organization acknowledges
and addresses structural racism, as well as how their project
aims to improve the health of RI's minority communities to
eliminate disparities. Second, RIDOH has increased funding
for naloxone distribution and other harm reduction inter-
vention outreach in high burden and underserved communi-
ties. Finally, the State’s Overdose Fatality Review team has
conducted case review meetings with key community stake-
holders to recommend specific structural interventions to
guide prevention efforts, with an emphasis on marginal-
ized populations that are disproportionately impacted by
fatal overdose.
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The study is subject to at least three limitations. First,
these analyses are limited to substances contributing to the
cause of death and could not comment to racial differences
in substance use intentionality. Secondly, to comply with
the RIDOH Small Number Reporting Policy, non-Hispanic
Asians, American Indians/Pacific Islanders, and individu-
als of unknown ethnicity were excluded from this analysis,
and therefore we could not incorporate disparities in these
groups. Finally, SUDORS data is limited to reports and nar-
ratives gathered from law enforcement, medical examiner,
and available medical records which may underestimate
overdose circumstance data and overdose risk factors.

To better inform intervention efforts, future analyses
should investigate whether substances contributing to death
were illicit or prescribed, as well as bystander presence and
interventions performed at the time of fatal overdose across
racial and ethnic groups.

CONCLUSIONS

Drug overdose fatalities disproportionately impact Hispanic
and non-Hispanic Black communities in RI. To help address
the gaps in treatment for SUD among minority groups, cul-
turally responsive intervention efforts should be targeted
towards connecting minority groups to treatment services
to reduce overdose fatalities.
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Deaths Involving Fully Alcohol-Attributable Chronic Conditions
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INTRODUCTION

Excessive alcohol use (EAU) is a leading cause of prevent-
able deaths in the United States (US) and is responsible for
one in five deaths among adults aged 20 to 49 years.! EAU
includes heavy drinking, binge drinking, and any alcohol use
by people younger than 21 or pregnant individuals.! EAU
definitions for heavy and binge drinking vary by sex, with
binge drinking for females being four or more drinks in a
single occasion and for males five or more drinks in a single
occasion. Heavy drinking for females is eight or more drinks
per week and 15 or more drinks per week for males.! EAU
increases the risk for alcohol use disorder (AUD), which is a
clinical pattern of drinking resulting in problems function-
ing in an individual’s daily life.>® Short-term, EAU is asso-
ciated with increased risk of injuries, violence, and alcohol
poisoning.! EAU can also increase an individual’s risk for
developing several chronic diseases including heart disease,
cancer, stroke, liver disease, and hypertension.!

From 2015 to 2019, there were an average of 82,279 deaths
from chronic conditions due to EAU in the United States per
year.* To understand the impact of EAU in Rhode Island, this
article summarizes the distribution and burden of deaths in
which the primary or contributing cause were from chronic
conditions that were 100% alcohol-attributable.

METHODS

The Rhode Island Department of Health’s (RIDOH) Center
for Vital Records receives information on all RI resident
deaths occurring in and out of state. These records include
demographic information such as the decedents sex, age,
veteran status, and cause of death information, including
the International Classification of Diseases (ICD)-10 codes
related to the cause and manner of death.

This descriptive epidemiologic analysis included all
RI residents who died in RI between January 1, 2018 and
December 31, 2022 who had a primary or contributing cause
of death from a chronic condition that were fully alcohol-
attributable (e.g., alcoholic liver disease, alcohol depen-
dence), using the ICD-10 codes' from the Centers for Dis-
ease Control and Prevention’s (CDC) Alcohol-Related
Disease Impact (ARDI) application.’ Data were cleaned and
analyzed using SAS [Version 9.4]. Microsoft Excel was used
to calculate the decedent sex ratio, by taking male divided

RIMJ ARCHIVES | NOVEMBER ISSUE WEBPAGE | RIMS

7977 20351

by female cases. To provide an estimate that is compara-
ble to the broader US, we calculated a direct age-adjusted
death rate using the average number of RI resident who died
from a fully alcohol-attributable chronic conditions over the
five-year period, the 2000 Standard US Population, and the
2021 American Community Survey RI five-year population
estimates, using Excel.

RESULTS

From 2018 to 2022, approximately 367 deaths per year
involved fully alcohol-attributable chronic conditions (as
the primary or contributing cause) among Rhode Island res-
idents, representing about 3.5% of all deaths in RI among
RI residents (Table 1). This increased from 354 in deaths in
2018, to peak at 434 deaths in 2020, before declining with
the lowest number of deaths (328) in 2022. No substan-
tial monthly or seasonal changes were observed in deaths
involving fully alcohol-attributable chronic conditions.
Overall, the annual average age-adjusted rate of deaths
involving fully alcohol-attributable chronic conditions was
28.8 deaths per 100,000 people. Of decedents whose pri-
mary cause of death was due to a fully alcohol-attributable
chronic condition, the most common causes were alcoholic
liver disease (63.2%), alcohol dependence syndrome (22.2%),
or alcohol abuse (8.3%).

Overall, there were about 3.2 male deaths to every 1
female death, with the proportion of female deaths increas-
ing from 2018 to 2022 from 3.7:1 to 2.2:1 (number of female
deaths increased by 34.2%) (Table 2). Most decedents were
White non-Hispanic (80.9%) or Hispanic (8.2%). Most dece-
dents were age 55 or above (over 60%), and the proportion
of decedents age 65 or older increased over the study period
(from 21.5% to 33.2%). During 2018 to 2022, approximately
12.8% of decedents were veterans, and at the time of death
35.7% of decedents were single, 31.5% were divorced/
separated, 25.1% were married, and 7.6% were widowed.

DISCUSSION

The results from this study demonstrate that 3.5% of deaths
in RI are due to fully alcohol-attributable chronic conditions.
While the number of deaths involving a fully alcohol-attrib-
utable chronic condition remained relatively consistent by
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Table 1. Number of Rhode Island resident deaths and deaths involving fully alcohol-attributable chronic conditions by year.

Island among Rhode Island Residents
(All Cause)

2018 2019 2020 2021 2022 Five-Year Average
(n, %) (n, %) (n, %) (n, %) (n, %) (n, %)
Overall Deaths Occurring in Rhode 9703 9806 11328 10875 10518 10446

Fully Alcohol-Attributable Deaths from
Chronic Conditions
(Primary or Underlying Cause of Death)

354 (3.6%)

361 (3.7%)

434 (3.8%)

357 (3.3%)

328 3.1%)

367 (3.5%)

Leading Fully Alcohol- Attributable Causes of Death (Primary Cause of Death) **

Alcoholic Liver Disease

97 (77.0%)

66 (58.9%)

96 (55.8%)

110 (62.1%)

119 (64.3%)

98 (63.2%)

Alcohol Dependence Syndrome

15 (11.9%)

30 (26.8%)

55 (32.0%)

34 (19.2%)

37 (20.0%)

34 (22.2%)

Alcohol Abuse 6 (4.8%) 5(4.5%) 13 (7.6%) 21 (11.9%) 19 (10.3%) 13 (8.3%)
Other 8 (6.3%) 11 (9.8%) 8 (4.7%) 12 (6.8%) 10 (5.4%) 10 (6.3%)
Deaths by Month
January 22 (6.2%) 40 (11.1%) 36 (8.3%) 37 (10.4%) 34 (10.4%) 34 (9.2%)
February 20 (5.6%) 35(9.7%) 32 (7.4%) 35 (9.8%) 32 (9.8%) 31 (8.4%)
March 26 (7.3%) 26 (7.2%) 42 (9.7%) 36 (10.1%) 32 (9.8%) 32 (8.8%)
April 31 (8.8%) 38 (10.5%) 33 (7.6%) 44 (12.3%) 24 (7.3%) 34 (9.3%)
May 37 (10.5%) 27 (7.5%) 47 (10.8%) 35 (9.8%) 23 (7.0%) 34 (9.2%)
June 32 (9.0%) 16 (4.4%) 29 (6.7%) 25 (7.0%) 27 (8.2%) 26 (7.0%)
July 24 (6.8%) 38 (10.5%) 39 (9.0%) 28 (7.8%) 38 (11.6%) 33 (9.1%)
August 43 (12.1%) 35 (9.7%) 29 (6.7%) 21 (5.9%) 26 (7.9%) 31(8.4%)
September 27 (7.6%) 25 (6.9%) 40 (9.2%) 19 (6.3%) 20 (6.1%) 26 (7.1%)
October 38 (10.7%) 18 (5.0%) 46 (10.6%) 31 (8.7%) 26 (7.9%) 32 (8.7%)
November 36 (10.2%) 29 (8.0%) 31 (7.1%) 15 (4.2%) 23 (7.0%) 27 (7.3%)
December 18 (5.1%) 34 (9.4%) 30 (6.9%) 31 (8.7%) 23 (7.0%) 27 (7.4%)

Note: Data included in this are alcohol-related deaths where the fully alcohol-attributable chronic condition is a primary or underlying cause of death (unless otherwise indi-
cated). This includes the following ICD-10 codes: F10.3-F10.9, F10.0, F10.1, F10.2, G62.1, G31.2, G72.1, 142.6, K29.2, K70.0-K70.4, K70.9, K85.2, K86.0, Q86.0, P04.3.
This does not include decedents who died from other alcohol-related causes that are partially attributable to alcohol use, such as several types of cancer, heart disease and

stroke, and many types of injury.

** This measure is limited to decedents whose primary cause of death was from a fully alcohol-attributable chronic conditions, not a contributing cause of death, therefore
it does not equal the fully-alcohol attributable deaths from chronic conditions count. The other cause of death category includes: alcohol psychoses, alcohol cardiomyopathy,

alcohol-induced acute pancreatitis, and degeneration of nervous systems from alcohol.

demographic group from 2018 to 2022, with the highest
burden among males and older individuals, the number of
deaths among women and individuals 65+ has increased.
Additionally, this work shows a disproportionate burden of
deaths involving fully alcohol-attributable chronic condi-
tions among veterans and individuals who are divorced/sep-
arated when compared to their composition in the general
RI population.

From 2018 to 2022, the number of women dying from
causes involving fully alcohol-attributable chronic condi-
tions in RI increased by 34.2%. This aligns with national
trends in the US with increases among women in the fre-
quency of drinking, binge drinking, developing AUD, and
deaths involving alcohol.® Women also have greater risks
associated with drinking, due to having a lower body water
compositions than men. While some measures of alco-
hol use have increased among women in the US, rates in
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RI have remained relatively stable over the study period,
with roughly 55% of RI women reporting any alcohol use
and 13% reporting binge drinking in the prior 30 days for
each year of the study period.” Despite more male deaths
involving fully alcohol-attributable chronic conditions than
females, the gap has become smaller over the five-year study
period.® Future analyses could explore other measures of
alcohol use by sex, such as the frequency and intensity of
binge drinking.

