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1.) Executive Summary of the Proposal (please confine to the space provided.):  
 
Rhode Island Hospital (RIH) proposes to implement an adult and pediatric Bone Marrow 
Transplantation (BMT) program to serve patients in Rhode Island and Southeastern 
Massachusetts who now travel to Boston and other locations in the United States for this 
treatment. The proposed program will consist of a two bed adult BMT unit, a two bed pediatric 
BMT unit and a stem cell laboratory, and will build upon the continuum of cancer services 
already provided at RIH.   
 
More specifically, the proposed program will be established to provide allogeneic and autologous 
bone marrow transplants and will build upon the continuum of cancer services already provided 
at RIH including the full range of screening, diagnostic procedures, radiology, surgical treatment, 
chemotherapy, radiation (including gamma knife), and radio-frequency ablation. The only cancer 
treatment service not currently offered at RIH is BMT.  
While BMT would be a new program at RIH, there are a number of physicians and staff at the 
hospital who have established a solid record in this service in other locations. In addition, new 
physicians and nurses have been recruited and additional nursing staff will be recruited to round 
out the program.  These individuals will interact with other members of the hematology/oncology 
division to provide overall support for the treatment of hematologic malignancies. 
 
The adult inpatient BMT unit will utilize two of four beds on the North wing of the 8th floor of the 
Zecchino pavilion (Main Building) being renovated as a separate project apart from this instant 
proposal for under $2,000,000, in order to accommodate the evolving standard of care for 
immuno-compromised cancer patients who have Lymphoma, Leukemia, and other 
Myloproliferative Disorders, as well as patients suffering from chemotherapy induced immuno-
suppression complications. Since these patients have similar requirements as BMT patients, two of 
the beds being renovated can be used for the proposed BMT service, if approved. Both immuno-
suppression and BMT patients need to be in an isolated area away from other patients since they 
are exquisitely susceptible to infection; they need to have special air filters for the air in their 
rooms (HEPA filters) and careful ongoing quality control for all water on the unit; and perhaps of 
most significance, they require highly specialized dedicated nursing to care for their unique needs 
related to painful mucositis, severe diarrhea, frequent lung, skin, intravenous line and rectal 
infections. 
 
The adult outpatient unit will be integrated into the Comprehensive Cancer Center located in the 
Ambulatory Patient Care (APC) Building. The pediatric unit will be located in two beds on the 5th 
floor of Hasbro, originally designed for BMT patients with some improvements to be made, with 
the outpatient pediatric BMT unit integrated into a new relocated and expanded pediatric 
oncology program located on the first floor of Hasbro. 
 
In addition, a BMT Laboratory will be established in space on the 10th floor of the APC Building, 
directly below the existing laboratory on the 11th floor. This laboratory is an essential support 
service for the BMT program, and will be involved in processing all pheresis products, blood, and 
marrow harvests for subsequent cell infusion in the marrow transplant recipients.  This is a 
complex process involving determination of the CD34 cell count and in selected instances 
progenitor levels, a viability assessment, and processing of cord bloods. 

 



2.)  

Capital Cost $870,000 From response to Questions 27 and 28 

Operating Cost $4,702,000  
For the first full year after implementation, 
from response to Question 35 

Date of Proposal  
Implementation January, 2010 Month and year  

 
 
 
 
 
 
 
3.) Name and address of the applicant:  
 
Name:  Rhode Island Hospital  Telephone: (401) 444-4000 
Address: 593 Eddy Street, Providence, RI  Zip Code: 02903 
 
4.) Name and address of facility (if different from applicant):  
 
Name:  Same       Telephone: 
Address:         Zip Code: 
 
5.) Information of the Chief Executive Officer: 
 
Name: George Vecchione                         Telephone: (401) 444-5131 
Address: 593 Eddy Street, Providence, RI Zip Code: 02903 
E-Mail:  gvecchione@lifespan.org  Fax: (401) 444-4218 
 
6.)  Information for the person to contact regarding this proposal:  
 
Name: Russell Gross               Telephone: (401) 444-7423 
Address: 167 Point Street, Providence, RI  Zip Code: 02903 
E-Mail: rgross@lifespan.org   Fax: (401) 444-4857 
 
7.) Facility license number: HOS00121 
         Medicare provider number: 41-007 
 
8.) Please identify the type of review being requested: 
  

 Check off: Requirements: 

Regular X No additional requirements 

Expeditious   Complete Appendix A 

 
Accelerated  

Provide a letter from the state agency identifying and preliminarily 
determining that there is a prima facie demonstration of public need
and affordability for the proposal 
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9.) Select the category that best describes the facility named in Question 4. 
              X  Hospital  

___ Nursing facility  
___ Inpatient rehabilitation center (including drug/alcohol treatment centers)  
___ Freestanding ambulatory surgical center 
___ Inpatient hospice  
___ Other (specify) ___________ 

 
10.) Please identify whether the applicant is non-profit    X    or for-profit_________. 
 
11.) Please select each and every category that describes this proposal.  
 

A. ___ construction, development or establishment of a new healthcare facility  
B.   __a capital expenditure for 

1. ___ health care equipment in excess of $1,000,000  
2.        construction or renovation of a health care facility in excess of $2,000,000  
3. ___ an acquisition by or on behalf of a health care facility or HMO by lease or  donation 
4. ___ acquisition of an existing health care facility, if the services or the bed capacity of the 

facility will be changed, in the following ways: 
a. ___change in bed capacity which increases the total number of beds. 
b. ___change in bed capacity which redistributes beds among discrete services (e.g., 

obstetrics, pediatrics, medical, surgical) or levels of care (e.g., intensive coronary, 
special, post acute, skilled nursing, intermediate, rehabilitative) or relocates beds 
from one physical facility or site to another by ten (10) beds or 10%, whichever is 
less, in any two year period. 

c. ___the addition of a health service not provided in or through the facility throughout 
the previous twelve (12) months. 

d. ___the termination of a health service provided in or through the facility. 
C. ___ any capital expenditure which results in an increase in bed capacity of a hospital and 

inpatient rehabilitation centers (including drug and/or alcohol abuse treatment centers). 
D. ___ any capital expenditure which results in an increase in bed capacity of a nursing facility in 

excess of 10 beds or 10% of facility’s licensed bed capacity, which ever is greater. 
E. _X  offering of a new health service with annualized costs in excess of $750,000  
F. ___ predevelopment activities not part of a proposal, but which cost in excess of $2,000,000 
G. ___ establishment of an additional inpatient premise of an existing inpatient health care facility 
H.   X   tertiary or specialty care services 

 
12.) Select and complete the Appendixes applicable to this application: 

Appendix Check off: Required for: 
A  Accelerated review applications 
B X Applications involving provision of services to inpatients 
C  Nursing Home applications  
D X All applications 
E  Applications with healthcare equipment costs in excess of $1,000,000 
F  Applications with debt or lease financing 
G X All applications 
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13.) Please discuss the relationship of this proposal to any state health plans that may have been 
formulated by the state agency and are relevant to the proposal, including ‘Healthy People 2010’. 
 
There are three state related health plans that the applicant is aware of at this time that may be 
relevant to this proposal, which included in Attachment 2 to this application. The first plan is 
“A Healthier Rhode Island By 2010: A Plan For Action” which has two major goals, to 
“Increase Quality and Years of Healthy Life” and “Eliminate Health Disparities”, supported by 
objectives in 28 specific focus areas across 10 Leading Health Indicators.  After review of this 
plan the applicant has concluded that the instant proposal supports Leading Health Indicator 
#10, Access To Healthcare, by providing access for the adult residents of Rhode Island to a form 
of BMT service not available to them at this time, in a large scale academic medical center 
setting, and for children and their families since there is no BMT pediatric service of any kind 
currently available in the state. The second plan is the “Rhode Island Cancer Control Plan 
2007”, published by the Partnership to Reduce Cancer in Rhode Island. The report 
establishes ten (10) goals for reducing cancer in Rhode Island, each with specific objectives 
and strategies to achieve the goal. The applicant believes the instant proposal if approved will 
have a direct positive impact on at least three of these goals: #3) Ensure access to cancer care 
for all residents of Rhode Island; #4) Improve the quality of treatment provided in Rhode 
Island; #7) Increase awareness, access and participation in cancer clinical trials by Rhode 
Island residents. More specifically, the instant proposal will support:  

                     Goal 3: Ensure access to cancer care for all residents of Rhode Island 
• Objective B ,  “Assure access to comprehensive multidisciplinary care at a pediatric 

cancer center for children and adolescents with cancer” through establishment of 
the only pediatric BMT program in Rhode Island;  

        Goal 4: Improve the quality of treatment provided in Rhode Island 
• Objectives C: “By 2012 providers in RI will follow National Comprehensive Cancer 

Network treatment guidelines for all cancer patients”, 
• Objective  D: “By 2010 all hospitals in RI treating cancer patients will be ACoS 

approved”   and 
• Objective E: “Improve the quality of treatment data maintained by the RI Cancer 

Registry”   by establishing the only Academic Medical Center based adult and 
pediatric BMT programs in RI; 

Goal 7: Increase awareness, access and participation in cancer clinical trials by Rhode 
Island residents   

Objective A to “Establish a baseline for clinical trial participation in 2008 and 
increase that number by at least 10% by 2012”, by establishing the academic 
medical center setting necessary for the expansion of BMT related clinical trial 
protocols beyond those already present in Rhode Island. 

 
The third and final plan is the “Economic Development Plan 2008”, published by the Rhode 
Island Economic Development Corporation (RIEDC). The Vision of this plan is to “Create a 
21st Century Innovation Economy that produces Higher Wage Job Opportunities for All 
Rhode Islanders”, with an overall Goal “To provide Rhode Islanders with more high-wage 
job opportunities by increasing the percent of Rhode Island jobs paying above the national 
average from 40 to 60 percent”. The Vision and Goal are supported by six strategies, each of 
which has a number of specific actions intended to carry out the strategy. The applicant 
believes that the instant proposal if approved will help to achieve three of these strategies. 
Strategies #1, Increase the number of high-wage jobs in target sectors (with Health and 
Sciences being one of the targeted sectors), and #4, Increase the skills and experience of the 
Rhode Island workforce, will be supported by the 20 new jobs the instant proposal will 
create. These jobs will pay $88,000 on average (not including fringe benefits), compared to 
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the state average of $38,700, the national average of $42,405 and RI Target high-wage 
industry sector Health and Life Sciences average of $51,852. In addition, these 19 jobs will be 
highly-skilled positions in the specialized field of hematology/oncology including some 
nursing positions, requiring experience and advanced knowledge and education.  The instant 
proposal will also support Strategy #5, Increase research activity and new company creation, 
by enabling the expansion of research activity and attracting increased NIH funding, that will 
in turn promote further job growth and attract highly educated and skilled individuals 
involved in research as well as medical students looking for a highly diversified academic 
medical center in which the opportunity for learning is second to none. It is important to note 
that the new jobs that will come about when the BMT program is implemented do not result 
in an increase in health care dollars to Rhode Islanders, since the new service is based on the 
provision of care to RI patients who seek care now, but in locations outside Rhode Island . 
More specifically there were 44 Rhode Islanders alone who sought BMT services in 
Massachusetts in 2006. The proposed program will bring a portion of those patients back and 
keep the health care dollars in the RI economy. 

 
14.) On a separate sheet of paper, please discuss the proposal and present the demonstration of the 

public need for this proposal.  Description of the public need must include at least the following 
elements:  

 
The sections below demonstrate the public need based on both the clinical characteristics and 
program requirements of oncology patients in need of Bone Marrow Transplantation and 
the volume of patients in the market who seek this service. This discussion demonstrates that 
RIH is fully qualified to offer a program and that there is ample adult demand to offer local 
patients a choice of another program, as well as significant unmet need for a pediatric 
program.  This program will not create either new demand or new operating cost, rather it 
will attract RI patients and those from nearby Massachusetts who go to Boston today, so that 
those medical care dollars will be spent locally toward local jobs and local resources.  In 
addition it will eliminate the stress and personal cost associated with seeking care at a 
distance. 

 
A. Please discuss all distinct components of the proposal and complete the table:  
 

Proposed 
Components: 

Capital  
Costs 

Operating 
Costs 

Incremental staff (by 
category) 

   Prof/Tech Nursing
Svc/ 

Maint. 
Office/ 
Clerical 

Phys./ 
Resident

 
Total 

Construction Adult 
BMT Unit and 
General Cancer 
Beds – Main 8 

 $0 $2,133,000  1.0 7.7 0.2 0.4 0.0 9.3 

Inpatient Pediatric 
BMT Unit 

$262,000 $1,577,000 0.3 0.5 0.2 0.0 0.0 1.0 

Outpatient Adult 
BMT Unit 

$120,000 $726,000 0.9 6.4 0.2 0.4 0.3 8.1 

Stem Cell 
Laboratory 

$488,000 $266,000 1.2 0.0 0.2 0.0 0.0 1.4 

Total  $870,000 $4,702,000  3.4 14.7 0.8 0.8 0.3 19.9 
 
As discussed in the response to Question 3 of the June 10 Certificate of Need (CoN) 
submission the capital cost of the 2 adult unit BMT beds is included in a different project, 
separate and apart from this instant proposal, that renovates four (4) beds on the North 
wing of the 8th floor of the Zecchino pavilion (Main Building), in order to accommodate the 
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evolving standard of care for immuno-compromised cancer patients who have Lymphoma, 
Leukemia, and other Myloproliferative Disorders, as well as patients suffering from 
chemotherapy induced immuno-suppression complications. Because these patients have 
similar requirements as BMT patients, two (2) of the beds being renovated could be used 
for the proposed BMT service if the instant proposal is approved, as both immuno-
suppression and BMT patients need to be in an isolated area away from other patients 
since they are exquisitely susceptible to infection; need to have special air filters for the air 
in their rooms (HEPA filters) and careful ongoing quality control for all water on the unit; 
and perhaps of most significance, require highly specialized dedicated nursing to care for 
their unique needs related to painful mucositis, severe diarrhea, frequent lung, skin, 
intravenous line and rectal infections. The total cost of this renovation project is 
$1,900,000, with the cost of the two (2) beds that could be used as BMT beds being 
$950,000. While no CoN review approval is necessary to renovate the four (4) beds 
intended to be used to accommodate the evolving standard of care for immuno-suppression 
cancer patients as discussed above, the Applicant does understand that CoN review and 
approval is necessary to use two (2) of these four (4) beds for BMT service. 
 

B. Identify and include, over the last 3 years, all reports by consultants engaged by the state     
agency for similar proposals, if any. Please summarize the findings, including current and 
projected findings of public need, for all such reports.  

          
The only consultant’s report the applicant is aware of is the July 2007 report “The Need 
for Bone Marrow Transplantation Facilities in Rhode Island”, Prepared for The Health 
Services Council and  The Office of Health Systems Planning by Harvey Zimmerman  of 
Spectrum Research Services, Inc., in connection with the state’s review of the RIH BMT 
CoN filed in January 2007, which is included as Attachment 3 to this application.  
 
Mr. Zimmerman used a disease model to estimate the number of adult and pediatric 
transplants in the service area. This model systematically reviewed every type of cancer 
and the expected use rates of BMT for those cancers and concluded a need for 94.3 adult 
BMTs. His estimates were conservative in that he only assumed access to 50% of the 19 
town market and he assumed no growth in the use of BMT for non-malignancies. He 
states,” Assuming the 24.1 days initial length of stay and the 5 days expected days from 
readmissions yields an expected 29.1 inpatient hospital days per transplanted patient.  
Thus, 94.3 transplants in the greater Rhode Island area would require 2,744 bed days.  
At an 80% occupancy rate, this would require (9.4 beds rounded to) 10 BMT beds for 
adults.”  In addition, the report identifies and Mr. Zimmerman notes that the volume at 
RWMC had no upward trend, with an average of 23 cases per year for the 5 years (02-
06) reported.  Using the same approach Mr. Zimmerman showed the need at 8.1 for 
pediatrics that translates into 2 beds for pediatric patients.  It is important to note that 
the analysis of discharge abstract data presented as part of the response to Question 14 
showed a similar community demand.   
 
This report found that “The need for stem cell transplantation in Rhode Island can be 
met by expansion of the Roger Williams program, continued use of out-of-state 
hospitals, or the implementation of a new program at Rhode Island Hospital.  The Roger 
Williams program has operated since its inception at well below its capacity.  Given this 
history, it is unclear that it can attract additional patients.  However, if this situation 
could be corrected, then the need for new facilities could be reduced. Available stem cell 
transplantation care available out-of-state are high quality programs.  However, using 
these programs would require patients and their families to pay costs of transportation 



and possibly lodging for an extended period of time.  The average inpatient stay 
including readmissions is estimated to be 29.1 days for adult patients and 41.2 days per 
pediatric transplant.  In addition, the literature reports that follow-up outpatient care 
typically requires 2-3 visits per week for several months.  These costs could be avoided 
by providing services instate. Instituting a new program at Rhode Island Hospital would 
require investment to prepare for appropriate facilities and would add to the costs of 
health care in the state, somewhat.  It might also have a negative effect on utilization at 
the Roger Williams program.  The advantage to establishing a program at Rhode Island 
Hospital is that it would avoid out-of-state travel and could potentially serve some of the 
needs that presently are unmet.”  
 
In testimony before the Health Services Council Mr. Zimmerman clarified that the cost 
of the BMT services for patients leaving RI is already being born by the health system. 
As such the only incremental cost of this proposal is the capital cost associated with the 
project.   
 
The applicant has concluded that the instant proposal is consistent with the conclusion 
reached in the Zimmerman report, the advantage of establishing a BMT program at 
Rhode Island Hospital is that it would avoid out-of-state travel and  promote continuity 
of care as it is designed to meet needs that presently are unmet locally at minimal cost. 

 
C. Identify the documented availability and accessibility problems, if any, of all existing 

facilities, equipments and services available in the state similar to the one proposed herein:    

 

Name of 
Facility/Service 

Provider 
List similar type of 
Service/Equipment 

Documented  
Availability Problems 

(Y/N) 

Documented 
Accessibility Problems 

(Y/N) 
Distance from Applicant 

(in miles) 
Roger Williams 
Medical Center Adult BMT N N 3 Miles 

     

     

D. While Roger Williams Medical Center does not provide pediatric BMT service and there are 
no “documented” availability and accessibility problems for pediatric BMT service, it is 
important to note that because there is no pediatric BMT service available in RI , all RI 
children and those in the nearby region eligible for BMT and their families must travel to 
Boston or farther for treatment and experience the stress and cost associated with the absence 
of a local pediatric program. Please discuss the extent to which the proposed service or 
equipment, if implemented, will not result in any unnecessary duplication of similar existing 
services or equipment, including those identified in (C) above.  
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There are referring physicians and patients who after the patient has been evaluated, 
elect to receive their BMT treatment only at those tertiary care academic medical 
center institutions that provide a full range of support services and medical 
subspecialties with 24/7 on-site dedicated physician coverage.  Since BMT service in this 
type of environment is not currently available in Rhode Island, providing an alternative 
in such an environment as the instant proposal will do does not result in any 
unnecessary duplication of services.  At the Lifespan hospitals the comprehensiveness of 
support services and availability of research and clinical back-up is quite extensive, 
with RIH being the only tertiary care academic medical center in the state with a 
complete breadth of services that rival the top institutions in the country, including 24/7 
on-site dedicated physician coverage for all medical subspecialties such as invasive 
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cardiology and critical care services, and for other subspecialty services such as 
cardiothoracic, ENT and oncologic surgical specialties.   
 
As is clear by the volume of patients receiving care in Boston many 
hematology/oncology physicians in RI, including those not affiliated with Lifespan, do 
not   refer patients to Roger Williams.   The most likely reason is the limited resources 
at that institution. It is the opinion of hematology/oncology attending physicians at RIH 
and other Lifespan hospitals that their patients would be best served by a hematopoietic 
stem cell transplantation capability at RIH.  In addition, as previously stated, patients 
would not need to be transferred to another institution or travel out-of-state. 
Importantly, there is no pediatric BMT service anywhere in the state of Rhode Island.   
Finally, since patients seeking care in Boston are already using other sources of care 
other than RWMC, this proposal is aimed at bringing those patients back to a local 
academic medical setting similar to the settings in Boston. Hence, this proposed 
program does not duplicate service locally and further will make service more 
affordable because it will be less expensive for insurers and patients (See response to 
Question 47). 

 
E. Please provide the following with regards to the applicant’s service area: 

 
a. Identify the cities and towns that comprise the primary and secondary service area of the 

facility.  Identify the size of the population to be served by this proposal and (if 
applicable) the projected changes in the size of this population.  

 
All of Rhode Island and the following  MA Towns:  Attleboro, Bellingham, 
Blackstone, Dartmouth, Dighton, Douglas, Fall River, Franklin, Millville, New 
Bedford, N. Attleboro, Plainville, Rehoboth, Seekonk, Somerset, Swansea, 
Uxbridge, Westport & Wrentham. 

  
b. Identify the demographics of the population to be served by this proposal and (if 

applicable) the projected changes in the demographics of this population, using the  
format below: 
 

 Actual - FY 2005 Projected - FY2010 
Population of total service area 1,496,838 1,554,127 

Race: (number & %)   
White  1,339,312 – 89.5% 1,390,616 – 89.5% 
 Non-White   157,526 – 10.5% 163,511 – 10.5% 

Gender   
Male 723,397 – 48.3% 747,354 – 48.1% 
Female 773,441 – 51.7% 806,772 - 51.9% 
Three most commonly spoken languages other 
than English 

English, Spanish, 
Portuguese  

English, Spanish, 
Portuguese 

Age Profile (number & %):   
Age 00-19 387,440 – 25.9% 396,895 – 25.5% 
Age 20-44 526,407 – 35.2% 520,675 – 33.5% 
Age 45-64 377,696 – 25.2% 419,423 – 27.0% 
Age 65-84 172,069 – 11.5% 176,849 – 11.4% 
Age 85+ 33,225 – 2.2$ 40,285 – 2.6% 
% of Uninsured 162,401 – 10.8% 168,663 – 10.9% 
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F. Identify the health needs of the population in (E) relative to this proposal.   

 
The need of both the adult and pediatric populations served by this proposal is for a 
comprehensive full service easily accessible Bone Marrow Transportation (BMT) program, 
which this proposal will establish at the preeminent teaching hospital in Rhode Island, 
Rhode Island Hospital (RIH).  Many of the adult patients and all of the pediatric patients 
who currently require these services travel outside of the RI for treatment at Boston 
Teaching Hospitals and other programs throughout the US.  An additional local program 
in an academic setting will insure RI BMT patients that they will not need to leave the State 
in future.   
 
In order to understand why BMT patients would be better served at RIH, it is important to 
understand 1) the proposed BMT program within the context of care that is currently 
provided and 2) the specific needs of these patients.  
 
I.  Context for the BMT Program-The RIH Comprehensive Cancer Center Program  
 
RIH offers a full range of comprehensive cancer services with clinical care delivered in a 
multidisciplinary fashion, including medical oncology, surgical oncology, radiation 
oncology, and a multitude of support services. In FY 2007, there were 15,095 chemotherapy 
infusions at RIH, 16,584 outpatient physician visits at RIH, and 3,728 admissions with a 
hematology/oncology diagnosis at RIH.    

 
A. Continuity of Patient Care 
 
When patients are diagnosed, they meet with the oncology professionals who will be 
providing their care early on so they can become comfortable with each care team member 
and know whom to consult should a problem or question arise. The care team meets 
monthly to discuss patients’ treatment plans. Patients receiving oncological care at RIH are 
cared for by an experienced medical team that includes: surgical oncologists, medical 
oncologists. Radiation oncologists, pathologists, physical therapists, radiologists, registered 
nurses, registered oncology nurses, clinical social workers, patient advocates, pharmacists 
and technicians and nutritionists.  
 
Multidisciplinary Tumor Boards meet every week, where physicians review the care plans 
of newly diagnosed patients on a disease-specific basis, Currently, Boards are in place for 
neuro-oncology, melanoma, thoracic oncology, head and neck oncology, breast, upper GI 
oncology and general oncology, with plans for additional multi-disciplinary Tumor Boards 
for colorectal cancer, sarcoma and orthopedic malignancies as well as GU oncology and 
hematological malignancies. 
Multidisciplinary clinics allow cancer center team members to meet with the patient to 
review their treatment.  The Cancer Center also provides access to support groups, one-on-
one counseling, and educational programs held in collaboration with the American Cancer 
Society and the Leukemia and Lymphoma Society 
The Genetic Counseling Center identifies families with inherited cancers which affect five 
to ten percent of all cancers. It is important to identify families who have inherited cancers 
so that at-risk relatives can be identified and monitored to help ensure that if cancer 
occurs, it will be detected and treated early. 
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In the area of Health Promotion, an annual Cancer Survivors’ Day is held for patients and 
their families who have been involved with the diagnosis of cancer.  During that day, health 
education and promotion activities are held for all attendees. 
 
In addition, to newly renovated space for visits and chemotherapy the   Cancer Center at 
RIH has the Leone Conference Center a technologically advanced teleconference room 
where physicians hold real-time meetings with other physicians from around the world. 
Via satellite communication, physicians discuss patients to determine the best approaches 
to treatment. There are also two procedure rooms in the allow physicians to perform bone 
marrow biopsies, skin biopsies and suture and staple removal in the comfort and 
convenience of the Center. 
 
B. Comprehensive Treatment Options 
 
The care team is supported by access to a wide range of   treatment options at RIH: 
 
Trilogy Stereotactic System – The Trilogy is the world’s premier image-guided system that 
allows physicians to pinpoint cancer in the head, neck and body, and use the most effective 
treatments for each type of cancer. RIH was the first in the state to offer this powerful 
system. Trilogy is capable of delivering all forms of external beam radiation. 
 
Intensity Modulated Radiation Therapy (IMRT) – In 2001, RIH became the third site in 
New England to us IMRT, a noninvasive procedure that uses pinpoint delivery of radiation 
therapy for various types of cancer, including prostate cancer, head and neck cancers, 
brain tumors, and some lung and pancreatic cancers. IMRT causes no fatigue, nausea or 
hair loss and enables better control of radiation to preserve the surrounding healthy tissue.  
Gamma Knife - The Gamma Knife is a precise and powerful tool for treating certain 
tumors and vascular malformations in the brain. RIH was one of the first sites in the 
United States to use Gamma Knife, and remains one of two facilities in New England to use 
the technology. It is actually not a knife at all, but an instrument that emits 201 finely 
focused beams of gamma radiation. Treatment rarely causes side effects and there is no 
risk of surgical complications such as infection, hemorrhage or leakage of cerebral spinal 
fluid. 
Radiofrequency Ablation (RFA) - A minimally invasive technique that uses heat to destroy 
tumors, RFA has been used successfully at RIH to combat breast, kidney, liver, lung, 
adrenal and bone cancers. The process takes between 45 and 90 minutes, is performed 
safely on an outpatient basis and can be done with intravenous sedation. Using CT scan or 
ultrasound guidance, a small needle electrode is placed directly into the tumor. The 
electrode's high-frequency radio-waves create intense heat that kills the cancerous cells. 
The small incision requires only a Band-Aid. Because it is less traumatic than surgery, it is 
an excellent option for patients of any age and especially for older patients, those who are 
frail and those who have medical conditions that preclude surgery. RFA has also been used 
successfully when traditional treatments have failed. 
Microwave Ablation – A minimally invasive procedure, microwave ablation heats and 
destroys tumors using microwave energy. RIH performed the first microwave ablation 
procedure in the United States, and is currently one of only ten facilities in the country that 
offer the treatment and a leader of clinical trials. 
Antibody Therapies - The immune system protects the body from pathogens such as 
bacteria and viruses that cause infection. Antibody Therapies are used for people with 
compromised immune systems. The center provides Immune Globulin Intravenous 
therapy; intravenous immunoglobulin is a highly purified preparation of immunoglobulin 
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G and is used in the treatment of patients who have no, or very low levels of, antibody 
production.  
Chemotherapy – Chemotherapy is the treatment of cancer with “anticancer” drugs that 
destroy cancer cells by stopping them from growing or multiplying. RIH provides 
chemotherapy in a comfortable, private setting.  
The Lymphedema Program – Lymphedema is the collection of protein-rich fluid, which 
causes swelling of the extremities, trunk, face or abdomen. Lymphedema most commonly 
occurs after a patient has had breast cancer surgery, but also occurs after radiation, 
chemotherapy, pelvic surgery and lymph node dissection. Lymphedema can be managed 
with complete decongestive therapy, which includes specialized massage, compression 
wrapping and patient education. 
The Melanoma Program – More than 50,000 new cases of melanoma are diagnosed each 
year. At RIH, the most experienced melanoma specialists in the area provide individualized 
assessment, develop a plan of care specifically for each patient, and determine and provide 
the best possible treatment. 
 
Cyber knife - Beginning in 2009, a cooperative joint venturebetween Rhode Island Hospital 
and 21st Century Oncology will operate a comprehensive and dedicated stereotactic 
radiosurgery center, using a Cyber knife located at RIH. This service will treat certain 
types of malignant tumors and other maladies that are best treated through intracranial or 
extracranial stereotactic surgery. The Radiosurgery Center of Rhode Island expands both 
the extracranial and intracranial stereotactic radiosurgery capabilities available in Rhode 
Island to meet the projected need for such procedures as supported by evidenced based 
medicine    
 
C. Highly Trained Physicians 

 
The physicians at RIH practice hematology/oncology at the cutting edge and many are 
leaders in their respective fields contributing meaningfully to both clinical and basic 
research.  
 
Dr. Peter Quesenberry, recruited to head the division, is a leader in bone marrow 
transplantation and experimental hematology. He was recently the head of bone marrow 
transplantation at RWMC, and has been the head of cancer centers at University of 
Massachusetts as well as at RWMC. Dr. Quesenberry was the president of the Society of 
Experimental Hematology for the years 2003 – 2004, and was editor of the Society’s 
journal from 1990-1998. He recently received a lifetime achievement award from the 
Leukemia/Lymphoma Society of America that was acknowledged by the Rhode Island 
House of Representatives (June 15, 2006). Dr. Quesenberry also has 25 years of transplant 
experience, has been consecutively funded by National Institute of Health for 25 years, lists 
258 peer reviewed publications and serves on many editorial boards and review groups.  
 
Dr. Gerry Colvin, a colleague of Dr. Quesenberry’s from RWMC, is experienced in the 
treatment of hematologic malignancies and has a total of 9 years of bone marrow 
transplantation experience. He lists 38 publications in the areas of stem cell regulation and 
marrow transplantation and is recipient of a NIH K08 award. Dr. Colvin is also doing 
cutting edge work on haplo-identical stem cell transplantation and cell cycle modifications 
of marrow engraftment. 
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Dr. Eric Winer is a dedicated marrow transplanter with substantial experience in the 
treatment of hematologic malignancies. He has 5 years of transplant experience and has 
been active in the development of new protocols for stem cell transplant approaches.  
 
Dr. James Buttera is one of the region’s leading experts in the care of patients with 
hematologic malignancies. Dr. Mary Ann Fenton focuses on the treatment of breast cancer 
and is an acknowledged expert in this area. In a similar vein, Dr. Ariel Birbaum, who 
finished his fellowship in June 2006, has focused on treatment of patients with head and 
neck cancer and lung cancer. Maria Constantinou, another recent addition who will work 
on hematologic malignancies comes from Yale and the Brown hematology/oncology 
fellowship. 
 
In addition, a BMT program at RIH will improve patient care as medical students, medical 
residents and fellows will no longer need to the leave campus   to go to Roger Williams 
Medical Center or the Boston teaching hospitals to learn transplantation medicine. Not 
only is this an inconvenience that interrupts education and training, but it prevents them 
from caring for their patients at RIH with whom they have established therapeutic 
relationships. Additionally, patients seen by medical students, residents or fellows at 
outlying transplantation centers are not routinely followed by them, eliminating important 
outcome experiences from their education. 
 
D. Cancer Services Supported by State-of-the-Art Technology Infrastructure  
 
The Cancer program at RIH is supported by sophisticated information and diagnostic 
infrastructure that makes care more effective and efficient. 
 
LifeLinks, a computerized patient information system, makes it possible for physicians and 
other team members to access and enter information about patients. Physicians view 
patients’ records, including those developed as part of the multidisciplinary programs now 
being established. LifeLinks combines information that was previously maintained on 
hundreds of individual computers, including clinical test and laboratory results, medical 
records from other affiliated hospitals, discharge summaries, diagnoses and procedure 
listings, surgical notes and consults. Everyone on the team stays informed, regardless of 
hospital location, of the patient's status. 
 
Automated Laboratory – Located at TMH, this state-of-the art lab increases patient safety 
and makes getting a diagnosis faster and easier for both physicians and their patients. 
Samples reach the automated laboratory from laboratories and physician offices around 
the area. Each sample is entered into the computer by a lab technician, or entered directly 
by the physician via Lifespan’s LifeLinks system. The automated system includes several 
robotic machines and a conveyer belt. The robotics can run 34,000 tests in about 3 days 
and are controlled by bursts of pneumatic air. With amazing speed, robotics centrifuge 
each sample, divide the sample into additional tubes if necessary, perform the tests, 
generate results and file each sample away into a storage unit. If the physician orders 
additional tests on the same sample, the lab is able to automatically retrieve the sample and 
send it back for more tests.  
 
PACS - The Picture Archive Communications System (PACS) is a web-based system that 
replaces single-dimensional film images and allows digital images from MRI, CT, and other 
diagnostic technologies to be stored, transmitted and viewed on a secure computer system. 
Radiologists can manipulate the high-resolution images on screen by angle, contrast and 
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magnification and compare them to patients’ prior studies. PACS images and radiologists' 
reports can then be transmitted via a secure line over the Internet for viewing by the 
patient's referring physician at the hospital or in his or her office, or by consulting 
physicians at other Lifespan hospitals.  
 
E. Cancer Research 
 
Treatment improvement and cutting edge care are linked to research endeavors in 
academic settings. RIH has an active research program linked to clinical care.  
 
COBRE Center for Cancer Research Development (CCRD) – In 2002, RIH received an 
$8.2 million grant from the National Institutes of Health Centers of Biomedical Research 
Excellence (COBRE) to establish the COBRE Center for Cancer Research Development at 
RIH (COBRE CCRD). COBRE is the only hospital-based center for cancer research in 
Rhode Island that is funded by the National Institutes of Health. The mission of the 
COBRE CCRD is to reduce cancer incidence and mortality in Rhode Island and 
southeastern Massachusetts through the application of new knowledge obtained during 
research studies. The center’s renowned senior scientist’s mentor the next generation of 
cancer researchers, ensuring the Center’s mission perseveres for years to come. 
 
Clinical Oncology Research – RIH is actively engaged in clinical cancer research. Clinical 
oncology research provides patients with access to promising, new treatments through 
participation in cutting-edge oncology trials. Participating doctors and members of the 
Oncology Protocol office participate in an array of clinical trials that range from large, 
nationwide studies to small, highly innovative trials of novel treatments. There are three 
broad categories of oncology clinical trials: 1) cooperative group trials, 2) pharmaceutical-
sponsored trials, and 3) investigator-initiated trials. Cooperative group and pharmaceutical 
studies are generally large, multi-center trials that might compare current treatments to an 
emerging therapy in order to define the state-of-the-art. 
 
In addition, RIH physicians actively participate in the Brown University Oncology Group 
(BrUOG), a regional clinical trials group that supports investigator initiated cancer clinical 
trials, and has two major missions: 
1) To improve cancer care through the rapid implementation of innovative,  
    multidisciplinary cancer clinical trials; and  
2) Education and training of faculty members, practitioners, and trainees.  
BrUOG is composed of five main member hospitals (RIH, TMH, Women & Infants 
Hospital, Memorial Hospital of RI, and Roger Williams Medical Center) and Brown 
University.  Its members are drawn from Brown-affiliated academic and community-based 
physicians from medical oncology, radiation oncology and surgical oncology, laboratory 
based scientists, and affiliated professionals.  BrUOG provides infrastructure for the rapid 
and efficient development of clinical trials, including review of the initial study concept, 
validation of trial design, implementation and execution of the trial, data analysis, 
presentation, and publication.  More than 1,800 patients have enrolled on BrUOG trials in 
the past eight years which have directly resulted in at least six large national multi-center 
trials.  
 
The availability of bone marrow/stem cell transplantation at RIH will provide important 
opportunities for expanded clinical and basic research at Brown, and Lifespan-affiliated 
hospitals, including clinical trials that involve stem cell transplantation in adult and 
pediatric medicine with investigator-initiated (BrUOG) as well as national cooperative 
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groups.  As such, it will provide new treatment opportunities to Rhode Island and regional 
patients. Furthermore, laboratory-based scientists will have available to them reagents, 
such as discarded or unused stem cell specimens for investigations in hematopoiesis and 
immunology, physician articles and grants.  More specifically, Dr. Quesenberry’s group 
focuses on the phenotype of the marrow stem cell as it traverses cell cycle and in circadian 
time. He has developed a novel theory of stem cell regulation called the continuum theory. 
He has also carried out ground breaking work on transplantation into minimally treated 
hosts which has formed the foundation for the current clinical mini-transplants. Dr. Colvin 
is carrying out exciting work on haplo transplants and immunotherapy in the setting on no 
engraftment. Dr. Winer is investigating new immunoapproaches in a variety of transplant 
settings. Drs. Butera and Winer are currently working on a novel therapy of myelodyplasia 
and acute leukemia using growth factors, chemotherapy and immunomodulators. The 
above investigations will form part of the base for a NCI comprehensive cancer center 
grant application. 
 
F. Special Services for Treating Children with Cancer 
 
The pediatric hematology/oncology program at RIH/Hasbro has a full repertoire of 
medical specialties necessary to provide state-of-the-art care  to meet the needs of children 
with cancer including: radiation oncology, pediatric surgical care, pediatric neurosurgery, 
pediatric neuro-psychology, pediatric anesthesia, pediatric urology, pediatric orthopedic 
oncology allowing for limb salvage procedures, excellent pediatric imaging with a new 
dedicated pediatric imaging program, pediatric anesthesia, and all pediatric subspecialties.  
It is a one of the leading providers of pediatric cancer care in New England.  
 
By July 2008, there will be seven full time pediatric oncologists providing 
chemotherapeutic care and coordination of care amongst the medical specialists.  Expertise 
of this group covers all diseases afflicting children with cancer with international level 
expertise in lymphoma, sarcoma and the late effects of cancer therapy. 
 
Chemotherapy – Chemotherapy is provided by six board certified/board eligible Pediatric 
Oncologists for 60 -70 newly diagnosed children with cancer annually.  Expertise includes 
leukemia (Drs. Welch, Forman, and Schwartz), Embryonal tumors (Drs. Chawla), Brain 
tumors (Drs. Manley), Lymphoma (Dr. Schwartz), Sarcoma (Dr. Schwartz, Harrison), and 
Survivorship (Dr. Schwartz). 
 
Bone Marrow Transplantation: 
All faculty members who care for the hospitalized patients have had specialty training in 
pediatric bone marrow transplantation at premier institutions:  Boston Children’s 
Hospital, Johns Hopkins, St. Judes, Memorial Sloan Kettering or University of California, 
San Francisco.  Dr. Schwartz has more than 20 years experience as an attending physician 
caring for children undergoing bone marrow transplantation, and has developed new 
regimens for stem cell transplantation in patients with lymphoma and sarcoma.   
Radiation Therapy – Radiation Therapy is provided by Dr. Brigid O’Connor and Dr. Y.  
Puthawala.  Dr. O’Connor has a primary interest in the provision of radiation to children, 
with particular emphasis on prevention of the long term effects of treatment.  Dr. 
Puthawala  has had a long term commitment to pediatric radiation care oncology, and is a 
major resource for children in RI. 
 
Surgical Care - High quality, committed surgical care is provided by four excellent 
pediatric surgeons (Drs. Tracey, Kurkchubasche, Luks and Muratore).  In addition, Dr. 
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Terek provides pediatric oncologic expertise facilitating the care of patients with bone 
tumors, and Dr. Caldamone provides pediatric urology care.   
 