While only 6% of Rhode Islanders are veterans, this anal-
ysis found 14.5% of deaths involving fully alcohol-attribut-
able chronic conditions were among veterans,® suggesting
veterans are disproportionately impacted by these condi-
tions. Nationally, compared to non-veterans, veterans are
more likely to report alcohol use and to drink heavily.® This
trend remains in RI, with 67% of veterans reporting any
alcohol use and 19% reporting binge drinking in the last 30
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Table 2. Demographic characteristics of Rhode Island resident decedents who died from conditions involving fully alcohol-attributable chronic

conditions, by year.

2018 2019 2020 2021 2022 Five-Year Average
(n, %) (n, %) (n, %) (n, %) (n, %) (n, %)

SEX

Male 278 (78.5%) 273 (75.6%) 347 (80.0%) 269 (75.4%) 226 (68.9%) 279 (76.0%)

Female 76 (21.5%) 88 (24.4%) 87 (20.0%) 88 (24.6%) 102 (31.1%) 88 (24.0%)

Sex ratio 3.7:1 3.1:1 4.0:1 3.1:1 2.2:1 3.2:1
AGE

0-24 6 (1.7%) 8(2.2%) <5 5(1.4%) <5 5(1.3%)

25-34 16 (4.5%) 25 (6.9%) 27 (6.2%) 23 (6.4%) 22 (6.7%) 23 (6.2%)

35-44 48 (13.6%) 50 (13.9%) 61 (14.1%) 40 (11.2%) 35 (10.7%) 47 (12.8%)

45-54 69 (19.5%) 68 (18.8%) 84 (19.4%) 66 (18.5%) 56 (17.1%) 69 (18.7%)

55-64 139 (39.3%) 107 (29.6%) 144 (33.2%) 113 (31.7%) 104 (31.7%) 121 (33.1%)

65+ 76 (21.5%) 103 (28.5%) 116 (26.7%) 110 (30.8%) 109 (33.2%) 103 (28.0%)
RACE

White, non-Hispanic 283 (79.9%) 289 (80.1%) 351 (80.9%) 295 (82.6%) 266 (81.1%) 297 (80.9%)

Black, non-Hispanic 14 (4.0%) 22 (6.1%) 20 (4.6%) 11 (3.1%) 16 (4.9%) 17 (4.5%)

Hispanic 26 (7.3%) 31 (8.6%) 33 (7.6%) 31 (8.7%) 28 (8.5%) 30 (8.2%)

Other, non-Hispanic 31 (8.8%) 19 (5.3%) 30 (6.9%) 20 (5.6%) 18 (5.5%) 24 (6.4%)
MARITAL STATUS

Single 118 (34.0%) 127 (36.3%) 159 (37.7%) 129 (37.8%) 105 (32.7%) 128 (35.7%)

Married/Civil Partnership 95 (27.4%) 77 (22.0%) 103 (24.4%) 84 (24.6%) 87 (27.1%) 89 (25.1%)

Widowed 22 (6.3%) 31 (8.9%) 31(7.3%) 28 (8.2%) 24 (7.5%) 27 (7.6%)

Divorced/Separated 112 (32.3%) 115 (32.9%) 129 (30.6%) 100 (29.3%) 105 (32.7%) 112 (31.5%)
VETERANS STATUS

Veteran 45 (12.9%) 42 (12.0%) 64 (15.1%) 41 (11.8%) 37 (11.4%) 46 (12.8%)

Non-Veteran

304 (87.1%) 309 (88.0%)

360 (84.9%)

287 (88.6%) 313 (87.2%)

307 (88.2%)

Note: Measures with counts less than five observations are reported as <5. Missing values were observed in marital and veterans' status variables and excluded from overall
counts and percentages. Data included are alcohol-related deaths where the fully alcohol-attributable chronic condition is a primary or underlying cause of death, including
the following ICD-10 codes: F10.3-F10.9, F10.0, F10.1, F10.2, G62.1, G31.2, G72.1, 142.6, K29.2, K70.0-K70.4, K70.9, K85.2, K86.0, Q86.0, P04.3.

days compared to 58% and 17% respectively among non-
veterans.'? Veteran-specific programs including increased
use of screening, brief intervention, and referral to treatment
(SBIRT) tools are recommended and may help reduce EAU
and alcohol-related harms.’

People who reported being divorced/separated were
also overrepresented among people dying from conditions
involving fully alcohol-attributable chronic conditions,
averaging 29.6% of deaths despite only 13% of the Rhode
Island general population reporting being divorced/sepa-
rated."! Nationally, people who are divorced/separated are
significantly more likely to report binge drinking compared
to those who were married or never married.’> However, in
Rhode Island from 2016 to 2020, adults who were divorced
were less likely to report any alcohol consumption and binge
drinking in the past 30 days when compared to other mari-
tal statuses.!® Additional analyses could examine EAU and
other alcohol-related harms in this population to inform the
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prevention of adverse alcohol-related health consequences.

The deaths involving fully alcohol-attributable chronic
conditions reported in this analysis are preventable by reduc-
ing EAU. EAU varies by other demographics not examined
here (e.g., religion); however, it is still the most frequently
used substance in the US and is associated with significant
aforementioned harms."'® Clinical treatments such as ther-
apy, medications (Naltrexone), or alcohol SBIRT can be effec-
tive strategies to reduce excessive drinking.'*'® In addition,
increased education on the risks associated with alcohol use
may be helpful (if used along with other effective popula-
tion-level strategies) as many risks associated with EAU are
not fully understood by the public.'¢

This study includes deaths involving fully alcohol-attrib-
utable chronic conditions, though it does not capture all
alcohol-related deaths, such as alcohol-attributable cancers,
heart disease, or acute causes such as injuries, violence,
or alcohol poisoning; therefore, the burden of alcohol on
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mortality rates in RI is higher than reported in this analysis.
This is especially relevant because RI is ranked in the top
third of highest drinking states.!” Effective policy strategies
can also help to reduce EAU and related harm by reducing
the availability of alcohol and increasing its price to work
towards creating healthier and safer communities in RI. The
Community Prevention Services Task Force recommends
several evidence-based strategies to reduce EAU including
increasing alcohol taxes, regulating alcohol outlet density,
electronic screening and brief intervention, and maintaining
limits on days and hours of alcohol sales.’® RIDOH is cur-
rently conducting an alcohol-related policy analysis to iden-
tify the strengths and weaknesses in RI alcohol policies and
determine how the state’s policies align with evidence-based
practices and other comparable states. The CDC has also
created a summary factsheet providing the status of effective
alcohol policies that are implemented in RI." Overall, the
deaths outlined in this analysis are preventable, attributed
to EAU, and can be addressed with effective policy solutions
in communities. This is a public health problem that can be
addressed to reduce the harms associated with drinking, and
ultimately improve health and well-being in RI. Findings
from this analysis can help inform the development of pre-
vention measures through programs and policies to reduce
and prevent EAU in RI.
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REPORTING PERIOD

VITAL EVENTS MARCH 2023 12 MONTHS ENDING WITH MARCH 2023
Number Number Rates

Live Births 864 11,007 10.4*
Deaths 943 11,845 10.2*
Infant Deaths 5 47 34.3#
Neonatal Deaths 2 34 3.1#
Marriages 293 7,013 6.6
Divorces 240 2,711 2.6*

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

REPORTING PERIOD

SEPTEMBER 2022 12 MONTHS ENDING WITH SEPTEMBER 2022

Underlying Cause of Death Category
Number (a) Number (a) Rates (b) YPLL (c)
Diseases of the Heart 166 2,393 218.1 3,327.0
Malignant Neoplasms 185 2,193 199.8 4,252.0
Cerebrovascular Disease 40 499 45.5 597.0
Injuries (Accident/Suicide/Homicide) 92 1,079 98.3 14,878.0
COPD 20 446 40.6 377.5

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

(b) Rates per 100,000 estimated population of 1,097,379 for 2020 (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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RI's Physician Health Program:
Serving practitioners for more
than four decades

MARY KORR
RIMJ MANAGING EDITOR

PROVIDENCE — In 1974, the American Medical Association (AMA) and the
Federation of State Medical Boards (FSMB) launched plans for the devel-
opment of therapeutic alternatives for physicians with addictive disorders
who needed assistance.

Several years later, in 1978-1979, in response to three physician suicides
in Rhode Island, the Rhode Island Medical Society (RIMS) established what
is now known as its Physician Health Program (PHP), initiated and led by
HERBERT “DR. RAK" RAKATANSKY, MD.

The program today serves as a vital resource for the state’s physicians,
dentists, podiatrists and physician assistants. It also mentors the Medical
Student Health Council at the Warren Alpert Medical School.

In the following Q&As, PHP Committee Chair Dr. Rakatansky, and PHP
Program Director KATHLEEN BOYD, MSW, LICSW, both of whom will
be stepping down from their current positions after more than four decades
and 10 years respectively, share their insights on the development and
continuing evolution of the program.

Q&A: Herbert “Dr. Rak” Rakatansky, MD

Q. RIMJ: You spearheaded the formation of what is now known

as the Physician Health Program (PHP) at the Rhode Island Medical

Society (RIMS). What was your impetus and inspiration to do this

and was it one of the first in the country?

A. Dr. Rak: The initial impetus was the suicide of three Rhode Island psy-
chiatrists, the Chief at Rhode Island Hospital (RIH), the Chief at Bradley
Hospital, and a child psychiatrist in private practice. I knew two of them
personally and wrote an article for RIMJ which got published. This caught
the attention of Dr. Joseph E. Caruolo, then president of RIMS, who called
me and asked if T would like to do something about this. I said yes. Sub-
sequently the Chief of Pediatrics at Rhode Island Hospital committed sui-
cide, reinforcing the need for a PHP. The enthusiastic support of then RIMS
executive director Newell Warde, PhD, and more recently RIMS Executive
Vice President Stacy Paterno have been absolutely essential. Rhode Island
was an “early adopter” of the PHP model but not the first.

Q. RIMJ: What were the challenges in the early days you faced

developing the PHP?

A. Dr. Rak: The same challenges we have today — money to run the pro-
gram, education about these diseases, especially addiction, and initially,
lack of effective treatment, plus the stigma. The treatment resources have
improved — there are now a number of institutions specializing in treating
physicians. The PHP does not treat anyone; it facilitates diagnosis, refers
for treatment by experts, and monitors the response. Fitness to practice
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SPOTLIGHT

Physician Health Program Director Kathleen Boyd, MSW,
LICSW, and Herbert “Dr. Rak" Rakatansky, MD, shown
at a recent RIMS event. [COURTESY OF RIMS]

https://rimedicalsociety.org/physician-health-program/

Overview: Physician Health Program

Mission: To promote and support the physical and
mental well-being of healthcare professionals thereby
contributing to overall safe and competent patient
care in Rhode Island.

Confidential resource: The program is a confidential
resource for physicians, PAs, dentists, and podiatrists
in Rhode Island who may benefit from help with
addressing physical and/or behavioral health concerns
that may be affecting their personal and professional
quality of life.

Referrals: Anyone can make a referral, including
physicians or other healthcare practitioners who refer
themselves. If you are concerned about yourself or a
colleague, call the RIPHP office at 401-443-2383,
and ask to speak with the program director. In an
emergency, the outgoing voice message will provide
you with a contact number for a member of the
Physician Health Committee.

Initial, follow-up procedures: The RIPHP program
director and a member of the Physician Health Com-
mittee will meet with the healthcare practitioner for
an initial intake appointment. At that time, RIPHP may
recommend a formal, independent evaluation. RIPHP
will be available to guide this process and will review
the findings with the healthcare practitioner. Once this
has occurred and if the practitioner has signed a writ-
ten consent to communicate directly with the referral
source, we will provide a summary of the recommen-
dations on behalf of the practitioner. This may include
further evaluation, treatment, and/or an ongoing
monitoring agreement with the RIPHP.
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Referral Sources

Attorney jud 1

BMLD* i 1

Board of Examiners in Dentistry  juud 1
Group Practice  jud 1

Other PHP  Juud 1

Referral Reasons**

Burnout jusd 1

SUD/BH jud 1
0 2

2022 Referral Sources & Reasons & Reasons for Referral**

Alpert Medical School s 4

Institutions & Colleagues L 8

Residency/Fellowship Programs s 5
Self — 3

Behavioral Health (BH) s 14

Competency |l +
Physical Health Condition sl 3

[Professionalism (boundaries, cthics)  ——— 9
Substance Use Disorder (SUD) R 3

6 8 10 12 14 16

*Board of Medical Licensure & Discipline

is determined by experts, not the PHP. In
the event that a doctor ignores the advice
of the diagnostic/treating expert(s), the
PHP promptly informs the RI Board of
Medical Licensure, a powerful motive for
recovery.

Q. RIMJ: What do you see as the

top evolutionary advances the program
has undergone in its more than four
decades of existence?

A. Dr. Rak: Almost nationwide accep-
tance that using patient safety as our
fundamental ethical/moral/legal goal com-
bined with confidentiality as long as the
doctor/provider is successfully following
the treatment plan is the key.

Q. RIMJ: How did you carve out the
time as a practicing gastroenterologist
and forming a practice to engage in
foundational work such as the PHP
and later on, in helping to found the

RI Free Clinic, and in your other myriad
volunteer activities as a native son and
alum, embedded in the Miriam, Brown
and greater Rl communities?
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**Please note cases were referred for more than one reason.

A. Dr. Rak: T am a morning person so our
meetings of the Physician Health Com-
mittee (PHC) have always been in the ear-
ly a.m. Plus, I was in my own practice — it
was before corporate medicine controlled
us. Plus, I don't play golf. Hiring a full-
time staff was and is essential for a suc-
cessful PHP program. We have had three
PHP directors (all have been non-physi-
cian clinicians) in that position. Over the
years their role has grown and the pro-
gram would not exist without them. The
PHP maintains a close working relation-
ship with the state licensing board.

We now have an infrastructure with
our financing under the guidance of the
RIMS Foundation and the clinical guid-
ance under RIMS. The Chair of the PHC
is appointed by the president of RIMS and
the Chair appoints members of the PHC,
who serve indefinite terms. A governance
committee (including non-physician com-
munity representatives) is responsible
for financing the program. They are not
involved in any way with the details of
the cases. This approach has resulted in a
substantial grant and planning grant from
the Rhode Island Foundation.

%977 20381

SPOTLIGHT

Q. RIMJ: What advice can you impart

to medical students, residents and fellows
just beginning their careers in terms of
maintaining their health and addressing
issues when/if they arise?

A. Dr. Rak:

1. If you choose to drink alcohol, be
sure that the effects are completely worn
off (min. 8-12 or more hours) before see-
ing patients. Additionally, do not drive
after drinking. This may result in legal
consequences that are reported directly
to the medical licensure board.

2. Do NOT use any marijuana (even
though legal) at ANY time. There is no
measure of, or correlation with, blood
or tissue levels and marijuana-induced
impairment.

3. Do NOT use any illegal and/or
self-prescribed mind-altering drugs at
ANY time. If you are having issues with
this, call the PHP immediately for confi-
dential help.

4. Be sure that you have a personal pri-
mary care doctor so that you have access
to the same level of care, including indi-
cated medications, as your patients. “A
doctor who cares for him(her)self has a
fool for a patient.” (Wm. Osler)

Q. RIMIJ: Favorite quote or words

to live by?

A. Dr. Rak: We all took an oath to AL-
WAYS make decisions in the patients’
best interest. The PHP helps us fulfill
that oath.

Q&A: Kathleen Boyd, MSW, LICSW

Q. RIMJ: What do you see as the most
significant accomplishments of the PHP
over the past 10 years during your tenure
as program director?

A. K. Boyd: I like to think that we have
established good working relationships
with the licensing boards, hospitals and
other entities who refer healthcare prac-
titioners to us for assistance. Part of our
task as I see it, is to provide physicians
with a safe and confidential space to seek
support around any health or profession-
al issues they may be encountering that
are affecting their quality of life. It is so
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important to get the message out that one
can be suffering from an illness and not
necessarily be “impaired”. And if the ill-
ness is interfering with ability to provide
safe care to patients, we can help find the
care that the physician needs in order to
return to practice.

I think our presence and involvement
with presentations on burnout and deal-
ing with the pandemic has been a signifi-
cant accomplishment.

Q. RIMJ: In terms of who the program
serves, when you look at the annual
reports, has the most frequently used
cohort, for example, medical students, or
general medicine practitioners, changed
during that time period and how does it
align with the national metrics?

A. K. Boyd: The thing about comparing
to other programs is that some programs
serve different populations so you can be
comparing apples and oranges. I can say
that we have been seeing more residents
and medical students in recent years.
I think that those coming up in medi-
cine are interested in their well-being as
well as that of their patients. We need to
have it be OK to seek help when needed
without fearing repercussions and this is
a huge part of the national conversation,
especially since the pandemic and with
the statistics on rates of suicide among
healthcare practitioners.

Q. RIMJ: Very few self-referrals.

Does that surprise you?

A. K. Boyd: We have seen a slight in-
crease in self-referrals and we are trying
to increase our outreach efforts so that
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the healthcare community knows that
they can call us as a resource — that you
don’t have to wait to be referred by some-
one else. We need to do a better job with
getting the word out. I often say, “No one
knows about the PHP until they need it.”
But, we are here in the background and
have been for 45 years!

Q. RIMJ: In the 10 years since you have
been program director, the program has
grown and been restructured. What drove
those changes?
A. K. Boyd: I don’t know if I would say
that it was restructured as we operate
much in the same manner with a very
dedicated Physician Health Committee
with healthcare practitioners volunteer-
ing their time who work in conjunction
with program staff. However, I would say
that when I began in January of 2013, I
made recommendations about how we
needed to create more efficient systems
for managing the cases as there was a
backlog at the time of cases awaiting clo-
sure, for example. As I recall, there were
over 150 cases open at the time I started.
We updated the charts to have a consis-
tent format and utilized Excel spread-
sheets for tracking. In early 2014, we were
able to move to an electronic case man-
agement system which we still use today.
I was able to utilize existing adminis-
trative supports to assist me in reorga-
nizing the records as our documentation
process is important in order for us to
advocate for physicians and the cohort
we serve. There were always policies
in place but no formal PHP Operations
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SPOTLIGHT

Manual which contained all of the poli-
cies and guidelines in one place, so that
was created.

I also established a “Participant Infor-
mation Guide” which detailed all of the
requirements when one is entering into a
monitoring agreement with our program.
I advocated that the director position
be made full-time at the end of my first
year since it was clear that it required a
full-time staff position to manage the
program.

Q. RIMJ: Can you briefly inform the
readership about the national program

and Rl's alignment with it?

A. K. Boyd: The national program is the
Federation of State Physician Health
Programs (FSPHP). There are currently
48 state members so almost every state
belongs to this organization. I am proud
to say that the former and first RIPHP
director, Bill Moclair, was one of the
founding members of this organization in
1990 and he served as the first treasurer.
Readers can find more information on
the FSPHP website: www.fsphp.org. The
second director, Rosemary Maher, served
on the Board of Directors as have I. [ am
currently the Vice-Chair of the FSPHP
Performance Enhancement and Effec-
tiveness Review Committee, which has
established a comprehensive program for
physician health programs to undergo an
assessment process to review their align-
ment with current best practices. %
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Working for You:
RIMS advocacy activities

September 5, Tuesday

RIMS Physician Health Committee (PHC):
Herb Rakatansky, MD, Chair

September 8, Friday
American Association of Medical
Society Executives State CEO Call:
Stacy Paterno, staff

September 11, Monday
RIMS Council meeting:
Thomas Bledsoe, MD, President

Protect our Health Care Policy Group:
Stacy Paterno, staff

September 12, Tuesday
Advocacy Presentation to Psychiatry
Residents, Butler Hospital:
Steve DeToy, staff
Accessing Mental Health Support in
Rhode Island Forum: Stacy Paterno, staff

September 13, Wednesday
Rhode Island Department of Health
(RIDOH) Board of Medical Licensure and
Discipline (BMLD): Stacy Paterno, staff
Governor’s Overdose Intervention
and Prevention Task Force:
Sarah Fessler, MD, Past President
Rhode Island Health Professions
Loan Repayment Board Meeting:
Stacy Paterno, staff

September 14, Thursday
Rhode Island Medicaid Consumer
Advisory Meeting: staff

Behavioral Health Legislative Strategy
Stakeholder Discussion: Stacy Paterno,
staff

September 18, Monday

Protect our Health Care Policy Group:
Stacy Paterno, staff

September 19, Tuesday

HHS Intergovernmental and External
Affairs COVID Upate: Stacy Paterno, staff

Advocacy Presentation to Psychiatry
Residents, Butler Hospital: Stacy Paterno,
staff
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RIMS 2023-2024 Officers were inaugurated at the 211th Annual Meeting on September 28, 2023.