Multidisciplinary Clinics - RIH/Hasbro also has a number of Multidisciplinary Clinics 
providing care to pediatric oncology patients. Dr. Peter Manley has initiated a program for 
the multidisciplinary care of patients with pediatric bone tumors, providing care that 
includes diagnosis, expert surgical and radiation care and long term care with neuron-
cognitive and psychosocial support. A neuro-oncology multidisciplinary conference 
including pediatric hematology oncology, radiation oncology, neurosurgery, pathology, 
radiology, psychology and other supportive disciplines meets twice monthly. Pediatric solid 
tumors receive multidisciplinary care by pediatric hematology oncology, radiation 
oncology, and pediatric surgery with a multidisciplinary conference to coordinate care 
weekly and a tumor board including pathology and radiology twice monthly. 
 
Cancer Registry - The division of pediatric oncology utilizes the RIH Cancer Registry.  In 
addition, there are clinical databases of all patients cared for by the division over the past 
decades.  
 
Follow-up Program - A long-term Follow-Up Program for pediatric oncology patients 
began last year, building upon the work of Dr. Forman who led Pediatric Hematology 
Oncology for three decades (until 2005) that resulted in a large contingent of long term 
survivors committed to receiving care at RIH.  The long term follow-up program provides 
multidisciplinary support under the leadership of Dr. Schwartz who has developed similar 
programs at the University of Rochester and at Johns Hopkins. Beside survivors of 
conventional therapies, the program serves survivors of pediatric marrow transplantation.  
Involved disciplines include: pediatric endocrinology, cardiology, radiation therapy and 
other pediatric subspecialties as needed.  In addition, psychologists provide neuron-
cognitive support on a regular basis. 
 
Pediatric Research – The division of pediatric hematology-oncology is an active member of 
the Clinical Oncology Group (COG), a National Cancer Institute-funded cooperative group 
of more than 200 hospitals which designs and conducts clinical research trials for children 
with cancer. All of the division’s physicians are members of COG and participate in the 
group’s scientific and administrative activities. Dr. Schwartz is Chair of the COG Hodgkin 
Disease Committee.  She initiated the development of a protocol for autologous marrow 
transplant with immunomodulation designed to induce response to CLIP on the Reed 
Sternberg cell.  Patients enrolling on the study she initiated in COG had to leave RIH for 
treatment.  She was also the senior investigator of a study developed to provide high dose 
samarium followed by stem cell transplantation for osteogenic sarcoma at Johns Hopkins.  
Two patients have been referred to Johns Hopkins from Hasbro for this treatment. 
 
 
II. The Specific Needs of  BMT Patients 
 
The diagnosis of malignancy has a shattering effect on the emotional life of patients and 
their families.  The ability to provide ongoing general oncologic care in the same institution 
where they have established close relationships with caregivers and support services, (such 
as chaplaincy, social work and nursing) and also other patients, is an important component 
of the patients’ overall health and eventual recovery.  The present inability to provide 
hematopoietic stem cell transplantation HSCT at Rhode Island Hospital impacts the 
quality of care that can be delivered.  However, RIH hopes that establishment of a HSCT 
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Program will allow caregivers at Lifespan Hospitals to comfortably follow their patients in 
familiar surroundings. 
 
Two thirds of adults and all children in RI and the 19 nearby Mass. towns requiring BMT 
seek care in Boston or outside the region (see below Section III). The burden of inpatient 
care for adults who travel for BMT treatment is extraordinary because the treatment is 
long and intensive. The average length of stay for an Adult patient is 23.3 days (FY 2006). 
And after being discharged there are up to 12 weeks of outpatient visits required, at rate of 
three per week.  Each patient’s family must bare the hardship and expense of staying in a 
hotel/renting places to stay or traveling over two hours every day to visit a loved one in 
Boston.  For those cases going out of the region, families must face the expense of 
purchasing airline tickets, in addition to staying in a hotel/renting places to stay and 
obtaining transportation to and from the hospital. Not to mention the emotional and social 
impact of being so far away from one’s home, family and friends. 
 
Travel means a loss of continuity of care.  Cancer patients know the providers at RIH and 
would prefer to remain among the nurses and doctors they know well. As a result, the 
important continuum of care, and comfort and familiarity with long term established care 
providers is interrupted, and there is an inevitable loss of important medical and 
psychosocial data.  The subtleties and nuances of care by their new providers must be re-
established. This not only adds to the fragmentation of the delivery of medical care and the 
stress of patients and families, but the cost and time associated with travel is significant. 
Patients and families who have experienced a disruption of care due to receiving care at a 
distance have requested that RIH develop its own BMT capability so the travel and 
fragmentation of care can be avoided. 

 
Adult BMT Patient Needs 
 
Patients with the following diagnoses can be considered as candidates for BMT:  
• Acute myelocytic leukemia; 
• Acute lymphocytic leukemia; 
• Chronic myelocytic leukemia; 
• Myelodysplasia; 
• Chronic lymphocytic leukemia; 
• Non-Hodgkin’s lymphomas; 
• Hodgkin’s lymphomas; 
• Multiple myeloma; 
• Breast cancer; and  
• Testicular cancers.  

 
All patients undergoing BMT have specific requirements for care.   First, BMT patients 
require access to a wide range of specialty service 24/7.  These include:  
 

 24/7 coverage for a range of critical medical specialties including: internal medicine 
infectious disease, cardiology, gastroenterology, pulmonary; nephrology; interventional 
radiology; and psychiatry; and 

 Critical support services including: nutrition, physical therapy, follow-up services, 
pharmacy (24/7) and lab.  
 
Also of critical significance is the need for highly specialized dedicated nursing in the care 
of patients with unique needs as to painful mucositis, severe diarrhea, frequent lung, skin, 
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intravenous line and rectal infections.  Also of importance to high quality care is the 
maximization of the number of patients on a variety of research protocols.  
 
The evolving standard of care for all very sick cancer patients who require inpatient care is 
similar.  Because this is the case RIH will be renovating one wing of its 8th floor of Davol to 
accommodate these patients in a more modern setting.  If the BMT program is approved 
two of these beds will be used for adult BMT patients.  These beds are in an isolated area 
away from other patients with infections since they are exquisitely susceptible to infection. 
They need to have special air filters for the air in their rooms (HEPA filters) and careful 
ongoing quality control for all water on the unit. Visitor access is rigidly controlled and 
attention to social needs is met during the stay on the unit.  
 
Pediatric BMT Needs 
 
All children with cancer requiring BMT must travel outside RI for care as there is no local 
BMT program for children in the State. Indications for transplantation continue to 
increase, particularly as regimens are refined and reduction of associated toxicity increases 
the relative benefit of such procedures. Current indications in pediatric hematology 
oncology include: 
• Acute myeloid leukemia: matched sibling allogeneic transplant is indicated for all 
 acute myelocytic leukemia (AML) other than promyelocytic leukemia, AML in 
 downs syndrome and several better prognostic leukemias.  All patients with 
 recurrent AML; 
• CML (chronic myelocytic leukemia) – poorly responsive or recurrent disease;  
• All patients with adverse translocations or induction failure or at marrow relapse; 
• Stage IV neuroblastoma age >1 year, and any neuroblastoma with n-myc 
 amplification;    
• Solid tumors: bone tumors, medulloblastoma, Wilms tumor, lymphoma patients 
 with recurrent disease; 
• Infant /young child with brain tumors associated with adverse prognosis and with 
 an adverse recurrence; 
• Immunodeficiency: severe; and 
• Hemoglobinopathy: severe sickle cell disease, thalessemia with a sibling donor. 
RIH/Hasbro pediatric oncology program treats  88% of all oncology RI  patients and when 
a patient is need of BMT they  have traditionally undergone BMT at Boston Children’s 
Hospital or at times, Tufts-NEMC.  However, patients have also opted for the University of 
Minneapolis, Children’s Hospital/Northwestern University (Chicago), St. Jude Children’s 
Hospital (Memphis), Sloan Kettering and other sites as a result of family support, 
insurance mandates and availability of appropriate access.  
 
In 2006-2007, Hasbro pediatric oncologists had increasing difficulty with access to Boston 
Children’s Hospital.  Internal issues appear to have impacted their census and the 
availability of attending transplant physicians.  Admission to the institution remains 
problematic at times, particularly for our patients who may have a projected cure rate of 
20-40% rather than 40-70%.  They are currently performing primarily standard 
transplantations, while institutions in other regions of the country are performing more 
innovative studies or approaches. .  Tufts-NEMC may have the availability of transplant 
beds, but they have had limited pediatric specialty support and less expertise in pediatric 
bone marrow transplantation.  Neither Boston institution is optimal for facilitating 
appropriate transplantation options for RI children, resulting in unacceptable delays in 
care.  



 
G. Identify utilization data for the past three years (if existing service) and as projected through the 

next three years, after implementation, for each separate area of service affected by this 
proposal. Please identify the units of service used.  

 
 

Actual (last 3 years) FY N/A FY N/A FY N/A 
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Hours of Operation    

Utilization (#) (Days)    

Throughput Possible (#)    

Utilization Rate (%)    

 
 
 
 
 
 

Projected (Adult & Pedi) FY 2011 FY 2012 FY 2013    

Hours of Operation 8,760 8,760 8,760
Utilization (Days) 780 780 780 
Throughput Possible 1,460 1,460 1,460 
Utilization Rate (%) 53.4% 53.4% 53.4%

 
 
 
 
 
 
 Projected (Adult) FY 2011 FY 2012 FY 2013   

Hours of Operation 8,760 8,760 8,760
Utilization (Days) 465 465 465
Throughput Possible 730 730 730
Utilization Rate (%) 63.7% 63.7% 63.7%

 
 
 
 
 
 

Projected (Pediatric) FY 2011 FY 2012 FY 2013    

Hours of Operation 8,760 8,760 8,760
Utilization (Days) 315 315 315
Throughput Possible 730 730 730
Utilization Rate (%) 43.2% 43.2% 43.2%

 
 
 
 
 
 

H. Identify what portion of the need for the services proposed in this project is not currently 
being satisfied, and what portion of that unmet need would be satisfied by approval and 
implementation of this proposal.   

 
Community Demand and Unmet Need for BMT Services  
 
BMT patients receive a complete set of services that are both inpatient and outpatient. 
They are prepared for the service on an outpatient basis, and then admitted for 
treatment for an average of 23.3 days for adults and 39.3 days for children. They then 
they receive follow-up for up to three months, 3 to 4 times per week. The best proxy for 
understanding how many patients need care is to examine the discharge abstract data 
from Rhode Island and Massachusetts to identify the number of patients receiving 
cancer care and BMT inpatient care from the service area, as well as where they 
received care.  The patients who travel out of region to Boston are the patients the 
proposed program seeks to serve.   
 



There were 88 BMT patients identified in Rhode Island and the nineteen surrounding 
Massachusetts towns in FY 2006, 82 adults and 6 children. Of these, 64 were RI 
residents (59 adults and 5 children).   
 
The table below shows the multi-year trend (1997 to 2006) and the projections based on 
a linear regression model to 2015 considering only those patients known to have 
received care in Rhode Island or Massachusetts.  The table shows a slight upward trend 
when looking at volume in both RI and the 19 MA towns. In FY 2011 (first full year of 
operation for the instant proposal), there are a total of 89 projected cases (64 adult and 
8 children) in the regional market. RIH/Hasbro expects to serve 28 cases in the regional 
market (20 adult or 24% of the adult market and 8 pediatric, all of the Pedi market). 

 

Table D - Discharges from RI and MA Hospitals 

Actual Inpatient Market Data   Projected based on Linear Regression Growth BMT Cases 
 in the Region 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006   2007 2008 2009 2010 2011 2012 2013 2014 2015 

Adult:                                         

RI Residents 43 52 42 47 48 45 52 38 59 59   55 56 57 58 59 60 61 63 64 

19 MA Towns 19 19 24 16 23 18 30 17 18 23   22 22 22 22 22 23 23 23 23 

Total Adult 62 71 66 63 71 63 82 55 77 82   76 78 79 80 82 83 84 86 87 

Pediatric:                                         

RI Residents 4 9 3 5 8 5 9 3 5 5   5 5 5 5 5 5 5 5 5 

19 MA Towns 2 0 1 1 1 8 3 3 0 1   2 3 3 3 3 3 3 3 3 

Total Pediatric 6 9 4 6 9 13 12 6 5 6   8 8 8 8 8 8 8 8 8 
Adult & Pedi 
Comb:                                         

RI Residents 47 61 45 52 56 50 61 41 64 64   60 61 62 63 64 65 66 67 68 

19 MA Towns 21 19 25 17 24 26 33 20 18 24   24 24 25 25 25 26 26 26 26 

Total Adult & Ped 68 80 70 69 80 76 94 61 82 88   84 85 87 88 89 91 92 93 95 
Estimated Cases 

going Out of 
Region na na na na na na na 
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Adjusted Total 
Adult & Pediatric 

Cases na na na na na na na 
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95 - 
105 

97 - 
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98 - 
108 

99 - 
109 

101 - 
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- 

112 

103 
- 

113 

105 
- 

115 

  
As already stated, Roger Williams Medical Center (RWMC) has been operating the 
only adult BMT program in RI 1994. In FY 2006, RWMC treated 20 out of the 88 adult 
cases treated in the region, a market share of 23 %, with all of the remaining cases 
treated in the 6 academic medical centers in Boston.  None of the RWMC patients came 
for the surrounding 19 towns, but several did come from outside the region. Since 
RWMC does not treat pediatric patients, 100% of RI pediatric BMT patients must 
travel to Boston or other locations for treatment.  
 
It is important to note that the population of 88 patients on which the projections are 
based does not include patients who traveled out of the region to obtain BMT 
treatment. At this writing it is unclear how patients leave the region for other states like 
New York, Texas and Washington, but it is likely between 10 and 20 do so. RIH/Hasbro 
pediatric oncologists have confirmed that there have been about 4 children in any given 
year. Thus, the immediate region had an estimated 98 to 108 BMT inpatients in 
FY2006.  Finally, these projections do not take into account patients from outside the 
region. 
 
As described above RIH is the leader in both adult and pediatric cancer care, offering a 
wide range of services and expertise.  RI Market data demonstrates this important role. 
In FY 2006 RIH served 26% of all inpatient RI adult hematology/oncology cases, while 
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RWMC served 7%. When  RIH is combined with TMH and NH the percentage of RI 
adult cases served at Lifespan was 41%.  RI/Hasbro serves 88% of all RI pediatric 
hematology/oncology patients.  
 
The proposed adult and pediatric BMT program with two adult beds and 2 pediatric 
beds is designed to serve RI and nearby Mass residents whose care needs are not being 
met at RWMC, causing untold costs to patients and families due to the stress related to 
leaving home for the extended treatment time.  
 

I. Identify and evaluate alternative proposals to satisfy the unmet need identified in (H) above, 
including developing a collaborative approach with existing providers of similar services.  
 
Programmatic Alternatives:  

1) Do Nothing; 
2) Establish an Adult and Pediatric BMT Program. 

 
Design Alternatives:  

 
Adult 
1) Establish a stem cell laboratory on the 10th floor of the APC building, and integrate the 
 adult outpatient unit into the existing Comprehensive Cancer Center located in the APC 
 Building.  
2) Collaborate on the provision of BMT services with Roger Williams Medical     

             Center (RWMC), consistent with the thirteen point proposal originally  
             presented to RWMC last October (below), utilizing the stem cell laboratory  
             already in place at RWMC eliminating the need for a stem cell laboratory at  
             RIH. (Please note that RIH is open to considering variations and further refinement to the  
             present version of this proposal.) 

 
Outline of Proposed Collaborative Agreement between Rhode Island Hospital and Roger Williams 

Medical Center for Bone Marrow Transplantation Services  
 

       1. Rationale  
The administrative and clinical leadership of Rhode Island Hospital, Lifespan and Hasbro 
Children’s Hospital agree that there is significant merit in a collaboration to provide 
appropriate and highest-quality bone marrow transplantation services to the residents of 
Rhode Island and to the surrounding Massachusetts and Connecticut communities. 
Recognizing the current licensing of 5 beds at Roger Williams Medical Center, and the 
“needs projection” of DOH consultants, including the Zimmerman report, Rhode Island 
Hospital proposes to establish under its license 2 pediatric bone marrow transplantation 
beds and 5 adult bone marrow transplantation beds. Lifespan supports the establishment 
of a coordinated bone marrow transplantation program with common clinical/academic 
leadership, but with separate institutional licensing of beds. This will allow the institutions 
to appropriately seek and, hopefully, receive NCI designation in the future, will allow for 
economies of scale and maximization of academic output while precluding the necessity of a 
new establishment process to create a new operating entity. Lifespan believes a free-
standing pediatric bone marrow transplant unit at Hasbro Children’s Hospital without a 
complement of adult BMT beds at RIH will not be sustainable financially and 
programmatically and will not allow for nationally recognized pediatric BMT leadership 
recruitment.  
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       2. Service Array  
Roger Williams Medical Center will operate its current 5 licensed BMT beds.  
Rhode Island Hospital will receive approval for and operate 2 pediatric beds and 5 adult 
bone marrow transplantation beds. (These are the figures that are supported by the outside 
consultants/Zimmerman report).  

        
       3. Service Coverage  

Rhode Island Hospital hematologists/oncologists will cover adult beds at Rhode Island 
Hospital. Hasbro Children’s Hospital pediatric hematologists/oncologists will cover 
pediatric patients at Hasbro Children’s Hospital. Roger Williams Medical Center 
hematologists/oncologists will cover patients at Roger Williams Medical Center.  

 
There is significant potential for cross-campus coverage at night, for extenuating and 
emergent circumstances, and possibly for weekend call as well.  
 

       4. Clinical Service Operations  
All medical and transplant protocols, standard operating procedures, medical and 
transplant quality outcomes and reporting to the CIBMTR will be standardized and 
identical across Rhode Island Hospital and Roger Williams Medical Center campuses. The 
Chief Quality Officer at Lifespan will provide guidance and  
executive leadership to the quality oversight initiatives and reports for the collaborative 
BMT program.  

 
        5. Clinical/Academic Leadership  

There will be one Program Director across all sites with significant familiarity with each 
campus. Given his national prominence and history, Dr. Peter Quesenberry will be 
appointed to this position. There will be 3 co-directors; a medical director/site chief for 
Rhode Island Hospital, a medical director/site chief for Roger Williams Medical Center 
and a medical director/site chief for Hasbro Children’s Hospital, each reporting to the 
Program Director and serving as an advisory committee. The BMT Program Director will 
have appropriate reporting relationships to Cancer Center Directors at the Rhode Island 
Hospital and Roger Williams Medical Center Campuses.  

 
        6. Laboratory Services  

All sites of the program will use the stem cell laboratory at Roger Williams Medical Center. 
A full and expedited review of the current laboratory facilities, services and accreditation 
by Drs. DeLellis and Glaser will be made to ensure that the laboratory is prepared to 
address highest national standards and anticipated new volume. Since a director of the 
stem cell laboratory needs to be identified or potentially recruited, Roger Williams Medical 
Center and Rhode Island Hospital will contact the Rhode Island Blood Center to determine 
if they are interested in evaluating the potential of becoming a partner in the management, 
oversight and operation of the Stem Cell Laboratory and the cell collection process since 
they are involved in a key aspect of the process and have an excellent knowledge base and 
track record in blood product collection and management.  

 
        7. National Marrow Donor Program  

RWMC and RIH will explore the feasibility of adult beds at Rhode Island Hospital gaining 
access to the NMDP under this collaborative relationship. After 4 pediatric bone marrow 
transplantation cases are performed, designation will be sought for the pediatric beds.  
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       8. Information Technology Linkages  
Lifespan, through its corporate IT services, will explore the need for acquisition of a 
BMT/stem cell specific software package and access to an appropriate bone marrow 
transplantation clinical and academic database (e.g. StemSoft).. (Roger Williams Medical 
Center will need to provide appropriate linkages from its clinical and laboratory IT 
systems to the BMT clinical data bases).  

 
        9. Clinical Administrative Collaboration  

Rhode Island Hospital and Roger Williams Medical Center bone marrow transplantation 
physicians will participate in a number of common committees to oversee appropriate 
intake and operations of the bone marrow transplantation program. These will include a 
Case Conference Committee to review plans of action, pathology, history and 
appropriateness for transplantation and a Standard  
Operating Procedures Committee to review outcomes and to provide guidance and 
oversight for continuity of care and follow up issues.  

 
        10. Research  

The collaboration will foster multi-institutional research, including the following elements:  
i. A Bone Marrow Transplantation Research Committee comprised of physicians and 

researchers from both institutions to plan, develop, screen, promote, supervise, 
monitor, and execute all BMT clinical research.  

ii. Common participation in BrUOG investor-initiated projects.  
iii. Common participation in the Office of Clinical Trials at Lifespan to provide a uniform 

front for promoting linkages to pharmaceutical companies and other industry 
partners.  

iv. Access to the Rhode Island Hospital clinical research databases and the Lifespan 
Office of Research Administration.  

v. Shared publication credits (where applicable).  
         11. Academics  

There will be common conferencing for bone marrow transplantation. Physicians at Roger 
Williams Medical Center will be invited to apply for clinical educator appointments at The 
Warren Alpert Medical School of Brown University  

 
         12. Fellowship  

The collaboration will ensure the continuation of the current collaboration for 
hematology/oncology training with significant enhancements:  

 
i. The re-engineered program will continue to have 15 hematology/oncology fellows with 5 
new fellows recruited every year for a 3-year program.  
ii. In any given month, there will be at least 2 fellows at the Roger Williams Medical 
Center; one on the bone marrow transplantation program and the other on the inpatient 
hematology/oncology consultation service. There will be programmatic redesign to ensure 
common academic and didactic standards across all sites.  
iii. There will be common, as opposed to separate, recruitment standards, practices and 
procedures.  
iv. Dr. Anthony Mega will continue to function as the Fellowship Director for the RIH 
sponsored program.  
v. A Fellowship Steering Committee will be established with representatives from Rhode 
Island Hospital and Roger Williams Medical Center to ensure highest standards of training 
and appropriate adherence to ACGME and RRC requirements.  
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         13. Economic Collaboration  
               Two options are being proposed for your consideration. They are as follows:  
 

        i. 2-Site Economic Collaboration (essentially a virtual, economic joint venture)  
This collaboration would be designed so that there is sharing of the economics of the 
BMT programs at both RIH and RWMC. It could be structured to cover only inpatient 
activity or could be inclusive of both inpatient and outpatient activities of both BMT 
programs. Both hospitals would share the net profit based on the BMT inpatient volumes 
at each site. The percentage attributable to each hospital would be their own BMT 
inpatient discharges divided by the sum of the discharges at both sites. The percentage 
attributable to RWMC would never fall below 10%. The sharing of the BMT program 
net profit would encourage the most efficient operation of both programs.  
Any distribution to RWMC would be non-transferable and subject to a change of control 
provision. We propose this collaboration continue through September 30, 2023. Capital 
improvements would be the responsibility of the individual site.  
 
Or 

  
        ii. RWMC Passive Investment in RIH BMT Program  

RWMC would make a passive investment in the RIH program in an amount up to 10% 
of the program. The passive investment would be non-transferable and subject to a 
change of control provision. The cost of this investment is estimated at $400,000. The RIH 
BMT program would include inpatient and outpatient services.  
With this passive investment, RWMC would share in the net profit of the BMT program 
at RIH on a go forward basis. The initial investment would be made with an interest free 
loan. RWMC’s share of the profits of the program would first reduce the interest free 
loan until paid in full. Once the debt is fully paid, RWMC would receive a 10% share of 
the net profit on a go forward basis. This passive investment would continue through 
September 30, 2023. At that time, RIH would purchase the investment, at book value, 
from RWMC.  

    
Pediatric 
1) Renovate Hasbro 5 to accommodate two beds. This involves minor modifications to  

             the HVAC system, can be done in a short period of time, and has minimal impact on the 
 patient wing.   

2) Renovate Hasbro 5 to accommodate four beds, with two rooms for inpatient and two  
             for outpatient, which includes upgrading the current HVAC system as well as the room  
             renovations.  
 

J. Provide a justification for the instant proposal and the scope thereof as opposed to the 
alternative proposals identified in (I) above. 

 
Programmatic Alternative:  
 
Alternative 2 - Establish an Adult and Pediatric BMT Program, was the alternative selected. 
Both the adult and the pediatric oncology programs at RIH have been living with the 
referral arrangements that currently exist, and are not satisfied that patient care needs to be 
disrupted by referrals out of region. Further, RIH is the major Brown University teaching 
hospital, and as such wants to become and should be a Comprehensive Cancer Center which 
requires a BMT program (Every existing Comprehensive Cancer Center in the US has a 
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BMT program). 
Design Alternative:  
 
Adult 
Alternative 1, construct a stem cell laboratory on APC 10, and modify two adult outpatient 
rooms in the Comprehensive Cancer Center located on the first floor of the APC Building, 
was the alternative selected. Alternative 2 was not selected as RWMC has failed to see the 
need for and support any adult BMT beds at RIH, consistent with the RIH collaboration 
proposal originally presented to RWMC in October of 2007. Should a collaborative 
arrangement be reached with RWMC during the review process, RIH would modify this 
instant proposal accordingly.   
 
Pediatric 
Alternative 1, Renovate Hasbro 5 to accommodate two beds, was the alternative selected, 
since it can be completed in a shorter time frame than Alternative 2.  

 
15.) A. Please identify and include a reference to any published reports of epidemiological or 

clinical studies questioning any of the efficacy and appropriateness of the proposed health 
service or equipment. Please provide an executive summary of these findings. Please attach all 
such reports (limit to 5 reports).  
 
There are no published reports of epidemiological or clinical studies questioning any of the 
efficacy and appropriateness of the proposed health service or equipment that the 
applicant is aware of. 
 
B. Please identify any and include a reference to any published report of epidemiological or 
clinical studies supporting the efficacy and appropriateness proposed health service or 
equipment. Please provide an executive summary of these findings. Please attach all such reports 
(limit to 5 reports). 

 
Bone Marrow Transplantation is the standard of care for a number of hematologic 
malignancies, several solid tumors, immundeficiences, and is increasingly recommended in 
several hematologic and autoimmune disorders.     
 
For children as well as adults, acute myeloid leukemia (AML) treated with chemotherapy 
alone has an extremely poor outcome, in the range of 35% event free survival; use of 
allogeneic transplantation has increased the outcome to ~63% in a study by Ravindranath 
et. al.  Except for rare, biologically favorable forms of AML, it is the best approach to cure.  
There are also several adverse forms of acute lymphoblastic leukemia (ALL) that are best 
treated with transplantion (Balduzzii et. al.)  All such children must be sent out of state for 
transplantation for either a sibling marrow or an unrelated donor transplant. For those 
who relapse after chemotherapy of AML, acute lymphocytic leukemia and lymphoma, the 
greatest likelihood– and often the only chance – of cure is through stem cell/marrow 
transplantation.  At times, difficulties with logistics at the transplant centers severely 
impact our ability to successfully refer RI children for this essential care in optimal time, 
lowering the likelihood of cure.     
 
Autologous bone marrow transplantation is recommended for all children with stage 4 
neuroblastoma or with unfavorable biologic factors that predict for high risk of treatment 
failure.  As reported in the classic study of Matthay K, et. al,, stem cell transplantation 
increases the cure rate in children by 50%, from 22% to 34%.   Current trials ongoing 
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elsewhere (that RIH intends to join upon availability of SCT here) are improving the 
approaches to further increase cure.   
 
There are also a number of non-malignant conditions for which children may be cured 
only by transplantation, or the duration and quality of survival can be significantly 
improved.  This includes aplastic anemia, immunodeficiency, and for some severe 
hematologic disorders.   
 

Disease Patient status Type of 
transplantation  

Outcome 
with 
transplant 

Outcome with 
conventional 
therapy 

Reference 

AML 1st remission Allogeneic – 
matched sibling 

63+/-5.4% 35+/-4.5% Ravindranath Y 
Leukemia. 2005 
Dec;19(12):2101-16 

Neuroblastoma Stage 4 or 
unfavorable 
factors. 

Autologous SCT 34 + 4% 22 + 4% Matthay KK, M Eng J 
Med  341:1165-1173 

Hodgkin 
Lymphoma 

Relapse Autologous 53% <20% Lieskovsky YE.  J Clin 
Oncol 22:4532, 2004 

Aplastic anemia  Allogeneic 
sibling 

89% ~60% Kroger, Ann Hematol. 
2002, 81(11):627-31. 

ALL 1st CR, very high 
risk 

Allogeneic 55.7 40.6 Balduzzi A, Lancet. 
2005;366(9486):635-42 

 2nd CR, early 
marrow recurrence 

Allogeneic 42% 17% Borgmann A,  Blood. 
2003 15;101(10):3835-9 

 
C. Please comment on the efficacy (i.e demonstrated effect on health status) of the new 
service and/or new health care equipment proposed herein in consideration of the response to (A) 
and (B) above.  

 
Please see the response to Part B. above. 
 
In addition, many patients who are in need of hematopoietic stem cell transplantation and 
now journey to Boston or more distant sites for both autologous and allogeneic 
transplantation, will be able to have the transplantation done locally without interrupting 
the important continuum of care and comfort and familiarity with long term established 
care providers. The need to re-establish subtleties and nuances of care with new providers 
will be eliminated, as well as the inevitable loss of important medical and psychosocial data 
which only adds to the fragmentation of delivery of medical care. The diagnosis of 
malignancy has a shattering effect on the emotional life of patients and their families.  Thus 
the ability to provide ongoing general oncologic care at the same institution where patients 
have established close relationships with caregivers (physicians and nurses), support 
services (such as chaplaincy, social work and child life), and also other patients, is a critical 
factor of patients’ overall health and eventual recovery. It also eliminates unnecessary 
stress for patients during an already difficult time. In fact, because patients and families 
find traveling to distant locations for BMT services and dealing with new and unfamiliar 
caregivers such a fractionating and disruptive experience, many have requested RIH to 
develop the capability for BMT. 
 
Further, the inconvenience to medical students, medical residents, and fellows caused by 
travel to other settings to learn transplantation medicine will be eliminated with the 
establishment of a BMT program at RIH. These interruptions prevent them from caring 
for their patients with whom they have already established important therapeutic 

javascript:AL_get(this,%20'jour',%20'Leukemia.');
javascript:AL_get(this,%20'jour',%20'Ann%20Hematol.');
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relationships. Additionally, patients seen by medical students, residents or fellows at 
outlying transplantation centers are not routinely followed by them, and so important 
outcome experiences are absent from their education and training. 
 
Finally, as stated in the responses to Questions 3 and 30B, BMT is the only cancer 
treatment service not offered at RIH. And while it is not absolutely required for RIH, the 
leading Academic Center in the state where the largest proportion of RI cancer patients 
receive care, to have a BMT program in order to move forward to become an NCI 
Comprehensive Cancer Program, every existing NCI Comprehensive Cancer Program 
does in fact have a BMT program.    
    
Children 
 
Pediatric bone marrow or stem cell transplantation (BM/SCT) provides opportunity for 
cure of diseases that are not curable with conventional therapy or may markedly increase 
the likelihood of cure. As noted these services are not available to children with cancer in 
RI.  There are two dominant potential mechanisms that contribute to this efficacy: 1) the 
ability to give higher cumulative doses of chemotherapy or radiation therapy than 
otherwise feasible and 2) the possibility of inducing a graft vs. tumor reaction.  In non-
malignant diseases,   BM/SCT may allow for replacement of dysfunction hematopoietic 
stem cells with normal stem cells.  Alternatively, it may suppress dysfunctional 
immunologic effector cells, resulting in auto-immunity. 
 
The efficacy of this approach varies with disease, type of stem cell transplant (allogeneic, 
autologous, cord blood, etc), status prior to procedure and preparative regimen.  The table 
included in the response to Part B above is used to illustrate differences in outcome 
between conventional approaches and stem cell transplantation. Other diseases with 
similar improved efficacy of treatment include, but are not limited to Chronic Myelogenous 
leukemia, recurrent AML, recurrent Non-Hodgkin lymphoma, juvenile myelomonocytic 
leukemia, and immunodeficiency diseases.   In addition, stem cell transplantation is being 
investigated in many centers as the best option for reversal of several chronic diseases.  
This includes diseases such as severe sickle cell disease, thalassemia, and autoimmune 
disorders such as lupus.  Mitigation of such diseases can improve health status; long term 
outcomes are less clearly defined.  Nonetheless, this procedure may hold promise of 
reversing chronic debilitating disease.  Such patients in RI are rarely offered the option of 
such state-of the art approaches to disease, due to lack of availability. 

 
16.) Please identify what other areas of service, if any, would be likely to require development at 

some time as a direct result of this proposal.  Please specify what consequent capital, operating 
and equipment costs might be expected related to the other areas of service, the date of the 
additional project undertaking and the date of the additional project completion.  None. 

 
17.) Please discuss the relationship of the proposal to any long-range capital improvement plan of the 

applicant.  
 
None. This proposal is a service/program project as opposed to a capital improvement 
project. 

 
18.) Please discuss the potential impact and effectiveness of the proposal in responding to public 

health emergencies. None. 
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19.) The RI Department of Health defines health disparities as inequalities in health status, disease 
incidence, disease prevalence, morbidity, or mortality rates between populations as impacted by 
access to services, quality of services, and environmental triggers. Disparately affected 
populations may be described by race & ethnicity, age, disability status, level of education, 
gender, geographic location, income, or sexual orientation. 

 
A. Please describe all health disparities in the applicant's service area.  Provide all appropriate 

documentation to substantiate your response including any assessments and data that 
describe the health disparities. 

 
The applicant identified health disparities in its service areas form the May 2004 report 
“A Healthy Rhode Island by 2010: A Plan for Action”. The report identifies groups 
with the greatest health disparities for each “Leading Health Indicators” (LHI’s), 
noting that overall, there are 5 groups that most frequently appear to have significant 
health disparities across several LHI’s: 
• Adult males; 
• Rhode Islanders with lower levels of education (high school education or less); 
• Rhode Islanders with lower levels of income (less than $35,000); 
• Blacks of all ages; and 

       • Adolescents in the 12th grade. 
 
In addition, the report identified the following groups as having the greatest health 
disparities within each LHI: 

 
       PHYSICAL ACTIVITY  

Adults 
Lower levels of education (less than high school; high school grad/GED) 
Over age 25 
With disabilities 
Hispanic adults 
Black adults 
Lower levels of income (less than $25,000; $25,000-34,999; don’t know/refused)  
Adolescents 
Adolescent females  
Adolescents in 12th grade  
Hispanic adolescents 
  
OVERWEIGHT AND OBESITY 
Adults  
Black adults  
Less than a high school education  
With disabilities  
Ages 4 
Adolescents 
Black adolescents  
Children and adolescents with household incomes below the federal poverty level 
Hispanic adolescents  
Fruits and Vegetables  
Black adults  
With less than a high school education  
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Adult males  
 
TOBACCO USE 
Adults  
Ages 18-44 
Lower incomes (less than $25,000; $25,000-34,999; $35,000-49,999)  
Lower levels of education (less than high school);high school grad/GED; at least some  
     college) 
Living in urban areas  
Adolescents 
Adolescents in 12th grade 
White adolescents 
 
SUBSTANCE ABUSE  
Adolescents: Alcohol or Illicit Drugs  
Adolescents in 12th grade  
Adolescents: Marijuana 
White adolescents  
Binge Drinking  
Ages 18-24  
Adult males  
More than a high school education (high school grad/GED; at least some college; college   
     grad or more) 
 
RESPONSIBLE SEXUAL BEHAVIOR 
Adolescents 
Adolescents in 12th grade  
Unmarried Sexually Active Males 
Unmarried, sexually active males ages  
Unmarried, sexually active males with incomes less than $25,000  
White unmarried, sexually active males  
Unmarried Sexually Active Females  
Unmarried, sexually active females ages 35-44 
 
MENTAL HEALTH 
Suicide  
Males 16/100,000 
 
INJURY AND VIOLENCE 
Homicide  
Blacks of all ages 16/100,000 
Males 4/100,000 
 
Motor Vehicle Crashes  
Blacks of all ages 15/100,000 
Males 13/100,000 
Rhode Islanders aged 15 to 24 and 85+ 16/100,000 
 
ENVIRONMENTAL QUALITY  
Lead Poisoning 
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Black children  
 
IMMUNIZATION 
Flu Vaccine  
Living in urban areas  
Less than high school degree  
Ages 65-74  
Pneumococcal Vaccine  
Ages 65-74  
Without disabilities 
 
ACCESS TO HEALTH CARE 
Health Insurance Coverage  
Incomes of less than $25,000  
Ages 18-24  
Black adults  
Less than a high school degree  
On-going Source of Care 
Ages 18-24  
Adult males  
Incomes of $25,000 to $34,999 
Adequate Prenatal Care 
Black women  
Asian/Pacific Islander women  
American Indian/Alaskan Native women Hispanic women  
 
 

B. Discuss the impact of the proposal on reducing and/or eliminating health disparities in the 
applicant's service area. 

 
            While this project will not directly contribute to reducing or eliminating any of the 

health disparities in the applicant’s service area identified in A. above, it should 
positively impact Access to Health Care, one of the leading indicators of health 
disparities in Rhode Island, by providing adult and pediatric BMT services within an 
Academic Medical Center setting available to the all residents of Rhode Island locally, 
eliminating the time, cost and inconvenience of having to travel out-of-state for these 
services.    
 

20.) Please identify what dollar amount and percent of charity care the applicant projects providing 
with regards to the healthcare services and/or equipment that is being proposed (separately for each such 
component of the proposal). Please identify how the applicant developed these projections and what 
actions the applicant will undertake to ensure that it meets its proposed charity care projections.  
 
FY 2006 historical market data shows that only 2 of 68 patients were recorded as self pay (2.9%).  
Due to the small number of estimated patients (28) with the proposed BMT program, no patients 
have been allocated to the self pay category, and therefore no charity care is assumed.  However, 
because this is only an assumption, it is possible for the payor mix to change, and in the event an 
underinsured or uninsured patient requires BMT treatment, the hospital's policy with respect to 
charity care will be followed and BMT service will be provided regardless of the patient's ability 
to pay. Consistent with historical cost data, the percent charity care could potentially approximate 
3% of the cost of the proposed BMT service, which would be $101,000.  
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21.) Please identify the performance of the applicant or in cases of newly formed applicants of all 
of its parent and/or sister entities (as identified in response to Appendix G #5) with regards to provision 
of charity care and access by racial and/or ethnic minorities for the most recent three full fiscal years 
(separately for each such entity).  
 
 

  FY05 (000) FY06 (000) FY07 (000) 

Charity Care 
Cost $13,911 $19,901 $27,724 
 
 

 FY05 (000) FY06 (000) FY07 (000) 

  # % # % # % 
Minority 171,571 33.7% 175,702 33.2% 176,223 32.8%
Non-Minority 338,269  66.3% 353,808 66.8% 360,472  67.2%

Total 509,840 100.0% 529,510 100.0% 536,695 100.0%
 
22.) Please provide a copy of the applicant’s charity care policies and procedures and charity care 
 application form. 
 

A copy of the applicant’s Charity Care policies, procedures and application form is included in 
Attachment 4. 

 
23.) Please discuss how the proposal will help remove transportation, design, structural, cultural 
 and linguistic, and financial barriers to improve access to the facility (separately for each 
 component).   
 

This proposal will not remove any existing transportation, design, structural, cultural and 
linguistic, or financial barriers to improve access to the facility. However, the establishment of 
a BMT service at RIH will improve access for the residents of Rhode Island to BMT services. 
For adults by providing the service in an Academic Medical Center environment not currently 
available in the state, and for children and their parents by filling a void and establishing a 
pediatric BMT program in the state.  In both cases the burden and cost of having to travel out-
of-state for these services can be eliminated or at least minimized. 

 
24.) Please discuss the extent to which the applicant offers a range of means by which a person will 
 have access to its services (e.g., outpatient services, admission by house staff, admission by 
 personal physician). 
 

The BMT service proposed single model of care, which is a combination of outpatient/inpatient 
treatment, will allow patients 24-hour access either as a walk-in or via direct admission by a 
physician.  This model of care was chosen because of its ability to improve outcomes and 
reduced length of stay as noted in the literature. 
 
All other avenues for entry of care for adult and pediatric patients are still available to this 
population as follows: 

a. through the same day unit (SDA) to the Operating Room (OR) to be placed post-
operatively; 
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b. through the Adult and Pediatric Emergency Departments; and 
c. as a direct admission which encompasses transfers from other facilities; from a 

physician office; from home; or from an out-patient procedural area scheduled for 
admission post-procedure such as Gamma Knife or interventional radiology. 

 
25.) Please address the following: 

 
A. Please discuss the extent to which the physicians privileged to admit patients to this 

facility have offices in designated poverty areas or practice at federally qualified 
community health centers (identify the number of such physicians and what percent they 
represent). 
 
The physicians with admitting privileges at Rhode Island Hospital have offices 
located throughout the Providence area, with over half in an office located on Rhode 
Island Hospital property or in a nearby medical building.  In addition, some 
practice at neighborhood health centers.  The entire locale, in and about the 
hospital, is within a designated poverty area.  All services at Rhode Island Hospital 
are available to all patients regardless of their ability to pay.  Mechanisms are in 
place so that referrals to the emergency room from physicians within designated 
poverty areas or at neighborhood health centers will result in these patients having 
access to services at Rhode Island Hospital. 
 
 

B. Please identify what number and percent of staff of applicant’s staff practice in 
designated poverty areas and/or practice at federally qualified community health centers.   

 
See the response to Part A. 

 
26.) In cases where a reduction, termination, interruption, or relocation of a service is contemplated, 
please discuss plans for accommodating the needs of the population, including low-income persons, 
racial and ethnic minorities, women, handicapped persons and the elderly.  
 
 No reduction, termination or relocation of a service is contemplated by this proposal. 
 
27.) A) Please itemize the capital costs of this proposal. Present all amounts in thousands (e.g., 
$112,527=$113). If the proposal is going to be implemented in phases, identify capital costs by each 
phase. 
 

CAPITAL EXPENDITURES (000) 
  Amount Percent of Total 
Survey/Studies $ % 
Fees/Permits $8 0.92% 
Architect $31 3.56% 
"Soft" Construction Costs $39 4.48% 
      
Site Preparation $ % 
Demolition $7 0.78% 
Renovation $480 55.37% 
New Construction $ % 
Contingency $79 9.09% 
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"Hard" Construction Costs $566 65.24% 
      
Furnishings $ % 
Movable Equipment $253 29.11% 
Fixed Equipment $ % 
"Equipment" Costs $253 29.11% 
      
Capitalized Interest $ % 
Bond Costs/Insurance $ % 
Debt Services Reserve1 $ % 
Accounting/Legal $ % 
Financing Fees $ % 
"Financing" Costs $ % 
      
Land $ % 
Other (CoN Fee) $12 1.17% 
"Other" Costs $12 1.17% 

TOTAL CAPITAL COSTS $870 100% 
1 Should not exceed the first full year’s annual debt payment. 
 

As discussed in the response to Question 3 of the June 10 Certificate of Need (CoN) 
submission the capital cost of the 2 adult unit BMT beds is included in a different project, 
separate and apart from this instant proposal, that renovates four (4) beds on the North wing 
of the 8th floor of the Zecchino pavilion (Main Building), in order to accommodate the 
evolving standard of care for immuno-compromised cancer patients who have Lymphoma, 
Leukemia, and other Myloproliferative Disorders, as well as patients suffering from 
chemotherapy induced immuno-suppression complications. Because these patients have 
similar requirements as BMT patients, two (2) of the beds being renovated could be used for 
the proposed BMT service if the instant proposal is approved, as both immuno-suppression 
and BMT patients need to be in an isolated area away from other patients since they are 
exquisitely susceptible to infection; need to have special air filters for the air in their rooms 
(HEPA filters) and careful ongoing quality control for all water on the unit; and perhaps of 
most significance, require highly specialized dedicated nursing to care for their unique needs 
related to painful mucositis, severe diarrhea, frequent lung, skin, intravenous line and rectal 
infections. The total cost of this renovation project is $1,900,000, with the cost of the two (2) 
beds that could be used as BMT beds being $950,000. While no CoN review approval is 
necessary to renovate the four (4) beds intended to be used to accommodate the evolving 
standard of care for immuno-suppression cancer patients as discussed above, the Applicant 
does understand that CoN review and approval is necessary to use two (2) of these four (4) 
beds for BMT service. 
 
The table below provides an itemization of the $1,900,000 total capital cost for the renovation 
of the four (4) on the North wing of the 8th floor of the Zecchino pavilion (Main Building), 
including $950,000 for two (2) of the beds that could be used for BMT service if this instant 
proposal is approved. 
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CAPITAL EXPENDITURES (000) 
 Amount Percent of Total 
Survey/Studies $ % 
Fees/Permits $17 0.90% 
Architect $69 3.6% 
"Soft" Construction Costs $86 4.5% 
      
Site Preparation $ % 
Demolition $29 1.5% 
Renovation $1,140 60.% 
New Construction $ % 
Contingency $285 15% 
"Hard" Construction Costs $1,454 76.5% 
      
Furnishings $ % 
Movable Equipment $361 19% 
Fixed Equipment $ % 
"Equipment" Costs $361 19% 
      
Capitalized Interest $ % 
Bond Costs/Insurance $ % 
Debt Services Reserve1 $ % 
Accounting/Legal $ % 
Financing Fees $ % 
"Financing" Costs $ % 
      
Land $ % 
Other  $ % 
"Other" Costs $ % 

TOTAL CAPITAL COSTS $1,900 100% 
 
B.) Please provide a detailed description of how the contingency cost in (A) above was determined.  
 
        Construction contingency is calculated at 15% of soft and construction cost.  The 15% is 
 based on prior experience which has been shown to a fairly accurate and appropriate 
 reserve. 
       
C.)  Given the above projection of the total capital expenditure of the proposal, please provide an 
 analysis of this proposed cost.  This analysis must address the following considerations:  

 
1. The financial plan for acquiring the necessary funds for all capital and operating expenses and 

income associated with the full implementation of this proposal, for the period of 6 months prior 
to, during and for three (3) years after this proposal is fully implemented, assuming approval. 
 
Funding for capital costs will be through a combination of current unrestricted cash 
reserves and future unrestricted income from operations, as indicated above. Incremental 
expenses will be funded by revenues earned on incremental volume 
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2. The relationship of the cost of this proposal to the total value of your facility’s physical plant, 
equipment and health care services for capital and operating costs. 

 
(000) Project Facility Percent 

   Capital 
  
$  870  

          
$1,075,645  

0.08%

   Operating $4,702  
             
$1,011,188  0.47%

 
3. A forecast for inflation of the estimated total capital cost of the proposal for the time period 

between initial submission of the application and full implementation of the proposal, assuming 
approval, including an assessment of how such inflation would impact the implementation of this 
proposal.        
 
The cost of capital includes an estimate of $138,000 for price escalation.  This estimate is 
believed to be reasonable and will therefore have no impact on implementation. 

 
28.) Please indicate the financing mix for the capital cost of this proposal. NOTE: the Health 

Services Council’s policy requires a minimum 20 percent equity investment in CON projects (33 
percent equity minimum for equipment-related proposals).   

 

Source Amount Percent 
Interest 

Rate 
Terms 
(Yrs.) 

List  source(s) of funds  
(and amount if multiple sources) 

Equity* $870,000 100%     
 Cash and earnings from Operations.

Debt** $0 0% %     

Lease** $0 0% %     
TOTAL $870,000 100%       
c*  Equity means non-debt funds contributed towards the capital cost of an acquisition or project which are free and lear of 

any repayment obligation or liens against assets, and that result in a like reduction in the portion of the capital cost that is 
required to be financed or mortgaged (R23-15-CON).  

 ** If debt and/or lease financing is indicated, please complete Appendix F. 
 
29.) Will a fundraising drive be conducted to help finance this approval? Yes____ No   X_ 
 
30.) Will a feasibility study be conducted of fundraising potential? Yes___ No   X_ 
 

• If the response to Question 45 is ‘Yes’, please provide a copy of the feasibility study. 
 
31.) Will the applicant apply for state and/or federal capital funding? Yes___ No   X_ 
 

• If the response to Question 27 is ‘Yes’, please provide the source: _____________,           
amount: ________, and the expected date of receipt of those monies: ______________. 

 
32.) Please calculate the yearly amount of depreciation and amortization to be expensed. 
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Depreciation/Amortization Schedule - Straight Line Method 
(000) 

Equipment 
  Improvements Fixed Movable Amortization Total 
Total Cost $606 $0 $253 $10 $870 
(-) Salvage Value $0 $0 $0 $0 $0 
(=) Amount Expensed $606 $0 $253 $10 $870 
(/) Average Life (Yrs.)  23  N/A  5  23  11 
            
            
(=) Annual Depreciation $27 $0 $51 $0 $78        
 
*1* Must equal the total capital cost (Question 42 above) less the cost of land and less the cost of any 

assets to be acquired through lease financing 
*2* Must equal the incremental “depreciation/amortization” expense, column -5-, in Question 49 

(below). 
 

33.) For the first full operating year of the proposal (identified in Question 49 below), please identify 
the total number of FTEs (full time equivalents) and the associated payroll expense (including fringe 
benefits) required to staff this proposal. Please follow all instructions and present the payroll in 
thousands (e.g., $42,575=$43). 
 

Existing (000) Additions/(Reductions) (000) New Totals (000) 

Personnel # of FTEs 
Payroll 

W/Fringes # of FTEs 
Payroll 

W/Fringes # of FTEs 
Payroll 

W/Fringes 
Medical Director  $   $   $ 
Physicians 666.4  $100,937  0.3 $66  666.7 $101,003 
Management 139.3 $22,179   $  139.3 $22,179 
RNs 1,698.3  $197,195  14,7 $1,721  1,713.1 $198,916 
LPNs  $   $   $ 
Nursing Aides  $   $   $ 
PTs  $   $   $ 
Prof/Techs 908.4 $99,021  3.4 $419  911.8 $99,441 
Speech Therapists  $   $   $ 
Clerical 1,264.0  $88,279  0.8 $51  1,264.8 $88,331 
Housekeeping  $   $   $ 
Other: Svc/Maint. 751.1  $49,820 0.8 $38  751.9 $49,858 

TOTAL  5,427.6  $557,433 19.9 $2,296        5,447.4  $559,729 
 
*1* Must equal the incremental “payroll w/fringes” expense in column -5-, Question 49 (below). 
 
INSTRUCTIONS: 
 
“FTEs” Full time equivalents, are the equivalent of one employee working full time (i.e., 2,080 

hours per year) 
“Additions” are NEW hires; 
“Reductions” are staffing economies achieved though attrition, layoffs, etc. It does NOT report the 

reallocation of personnel to other departments. 
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34.) Please describe the plan for the recruitment and training of personnel.  
 

Recruitment for the proposed incremental FTE positions will be consistent with applicable 
RIH policies, procedures and practices. All positions will be posted internally in accordance 
with hospital policy and with existing union agreements.  Internal candidates will have the 
opportunity to bid on the open positions and receive due consideration. Should any of the 
new positions remain unfilled following internal posting external candidates will be 
recruited, interviewed and selected.  The new positions will be posted within the Lifespan 
system, on the Lifespan intranet and on Monster.com. The same process will be followed to 
fill vacancies created as a result of internal transfers. In addition, RIH utilizes an executive 
recruiting firm for nursing positions, Aquent, who has filled targeted hard to fill nursing 
positions on night and evening shifts in the past using executive recruitment techniques on 
a nation-wide and international basis to find candidates interested in working in New 
England and, in particular, at RIH. Other recruitment programs, such as Walk-in 
Wednesday, are also used to recruit nurses. In addition, RIH has contracted for 
Baccalaureate prepared RN's from India as well RN’s from Ireland.  
 
RIH has recruited a highly talented and expert oncology/hematology physician team, from 
which the adult BMT program will be staffed. Dr. Peter Quesenberry, a leader in bone 
marrow transplantation with over 25 years experience; Dr. Gerry Colvin,  who is 
experienced in the treatment of hematologic malignancies and has a total of 9 years of bone 
marrow transplantation experience; Dr. Eric Winer, a dedicated marrow transplanter with 
substantial experience in the treatment of hematologic malignancies and over 5 years of 
transplant experience, and who has been active in the development of new protocols for 
stem cell transplant approaches; Dr. James Butera, one of the region’s leading experts in 
the care of patients with hematologic malignancy; Dr. Mary Ann Fenton, who focuses on 
the treatment of breast cancer and is an acknowledged expert in this area; Dr. Ariel 
Birnbaum, who finished his fellowship in June 2006 and has focused on treatment of 
patients with head and neck cancer and lung cancer; Maria Constantinou, who focuses on 
Brain malignancies and melanoma as well as other solid tumors, and who comes from Yale 
and the Brown hematology/oncology fellowship program; Dr. Ravi Krishnadasan has also 
recently joined the group from the Yale hematology/oncology fellowship, and concentrates 
on both benign and malignant hematology; and joining the staff in July 2008 will be Dr. 
David Berz, who has extensive training in epidemiology and clinical trials, and will 
concentrate on lung cancer. 
 
The Pediatric Hematology Team also has a cadre of physicians with significant experience 
in pediatric bone marrow transplantation.   All six faculty members who will care for 
patients on the inpatient service have received training in pediatric stem cell/bone marrow 
transplantation during fellowship.  They have trained at premier institutions: Boston 
Children’s Hospital, Johns Hopkins Oncology Center, St. Judes Children’s Hospital and 
Memorial Sloan Kettering Cancer Center.   Drs. Altura and Schwartz were previously 
employed as attending physicians in institutions with ongoing pediatric bone marrow 
transplantation programs. The Division Director at Hasbro, Dr. Schwartz trained at the 
Johns Hopkins Oncology Center during her residency and fellowship, with 3 months 
dedicated specifically to bone marrow transplantation.  Thereafter, she was involved in the 
formation of a bone marrow transplant service at the University of Rochester in the late 
1980’s.   From 1994 through 2005 she was the Associate Director for Clinical Programs at 
Johns Hopkins Pediatric Oncology Division, a program that included a vibrant Pediatric 
BMT service that transplanted 25-40 children annually.  During that entire time she was 
responsible for oversight of all Pediatric Oncology services.  She also provided 2-3 months 
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of care annually to children undergoing BMT.   She also led the development of clinical 
research trials in the Children’s Oncology Group and at Johns Hopkins that were designed 
to increase cure for patients with Hodgkin Lymphoma and with osteogenic sarcoma.   
 
The Division of Pediatric Hematology Oncology is committed to bringing a new faculty 
member to RI who will be primarily dedicated to the development of a pediatric stem 
cell/marrow transplant service.  This person will be recruited as soon as the CoN is 
approved, and will take responsibility to ensure that the service offered at Hasbro will be a 
state-of-the-art effort in pediatric BMT.  
 
With regard to training, all transferees into the new positions will receive standard 
department specific education and training in accordance with the responsibilities inherent 
in the job description of the new position.  New hires will attend new employee orientation 
and department specific orientation and training applicable to the responsibilities inherent 
to the applicable position description.   
 
The Registered Nurses who are hired into the BMT unit will receive additional training 
including, but not limited to, the critical care series, chemotherapy administration 
certification and ACLS certification. There is currently staff at RIH with extensive 
experience in hematologic malignancies and marrow transplantation who will develop a 
BMT core curriculum series consisting of care of BMT patients, hematology/oncology 
patient care, management of infectious complications, assessment of GVHD, administration 
of blood components, hemodynamic monitoring, and support and managing of 
immunosuppressed patients. 
 
Pediatric Registered Nurses will receive additional training including but not limited to the 
components of pediatric critical care, chemotherapy administration and PALS 
certification.   They will also participate in the BMT core curriculum series being 
developed as described above with pediatric specific content. Four additional FTE are 
included in the COG to ensure the enhanced care necessary for BMT.   
 
The additional pediatric BMT physician to be recruited will lead efforts to determine 
treatment plans and protocol therapies for children, and supervise the ongoing level of care 
provided for this cohort of highly immunocompromised patients, and ultimately to provide 
appropriate care.  This individual will be recruited from the cohort of individuals who have 
an additional year of fellowship training in pediatric BMT or equivalent experience. 

 
35.) Please complete the following pro-forma income statement for each unit of service. Present all 
dollar amounts in thousands (e.g., $112,527=$113). Be certain that the information is accurate and 
supported by other tables in this worksheet (i.e., “depreciation” from Question 47 above, “payroll” from 
Question 48 above). If this proposal involved more than two separate “units of service” (e.g., pt. days, 
CT scans, outpatient visits, etc.), insert additional units as required. 
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PRO-FORMA P & L STATEMENT FOR WHOLE FACILITY (000) 
<-- FIRST FULL OPERATING YEAR 

2011 --> 

  

Actual 
Previous 

Year 2007
(1) 

Budgeted 
Current 

Year 2008 
(2) 

CON Denied
(3) 

CON 
Approved 

(4) 

Incremental 
Difference *1*

(5) 
REVENUES:           
Net Patient Revenue $774,725 $811,071 $951,029 $956,300 $5,271 
Other: 58,770 59,005 63,458 63,458 0

Total Revenue $833,495 $870,076 $1,014,487 $1,019,758 $5,271 
            
EXPENSES: $ $ $ $ $ 
Compensation & Benefits 438,158 463,204 557,433 559,729 2,296 
   Supplies 133,065 135,888 156,023 157,596 1,573 
Other Controllable 
Expenses 138,596 153,367 177,336 177,829 493 
Total Controllable 
Expenses 709,819 752,459 890,792 895,154 4,362 
   Provision for Bad Debts 55,883 59,374 71,464 71,727 263 
   Depreciation 30,326 31,493 34,908 34,986 78 
Total Other Expenses 86,209 90,867 106,372 106,712 340 
Total Expenses $796,028 $843,326 $997,164 $1,001,866 $4,702 
Income (Loss) from 
Operations 37,467 26,750 17,323 17,892 569 
Other Income (Expense): $ $ $ $ $ 
   Investment Income 25,556 11,100 14,197 14,197  
   Interest Expense (10,192) (9,959) (9,320) (9,320)  
   Other Gains (Losses) 52     
Total Other Income 15,416 1,141 4,877 4,877   

Net Income (Loss) $52,883 $27,891 $22,200 
 

$22,769 $569 
 
For each service to be affected by this proposal, please identify each service and provide: the utilization, 
average net revenue per unit of services and the average expense per unit of service. 
 
Service Type: Inpatient   

Service (#s): Discharges 35,151  35,637  37,345  
                  
37,373  28 

Net Revenue Per Unit *8*  $22,040   $22,759   $25,466   $25,588   $122  
Expense Per Unit  $22,936   $23,944   $26,951   $27,057   $106  
            
Service Type: Outpatient  
Service (#s): Visits        1,117  1,117 
Net Revenue Per Unit *8* $ $ $ $1,340 $1,340 
Expense Per Unit $ $ $ $888 $888 
 
INSTRUCTIONS: Present all dollar amounts (except unit revenue and expense) in thousands. 
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*1*  The Incremental Difference (column -5-) represents the actual revenue and expenses associated 

with this CON. It does not include any already incurred allocated or overhead expenses. It is 
column -4- less column –3-. 

*2* Net Patient Revenue (column -5-) equals the different units of service times their respective unit 
reimbursement. 

*3* Payroll with fringe benefits (column -5-) equals that identified in Question 48 above. 
*4* Bad Debt is the same as that identified in column -4-, Question 50 below. 
*5* Interest Expense equals the first full year’s interest paid on debt. 
*6* Depreciation equals a full year’s depreciation (Question 47 above), not the half year booked in the 

year of purchase. 
*7* Total Expense (column -5-) equals the operating expense of this proposal and is defined as the sum 

of the different units of service;  
*8* Net Revenue per unit (of service) is the actual average net reimbursement received from providing 

each unit of service; it is NOT the charge for that service. 
 
36) Provide an analysis and description of the impact of the proposed new institutional health service 
or new health equipment, if approved, on the charges and anticipated reimbursements in any and all 
affected areas of the facility.  Include in this analysis consideration of such impacts on individual units 
of service and on an aggregate basis by individual class of payer.  Such description should include, at a 
minimum, the projected charge and reimbursement information requested above for the first full year 
after implementation, by payor source, and shall present alternate projections assuming (a) the proposal 
is not approved, and (b) the proposal is approved. If no additional (incremental) utilization is projected, 
please indicate this and complete this table reflecting the total utilization of the facility in the first full 
fiscal year. 
 

Projected First Full Operating Year: FY 2011 
  Implemented Not Implemented Difference 

Projected Utilization Total 
Revenue

Projected Utilization Total 
Revenue

Projected Utilization Total 
Revenue

Payor Mix 

# % $ # % $ # % $ 
Medicare 1 3.6%               94      1 3.6%              94 
RI Medicaid 3 10.7% 334      3 10.7% 334 
Non-RI 
Medicaid    

  
   

RIteCare         
Blue Cross 24 85.7% 4,844      24 85.7% 4,844 
Commercial               
HMO's               
Self Pay               
Charity Care    $0     $0    $0  
Other: _____               

TOTAL 28 100%   $     5,271    $0  28 100%  $     5,271 
 
37.) Please provide the following financial information:  
 

A. The total amount of debt currently held by the applicant, broken down into short term debt (debt 
which will be fully repaid within one year of the date of the filing of this application), and long 
term debt (debt which will take longer than one year to repay), exclusive of any debt associated 
with the financing of this proposal.   
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Debt  FY 2007 

   
      Current portion of LTD   $3,371  
   
      Long term debt  205,922  
   
         Total   $ 209,293  

 
 
B. The terms and conditions of any agreements entered into by the applicant and any lender  (such 

as conditions that may be entered into under bond covenants or bank loans) prior to the filing of 
this application, which may deter the applicant from obtaining any additional debt. 

 
            None 
 

C. Audited financial statements for the previous fiscal year and unaudited financial statements for 
the current fiscal year-to-date.  

 
            See Attachment 5 
 

D. Please complete the following table for the previous three fiscal years and year to date:  
 

Year Total Endowment Restricted Unrestricted 
 FY2005                           $390,984                    $229,254                    $161,730
 FY2006 425,634 248,458 177,176
 FY2007 500,869 290,262 210,607
Year to Date  
4/30/08 497,110 288,721 208,389

 
 E. Please discuss the impact of approval or denial of the proposal on the future viability of the 

applicant and of the providers of health services to a significant proportion of the population 
served or proposed to be served by the applicant.  

 
The approval of this project will provide availability of BMT service at RIH allowing 
patients to receive care in Rhode Island, eliminating the need for adult patients to travel to 
Boston or other locations as many today decide to do.  It will also  eliminate delays in 
gaining the acceptance into out-of-state BMT programs that can adversely affect the  
success and even result in disease recurrence, and fill the void that presently exists with no 
available BMT for children in the state.  Approval of this project is also essential if RIH, 
the state’s leading academic medical center and cancer treatment provider, is to obtain 
NIH certification as a Comprehensive Cancer Center. While not a mandatory requirement, 
all NIH certified Comprehensive Cancer Centers provide BMT services.  It is well 
recognized nationally that state-of-the-art care in oncology is directly tied to the expertise 
and research programs associated with BMT.  Provision of such to our patients in need is 
consistent with the concept of unified care throughout the course of disease.    
 
The Hospital proposes to draw down on existing unrestricted cash and future earnings 
from operations to fund this project.  In addition, the project is expected to have a positive 
impact on the bottom line of the hospital as displayed in the response to Question 35 above. 
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Therefore, this proposal will not negatively impact the future financial viability of the 
organization.   
 
Not completing this project will have a negative impact on the hospital’s goals of providing 
high quality health care services in an environment accessible to all those served by the 
hospital, as the lack of a comprehensive BMT adult program and the absence of any 
pediatric BMT program in the state will continue to drive patients to out-of-state programs 
where the risk of successful outcomes and disease reoccurrence can be higher. 
 
The program as proposed is only for 2 adult and 2 pediatric beds and as noted by the 
state’s consultant there is sufficient demand for 10 adult beds and 2 pediatric beds in the 
this market. Thus, RWMC should not be impacted by this proposal especially if they are 
offering a high quality BMT program locally. Further, RIH’s offer of collaboration which 
is still on the table is designed to enhance the RWMC program and at the same time offer a 
financial benefit from the RIH program.  Thus, if there were to be a financial impact of the 
RIH program on RWMC it could be mitigated by the proposed collaboration. 
 

38.) A) If the applicant is an existing facility:  
 
Please identify and describe any outstanding cited health care facility licensure or certification 
deficiencies, citations or accreditation problems as may have been cited by appropriate authority.  Please 
describe when and in what manner this licensure deficiency, citation or accreditation problem will be 
corrected.   
 
RIH does not have any outstanding cited deficiencies. 

 
B) If the applicant is a proposed new health care facility: N/A 

 
Please describe the quality assurance programs and/or activities which will relate to this proposal 
including both inter and intra-facility programs and/or activities and patient health outcomes analysis 
whether mandated by state or federal government or voluntarily assumed.  In the absence of such 
programs and/or activities, please provide a full explanation of the reasons for such absence.   
 

C) If this proposal involves construction or renovation:  
 
Please describe your facility’s plan for any temporary move of a facility or service necessitated by the 
proposed construction or renovation.  Please describe your plans for ensuring, to the extent possible, 
continuation of services while the construction and renovation take place.  Please include in this 
description your facility’s plan for ensuring that patients will be protected from the noise, dust, etc. of 
construction. 
 
There will be no disruption in the continuity of services. All construction will be segregated from 
the adjacent occupied areas with sufficient barriers that will protect the patients from noise, dust 
and potential danger from the construction areas 
 
39.) Please complete the following table by identifying all the Certificate of Need and Change Order 

Requests granted to the applicant for the last five years:  
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Year 
Approved Project Description 

Capital Cost of 
the Project ($M)

Debt 
Financing 

($M) 
Equity 

Financing ($M) Start Date*  
Date of 

Completion* 
10/04 
(CoN) 
 

Pediatric Imaging Center $10,150,767 $0 $10,150,767 May 05(A) March 07 (A)

10/04 
(CoN) 
 

ICU/Step Down Bed 
Upgrade 

$8,850,000 $0 $8,850,000 April 05(A) Jan07(A)

3/06 
(Change 
Order) 

Surgical Services Upgrade $29,701,869 $0 $29,701,869 April03(A) March 07 (A)

6/06 (CoN) Inpatient Accommodations $59,942,603 $0 $59,942.603 April 07 (A) October 10 
(P)

2/08 (CoN) To Acquire An Accuray 
Cyberknife To Provide 
Radiation Therapy Services 
On The Campus of Rhode 
Island Hospital 

$6,841,000 $0 $6,841,000 February  08 (A) July 09 (P)

  TOTAL $115,486,239 $0 $115,486,239   
* Please identify whether each date is actual or proposed. 
 
40.) Please discuss the impact of the proposal on the community to be served and the people of the  
        neighborhoods close to the health care facility who are impacted by the proposal.  
 

This proposal will have a positive impact on the community served, including people in the 
neighborhoods close to RIH. For adults requiring BMT services, this proposal will provide an 
alternative to the existing local BMT service that will be based in the states leading Academic 
Medical Center and that will be readily accepted by the population, thereby eliminating both 
the hardship and additional cost incurred by adult patients who today opt to travel out of state 
for BMT care rather than utilize the existing BMT program in RI. For children requiring 
BMT services and their families, this proposal will provide a new program accessible locally at 
the RIH/Hasbro where over 90% of all inpatient pediatric hematology/oncology cancer care in 
the state is already provided, and eliminate the family stress, hardship, lost working days, and 
additional costs associated with the need to travel to Boston Teaching and other out of state 
hospitals for BMT treatment. 
 
It is important to note that it is assumed that children seen at RIH/Hasbro have easy access to 
BMT protocols, and that while the care may be far away it is at least available. The experience 
of the physicians at Hasbro is that this is simply not true, "our patients” do not have priority 
for protocols at other hospitals and so treatment can be delayed.  In some cases delayed 
treatment is denied treatment. Further, the complexities associated with seeking care for a 
child at a distance can be insurmountable leaving the family with little choice but to forgo 
treatment. We would like to think this never happens but it has. 
 
Finally, it is easy to be cavalier or dismissive about the travel of time of “only 60 miles”. But it 
is really important to recognize the nature of the burden, not only for children but also for 
adults whose families must travel to visit. First, these are very long hospitals stays with 
extensive follow-up. The visitors,(and the patients who later becomes ambulatory after 
treatment ) must commute two and half hours every day minimum  to visit, find parking, miss 
multiple meals at home and disrupt the lives of their children who might wish to visit but 
cannot due to school commitments. Often for convenience, family members take apartments or 
stay at hotels at their own cost to be nearby, further isolating themselves from their other 
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family members and friends. Second, patients become quite ill, need emotional support, and 
the families do not need the added stress of travel.  When it is a child who is sick, parents must 
choose who will stay with other children, who will work and support the family, and who will 
leave the community to support an ill child. Other family members are not able to visit. 
Siblings experience the stress of travel first hand with limited parenting. Finally, single parent 
families are stressed even more, with choices about sending other children to relatives, hiring 
help, seeking transportation for other children to school and elsewhere becoming 
unimaginable burdens.  
 
This program will provide high quality local service to children with cancer requiring BMT 
and offer an important programmatic choice to adults who go to Boston and elsewhere for 
treatment. Every community in RI will be positively impacted by this program.  

 
41.) Please address the following: 
 

A. How the applicant will ensure full and open communication with their patients' primary care 
providers for the purposes of coordination of care;  
 
 

 Being one of the primary tertiary care centers in the region RIH has significant 
 infrastructure currently in place that enhances communication between specialists in the 
 hospital and primary caregivers in the community.  This will be enhanced with weekly 
 communications via personal letters and telephone calls. 

 
B. Discuss the extent to which preventive services delivered in a primary care setting could reduce the 

need for the proposed facility, medical equipment, or service and identify all such services;  
 

There are certain known carcinogens that can increase the frequency of malignancies for 
which bone marrow transplant is a treatment.  The most common cause is tobacco, which is 
a main target of preventive services.  Unfortunately, there are very few known causes of 
leukemias and the other hematologic malignancies which use bone marrow transplant as a 
treatment.   Other causes, such as atomic radiation, benzene exposure, or industrial pesticide 
exposure, are not under the aegis of preventative services provided by primary care 
physicians. 

 
C. Identify unmet primary care needs in your service area, including “health professionals shortages”, 

if any (information available at Office of Primary Care and Rural Health at 
http://www.health.ri.gov/disease/primarycare/hpsa-professionals.php). 

 
      See Attachment 6 for map of Primary Care Health Professional shortages in RI 
 
D. Identify how the proposal will contribute to the improvement of areas in (A) through (C) above.  

 
BMT is a tertiary service, and as a result its development has no impact on the delivery of 
primary care per se. However it is important to note that RIH does play an extensive role 
in the delivery of adult and pediatric primary care for the underserved , as well as specialty 
ambulatory care for those requiring it. The Tables on the next two pages show that in 
FY2007 RIH provided 56,563 adult and pediatric primary clinic visits, of which 76%  were 
Medicaid, Rite Care or Self- Pay patients, those patients traditional considered 
underserved. This is roughly equivalent to 14-19 physicians in practice based on a standard 
of 3000- 4000 visits per doctor per year. In addition, RIH provides specialty services in its 

http://www.health.ri.gov/disease/primarycare/hpsa-professionals.php
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clinics to another 88,902 adults and children, of whom 44% are Medicaid, Rite Care, or 
Self-Pay. These patients seen in the clinics represent an important group of traditionally 
underserved patients with limited access to services.  No other single provider in the state 
provided this level of service to this sector of the RI community. RIH is committed to this 
significant level of service, and will seek to continually improve the delivery of these 
services unrelated to this proposal. While the BMT program will be a source of referrals, 
and continuity of care will be provided through the relationship to the clinics, there is no 
other specific relationship to primary care other than communication and coordination 
with primary care providers that is envisioned.  
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Primary Care Clinics           

Clinic Type Private Medicare Medicare 
MC Medicaid Rite 

Care 

Out-of-
State 

Medicaid 
Uninsured Other Grand 

Total 

Clinic 
Visit 

Volumes 
Adult Primary Care:                     

Adult Primary Care 5.61% 23.13% 2.53% 26.41% 9.21% 0.06% 32.51% 0.54% 100.00% 21,498 
           
Pedi Primary Care:                     
Northstar Pediatrics 13.23% 0.00% 0.00% 6.77% 78.02% 0.00% 1.31% 0.67% 100.00% 12,250 
Rainbow Peds 16.09% 0.01% 0.04% 5.98% 74.52% 0.00% 1.47% 1.89% 100.00% 11,056 
Peds Med Clinic 21.22% 7.91% 1.56% 14.14% 47.48% 0.00% 6.56% 1.13% 100.00% 6,097 
Adolescent Med Clinic 48.33% 0.29% 0.00% 6.02% 42.84% 0.08% 1.26% 1.18% 100.00% 3,737 
Teen Tot 7.16% 0.00% 0.00% 6.73% 83.78% 0.00% 2.20% 0.12% 100.00% 1,634 
Pedi Lead 5.84% 0.00% 0.00% 6.53% 85.57% 0.00% 2.06% 0.00% 100.00% 291 

Pedi Primary Care 18.92% 1.41% 0.28% 7.72% 68.19% 0.01% 2.32% 1.16% 100.00% 35,065 
                      

Total Primary Care 13.86% 9.66% 1.14% 14.82% 45.78% 0.03% 13.79% 0.92% 100.00% 56,563 
           
Primary Care Clinics exclude any ambulatory clinics that are not available in the Eclipsys (TSI/TII) 
system.   
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Specialty Care Clinics            

Clinic Type Private Medicare Medicare 
MC Medicaid Rite 

Care 

Out-of-
State 

Medicaid 
Uninsured Other Grand 

Total 
  

Clinic 
Visit 

Volumes 
Adult Specialty Care:                       
Hallett Diabetes 50.39% 20.75% 7.86% 9.49% 5.34% 0.12% 3.49% 2.56% 100.00%   10,182 
Ophthalmology 14.90% 20.32% 2.57% 16.53% 11.23% 0.20% 29.08% 5.18% 100.00%   7,477 
Orthopedics 10.27% 7.22% 0.86% 22.96% 23.69% 1.83% 29.69% 3.49% 100.00%   6,067 
Adult Oncology* 39.88% 29.70% 13.40% 10.18% 2.18% 0.07% 3.40% 1.20% 100.00%   4,411 
Plastic Surgery 30.51% 7.63% 2.05% 7.81% 16.94% 1.21% 21.95% 11.89% 100.00%   3,212 
Surgery 15.67% 14.55% 2.19% 17.03% 5.46% 1.48% 37.12% 6.50% 100.00%   2,508 
Gastroenterology 4.73% 17.79% 2.24% 27.01% 6.85% 0.00% 37.19% 4.18% 100.00%   2,366 
HIV 11.04% 15.57% 1.64% 29.45% 7.50% 0.65% 34.02% 0.13% 100.00%   2,319 
Otolaryngology 13.19% 10.13% 0.63% 19.53% 29.03% 0.32% 22.28% 4.91% 100.00%   2,222 
Urology 3.95% 21.66% 3.17% 28.78% 6.08% 0.42% 29.35% 6.60% 100.00%   1,925 
Neurology 8.21% 21.57% 5.09% 33.84% 6.81% 0.47% 20.69% 3.33% 100.00%   1,924 
Dermatology 12.93% 16.59% 3.03% 22.03% 7.84% 0.57% 27.86% 9.15% 100.00%   1,748 
Cardiology 7.46% 30.76% 5.33% 25.57% 3.73% 0.00% 26.63% 0.53% 100.00%   751 
Pulmonary 5.37% 26.84% 2.82% 41.10% 5.65% 0.00% 16.24% 1.98% 100.00%   708 
Neurosurgery 3.79% 12.69% 0.82% 33.94% 4.78% 2.14% 39.21% 2.64% 100.00%   607 
Lyme Disease 67.72% 12.98% 5.61% 2.46% 2.11% 0.00% 5.26% 3.86% 100.00%   285 
Rheumatology 3.96% 23.35% 3.08% 34.36% 6.61% 0.00% 28.63% 0.00% 100.00%   227 

Adult Specialty Care 23.38% 17.79% 4.42% 18.07% 10.38% 0.57% 21.18% 4.22% 100.00%   48,939 
Pedi Specialty Care:                       
CDC 56.35% 0.69% 0.16% 6.67% 32.24% 1.53% 0.41% 1.95% 100.00%   7,377 
Early Intervention 41.38% 0.00% 0.00% 13.05% 44.43% 0.00% 0.23% 0.91% 100.00%   2,980 
Gastroenterology 65.34% 0.06% 0.01% 3.71% 26.41% 0.89% 0.49% 3.10% 100.00%   8,554 
Cardiac 63.88% 0.04% 0.00% 2.92% 29.04% 1.23% 0.70% 2.18% 100.00%   5,678 
Endocrine & Diabetes 65.35% 0.13% 0.00% 2.81% 26.40% 2.72% 0.61% 1.97% 100.00%   3,091 
Oncology 59.21% 0.32% 0.00% 6.54% 27.43% 3.57% 1.24% 1.70% 100.00%   2,829 
Asthma & Pulmonary 62.81% 0.00% 0.00% 2.53% 30.10% 1.25% 0.57% 2.74% 100.00%   2,807 
Cystic Fibrosis 64.12% 5.92% 0.00% 14.12% 11.83% 0.95% 0.38% 2.67% 100.00%   524 
International Adoption 100.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 100.00%   14 
All Other Specialties 40.99% 0.00% 0.00% 5.24% 39.65% 0.87% 1.70% 11.56% 100.00%   6,109 

Pedi Specialty Care 57.35% 0.26% 0.03% 5.26% 31.36% 1.34% 0.74% 3.67% 100.00%   39,963 
            

Total Specialty Care 38.65% 9.91% 2.45% 12.31% 19.81% 0.92% 11.99% 3.97% 100.00%   88,902 
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42.) Please discuss the relationship of the services proposed to be provided to the existing health care 
system of the state 
 

The development of BMT service at RIH is an important step in the evolution of the 
Lifespan/RIH cancer program, which will enable Lifespan and RIH to become a regional 
academic and clinical leader in cancer care. A strategic goal of Lifespan and Brown is to 
work towards becoming an NIH accredited National Cancer Institute cancer program.  
The development of a strong independent full service cancer program at RIH is integral to 
becoming such a NCI designated center, is a critical step in meeting the goals of the 
Brown/Lifespan partnership, and will be critical for attracting new bio-medical enterprises 
to Rhode Island.  A nationally recognized program can only be achieved with the presence 
of the full spectrum of clinical treatments, and although RIH currently has a vast array of 
cancer services, the program is incomplete without this service which is an impediment to 
its future development.  
 
This program as proposed will have no impact on RWMC, as the demand for BMT 
services is in excess of the program being proposed. RIH does believe however that RWMC 
could benefit from the extensive collaboration with RIH that is detailed in the response to 
Question 14I, and which RIH remains open to. However, it is important that RWMC agree 
to the program being proposed at RIH for the collaboration proposal to be implemented.   

 
43.) Please identify the derivable operating efficiencies, if any, (i.e., economies of scale or 
substitution of capital for personnel) which may result in lower total or unit costs as a result of this 
proposal. 
 
           None. 
 
44.) Please identify and describe any existing or proposed programs for achieving continuity of 
patient care as it may pertain to this proposal.  Please specifically address the following:  
 

A. Any existing or proposed programs for service linkages with other health care facilities or   
      providers pertaining to the proposed new institutional health service.  Please include in the  
      description an identification of the other health care facilities with whom linkages are  
      proposed and a description of the type of linkages sought. 
 
      There are no existing or proposed programs for service linkages with other health care facilities  
       or providers at this time. However, as discussed in the response to Question 14 I and in the  
       Letter of Intent filed on April 28, should a collaborative arrangement with Roger Williams  
       Medical Center be reached this application and the response to this question will be amended. 
 
B. The relationship of this proposal to other programs and services (current or proposed) at your 

facility and how the instant proposal will enhance the continuity of care at your facility. 
 

This proposal is directly related to the continuum of cancer services provided by the RIH 
Comprehensive Cancer Center as discussed in the response to Question 14 above, and will 
provide the one cancer service not currently provided by RIH that will position the hospital 
to pursue national certification as a Comprehensive Cancer Center.       
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45.) Please identify any arrangements between the applicant and any medical schools and/or academic 
medical centers and describe the relationship of the proposal to such entities.  
 