[L-R] Immediate Past President Thomas A. Bledsoe, MD; Secretary Mariah H. Stump, MD, MPH;
President Heather A. Smith, MD, MPH; President-Elect Kara A. Stavros, MD; Treasurer Matthew J.
Smith, MD, MHL; Vice President Dina T. Himelfarb, MD,

September 20, Wednesday
Suicide in Healthcare & Science Forum
at the Warren Alpert Medical School:
Stacy Paterno, Kathleen Boyd, Rita
Towers, staff

September 21, Thursday

Health Information Technology Steering
Committee: Stacy Paterno, staff

RIMS Climate Change & Health
Committee Meeting: Alison Hayward,
MD, and Katelyn Morretti, MD, co-chairs

September 22, Friday

Office of the Health Insurance
Commissioner Public Forum on Human
Services Rate Recommendations:

Stacy Paterno, staff

Tufts Health Plan Introductory Meeting
Provider Relations: Stacy Paterno, staff

September 26, Tuesday
CMS & New England Medical Societies
Meeting: Thomas Bledsoe, MD, President;
Heather Smith, MD, Incoming President;
and Kara Stavros, MD, Vice President

I RIMS
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September 27, Wednesday
RIMS Physician Health Program
Governance Committee Meeting:
Jerry Fingerut, MD, Chair
Brown School of Public Health 10th
Anniversary Kickoff Event: staff

Presentation to Lifespan Physicians
Group: Thomas Bledsoe, MD, President;
William Corwin, MD, Physician Health
Program, Vice Chair; Stacy Paterno, staff

September 28, 2023
Rhode Island Medical Journal Editorial
Meeting: William Binder, MD, Editor
AMA Washington Update: Staff
Convivium: Thomas Bledsoe, MD,
President; Heather Smith, MD, MPH,
President-elect; and guest speaker

Jack Resneck, MD, AMA Immediate
Past President
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ALEXION

Alexion is proud
to sponsor the
211th Annual Meeting
of the
Rhode Island Medical Society



L EXION

Proud Convivium Sponsor

Banetta Umrao

Regional Account Manager
Hartford CT
banetta.umrao@alexion.com

Kerrie Andrews
Institutional Account Manager
aHUS and PNH

kerrie.andrews@alexion.com




CONVIVIUM

On September 28, the Rhode Island
Medical Society held its 211th Annu-
al Meeting and Awards Dinner at the
Squantum Association, and inaugurat-
ed its slate of 2023-2024 officers.

The keynote speaker was AMA Im-
mediate Past President Jack Resneck,
Jr., MD, who, for more than 20 years,
has demonstrated an unwavering com-
mitment to organized medicine. Dr.
Resneck received his BA in public pol-
icy from Brown University.

Herbert Rakatansky, MD, received
a special tribute delivered by Martin
Kerzer, DO, recognizing his 45 years
as founder and director of RIMS Physi-
cian Health Program.

Thomas Bledsoe, MD, presented a plaque of appreciation
to Herbert Rakatansky, MD.

AMA Immediate Past President Jack Resneck, Jr., MD,
delivered the keynote address.

v J -

of the Halifax Award; Heather Smith, MD
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Thomas Bledsoe, MD; Sybil Cineas, MD, recipient

Thomas Bledsoe, MD; Andrew Saal, MD,
recipient of the Hill Award;
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Herbert Rakatansky, MD; Martin Kerzer, DO

RIMS 2023 Award Recipients:

Humanism in Medicine Award
Jonathan Cahill, MD

Halifax Award
Sybil Cineas, MD

Dr. Charles L. Hill Award
Andrew Saal, MD

Dr. Herbert Rakatansky Award
Jane Sharp, MD

5 Under 40 Award
Fahad Ali, MD
Allison Heinly, MD
Anita Knopov, MD
Vincent LaBarbera, MD
Katelyn Moretti, MD
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AMA President Jesse M. Ehrenfeld, MD,
sounds alert on US physician shortage,
health system in crisis

MARY KORR
RIMJ MANAGING EDITOR

WASHINGTON, DC — In an address delivered at the National Press
Club on Oct. 25th, which RIMJ attended via livestream, Ameri-
can Medical Association President JESSE M. EHRENFELD, MD,
MPH, spotlighted the growing national physician shortage and
corresponding health system in crisis.

THE NATIONAL

PRESS CLUB

RG

PRESS.ORG

American Medical Association President Jesse M. Ehrenfeld, MD, MPH,
addressing the National Press Club recently.

He outlined strains facing physicians, including burnout, ad-
ministrative overload, scientific disinformation, healthcare con-
solidations, a flawed Medicare payment system, and presented key
points in the AMA Recovery Plan for America’s Physicians:

¢ Pass meaningful Medicare payment reform;

e Reduce administrative burdens, ie, the inefficient prior
authorization process;

e Dass legislation to expand residency training options,
reduce student loan burden;

e Ensure physicians are not punished for taking care of
their mental health needs.
(See sidebar: Five crucial steps to take)

Physician burnout

Dr. Ehrenfeld spoke from personal experiences about physician
burnout, and shared a poignant and tragic example. “Two years
ago, a dear friend of mine and medical school classmate, an emer-
gency room physician in California who worked tirelessly on the
frontlines throughout COVID, took his own life. He was an en-
ergetic and loving soul...a brilliant and caring doctor...who felt
the weight of the pandemic on his shoulders. He struggled to get
out from under it. I knew he struggled, but I didn’t know how
to help him. And he didn’t know how to ask for help. I am still
deeply troubled by his death, just as I am haunted knowing there
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Five crucial steps to take

In his address, Dr. Ehrenfeld outlined five steps that must be taken
to strengthen the physician workforce “so that our nation can
better respond to an aging population, and the next public health
crisis we will eventually face.”

Step 1: Congress must pass the Strengthening Medicare for
Patients and Providers Act, H.R. 2474, which would provide
physicians with annual payment updates to account for practice
cost inflations as reflected in the Medicare Economic Index.
Step 2: Reduce administrative burdens like the overused, ineffi-
cient prior authorization process that insurers use to try to control
costs by passing the bipartisan Improving Seniors’ Timely Access
to Care Act, which would expand prior auth reforms finalized
by CMS.

Step 3: Secure passage in Congress of three bipartisan bills that
seek to expand residency training options, provide greater stu-
dent loan support, and create smoother pathways for foreign-
trained physicians:
e The Conrad 30 and the Physician Access Reauthorization Act
bills which would make necessary improvements to the
J-1 visa waiver programs. The Conrad 30 bill also provides
worker protections to prevent doctors from being mistreated.
* The Healthcare Workforce Resilience Act, which would
recapture 15,000 unused employment-based physician
immigrant visas.

o The Retirement Parity for Student Loans Act, which allows
retirement plans to make voluntary matching contributions
to physicians during residency.
¢ The Physician Shortage GME Cap Flex Act, which expands
residency training programs in primary care or other special-
ties that are facing shortages.
Step 4: Stop criminalizing health care that is widely recognized
as safe. Predictably, the U.S. Supreme Court’s decision last year
to overturn Roe v. Wade has radically changed the health care
landscape in America — for both patients and physicians. Fourteen
states have enacted outright bans on abortion, and seven others
have enacted partial bans. Unrelated to the SCOTUS decision
but just as damaging, 22 states have enacted laws restricting or
banning gender-affirming care.
Dr. Ehrenfeld said “these efforts — fueled by misinformation and
a heated attack on science and evidence-based care — have sown
confusion for physicians and patients and opened deep political
rifts between neighboring states. They have made physicians and
other health care workers the target of attacks and intimidation."”
Step 5: Make sure that physicians aren't punished for taking
care of their mental health needs. Seeking care for burnout, men-
tal illness, or a substance use disorder is a sign of strength — an
act that takes courage and deserves our health system's uncon-
ditional support. And, in fact, the health of our patients, and our
nation, depends on more physicians seeking help for their mental
health and well-being before they abandon medicine altogether.
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are thousands of people in his community who can no longer
receive his care.”

He added, “And just the other day, I walked into the physi-
cian’s lounge at the Medical College of Wisconsin in Milwaukee
where I am an anesthesiologist. There I saw an experienced col-
league whom I know well completely break down — so clearly
exhausted and overwhelmed.

“This is a picture of our health care system in 2023, and it
is not a happy or uplifting one. Physicians everywhere — across
every state and specialty — continue to carry tremendous bur-
dens that have us frustrated, burned out, abandoning hope...
and in increasingly worrying numbers, turning our backs on the
profession we've dedicated our lives to.”

He continued, “Physicians, in fact, die by suicide at twice the
rate of the general population, an alarming statistic that puts
my classmate’s struggles into context. It’s important to say that
not all feelings of professional burnout lead to thoughts of sui-
cide, but the fallout can still have widespread and lasting reper-
cussions for doctors and patients alike. The roots of physician
burnout go much deeper than every day frustrations we all ex-
perience and, instead, point to systemic issues in our healthcare
system that are highlighted in our Recovery Plan for Physicians.

“What’s worse is that physicians are often reluctant to seek
help for their mental health over fears that it will jeopardize
their license or employment because of outdated and stigma-
tizing language on medical board and health system application
forms that ask about a past diagnosis.”

IN THE NEWS

He said four in 10 physicians in a recent Medscape survey
said they have not sought mental health treatment because they
worry about their medical board or employer finding out and
potential repercussions.

Physician shortage

Dr. Ehrenfeld emphasized that the physician shortage is already
here and estimated that more than 83 million people in the U.S.
currently live in areas without sufficient access to a primary
care physician.

He also shared the story of his parents, who live in Florida and
are on Medicare. Because of low Medicare reimbursement, their
primary care physician no longer accepted Medicare patients
and they were left struggling to find a PCP. In an era of aging
Baby Boomers, this is but one example many face or will face,
exacerbated by retiring physicians in this cohort.

“Imagine walking into an emergency room in your moment
of crisis —in desperate need of a physician’s care — and finding no
one there to take care of you. That’s what we’re up against. And
so while our current physician shortage is already limiting ac-
cess to care for millions of people, it’s about to get much worse.”

He concluded by saying that there isn’t much that our two
major political parties see eye to eye on right now, but on these
issues they do. “We just need the will — and the urgency - to get
it done. We need leaders in Congress to step forward and make
this happen. Sadly, every day we wait the size of this public
health crisis grows. There is no time to waste.” «*

Rhode Island Hospital launches campaign to end violence against healthcare workers

PROVIDENCE — On Oct. 19th Rhode Island
Hospital leadership called for communi-
ty support in stopping violence against
healthcare professionals in the work-
place, following the assault of a registered
nurse at the hospital on Sept. 8th. The
campaign, #ScottStrong, Keep Healthcare
Workers Safe, asks the public to sign a
pledge to help keep healthcare environ-
ments safe and advocate for protections
for healthcare workers.

“We were deeply saddened and angered
by the assault on Scott, one of our ded-
icated nurses,” said DEAN ROYE, MD,
Senior Vice President for Medical Affairs
and Chief Medical Officer, Rhode Island
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Hospital. “That’s why, with the sup-
port of Scott’s family, we are launching
this campaign to solicit the public’s help
in ending violence against healthcare
workers.”

The prevalence of workplace violence
in healthcare settings is higher than in
most other professions:

According to the U.S. Bureau of Labor
Statistics, healthcare workers have the
highest rates of workplace violence inju-
ries — they are five times more likely to be
injured than other workers.

According to a 2023 national health-
care survey by Premier, 40% of health-
care workers have experienced at least

%977 20381

one incident of workplace violence with-
in the past two years.

To address this issue, Rhode Island
Hospital is calling on the public and ev-
eryone who enters their facilities to take
the pledge to keep healthcare workers
safe and support #ScottStrong. The pledge,
available at http://www.scottstrong.org
urges individuals to commit to creating
a safe and respectful environment for
healthcare workers, patients, families,
and visitors.

For more information on the campaign,
visit www.scottstrong.org. <
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Health workers report harassment, symptoms of poor mental health,

and difficult working conditions

ATLANTA - More than double the number of health
workers reported harassment at work in 2022 than
in 2018. This may include threats, bullying, verbal
abuse, or other actions from patients and coworkers
that create a hostile work environment. This finding
has important implications for health worker mental
health, according to a new CDC Vital Signs report.