Rhode Island Hospital is a major teaching affiliate of the Brown University Medical School 
and as such offers its fellows, residents and medical students access to all units of the hospital 
for educational purposes.  As discussed in the response to Question 14 above fellows must 
travel to Roger Williams or other hospitals to learn transplantation medicine.  Medical 
residents and medical students at Brown University currently have no opportunity to learn 
bone marrow transplant in the state of Rhode Island.   Pediatric Oncology fellows must 
travel to Boston for such training.  This is an inconvenience and interrupts their education 
and training.  It also prevents them from caring for their patients with whom they have 
already established important therapeutic relationships.  Additionally, patients whom 
medical students, residents or fellows see at outlying transplantation centers are not 
routinely followed up by them, eliminating important outcome experiences from their 
education. Establishment of a BMT program at RIH will eliminate all of these education, 
training and continuity of care issues that currently exist.   
 
Bone marrow transplantation is based on in depth understanding of tumor biology and host 
immunologic response.   Infectious disease, pulmonary, neurologic, surgical care and 
transfusion medicine required for these patients is not unlike that needed for high level, 
intensive oncology care.  Availability of faculty in all sub-specialties with this expertise 
provides a wealth of knowledge for the RI health care system that will be available to 
patients other than those in need of BMT, and will also provide an enhanced educational 
experience for students of the School of Medicine at Brown University. 

 
46.) Please describe on a separate sheet of paper all energy considerations incorporated in this proposal.  
 

This project will be constructed in an energy-efficient manner using the latest in high-
performance construction materials and mechanical/electrical systems to ensure energy-
efficient units.   Throughout the implementation of the Facility Master Plan, Rhode Island 
Hospital has and will continue its approach of optimizing individual pieces of equipment and 
overall mechanical systems.  More specifically, this project will utilize: 
• High efficiency portable and fixed equipment; 
• Variable frequency drives, variable volume air handling, and variable flow pumping to  
      match energy consumption with demand; 
• Building Automation Systems to monitor and optimize HVAC system operations; and 
• Energy efficient lighting and control devices. 
Equipment and system replacement/upgrades will be conducted in partnership with the local 
utility (Narragansett Electric) to capitalize on available Energy Conservation Rebate 
Programs 

 
47.) Please comment on the affordability of the proposal at the time, place and under the circumstances 

proposed, considering, as applicable, the definition of affordability provided in the Rules and 
Regulations for Determination of Need for New Health Care Equipment and New Institutional 
Health Services (R23-15-CON, Section 3.26) as follows: “Affordability” means the relative ability 
of the people of the state to pay for or incur the cost of a proposal, given: 
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A. consideration of the state’s economy;  
 

The condition of the state’s economy has been in decline, and has been characterized as being in 
recession.  In his May 13 Providence Business News monthly report on state’s economy, 
University of Rhode Island economist Leonard Lardaro said “The year 2008 continues to be a 
nightmare for Rhode Island’s economy”, and “based on our state’s 2008 economic performance, 
we have entered a second and deeper recession phase, where prior economic activity levels will 
continue to become ever-more unattainable. Having to eliminate large budget deficits amid all 
this weakness will prove to be far more difficult than almost anyone here has imagined.” 
 
Despite this bleak picture of the Rhode Island economy, the applicant believes the instant 
proposal is affordable and will have a positive impact on the state’s economy. Since the applicant 
plans to finance the project with 100% equity, there will be no interest expense that the economy 
will have to bear. In addition, as discussed in the response to Question 13 above, the instant 
proposal will support achievement of three of the six strategies in the RIEDC’s “Economic 
Development Plan 2008” by creating 20 new jobs paying an average of $88,000 a year (not 
including fringe benefits), compared to the state average of $38,700, the national average of 
$42,405 and RI Target high-wage industry sector Health and Life Sciences average of $51,852. 
In addition, the instant proposal will enable the expansion of research activity and attract 
increased NIH funding, which will in turn promote further job growth and attract highly 
educated and skilled individuals involved in research to the state, as well as medical students 
looking for a highly diversified Academic Medical Center in which the opportunity for learning 
is second to none. 
 
Further, the instant proposal should result in a savings for the state’s insurance payors who 
presently have to bear the burden of the higher cost associated with Rhode Island residents who 
go to Boston for BMT treatment. As depicted in the Table below, the cost to insurance payors 
for these Rhode Island residents is currently estimated to be in the range of $5.8M to $6.4M 
annually. If approved, implementation of the instant proposal will result in a savings of between 
$0.5M and $1.1M annually to Rhode Island insurance payors as the average cost for these same 
patients to receive BMT treatment in Rhode Island will be approximately $5.3M annually, with 
100% of these payments staying in Rhode Island and thereby giving a boost to the economy of 
the Rhode Island, not Massachusetts. It is also important to note that charges from Boston 
Teaching Hospitals for BMT treatment are on average 169% higher than is proposed in the 
instant proposal, with the average cost for BMT service at a Boston Teaching Hospital being on 
average 112% higher than that included in the instant proposal. This lower average charge will 
provide a direct benefit to patients as it means their out-of-pocket costs will be lower than if they 
continue to go to Boston. 
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Current Proposed 

B. consideration of the statements of authorities and/or parties affected by such proposals; 
 

RIH would be willing to review such statements if and when they are made available.  
 

C. economic, financial, and/or budgetary constraints of parties affected by such proposals, including 
cost impact statements submitted by the State Medicaid Agency or State Budget Officer;  

 
RIH would be willing to review such cost impact statements if and when they are made 
available.  

 
 
 
 
 
 

RI INSURERS RI INSURERS

 RI 
Economy 

Taxes
+$ 

Spending
+$ 

Jobs 

RIH Research 
+$ 

Cost to RI 
Healthcare 

System 
$5.8 – $6.4 M $5.3 M  

Multiplier 
effect 

Familie State Employers 

BIDMC 

Umass B&W Dana 
Farber 

Tufts MC 

MA Gen Childrens 

MA Economy 

$ 

Multiplier effect

Jobs

State Employers Families 

$ $ 

Burden on 
Families 
Lodging 
Meals 
Transportation 
Loss of wages 
Emotional toll 
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Appendix B 
 

Provision of Health Services to Inpatients 
 

1. Are there similar programmatic alternatives to the provision of institutional health services as 
proposed herein which are superior in terms of: 
 

    a. Cost                          Yes    _X_No 
    b. Efficiency           ___ Yes     _X_ No 
    c. Appropriateness  ___ Yes     _X_ No 
 

2. For each No response in Question 2, discuss your finding that there are no programmatic 
alternatives superior to this proposal separately for each such finding. 

 
Cost:  While the do nothing alternative would entirely eliminate the capital cost associated 
with this proposal, failure to offer another local choice in RI for BMT for adults and a new 
program for children will keep the reimbursement dollars flowing away from RI.  The 
operational costs which are largely for staff and pharmaceuticals are now being spent in 
other locations primarily Boston. These actual  heath care expenditures for BMT  would  
also  be somewhat lower if  spent in RI, but most importantly the jobs and economic benefit 
of doing nothing or only the pediatric  program would not be realized. 
 
Efficiency: The do nothing alternative would obviously not be more superior in terms of 
efficiency than the alternative being proposed, as it does not  meet the needs of the adult 
and/or pediatric population for a comprehensive full service easily accessible Bone Marrow 
Transportation (BMT) program located within the state. In addition, the current referral 
arrangements to other hospitals for BMT services adult and the pediatric patients at RIH 
have been living with is inefficient and disruptive to the continuity of patient care, and can 
only be improved by the alternative included in this proposal. 
 
Appropriateness: The do nothing alternative would obviously not be more superior in 
terms of appropriateness than the alternative being proposed, as it does not meet the needs 
of the adult and/or pediatric populations for a comprehensive full service easily accessible 
Bone Marrow Transportation (BMT) program located within the state. In addition, the 
current referral arrangements for RIH patients to receive BMT services requires out of 
state travel for many adult patients and all pediatric patients, resulting in undue hardship 
and additional costs for the patients and their families, conditions that would continue to 
exist for adults and/or pediatric patients under either the do nothing or pediatric only 
proposal.  

 
3. For each Yes response in Question 2, identify the superior programmatic alternative to this 

proposal, and explain why that superior alternative was rejected in favor of this proposal 
separately for each such finding.  

 
 
4. In the absence of proposed institutional health services proposed herein, will patients encounter 

serious problems in obtaining care of the type proposed in terms of: 
 

    a. Availability         X_ Yes   ___  No 
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 b. Accessibility      _X  Yes   ___  No 
    c. Cost                    _X_Yes   ___  No 
 

5. For each Yes response in Question 5, please justify and provide supporting evidence separately 
for availability, accessibility and cost. 

 
Availability: Without implementation of this proposal there would be serious problems in 
terms of availability, as the needs of the adult and pediatric populations for a 
comprehensive full service easily accessible Bone Marrow Transportation (BMT) program 
located within the state would continue to not be met. 
 
Accessibility: Without implementation of this proposal there would be serious problems in 
terms of accessibility, as the current referral arrangements to other hospitals for BMT 
services that is disruptive to patients and for the most part requires out of state travel for 
many adult patients and all pediatric patients would continue, resulting in undue hardship 
for the patients and their families.  
 
Costs:  Without implementation of this proposal, there would be serious problems in terms 
of cost as the referral patterns referred to under the Accessibility discussion above would 
not only result in undue hardship for the patients and their families, but also in additional 
travel and lodging costs. 
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Appendix D 
 

All applications must be accompanied by responses to the questions posed herein. 
 
1. Provide a description and schematic drawing of the contemplated construction or renovation or 
new use of an existing structure and complete the Change in Space Form. 
 
This project includes construction of a stem cell laboratory on the 10th floor of the Ambulatory 
Patient Care (APC) building, modification of two adult outpatient rooms in the Comprehensive 
Cancer Center located on the first floor of the APC Building, and renovations of two existing two 
rooms on the 5th floor of the Hasbro Wing to accommodate a pediatric BMT unit including 
improvement of the HVAC system. 
 
2. Please provide a letter stating that a preliminary review by a Licensed architect indicates that the 
proposal is in full compliance with the 2006 edition of the "Guidelines for Design and Construction of 
Hospital and Health Care Facilities" and identify the sections of the guidelines used for review.  Please 
include the name of the consulting architect, and their RI Registration (license) number and RI 
Certification of Authorization number.  
 
See enclosed letter. 
 
3. Provide assurance and/or evidence of compliance with all applicable federal, state and municipal 
fire, safety, use, occupancy, or other health facility licensure requirements.   
 
N/A 
 
4. Does the construction, renovation or use of space described herein corrects any fire and life safety, 
Joint Commission on Accreditation of Healthcare Organizations (JCAHO), U.S. Department of Health 
and Human Services (DHHS) or other code compliance problems: Yes____ No_ X_ 
 

o If Yes, include specific reference to the code(s).  For each code deficiency, provide a complete 
description of the deficiency and the corrective action being proposed, including considerations 
of alternatives such as seeking waivers, variances or equivalencies.   

 
5. Describe all the alternatives to construction or renovation which were considered in planning this 
proposal and explain why these alternatives were rejected. 
 
Adult 
Two design alternatives were considered: 
     1) Establish a stem cell laboratory on the 10th floor of the APC building, and modify two adult  
         outpatient rooms in the Comprehensive Cancer Center located on the first floor of the APC    
         Building.  
     2) Collaborate on the provision of BMT services with Roger Williams Medical     
         Center (RWMC), consistent with the thirteen point proposal originally  
         presented to RWMC last October, utilizing the stem cell laboratory  
         already in place at RWMC eliminating the need for a stem cell laboratory at  
         RIH. 
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Alternative 1, Construct a stem cell laboratory on APC 10, and modify two adult outpatient rooms 
in the Comprehensive Cancer Center located on the first floor of the APC Building, was the 
alternative selected. Alternative 2 was not selected as RWMC has failed to see the need for and 
support any adult BMT beds at RIH, consistent with the RIH collaboration proposal originally 
presented to RWMC in October of 2007. Should a collaborative arrangement be reached with 
RWMC during the review process, RIH would modify this instant proposal accordingly.   

 
Pediatric 
Two design alternatives were considered: 

1) Renovate Hasbro 5 to accommodate two beds. This involves minor modifications to the  
    HVAC system and has minimal impact on the patient wing.   
2) Renovate Hasbro 5 to accommodate four beds, with two rooms for inpatient and two for  
    outpatient, which includes upgrading the current HVAC system as well as the room  
    renovations.  
 

Alternative 1, Renovate Hasbro 5 to accommodate two beds, was the alternative selected, since it 
can be completed in a shorter time frame than Alternative 2.  
 
6. Attach evidence of site control, a fee simple, or such other estate or interest in the site including 
necessary easements and rights of way sufficient to assure use and possession for the purpose of the 
construction of the project.   
    
N/A 
 
7. If zoning approval is required, attach evidence of application for zoning approval.    
 
 N/A 
 
8. If this proposal involves new construction or expansion of patient occupancy, attach evidence from 
the appropriate state and/or municipal authority of an approved plan for water supply and sewage 
disposal.    
 
N/A 
 
9. Provide an estimated date of contract award for this construction project, assuming approval within 
a 120-day cycle.   
 
April 2009 
 
10. Assuming this proposal is approved, provide an estimated date (month/year) that the service will 
be actually offered or a change in service will be implemented.   If this service will be phased in, 
describe what will be done in each phase.   
 
January 2010 
 
11. Describe the arrangements that have been made for architectural services, including the name, 
address of the architect, RI Registration Number and RI Certification of Authorization number.   
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In-house architects and engineering services will be used, Ricardo L. Quiterio and Paula Milan, 
both licensed architects. Both Ricardo and Paula are located at: 
Rhode Island Hospital 
593 Eddy Street 
Providence ,RI. 02903 
401-444-8000 
 
 
 
 

Change in Space Form Instructions 
 

The purpose of this form is to identify the major effects of your proposal on the amount, configuration 
and use of space in your facility.   
   
Column 1 
Column 1 is used to identifying discrete units of space within your facility, which will be affected by 
this proposal.  Enter in Column 1 each discrete service (or type of bed) or department, which as a result 
of this proposal is:   

a.) to utilize newly constructed space 
b.) to utilize renovated or modernized space 
c.) to vacate space scheduled for demolition    

 
In each of the Columns 3, 4, and 5, you are requested to disaggregate the construction, renovation and 
demolition components of this proposal by service or department.  In each instance, it is essential that 
the total amount of space involved in new construction, renovation or demolition be totally allocated to 
these discrete services or departments listed in Column 1.   
 
Column 2 
For each service or department listed in Column 1, enter in this column the total amount of space 
assigned to that service or department at all locations in your facility whether or not the locations are 
involved in this proposal. 
 
Column 3 
For each service or department, please fill in the amount of space which that service or department is to 
occupy in proposed new construction.  The figures in Column 3 should sum to the total amount of space 
of new construction in this proposal.   
 
Column 4 
For each service or department, please fill in the amount of space, which that service or department is to 
occupy in space to be modernized or renovated.  The figures in column 4 should sum to the total amount 
of space of renovation and modernization in this proposal.   
 
Column 5 
For each service or department fill in the amount of currently occupied space which is proposed to be 
demolished.  The figures in Column 5 should sum to the total amount of space of demolition specified in 
this proposal. 
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Column 6 
For each service or department entered in Column 1, enter in this column the total amount of space 
which will, upon completion of this project, be assigned to that service or department at all locations in 
your facility whether or not the locations are involved in this proposal. 
 
Column 7  
Subtract from the amount of space shown in Column 6 the amount shown in Column 2. Show an 
increase or decrease in the amount of space. 

 
 

Change in Space Form 
 

Please identify and provide a definition for the method used for measuring the space (i.e. gross square 
footage, net square footage, etc.):  
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 

1. Service or 
Department 

Name 

2. Current 
Space 

Amount  

3. New 
Construction 

Space 
Amount  

4. 
Renovation 

Space 
Amount  

5. Amount of 
Space Currently 
Occupied to be 

Demolished  

6. Proposed 
Space 

Amount  

7.  Change  
[(6)-(2)] 

APC 1 Existing 
Cancer Center 

(2) exam rooms 

290sf 0sf 0sf 290sf 0sf -290sf 

APC 1 proposed 
Adult (2) BMT 

exam rooms 

0sf  0sf 290sf 0sf 290sf +290sf 

Hasbro 5 
Existing 2 pedi 
Isolation rooms 

600sf 0sf 0sf 600sf 0sf -600sf 

Hasbro 5 
proposed 2 pedi 

BMT beds 

0sf 0sf 600sf 0sf 600sf +600sf 

APC 10 
transplant 

offices 

500sf  0sf  0sf 500sf  0sf  -500sf  

APC laboratory 0sf  0sf  500sf  0sf  500sf  +500sf  
TOTAL: 1390sf 0sf 1390sf 1390sf 1390sf 0sf 
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                                                                             Appendix G 

Ownership Information 
 

All applications must be accompanied by responses to the questions posed herein. 
 
 
1. List of all officers, members of the board of directors, trustees, stockholders, partners and other 

individuals who have an equity or otherwise controlling interest in the applicant. For each 
individual, provide their home and business address, principal occupation, position with respect 
to the applicant, and amount, if any, of the percentage of stock, share of partnership, or other 
equity interest that they hold.  
 
The response #1, #2 and #3, are included in Attachment G1 to this Appendix (G) 

 
2. For each individual listed in response to Question 1 above, list all (if any) other health care 

facilities or entities within or outside Rhode Island in which he or she is an officer, director, 
trustee, shareholder, partner, or in which he or she owns any equity or otherwise controlling 
interest.  For each individual, please identify: A) the relationship to the facility and amount of 
interest held, B) the type of facility license held (e.g. nursing facility, etc.), C) the address of the 
facility, D) the state license #, E) Medicare provider #, and F) any professional accreditation (e.g. 
JACHO, CHAP, etc.).  
 
The response #1, #2 and #3, are included in Attachment G1 at the end of this Appendix. 

 
3. If any individual listed in response to Question 1 above, has any business relationship with the 

applicant, including but not limited to: supply company, mortgage company, or other lending 
institution, insurance or professional services, please identify each such individual and the nature 
of each relationship.  
 
The response #1, #2 and #3, are included in Attachment G1 at the end of this Appendix.   

 
4. Have any individuals listed in response to Question 1 above been convicted of any state or federal 

criminal violation within the past 20 years?  Yes___ No   X  .  
 

• If response 7 is ‘Yes’, please identify each person involved, the date and nature of each 
offense and the legal outcome of each incident. 

 
5. Please provide organization chart for the applicant, identifying all "parent" entities with direct or 

indirect ownership in or control of the applicant, all "sister" legal entities also owned or 
controlled by the parent(s), and all subsidiary entities owned by the applicant.  Please provide a 
brief narrative clearly explaining the relationship of these entities, the percent ownership the 
principals have in each (if applicable), and the role of each and every legal entity that will have 
control over the applicant 

 
See Attachment G2 at the end of Appendix. 

 
6. Please list all licensed healthcare facilities (in Rhode Island or elsewhere) owned, operated or 

controlled by any of the entities identified in response to Question 5 above (applicant and/or its 
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principals). For each facility, please identify: A) the entity, applicant or principal involved, B) 
the type of facility license held (e.g. nursing facility, etc.), C) the address of the facility, D) the 
state license #, E) Medicare provider #, and F) any professional accreditation (e.g. JACHO, 
CHAP, etc.).  
 
See Attachment G3 at the end of this Appendix 

 
7. Have any of the facilities identified in Question 5 or 6 above had: A) federal conditions of 

participation out of compliance, B) decertification actions, or C) any actions towards revocation of 
any state license? Yes ___ No   X   

 
• If response is ‘Yes’, please identify the facility involved, the nature of each incident, and 

the resolution of each incident. 
 
8. Have any of the facilities owned, operated or managed by the applicant and/or any of the entities 

identified in Question 5 or 6 above during the last 5-years had bankruptcies and/or were placed 
in receiverships? Yes___ No   X  

 
• If response to is ‘Yes’, please identify the facility and its current status.  

 
9. If the applicant is a partnership, please attach a copy of the Certificate of Partnership and the 

Partnership Agreement.  If the applicant is a corporation, please attach a copy of the Certificate of 
Incorporation, the Articles of Incorporation and the By Laws.  If the applicant is a limited liability 
company, please attach a copy of the Certificate of Organization, the Articles of Organization and 
the Operating Agreement.  
 
See Attachment G4 at the end of this Appendix.  
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ATTACHMENT G1 
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RESPONSE TO QUESTION #1, #2 AND #3 LIFESPAN 
 

 
Name 
 

 
Address 
 

Other 
Healthcare 
Interests 

Business 
Interest with 
Lifespan 

Sister Therese M. Antone O:  Salve Regina University 
100 Ochre Point Avenue 
Newport, RI  02840 
Telephone: (401) 341-2337 Fax: (401) 
847-4150 

None None 

Lawrence A. Aubin 
 

O:  Aubin Corp., 1460 Fall River Avenue 
Seekonk, MA  02771 
Telephone:  508-336-4000 Fax:  508-336-
3241: 

Chair, RIH 
Board of 
Trustees; 
Lifespan 
Finance 
Committee  

None 

Mr. Jeffrey Brier O:  Brier & Brier, One Richmond Square, 
Providence RI, 02903 
Telephone: (401) 751-2990 Fax: (401) 
351-8347 
H:  4 Harian Road, Providence RI, 02906 

Chair, The 
Miriam 
Hospital 

None 

Mr. David A. Brown O:   President, Whittet-Higgins Co., P.O. 
Box 1208, Providence RI, 02901 
Telephone:  (401) 728-0700 Fax: (401) 728-
0703 
H: 15 Bond Road, Riverside, RI  02915 

Chair, Emma 
Pendleton 
Bradley 
Hospital 

None 

Mr. Peter Capodilupo O: Autocenter Enterprises Inc., 285 East 
Main Road, Middletown RI, 02842 
Telephone: (401) 846-6640 Fax: (401) 842-
0434 
H:  1 Avenir Court, Bristol RI, 02809 

None None 

George D. Caruolo, Esq. O: Attorney at Law, 670 Willett Avenue, East 
Providence, RI 02915 
Telephone: (401) 437-0905 Fax: (401) 437-
3618 
H:  1 Goodall Place, Riverside RI, 02915 

None Compensated 
Consultant on 
Government 
Relations 
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Name 
 

 
Address 
 

Other 
Healthcare 
Interests 

Business 
Interest with 
Lifespan 

Michael Ehrlich, M.D. O: Surgeon-in-Chief, Dept. of Orthopedics, 2 
Dudley Street, 1st floor - Room 170.36, 
Providence RI, 02903 
Telephone: (401) 444-5895 Fax: (401) 444-
6243 
H: 112 Sudbury Road, Concord MA, 01742 

President, 
University 
Orthopaedics 

Compensated 
as Rhode 
Island 
Hospital 
Chief of 
Orthopedics 
for admini-
strative, 
service, and 
teaching 
services 

Louis A. Fazzano 
 

H: Ten Barney Street, Newport, RI  
02840 
Tel:   401-849-3376 Fax: 401-849-3376 

Chair, Newport 
Hospital Board 

None 

Ms. Armeather Gibbs O: United Way of RI, 229 Waterman Street, 
Providence RI, 02906 
Telephone: (401) 444-0613 Fax: (401) 444-
0635 
H: 4 Arbor Drive, Providence RI, 02908 

None None 

Mr. William H.D. 
Goddard (Vice Chair) 

O: Operating Manager & CEO, Brown & Ives 
Land Co., LLC, 50 South Main Street, 
Providence RI, 02903 
Telephone: (401) 421-7382 Fax: (401) 331-
3100 
H: 5 Brown Street, Providence RI, 02906 

None None 

V. Duncan Johnson, Esq. O: Edwards & Angell, LLP, 2800 Financial 
Plaza, Providence RI, 02903 
Telephone: (401) 276-6478 Fax: (401) 276-
6611 
H: 102 Williams Street, Providence RI, 02906

None Partner in 
Edwards & 
Angell, LLP; 
the law firm 
provides 
services to 
Lifespan and 
its affiliates 

Mr. Scott B. Laurans O:  Managing Director, Mellon, 200 Turks 
Head Place, Providence RI, 02903 
Telephone: (401) 331-6250 Fax: (401) 331-
7014 
H: 35 Barberry Hill, Providence RI, 02906 

None None 
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Name 
 

 
Address 
 

Other 
Healthcare 
Interests 

Business 
Interest with 
Lifespan 

Charles J. McDonald, 
M.D. 

O: Dermatologist in Chief, RI Hospital -APC 
10, 593 Eddy Street, Providence RI, 02903 
Telephone: (401) 444-7137 Fax: (401) 444-
7105 
H: 433 Poppasquash Road, Bristol RI, 02809 

President, 
Dermatology 
Foundation of 
RI, Inc. 

Compensated 
as Rhode 
Island 
Hospital 
Chief of 
Dermatology 
for admini-
strative, 
service, and 
teaching 
services 

The Honorable Bruce M. 
Selya 

O: United States Circuit Judge, 316 Federal 
Building, 1 Exchange Terrace, Providence RI, 
02903 
Telephone: (401) 752-7140 Fax: (401) 752-
7150 
H: 224 George Street, Providence RI, 02906 

None None 

Shivan Subramaniam O:  Chairman & CEO, FM Global  
1301 Atwood Avenue 
PO Box 7500 
Johnson, RI  02919 
Telephone:  (401) 275-3000 Fax:  (401) 464-
8928 

None Chairman & 
CEO, FM 
Global 
Insurance 
Company.  
Lifespan 
purchases 
property & 
Casualty 
insurance 
from FM 
Global 

George Vecchione 
President and CEO 
Lifespan Corporation 

O: Lifespan Corporation, CORO 
Building,  
167 Point Street 
Providence, RI  02903 
Telephone: 401-444-6699   Fax: 401-444-
8700 
 

None President and 
CEO 

Alfred J. Verrecchia 
Chairman of the Board 
 

O: Hasbro, Inc.,  
1011 Newport Avenue, Pawtucket, RI  02860 
Telephone: 401-727-5100   Fax: 401-721-
7202 
 
 

None None 
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RESPONSE TO QUESTION #1, #2 AND #3 FOR RHODE ISLAND 
HOSPITAL 

 
 

Name 
 

 
Address 

 

Other 
Healthcare 
Interests 

Business 
Interest with 

RIH 

Lawrence A. Aubin 

Chairman 

O:  Aubin Corp., 1460 Fall River Avenue 
Seekonk, MA  02771 

Telephone:  508-336-4000 Fax:  508-336-
3241: 

Lifespan 
Finance 
Committee 
and Board of 
Directors 

None 

Russell Boss O: 55 Williams Street 
Providence, RI  02906-1028 

Telephone:  401-272-5183  Fax: 401-521-
5386 

Lifespan 
Finance and 
Development 
Committees 
and RIH 
Executive 
Committee 

None 

Edward Akelman, M.D. 
 

O: Two Dudley Street, Ste. 190 
 Providence, RI  02905 
Telephone:  401-475-1512 Fax:  831-5874 

Employee of 
University 
Orthopedics, 
Inc. 

University 
Orthopedics, 
Inc. provides 
administrative, 
clinical and 
teaching 
services to RIH 

Edmund C. Bennett 
Secretary 

O:  50 South Main Street 
Providence, RI  02903 

Telephone:  401-421-1150  Fax:  401-521-
4080 

Trustee, the 
Episcopal 
Housing 
Foundation 
of RI; 
Hallworth 
House 
Nursing 
facility is a 
division 

None 

Eamnuel Barrows O: Bank of RI, 76 Westminster Street 
Providence, RI  02903 

Telephone:  401-456-5015 Fax:  401-456-
5021 

None None 

Richard F. Carolan, Jr. O:  Bluefin Capitol 
 10 Weybosset Street, Ste. 302B 
Providence, RI  02903 

Telephone:  401-454-0772 Fax:  401-621-
7756 

RIH 
Community 
Relations and 
Fundraising 
Committees 

Shareholder in 
Gilbane 
Building 
company which 
has done 
construction for 
the hospital in 
the past 
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Name 

 

 
Address 

 

Other 
Healthcare 
Interests 

Business 
Interest with 

RIH 

Stephanie D. Chafee H: 366 Victory Highway 
Exeter, RI  02822-1142 

Chair 
Emeritus, RI 
Free Clinic 
Board of 
Directors; 
Board of 
Governors, 
The Miriam 
Hospital; 
TMH 
Professional 
Academic 
Affairs 
Committee 
and RIH 
Quality 
Oversight 
and 
Neighbor- 
hood 
Relations 
Committees 

None 

Ellen A. Collis O:  233 Rumstick Point Road 
Barrington, RI  02806-4923 

Telephone:  401-245-4043  Fax:  401-245-
4076 

H: 

None None 

William Corrao, MD O:  1285 South County Trail 
East Greenwich, RI  02818-1620 

Telephone:  401-886-7910  Fax:  401-886-
7913 

Part-time 
Medical 
Director for 
credentialing 
and quality 
assurance, 
United 
Healthcare 

None 

Thomas J. Drew, MD 

 

O: 2 Dudley Street 
 Providence, RI  02905 
Telephone:  401-453-6753 
401-444-3329 

None Member of a 
cardiology 
practice which 
has contracts 
for services at 
RIH and does 
outpatient 
testing in 
competition 
with Lifespan 
Hospitals 
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Name 

 

 
Address 

 

Other 
Healthcare 
Interests 

Business 
Interest with 

RIH 

David Duffy O:  Duffy & Shanley, Inc., 222 Richmond 
Street 
Providence, RI  02903 

Telephone: 401-274-0001  Fax:  401-274-
3535 

Trustee, 
Delta Dental 
of Rhode 
Island; RIH 
Neighbor-
hood 
Relations 
Committee 

Director of 
Citizens Bank 
RI 

Moses Goddard, MD H:  155 Pelletier Lane 
Tiverton, RI  02878-3007 

Telephone:  401-241-0429 

Conduct 
research at 
Brown 
University; 
LCT 
BioPharma, 
Inc. 

None 

David Haffenreffer O:  360 Olney Street 
Providence, RI  02906 

Telephone:  401-421-2090  Fax:  401-421-
2090 

None None 

Michael Hanna 
 

O:   Sullivan & Company 
       50 Holden Street 
       Providence, RI  02903 
Telephone: 401 272-5600, x133 
 

Lifespan 
Finance and 
Property & 
Facilities 
Committees; 
RIH 
Operations 
Oversight 
Committee 

None 

Muriel E. Jobbers O:  Citizens Bank, One Citizens Plaza, RC-
03-10 
Providence, RI  02903 

Telephone:  401-456-7692  Fax:  401-455-
5311 

H: 401-273-3464 

None None 

Michael A. Lee 
Vice Chairman 

O:  Sovereign Bank, 15 Westminster Street 
Rl1WST0102-Mail Location 

Telephone:  401-752-1001  Fax:  401-752-
1038 

Lifespan 
Audit and 
Compliance 
Committee 

Officer of 
Sovereign Bank 

Louise S. Mauran H:  120 Congdon Street 
Providence, RI  02906-1413 

Telephone:  401-751-8819  Fax:  401-521-
2450 

None None 
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Name 

 

 
Address 

 

Other 
Healthcare 
Interests 

Business 
Interest with 

RIH 

Michael J. Perik O:  Achievement Tech, Inc.,  
313 Washington Street, Ste 225 
Newton, MA  02458-1626 

Telephone:  617-243-3101  Fax:  617-969-
3597 

None None 

James A. Procaccianti O: 1140 Reservoir Avenue 
Cranston, RI  02920-6054 
Telephone:  401-946-4600 Fax:  401-943-

7338 

None None 

Barbara Schepps, MD O:  Anne C. Pappas Center 
Two Dudley Street 
Providence, RI  02905 

Telephone:  401-444-6266  Fax:  444-5017 

Physician 
and Director, 
Rhode Island 
Medical 
Imaging; 
Blue Cross 
Credentials 
Committee 

RIMI is the 
exclusive 
provider of 
professional 
radiology 
services at 
Rhode Island 
Hospital 

Catherine Solomon H:  65 Taggert Court 
East Greenwich, RI  02818-1085 

Telephone:  401-398-0505 
H: 

None None 

George A. Vecchione 
(ex officio) 

O:  Lifespan Corp., 167 Point Street, Ste. 2B 
Providence, RI  02903 

Telephone:  401-444-6699  Fax:  401-444-
8700 

None President and 
CEO, Lifespan 
Corporation 

Alfred J. Verrecchia 
(ex officio) 

O:  Hasbro, Inc., 1011 Newport Avenue 
Pawtucket, RI  02860 

Telephone:  401-727-5100  Fax:  401-721-
7202 

None President and 
CEO, Hasbro, 
Inc., a donor to 
RIH 

Jane Williams, RN, PhD O: Rhode Island College 
College of Nursing 
Providence, RI  02908 

Telephone:  401-456-8014  Fax:  401-456-
8206 

Chair and 
Professor of 
Nursing, 
Rhode Island 
College; and 
interim Dean 

None 
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RIH AND SISTER ENTITY FACILITIES 
 

1. A. Emma Pendleton Bradley Hospital 
B. 1011 Veterans Memorial Parkway 
 East Providence, RI 02915 
C. Hospital License #:  HOS00123 
D. Medicare Provider #:  41-4003 
E. Professional Accreditations:  JCAHO 

2. A. Bradley Research Center 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00123-01 
D. Professional Accreditations:  JCAHO 

3. A. The Miriam Hospital 
B. 164 Summit Avenue 
 Providence, RI 02906 
C. Hospital License #:  HOS00122 
D. Medicare Provider #:  41-0012 
E. Professional Accreditations:  JCAHO and CAP 

4. A. TMH Laboratory 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00122-03 
D. Professional Accreditations:  CAP 

5. A. TMH Laboratory 
B. 1 Commerce Street 
 Lincoln, RI 02865 
C. Hospital License #:  HOS00122-04 
D. Professional Accreditations:  CAP 

6. A. TMH Laboratory 
B. 400 Bald Hill Road 
 Warwick, RI 02886 
C. Hospital License #:  HOS00122-05 
D. Professional Accreditations:  CAP 

7. A. RISE TB Clinic 
B. 14 Third Street 
 Providence, RI 02906 
C. Hospital License #:  HOS00122-06 
D. Professional Accreditations:  JCAHO 
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8. A. TMH Behavioral Medicine Clinic 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00122-07 
D. Professional Accreditations:  JCAHO 

9. A. TMH Immunology Research Center 
B. 14 Third Street and 11 Fourth Street 
 Providence, RI 02906 
C. Hospital License #:  HOS00122-08 
D. Professional Accreditations:  JCAHO 

10. A. TMH Weight Control & Diabetes Research Center 
B. 196 Richmond Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00122-10 

11. A. TMH Outpatient Rehabilitation Services 
B. 195 Collyer Street 
 Providence, RI 02904 
C. Hospital License #:  HOS00122-11 
D. Professional Accreditations:  JCAHO 

12. A. TMH Cardiac Rehabilitation/Pulmonary Rehabilitation Center 
B. 208 Collyer Street 
 Providence, RI 02904 
C. Hospital License #:  HOS00122-12 
D. Professional Accreditations:  JCAHO 

13. A. TMH Diagnostic Imaging Center 
B. 195 Collyer Street 
 Providence, RI 02904 
C. Hospital License #:  HOS00122-13 
D. Professional Accreditations:  JCAHO 

14. A. TMH Pre-admission Testing Center 
B. 208 Collyer Street 
 Providence, RI 02904 
C. Hospital License #:  HOS00122-14 
D. Professional Accreditations:  JCAHO 

15. A. Newport Hospital 
B. 11 Friendship Street 
 Newport, RI 02840 
C. Hospital License #:  HOS00127 
D. Medicare Provider #:  41-0006 
E. Professional Accreditations:  JCAHO, CARF, and CAP 
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16. A. Jamestown Family Practice Center (Offices of Drs. J. England and K. Murray) 
B. 20 Southwest Avenue 
 Jamestown, RI 02835 
C. Hospital License #:  HOS00127-01 
D. Professional Accreditations:  JCAHO, CARF, and CAP 
 

17. A. Family Physicians of Tiverton/Little Compton (Offices of Drs. W. Keigwin and J. 
Miniutti) 

B. 1800 Main Road 
 Tiverton, RI 02878 
C. Hospital License #:  HOS00127-03 
D. Professional Accreditations:  JCAHO, CARF, and CAP 

18. A. Family Physicians of Newport (Offices of Drs. D. Derolf and W. Levin) 
B. 19 Friendship Street 
 Newport, RI 02840 
C. Hospital License #:  HOS00127-04 
D. Professional Accreditations:  JCAHO, CARF, and CAP 

19. A. Rhode Island Hospital 
B. 593 Eddy Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121 
D. Medicare Provider #:  41-0007 
E. Professional Accreditations:  JCAHO and CAP 

20. A. RIH Outpatient Psychiatry 
B. 235 Plain Street 
 Providence, RI 02905 
C. Hospital License #:  HOS00121-01 
D. Medicare Provider #:   
E. Professional Accreditations:  JCAHO and CAP 

21. A. RIH Lab at the Office of Louis J. Moran, M.D. 
B. 1035 Post Road 
 Warwick, RI 02886 
C. Hospital License #:  HOS00121-04 
D. Professional Accreditations:  CAP 

22. A. RIH Lab at the Office of Hugo Yamada, M.D. 
B. 6 Blackstone Valley Place 
 Lincoln, RI 02865 
C. Hospital License #:  HOS00121-05 
D. Professional Accreditations:  CAP 

23. A. Rhode Island Hospital Child Research Center 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121-08 
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24. A. Rhode Island Hospital Outpatient Rehabilitation Services 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121-09 
D. Professional Accreditations:  JCAHO and CAP 

25. A. Hallett Center for Diabetes & Endocrinology 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121-10 

        D.     Professional Accreditations:  JCAHO and CAP 

26. A. RIH Pediatric Heart Center 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121-11 
D. Professional Accreditations:  JCAHO and CAP 

27. A. RIH Pediatric Asthma/Allergy & Specialty Center 
B. 1 Hoppin Street 
 Providence, RI 02903 
C. Hospital License #:  HOS00121-12 
D. Professional Accreditations:  JCAHO and CAP 

28. A. RIH Sleep Disorders Center 
B. 70 Catamore Boulevard 
 East Providence, RI 02914 
C. Hospital License #:  HOS00121-13 

29. A. RIH Pediatric and Adolescent Health Care Center 
B. 1 Hoppin Street 
 Providence, RI 02903 
 HOS00121-14 

30. A. RI Hospital Hasbro Children’s Outpatient Rehab Services 
B. 765 Allens Avenue 
 Providence, RI 02903 
 HOS00121-15 

32. A. General Internal Medicine Research Group 
B. 111 Plain Street 
 Providence, RI 02902 
 HOS00121-16 
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LIFESPAN CORPORATION 

BYLAWS 

 

 

ARTICLE I 

 

ARTICLES OF INCORPORATION, 

CORPORATE SEAL, FISCAL YEAR, 

GENDER AND GOVERNORS 

 

Section 1.1. Articles of Incorporation.  The name and purposes of the corporation 

(the "Corporation") shall be as set forth in its Articles of Incorporation.  These Bylaws, 

the powers of the Corporation and of its directors and officers, and all matters concerning 

the conduct and regulation of the affairs of the Corporation shall be subject to such 

provisions in regard thereto, if any, as are set forth in the Articles of Incorporation as 

from time to time in effect. 

 

Section 1.2. Location.  The principal office of the Corporation in the State of 

Rhode Island shall be located at such place as the directors may from time to time 

determine.  

 

Section 1.3. Corporate Seal.  The directors may adopt and alter a seal of the 

Corporation.  

 

Section 1.4. Fiscal Year.  The fiscal year of the Corporation shall end on 

September 30 in each year.  

 

Section 1.5. Gender.  The pronoun “he” or “his,” when appropriate, shall be 

construed to mean also “she” or “her.”  

 

Section 1.7. Governors. 

 

Section 1.7.1. Establishment of Governors.  The Board of Directors shall 

appoint an advisory body known as Governors of the Corporation (collectively, the 

"Governors" and each individually a "Governor").  The Governors shall consist of 

not more than one hundred twenty-five (125) persons, including the Chair, ex 

officio.  The Governors shall be appointed annually for a term of one year or until 

the next annual meeting of the Board of Directors.  Prior to every annual meeting 

of the Board of Directors, a slate of candidates recommended to serve as 

Governors shall be prepared in the manner and pursuant to the nomination process  
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described in Section 5.3.  At each annual meeting, the directors then in office shall 

determine the number of Governors for the ensuing year, and shall elect for a term 

of one (1) year the appropriate number of Governors. 

 

Each Governor shall continue to serve until the next annual meeting of the 

Board of Directors or until he sooner dies, resigns, or is removed. 

 

Section 1.7.2. Responsibilities.  The Governors shall engage in the 

following activities as appropriate and when needed by the Corporation: 

 

(i) Be available to serve on Board committees and advisory councils;  

 

(ii) Participate in philanthropy efforts; and 

 

(iii) Participate in efforts to enhance community relations and advocate 

public policy consistent with the Corporation's mission. 

 

Except as expressly provided in these Bylaws, the Governors shall not have 

the power to vote on matters affecting the Corporation and shall not serve as 

members of the Corporation.  

 

Section 1.7.3. Meetings.  Meetings of the Governors may be held at any 

time and at any place when called by the President, the Chair or the Board of 

Directors, and shall be called by the Secretary or, in the case of the death, absence 

or incapacity of the Secretary, by any other officer. Notice of the time and place of 

each meeting of the Governors shall be given by the Secretary to the Governors by 

mail or facsimile addressed to each Governor at his principal business or residence 

address. 

 

 

ARTICLE II 

 

BOARD OF DIRECTORS 

 

Section 2.1. General Powers.  All of the powers and authority of the Corporation 

shall be vested in the Board of Directors which shall oversee the management of the 

affairs of the Corporation, and the Board of Directors' powers shall include, but not be 

limited to, the power to:  
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(a) plan, direct and establish policy, including recommendations regarding 

quality standards and measurements, to assure the development and delivery of 

quality health services, professional education and biomedical research by the 

individual hospitals and other health care entities listed in Exhibit A attached 

hereto (collectively, the "Health Care Entities" and each individually a "Health 

Care Entity") and each other organization directly or indirectly owned or 

controlled by the Corporation from time to time (together with the Health Care 

Entities, the "Affiliates") on an integrated, cost-effective basis and, in furtherance 

thereof, to have and exercise with respect to each Affiliate the powers described 

below in this Section 2.1 and in Section 2.3; 

 

(b) formulate the system mission and vision of the Corporation and approve key 

policies to accomplish such mission and vision;  

 

(c) approve the strategic plans of the Corporation;  

 

(d) exercise general oversight responsibility for the financial affairs of the 

Corporation and each Affiliate, including, with respect to the Corporation:  

 

(i) establishment and maintenance of accounting policies for the 

Corporation and the Affiliates and appointment of outside auditors for the 

Corporation and each Affiliate; 

 

(ii) establishment of policy regarding key performance standards and 

objectives, including financial performance, of the Corporation;  

 

(iii) approval of capital expenditures of the Corporation;  

 

(iv) approval of long-term debt of the Corporation; and  

 

(v) oversight of the management of investments of the Corporation;  

 

(e) negotiate, develop and approve all managed care products for the Corporation 

and each Affiliate;  

 

(f) negotiate, develop and approve affiliation agreements for education and 

research between Brown University School of Medicine or other academic 

institutions and each Affiliate;  

 

(g) establish policy and approvals for mergers, acquisitions and joint ventures of 

the Corporation;  
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(h) approve human resources plans for (i) the Corporation, including executive 

compensation and benefit plans and (ii) each Affiliate, including executive 

compensation and benefit plans, in concert with the Corporation's human resource 

planning; and 

 

(i) select and evaluate the performance of the President of the Corporation.  

 

Section 2.2. System Parent Powers.  In furtherance of the purpose and mission of 

the Corporation of operating an integrated academic health system and in order to provide 

the means of effective oversight, coordination and support of such system by the 

Corporation, the Board of Directors shall ensure that the Corporation is granted such 

rights and powers in the Articles of Incorporation, the bylaws or other governing 

instrument of each Affiliate as the Board of Directors in their discretion may determine to 

be necessary or convenient for such purposes including, but not limited to, those powers 

and rights listed in subsections (a), (d), (e), (f) and (h) of Section 2.1 and, in addition, the 

rights and powers described in Section 2.3 below (the "Reserved Powers"). 

 

Section 2.3. Reserved Powers.  

 

(a) Subject to the Articles of Incorporation and bylaws of each Affiliate, the 

power to authorize:  (i) the amendment and restatement of Articles of 

Incorporation or other charter documents and of the bylaws of each Affiliate; (ii) 

the merger or consolidation of each Affiliate with any other entity; (iii) the sale, 

lease, exchange, mortgage, pledge or other disposition of all or substantially all the 

property and assets of each Affiliate; and (iv) the voluntary dissolution of each 

Affiliate, the plan of distribution of assets upon dissolution and revocation of 

voluntary dissolution proceedings;  

 

(b) The power to approve (i) each Affiliate's strategic plans, and (ii) subject to 

the Articles of Incorporation and bylaws of each Affiliate, proposed changes to its 

mission statement;  

 

(c) The power to approve and monitor each Affiliate's (i) capital budgets, (ii) 

operating budgets, and (iii) non-budgeted material expenditures (as "material" is 

established by the Corporation's Board of Directors from time to time);  

 

(d) The power to monitor the delivery of services of each Affiliate, which 

includes the power to (i) evaluate plans for new services and opportunities, (ii) 

evaluate the establishment by the Affiliate of a new or additional location for the 

delivery of health care services, (iii) receive and assess comparable data relevant to 
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the quality of services in the region among the Affiliate and other Affiliates, (iv) 

monitor the health status indicators of the population served by the Affiliate, (v) 

evaluate the appropriateness of adding or discontinuing services of the Affiliate, 

and (vi) monitor the Affiliate's relationships with affiliated educational 

institutions;  

 

(e) The power to authorize each Affiliate's participation in a joint venture, 

consolidation, network, association, system or alliance of health care providers;  

 

(f) The power to authorize each Affiliate's organization or formation of a new 

subsidiary or joint venture in which the Affiliate's ownership interest will be equal 

to or in excess of fifty percent (50%) of net income or voting interest;  

 

(g) The power to authorize each Affiliate's incurrence or guarantee of material 

indebtedness to any other person or entity (as "material" is established by the 

Corporation's Board of Directors from time to time) and a mortgage, pledge or 

grant of a security interest in, property or assets of such Affiliate in connection 

with any such indebtedness;  

 

(h) The power to approve each Affiliate's investment policies;  

 

(i) The power to elect or approve and to remove the chair, vice-chair, secretary 

and treasurer and members of each Affiliate's governing body (except as otherwise 

provided in an Affiliate's bylaws);  

 

(j) The power to authorize any vote by each Affiliate of its capital stock or 

membership voting rights in any and all of its subsidiaries or affiliates with respect 

to any of the foregoing; and 

 

(k) The power to have the Chair or his designee sit on the board of directors or 

other governing body of each Health Care Entity as a non-voting (or voting, as 

provided in an Affiliate's bylaws) ex officio member and the right to have the 

President of the Corporation or his designee sit on the board of directors or other 

governing body of each Affiliate as a non-voting (or voting, as provided in an 

Affiliate's bylaws) ex officio member.  

 

Section 2.4. Direction and Control of Disposition of Donor-Restricted Funds. 

Notwithstanding any provision hereof having application to the contrary, the disposition 

of the donor-restricted assets of each Health Care Entity or Affiliate shall remain at all 

times under the exclusive direction and control of the board of directors or other 

governing body of such Health Care Entity or Affiliate.  
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Section 2.5. Delegation to President.  The President of the Corporation may 

execute such written consents of this Corporation in lieu of taking actions at annual, 

regular and special meetings of each Affiliate of which the Corporation serves as member 

or stockholder as the President may in the President's discretion determine to be necessary 

or advisable; provided, that prior to executing any such written consent authorizing such 

actions, the President shall be expressly authorized to do so by the Board of Directors.  

 

Section 2.6. Furtherance of Affiliate Purposes.  The Board of Directors and its 

duly authorized representatives shall exercise all statutory rights, prerogatives, privileges 

and Reserved Powers of this Corporation in its capacity as member, stockholder or other 

controlling person with respect to each Affiliate, subject to the provisions of Section 2.2, 

in a manner consistent with and in furtherance of the purposes of such Affiliate and of 

this Corporation.  Furthermore, members of Board of Directors are encouraged to serve as 

members of the various committees of the Affiliates.  

 

Section 2.7. Number, Election and Term.  The Board of Directors of the 

Corporation (herein sometimes referred to as the "Board") shall consist of not less than 

fourteen (14) nor more than twenty (20) persons and, in addition, the President who shall 

serve ex officio.  The number of directors shall be determined at each annual meeting and 

from time to time by resolution of the Board of Directors.  Included among the persons so 

serving shall be the chairs of Rhode Island Hospital, The Miriam Hospital, Newport 

Hospital, and Emma Pendleton Bradley Hospital, who shall serve ex officio.  

Notwithstanding the foregoing, the chair of each aforementioned affiliate may, no later 

than the annual meeting of the Corporation, designate a trustee of said affiliate to serve as 

a director in his or her place, and such designation shall be effective until the following 

annual meeting of the Corporation; during the period of service by any such designee, the 

respective chair shall not serve as a director.  The elected directors shall continue to serve 

until the next annual meeting of the Board of Directors or until he sooner dies, resigns, or 

is removed.  At any special or regular meeting, the directors may increase the number of 

directors and elect new directors to complete the number so fixed, or the directors may 

decrease the number of directors, but only to eliminate vacancies existing by reason of the 

death, resignation, removal or disqualification of one or more directors. 

 

Section 2.8. Annual Meeting.  There shall be an annual meeting of the Board of 

Directors at such date and time as shall be determined by the directors or the Chair.  

 

Section 2.9. Regular Meetings.  Regular meetings of the directors may be held at 

such places and at such times as the directors may determine.  
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Section 2.10. Special Meetings.  Special meetings of the directors may be held at 

any time and at any place when called by the Chair or by five (5) or more directors.  

 

Section 2.11. Notice of Meetings.  Notice of the time and place of each regular, 

annual and special meeting of the directors shall be given to each director by mail or 

facsimile at least five (5) days before the meeting addressed to him at his usual or last 

known business or residence address or in person or by telephone at least twenty-four 

(24) hours before the meeting.  Whenever notice of a meeting is required, such notice 

need not be given to any director if a written waiver of notice, executed by him (or his 

attorney thereunto authorized) before or after the meeting, is filed with the records of the 

meeting, or to any director who attends the meeting without protesting prior thereto or at 

its commencement the lack of notice to him.  Neither such notice nor waiver of notice 

need specify the purposes of the meeting, unless otherwise required by law, the Articles 

of Incorporation or these Bylaws.  

 

Section 2.12. Quorum.  At any meeting of the directors, a majority of the number 

of directors fixed at the most recent annual meeting of the directors shall constitute a  

quorum.  Any meeting may be adjourned by a majority of the votes cast upon the 

question, whether or not a quorum is present, and the meeting may be held as adjourned 

without further notice.  

 

Section 2.13. Action by Vote.  When a quorum is present at any meeting, the 

affirmative vote of a majority of the directors present and voting shall decide any 

question, unless otherwise provided by law, the Articles of Incorporation or these Bylaws.  

 

Section 2.14. Action by Writing.  Any action required or permitted to be taken at 

any meeting of the directors may be taken without a meeting if all the directors with 

voting powers consent to the action in writing and the written consents are filed with the 

records of the meetings of the directors.  Such consents shall be treated for all purposes as 

a vote at a meeting.  

 

Section 2.15. Presence Through Communications Equipment.  Unless otherwise 

provided by law or the Articles of Incorporation, members of the Board of Directors may 

participate in a meeting of such Board by means of a conference telephone or similar 

communications equipment by means of which all persons participating in a meeting can 

communicate with each other at the same time, and participation by such means shall 

constitute presence in person at a meeting.  
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ARTICLE III 

 

OFFICERS 

 

Section 3.1. Officers.  The officers of the Corporation shall be a Chair, one or 

more Vice-Chairs, a Treasurer, a Secretary and a President and such other officers as may 

be deemed necessary.  

 

Section 3.2. Election and Tenure of Officers.  

 

Section 3.2.1. Chair and Vice-Chairs.  The Chair and the Vice-Chair(s) 

shall be chosen from among the directors and shall be elected by the Board of 

Directors annually, and each such officer shall serve for a term of one (1) year and 

until a successor is elected and qualified. 

 

Section 3.2.2. Other Officers.  The President shall be appointed by the 

Board of Directors and shall serve at its pleasure.  The Secretary and the Treasurer 

shall be appointed by the Chair subject to the approval of the Board of Directors.   

Each of the Secretary and the Treasurer shall serve for a term of one year and until 

such officer's successor is appointed and qualified.  

 

Section 3.2.3. Nomination of Officers.  The Chair and Vice-Chair(s) shall 

be elected from among a slate of candidates prepared by the nominating committee 

described in Section 5.3.  

 

Section 3.3. Duties of Chair.  In addition to the duties and authority specifically 

delegated to the Chair elsewhere in these Bylaws, the Chair shall (a) preside at all 

meetings of the Board of Directors, (b) report in writing at the annual meeting of the 

Board of Directors on the condition of affairs of the Corporation and make 

recommendations with respect thereto, and (c) perform such other duties as the Board of 

Directors may prescribe from time to time.  

 

Section 3.4. Duties of Vice-Chair(s).  In the absence or inability of the Chair to 

act, the Vice-Chair (or, if more than one Vice-Chair has been appointed, a Vice-Chair 

selected by the Board of Directors) shall have the powers and perform all of the duties of 

the Chair.  The Vice-Chairs shall have such other powers and perform such other duties 

as the Board of Directors may prescribe from time to time.  

 

Section 3.5. Duties of President.  The President shall be the chief executive 

officer of the Corporation and, in that capacity, shall, in general, supervise, manage and 

control all of the business and affairs of the Corporation and perform all duties incident to 
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the office of the President and Chief Executive Officer and such other duties as may be 

prescribed by these Bylaws or, from time to time, by the Board of Directors.  The 

President shall appoint the executive management of the Corporation.  In addition, the 

President shall appoint the president of each Health Care Entity and each Affiliate, in 

consultation with the governing body of the Health Care Entity or Affiliate for whom 

such president is to be appointed, and the president of each Health Care Entity and each 

Affiliate shall serve at the pleasure of the President, and the President, and only the 

President, in consultation with the governing body of the Health Care Entity or Affiliate 

for whom such president was appointed, may remove each such president.  The 

President's performance will be evaluated annually by the Board of Directors under the 

direction of the Chair.  

 

Section 3.6. Duties of Treasurer.  The Treasurer shall have the responsibility to 

ensure the safekeeping of all of the funds of the Corporation.  Acting with the Board of 

Directors, the Treasurer shall ensure that a true and accurate accounting of the financial 

transactions of the Corporation is made and that reports of such transactions are presented  

to the Board of Directors.  The Treasurer shall also perform such other duties as are 

incident to the office of the Treasurer and/or as are assigned to him from time to time by 

the Board of Directors.  

 

Section 3.7. Duties of Secretary.  The Secretary shall issue notices for and keep 

minutes of all meetings of the Board of Directors, shall have charge of the corporate seal 

and corporate books, and, in general, shall perform all of the duties incident to the office 

of Secretary and such other duties as are assigned to him from time to time by the Board 

of Directors. 

 

 

ARTICLE IV 

 

RESIGNATIONS, REMOVALS AND VACANCIES 

 

Section 4.1. Resignations.  Any Governor, director or officer may resign at any 

time by delivering his resignation in writing to the Chair, the President or the Secretary or 

to the Corporation at its principal office.  Such resignations shall be effective upon receipt 

unless specified to be effective at some other time.  

 

Section 4.2. Removal.  A director may be removed only with cause by vote of the 

directors then in office who have voting powers.  An officer may be removed with or 

without cause by the vote of the directors then in office who have voting powers.  A  
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director or officer may be removed with cause only after reasonable notice and 

opportunity to be heard before the Board of Directors.  A Governor may be removed with 

or without cause by vote of the directors then in office who have voting powers. 

 

Section 4.3. Vacancies.  Any vacancy in the Board of Directors may be filled by 

vote of the remaining directors then in office.  Any director so elected to fill a vacancy 

shall serve until the next annual meeting of the Corporation at which time such vacancy 

shall be filled in accordance with the procedure then in effect for electing directors.  Any 

vacancy in the officers shall be filled in the manner prescribed herein for the election or 

appointment of such officers.  Each officer so elected to fill a vacancy shall hold office 

for the unexpired term and in the case of the President, Treasurer and Secretary until his 

successor is chosen or qualified, or in each case until he sooner dies, resigns, is removed 

or becomes disqualified.  The directors shall have and may exercise all of the powers of 

the Board of Directors notwithstanding the existence of one or more vacancies in their 

number. 

 

 

ARTICLE V 

 

COMMITTEES 

 

Section 5.1. Standing Committees.  The standing committees of the Corporation 

shall be as follows:  (1) Finance; (2) Audit and Compliance; (3) Quality Oversight; (4) 

Investment; and (5) Community Affairs.  The Chair, or at the Chair's election one or both 

Vice-Chairs, and the President of the Corporation shall be ex officio members of the 

standing committees.  

 

The Chair, in consultation with the Vice-Chairs, shall appoint the Chair and Vice-

Chair of each committee whether standing or created under Section 5.2 ("special 

committees").  The Chair, in consultation with the chair of each committee, shall appoint 

the members of each committee.  Except to the extent otherwise required by law or these 

Bylaws, committee members, other than the chairperson or co-chairperson, need not be 

members of the Board of Directors of the Corporation or officers of the Corporation and 

there shall be at least one medical doctor on each committee.  The chairperson or co-

chairperson of each committee, however, must be a member of the Board of Directors.  

The Chair shall confer with each ex officio member of the Board of Directors identified in 

Section 2.7 to seek recommendations with respect to Standing Committee membership, 

and shall ensure that each committee has at least one member who is knowledgeable 

about the particular needs and interests of each Affiliate named in Section 2.7. 
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The responsibilities of the Standing Committees shall be as follows: 

 

Section 5.1.1. Finance Committee.  The Finance Committee shall have 

general oversight responsibility for the financial affairs of the Corporation.  It 

shall, with respect to the Corporation and its Affiliates, review their financial 

condition and operating results; review and approve annual operating and capital 

budgets; review forecasts of future operations, capital needs and cash flow; review 

and approve all proposed borrowing; review funding levels of pension plans; and 

review proposed material transactions and other obligations.  It shall recommend 

appropriate actions, including the exercise of relevant Reserved Powers of the 

Corporation, to the Board of Directors. 

 

Section 5.1.2. Audit and Compliance Committee.  The Audit and 

Compliance committee shall be responsible for making recommendations to the 

Board of Directors on the appointment of independent auditors for the 

Corporation, the Affiliates and the Affiliates’ related entities; for reviewing the 

results of the audit and Management’s response to the auditor’s management letter; 

for monitoring the effectiveness of the systems of internal controls in place at the 

Corporation and its Affiliates; and for reviewing and approving internal audit 

reports and management’s response to such reports.  The Committee shall approve 

and monitor implementation of the Corporation’s compliance plan and shall make 

recommendations as appropriate to the to the Board of Directors. 

 

Section 5.1.3. Quality Oversight Committee.  The Quality Oversight 

Committee shall have general oversight responsibility to ensure the provision of 

high-quality services throughout the Corporation.  It will monitor the effectiveness 

of the Affiliates quality-monitoring processes, establish key indicators of safety, 

satisfaction and clinical performance to be measured by each Affiliate, and shall 

advise the Board of Directors of key issues relative to the delivery of quality health 

care. 

 

Section 5.1.4. Investment Committee.  The Investment Committee shall be 

responsible for overseeing investment of the funds of the Corporation and its 

Affiliates.  The Committee shall approve investment policies and procedures and 

shall approve the engagement of outside organizations to manage investments and 

advise the Corporation with respect to such investments. 

 

Section 5.1.5. Community Affairs Committee.  The Community Affairs 

Committee shall be responsible for creating mechanisms and opportunities for 

community and professional groups to ask questions, receive information, make 

suggestions, and voice comments or concerns about the organization and delivery 
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of health care services by the Corporation and the Health Care Entities.  The 

Committee may make reports and recommendations to the Board of Directors or to 

the boards of trustees of the Health Care Entities, as appropriate. 

 

Section 5.2. Special Committees.  The Chair may appoint an Executive 

Committee, subject to the approval of the Board of Directors, and such other committees 

as may from time to time be deemed suitable, necessary, or convenient to aid in 

accomplishing the purposes of the Corporation.  The duties and powers of any such 

committee and the terms of office of its members shall be prescribed by the Board of 

Directors.  The Chair shall appoint a Compensation Committee which shall be responsible 

for overseeing the compensation of the Corporation’s senior officers. 

 

Section 5.3. Nominating Committee.  The Chair shall appoint, subject to the 

approval of the Board of Directors, a nominating committee that shall nominate 

individuals to serve as Governors, directors and elected officers of the Corporation.  The  

nominating committee shall consist of three (3) directors, one of whom shall serve as the 

chair of the committee, and two (2) other persons, at least one of whom shall be a 

Governor. 

 

With respect to the nomination of Governors, prior to each annual meeting of the 

Board of Directors, the nominating committee shall review and update a profile of the 

community that the Corporation serves to ensure that representation by the Governors 

best reflects such community as well as the skills and abilities that the Corporation 

requires for Governors.  No less than sixty (60) days prior to the annual meeting of the 

Governors, each tax-exempt Affiliate of the Corporation, and any current Governor may 

submit to the nominating committee the names of candidates for nomination by the 

nominating committee.  Additionally, the Nominating Committee may, and is encouraged 

to, seek the names of candidates from other interested organizations and groups in the 

community that the Corporation serves to assure a broad and diverse group from which to 

select nominees.  The nominating committee shall consider these candidates for 

nomination as well as other individuals chosen by the nominating committee and shall 

select for nomination as Governors a slate of individuals who reflect the community 

interests and characteristics identified in the community profile, as well as the traditional 

constituencies of the Affiliates, and embody the skills and abilities required to perform 

the functions of a Governor.  At the annual meeting of the Board of Directors, the 

nominating committee shall move for the election of new Governors, and the directors 

may elect such candidates nominated by the nominating committee.  

 

With respect to the nomination of directors, no less that sixty (60) days prior to the 

annual meeting of the Board of Directors, each tax-exempt Affiliate of the Corporation 

may submit to the Nominating Committee the names of candidates for nomination by the 
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Nominating Committee.  Prior to each annual meeting of the Board of Directors, the 

nominating committee shall prepare a slate of candidates to be elected to serve as 

directors, giving consideration to the community profile described above and the skills 

and abilities required to perform the functions of a director.  At the annual meeting of the 

Board of Directors, the nominating committee shall move for the election of new 

directors, and the directors may elect such candidates nominated by the nominating 

committee.  

 

If the directors fail to elect any of the nominating committee's nominees for 

directors positions, and if the number of directors designated for the upcoming year has 

not been elected, the nominating committee may nominate individuals to serve as 

directors at a special meeting of the Board of Directors called for that purpose until the 

Board of Directors elects the requisite number of directors.  

 

Section 5.4. Quorum and Voting.  A majority of the number of Committee 

members shall constitute a quorum for the transaction of business at any meeting of a 

standing or special committee and the vote of a majority of those members present and 

constituting a quorum shall be the act of the Committee.  

 

Section 5.5. Records of Meetings.  A written summary of all actions taken at each 

Committee meeting shall be prepared and submitted to the Board of Directors.  

 

 

ARTICLE VI 

 

INDEMNIFICATION 

 

Section 6.1. Indemnification of Non-Employee Officers, Directors, Governors 

and Members of Committees.  The Corporation shall indemnify to the fullest extent 

permitted under Rhode Island General Laws §7-6-6, as amended from time to time, or any 

other applicable law related or succeeding thereto then in effect, every Governor, director, 

non-employee officer or member of a committee of the Corporation made a party to a 

proceeding by reason of such person being or having been a Governor, director, non-

employee officer or member of a committee of the Corporation against judgments, 

penalties, fines, settlements and reasonable expenses actually incurred, including those 

expenses actually incurred prior to the final disposition of such proceeding, subject to the 

limitations, if any, contained in Rhode Island General Laws §7-6-6, as amended from 

time to time, or in any other applicable law related or succeeding thereto then in effect.  
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Section 6.2. Indemnification of Employees.  The Corporation may indemnify to 

the fullest extent permitted under Rhode Island General Laws §7-6-6, as amended from 

time to time, or any other applicable law related or succeeding thereto then in effect, any 

employee made a party to a proceeding by reason of such person being or having been an 

employee of the Corporation against judgments, penalties, fines, settlements and 

reasonable expenses actually incurred, including those expenses actually incurred prior to 

the final disposition of such proceeding, subject to the limitations, if any, contained in 

Rhode Island General Laws §7-6-6, as amended from time to time, or in any other 

applicable law related or succeeding thereto then in effect; provided, however, if such 

employee is made a party to a proceeding by reason of also being or having been a non-

employee officer, director, Governor or member of a committee of the Corporation, then 

the Corporation shall indemnify the employee against those judgments, penalties, fines, 

settlements and reasonable expenses actually incurred in connection with such employee's 

service as a non-employee officer, director, Governor or member of a committee of the  

Corporation in accordance with Section 6.1 above and the Corporation may indemnify the 

employee against those judgments, penalties, fines, settlements and reasonable expenses 

actually incurred in connection with such employee's service as an employee.  

 

 

ARTICLE VII 

 

CONFLICT OF INTEREST 

 

Any contract or other transaction between the Corporation and one or more of its 

Governors, directors, officers or members of a committee of the Corporation or between 

the Corporation and any other corporation, firm or association in which one or more of its 

Governors, directors, officers or members of a committee of the Corporation are officers 

or directors or have a financial interest shall be voidable unless (1) at a meeting of the 

Board of Directors or committee authorizing or ratifying the contract or transaction there 

is a quorum of persons not so interested and the contract or other transaction is approved 

by a majority of such quorum, or (2) the contract or other transaction is just and 

reasonable to the Corporation at the time it is made, authorized or ratified.  

 

 

ARTICLE VIII 

 

PERSONAL LIABILITY 

 

The Governors, directors and officers of the Corporation shall not be personally 

liable for any debt, liability or obligation of the Corporation.  All persons, corporations or 

other entities extending credit to, contracting with, or having any claim against, the 
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Corporation, may look only to the funds and property of the Corporation for the payment 

of any such contract or claim or for the payment of any debt, damages, judgment or 

decree, or of any money that may otherwise become due or payable to them from the 

Corporation. 

 

 

ARTICLE IX 

 

AMENDMENTS 

 

These Bylaws may be altered, amended or repealed at any meeting of the directors 

by vote of the directors.  Any amendment will be effective twenty days following written 

notice of such amendment to the Attorney General of Rhode Island. 
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EXHIBIT A 

 

 

Health Care Entities 

 

 

Rhode Island Hospital 

The Miriam Hospital 

Emma Pendleton Bradley Hospital 

Lifespan Diversified Services, Inc. 

Newport Health Care Corporation 

Newport Hospital 

Lifespan of Massachusetts, Inc. 



















































BY-LAWS 

of 

RHODE ISLAND HOSPITAL 

(In effect November 12, 1947, and as amended December 6, 1967, December 5, 1973, December 
3, 1975, December 10, 1980, December 12, 1990, December 9, 1992, December 7, 1993, August 
8, 1994, September 14, 1999 and October 9, 2007). 

ARTICLE I 

ACT OF INCORPORATION; PURPOSES 

SECTION 1.01.  Act of Incorporation.  These by-laws, the powers of this corporation 
(the "Hospital") and of its directors and members, and all matters concerning the conduct and 
regulation of the business of the Hospital shall be subject to such provisions in regard thereto, if 
any, as are set forth in the Act of Incorporation.  All references herein to the Act of Incorporation 
shall be construed to mean the Act of Incorporation of the Hospital as from time to time 
amended.  As used in these By-Laws, the pronoun "he" or "his," when appropriate, shall be 
construed to mean also "she" or "her."  The directors of this Hospital shall be referred to as 
"Trustees" and the Board of Directors of this Hospital as its "Board of Trustees." 

SECTION 1.02.  Purposes.  The purposes of the Hospital are (1) to be staffed, equipped 
and ready to serve the hospital needs of this community and its people from all walks of life, so 
far as its resources permit; (2) to provide a quality educational program for doctors, nurses and 
other personnel in the field of health to the end that they may go out in this and other 
communities well trained and capable of practicing their professions in accordance with the high 
standards of the Rhode Island Hospital; (3) to promote interest in research so that its staff 
members may make their contributions of new knowledge to scientific medicine; (4) to work 
cooperatively with other hospitals and community health agencies to improve the standards of 
health of the people of Rhode Island; (5) to expand its program of professional services with 
modern facilities and equipment through a sound financing program; (6) to promote the 
charitable, scientific and educational purposes of the Member (as defined below) and each of the 
corporations and other entities that may be directly or indirectly affiliated with the Member from 
time to time in an integrated, regional system for the delivery of comprehensive health services; 
and (7) to engage in any other activity for which corporations may be organized under the Rhode 
Island Nonprofit Corporation Act.   

ARTICLE II 

SOLE MEMBER 

SECTION 2.01.  Sole Member.  The sole member of the Hospital shall be Lifespan 
Corporation (the "Member"), a nonprofit corporation organized and existing under the Rhode 
Island Nonprofit Corporation Act. 

SECTION 2.02. Powers and Duties.  In addition to its other responsibilities 
established by law, the Act of Incorporation and these by-laws, the Member shall have: 

-1- 



A. The power to plan, direct and establish policy to assure the development and 
delivery of quality health services, professional education and biomedical 
research by the Hospital on an integrated, cost-effective basis with each other 
organization directly or indirectly owned or controlled by the Member from time 
to time and in furtherance thereof to have and exercise the following powers; 

B. The power to establish and maintain accounting policies for the Hospital and 
appoint its outside auditors and the right to exercise general oversight 
responsibility for the financial affairs of the Hospital; 

C. The power to negotiate, develop and approve all managed care products for the 
Hospital; 

D. The power to negotiate, develop and approve affiliation agreements for education 
and research between Brown University School of Medicine or other academic 
institutions and the Hospital; 

E. The power to develop and approve human resource plans for the Hospital 
including executive compensation and benefits plans; and  

F. The power to elect and remove the elected Trustees. 

In the case of any conflict between any other provision of these By-Laws and the foregoing 
provisions of this Section 2.02, the provisions of this Section 2.02 shall apply.   

SECTION 2.03.  Annual Meeting.  The annual meeting of the Hospital for the election of 
Trustees and for the transaction of such other business by the Member as may come before the 
meeting shall be held on the second Wednesday in December in each year, if not a legal holiday, 
and if a legal holiday, then on the next succeeding business day not a legal holiday, or on such 
other date and time as the Member or Board of Trustees may from time to time determine.  If 
such annual meeting is omitted by oversight or otherwise on the day herein provided therefor, a 
special meeting may be held in lieu of the annual meeting, and any business transacted or 
elections held at such special meeting shall have the same effect as if transacted or held at the 
annual meeting.  The purposes for which an annual meeting is to be held, in addition to those 
prescribed in the Act of Incorporation, by law or these by-laws, may be specified by the 
Member, a majority of the Board of Trustees, the Chairman of the Board of Trustees or the 
President.  Nominations for all positions to be filled at the annual meeting or any special meeting 
held in lieu of the annual meeting shall be made in accordance with the nominating procedures 
established pursuant to Section 5.05 hereof. 

SECTION 2.04.  Special Meetings.  A special meeting of the Member for any purpose or 
purposes, unless otherwise prescribed by statute, may be called at any time by the Member, the 
Chairman of the Board of Trustees, the President or by any three members of the Board of 
Trustees.  The call for a special meeting shall briefly state the business to be brought before it. 

SECTION 2.05.  Notice and Place of Meetings.  Notice of the annual meeting of the 
Hospital and of all other meetings of the Member shall be given by the Secretary by mailing the 
same to the Member at its address entered on the records of the Hospital at least fifteen (15) days 
before the day on which the meeting is to be held.  No notice need be given of an adjournment of 
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a meeting.  Each meeting of the Member shall be held at Rhode Island Hospital or at such other 
place within the State of Rhode Island as shall be fixed by the Board of Trustees and specified in 
the respective notices or waivers of notice of said meetings. 

SECTION 2.06.  Voting.  At the annual meeting of the Hospital and each other meeting 
of the Member only the Member shall be entitled to vote.  The Member may vote through its 
president or other duly authorized officer either in person or by written proxy dated not more 
than three months before the meeting and filed with the Secretary. 

SECTION 2.07. Action by Writing.  Any action required or permitted to be taken at 
the annual meeting of the Hospital or any other meeting of the Member may be taken without a 
meeting if the Member shall consent in writing to such action and such written consent is filed 
with the records of the meetings of the Hospital.  Any such consent shall be treated for all 
purposes as a vote at a meeting. 

ARTICLE III 

GOVERNORS 

SECTION 3.01.  Composition, Election and Term.  Those persons serving as the 
members of the Hospital immediately prior to the effective date of these by-laws and their 
successors at the annual meeting of the Member shall be the Governors of the Hospital.  The 
Governors shall be elected by the Governors from distinguished members of the community who 
have demonstrated a substantial interest in the Hospital and shall serve until their resignation or 
removal. 

SECTION 3.02.  Functions.  The Governors shall serve as special advisors to the Board 
of Trustees and administration.  In particular, the Governors shall have the following 
responsibilities: 

(a) Provide counsel on matters brought to their attention by the President or the 
Chairman of the Board; 

(b) Act as good-will ambassadors within the communities served by the 
Hospital; 

(c) Assist the Hospital in obtaining the understanding and support of its 
constituencies; 

(d) Highlight the importance of the Hospital's mission to the local community; 

(e) Identify potential supporters of the Hospital 

(f) Make recommendations, as appropriate, to the Board of Trustees; and 

(g) Select, for election by the Member at the annual meeting of the Hospital, the 
persons for the various positions set forth in Section 3.06 below, subject to 
the limitations set forth in such Section when any such selection is not 
elected by the Member. 
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SECTION 3.03.  Relationship to the Hospital.  The Governors shall be encouraged to 
maintain a close familiarity with the programs and purposes of the Hospital. 

SECTION 3.04.  Resignation.  A Governor may resign by delivering or mailing his or her 
written resignation to the Chairman or the Secretary of the Hospital at its principal office.  Such 
resignation shall be effective upon receipt, unless specified to be effective at some other time, 
and acceptance thereof shall not be necessary to make it effective unless it so states. 

SECTION 3.05.  Removal.  A Governor may be removed with or without cause by vote 
of a majority of the Governors present and voting at any regular or special meeting of the 
Governors then in office.  A Governor may be removed with cause only after reasonable notice 
and an opportunity to be heard. 

SECTION 3.06.  Annual Meeting.  The Governors shall meet immediately in advance of 
the annual meeting of the Hospital (a) to approve and submit to the Member for ratification and 
election the names of those person selected by the Nominating Committee to serve as Trustees of 
the Hospital and (b) to approve for submission to the Nominating Committee of the Member, on 
behalf of the Hospital, the names of those persons to be nominated by the Nominating 
Committee of the Member to serve on the Board of Directors of the Member as Representative 
Directors during the Initial Period (as such terms are defined in the By-Laws of the Member).  If 
the Member fails to elect any person approved by the Governors for election to the Board of 
Trustees of the Hospital or recommended by the Governors to the Nominating Committee of the 
Member for election to the Board of Directors of the Member, the foregoing provisions of this 
section (and any related provisions of Section 5.05) shall cease to apply and the Board of 
Trustees of the Hospital shall nominate another person for election by the Member, until such 
time as the Member shall elect a person so nominated.   

SECTION 3.07.  Other Meetings.  The Governors shall meet at such other times, if any, 
as the Board of Trustees may determine to discuss developments at the Rhode Island Hospital 
and to hear presentations by physicians, the administration and officers of the Hospital. 

SECTION 3.08.  Notices.  All meetings of the Governors shall be held at Rhode Island 
Hospital or at such other place within Rhode Island as shall be specified by the Board of 
Trustees in the notice of the meeting.  Notice of each meeting of the Governors shall be given by 
mail not less than seven days before such meeting. 

SECTION 3.09.  Quorum.  Twenty (20) Governors shall constitute a quorum for the 
transaction of business at any meeting of the Governors, unless the Board of Trustees shall 
specify a greater or lesser number as constituting a quorum in the notice of the Meeting. 
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ARTICLE IV 

BOARD OF TRUSTEES 

SECTION 4.01.  Powers.  The property, affairs and business of the Hospital shall be 
managed by the Board of Trustees and the Board shall have, and may exercise, all of the powers 
of the Hospital, except such as are conferred by law, the Act of Incorporation or these by-laws 
upon the Member, such powers of the Member to include (without limitation): 

A. The power to authorize (1) the amendment and restatement of articles of 
incorporation or other charter documents and By-Laws of the Hospital; (2) the 
merger or consolidation of the Hospital with any other entity; (3) the sale, lease, 
exchange, mortgage, pledge or other disposition of all or substantially all the 
property and assets of such Corporation; and (4) the voluntary dissolution of the 
Hospital, the plan of distribution of assets upon dissolution and revocation of 
voluntary dissolution proceedings;  

B. The power to approve (i) the Hospital's strategic plans, and (ii) proposed changes 
to its mission statement; 

C. The power to approve the Hospital's (i) capital budgets, (ii) operating budgets, 
and (iii) non-budgeted material expenditures (as "material" is established by the 
Member's Board of Directors from time to time); 

D. The power to approve the establishment by the Hospital of a new or additional 
location for the delivery of health care services; 

E. The power to authorize the Hospital's participation in a joint venture, 
consolidation, network, association, system or alliance of health care providers; 

F. The power to authorize the Hospital's organization or formation of a new 
subsidiary or joint venture in which the Hospital's ownership interest will be 
equal to or in excess of fifty (50%) percent of net income or voting interest; 

G. The power to authorize the Hospital's incurrence or guarantee of material 
indebtedness to any other person (as "material" is established by the Member's 
Board of Directors from time to time) and a mortgage, pledge or grant of a 
security interest in, property or assets of a hospital or related entity in connection 
with any such indebtedness; 

H. The power to approve the Hospital's investment policies; 

I. The power to authorize any vote by the Hospital of its capital stock or 
membership voting rights in any and all of its subsidiaries or affiliates with 
respect to any of the foregoing; and 

J. The power to approve the election of, and to remove, the Hospital's Chairman, 
Vice Chairman, Treasurer and Secretary. 
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In the case of any conflict between the foregoing provisions of this Section 4.01 and any other 
provision of these By-Laws, the foregoing provisions of this Section shall apply.  Without any 
limitation whatsoever of the foregoing, the Trustees may appoint such Committees as they deem 
necessary or advisable and may delegate to any Committee or to any officer or agent or member 
of any staff such powers as they deem desirable.  They shall cause to be developed and 
implemented an orientation program and ongoing educational programs for all Trustees.  They 
shall, subject to approval by the Member, determine how the funds of the Hospital shall be 
invested.  They shall annually or otherwise appoint the members of the medical staff organized 
under Section 14.01 hereof and other officers or agents and prescribe their respective powers and 
duties and may delegate to any officer the power to make temporary appointments of any officer, 
agent or member of a staff. 

SECTION 4.02.  Number and Qualifications; Honorary Trustees.  The number of elected 
Trustees of the Hospital shall be determined from time to time by resolution of the Member.  In 
the absence of any contrary resolution, the number of elected Trustees shall be twenty-one (21).  
The Board of Trustees shall include elected and ex officio trustees and shall consist of: 

(a) Elected Voting Trustees.  Individuals elected by the Member in accordance with 
the provisions of these By-Laws, each of whom shall be a voting member of the Board of 
Trustees; 

(b) Ex Officio Voting Trustee.  The President of the Hospital, who shall be a voting 
member of the Board of Trustees; and 

(c) Ex Officio Non-Voting Trustees.  The Chair and the President of the Member, 
each of whom shall be a non-voting member of the Board of Trustees. 