Health worker burnout was at crisis levels prior to
the COVID-19 pandemic. The new Vital Signs issue
reports that the pandemic presented unique chal-
lenges that may have further impaired health worker
mental health and increased health workers’ intent
to leave their jobs.

e This report is the first to describe and compare
self-reported well-being and working conditions
for health workers, other essential workers, and all other
workers before the pandemic (2018) and after the start of
the pandemic (2022). It shows that health workers have
continued to face a mental health crisis. From 2018 to
2022, U.S. health workers experienced greater declines
on a range of mental health outcomes than other workers.

e Positive working conditions were found to be associated
with reduced feelings of anxiety, depression, and burnout.
These conditions may include the ability to participate
in decision-making, trust in management, supervisor
assistance, enough time to complete work, support for
productivity, and lack of harassment.

“We depend on our nation’s health workers and they must be
supported. Employers can act now by modifying working condi-
tions associated with burnout and poor mental health outcomes
in health settings. And, CDC’s National Institute for Occupa-
tional Safety and Health (NIOSH) will be launching a national
campaign — the Impact Wellbeing campaign — to provide health
employers with resources to improve worker mental health,”
said CDC Chief Medical Officer DEBRA HOURY, MD, MPH.

These data further support the imperative given in the U.S.
Surgeon General’s 2022 report, Addressing Health Worker Burn-
out, which emphasized the need for action to create a system
where health workers can thrive.
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Harassment Is
Linked to Poor
Health Worker ANXIETY
Mental Health
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A Call to Action:

¢ To promote worker well-being, employers can modify
working conditions and change aspects of the organizational
structure that are associated with poor mental health. This
study suggests such changes could include allowing health
workers to participate in decision-making, building trust in
management, providing supervisor assistance and enough
time to complete work, and preventing and paying attention
to harassment reports.

e Employers can learn more abou health workers and mental
health through NIOSH'’s Health Worker Mental Health Ini-
tiative, and about mental health in general. Visit the NIOSH
Total Worker Health® Program and the Healthy Work Design
and Well-Being Program to learn more about how work
conditions and work design impact worker well-being.

e Supervisors and workers can discuss ways to improve
working conditions. For both supervisors and employees,
NIOSH has training and resources for health workers on
stress, fatigue, burnout, substance use, and suicide.

For more information about this report, go to
www.cdc.gov/vitalsigns. <
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$4.4M grant to help Rl build healthier
communities announced

WASHINGTON - U.S. Senators JACK REED and SHELDON
WHITEHOUSE along with U.S. Representative Seth Magaziner
recently announced new federal funding that will make Rhode
Island a healthier place to live, work, and play by expanding ac-
cess to healthy foods and increasing opportunities for exercise.

The U.S. Centers for Disease Control and Prevention (CDC)
is awarding a five-year $4.4 million grant to the Rhode Island
Department of Health (RIDOH) as part of the State Physical
Activity and Nutrition (SPAN) Program to improve physical
activity, nutrition, and wellness initiatives.

Rhode Island may use the federal funding to support key com-
ponents of RIDOH’s 2023-2028 Rhode Island Healthy Eating and
Active Living (HEAL) Strategic Plan, a statewide strategic plan
for physical activity and nutrition which aims to improve com-
munity health and decrease the incidence of chronic diseases.

The federal grant — which is scheduled to be distributed in an-
nual awards of $888,000 this month and over the following four
years — is designed to help fight obesity and promote healthy
nutrition, wellness, and physical activity.

Rhode Island may tap the federal SPAN funds to implement
statewide and local initiatives and activities in multiple set-
tings, including in schools, childcare facilities, senior centers,
worksites, or other community setting to address several target
areas, such as increasing physical activity; boosting the con-
sumption of fruits and vegetables; or decreasing the consump-
tion of sugar sweetened beverages. The federal funds will help
address health disparities related to poor nutrition, physical
activity, and obesity.

RIDOH will use the federal funds in partnership with local
stakeholders to continue progress toward making it easier for
residents to eat well and move more. The funds can also help
make neighborhoods more walkable and increase opportunities
for physical activity by connecting pedestrian, bicycle, or trans-
portation networks. The federal funds may advance the state’s
Complete Streets policies with the goal of creating safe and con-
venient public transportation and walkable and bikeable com-
munities to help integrate physical activity into everyday life. <
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RIH receives $12M grant for
its COBRE Center on addressing
Opioids and Overdose

PROVIDENCE — Rhode Island Hospital received a $12 million fed-
eral grant on September 8th to continue The Center of Biomed-
ical Research Excellence (COBRE) on Opioids and Overdose.
The Center, which was established in 2018 with $11.8 million
funding to address the nation’s opioid crisis, has received its sec-
ond five-year grant award from the National Institute of General
Medical Sciences (NIGMS).

Led by principal investigator and director JOSIAH RICH, MD,
MPH, and TRACI GREEN, PhD, MSc, the Rhode Island Hospi-
tal COBRE on Opioids and Overdose will continue to work in
partnership with Brown University and The Miriam Hospital to
grow and sustain a critical mass of investigators specializing in
opioid use disorder.

Aside from COVID, the overdose crisis is the worst public
health crisis in over 100 years, killing over 100,000 Americans a
year. Rhode Island Hospital’s COBRE on Opioids and Overdose
was the first NIGMS-funded research center in the country with
this focus.

“The purpose of the Center is to bring together leaders across
institutions to support the research we need to address the
rapidly evolving opioid and overdose crisis with science, com-
munity, compassion, and high impact,” said Dr. Rich. “We are
grateful to the National Institutes of General Medical Sciences
for the support for this project and recognizing its importance in
our communities.”

“We've spent the first five years of the COBRE seeding a
Center with supports that can help the community and our ju-
nior scientists address the evolving crisis. In its next five-year
phase, we aim to tighten those ties to science and community
and meet the entrenched and new challenges of the opioid cri-
sis like the need for widely available, effective treatment, hous-
ing instability, the rise in stimulant use, and xylazine,” said
co-director Dr. Green.

To learn more about the Center of Biomedical Research Ex-
cellence (COBRE) on Opioids and Overdose, visit their website:
https://opioidcobre.org/. <
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IN THE NEWS

RIDOH launches enhanced, daily overdose surveillance system

PROVIDENCE — As part of efforts to leverage
data to prevent overdoses and save lives,
the Rhode Island Department of Health
(RIDOH) is activating an enhanced sys-
tem to track non-fatal overdoses through-
out the state daily, and to get alerts out
into the community in real time.

Before this system enhancement,
RIDOH would send out any community
overdose alerts on a weekly basis after
analyzing data from two datasets: over-
dose-related emergency department vis-
its in Rhode Island, and overdose-related
Emergency Medical Services (EMS) runs
in Rhode Island. With the enhanced sys-
tem in place, alerts can now go out daily
to first responders and other healthcare
professionals, harm reduction organiza-
tions, local leaders, and residents in im-
pacted areas. RIDOH will also have the
ability to monitor daily opioid overdose

trends statewide, regional hot spots, and
the utilization of emergency medical care.

“The faster we can get overdose data to
our community partners, the more effec-
tive their overdose prevention strategies
will be,” said Interim Director of Health
UTPALA BANDY, MD, MPH. “Using
data to inform action is a key strategy in
our work to prevent overdoses and save
lives in Rhode Island.”

Rhode Island is divided into 11 over-
dose regions, based on past overdose
trends. Each region has its own overdose
threshold, based on the previous year of
overdose data. Overdose Spike Alerts
are sent based on exceedances of these
thresholds.

In addition to daily monitoring of over-
dose activity, RIDOH has implemented a
three-tiered approach to address increas-
es in local overdose activity. This plan,

called the Levels of Response, deploys
public health strategies based on the
overdose activity occurring in a particu-
lar region. These levels range from an ini-
tial overdose spike, a sustained overdose
spike, or a sustained high rate of burden
in that region.

If a region has a sustained overdose
spike or a sustained high rate of overdose
burden, RIDOH will respond with addi-
tional targeted notification to the area,
including involving community partners
for increased outreach and convening an
emergency community meeting. The bur-
den rate can also help inform funding pri-
orities and/or program implementation.

To view these data, visit RIDOH’s
Drug Overdose Surveillance Data Hub
at health.ri.gov/od-data. To learn more
about local drug overdose prevention
resources, visit PreventOverdoseRI.org. <
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IN THE NEWS

Al-powered arm band to detect opioid use disorder, withdrawals
in development at UMass Chan, URI

BOSTON, MA; KINGSTON, RI — The ability to detect if
patients are taking their medications for opioid use
disorder is the driving force behind a wearable de-
vice being developed at UMass Chan Medical School
in collaboration with the Wearable Biosensing Lab at
the University of Rhode Island. The goal of the device
is to help improve medication adherence and prevent

overdose deaths.

Called the MINDER-band, the upper-arm device will
use an artificial intelligence-assisted sensor system that

Stephanie Carreiro, MD,
PhD, at UMass Chan
Medical School.

will continuously monitor physi-
ologic changes and data to accu-
rately identify buprenorphine use
and withdrawal.

“We identified a clinical prob-
lem with buprenorphine, a medi-
cation for opioid use disorder that
works really well if people take it.
For several reasons, people stop
taking it, develop opioid withdrawal and
go back into the same routines they were
in before,” said STEPHANIE CARREIRO,
MD, PhD, associate professor of emergen-

cy medicine and principal investigator on
the development of the MINDER system.
“So we designed a device that can help identify when people are
in withdrawal or when they haven’t taken their medication.”

In the future, the MINDER device will use notifications to
alert clinicians that a patient might need extra support or posi-
tive reinforcement, such as supportive interventions, to ensure
patients are adherent to their buprenorphine as prescribed.

Dr. Carreiro received a $2.6 million award over four years
from the National Institute of Biomedical Imaging and Bio-
engineering to support the development of the device.

During the first year of the grant, the team will focus on the
development of the arm band and gather feedback from people
who use medications for opioid use

URI professors Dhaval Solanki, PhD, left, Krishna Venkatasubramanian, PhD, center,
and Kunal Mankodiya, PhD, in URI's Wearable Biosensing Lap in the Fascitelli Center
for Advanced Engineering. [URI PHOTO/NORA LEWIS]

when people take the medication and what they’re feeling in
terms of withdrawal. Then we're going to deploy it in the out-
patient setting, put the MINDER-bands on people who are at
home taking their medications and have them video themselves
taking the medications,” Dr. Carreiro said. “That data will help
develop the app that will go with the arm band and then it will
be ready for interventions and clinical trials.”

Dr. Carreiro and DAVID SMELSON, PsyD, professor of psy-
chiatry and director of the Center of Excellence in Addiction,
are overseeing the clinical testing, patient recruitment and data
collection for the MINDER system. At the University of Rhode
Island, KUNAL MANKODIYA, PhD, associate professorof electri-
cal, computer and biomedical engineering, DHAVAL SOLANKI,
PhD, assistant teaching professor of electrical, computer and
biomedical engineering, and KRISHNA VENKATASUBRAMA-
NIAN, PhD, assistant professor of computer science and statis-
tics, are developing the MINDER device and application.