(d) Honorary Trustees.  The Member may elect Honorary Trustees.  All Honorary 
Trustees, shall hold office until the next annual meeting of the Hospital, death, resignation, or 
removal, whichever shall first occur.  Upon invitation by the Chairman, Honorary Trustees may 
attend meetings of the Board of Trustees, but shall not have a vote.   

SECTION 4.03.  Election and Terms. 

Trustees shall be elected by the Member at the annual meeting, or at any adjournment 
thereof, or at any special meeting held in place thereof.  Trustees shall be eligible for reelection.  
Trustees shall hold office until the next annual meeting of the Member and until a successor is 
duly elected and qualified, death, resignation, or removal, whichever shall first occur. 

SECTION 4.04.  Quorum and Manner of Acting.  A majority of Trustees elected by the 
Member and the President shall constitute a quorum for the transaction of business at any 
meeting and, except as otherwise provided by law, the Act of Incorporation or these by-laws, the 
act of a majority of the voting Trustees present at any meeting at which a quorum is present shall 
be the act of the Board of Trustees.  In the absence of a quorum, a majority of the voting 
Trustees present may adjourn any meeting from time to time until a quorum be had.  Notice of 
any adjourned meeting need not be given.  The Trustees shall act only as a Board and the 
individual Trustees shall have no power as such. 
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SECTION 4.05.  Place of Meetings.  The Board of Trustees may hold its meetings at any 
place within or without the State of Rhode Island as it may from time to time determine or shall 
be specified or fixed in the respective notices or waivers of notice thereof. 

SECTION 4.06.  Annual Meeting.  The Board of Trustees shall meet for the purpose of 
organization and the transaction of other business as soon as practicable after each annual 
election of Trustees or, if such action was taken by written consent instead, as soon thereafter as 
convenient.  Notice of such meeting need not be given if it is held on the same day and at the 
same place as the annual meeting of the Hospital for the election of Trustees.  Such meeting may 
be held at any other time or place which shall be specified in a notice given as hereinafter 
provided for special meetings of the Board of Trustees or in a consent and waiver of notice 
thereof signed by all the Trustees. 

SECTION 4.07.  Regular Meetings.  Regular meetings of the Board of Trustees shall be 
held at Rhode Island Hospital on the first Wednesday of each month or at such other place and 
time as the Board shall from time to time by vote determine.  If any day fixed for a regular 
meeting shall be a legal holiday at the place where the meeting is to be held, then the meeting 
which would otherwise be held on that day shall be held at the same hour on the next succeeding 
business day not a legal holiday.  Notice of regular meetings need not be given. 

SECTION 4.08.  Special Meetings; Notice.  Special meetings of the Board of Trustees 
shall be held whenever called by the Chairman of the Board of Trustees, the President or by any 
two of the Trustees.  Notice of each such meeting shall be given by the Secretary or the person or 
persons calling the meeting to each Trustee by mailing the same addressed to the Trustee at his 
or her residence or usual place of business a least three (3) days before the day on which the 
meeting is to be held, unless, in case of exigency, the Secretary or the person or persons calling 
the meeting shall prescribe a shorter notice not less than one (1) day prior to the meeting to be 
given personally or by telephone or telegraph.  Every such notice shall state the time, place and 
purpose of the meeting.  Formal notice is not required provided all the Trustees are present or 
those not present shall at any time waive or have waived notice thereof in writing. 

SECTION 4.09.  Resignation.  Any Trustee of the Hospital may resign at any time by 
giving written notice to the Board of Trustees or to the Chairman of the Board of Trustees or to 
the President or to the Secretary of the Hospital.  The resignation of any Trustee shall take effect 
at the time specified therein; and, unless otherwise specified therein, the acceptance of such 
resignation shall not be necessary to make it effective. 

SECTION 4.10.  Vacancies.  Any vacancy in the Board of Trustees caused by death, 
resignation, removal, disqualification or any other cause, may be filled by the Member at any 
time, provided that any special meeting of the Hospital at which any such vacancy shall be filled 
shall have been called for the purpose and that the person elected by the Member shall have been 
nominated by the remaining Trustees of the Hospital (if any); and each Trustee so elected shall 
hold office until the next annual election of Trustees, and until his or her successor shall have 
been duly elected and qualified, or until his or her death or until he or she shall have resigned or 
shall have been removed in the manner herein provided. 

SECTION 4.11.  Removal.  An elected trustee may be removed with or without cause by 
the Member. 
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ARTICLE V 

COMMITTEES 

SECTION 5.01.  Executive Committee.  The Board of Trustees may, by vote or votes, 
passed by a majority of the whole Board, appoint an Executive Committee to consist of that 
number of Trustees, including the Chairman of the Board of Trustees, as may be determined 
from time to time by the Board of Trustees.  Each member of the Executive Committee shall 
hold office, so long as he or she shall remain a Trustee, until the first meeting of the Board of 
Trustees held after the next annual election of Trustees and until his or her successor is duly 
appointed and qualified.  The Chairman of the Board of Trustees shall be Chairman of the 
Executive Committee and shall preside at meetings of the Executive Committee, or in his or her 
absence a member of the Committee chosen by a majority of members present shall so preside.  
The Secretary of the Hospital, or such other person as the Executive Committee shall from time 
to time determine, shall act as secretary of the Executive Committee. 

The Board of Trustees, by action of the majority of the whole Board, shall fill vacancies 
in the Executive Committee. 

SECTION 5.02.  Powers.  During the intervals between the meetings of the Board of 
Trustees, the Executive Committee shall have and may exercise all of the powers of the Board of 
Trustees in all cases in which specific directions shall not have been given by the Board of 
Trustees. 

All action by the Executive Committee shall be reported to the Board of Trustees at its 
meeting next succeeding such action, and shall be subject to rescission or alteration by the Board 
of Trustees provided, however, that no rights of third parties shall be affected by any such 
rescission or alteration. 

SECTION 5.03.  Procedure; Meetings; Quorum.  The Executive Committee shall fix its 
own rules of procedure subject to the approval of the Board of Trustees, and shall meet at such 
times, and at such place or places as may be provided by such rules.  At every meeting of the 
Executive Committee the presence of a majority of all the members shall be necessary to 
constitute a quorum and the affirmative vote of a majority of the members present shall be 
necessary for the adoption by it of any vote.  In the absence of a quorum, a majority of the 
members present may adjourn any meeting from time to time until a quorum be had. 

SECTION 5.04.  Joint Standing Committee.  The Board of Trustees may, by vote or 
votes, designate the Executive Committee, or such other Trustees as it from time to time  
determines, to comprise a Joint Standing Committee with the Executive Committee of the Staff 
Association, or such other persons as may be designated in the by-laws of the Staff Association.  
The Joint Standing Committee shall consider matters relating to medical care generally, 
including medical programs, equipment, education and staff, including matters pertaining to 
medical staff appointments or reappointments that are referred by the Board of Trustees, and 
report and make recommendations thereon to the Board of Trustees. 

SECTION 5.05.  Nominating and Development Committee.  The Hospital shall have a 
Nominating and Development Committee which shall be composed of not less than three (3) nor 
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more than six (6) voting members of the Board appointed by the Chairman to serve one-year 
terms.  The Committee shall meet quarterly, or as determined necessary by the Chairman of the 
Committee.   The Nominating and Development Committee shall:  (i) identify members of the 
community who can effectively serve as trustees and nominate such persons for election as 
trustees of the Hospital; (ii) during the Initial Period, nominate persons for election as 
Representative Directors of the Member (as such terms are defined in the By-Laws of the 
Member) and certify the same to the Secretary for report to and approval by the Board of 
Trustees and submission to the Governors for approval by the Governors at their annual meeting 
as provided in Section 3.06; (iii) nominate persons for election to offices, other than the 
President, of the Hospital by the Board; (iv) recommend members of the Board to serve on 
Hospital committees and, where applicable, to serve as Hospital representatives on committees 
of the Member and other committees within the Lifespan system; (v) ensure that the composition 
of the Board represents diverse community constituencies and provides the necessary areas of 
expertise; (vi) develop and monitor trustee orientation and ongoing education programs; (vii) 
evaluate Board member performance at least biennially; and (viii) develop and monitor a 
Hospital leadership succession plan.  In addition to the nominations of this Committee, the 
Governors may nominate one (1) or more persons for election as Trustees of the Hospital or 
Directors of the Member, provided that any such nomination must be submitted at least thirty 
(30) days before the day of the annual meeting to the President of the Hospital by a written 
statement offering the nomination, together with a statement signed by any proposed nominee 
that such nominee has agreed to serve if elected.  Said nominations shall be set forth in the notice 
of the meeting of the Governors. 

SECTION 5.06.  Other Committees.  The Board of Trustees may from time to time by 
vote create such other committee or committees of trustees, officers, employees or other persons 
designated by it for the purpose of advising the Board, the Executive Committee and the officers 
and employees of the Hospital in all such matters, including relationships with the medical staff 
and the community, as the Board shall deem advisable and with such functions and duties as the 
Board shall by vote prescribe.  Committees appointed and charged to deliberate issues affecting 
the discharge of medical staff responsibilities shall include at least one member of the medical 
staff. 

A majority of all the members of any such committee may determine its action and fix 
the time and place of its meetings, unless the Board of Trustees shall otherwise provide.  The 
Board of Trustees shall have power to change the members of any committee at any time, to fill 
vacancies, and to discharge any such committee, either with or without cause, at any time. 

ARTICLE VI 

WAIVER OF NOTICE; UNANIMOUS CONSENT 

SECTION 6.01.  Waiver of Notice.  Notice of the time, place and purpose of any meeting 
of the Hospital or Board of Trustees may be waived in writing by, respectively, the Member or 
any Trustee either before or after such meeting; and attendance in person, at a meeting of the 
Hospital or Board of Trustees, shall be equivalent to having waived notice thereof. 

SECTION 6.02.  Unanimous Consent of Trustees.  Insofar as permitted by law and unless 
otherwise restricted by the Act of Incorporation or these by-laws, any action required or 
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permitted to be taken at any meeting of the Board of Trustees may be taken without a meeting if 
a written consent thereto is signed by all members of the Board and such written consent is filed 
with the records of the Hospital.  Any such consent shall be treated for all purposes as a vote at a 
meeting. 

ARTICLE VII 

OFFICERS 

SECTION 7.01.  Number.  The officers of the Hospital shall be a Chairman of the Board 
of Trustees, one or more Vice Chairmen of the Board of Trustees, a President, one or more Vice 
Presidents, one or more of whom may be designated as Executive Vice President, a Secretary, a 
Treasurer, and such other officers as may from time to time be appointed, including one or more 
Assistant Secretaries and one or more Assistant Treasurers.  One person may hold the offices and 
perform the duties of any two or more of said officers. 

SECTION 7.02.  Election, Qualification and Term of Office.  The Chairman, Vice 
Chairman, Treasurer and the Secretary shall be elected annually by the Board of Trustees, 
subject to ratification by the Member.  The President of the Hospital shall be appointed in 
accordance with Section 7.08.  Each other officer shall be appointed from time to time by the 
President.  The elected officers shall hold office until a successor is elected and qualified, death, 
resignation, or removal, whichever shall first occur. 

SECTION 7.03.  Removal.  Each officer other than the President may be removed, at any 
time, either with or without cause, by the Member or the Board of Trustees, in the case of the 
Chairman, any Vice Chairman, the Secretary and the Treasurer, and by the President in all other 
cases.  Provisions governing the removal of the President are set forth in Section 7.08. 

SECTION 7.04.  Resignation.  Any officer may resign at any time by giving written 
notice to the Board of Trustees or to the Chairman of the Board of Trustees or to the President or 
the Secretary.  Any such resignation shall take effect at the date of receipt of such notice or at 
any later time specified therein; and unless otherwise specified therein the acceptance of such 
resignation shall not be necessary to make it effective. 

SECTION 7.05.  Vacancies.  A vacancy in any office, other than the office of President, 
because of death, resignation, removal, disqualification or any other cause shall be filled for the 
unexpired portion of the term by the Board of Trustees at any regular or special meeting. 

SECTION 7.06.  The Chairman of the Board of Trustees.  The Chairman of the Board of 
Trustees shall preside at all meetings of the Hospital, of the Board of Trustees and of the 
Executive Committee at which he is present, and he shall perform such other duties as are 
designated from time to time by the Member, Board of Trustees or the Executive Committee. 

SECTION 7.07.  The Vice Chairman of the Board of Trustees.  The Vice Chairman of 
the Board of Trustees, of if there shall be more than one, the Vice Chairman of the Board of 
Trustees in the order of seniority as members of the Board of Trustees, unless otherwise 
determined by the Board of Trustees, shall, in the absence of disability of the Chairman of the 
Board of Trustees, perform the duties and exercise the powers of the Chairman and shall perform 
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such other duties and have such other powers as the Board of Trustees or the Executive 
Committee may from time to time prescribe. 

SECTION 7.08.  President.  The President of the Hospital shall be appointed by the 
President of the Member, in consultation with the Board of Trustees of the Hospital.  The 
President of the Hospital shall serve as Chief Executive Officer of the Hospital and at the 
pleasure of the President of the Member and may be removed by, and only by, the President of 
the Member, in consultation with the Board of Trustees of the Hospital.  The President of the 
Member annually shall review the performance of the President of the Hospital with the advice 
of the Trustees of the Hospital and in consultation with the Chairman of the Hospital. 

SECTION 7.09.  The Vice Presidents.  The Executive Vice President, or if there shall not 
be one, the Senior Vice Presidents and Vice Presidents in the order determined by the Board of 
Trustees, shall in the absence or disability of the President, perform the duties and exercise the 
powers of the President and shall perform such other duties and have such other powers as the 
Board of Trustees or the Executive Committee may from time to time prescribe. 

SECTION 7.10.  The Secretary.  The Secretary shall record or cause to be recorded in 
books provided for the purpose all the proceedings of the meetings of the Hospital, including the 
members, the Board of Trustees and all committees of which a secretary shall not have been 
appointed; shall see that all notices are duly given in accordance with the provisions of these by-
laws and as required by law; shall be custodian of the records (other than financial) and of the 
seal of the Hospital; shall record all votes of the Hospital; and, in general, the Secretary shall 
perform all duties incident to the office of Secretary and such other duties as may, from time to 
time, be assigned to him or her by the Board of Trustees, the Executive Committee, the 
Chairman of the Board of Trustees or the President. 

SECTION 7.11.  The Assistant Secretaries.  At the request of the Secretary or in his or 
her absence or disability, the Assistant Secretary designated by him or her or by the President or 
the Board of Trustees shall perform all the duties of the Secretary and, when so acting, shall have 
all the powers of the Secretary.  The Assistant Secretaries shall perform such other duties as 
from time to time may be assigned to them by the Board of Trustees, the Executive Committee, 
the Chairman of the Board of Trustees, the President or the Secretary. 

SECTION 7.12.  The Treasurer.  The Treasurer shall have the responsibility to ensure the 
safekeeping of all of the funds of the Hospital.  Acting with the Board of Trustees, the Treasurer 
shall ensure that a true and accurate accounting of the financial transactions of the Hospital is 
made and that reports of such transactions are presented to the Board of Trustees.  The Treasurer 
shall also perform such other duties as are incidental to the office of the Treasurer or are 
assigned to him or her from time to time by the Board of Trustees, the Executive Committee, the 
Chairman of the Board of Trustees or the President. 

SECTION 7.13.  The Assistant Treasurers.  At the request of the Treasurer or in his or 
her absence or disability, the Assistant Treasurer designated by him or her by the President or the 
Board of Trustees shall perform all the duties of the Treasurer, and when so acting, shall have all 
the powers of the Treasurer.  The Assistant Treasurers shall perform such other duties as from 
time to time may be assigned to them by the Board of Trustees, the Executive Committee, the 
Chairman of the Board of Trustees, the President or the Treasurer. 
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SECTION 7.14.  General Powers.  Each officer shall, subject to these by-laws, have, in 
addition to the duties and powers herein set forth, such duties and powers as are commonly 
incident to his or her office, and such duties and powers as the Board of Trustees or the 
Executive Committee shall from time to time designate. 

SECTION 7.15.  Bonding.  Any officer, employee, agent or factor shall give such bond 
with such surety or sureties for the faithful performance of his or her duties as the Board of 
Trustees or the Executive Committee may, from time to time, require. 

ARTICLE VIII 

INDEMNIFICATION OF TRUSTEES, 
OFFICERS, DIRECTORS AND MEMBERS OF COMMITTEES 

SECTION 8.01.  The Hospital shall indemnify to the fullest extent permitted under 
Rhode Island General Laws §7-6-6, as amended from time to time, or any other applicable law 
related or succeeding thereto then in effect every Trustee, Governor, non-employee officer or 
member of a committee of the Hospital made a party to a proceeding by reason of such person 
being or having been a Trustee, Governor, non-employee officer or member of a committee of 
the Hospital against judgments, penalties, fines, settlements and reasonable expenses actually 
incurred, including those expenses actually incurred prior to the final disposition of such 
proceeding, subject to the limitations, if any, contained in Rhode Island General Laws §7-6-6, as 
amended from time to time, or in any other applicable law related or succeeding thereto then in 
effect.   

SECTION 8.02.  Indemnification of Employees.  The Hospital may indemnify to the 
fullest extent permitted under Rhode Island General Laws §7-6-6, as amended from time to time, 
or any other applicable law related or succeeding thereto then in effect, any employee made a 
party to a proceeding by reason of such person being or having been an employee of the Hospital 
against judgments, penalties, fines, settlements and reasonable expenses actually incurred, 
including those expenses actually incurred prior to the final disposition of such proceeding, 
subject to the limitations, if any, contained in Rhode Island General Laws §7-6-6, as amended 
from time to time, or in any other applicable law  related or succeeding thereto then in effect; 
provided, however, if such employee is made a party to a proceeding by reason of also being or 
having been an officer, Trustee or member of a committee of the Hospital, then the Hospital 
shall indemnify the employee against those judgments, penalties, fines, settlements and 
reasonable expenses actually incurred in connection with such employee's service as an officer, 
Trustee or member of a committee of the Hospital.  In accordance with Section 8.01 above, the 
Hospital may indemnify the employee against those judgments, fines, settlements and reasonable 
expenses actually incurred in connection with such employee's services as an employee.   
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ARTICLE IX 

CONFLICT OF INTEREST; CONTRACTS 

SECTION 9.01.  Conflict of Interest.  Any contract or other transaction between the 
Hospital and one or more of its Trustees, officers or medical staff members or between the 
Hospital and any other corporation, firm or association in which one or more of its Trustees, 
officers or medical staff members are officers or Trustees or have a financial interest shall be 
voidable unless (1) at a meeting of the Board of Trustees or committee authorizing or ratifying 
the contract or transaction there is a quorum of persons not so interested and the contract or other 
transaction is approved by a majority of such quorum, or (2) the contract or other transaction is 
ratified by the Member, or (3) the contract or other transaction is just and reasonable to the 
Hospital at the time it is made, authorized or ratified. 

SECTION 9.02.  Contracts.  Contracts with outside providers of services to the Hospital 
shall be in compliance with applicable governmental laws and regulations. 

ARTICLE X 

EXECUTION OF DOCUMENTS 

SECTION 10.01.  Contracts, etc., How Executed.  Unless the Board of Trustees or 
Executive Committee shall otherwise determine, the (i) Chairman of the Board of Trustees, any 
Vice Chairman of the Board of Trustees, President, or Executive Vice President and (ii) 
Secretary or any Assistant Secretary may enter into any contract or execute any contract or other 
instrument, the execution of which is not otherwise specifically provided for, in the name and on 
behalf of the Hospital.  The Board of Trustees or the Executive Committee, except as in these 
by-laws otherwise provided, may authorize any other or additional officer or officers, agent or 
agents, of the Hospital to enter into any contract or execute and deliver any contract or other 
instrument in the name and on behalf of the Hospital, and such authority may be general or 
confined to specific instances.  Unless authorized so to do by these by-laws or by the Board of 
Trustees or Executive Committee, no officer, agent or employee shall have any power or 
authority to bind the Hospital by any contract or engagement, or to pledge its credit, or to render 
it liable pecuniarily for any purpose or to any amount. 

SECTION 10.02.  Checks, Drafts, etc.  All checks, drafts, bills of exchange or other 
orders for the payment of money, obligations, notes, or other evidences of indebtedness, bills of 
lading, warehouse receipts and insurance certificates of the Hospital, shall be signed or endorsed 
by such officer or officers, employee or employees of the Hospital as shall from time to time be 
determined by resolution of the Board of Trustees or the Executive Committee. 

ARTICLE XI 

SEAL 

SECTION 11.01.  The seal of the Hospital shall, subject to alterations by the Board of 
Trustees, consist of a flat-faced die with the words "Rhode Island Hospital, Incorporated 1863" 
cut or engraved thereon. 
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ARTICLE XII 

FISCAL YEAR 

SECTION 12.01.  Except as from time to time otherwise provided by the Board of 
Trustees, the fiscal year of the Hospital shall commence on the first day of October. 

ARTICLE XIII 

AMENDMENTS 

SECTION 13.01.  The by-laws of the Hospital shall be reviewed annually by the Board 
of Trustees.  These by-laws may be altered, amended or repealed at any annual or special 
meeting of the Member, notice of which shall specify the subject matter of the proposed 
alteration, amendment or repeal or the sections to be affected thereby, by vote of the Member. 

ARTICLE XIV 

MEDICAL STAFF 

SECTION 14.01.  Organization, Appointments and Hearings. 

(a) The Board of Trustees shall organize the physicians and appropriate other persons 
granted practice privileges in Rhode Island Hospital into a medical staff under medical staff by-
laws approved by the Board of Trustees.  The Board of Trustees shall consider recommendations 
of the medical staff and appoint to the medical staff, in numbers not exceeding the Hospital's 
needs nor the Hospital's ability to provide facilities and support services, physicians and others 
who meet the qualifications for membership as provided by the by-laws of, and as otherwise 
established by, the medical staff.  Each member of the medical staff shall have appropriate 
authority and responsibility for the care of his or her patients, subject to such limitations as are 
provided in these by-laws and in the by-laws, rules, and regulations for the medical staff and 
subject, further, to any limitations attached to his or her appointment and otherwise established 
by the medical staff. 

(b) All applications for appointment to the medical staff shall be in writing and 
addressed to the Secretary of the Staff Association and as determined by the medical staff.  The 
applications shall contain full information concerning the applicant's education, licensure, 
practice, previous hospital experience, and any unfavorable history with regard to licensure, 
hospital privileges and other matters, and other information deemed appropriate by the medical 
staff.  This information shall be verified by the committee of the medical staff designated to so 
act in the medical staff by-laws. 

(c) All appointments to the medical staff shall be for not less than one year (except in 
the case of initial appointments, which shall extend to the next applicable reappointment date), 
nor more than two years, renewable by the Board of Trustees pursuant to (or without) formal 
reapplication.  When an application for appointment is denied, an appointment is not renewed; or 
when privileges have been reduced, altered and suspended, or terminated, the staff member shall 
be afforded the opportunity of a hearing as provided for in the by-laws of the medical staff.  Such 
hearings shall be conducted under procedures so as to ensure the staff member and other 
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interested persons the opportunity for the presentation of all pertinent information.  Should the 
Board of Trustees nor concur in a recommendation of the medical staff concerning the 
appointment, reappointment or termination of appointment of members of the medical staff or 
applicants thereto, or the granting, reduction or alteration of clinical privileges, the matter shall 
be referred to the Joint Standing Committee for review, and such committee shall render a report 
thereon to the Board of Trustees before the Board renders a final decision. 

SECTION 14.02.  Medical Care and its Evaluation. 

(a) The Board of Trustees shall, in the exercise of its overall responsibility, assign to 
the medical staff reasonable authority for ensuring appropriate professional care to the Hospital's 
patients. 

(b) The medical staff shall conduct an ongoing review and appraisal of the quality of 
professional care rendered in the Hospital and shall report such activities and their results to the 
Board of Trustees. 

(c) The medical staff shall make recommendations to the Board of Trustees 
concerning:  (1) appointments, reappointments, and other changes in staff status; (2) granting of 
clinical privileges; (3) disciplinary actions; (4) all matters relating to professional competency; 
(5) medical staff policies and procedures; and (6) such specific matters as may be referred to it 
by the governing board. 

SECTION 14.03.  Medical Staff By-Laws.  There shall be by-laws, rules, and regulations 
for the medical staff that set forth its organization and government.  Proposed by-laws, rules, and 
regulations, and amendments thereto, shall be adopted by the medical staff, subject to approval 
by the Board of Trustees.  The power of the Board of Trustees to adopt or amend medical staff 
by-laws, rules, and regulations shall not be dependent upon ratification by the medical staff. 

ARTICLE XV 

RHODE ISLAND HOSPITAL GUILD 

SECTION 15.01.  Rhode Island Hospital Guild.  There may exist from time to time as 
may be approved by the Board of Trustees auxiliary organizations, including the "Rhode Island 
Hospital Guild", whose purpose shall be the promotion and advancement of the welfare of 
Rhode Island Hospital by voluntary service or otherwise.  The by-laws and rules and regulations 
of the Rhode Island Hospital Guild and any other auxiliary organization established from time to 
time shall be subject to the review and approval of the Board of Trustees. 
 
 
 

_______________________ 
Secretary 

 





























 Effective 9-14-99 
 

BYLAWS 
 

OF 
 

RHODE ISLAND HOSPITAL FOUNDATION 
 
 
 

ARTICLE I 
 

GENERAL 
 
 Section 1.1.  Principal Office.  The Foundation shall have its principal office in 
Providence, Rhode Island, or at such other place as may from time to time be determined by the 
Board of Trustees. 
 
 Section 1.2.  Powers.  The Foundation shall have all the powers enumerated in the Rhode 
Island Nonprofit Corporation Act, as from time to time amended (the “Nonprofit Corporation 
Act”); provided, however, the Foundation shall exercise its powers only in furtherance of exempt 
purposes as such terms are defined in section 501(c)(3) of the Internal Revenue Code of 1986, as 
amended, and the regulations promulgated thereunder (the “Code”).   
 
 Section 1.3.  Purposes.  The Foundation shall at all times be operated exclusively for 
charitable, scientific, and educational purposes, and, more specifically, for the purpose of 
supporting and otherwise benefiting and being responsive to the needs of Lifespan Corporation, 
a Rhode Island nonprofit corporation, and its affiliates, including in particular, Rhode Island 
Hospital, a Rhode Island non-profit hospital corporation (“RIH”).  In connection with, and only 
to the extent that, such activities further the foregoing purposes, the Foundation shall solicit and 
raise funds to further, improve, and advance the science or art of healthcare delivery and patient 
care and the knowledge, practice, and teaching of medicine and nursing, and the Foundation 
shall make distributions of funds in a manner consistent with the foregoing and shall do all 
things incidental to and designed to promote the foregoing purposes.  In no event shall the 
Foundation engage in carrying on propaganda, attempt to influence legislation, or participate or 
interfere in any political campaign.  
 
 

ARTICLE II 
 

MEMBER 
 
 Section 2.1.  Sole Member.  The sole voting member of the Foundation shall be Lifespan 
Corporation (the “Member”), a nonprofit corporation organized and existing under the Nonprofit 
Corporation Act.   
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 Section 2.2.  Powers and Duties.  In addition to its other responsibilities established by 
law, the Articles of Incorporation of the Foundation and these bylaws, the Member shall have the 
following reserved powers: 
 

A. The power to plan, direct and establish policy to assure the development and 
delivery of quality health services, professional education and biomedical 
research by the Foundation on an integrated, cost-effective basis with each other 
organization directly or indirectly owned or controlled by the Member from time 
to time and in furtherance thereof to have and exercise the following powers; 

 
B. The power to establish and maintain accounting policies for the Foundation and 

appoint its outside auditors; 
 

C. The power to negotiate, develop and approve affiliation agreements for education 
and research between Brown University School of Medicine or other academic 
institutions and the Foundation; 

 
D. The power to develop and approve human resource plans for the Foundation; 

 
E. The power to authorize (i) the amendment and restatement of articles of 

incorporation or other charter documents and bylaws of the Foundation; (ii) the 
merger or consolidation of the Foundation with any other entity; (iii) the sale, 
lease, exchange, mortgage, pledge or other disposition of all or substantially all 
the property and assets of the Foundation; and (iv) the voluntary dissolution of the 
Foundation, the plan of distribution of assets upon dissolution and the revocation 
of voluntary dissolution proceedings;   

 
F. The power to approve (i) the Foundation’s strategic plans and (ii) proposed 

changes to its mission statements; 
 

G. The power to approve the Foundation’s (i) capital budgets, (ii) operating budgets, 
and (iii) non-budgeted material expenditures (as “material” is established by the 
Member’s board of directors from time to time); 

 
H. The power to authorize the Foundation’s participation in a joint venture, 

consolidation, network, association, system or alliance of healthcare providers; 
 

I. The power to authorize the Foundation’s organization or formation of a new 
subsidiary or joint venture in which the Foundation’s ownership interest will be 
equal to or in excess of fifty percent (50%) of net income or voting interest; 

 
J. The power to authorize the Foundation’s incurrence or guarantee of material 

indebtedness to any other person or entity (as “material” is established by the 
Member’s Board of Directors from time to time) and a mortgage or pledge of, or 
grant of a security interest in, property or assets of a hospital or related entity in 
connection with any such indebtedness; 
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K. The power to approve the Foundation’s investment policies;   
 

L. The power to appoint the President and the power to remove the Chairperson, 
Vice Chairperson, if any, Secretary and Treasurer and members of the 
Foundation’s Board of Trustees; and  

 
M. The power to authorize any vote by the Foundation of its capital stock or 

membership voting rights in any and all of its subsidiaries or affiliates with 
respect to any of the foregoing. 

 
Section 2.3.  Meetings of the Member.  The Member may hold regular or special 

meetings, either in or outside of the State of Rhode Island.  Regular and special meetings of the 
Member may be held at such times and such places as determined by the Member and set forth 
in the notices of meeting.  Special meetings of the Member may be called by the Member, the 
President or the Board of Trustees. The annual meeting of the Member shall be held at such time 
and place as shall be stated in the notice of meeting. 
 

Section 2.4.  Action by Member without Meeting.  Any action required or permitted to be 
taken at a meeting of the Member may be taken without a meeting if a written consent, setting 
forth the action, is signed by a duly authorized representative of the Member. 
 
 

ARTICLE III 
 

BOARD OF TRUSTEES 
 

Section 3.1.  Powers.  The property, affairs, and business of the Foundation shall be 
managed by the Board of Trustees, and the Board of Trustees shall have, and may exercise, all of 
the powers of the Foundation except as such are conferred by law, the Articles of Incorporation 
of the Foundation or these bylaws upon the Member.   
 

Section 3.2.  Composition.  The persons serving from time to time as the elected voting 
trustees of Rhode Island Hospital (as that term is defined in the bylaws of Rhode Island Hospital) 
shall constitute the Board of Trustees of the Foundation.  In addition, the following persons shall 
serve ex officio, without vote, on the Board of Trustees: the chief executive officer of the 
Member (or a designee); the senior vice president for institutional advancement of the Member 
(or a designee); the chairman of RIH (or a designee); the president of RIH; the President of the 
Foundation; and a member of the Medical Staff of RIH.   
 

Section 3.3.  Regular and Special Meetings.  The Board of Trustees may hold regular or 
special meetings, either in or outside of the State of Rhode Island.  Regular meetings of the 
Board of Trustees may be held at such times and at such places as may from time to time be 
determined by the Board of Trustees.  Special meetings may be called at any time by the 
Chairman or the President and shall be called by the Secretary upon written request of three (3) 
trustees or more upon three (3) days’ notice to each trustee; provided, however, that a special 
meeting may be called upon twenty-four (24) hours notice if such notice is given personally, by 
telephone or by facsimile transmission to each trustee. 
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Section 3.4.  Quorum.  A majority of the number of trustees then in office who are 

entitled to vote shall constitute a quorum for the transaction of business at any meeting of the 
Board of Trustees.  
 

Section 3.5.  Voting.  The vote of a majority of the trustees who are entitled to vote there 
at present at a meeting at which a quorum is present shall be the act of the Board of Trustees, 
unless the act of a greater number of trustees is required by the Nonprofit Corporation Act, the 
Articles of Incorporation of the Foundation or these bylaws.   
 

Section 3.6.  Action by Trustees without Meeting.  Any action required or permitted to be 
taken at a meeting of the Board of Trustees or of any committee thereof may be taken without a 
meeting if a written consent, setting forth the action to be taken, is signed by all the trustees or 
all the members of such committee, as the case may be, entitled to vote thereon. 
 
 

ARTICLE IV 
 

COMMITTEES OF THE BOARD OF TRUSTEES 
 

Section 4.1.  General.  The Board of Trustees may appoint one or more committees as 
may from time to time be deemed suitable, necessary or convenient to aid in accomplishing the 
purposes of the Foundation.  The duties and powers of any such committee and the term of office 
of its members shall be as determined by the Board of Trustees from time to time. 
 

Section 4.2.   Nominating and Development Committee.  The Foundation shall have a 
Nominating and Development Committee which shall be composed of not less than three (3) and 
nor more than six (6) voting members of the Board appointed by the Chairman to serve one-year 
terms.  The Committee shall meet quarterly, or as determined necessary by the Chairman of the 
Committee.  The Nominating and Development Committee shall:  (i) nominate persons for 
election to offices, other than the President, of the Foundation by the Board; and (ii) recommend 
members of the Board to serve on Foundation committees and, where applicable, to serve as 
Foundation representatives on committees of the Member and other committees within the 
Lifespan system. 
 
 

ARTICLE V 
 

NOTICES 
 

Section 5.1.  How Delivered.  Whenever under the provisions of the Nonprofit 
Corporation Act or of the Articles of Incorporation of the Foundation or of these bylaws written 
notice is required to be given to any person, such notice may given by mail or by a generally 
recognized overnight delivery service, addressed to such person at his, her, or its address as it 
appears in the records of the Foundation, with postage or delivery charges thereon prepaid, and 
such notice shall be deemed to be delivered at the time when the same shall be deposited in the 
United States mail or be delivered to the delivery service.  Notice may also be given to any 
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trustee either personally, by telephone or by facsimile transmission to his or her residence or 
office either directly or by leaving a message thereat. 
 

Section 5.2.  Waivers of Notice.  Whenever any notice is required to be given under the 
provisions of the Nonprofit Corporation Act or the Articles of Incorporation of the Foundation or 
these bylaws, a waiver thereof in writing, signed by the person or persons entitled to such notice 
and who did not receive the same, whether before or after the time stated therein, shall be 
deemed equivalent to the giving of such notice.  Attendance of a person at a meeting shall 
constitute a waiver of notice of such meeting, except when a person attends such meeting for the 
express purpose of objecting to the transaction of any business because of the failure to lawfully 
call or convene such meeting. 
 
 

ARTICLE VI 
 

OFFICERS 
 

Section 6.1.  Number.  The officers of the Foundation shall be a Chairperson, a President, 
a Secretary and a Treasurer.  The Board of Trustees may from time to time elect or appoint such 
other officers, including one or more vice or assistant officers, as it may deem necessary or 
convenient.  Any two (2) or more offices may be held by the same person with the exception of 
the offices of President and Secretary. 
 

Section 6.2.  Election and Tenure.  The President of the Foundation shall be appointed by 
the chief executive officer of the Member of the Foundation (or a designee) in consultation with 
the board of directors of the Member and the Board of Trustees and shall serve in such capacity 
for such period of time as the chief executive officer of the Member (or a designee), in 
consultation with the board of directors of the Member and the Board of Trustees, deems 
appropriate under the circumstances.  The President shall serve at the pleasure of the chief 
executive officer of the Member and may be removed only by the chief executive officer of the 
Member in consultation with the board of directors of the Member and the Board of Trustees.  
Each other officer of the Foundation shall be elected or appointed by the Board of Trustees (from 
among nominations received from the Nominating Committee) to serve a term of one year, or 
until his or her successor shall have been duly elected and qualified or until his or her earlier 
death, resignation or removal, as hereinafter provided.  No officer other than the President shall 
serve for more than three (3) consecutive one-year terms.  Any officer, other than the President, 
may be removed by either the Board of Trustees or the Member, at any time, with or without 
cause.  Such removal shall be without prejudice to the contract rights, if any, of the person so 
removed.  Election or appointment of an officer shall not of itself create contract rights. 
 

Section 6.3.  Resignations.  Any officer may resign at any time by giving written notice 
to the Board of Trustees or to the Chairperson, the President or the Secretary thereof.  A 
resignation shall take effect at the time specified in the notice thereof, and, unless otherwise 
specified in said notice, acceptance shall not be necessary to make it effective.  
 

Section 6.4.  Vacancies.  A vacancy in any office other than the President by reason of 
death, resignation, removal or otherwise may be filled by the Board of Trustees for the unexpired 



 

6

portion of the term thereof.  A vacancy in the office of President shall be filled by the chief 
executive officer of the Member (or a designee), in consultation with the board of directors of 
the Member and the Board of Trustees. 
 

Section 6.5.  Duties of Chairperson.  In addition to the duties and authorities specifically 
delegated to the Chairperson elsewhere in these bylaws, the Chairperson of the Board of 
Trustees shall (a) preside at all meetings of the Board of Trustees, (b) report at the annual 
meeting of the Member on the condition of affairs of the Foundation and make recommendations 
with respect to thereto, and (c) perform such other duties as the Board of Trustees may prescribe 
from time to time. 
 

Section 6.6.  Duties of President.  The President shall serve as the chief executive officer 
of the Foundation and, in that capacity, shall in general supervise, manage, and control all of the 
business and affairs of the Foundation and perform all duties incident to the office of President 
and such other duties as may be prescribed by these bylaws and the Board of Trustees from time 
to time.  The President shall report to the chief executive officer of the Member (or a designee).  
The President shall have general supervision of all officers, agents and employees of the 
Foundation.  In addition, the President shall maintain a close and continuous working 
relationship with the officers, trustees and governors of  RIH in order to ensure that the 
Foundation has a significant voice in the formulation of those policies which may affect the 
Foundation. 
 

Section 6.7.  Duties of Treasurer.  The Treasurer shall ensure that a true and accurate 
accounting of the financial transaction of the Foundation is made and that reports of such 
transactions are presented to the Board of Trustees.  The Treasurer shall also perform such other 
duties as the Board of Trustees may prescribe from time to time. 
 

Section 6.8.  Duties of Secretary.  The Secretary shall keep or cause to be kept the 
minutes of the meetings of the Foundation and the Board of Trustees, shall have charge of the 
corporate seal and corporate books, and shall make such reports and perform such other duties as 
are incident to the office of secretary or as required by Board of Trustees. 
 
 

ARTICLE VII 
 

FISCAL YEAR 
 
The fiscal year of the Foundation shall be determined by the Board of Trustees and in the 
absence of such determination shall end on September 30.   
 
 

ARTICLE VIII 
 

INDEMNIFICATION 
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Section 8.1.  Indemnification of Non-Employee Officers, Trustees and Members of 
Committees.  The Foundation shall indemnify to the fullest extent permitted under Rhode Island 
General Laws Section 7-6-6, as amended from time to time, or any other applicable law related 
or succeeding thereto, then in effect, every trustee, non-employee, officer and member of a 
committee or of the Foundation made a party to a proceeding by reason of such person being or 
having been a trustee, non-employee officer, or member of a committee of the Foundation 
against judgments, penalties, fines, settlements and reasonable expenses actually incurred, 
including those expenses actually incurred prior to the final disposition of such proceeding, 
subject to limitations, if any, contained in Rhode Island General Laws Section 7-6-6, as amended 
from time to time, or in any other applicable law relating or succeeding thereto then in effect. 
 

Section 8.2.  Indemnification of Employees.  The Foundation may indemnify to the 
fullest extent permitted under Rhode Island General Laws Section 7-6-6, as amended from time 
to time, or any other applicable law related or succeeding thereto then in effect, any employee 
made a party to a proceeding by reason of such person being or having been an employee of the 
Foundation against judgments, penalties, fines, settlements and reasonable expenses actually 
incurred, including those expenses actually incurred prior to the final disposition of such 
proceeding, subject to the limitations, if any, contained in Rhode Island General Laws Section 7-
6-6, as amended from time to time, or in any other applicable law related or succeeding thereto 
then in effect; provided, however, if such employee is made a party to a proceeding by reason of 
also being or having been a non-employee officer, trustee or member of a committee of the 
Foundation, then the Foundation shall indemnify the employee against those judgments, 
penalties, fines, settlements and reasonable expenses actually incurred in connection with such 
employee’s service as a non-employee officer, trustee or member of a committee of the 
Foundation in accordance with Section 8.1. above and the Foundation may indemnify the 
employee against those judgment, penalties, fines, settlements and reasonable expenses actually 
incurred in connection with such employee’s service as an employee. 
 