“The band will measure physi-

disorders to make sure their needs
are being met with the device. This
summer, they will conduct focus
groups with clinicians and inter-
views with patients.

Over the next three years, inves-
tigators will focus on putting the
device on people in a lab setting
and having them take their medi-
cation in the lab for evaluation.

ological signals and use that infor-
mation to determine if the person
has taken the buprenorphine,” said
“Nor-
mally this is learned from a blood or

Dr. Venkatasubramanian.

urine test. We are trying to do this
non-invasively. If we can learn in
real time or close to real time that
the person has gone off their med-

“The lab work will help us tweak
our algorithms to make sure that
we can use that data to understand

Design-schematics of the MINDER-band. The MINDER sys-
tem will also include a mobile app and an online clinician-

ication and get that information
to clinicians, interventions can be
brought in to help the person.” <

facing portal. [UMASS CHAN MEDICAL SCHOOL]
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Appointments

Melinda Delaney, MD,
named new medical
director at RI Free Clinic

PROVIDENCE — The Rhode Island
Free Clinic announced that
MELINDA DELANEY, MD,
has taken over as the new med-
ical director, succeeding ROSS
HILLIARD, MD.

“On behalf of our patients,
volunteers, staff and board of directors, we thank Dr. Hil-
liard for his unwavering commitment to advancing Rhode
Island Free Clinic’s mission,” said FORREST DANIELS,
MD, CEO. “We're excited to have Dr. Delaney eagerly
embrace this important clinical leadership role, build-
ing on the legacy first established nearly 20 years ago by
DR. CAROLINE TROISE, and ensuring we can continue
to provide the best quality care to our patients.”

Dr. Delany has been a core primary physician at the
clinic. As medical director, she will work closely with
providers and volunteers to continue to expand the qual-
ity of care offered and boost the clinic’s efforts to recruit
volunteer providers.

“I'm excited and honored to join the free clinic in this
important leadership role. This is a wonderful opportu-
nity to make a meaningful impact on the community’s
health care,” Delaney said. “This is a cause that is near
and dear to my heart. I look forward to working closely
with our dedicated team to improve access to health care
for those in need. I can’t wait to get started!”

Dr. Delaney is also a faculty physician at Brown Uni-
versity’s combined internal medicine pediatrics primary
care clinic and an assistant professor of internal medi-
cine and pediatrics at the Warren Alpert Medical School.
She heads the medicine-pediatrics residency quality im-
provement curriculum and is an investigator in a multi-
site National Institutes of Health research project for
vaccine hesitancy.

She completed her residency in combined internal
medicine and pediatrics at the University of Pittsburgh
Medical Center, where she also finished the UPMC
Medical Education Program. She received her medi-
cal degree from Wayne State University, where she fo-
cused in urban underserved medicine, and earned her
undergraduate degree in biology at the University of
Michigan. <
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Neil Steinberg nominated as
Board Chair of New Rhode
Island Life Science Hub

PROVIDENCE — Surrounded by leaders from
across local government and the life sci-
ence industry, Governor DAN MCKEE
recently announced that he is appointing
NEIL STEINBERG to chair of the board
of the new Rhode Island Life Science
Hub. The Governor was joined by House
Speaker K. JOSEPH SHEKARCHI and Rhode Island Commerce
Secretary LIZ TANNER for the announcement.

“In my State of the State address, I said that Rhode Island was ready
to become a leader in the life science industry. Today’s announcement

brings us one step closer to reaching our full potential in this growing
field,” said Governor McKee. “In our last budget, we made a $45 mil-
lion life science investment to help attract biotechnology companies
from around the world. I am proud to nominate Neil Steinberg to a
crucial new position that will help guide the state’s strategy as we be-
come a hub for good-paying jobs, innovative technologies, and steady
economic development in the life science industry.”

Created in the FY24 RI Ready budget, the Rhode Island Life Sci-
ence Hub will be the central entity and coordinating organization of
life science initiatives on behalf of the State of Rhode Island. In ad-
dition to this new public body, the FY24 budget also includes Gov-
ernor’s McKee'’s proposal to invest $45 million in the life science
sector for the development of much-needed wet lab incubator spaces.
These funds would also be used to support grants, loans, business
development and incubation services to grow this sector.

I want to thank the Governor for his commitment and leadership,
along with Speaker Shekarchi, in creating the Rhode Island Life Sci-
ence Hub and providing the initial $45 million to fund this exciting
initiative. There is a great deal of potential here. Utilizing my experi-
ence, network, and leadership we will work collaboratively and inclu-
sively to grow and build this sector in Rhode Island,” said Steinberg.

As chair, Steinberg would lead a board of 15 individuals with expe-
rience in health care, higher education, business, economic develop-
ment and more. It is also anticipated that the Board will hire a senior
level executive to lead the day-to-day operations.

The Rhode Island Life Science Hub will also facilitate the devel-
opment of medical advances and scientific breakthroughs with com-
panies who specialize in the fields of medical devices, biomedical
technology, medical therapeutic therapies, biogenetics, biomedical
engineering, biopharmaceuticals, genomics and life sciences. Through
targeted investments of grants, tax credits, and incentives, the Rhode
Island Life Science Hub will fund and incubate Rhode Island-based
life science companies that will promote economic and workforce de-
velopment within the state and allow Rhode Island to successfully
compete on the national and international level.

The Governor’s appointment will be sent to the Rhode Island
Senate for advice and consent. <
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Emily Ortega Goddard, MD,
joins Brown Surgical Associates,
Division of Bariatric Surgery

PROVIDENCE — Brown Surgical Associ-
ates recently announced that EMILY
ORTEGA GODDARD, MD, has joined
both the practice’s Division of Bariat-
ric Surgery and its Division of General
Surgery.

Dr. Goddard, who will also serve as a
surgeon at the Providence VA Medical Center, specializes in

both bariatric and general surgery, with a particular interest in
surgical endoscopy, robotic surgery, complex abdominal wall
reconstruction and hernia surgery, and foregut surgery.

Dr. Goddard received her medical degree in 2017 from the
Drexel University College of Medicine in Philadelphia, and
in 2022 completed her general surgical residency at WellSpan
York Hospital in Pennsylvania. She subsequently completed
her fellowship training at the Warren Alpert Medical School of
Brown University in Minimally Invasive and Bariatric Surgery
in 2023.

“Rhode Island truly holds a special place in my heart. Not
only did I receive my fellowship training here, but my husband
grew up here. So, it’s home for us,” Dr. Goddard said. “I am
thrilled to join such a talented group of surgeons from whom
I've already learned so much. I know together we will continue
to advance the field of minimally invasive surgery and provide
our patients with cutting-edge procedures and therapies.” «*

Haley Leesley, MD, joins
Brown Surgical Associates
Division of Thoracic Surgery

PROVIDENCE - Brown Surgical Asso-
ciates recently announced it is wel-
coming HALEY LEESLEY, MD, to the
practice’s Division of Thoracic Surgery.

Dr. Leesley specializes in cardiovas-
cular and thoracic surgery, with a partic-

ular interest in the minimally invasive
treatment of lung and esophageal cancers, as well as benign
disease of the chest wall, foregut, and thoracic cavity.

She received her medical degree from Tulane University
School of Medicine, and completed her surgical residency with
Brown University, and a cardiovascular and thoracic surgery
fellowship with the University of Texas Medical Branch in
Galveston, TX. <
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Kerry LaPlante, PharmD,
named Dean of the College
of Pharmacy at URI

KINGSTON - The University of
Rhode Island has named KERRY LA-
PLANTE, PharmD, an internation-

ally recognized expert in antimicro-
bial resistance and infectious diseas-

es, as the next dean of the College of
Pharmacy. LaPlante, who currently
serves as department chair and professor of pharmacy at UR],
becomes the first female dean of the pharmacy college.

The eighth dean of the College of Pharmacy, LaPlante suc-
ceeds Paul Larrat, who led the college for more than a decade and
earlier this year announced his intent to return to the faculty.
LaPlante’s appointment follows a comprehensive and competi-
tive national search. Her tenure will commence on Jan. 2, 2024.

LaPlante joined URI in 2004 as associate professor of pharma-
cy, rising to full tenured professor in 2015. She was named phar-
macy practice chair in 2020, and has played a prominent role in
expanding and enhancing the college’s research program, which
is ranked among the top 10 percent in funding among pharmacy
colleges in the nation.

LaPlante, a Buffalo, New York, native, serves as director of
the Infectious Diseases Research Program at the Providence VA
Medical Center, and as an infectious diseases pharmacotherapy
specialist at the VA, as well as an adjunct professor of infectious
diseases at the Warren Alpert Medical School of Brown Univer-
sity. She is chair of the Rhode Island Department of Health’s
Antimicrobial Stewardship and Environmental Task Force,
where she leads the Antimicrobial Stewardship Expansion Ini-
tiative across acute care, long-term care and urgent care facilities
throughout the state. She is an adviser to the Centers for Disease
Control and Prevention, the PEW Research Center and the Joint
Commission, which accredits and certifies healthcare organiza-
tions across the country.

LaPlante was a director of the Pharmacology Core for the
Rhode Island NIH-COBRE Center for Antimicrobial Resistance
and Therapeutic Discovery; a member of the NIH-NIAID An-
timicrobial Resistance Leadership Group; an elected Fellow of
the Infectious Diseases Society of America and the American
College of Clinical Pharmacy; and former president of the So-
ciety of Infectious Diseases Pharmacists (SIDP). She directs a
training fellowship at the Providence Veterans Affairs Health
Care System; and is a vice president of Making a Difference in
Infectious Diseases (MAD-ID), a national non-profit health or-
ganization; and serves as associate editor of the journal Clinical
Infectious Diseases.

LaPlante earned her Doctor of Pharmacy degree from Wayne
State University’s Eugene Applebaum College of Pharmacy and
Health Sciences in Detroit, and her bachelor’s degree in biology
from Canisius University in Buffalo, NY. <
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Methodius Tuuli, MD, elected to the National Academy of Medicine

PROVIDENCE — Women & Infants Hospital has an-
nounced that METHODIUS G. TUULI, MD, MPH,
MBA, Chief of Obstetrics and Gynecology, Women
& Infants Hospital; Executive Chief of Obstetrics
and Gynecology, Care New England Health Sys-
tem, has been elected as a member of the National
Academy of Medicine (NAM).

The formal notice from VICTOR J. DZAU, MD,
President, National Academy of Medicine, states,
“Your election reflects the high esteem in which

your peers and colleagues regard you. As an NAM
member, you are now part of a group of truly distinguished in-
dividuals who have made important contributions to health,
medicine, and science.”