 

ARTICLE IX 
 

DIRECTION AND CONTROL OF DISPOSITION 
OF DONOR-RESTRICTED FUNDS; RETAINED POWERS 

 
Notwithstanding any provision hereof to the contrary, the disposition of the donor-restricted 
assets of the Foundation shall remain at all times under the exclusive direction and control of the 
Board of Trustees of the Foundation.   
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ARTICLE X 
 

AMENDMENTS 
 
These bylaws may be altered, amended or repealed by the Member at any annual or special 
meeting of the Member, notice of which shall specify the subject matter of the proposed 
alteration, amendment or repeal of the sections to be affected thereby, by vote of the Member.   
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The Healthy People initiative, begun in 1979 and
reformulated each decade, provides an annual review of the
progress of the health of Americans. The initiative aims to
improve the quality of life and eliminate health disparities for
all Americans.

Healthy People offers a simple but powerful idea: provide
information and knowledge about how to improve health in
a format that enables diverse groups to combine their efforts
and work as a team. Healthy People has become the Nation’s
road map to good health because it organizes the best
scientific knowledge in a format that is useful for decision-
making and for action.

Healthy People 2010, the third set of decade-long goals,
addresses trends of this decade, including a larger, more
diverse, and aging population and a host of health risks such
as emerging infectious diseases. 

Like most states, Rhode Island has produced its own version
of the Healthy People initiative. Healthy Rhode Islanders
2010, building on Healthy Rhode Islanders 2000, follows
the lead of the Federal government by adopting ten leading
health indicators and a subset of 27 objectives. With our
partners, the Rhode Island Department of Health has
established baselines and targets for these 27 objectives as
well as information on nationally documented best practices
addressing each objective. It is our intention that Rhode
Island organizations and individuals use this information to
develop and implement interventions to improve the quality
of life and eliminate health disparities for all Rhode Islanders.

We hope this Plan for Action will provide a solid foundation
for a Healthier Rhode Island by the year 2010. We look
forward to working with all of our collaborators on the next
phase of this essential public health planning process. 

Patricia Nolan, M.D., M.P.H.

Director of Health

L E T T E R  F R O M  T H E  D I R E C T O R
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A Healthier Rhode Island by 2010: A Plan for Action
required the cooperation and effort of many different
individuals and groups. On behalf of the Department of
Health, I want to express our gratitude to all who helped
make this historic document possible. First and foremost, 
we wish to thank those individuals in various divisions of the
Department of Health who took responsibility for drafting,
reviewing, and providing input on the various components of
this Plan. The core group contributing to this effort included
Joyce Coutu, Colleen Ryan, Jana Hesser, Ana Novais and
Gina Rocha.

A special thanks to Peter Quon for his research on evidence-
based best practices.

Next we would like to thank the community advisory
groups, organizations, and individuals that reviewed and
commented on a series of detailed reports that informed the
development of this Plan.

Finally, we would like to acknowledge PSI for the
development and production of several reports, including
this Plan, in the Healthy Rhode Islanders 2010 series.
Thanks also to Chandler Design for the design and layout 
of the Plan.

Public health is a collaborative process. The production 
of this Plan reflects a variety of program objectives, public
health professionals, and diverse constituencies that make 
up the richness of the public health enterprise.

William J. Waters, Jr., Ph.D.

Deputy Director

A C K N O W L E D G M E N T S
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Healthy People 2010 is a nationwide health promotion 
and disease prevention agenda for improving the health 
of all people in the United States during the first decade 
of the 21st century. Healthy People 2010 builds on similar
initiatives from the last two decades, the most recent being
Healthy People 2000, which identified health improvement
goals to be reached by the year 2000.

Healthy People 2010 represents ideas and expertise from 
a diverse group of individuals and organizations concerned
about the Nation’s health. These groups include: 

• Over 350 National organizations;
• Over 250 State public health, mental health, substance

abuse, and environmental agencies; and 
• Members of the general public from every State, the

District of Columbia, and Puerto Rico. 

Goals and Objectives of Healthy People 2010

The Healthy People 2010 agenda has two overarching goals:

• Increase quality and years of healthy life; and
• Eliminate health disparities.

These two goals are supported by specific objectives in 
28 focus areas. Each objective was developed with a target 
to be achieved by the year 2010. The Healthy People 2010

consortium adopted ten Leading Health Indicators (LHIs) as
a way to measure progress towards the objectives. For each of
the following LHIs, specific objectives derived from Healthy
People 2010 will be used to track progress and to provide a
snapshot of the nation’s health: 

• Physical Activity
• Overweight and Obesity
• Tobacco Use
• Substance Abuse
• Responsible Sexual Behavior
• Mental Health
• Injury and Violence
• Environmental Quality
• Immunization
• Access to Health Care

The development of strategies and action plans to address
one or more of these indicators can profoundly increase 
the quality of life and the years of healthy life of people
nationwide, and can help eliminate health disparities. 
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Rhode Island, like many other states, has adopted the
Healthy People 2010 agenda using the ten Leading Health
Indicators and corresponding objectives as a roadmap toward
a healthier Rhode Island by 2010. 

The Rhode Island Department of Health (HEALTH)
embarked on the development of the Healthy Rhode
Islanders 2010 (HRI 2010) plan by:

1. Conducting a progress review of Healthy Rhode Island
2000 efforts;

2. Adopting the ten Healthy People 2010 Leading Health
Indicators and a subset of 27 objectives (see page 8 for a
list of state-level objectives); 

3. Identifying state-level data sources, establishing baselines,
and setting targets for each of the 27 objectives;

4. Charting baseline data by race and ethnicity, gender,
household income, education level, geographic location,
age group, and disability status; and

5. Documenting evidence-based strategies and best
practices addressing each Leading Health Indicator and
objective.

A note on objectives: As part of the HRI 2010 agenda,
HEALTH is tracking the state’s progress on 27 objectives
associated with the ten Leading Health Indicators. The
national agenda is tracking a larger set of objectives. For
more information on objectives on the national agenda, visit
the Healthy People 2010 website at www.healthypeople.gov.

HEALTH developed a series of public reports addressing
each of these topic areas. See Table 1 for a full list of HRI
2010 reports available from HEALTH.

TABLE 1. HRI 2010 REPORTS AVAILABLE FROM HEALTH

TITLE Healthy Rhode Islanders 2000 Progress Review

CONTENT Review of progress towards 27 state-level objectives for 2000

TITLE Healthy Rhode Islanders 2010: Baselines and Targets

CONTENT State-level data sources, baselines, and targets for each of the 27 objectives

TITLE Healthy Rhode Islanders 2010: Leading Health Indicators by Race and Ethnicity

CONTENT Baseline data for the state by Race and Ethnicity

TITLE Healthy Rhode Islanders 2010: A Baseline Report. Leading Health

Indicators by Gender, Household Income, Education Level, Geographic

Location, Age Group, and Disability Status

CONTENT Baseline data for the state by Gender, Household Income, Education Level,

Geographic Location, Age Group, and Disability Status

TITLE Evidence-Based Strategies and Best Practices for Leading Health Indicators

CONTENT National Best Practices addressing each Leading Health Indicator

All HRI 2010 reports are available at: 

http://www.health.ri.gov/chic/healthypeople/home.htm 
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ABOUT THIS PLAN

This Plan is intended for public health practitioners,
worksites, schools, health care providers, legislators,
educators, community groups, researchers, and other
individuals and organizations working to improve the health
of Rhode Island residents. 

The Plan provides a snapshot of how Rhode Islanders
measure up to HRI 2010’s 27 objectives and an overview of
evidence-based strategies and best practices to address each
objective. Each section corresponds to one of the ten Leading
Health Indicators (LHIs). Under each LHI, the Plan presents
the following information:

The Issue: National data and background for each LHI.
Information in this section was adapted from Healthy People
2010: Understanding and Improving Health. For detailed
information about national objectives, baselines and targets,
visit www.healthypeople.gov.

In Rhode Island: An overview of the issue in Rhode Island,
including state-level baseline and target data for each objective.
The data presented in this section are pulled from various
data sources that track health data for Rhode Island.

Greatest Health Disparities: A summary of health disparities
including race and ethnicity, gender, household income,
education level, geographic location, age group and disability
status. Information on health disparities is based on a detailed
analysis of these factors, available in full reports entitled: 

• Healthy Rhode Islanders 2010: Leading Health Indicators
by Race and Ethnicity, and

• Healthy Rhode Islanders 2010: A Baseline Report. 
Leading Health Indicators by Gender, Household Income,
Education Level, Geographic Location, Age Group, 
and Disability Status.*  

Data sources used to determine state-level baselines and
health disparities can be found in Appendix A of this report.

See Appendix B for a chart on “Health Disparities At-A-
Glance.”

Meeting the Challenge: An overview of national best practices
and evidence-based strategies addressing each LHI*. See
Appendix C for a list of references used to compile this
section. Each source applied varying levels of scrutiny in
evaluating its recommendations.

Taken together with the other HRI 2010 reports referenced
above, the Plan is intended to guide programming decisions,
fundraising, advocacy, policy-making, and a range of other
activities that impact the health of Rhode Islanders. The
information made available through HRI 2010 efforts will
equip our state to meet HRI 2010 goals.

* Detailed information about HRI 2010’s 
objectives, baselines, targets, disparities and 
best practices can be referenced in full reports at
www.health.ri.gov/chic/healthypeople/home.htm.

TECHNICAL NOTES ON DETERMINING HEALTH DISPARITIES

Because confidence intervals are not yet available for these data,

“greatest health disparities” cannot be determined with statistical

significance. This Plan presents face value disparities. In addition,

multifactor analysis has not been completed. Therefore, it is not

possible to determine how individual disparities, interacting together,

affect overall risk for a given objective.



LHI 1: Physical Activity

Objective 1-1: Increase the proportion of adults who
engage regularly, preferably daily, in moderate physical
activity for at least 30 minutes a day (National 
Objective 22-2).

Objective 1-2: Increase the proportion of adolescents who
engage in vigorous physical activity that promotes car-
diorespiratory fitness 3 or more days per week for 20 or
more minutes per occasion (National Objective 22-7).

LHI 2: Overweight and Obesity

Objective 2-1: Reduce the proportion of adults who are
obese (National Objective 19-2).

Objective 2-2: Reduce the proportion of children and 
adolescents who are overweight and obese (National
Objective 19-3c).

Objective 2-3: Increase the proportion of persons aged 2 years
and older who consume at least 5 daily servings of fruits and
vegetables (National Objectives 19-5 and 19-6).

LHI 3: Tobacco Use 

Objective 3-1: Reduce cigarette smoking by adults
(National Objective 27-1a).

Objective 3-2: Reduce cigarette smoking by adolescents
(National Objective 27-2b).

LHI 4: Substance Abuse

Objective 4-1: Increase the proportion of adolescents not
using alcohol or illicit drugs during the past 30 days
(National Objective 26-10a).

Objective 4-1a: Increase the proportion of adolescents
who report no alcohol use in the past 30 days.

Objective 4-1b: Increase the proportion of adolescents
who report no cocaine use in the past 30 days.

Objective 4-1c: Increase the proportion of adolescents
who report no marijuana use in the past 30 days.

Objective 4-2: Reduce the proportion of adults using illicit
drugs during the past 30 days (National Objective 26-10c).

Objective 4-3: Reduce binge drinking by adults in the past
30 days (National Objective 26-11c).

LHI 5: Responsible Sexual Behavior

Objective 5-1: Increase the proportion of adolescents 
who have never had sexual intercourse, have abstained
from sexual intercourse in the past 3 months, or used con-
doms at last sexual intercourse (National Objective 25-11).

Objective 5-2: Increase the proportion of unmarried 
sexually active persons who use condoms (National
Objective 13-6).
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Objective 5-2a: Increase the proportion of unmarried 
sexually active adult females who use condoms 
(National Objective 13-6a).

Objective 5-2b: Increase the proportion of unmarried
sexually active adult males who use condoms 
(National Objective 13-6b).

LHI 6: Mental Health

Objective 6-1: Increase the proportion of adults 
with recognized depression who receive treatment
(National Objective 18-9b).

Objective 6-2: Reduce the suicide rate 
(National Objective 18-1).

LHI 7: Injury and Violence

Objective 7-1: Reduce deaths caused by motor vehicle 
crashes (National Objective 15-15a).

Objective 7-2: Reduce homicides (National Objective 15-32).

LHI 8: Environmental Quality

Objective 8-1. Reduce the proportion of persons exposed
to air that does not meet the U.S. Environmental
Protection Agency’s health-based standards for ozone
(National Objective 8-1a).

Objective 8-2: Reduce the proportion of nonsmokers
exposed to environmental tobacco smoke (National
Objective 27-10).

Objective 8-3: Eliminate elevated blood lead levels in 
children (National Objective 8-11).

Objective 8-4: Increase the proportion of persons served by
community water systems who receive a supply of drinking
water that meets the regulations of the Safe Drinking
Water Act (National Objective 8-5).

Objective 8-5: Increase the proportion of persons who live
in homes tested for Radon concentrations (National
Objective 8-18).

Objective 8-6: Reduce infections caused by key foodborne
pathogens (National Objective 10-1).

Objective 8-6a: Reduce infections caused by key food-
borne pathogens: Campylobacter species (National
Objective 10-1a).

Objective 8-6b: Reduce infections caused by 
key foodborne pathogens: Salmonella species 
(National Objective 10-1b).

LHI 9: Immunization

Objective 9-1: Increase the proportion of young children
who receive all vaccines that have been recommended for
universal administration for at least 5 years (National
Objective 14-24a).

Objective 9-2: Increase the proportion of adults who are
vaccinated annually against influenza and ever vaccinated
against pneumococcal disease (National Objective 14-29).

Objective 9-2a: Increase the proportion of adults aged 65
years and older who are vaccinated annually against
influenza (National Objective 14-29a).

Objective 9-2b: Increase the proportion of adults aged 
65 years and older who have ever been vaccinated 
against pneumococcal disease (National Objective 14-29b).

LHI 10: Access to Healthcare

Objective 10-1: Increase the proportion of persons with
health insurance (National Objective 1-1).

Objective 10-2: Increase the proportion of persons who
have a specific source of ongoing care (National Objective
1-4a).

Objective 10-3: Increase the proportion of pregnant
women who receive early and adequate prenatal care
(National Objective 16-6b).
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The Issue

Regular physical activity over the course of one’s life is 
critical to maintaining good health, enhancing psychological
well-being, and preventing premature death. Demonstrated
benefits of physical activity include the reduced risk of
diabetes and colon cancer, increased muscle and bone
strength, improved agility, and assistance with weight
control.

According to figures from the Centers for Disease Control
and Prevention (CDC), in 1999 only 65% of adolescents
nationwide engaged in the recommended amount of physical
activity. Data from 1997 showed that only 32% of adults in
the U.S. engaged in the recommended amount of physical
activity.

In Rhode Island

Twenty-two percent (22%) of adults in Rhode Island 
engage in regular physical activity daily. Sixty-two percent
(62%) of adolescents engage in physical activity that is
vigorous enough to promote cardiorespiratory fitness
according to general health guidelines. Healthy Rhode 
Island 2010 objectives seek to raise those figures to 30% 
and 85%, respectively.

Greatest Health Disparities

Although most Rhode Islanders still need to increase their
levels of physical activity to meet the state’s overall 2010
objective, greatest health disparities exist among:

1. PHYSICAL ACTIVITY

PHYSICAL ACTIVITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADULTS OBJECTIVE: Increase the proportion of adults who engage 
regularly, preferably daily, in moderate physical activity for at least 
30 minutes a day.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS OBJECTIVE: Increase the proportion of adolescents who
engage in vigorous physical activity that promotes cardiorespiratory 
fitness 3 or more days per week for 20 or more minutes per occasion.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1998-2000 BRFSS; 2) 1997 YRBS

30%

85%

22%1

62%2
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• Rhode Islanders over the age of 25,
• Black and Hispanic adults,
• Rhode Islanders with disabilities, and
• Rhode Islanders with lower levels of education and income.

Rhode Island adults aged 18-24 have met the 2010 target for
getting regular exercise, as have those with annual household
incomes of $75,000 or more.

Overall increases in the number of adolescents who
participate in regular fitness activities will be necessary to
meet the 2010 target. Greatest health disparities, however,
exist among:

• Hispanic adolescents,
• Adolescent females, and
• Adolescents in the 12th grade.

Meeting the Physical Activity Challenge

1. Implement individually based strategies delivered in group
settings or by mail, telephone, or directed media such as:
• Developing networks to bring together people who are

interested in increasing their levels of physical activity;
• Teaching participants to monitor and change their

personal behavior related to exercise and activity. Tailor
programs to each individual’s specific interests,
preferences, and readiness for change; and

• Placing point-of-decision prompts (signs) by elevators
and escalators that encourage people to use nearby
stairs for health benefits or weight loss.

2. Implement multi-component community based strategies
including:
• Support or self-help groups;
• Physical activity counseling, risk factor screening and

education;
• Community health fairs and other community events;
• Environmental or policy changes such as the creation of

walking trails; and
• Widespread public education and media campaigns.

3. Implement school based strategies that focus on increasing
the intensity level of activity performed by students
during physical education class time by:
• Changing the curriculum to include more vigorous

games and exercises (e.g., substitute soccer for softball);
• Modifying the rules of the game so that students are

more active (e.g., in softball, have the entire team run
the bases together when the batter makes a base hit); and 

• Making physical education classes longer.

4. Implement worksite strategies that encourage employees to
increase physical activity by:
• Supporting company fitness challenges, lunchtime

walking/running clubs or company sports teams;
• Contracting with health plans that offer free or 

reduced-cost memberships to health clubs; and
• Allowing flexible work schedules so employees can

exercise.
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The Issue

Nationwide, the number of overweight children, adolescents,
and adults has risen significantly over the past four decades.
More than half of adults in the U.S. today are estimated to
be overweight or obese. Overweight and obesity are major
contributors to many preventable causes of death.

In addition to severe health complications, obese individuals
also may suffer from social stigmatization, discrimination,
and lower self-esteem.

Between 1988 and 1994, 23% of adults aged 20 years and
older were considered obese. During the same years, 11% of
children and adolescents aged 6 to 19 years were overweight
or obese.

Healthy eating habits significantly impact overweight 
and obesity. Research data show that 28% of the country’s
population over the age of 2 consumes the daily requirement
of fruit, while only 3% consumes the daily requirement of
vegetables.

In Rhode Island

In Rhode Island, 17% of adults are considered obese, and 25%
of the state’s children and adolescents are either overweight or
obese. State objectives seek to lower those figures to 14% and
10%, respectively. Approximately 27% of the state’s adult
population consumes a minimum of five daily servings of fruits
and vegetables. State objectives seek to raise that figure to 50%.

Greatest Health Disparities

While many Rhode Island groups will benefit from reducing
overweight and obesity, greatest health disparities exist
among:

• Adults aged 45 to 64,
• Rhode Islanders with disabilities, 
• Rhode Islanders with less than a high school education,

2. OVERWEIGHT AND OBESITY

OVERWEIGHT & OBESITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADULTS OBJECTIVE: Reduce the proportion of adults who are obese.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS OBJECTIVE: Reduce the proportion of children and 
adolescents who are overweight and obese.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1998-2000 BRFSS; 2) 2001 RI HIS

17%1

25%2

14%

10%
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• Children and adolescents with household incomes below
the federal poverty level,

• Black adults and adolescents, and
• Hispanic adolescents.

Additionally, the obesity rate among Hispanic adults is
higher than White adults, and higher among adult males
than adult females.

Rhode Islanders with a college degree or more and adults
who are 20 to 24 years old have met the 2010 target for
reducing obesity. Asian/Pacific Island adults have surpassed
the 2010 target.

Fruit  and Vegetable Consumption

While many Rhode Islanders will benefit from increasing
fruit and vegetable consumption, greatest health disparities
exist among:

• Adult males,
• Black adults, and
• Rhode Islanders with less than a high school education.

Additionally, those with lower incomes are farther from the
target than those with annual household incomes of
$75,000+. Those who live in urban areas are farther from the
target than non-urban dwellers. And older adults (65+ years
of age) are farther from the target than younger adults. 

Meeting the Overweight and Obesity Challenge

1. Individually based strategies
• Increase physical activity (see evidence-based strategies

under “Physical Activity”).
• Promote breastfeeding by developing social support

resources for breastfeeding women and training health
care professionals to promote breastfeeding among
their patients.

• Increase fruit and vegetable consumption.

2. School based strategies
• Educate policy makers, health advocates, and the

general public about the importance of requiring daily
physical education classes and state-of-the-art nutrition
education in the core curriculum in kindergarten
through 12th grade.

• Provide support, training, and technical assistance to
help schools and community organizations create
programs such as: 

• Food service programs that are consistent with
USDA school meal program regulations and physical
education programs that are consistent with the
National Standards for Physical Education; and

• Before- and after-school extracurricular physical
activity opportunities such as physical activity clubs,
intramural activities, and interscholastic sports.

OVERWEIGHT & OBESITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

FRUIT AND VEGETABLE OBJECTIVE: Increase the proportion of persons* 
aged 2 years and older who consume at least five daily servings of
fruits and vegetables. 

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1998-2000 BRFSS

*Data available for adults aged 18 and over.

50%27%1
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3. Policy strategies
• Create strategic partnerships among federal, state and

local government, academic institutions and private
organizations to promote healthy diets and physical
activity.

• Provide explicit support, reinforcement, and
inducements to making healthy choices such as taking
stairs rather than riding elevators or eating fruits or
vegetables instead of less healthy foods.

• Change cultural and organizational norms for physical
activity and body weight.

4. Worksite strategies
• Provide healthy snacks in vending machines, in break

rooms, and at company events.
• Disseminate nutrition information to employees. 
• Offer a health risk appraisal (HRA) to all employees

and follow up with those at risk.
• Form a support group to help employees who are

trying to lose weight.

5. Health plan strategies
• Work with health care plans to develop and evaluate

prompts for counseling patients about nutrition, physical
activity, and body weight regulation.

• Help health care plans coordinate their preventive care
activities with community efforts to promote physical
activity and healthy nutrition. 



The Issue

Cigarette smoking is the single most preventable cause of
disease and death in the U.S., with more than 430,000
deaths per year attributed to tobacco.

Across the country, smoking results in more deaths each year
than AIDS, alcohol, cocaine, heroin, homicide, suicide, motor
vehicle crashes, and fires combined. Smoking is a major risk
factor for heart disease, stroke, lung cancer, and chronic lung
diseases. Research data show that in 1998, 24% of the
country’s adults and 35% of adolescents smoked cigarettes.

In Rhode Island

Rhode Island research statistics closely follow the national
rates, with 23% of the state’s adults and 35% of the state’s
adolescents reporting that they smoke. State objectives seek to
lower those figures to 10% and 14%, respectively.

Greatest Health Disparities

The highest rates of smoking are among:

• Adults aged 18 to 44,
• Rhode Islanders living in urban areas of the state,
• Rhode Islanders with lower incomes and levels of

education,
• White adolescents, and
• Adolescents in 12th grade.

Additionally, adult males have a higher smoking rate than
adult females. Black adults have a higher smoking rate than
White and Hispanic adults.

Rhode Islanders who are 75 years and older have already met
the 2010 target. 

Meeting the Tobacco Use Challenge

1. Community based strategies 
• Create sustained mass media education (campaigns),

developed using formative research, and disseminated
through television, radio, billboards, and print media.
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3. TOBACCO USE

TOBACCO USE IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADULTS OBJECTIVE: Reduce cigarette smoking by adults.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS OBJECTIVE: Reduce cigarette smoking by adolescents.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1998-2000 BRFSS; 2) 1997 YRBS

23%110%

35%214%
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• Engage youth in developing and implementing tobacco
control interventions. 

• Promote governmental and voluntary policies to
promote clean indoor air. 

• Develop partnerships with local organizations.

2. School based strategies
• Implement evidence-based curricula. 
• Provide teacher training. 
• Offer smoking cessation services. 
• Encourage parental involvement. 
• Link school-based efforts with local community

coalitions and statewide media and educational
campaigns.

3. Policy strategies 
• Implement smoking bans and restrictions to limit

smoking in workplaces and other public areas. 
• Increase the unit price for tobacco products by raising

the product excise tax.
• Enforce current anti-tobacco laws by:

• Conducting frequent retailer compliance checks
(four per outlet per year, funds permitting) to
identify retailers who sell tobacco to minors; and

• Providing comprehensive merchant education,
including information on health effects, to deter
retailer violators.

4. Worksite strategies
• Offer employees and their spouses smoking cessation

classes to help them quit.

• Offer a health risk appraisal (HRA) to all employees,
and follow up with tobacco users.

• Work with your health plan to ensure coverage for all
tobacco use cessation services recommended by the
U.S. Public Health Service.

5. Health care system strategies
• Prompt health care providers to identify and to discuss

with tobacco-using patients the importance of quitting
(“provider reminder”), combined with an education
program for providers, so that they can help their
patients quit tobacco use (“provider education”).

• Implement patient telephone support (quit lines)
combined with other interventions such as distribution
of materials about quitting, formal individual or group
counseling, or nicotine replacement therapies
(including patches or gum).

• Reduce patient out-of-pocket costs for effective
treatments for tobacco use and dependence by
providing the services within the healthcare system, 
or providing coverage for or reimbursement of patients
for expenditures on (1) cessation groups or (2) nicotine
replacement or other pharmacological therapies.
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4. SUBSTANCE ABUSE

The Issue

Alcohol and illicit drug use are associated with many of this
country’s most serious public health concerns, including
violence, injury, and HIV infection. Long-term heavy
drinking can lead to heart disease, cancer, and alcohol-related
liver disease.

Alcohol abuse is associated with motor vehicle crashes,
homicides, suicides, and drowning – leading causes of death
among youth. The annual economic costs to the U.S. from
alcohol abuse were estimated to be $167 billion in 1995, and
the costs from drug abuse were estimated to be $110 billion.

Alcohol and illicit drug use are associated with child and
spousal abuse, sexually transmitted diseases, pregnancy,
school failure, motor vehicle crashes, escalation of health care
costs, low worker productivity, and homelessness.

National figures show that in 1998, 79% of adolescents had
not used alcohol or illicit drugs in the previous 30-day
period. In 1999, 6% of adults reported using illicit drugs in
the previous 30-day period, and 17% of adults reported
binge drinking in the previous 30-day period. 

In Rhode Island

According to recent survey data, approximately 45% of the
state’s adolescent population has not used alcohol or illicit drugs
in the past 30 days. Specifically, 48% of adolescents reported no
alcohol use in the past 30 days, 96% reported no cocaine use
during the same time period, and 71% reported no marijuana
use in the past 30 days. 

Seven percent (7%) of Rhode Island adults have used some
form of illicit drug in the past 30 days, and 16% reported at
least one incident of binge drinking during the same time
period. State targets are charted in the accompanying tables.

SUBSTANCE ABUSE IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADULTS (ILLICIT DRUGS) OBJECTIVE: Reduce the proportion of adults
using any illicit drugs during the past 30 days.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADULTS (BINGE DRINKING) OBJECTIVE: Reduce binge drinking by adults
in the past month.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1999 NHSDA; 2) 1999 BRFSS

6% 7%1

16%26%



Greatest Health Disparities

The highest rate of alcohol and illicit drug use is among
adolescents in 12th grade. The highest rate of marijuana
abuse is among White adolescents.

Additionally, Black adults have higher rates of substance
abuse than White and Hispanic adults; Rhode Islanders
living in urban areas have higher rates of substance abuse
than those in non-urban areas; and Rhode Islanders without
disabilities have higher rates of substance abuse than those
with disabilities. 

Binge Drinking

The highest rates of binge drinking are among: 

• Rhode Islanders aged 18 to 24,
• Adult males, and
• Rhode Islanders who have more than a high school

education.

Additionally, Rhode Islanders with lower household incomes
have higher binge drinking rates than those with household
incomes of $75,000 or more.  

Adults aged 65 and over and the Asian/Pacific Islander
population have already met the 2010 target for binge
drinking. 

Meeting the Substance Abuse Challenge

1. Individually based strategies 
• Build social and personal skills.
• Cite immediate consequences.
• Provide positive alternatives to help youth in high-risk

environments develop personal and social skills in a
natural and effective way.

• Provide transportation to prevention and treatment
programs.

2. Family based strategies
• Develop parenting skills.
• Emphasize family bonding.
• Offer sessions where parents and youth learn and

practice skills.
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SUBSTANCE ABUSE IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADOLESCENTS OBJECTIVE: Increase the proportion of adolescents not
using alcohol or any illicit drugs during the past 30 days.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS (ALCOHOL): Increase the proportion of adolescents who
report no alcohol use in the past 30 days.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS (COCAINE): Increase the proportion of adolescents who
report no cocaine use in the past 30 days.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ADOLESCENTS (MARIJUANA): Increase the proportion of adolescents who
report no marijuana use in the past 30 days.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data sources: 1) 1997 YRBS

75%

75%

45%1

48%1

99%96%1

85%71%1
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• Train parents to both listen and interact.
• Train parents to use positive and consistent discipline

techniques.

3. School based strategies
• Involve youth in peer-led interventions or interventions

with peer-led components.
• Give students opportunities to practice newly acquired

skills through interactive approaches.
• Involve parents in school-based approaches.
• Communicate a commitment to substance abuse

prevention in school policies.

4. Community based strategies
• Develop integrated, comprehensive prevention

strategies rather than onetime community-based
events.

• Provide structured time with adults through mentoring.
• Develop sustained community awareness and media

efforts, disseminated through multiple channels when
the target audience is likely to be viewing or listening.

5. Worksite strategies
• Communicate a clear company policy on substance

abuse.
• Implement worksite policies that discourage alcohol

misuse and offer confidential assistance with problems.
• Offer health plans that cover the cost of screening,

counseling, and treatment for substance misuse.
• Establish an employee assistance program (EAP) 

and/or link EAP to health promotion initiatives.

6. Policy strategies
• Increase beverage servers’ legal liability.
• Increase the price of alcohol and tobacco through

excise taxes.
• Enforce impaired-driving laws.

Components of Successful Programs

Successful substance abuse programs:

• Address knowledge and skills related to alcohol, tobacco,
and illicit drugs, and offer participants opportunities to
apply and practice new skills; 

• Create lasting changes within individual, family, and school
domains in an effort to create “caring communities” that
share accountability for change;

• Stress the importance of entering into the world of the
client and integrating services into it. For example,
programs serving racially and ethnically diverse groups
discourage the use of a “one size fits all” approach; and

• View individuals and families in relation to their strengths
and assets rather than focusing on deficits.
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The Issue

Unintended pregnancies and sexually transmitted diseases
(STDs), including infection with the human immuno-
deficiency virus (HIV), can result from unprotected sexual
behaviors. About one-half of all new HIV infections in the
U.S. occur among people under age 25 years, and the
majority are infected through sexual behavior.

Sexually transmitted diseases are common in the U.S., with
an estimated 15 million new cases of STDs reported each
year. Almost 4 million of the new cases of STDs each year
occur in adolescents. 

National data from 1999 show that 85% of adolescents
abstain from sexual intercourse or use condoms if they are
sexually active. Twenty-three percent (23%) of unmarried,
sexually active adult females used condoms.

In Rhode Island

In Rhode Island, 86% of adolescents either have never had
sexual intercourse, have abstained from sexual intercourse in
the past 3 months, or used condoms at last sexual
intercourse. State objectives seek to raise this figure to 95%.
Thirty percent (30%) of unmarried sexually active females
and 47% of unmarried sexually active males use condoms.
State objectives seek to raise those figures to 50% and 75%,
respectively.

RI ADOLESCENTS AND SEXUAL BEHAVIOR

19971 data show that:

57% never had sexual intercourse

12% had sexual intercourse but not during the past 3 months

16% had sexual intercourse in the past 3 months and used a condom

15% had sexual intercourse in the past 3 months but did not use a condom

Data Sources: 1) 1997 YRBS
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5. RESPONSIBLE 
SEXUAL BEHAVIOR

RESPONSIBLE SEXUAL BEHAVIOR IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADOLESCENTS OBJECTIVE: Increase the proportion of adolescents who 
have never had sexual intercourse, have abstained from sexual intercourse
in the past 3 months, or used condoms at last sexual intercourse.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1997 YRBS

95%86%1
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Greatest Health Disparities

Although all adolescents need to increase their rates of
abstinence and condom use to reach the 2010 target, greatest
health disparities exist among adolescents in 12th grade.

Additionally, White youth have a lower rate of abstinence
and condom use than Hispanic youth.  Female youth have a
lower rate of abstinence and condom use than male youth.

Adult  Condom Use

While all sexually active, unmarried Rhode Island adults
need to increase condom use to meet 2010 targets, condom
use is lowest among unmarried, sexually active:

• Women aged 35 to 44,
• Men aged 35 to 49,
• Men with household incomes of $25,000 or less, and
• White males.

Meeting the Responsible Sexual Behavior Challenge

1. Effective sexual education programs 
• Provide sexuality education in a number of venues-

homes, schools, churches, other community settings.
• Include parents in sexuality education efforts so that

they are consistent with parents’ values and beliefs.

• Provide adequate training in sexual health to all
professionals who deal with sexual issues in their work,
encourage them to use this training, and ensure that
they are reflective of the populations they serve.

• Ensure the availability of programs that promote both
awareness and prevention of sexual abuse and coercion.

2. Access to reproductive health services
• Eliminate disparities in sexual health status that arise

from social and economic disadvantage and diminished
access to information and health care services.

• Improve access to sexual health and reproductive health
care services for all persons in all communities.

3. Community based strategies
• Increase public awareness and discussion of responsible

sexual behavior.
• Encourage opinion leaders to address issues related to

sexual health and responsible sexual behavior in ways
that are informed by the best available science and that
respect diversity.

• Involve people of both sexes and their families in
community discussion.

• Establish community-wide campaigns to discourage
adolescent pregnancy and childbearing.

• Develop initiatives that improve educational,
employment, and leadership opportunities for 
young people.

• Provide opportunities for meaningful community
service for adolescents.

RESPONSIBLE SEXUAL BEHAVIOR IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ADULT FEMALES OBJECTIVE: Increase the proportion of unmarried 
sexually active females who use condoms.

| | | | | | | | | |
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ADULT MALES OBJECTIVE: Increase the proportion of unmarried 
sexually active males who use condoms.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 2002 BRFSS
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The Issue

Approximately 20% of the U.S. population is affected by
mental illness in a given year. Of all mental illnesses, depression
is the most common disorder. More than 19 million adults in
the U.S. suffer from depression. Major depression is the leading
cause of disability, and it is the cause of more than two-thirds
of suicides each year.

A person with a depressive disorder is often unable to 
fulfill the daily responsibilities of being a spouse, a partner,
or a parent. The social misunderstanding of mental illness
and the associated stigmatization prevent many people with
depression from seeking professional help. The total
estimated cost, direct and indirect, of mental illness in the
U.S. in 1996 was $150 billion.

Healthy People 2010 data from 1997 show that 23% 
of adults with recognized depression received treatment. 
In 1998, the national suicide rate was 11/100,000.

In Rhode Island

The state’s suicide rate is 10/100,000 for all ages. State
objectives seek to reduce that figure to 4/100,000.

In Rhode Island, 51% of adults with recognized depression
receive treatment. State objectives seek to raise that
percentage to 75%.

Greatest Health Disparities

The highest rates of suicide are among adult males. 

Meeting the Mental Health Challenge

1. Prevent suicide by:
• Promoting awareness that suicide is a public health

problem that is preventable;
• Promoting efforts to reduce access to lethal means and

methods of self-harm; and
• Improving reporting and portrayals of suicidal

behavior, mental illness, and substance abuse in the
entertainment and news media.

2. Reduce the stigma surrounding mental illness by:
• Increasing public awareness and understanding of

mental disorders;
• Advancing and implementing a national campaign to

reduce the stigma of seeking care, and a national
strategy for suicide prevention; and

• Continuing to conduct research on brain and behavior
to generate ever more effective treatments.
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6. MENTAL HEALTH

MENTAL HEALTH IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

DEPRESSION: Increase the proportion of adults with recognized 
depression who receive treatment. 

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 2002 Adjusted BRFSS
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3. Reduce disparities in access to mental health services among
different population groups by:
• Improving access to quality care that is culturally

competent;
• Improving access to quality care in rural and

geographically remote areas;
• Increasing the supply of providers in underserved areas; 
• Ensuring full parity for mental health services in both

private and public health insurance coverage;
• Increasing public investment in mental health services,

especially under the Medicaid program, which provides
coverage to populations with some of the highest rates
of mental and emotional problems; and

• Reducing financial barriers to treatment.

4. Ensure that early mental health screening, assessment, and
referrals to services are common practice by:
• Facilitating entry into treatment through multiple

portals of entry: primary health care, schools,
workplaces, and the child welfare system;

• Promoting the mental health of young children;
• Improving and expanding school mental health

programs; and
• Screening for co-occurring mental and substance use

disorders and linking with integrated treatment
strategies.

5. Ensure the use of effective treatments and services by:
• Supporting basic and applied research;
• Delivering state-of-the-art treatments that focus on

recovery;
• Promoting information dissemination;
• Furthering inter-agency collaboration;
• Enhancing opportunities for professional training;
• Promoting workforce diversity;
• Expanding interdisciplinary training; and
• Improving coordination among service providers.
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MENTAL HEALTH IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

SUICIDE: Reduce the suicide rate.

| | | | | | | | | |
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Data Sources: 1) 1999 Vital Records
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The Issue

More than four hundred Americans die each day from
injuries due primarily to motor vehicle crashes, firearms,
poisonings, suffocation, falls, fires, and drowning. In 1997,
32,436 individuals died from firearm injuries. Of this
number, 42% were victims of homicide. In 1997, homicide
was the third leading cause of death for children aged 5 to 14
years, indicating an increasing trend in childhood violent
deaths. In 1996, more than 80% of infant homicides were
considered to be fatal child abuse. 

Nationally, death rates associated with motor vehicle-traffic
injuries are highest among individuals aged 15 to 24 years. 

Data from 1999 report 15 deaths per 100,000 people in the U.S.
related to automobile crashes, and 6 homicides per 100,000 people.

In Rhode Island

The state reports 9 deaths per 100,000 people caused by
motor vehicle crashes, and 3 homicides per 100,000 people.
State objectives seek to reduce those figures to 7/100,000 and
2/100,000 respectively.

Greatest Health Disparities

Rhode Islanders with the highest rates of death by homicide
and by motor vehicle crashes are:

• Male Rhode Islanders,
• Blacks of all ages, and
• Rhode Islanders aged 15 to 24 and 85+.

The incidences of death by homicide and by motor vehicle
crashes among Rhode Island females are low, and this population
has met the 2010 target for reducing injury and violence.

Meeting the Injury and Violence Challenge

Motor vehicle accident prevention is a distinct category that
has been carefully studied for decades. The issue of homicide
prevention crosses a number of different issues such as
intimate partner violence, youth violence, and criminal
behavior. As a result, the recommended interventions depend
on the context in which the homicide was committed. 

MOTOR VEHICLE OCCUPANT INJURY

1. Increase the proper use of child safety seats by: 
• Providing free loaner child safety seats; 
• Rewarding parents for obtaining and correctly using

child safety seats; and 
• Directly rewarding children for correctly using 

safety seats.
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7. INJURY AND VIOLENCE

INJURY AND VIOLENCE IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

VEHICLE CRASHES: Reduce deaths caused by motor vehicle crashes.

| | | | | | | | | |
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HOMICIDES: Reduce homicides.
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Data Sources: 1) 1996-1998 NVSS
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2. Increase the use of safety belts by: 
• Implementing primary enforcement laws that allow

police to stop motorists solely for being unbelted; 
• Increasing citations and the number of officers on

patrol; and 
• Encouraging increased citations during an officer’s

normal patrol. 