Members of the Class of 2023 were elected by current mem-
bers through a process that recognizes individuals who have
made major contributions to the advancement of the medical
sciences, health care, and public health. Only 100 individuals
are selected each year. The Academy says Dr. Tuuli was elect-
ed “for employing large multicenter trials and cohort studies,
in the U.S. and globally, to generate evidence for clinical prac-
tice and policy to prevent adverse obstetric outcomes including
surgical site infection after cesarean, management of labor, and
medical complications in pregnancy while building research ca-
pacity and mentoring diverse scholars.”

Dr. Tuuli graduated from the University of Ghana Medical
School in 2001. He attended the University of California at
Berkeley, earning a Master of Public Health degree in 2003 with
a concentration in maternal and child health. He completed resi-
dency training in Obstetrics & Gynecology at Emory University

in 2008, and fellowship training in Maternal-Fetal
Medicine at Washington University in 2011. Dr.
Tuuli completed the Business of Medicine Physi-
cian MBA program at the Kelley School of Business
at Indiana University in 2020.

A board-certified Maternal-Fetal Medicine phy-
sician, his research is focused on the prediction
and prevention of adverse obstetric outcomes. He
currently leads three NIH-funded multicenter tri-
als on intravenous versus oral iron for the treat-
ment of anemia in pregnancy in the U.S., the use
of a novel intrauterine negative pressure device for the manage-
ment of postpartum hemorrhage, and optimizing glycemic con-
trol in overweight and obese patients with gestational diabetes.
In addition, he leads a recently awarded Department of Health
and Human Services Office of Minority Health grant to develop
a model for integrating community-based maternal support ser-
vices into perinatal care to address care coordination and social
determinants of health and test the impact on perinatal health
equity.

In his role as Chief of Obstetrics & Gynecology at Women &
Infants Hospital, Dr. Tuuli has been focused on improving qual-
ity and eliminating disparities in perinatal outcomes. He also
is the Chair of the Department of Obstetrics and Gynecology
at The Warren Alpert Medical School and holds the Chace-
Joukowsky Professorship in Obstetrics and Gynecology at
Brown University.

Dr. Tuuli and other new members will be formally welcomed
to the NAM during next year’s annual meeting in October
2024. %

Pictured left to right: Professor Charlotte Teunissen, Sir Philip Scheltens,
Prime Minister Mark Rutte, Health Minister Connie Held, Professor Mia
Kivipelto, Professor Wiesje van der Flier, and Dr. Stephen Salloway.

[BUTLER HOSPITAL/CNE]
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Stephen Salloway, MD, delivers plenary lecture at
Dutch Defeating Dementia Conference

AMSTERDAM — STEPHEN SALLOWAY, MD, founding Director
of the Memory and Aging Program at Butler Hospital, delivered
the plenary lecture to open the Defeating Dementia conference
hosted by the Dutch Health Ministry and the World Demen-
tia Council for the G-20 health ministers in Amsterdam on
October 2, 2023.

He was invited by the World Dementia Council and the gov-
ernment of the Netherlands, which afforded an opportunity
to work with policy makers, patient advocates, and dementia
experts on global planning for Alzheimer’s disease. There were
delegations from six continents and leaders from large global
organizations, including the WHO, World Bank, AARP, and the
Alzheimer’s Association. %
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US Army Maj. Benjamin Misemer, MD, veterans honored by Kent, CNE

WARWICK — Ahead of Veterans Day, Care
New England and Kent Hospital held a
ceremony on October 12, 2023, to show
appreciation for all military veterans,
but especially Kent Hospital employees
who are National Guard members, re-
servists, or military veterans. MAJOR
BENJAMIN MISEMER, MD, was hon-
ored with a special hero’s recognition.
He is an Emergency Department physi-
cian at Kent Hospital and a major in the

MM
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Medical Corps for the United
States Army Reserve.

Dr. Misemer, who joined Kent
Hospital as part of the Emergency
Department in 2022, is approach-
ing his 20th year of service in the
Army Reserves Medical Corps.
During that time, he complet-
ed two overseas tours, returning
from his most recent deployment
in the Middle East this past July.

“We are so grateful to Dr. Mise-
mer for his service to our country.
In addition to being a part of the
armed forces, he undertakes the
immense responsibility of deliv-
ering high-quality healthcare to
patients in our community. At a
time when this industry has been
particularly tough on healthcare
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workers, he has continued to
strive for excellence day in and
day out. It is a source of great
pride to know Care New England
employs such dedicated and selfless peo-
ple in our community,” said MICHAEL
WAGNER, MD, president and CEO Care
New England Health System.

PAARI GOPALAKRISHNAN, MD,
MBA, president and COO, Kent Hospi-
tal, said “Dr. Misemer embodies the true
essence of service. He transitioned from
the frontlines of the battlefield to the
frontlines of the Emergency Department.
His unwavering dedication to our na-
tion and serving our community is quite
simply a testament to the resilience of
our veterans.”

%977 20381

US Army Maj. Benjamin Misemer, MD, at the event and
on duty for the Medical Corps in the Army Reserve.
[KENT, CNE]

Dr. Misemer’s wife, also a physician,
JESSICA GUIDI, MD, couldn’t the cel-
ebration, but their two children Owen
and Sadie were a part of the surprise. Also
on hand to recognize Dr. Misemer’s ser-
vice were DARREN GIRARD, MD, Kent
Hospital Chief of Emergency Medicine,
U.S. Senator JACK REED, Rhode Island
House Speaker JOSEPH SHEKARCHI,
Brigadier General ANDREW J. CHEVA-
LIER, Rhode Island National Guard, and
KASIM YARN, Director, Rhode Island
Veterans Services. <
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South County Health receives three-year accreditation from The American College of Radiation Oncology

WAKEFIELD — South County Health’s Radiation Therapy pro-
gram was recently awarded a three-year accreditation from The
American College of Radiation Oncology (ACRO). South Coun-
ty Health is one of only approximately 300 practices nationwide
to receive this prestigious accreditation.

ACRO accreditation is a voluntary process in which pro-
fessional peers use identified standards indicative of a quality
practice, and an audit is conducted to assure that these stan-
dards are followed. The accreditation occurs in South County
Health’s first year of eligibility, as they recently acquired the
Radiation Therapy facility at 142 Kenyon Avenue in Wakefield
and reopened in spring of 2022, providing services to patients of
South County Health and patients referred from other commu-
nity providers.

“We're honored to have earned this recognition from the
American College of Radiation Oncology,” said KEVIN CHAR-
PENTIER, MD, Chief Medical Officer at South County Health.
“Earning this prestigious accreditation is a testament to the
extraordinary cancer care delivered at South County Health by
our exceptionally skilled providers and clinical staff, especially
Dr. Daniel Fass and his team at South County Health Radiation

Therapy. This achievement underscores our commitment to

providing the highest quality of cancer care while ensuring that
every cancer patient receives individualized, compassionate care
tailored to their unique needs, right here in South County.” <
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Places

Ortho RI Surgery Center
team completes 1,000th
total joint replacement

WARWICK — On October 6, 2023, orthope-
dic surgeon ROBERT MARCHAND, MD,
of Ortho Rhode Island completed the
1,000thjoint replacement surgery per-
formed at the Ortho RI Surgery Center in
Warwick. The procedure was a total knee
arthroplasty.

The Ortho RI Surgery Center, which
has provided care since opening in 2021
at 300 Crossings Boulevard in Warwick,
is home to innovative, same-day ortho-
pedic surgery for patients throughout
southern New England.

“Ortho Rhode Island is proud to serve
our community’s orthopedic needs at the
Ortho RI Surgery Center. The Center’s
1,000th total joint replacement is the
result of our longstanding dedication to
providing great patient experiences and
outcomes for total joint replacement,

PEOPLE/PLACES

Dr. Robert Marchand with the surgical team who
completed Ortho RI Surgery Center's 1,000th
total joint replacement, left to right: Bridget
Wilder, Physician Assistant; Dr. Robert March-
and, Orthopedic Surgeon; Sarah Zaniewski,
Surgical Technologist; Laura Huling, Operating
Room Registered Nurse. [ORTHO RI]

using the latest technology in a safe,
comfortable, and convenient outpatient
setting,” said Ortho Rhode Island Pres-
ident and CEO MICHAEL BRADLEY,
MD, MBA, MS.

The Ortho RI Surgery Center’s mile-
stone 1,000th joint replacement uti-
lized innovative robotic-assisted Mako
technology. Dr. Marchand is a pioneer
of robotic-assisted orthopedic surgery,
9,000th
Mako surgery. As one of the foremost

and recently completed his

robotic-assisted surgeons in

orthopedics, he has contrib-
uted to the development
and training of surgeons
around the world. At Ortho
Rhode Island, Dr. Marchand
collaborates closely with
a team of highly skilled robotic-assist-
ed joint replacement surgeons that in-
cludes DR. DAVID VEGARI, DR. JASON
TARTAGLIONE, DR. PETER PIZZAREL-
LO, Jr., DR. SIDNEY MIGLIORI, DR.
MICHAEL MASON, DR. ROALD LLA-
DO, DR. ANDREW KAY, DR. NATHAN
HOWLETT, DR. DAVID BURNS, and
DR. MICHAEL BRADLEY.

In addition to same-day joint replace-
ment surgery, the Ortho RI Surgery Center
provides outpatient surgeries in a variety
of orthopedic subspecialties, including
spine, sports medicine, hand and upper ex-
tremity, and foot and ankle. Ortho Rhode
Island surgeons complete more complex
cases at partner hospitals, such as the Cen-
ter for Advanced Orthopedic Surgery, a
partnership with South County Health. <

VA Providence Launches Age FIT

PROVIDENCE — VA Providence cut the
ribbon October 2nd on ITS Age-Friendly
wing on the 6th floor known as Age FIT,
for age friendly integrative teams.

It’s an initiative to deliver safe, reliable,
high-quality health care in every setting
based on what matters most to older
Veterans.

“As our Veteran population ages, it’s
important to tailor healthcare that takes
into account their unique need,” said
LAWRENCE CONNELL, Director VA
Providence Healthcare System.

DR. JULIO DEFILLO, Providence
Chief of Geriatric and Extended Care,
said the focus is on Veteran with a system
known as the 4 Ms, “The 4 Ms are basi-
cally what Matters, where we align care
with each older Veteran’s specific health
goals and care preferences including,
Medication, or the use of use Age-Friend-
ly medications that do not interfere with
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Inaugurating service on the VA Providence Age FIT, are, left to right, Assistant Nurse Manager Lisa

Mallette, VA Providence Director Lawrence Connell, Nurse Manager Ashley Spellman, GEC Chief

Dr. Julio Deffilo, Nurse Practitioner Jennifer Hopgood and occupational Therapist Haley Gardiner.

[PROVIDENCE VA]

what matters to the older Veteran, mobil-
ity or mentation across settings of care.,
Mentation (Mind) where we try to iden-
tify, treat, and manage dementia, depres-
sion and delirium across settings of care.

%977 20381

And lastly, Mobility, making sure older
Veterans move safely every day to main-
tain function and do what matters.”

The wing is expected to care for 400
patients annually. <
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A Wish Come True expands to new location

WARWICK — A Wish Come True (AWCT) hosted an
open house at their new location, 6 Jefferson Drive
in Coventry, on September 20th. The new, state-of-
the-art location is housed within Finetco’s Corporate
Headquarters thanks to the generosity of the Finnegan
family. The space offers additional and enhanced offic-
es, as well as unlimited potential for creating fun, in-
teractive spaces for Wish Kids and their families while
they struggle along their journey.

One of the highlights of the evening was the debut of
the first project completed at the new space - the un-
veiling of the Nap’s Nook Family Room. This recently
renovated space includes areas for interactive play, and
arts and crafts, as well as a TV and/or movie viewing
area. It is also where Wish Kids and their families will
view first-hand (on a beautiful mural) how exciting
their Wish journey will be — from beginning to end.
It also has a peaceful relaxation area, complete with a massage
chair, for parents and caregivers to relax and unwind while staff
care for their children.

The room is dedicated to honor the memory of BOB NAPO-
LILLO, a passionate and generous supporter of AWCT. His fam-

ily continues his legacy of selfless support, and his son, STEVE
NAPOLILLO, is an active member of the AWCT Board of Di-
rectors. Napolillo, the Athletic Director at Providence College,
spoke about what this room dedication means to him and his
family: “To see this spectacular room and know that it will
bring joy and comfort to Wish Kids and their families truly
warms my heart. It means so much to me and my family that
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The Napolillo Family visits the Nap's Nook family room, dedicated in memory of
Bob Napolillo. [A WiSH COME TRUE]

my father’s legacy of compassion and kindness will live on in
this room for years to come.”

The evening also included many activities for Wish Kids and
their siblings to enjoy including games, a car show, Disney char-
acters, music, dancing, a petting zoo, and even some Providence
College basketball players stopped by for a visit. Wish Kids were
also asked to help lend their handprint to the Tree of Hope, lo-
cated within Nap’s Nook.

MARY-KATE O'LEARY, Executive Director of AWCT, an-
nounced they surpassed their goal of granting 40 wishes this
year in celebration of their 40th anniversary! “We now have
a waiting list and we have more than doubled the number of
wishes completed last year.” She believes this is just the begin-
ning of many great things to come, stating, “The Tree of Hope
is a special tribute to all past and present Wish Kids, and it will
continue to grow with each Wish we grant.”

AWCT Board President, COLLEEN DUFFY, has made it her
personal mission to honor the memory of her daughter through
the Meghan K. Duffy Memorial Foundation, which offers sup-
port to families facing financial hardship. This assistance in-
cludes helping to pay for groceries, electric bills, mortgages, or
other unexpected expenses. She is delighted to see how the mis-
sion of AWCT has expanded to address the needs of Wish Fam-
ilies, “I am so pleased to witness the tremendous growth that
AWCT has enjoyed, and this new space marks the beginning of
an even brighter future. Wish Families need assistance beyond
wish granting and AWCT has answered that call with innova-
tive programming and now interactive, supportive spaces that
allows us to fully support families on this difficult journey.”

For more information on A Wish Come True, visit:
www.awish.org. <
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Your Blue Store in Narragansett celebrates grand opening
during 10th anniversary of retail outlets

PROVIDENCE — Blue Cross & Blue Shield
of Rhode Island (BCBSRI) has officially
opened a Your Blue Store in Narragan-
sett, providing the same convenient, face-
to-face service in South County since its
inception 10 years ago.

A grand opening ceremony for the Nar-
ragansett Your Blue Store was held on
Sept. 28. Your Blue Store staff and BCBSRI
leadership, including President and CEO
MARTHA L. WOFFORD and board mem-
ber and retired South County Health
CEO LOU GIANCOLA, were joined by
community leaders and officials, among
them Town Council member DEBORAH
KOPECH and Narragansett Town Manag-
er JAMES TIERNEY.

Your Blue Store began as a temporary
storefront in Warwick and now, in its
10th anniversary year, has opened its
largest store, at Salt Pond Shopping Cen-
ter, 91 Point Judith Road. The Narragan-
sett store joins four other locations in
Cranston, East Providence, Lincoln, and
Warwick.

“There’s no better way to celebrate
Your Blue Store’s 10th anniversary than
to open yet another Your Blue Store! It's
truly remarkable that in just 10 years,
we’ve opened five locations, from Black-
stone Valley down to our southern coast,”
said MELISSA CUMMINGS, BCBSRI ex-
ecutive vice president and chief customer
officer. “I often get asked what some-
one can do in a Your Blue Store and the
simple answer is, lots of things! From
free educational and fitness classes to
face-to-face help with plans and benefits
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to meeting with our clinical staff, the
success and popularity of these stores
is directly linked to the value of being a
locally based insurer and what differenti-
ates Blue Cross & Blue Shield of Rhode
Island from any other.”

Your Blue Store teams are adept at sim-
plifying the complicated aspects of health
insurance and speaking to customers in
plain language (whether that’s English,
Spanish, or Portuguese). Members can
visit Your Blue Store with benefit ques-
tions, for help finding a doctor, to take
a fitness or healthy living class, enjoy a
cooking demonstration, or to talk to a
nurse or dietitian to create a meal plan or
find ways to save on medications. Your

Blue Store also provides a great way to
learn more about BCBSRI health plans.

PEOPLE/PLACES

Your Blue Store offers:

e One-on-one consultations to review
plans and benefits

e Bill payment for Medicare Advantage
and individual plan premiums

e Fitness classes and well-being
workshops

e Immunizations and screenings

e Onsite nurse case managers and
dietitians to help manage ongoing
medical challenges

e Connections to local resources for
housing, transportation, and food
insecurity

¢ Friendship, support, and a sense
of community.

For more information, visit
www.bcbsri.com/yourbluestore «*

A ribbon-cutting for the new Your Blue Store in Narragansett included, left to right, Narragansett

Town Council Member Deborah Kopech, Narragansett Town Manager James Tierney, BCBSRI Presi-

dent and CEO Martha L. Wofford, Narragansett Your Blue Store Manager Donna Therrien, and Paul

Ryan, BCBSRI managing director of consumer insights & engagement.
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Women & Infants opens new 21-bed Medical/Surgical Care Unit

PROVIDENCE — Women & Infants Hospi-
tal held a ribbon-cutting ceremony to
celebrate the opening of a new inpatient
service enhancement unit to provide
high-quality comprehensive post-surgical
and medical care to our patients.

The unit, located on the 4th floor of
Women & Infants Hospital, will allow
doctors in the Emergency Department to
admit patients with a range of medical
issues that we previously would have
needed to transfer to a partner hospital.

PEOPLE/PLACES

“Take, for example, a patient who
comes to our Emergency Department
needing to be admitted with pneumonia.
Before, we would have transferred the
patient to another hospital. Now, we can
provide that care right here at Women

& Infants in our new unit; in the same

hospital the patient already knows and
trusts. We will see the patient through,”
said NEJAT ZEYNELOGLU, MD, Chief
Medical Officer.

In addition, Women & Infants has
added to the staff, with new hospitalists
and nurses, as well as other support po-
sitions to enable the growth and manage-
ment of surgical and medical inpatient
admissions. It has also strengthened the
partnership with Brown University and
Lifespan, using Brown Physician Group
as additional staff in the Emergency De-
partment and utilizing a wider network
of emergency medicine physicians. %

Providence VA invests in mental health services with new facility

PROVIDENCE — As demand grows for mental and behavioral
health services for veterans, so do services.

“We currently have a little over 10,000 of our veterans en-
rolled in mental health services here in Providence,” said
LAWRENCE CONNELL, Director of the VA Healthcare System.
“We want to be the gold standard for where veterans get their
care. Every year we put in about 85 to $100 million into new
construction and improvements here to the VA medical cen-
ter,” said Connell.

Last year, a new building dedicated to veterans with mental
health challenges went up.

“So this is some of our more severe mentally ill veterans with
larger struggles who prior to that were in a trailer and this has
been a really nice message for them to go from a trailer to this
beautiful new space where it shows that they’re important,
they’re valued,” said DR. JENNIFER LAMBERT, associate chief
of staff for mental health and behavioral science services at the
Providence VA.

And now they’re breaking ground on phase two.

“It’s going to be about 14,000 square-feet of additional space.
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We're investing $14 million in this new building. And it’s going
to be kind of like a one stop shop for mental health services,”
said Connell.

“The new phase is going to be for our health care for homeless
veterans program and our PTSD program as well as our readjust-
ment counseling program so veterans that are all post 9/11 and
also for neuropsychology which helps our older veterans,” said
Dr. Lambert.

This second phase is expected to be completed by the end of
2024.

And it’s not the only project in the works.

“A little over a year from now we’ll break ground on a brand
new emergency department which will double our capacity
as well as a brand new MRI tower which is going to give us
two state-of-the-art MRI’s here, just here in Providence,” said
Connell.

“They’ve made some great sacrifices and this is a benefit that
they’ve earned and we want to make sure that they get the best
care that they can possibly get.” <
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Obituary

EEf—— RICHARD D. FRARY, MD, 93, died Octo-

ber 16, 2023 at Rhode Island Hospital. He is
survived by his wife, Joan Scott Frary, of 68 years, and
his sons Stephen, Clinton, and Adam. He was prede-
ceased by his oldest son Jeffrey, and his sister Eloise
F. Wood.

He earned his bachelor’s degree, cum laude, from
Ambherst College in 1952 and his medical degree. from
Boston University School of Medicine in 1956. Following two
years of residency at Boston City Hospital, he joined the US
Navy and was assigned to the Naval Hospital in St. Albans, NY,
where he spent two years on the Tuberculosis Service. Upon
completion, he returned to Rhode Island and completed another
year of internal medicine residency followed by a fellowship in
cardiology at Rhode Island Hospital.

In 1962, he opened his office at 110 Lockwood Street in Provi-
dence for the practice of internal medicine and cardiology, even-
tually moving to 1525 Wampanoag Trail in East Providence,
and retiring in May 1994. He was a member of the American
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Medical Association and served several years on the
Council of the RI Medical Society. He was a past pres-
ident of the Bristol County Medical Society and a past
president of the RI Chapter of the American Society of
Internal Medicine. He also served on the boards of the
RI Lung Association and the RI Chapter of the Amer-
ican Heart Association. He was an early member of
the faculty of the Brown Medical School. In addition,
he was a long-term member of the Barrington Yacht Club and
served several years on the Barrington Harbor Commission.

He greatly enjoyed the trips abroad he took with Joan, and
cruising and racing on their Pearson 33 sailboat Phalarope. Vis-
its to and from their six grandchildren; Nathaniel and Elizabeth,
Cameron and Anjali, and Grace and Audrey, were the high point
of his retirement. He was always loyal to his Red Sox and Patriots,
and said, “When I'm gone, they’ll have to get along without me.”

Calling hours will be held on Friday, November 3rd, from
Ilam-1pm at the Smith-Mason Funeral Home at 398 Willett
Ave, Riverside, R1 02915. Burial in Dover, NH, will be private. <
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