3. Reduce alcohol impaired driving by enforcing: 
• 0.08% blood alcohol concentration (BAC) laws; 
• Sobriety checkpoints; and
• Minimum legal drinking age laws.

VIOLENCE AND CRIME PREVENTION STRATEGIES

1. Individually and family based strategies 
• Implement programs that improve family relations and

provide training in parenting skills, including education
about child development and the factors that predispose
children to violent behavior, and exercises to help
parents develop skills for communicating with their
children and for resolving conflict in nonviolent ways.

• Equip children with the skills they need to deal effectively
with difficult social situations, such as being teased or
being the last one picked to join a team. 

• Improve children’s ability to avoid violent situations
and solve problems nonviolently by enhancing their
social relationships with peers, teaching them how to
interpret behavioral cues, and improving their conflict-
resolution skills.

• Provide family therapy by clinical staff for delinquent and
pre-delinquent youth.

• Provide battered women’s shelters for women who take
other steps to change their lives.

• Provide Orders of Protection for battered women.

2. School based strategies
• Implement programs aimed at clarifying and

communicating norms about behaviors by establishing
school rules, improving the consistency of their
enforcement or communicating norms through school-
wide campaigns.

• Group youth into smaller “schools-within-schools” to
create smaller units, more supportive interactions, or
greater flexibility in instruction.

3. Policy strategies
• Provide short-term vocational training programs for older

male ex-offenders no longer involved in the criminal
justice system.

• Provide intensive, residential training programs for at-
risk youth. 

• Provide prison-based vocational education programs
for adults.

• Implement law enforcement strategies that focus police
resources on proven techniques to decrease crime, such
as increased directed patrols in street-corner hot spots of
crime and proactive arrests of serious repeat offenders.
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8. ENVIRONMENTAL QUALITY

The Issue

An estimated 25% of preventable illnesses worldwide can be
attributed to poor environmental quality. 

Air  Qual i ty

In the U.S., air pollution alone is associated with an
estimated 50,000 premature deaths and an estimated $40
billion to $50 billion in health-related costs annually. Three
indicators of air quality are ozone (outdoor), radon levels
(indoor), and environmental tobacco smoke (indoor).

In 1997, approximately 43% of the U.S. population lived in
areas designated as nonattainment areas for established
health-based standards for ozone. During the years 1988 to
1994, 88% of non-smokers were exposed to environmental
tobacco smoke (ETS). An estimated 15 million children were
exposed to secondhand smoke in their homes in 1996. ETS
increases the risk of heart disease and respiratory infections in
children and is responsible for an estimated 3,000 cancer
deaths of adult non-smokers.

Air quality inside a building impacts both the comfort and
health of its occupants. Long-term exposure to pollutants
such as radon can lead to lung cancer. Data from the 1998
NHIS show that 17% of persons live in households that are
tested for radon. 

Lead Exposure

Although considerable progress has been made in reducing
blood lead levels in the Nation’s children, lead poisoning
remains another preventable environmental health problem
in the U.S. National data from the years 1999 - 2000
indicate that 2% of children had elevated blood lead levels
(blood lead levels meeting or exceeding 10 micrograms per
deciliter). CDC requires all state and local Childhood Lead
Poisoning Prevention Programs to develop a strategic plan to
eliminate childhood lead poisoning as a public health
problem by year 2010.

Water Qual i ty

Most people in the U.S. obtain their drinking water from
public water supply systems. The EPA has established
regulations to ensure that community water systems are safe.
Compliance with the established regulations is one measure
of the public’s receipt of a safe water supply, free from
disease-causing agents. Data from 1995 show that 85% of
people in the U.S. receive a supply of drinking water that
meets the regulations of the Safe Drinking Water Act.

Food Qual i ty

Foodborne illnesses impose another burden on public health
and contribute significantly to the cost of health care. From
1988 through 1992, foodborne disease outbreaks caused an
annual average of more than 15,000 cases of illness in the
U.S. CDC data show that in 1997, 25 per 100,000
Americans were infected by Campylobacter species and
14/100,000 were infected by Salmonella species, two key
foodborne pathogens.
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ENVIRONMENTAL QUALITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

OZONE: Reduce the proportion of persons exposed to air that does 
not meet the U.S. Environmental Protection Agency’s health-based
standards for ozone. 

| | | | | | | | | |
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Data Sources: 1) 1998 RI DEM/OAR

100%10%

In Rhode Island

In 2000, Rhode Island exceeded the U.S. Environmental
Protection Agency’s standard for ozone concentration a total of
11 times. Any exceedance leads to 100% exposure of the Rhode
Island population. The target for 2010 is to have no exceedances.

Thirty-nine percent (39%) of non-smokers report household
exposure to tobacco smoke. State objectives seek to reduce
that figure to 20%.

Five percent (5%) of Rhode Islanders live in households that
are tested for radon. State objectives seek to raise that figure
to 10% by 2010. 

Twelve percent (12%) of Rhode Island children had first
time cases of elevated blood lead levels in 2000. State
objectives seek to reduce that figure to 5% by 2010.  Based
on the analysis of housing quality and incidence of elevated
blood lead levels, the Department of Health defines the
elimination of childhood lead poisoning by 2010 as follows: 

"To decrease the proportion of new cases of lead poisoning in
children less than six years of age (defined as a blood lead level
of 10 mcg/dL or more) to less than 5% in all Rhode Island
communities, without significantly decreasing availability of
lead safe/lead mitigated housing."

Rhode Island data from 2002 show that 81% of people in
the state who are served by community water systems receive
a supply of drinking water that meets the regulations of the
Safe Drinking Water Act. State objectives seek to increase
that number to 95%.

In 2002, 16/100,000 Rhode Islanders were infected by
Campylobacter species and 19/100,000 were infected by
Salmonella species, two key foodborne pathogens. State
objectives seek to reduce those numbers to 12/100,000 and
7/100,000 respectively. 

Greatest Health Disparities

Black children have the highest rate of elevated blood lead
levels. White children have the lowest rate of elevated blood
lead levels.

Because exposure to ozone concentration is not measured on
a statewide basis, potential disparities between racial and
ethnic groups are not known.
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ENVIRONMENTAL QUALITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

ETS: Reduce the proportion of nonsmokers exposed to environmental
tobacco smoke.*
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LEAD: Eliminate elevated blood lead levels in children.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 2001 RI HIS; 2) 2000 RICLPPP

* Proxy Objective: Reduce the proportion of households where smoking 
is permitted inside the house or inside the car all or most of the time.
Data includes households reporting regular smoking in the house or
apartment, regular smoking in the vehicle (for households with children
under 18), and those that have no rules prohibiting smoking in the
house or car.

39%120%

12%25%

ENVIRONMENTAL QUALITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

RADON: Increase the proportion of persons who live in homes tested for
Radon concentrations.*

| | | | |
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Data Sources: 1) 1994-2000 RI Radon Test Database

* Does not include testing by non-certified individuals
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Disparity data on the remaining environmental quality
objectives are forthcoming.

Meeting the Environmental Quality Challenge

1. Reduce sources of and exposure to emissions by:
• Encouraging cleaner electric generation at utilities;
• Displacing a percentage of power generation with a

combination of biomass, solar, hydro and wind power
generation;

• Reducing residential energy demand through
improvements in water heater designs and reduced hot
water consumption;

• Encouraging use of mass transit, carpools,
telecommuting, and the use of alternative lower carbon
fuel and advanced technology vehicles; 

• Reducing industrial process emissions; and
• Educating the public about ways to reduce their

exposure to emissions.

2. Increase radon testing by:
• Promoting increased testing and mitigation of existing

housing by the public through public outreach and
education and during residential real estate
transactions.

3. Reduce exposure to environmental tobacco smoke by:
• Educating the public, employers, and employees about

the health effects of environmental tobacco smoke and
the need for restrictions;

• Establishing and publicizing telephone hotlines for
reporting violations of clean indoor air ordinances and
laws and investigating reports received; and

• Enforcing public and private policies that reduce or
eliminate exposure to environmental tobacco smoke.

4. Reduce lead exposure by:
• Passing legislation to reduce the entry of lead into the

environment and into consumer products with which
children may come in contact;

• Using code enforcement and other legal avenues to
require abatement of lead in housing units;

• Educating parents of infants and toddlers and
expectant parents about how they can help reduce the
risk of lead exposure in their homes;

• Collaborating with agencies working on environmental
health and housing issues;

• Providing financial incentives to promote
environmental abatement; and

• Improving screening and follow up by health care
providers and health insurance systems.

5. Improve water safety by:
• Delineating protection areas for all public drinking

water sources;
• Creating an inventory of existing and potential sources

of contamination;
• Communicating the results of the inventory to the

general public; and
• Preparing and implementing a source protection plan.

6. Improve food safety by: 
• Improving the management and effectiveness of

regulatory programs;
• Improving the coordination of food safety activities

with other public health agencies; and
• Protecting meat, poultry, and egg products against

intentional contamination. 
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ENVIRONMENTAL QUALITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

WATER: Increase the proportion of persons served by community 
water systems who receive a supply of drinking water that meets the
regulations of the Safe Drinking Water Act.
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Data Sources: 1) 2002 ODWQ
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ENVIRONMENTAL QUALITY IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

CAMPYLOBACTER: Reduce infections caused by key foodborne
pathogens: Campylobacter species.
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SALMONELLA: Reduce infections caused by key foodborne pathogens:
Salmonella species.
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Data Sources: 1) 2002 RI DOH Division of Disease Prevention and Control
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The Issue

Immunizations are among the greatest public health
achievements of the 20th century. Immunizations can
prevent disability and death from infectious diseases, and can
help control the spread of infection.

Immunization coverage levels among adults are not as high as
the levels among children. The health benefits of vaccination
for adults, however, are just as great as those for children.
Immunizations against influenza and pneumococcal disease
can prevent serious illness and death. Pneumonia and
influenza deaths together constitute the sixth leading cause of
death in the U.S. Influenza causes an average of 110,000
hospitalizations and 20,000 deaths annually; pneumococcal
disease causes 10,000 to 14,000 deaths annually.

Nationally, data from 1998 show that 73% of young
children receive all recommended* immunizations on time.
In the adult population, 64% of adults aged 65 years and
older are vaccinated annually against influenza. In the same
age group, 46% have ever been vaccinated against
pneumococcal disease.

*Recommended vaccines are: all vaccines that are universally
recommended for at least five years.

In Rhode Island

In Rhode Island, 81% of children currently receive all
recommended* immunizations on time. With regard to adults
aged 65 and older, 74% are vaccinated annually against
influenza, and 58% report ever having been vaccinated
against pneumococcal disease. State objectives seek to raise
those figures to 100%, 95%, and 75%, respectively.

Greatest Health Disparities

Inf luenza

Although increases in the number of all seniors in Rhode
Island immunized against influenza must occur in order to
meet the 2010 target, greatest health disparities exist among:

• Seniors aged 65 to 74, 
• Seniors with less than a high school education, and
• Seniors who live in urban areas.

Pneumococcal  Disease

Although increases in the number of all seniors in Rhode
Island immunized against pneumococcal disease must occur
in order to meet the 2010 target, greatest health disparities
exist among:

• Seniors aged 65 to 74, and
• Seniors who do not have a disability.
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Meeting the Immunization Challenge

1. Improve the ability of providers and health care systems to
record, track, and promote appropriate immunizations by:
• Implementing immunization registries;
• Reminding members of the target population when

their immunizations are due or are late through
telephone calls, letters, or postcards (client
reminder/recall systems); and

• Reminding providers when individual clients are due
or overdue for specific immunizations, through client
flagging charts, reminders by computer or by mail
(provider reminder/recall).

2. Educate the public about the importance of immunizations by:
• Implementing public awareness and education

supplemented with expanded hours or access and
reduced out-of-pocket costs for clients.

3. Improve access to immunization for people at risk for not
being immunized by:
• Expanding access to immunizations by decreasing the

distance between immunization settings and
population, and increasing hours of operation;

• Reducing out-of-pocket costs for clients by providing
free immunizations, reducing administrative costs,
providing insurance coverage, and reducing co-
payments for immunizations at point of service; and

• Identifying at-risk, low-income children in non-
medical settings such as WIC program offices. 
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IMMUNIZATION IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

CHILDREN: Increase the proportion of young children who receive all
vaccines that have been recommended for universal administration 
for the last 5 years.
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Data Sources: 1) 2000 NIS
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IMMUNIZATION IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

INFLUENZA: Increase the proportion of adults aged 65 years and older
who are vaccinated annually against influenza.
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PNEUMOCOCCAL: Increase the proportion of adults aged 65 and older
who have been vaccinated against pneumococcal disease.
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Data Sources: 1) 1998-2000 BRFSS

95%74%1

75%58%1



The Issue

A primary indicator of access to health care is having health
insurance. More than 44 million people in the U.S. do not have
health insurance, including 11 million children. People with
health insurance are more likely to have a primary care provider
and to have received appropriate preventive care such as a recent
Pap test, immunization, or early prenatal care. Adults with health
insurance are twice as likely to receive a routine checkup in
comparison to adults without health insurance.

More than 40 million Americans do not have a particular
doctor’s office, clinic, health center, or other place where they
usually go to seek health care or health-related advice. Even
among privately insured people, a significant number lack an
ongoing source of care, or they report difficulty in accessing
needed care due to financial constraints or insurance
problems.

Recent research shows that 83% of the country’s population
has health insurance, and 87% has a specific source of ongoing
health care. Nationally, 74% of pregnant women receive early
and adequate prenatal care.

In Rhode Island

Currently 91% of Rhode Island adults have some form of
health insurance. Approximately 84% of adults reported
having a specific source of ongoing care. Ninety-one percent
(91%) of the state’s pregnant women receive early and
adequate prenatal care. State objectives seek to raise those
figures to 100%, 96%, and 100% respectively.

Greatest Health Disparities

Insurance Coverage

Although no group has reached 100% insurance coverage,
the following groups are farthest from reaching the goal:

• Black adults,
• Rhode Islanders with household incomes of less than

$25,000,
• Adults aged 18 to 24, and
• Rhode Islanders with less than a high school degree.

Additionally, males have lower rates of insurance coverage
than females, and those living in non-urban areas have lower
rates of insurance coverage than urban dwellers.

Ongoing Source of  Care

The following groups are the farthest from reaching the goal
of having an ongoing source of health care:

• Adults aged 18 to 24,
• Male adults, and
• Rhode Islanders with incomes of $25,000-$34,999.

Additionally, fewer Rhode Islanders with lower levels of
education have a specific source of ongoing health care than
those with higher education levels. 

Adults between the ages of 65 and 74 have nearly met the
2010 target for having a source of ongoing health care.
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Prenatal  Care

With regards to accessing adequate prenatal care, greatest
disparities exist among:

• Hispanic pregnant women,
• Black pregnant women, 
• Asian/Pacific Islander pregnant women, and 
• American Indian/Alaska Native pregnant women.

Meeting the Access to Health Care Challenge

1. Improve coverage of the uninsured by:
• Modifying benefit packages and/or increasing cost-

sharing for certain populations to allow for coverage of
new populations;

• Expanding coverage through public-private linkages,
such as subsidizing employer-sponsored insurance
premiums through Medicaid or CHIP to tap federal
matching funds and retain employer/employee
contributions;

• Simplifying program administration and improving
outreach efforts;

• Expanding eligibility in public programs; and
• Increasing the number of providers available in

underserved areas.

2. Build on private coverage by:
• Developing policies to encourage more people to use

employer-based insurance; 
• Providing consumer and employer education about

existing options within the private insurance market
(e.g., tax credit programs, purchasing pools, and recent
regulatory reforms);

• Targeting the working uninsured and small employers,
where the majority of the uninsured are employed; and

• Collaborating with health plans in developing and
modifying an incentives program to enhance health plan
“buy in” and cooperation. 

3. Increase access to and usage of prenatal care by:
• Streamlining the application process;
• Increasing income eligibility to 200% of poverty;
• Offering free pregnancy testing;
• Offering toll free hotlines;
• Conducting outreach campaigns; and
• Increasing reimbursement to providers.

ACCESS TO HEALTH CARE IN RHODE ISLAND

■■ BASELINE

■ TARGET 2010

INSURANCE: Increase the proportion of persons* with health insurance.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

ONGOING CARE: Increase the proportion of persons who have a specific
source of ongoing care.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

PRENATAL CARE: Increase the proportion of pregnant women who 
receive early and adequate prenatal care.

| | | | | | | | | |
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data Sources: 1) 1998-2000 BRFSS; 2) 2000 BRFSS; 3) 1997-1999 Vital Records

*Data are for adults aged 18-64.

100%91%1

96%84%2

100%91%3



Conference Overview

Throughout the Healthy Rhode Islanders 2010 project,
HEALTH has been committed to collaborating with
community organizations across the state to maximize this
Plan’s success. To strengthen community partnerships,
HEALTH hosted a landmark conference entitled 
“A Healthier Rhode Island by 2010: Your Challenge” on
October 30, 2003. HEALTH invited over 600 individuals
from local and state agencies across Rhode Island to attend.
Each invitee received a draft of the Healthy Rhode Islanders
2010 Plan for review. 

At the conference, HEALTH presented the Plan for Action,
then invited and discussed input on the Plan from among
the conference’s 100 attendees. Conference participants were
also invited to comment on the Plan using a form provided
at the conference.

Following this discussion, eight panelists from Rhode Island
organizations presented their sector’s best practices across the
ten HRI 2010 leading health indicators. Panelists addressed
how HRI 2010 objectives could be achieved in venues
including medical settings (i.e., health centers, hospitals),
community organizations, worksite programs, the state
legislature and the media.

Feedback on the Plan

Generally, conference participants and others who
commented on the Plan liked its format and presentation.

They had several suggestions regarding the content of the
Plan. For example:

1. Some thought that more recent data should be used where
available. However, the data presented in this Plan serve
as baselines. More recent data will be used to chart
progress over the decade.

2. Some requested elaborating on or adding to the best
practices presented in the Plan. Attendees were particularly
interested in best practices that address adolescent issues
involving physical activity and substance abuse, and the
problem of Rhode Island’s uninsured. For more in-depth
information on best practices in your field(s) of 
interest, visit HEALTH’s full report on evidence-based
strategies and best practices available at
www.health.ri.gov/chic/healthypeople/home.htm.
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A HEALTHIER RHODE ISLAND BY 2010: 
YOUR CHALLENGE
Overview of the Conference, Plan Feedback and Exemplary Rhode Island Programs

CONFERENCE PANELISTS

• Kerrie Jones Clark, Executive Director, RI Health Center Association

• Dennis Langley, Executive Director, Urban League of RI

• Barbara Morse, Health Reporter, WJAR NBC-10

• Patricia Martinez, Director of Community Relations, Governor’s
Office

• Michael Samuelson, Executive Lead for Health & Wellness, Blue
Cross Blue Shield of RI

• Kathleen Hittner, MD, President & CEO, The Miriam Hospital

• Jeffrey Johnson, Chair, Worksite Wellness Council of Rhode Island,
Chair, Board of Central RI Chamber of Commerce, Vice President of
Community Relations, Beacon Mutual Insurance Company
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3. Some suggested further developing or adding the following
issues to the Plan objectives: issues specific to the elderly,
the availability of housing, and oral health. These issues
are critical to public health and are a priority for the
State. The issues of housing and the elderly are
represented in the following ways in this Plan:

• Elderly adults are incorporated in the data for a
majority of objectives relating to adults, including
physical activity, obesity, tobacco use, substance abuse,
and access to health care. Under these indicators,
disparities and strategies for intervention apply to
elderly populations as well. Additionally, under the
immunization leading health indicator, two objectives
related to increasing vaccination for influenza and
pneumococcal disease address the elderly specifically.   

• The issue of housing is addressed under the
Environmental Quality leading health indicator, in
particular under the indoor air quality and lead
exposure objectives.  

For the purposes of this project we adopted Healthy People
2010’s ten leading health indicators and 27 objectives
associated with them. On the national level, Healthy People
2010 tracks over 450 objectives. There are numerous
objectives related to oral health, availability of housing, and
older adults. For more information on your issue of interest,
including national data sources and disparities, please visit
www.healthypeople.gov. 

Healthy People 2010 does not specifically address the issue of
housing availability, but rather focuses on the health-related
risks of existing housing. For information on what Rhode
Island is doing to address the issue of housing availability,
visit Rhode Island Housing Resources Commission’s website
at www.hrc.ri.gov or call them at 401-450-1350.

Educational banners were produced for each leading health 

indicator and for the Healthy People 2010 overarching goals. 

The banners were displayed at the conference and will be rotated

throughout community organizations over the next six years. 

Photos of the banners are above and continue through page 39 of

this Plan. To request that a banner be displayed in your organization, 

call 401-222-5117. To download color images of the banners, visit

www.health.ri.gov/chic/healthypeople/home.htm.



Exemplary RI Programs

Conference attendees were invited to submit examples of
Rhode Island initiatives and programs that they feel are
comparable to national best practices across the ten leading
health indicators. Below is a sampling of the types of
programs that people submitted: 

The Samaritans,  Inc

This non-profit agency is dedicated to suicide prevention. 
It operates a volunteer trained, confidential crisis/listening
line that provides non-judgmental “befriending” and support
to those who are depressed. In addition, the organization
offers referrals to Rhode Island 911 during life-threatening
emergencies and to hospitals and community mental health
centers in other cases.

Vis i t ing Nurse Services of  Newport  and Bristol  Count ies

This program provides mobile immunization clinics in
places frequented by seniors such as senior housing, senior
centers, churches, doctors’ offices, and this agency’s own
offices. Clinics are conducted at all times of the day. 

Rhode Is land Department  of  Human Services

This agency provides Medicaid coverage for smoking
cessation products and lead screening, treatment and follow-
up, education, and abatement activities. In addition, the Rite
Share premium assistance program helps low income
working families maintain or enroll in employer-sponsored
health care coverage, rather than using a waiting period to
discourage movement from private to public coverage. 

Mental  Health Associat ion of  Rhode Is land

This agency works to educate Rhode Islanders on mental
health to: reduce stigma surrounding mental illness; improve
access to culturally competent, quality care; provide early
mental health screening, assessments, and referrals; and
ensure use of effective treatments. 

Rhode Is land Vict ims’  Advocacy and Support  Center  (RIVASC)

This agency provides several programs related to injury and
violence including a community crisis response, a post-
incarceration release re-entry initiative, and education and
support for victims of crime statewide.
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City  of  Newport  Parks Recreat ion and Tourism

This agency provides recreational physical activity programs
for youth and teens using city parks, including a “no-cut”
middle school basketball activity that accepts all youth “cut”
from official school teams.

Kent  YMCA

This organization provides a variety of programs to promote
physical activity and prevent overweight and obesity.
Programs include aerobics and strength training for
members, including a beginners program for first-timers or
those recently returning to an exercise regimen; CHAMPS—
a cardiovascular and strength training program for people
recently released from rehab; and programs partnering with
local hospitals, such as Starting Over—a work-out program
for breast cancer survivors. 

Chariho Tr i-Town Task Force for  Substance Abuse Prevent ion

The mission of this task force is to bring substance abuse
prevention to the Chariho community at large. The task
force includes individuals from local groups such as police
departments and schools. Current programs include:
identifying peer leaders in middle and high schools to lead
substance abuse prevention efforts; involving teens in
performing classroom skits and presentations that encourage

tobacco prevention; and training 7th graders to teach 3rd
graders about positively dealing with their own feelings and
being sensitive to the feelings of others. 

Next Steps

Moving forward, HEALTH will facilitate the dissemination
of best practices throughout the State and assist local
stakeholders in using this information to improve existing
programs, policies and partnerships to help Rhode Island
meet its 2010 targets. 

While the focus of the HRI 2010 process will shift to the
implementation of programs, policies and activities using this
Plan as a guide, this Plan for Action is not the end of the
State’s planning. As additional priorities are identified, the
planning process will continue to move forward.
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This publication was supported in part by Cooperative
Agreement Number U58/CCU100589 from the Centers for
Disease Control and Prevention. Its contents are solely the
responsibility of the authors and do not necessarily represent
the official views of Centers for Disease Control and
Prevention. 

BRFSS – Behavioral Risk Factor Surveillance System, Office of
Health Statistics, Rhode Island Department of Health and
National Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control and Prevention
(CDC).

RI CLPPP –  Childhood Lead Poisoning Prevention Program,
Rhode Island Department of Health.

DDPC – Rhode Island Department of Health, Division of
Disease Prevention and Control.

MCHD/DFH – Maternal Child Health Data, Division of Family
Health, Rhode Island Department of Health.

NCHS – National Center for Health Statistics.

NHSDA – National Household Survey on Drug Abuse,
Substance Abuse and Mental Health Services Administration
(SAMHSA).

NIP – National Immunization Program.

NIS – National Immunization Survey, Office of Children’s
Preventive Health Services, Division of Family Health,
Rhode Island Department of Health.

NVSS – National Vital Statistics System.

ODWQ – Office of Drinking Water Quality, Public Water
System Supervision Compliance Data System.

RI DEM/OAR – Office of Applied Research, Rhode Island
Department of Environmental Management.

RI HIS – Rhode Island Health Interview Survey, Office of
Health Statistics, Rhode Island Department of Health.

RI Radon Test Database.

Vital Records – Vital Records, Office of Health Statistics, Rhode
Island Department of Health.

YRBS – Youth Risk Behavior Survey, Office of Health
Statistics, Rhode Island Department of Health and National
Center for Chronic Disease Prevention and Health
Promotion, Centers for Disease Control and Prevention.
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A P P E N D I X  B :  
HEALTH  D ISPAR IT IES  AT-A-GLANCE

The table below illustrates the groups with the greatest health
disparities for each of the health indicators reviewed in this
Plan. Disparities are presented starting with the group with
the greatest disparity (i.e., farthest from the target for that
objective). Until confidence intervals are available, greatest
health disparities cannot be determined with statistical
significance. Therefore this table represents face value
disparities within each LHI. In addition, this table presents
greatest health disparities among groups for which we
currently have data.

Overall, there are 5 groups that most frequently appear to
have significant disparities across several indicators. Taken as

a whole, the data suggest that the following groups would
benefit most from targeted interventions:
• Adult males,
• Rhode Islanders with lower levels of education (high school

education or less),
• Rhode Islanders with lower levels of income (less than

$35,000),
• Blacks of all ages, and
• Adolescents in the 12th grade. 

Although the groups listed below have the greatest health
disparities, improvements among all Rhode Islanders are
necessary to reach most of the 2010 targets.

PHYSICAL ACTIVITY Baselines

Adults (State Baseline = 22%; Target = 30%)

Lower levels of education (less than high school; high school grad/GED) 12%; 19%

Over age 25 (25-44; 45-64; 65-74; 75+) 21%; 23%; 22%; 14%

With disabilities 15%

Hispanic adults 16%

Black adults 17%

Lower levels of income (less than $25,000; $25,000-34,999; don’t know/refused) 19%; 21%; 19%



PHYSICAL ACTIVITY Baselines

Adolescents (State Baseline = 62%; Target = 85%)

Adolescent females 52%

Adolescents in 12th grade 55% 

Hispanic adolescents 56%

OVERWEIGHT AND OBESITY

Adults (State Baseline = 17%; Target = 14%)

Black adults 30%

Less than a high school education 28%

With disabilities 26%

Ages 45-64 21%

Adolescents (State Baseline = 25%; Target = 10%)

Black adolescents 40%

Children and adolescents with household incomes below the federal poverty level 33%

Hispanic adolescents 31%

Fruits and Vegetables (State Baseline = 27%; Target = 50%)

Black adults 18%

With less than a high school education 20%

Adult males 22%

TOBACCO USE

Adults (State Baseline = 23%; Target = 10%) 

Ages 18-44 (18-24; 25-44) 31%; 27%

Lower incomes (less than $25,000; $25,000-34,999; $35,000-49,999) 29%; 26%; 25%

Lower levels of education (less than high school; 27%; 27%; 24%
high school grad/GED; at least some college)

Living in urban areas 26%

Adolescents (State Baseline = 35%; Target = 14%)

Adolescents in 12th grade 49%

White adolescents 40%

W W W . H E A L T H . R I . G O V 4 3



SUBSTANCE ABUSE Baselines

Adolescents: Alcohol or Illicit Drugs (State Baseline = 45%; Target = 75%)

Adolescents in 12th grade 30%

Adolescents: Marijuana (State Baseline = 71%; Target = 85%)

White adolescents 68%

Binge Drinking (State Baseline = 16%; Target = 6%)

Ages 18-24 31%

Adult males 24%

More than a high school education (high school grad/GED; 15%; 14%; 14%
at least some college; college grad or more)

RESPONSIBLE SEXUAL BEHAVIOR

Adolescents  (State Baseline = 86%; Target = 95%)

Adolescents in 12th grade 69%

Unmarried Sexually Active Males (State Baseline = 47%; Target = 75%)

Unmarried, sexually active males ages 35-49 38%

Unmarried, sexually active males with incomes less than $25,000 41%

White unmarried, sexually active males 43%

Unmarried Sexually Active Females (State Baseline = 30%; Target = 50%)

Unmarried, sexually active females ages 35-44 18%

MENTAL HEALTH

Suicide (State Baseline = 10/100,000; Target = 4/100,000)

Males 16/100,000

INJURY AND VIOLENCE

Homicide (State Baseline = 3/100,000 population; Target = 2/100,000)

Blacks of all ages 16/100,000

Males 4/100,000

Motor Vehicle Crashes (State Baseline = 9/100,000 population; Target = 7/100,000) 

Blacks of all ages 15/100,000

Males 13/100,000

Rhode Islanders aged 15 to 24 and 85+ 16/100,000
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ENVIRONMENTAL QUALITY Baselines

Lead Poisoning (State Baseline = 12%; Target = 5%)

Black children 23%

IMMUNIZATION

Flu Vaccine (State Baseline = 74%; target = 95%)

Living in urban areas 68%

Less than high school degree 69%

Ages 65-74 71%

Pneumococcal Vaccine (State Baseline = 58%; Target = 75%)

Ages 65-74 54%

Without disabilities 55%

ACCESS TO HEALTH CARE

Health Insurance Coverage (State Baseline = 91%; Target = 100%)

Incomes of less than $25,000 79%

Ages 18-24 83%

Black adults 83%

Less than a high school degree 86%

On-going Source of Care (State Baseline = 84%; Target = 96%)

Ages 18-24 73%

Adult males 79%

Incomes of $25,000 to $34,999 81%

Adequate Prenatal Care (State Baseline = 91%; Target = 100%)

Black women 84%

Asian/Pacific Islander women 85%

American Indian/Alaskan Native women 85%

Hispanic women 86%
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CANCER IN RHODE ISLAND 
 
Cancer is the second leading cause of death 
in Rhode Island. About four out of every 10 
people in Rhode Island will develop cancer 
sometime in the course of their lives, and 
half of them will die of the disease. At any 
one time, it is estimated that over 33,000 
Rhode Islanders are living with cancer or are 
cancer survivors. We have all been 
personally affected by someone who has 
struggled or is struggling with the physical, 
emotional, and financial challenges of this 
disease. In 2007, an estimated 6,360 new 
cancer cases will be diagnosed, and an 
estimated 2,370 Rhode Islanders will die of 
the disease. 
 
THE PARTNERSHIP TO REDUCE CANCER IN 
RHODE ISLAND  
 
The mission of the Partnership to Reduce 
Cancer in Rhode Island is to reduce the 
burden of cancer for the residents of Rhode 
Island by working collaboratively to: 
educate and advocate on cancer issues; to 
ensure Rhode Islanders have access to care, 
prevention, early detection, treatment, 
support services; and to promote research.  
The Partnership is a broad based, coalition 
of partners who have come together to 
provide input in planning and 
implementation of programs and services 
around comprehensive cancer control.   A 
main priority of the Partnership and aim of 
this plan is to address issues of health 
disparities and to include a diverse 
representation of the population in the 
collaborative process. 
 
Comprehensive cancer control can be 
defined as a collaborative process through 
which a community and its partners organize  

 
to promote cancer prevention, improve 
cancer detection, increase access to health 
and social services, and reduce the burden of 
cancer.  
 
The Partnership to Reduce Cancer in Rhode 
Island has six work groups: Prevention; 
Detection and Screening; Treatment; 
Palliative Care; Survivorship; and 
Surveillance and Evaluation.  These work 
groups collectively created the Rhode Island 
Comprehensive Cancer Control Plan and 
will continue to work during the 
implementation phase of the planning 
process.   
 
The 2007 Rhode Island Comprehensive 
Cancer Control Plan’s goals are to:  
 
1. Reduce cancer risk through changes 

in behavior, policies and environment 
that promote healthy lifestyles.   
 

The priorities are to focus on reduction of 
tobacco, obesity, and sun exposure as well 
as an increase in the rates of physical 
activity, the HPV vaccine coverage, 
breastfeeding and physical activity as 
prevention measures. 

 
2. Increase proven, science-based cancer 

screening rates among all segments of 
the population in Rhode Island.   
 

Increasing colorectal cancer screening rates 
through increased access and affordability is 
the priority for screening in RI.  Breast, 
cervical, prostate and skin cancer screening 
are also important in reducing the burden of 
cancer through early detection. 
 
3. Ensure access to cancer care for all 

residents of Rhode Island. 

Executive Summary 



 4  

 
Increased access to healthcare and cancer 
treatment for all Rhode Islanders is essential 
for decreasing cancer mortality and 
disparities. 
 
4. Improve the quality of cancer 

treatment provided in Rhode Island. 
 
RI is working to have 100% of the acute 
care RI hospitals approved by the American 
College of Surgeons Commission on Cancer 
(ACoS CoC) approved. 

 
5. Enhance the treatment experience for 

cancer patients. 
 

The treatment experience for cancer patients 
can be enhanced through linguistically and 
culturally appropriate educational and 
support services. 

 
6. Reduce workforce gaps and ensure an 

adequate supply of diverse and highly 
trained professionals in all aspects of 
cancer care and control. 
 

A diverse and well-trained workforce is 
essential for providing cancer prevention, 
early detection, treatment and support 
services. 

 
7. Increase awareness, access, and 

participation in cancer clinical trials 
by Rhode Island residents. 
 

In order to improve participation in clinical 
trials, this plan proposes a baseline 
assessment of cancer clinical trials, and 
activities that will increase public and 
provider awareness of clinical trials in RI. 
 
8. Improve access to palliative care for 

all patients seeking end-of-life care 
due to cancer in Rhode Island. 

 

Cancer patients seeking end-of-life care 
should be informed about and have access to 
a palliative care team and hospice care if 
desired.  

 
9. Promote the well being and quality of 

life of Rhode Islanders who are living 
with, through and beyond cancer. 
 

A new recognition of the importance of 
survivorship services focuses on assessing 
the current services, gaps, and a plan for 
improvement for the growing number of 
cancer survivors and their caretakers. 

 
10. Assure the use of timely, complete, 

and accurate cancer surveillance data 
in the planning, management and 
evaluation of cancer control 
programs. 
 

In order to make informed decisions, track 
progress, and evaluate success, it is essential 
to maintain the integrity of the data 
surveillance systems in the state.  
 
The Rhode Island Comprehensive Cancer 
Control State Plan is a reflection of the 
community’s priorities, current efforts, and 
the vision of what can and should be done in 
Rhode Island to conquer cancer, and is 
intended to serve as a “blueprint” to address 
cancer control in the state.  It was developed 
by a broad coalition of stakeholders who 
will work toward its implementation.   
 
The objectives for each section are 
measurable.  The Partnership work groups 
will work toward the implementation of the 
State Plan priorities, review them at the 
Partnership’s annual meetings, and use them 
to create an action agenda for subsequent 
years.  Through collective effort and 
coordinated approach laid out in this plan, 
we can reduce the burden of cancer in 
Rhode Island. 
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The Comprehensive Cancer Control State 
Plan is a reflection of the community’s 
priorities, current efforts, and the vision of 
what can and should be done in Rhode 
Island to conquer cancer, and is intended to 
serve as a “blueprint” to address cancer 
control in the state.  It was developed under 
the auspices of a broad coalition of 
stakeholders who will work toward its 
implementation.   
 
Comprehensive Cancer Control has been 
defined as a collaborative process through 
which a community and its partners organize 
to promote cancer prevention, improve 
cancer detection, increase access to health 
and social services, and reduce the burden of 
cancer.  The state’s cancer coalition of 
stakeholders was formed to facilitate this 
collaborative process and is named the 
Partnership to Reduce Cancer in Rhode 
Island.  
 
THE PARTNERSHIP TO REDUCE CANCER IN 
RHODE ISLAND  
The mission of the Partnership to Reduce 
Cancer in Rhode Island is to reduce the 
burden of cancer for the residents of Rhode 
Island by working collaboratively to: 
educate and advocate on cancer issues; to 
ensure Rhode Islanders have access to care, 
prevention, early detection, treatment, 
rehabilitation, palliative care, support 
services; and to promote research.  The 
Partnership is a broad based coalition of 
partners who have come together to provide 
input in planning and implementation of 
programs and services.      
 
Membership is open to any organization that 
is interested in working toward reducing the  
burden of cancer in Rhode Island whose 
mission is not in conflict with the purpose of  
the Partnership.  The Partnership has six 
work groups including: Prevention;  

 
Detection and Screening; Treatment; 
Clinical Trials; Workforce; and Surveillance 
and Evaluation.  The development of the 
Comprehensive Cancer Control State Plan 
was done through the participation of 
individuals who served on one or more of 
the six work groups. 
 
Included in the Partnership and in the 
planning process to develop and implement 
the State Plan are representatives from 
public health programs, other government 
agencies, professional associations and 
organizations, academic and medical 
institutions, business and industry, 
community-based organizations, survivors 
and individuals with an interest and 
commitment to reduce the burden of cancer 
in Rhode Island. 
 
HEALTH DISPARITIES 
The issue of health disparities was a major 
concern to those participating in the 
development of the State Plan.  The decision 
was made at the outset that rather than create 
a separate section, each work group would 
address disparities and disparate populations 
within the context of their topic and use this 
information to shape goals, objectives, and 
strategies.  Health disparities and limitations 
in information systems that may 
inaccurately depict reported disparities are 
presented throughout the document. 

 

This plan is organized into topical sections, 
each supported by specific strategies and 
measurable objectives when possible.  The 
Partnership work groups will work toward 
the implementation of the State Plan 
priorities, review them at the Partnership’s 
annual meetings, and use them to create an 
action agenda for subsequent years.

Introduction 
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Cancer is the second leading cause of death 
in Rhode Island. About four out of every 10 
people in Rhode Island will develop cancer 
sometime in the course of their lives, and 
half of them will die of the disease. At any 
one time, it is estimated that over 33,000 
Rhode Islanders are living with and through 
cancer. Almost every one of us has been 
personally affected by someone who has 
struggled or is struggling with the physical, 
emotional, and financial challenges of this 
disease. In 2007, an estimated 6,360 new 
cancer cases will be diagnosed, and an 
estimated 2,370 Rhode Islanders will die of 
the disease.1  

 
 
CANCER INCIDENCE IN RHODE ISLAND 
 
Cancer incidence is the number of new 
cases of cancer during a particular time 
period.  The five most common cancers 
responsible for new cases in Rhode Island 
are those of the prostate, lung and bronchus, 
female breast, colon and rectum, and urinary 
bladder. Together, these cancers represent 
almost two-thirds of all cancers to be 
diagnosed in the state during 2007 (a 
breakdown of the most common cancers by 
gender is provided in Figures 1. and 2.). 2 
 

 
More detailed statistics can be found in the 
“Cancer in RI” report available on the 
Rhode Island Department of Health 
website. http://www.health.ri.gov  
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Prostate (179.9)

Lung & Bronchus (99.5)

Colon & Rectum (74.0)

Urinary Bladder (52.5)

Melanoma of skin (30.3)

Figure 1. Leading male cancer sites
Cancer incidence rates* among males, RI, 1999-2003.

*  Rates are age-adjusted to the year 2000 US standard population, 
expressed as cases per 100,000 population.
Source: RICR, HEALTH; calculated with SEER*Stat.
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Figure 2. Leading female cancer sites 
Cancer incidence rates* among females, RI, 1999-2003.

*  Rates are age-adjusted to the year 2000 US standard population, 
expressed as cases per 100,000 population.  Source: RICR, 
HEALTH; calculated with SEER*Stat.

 
CANCER DEATHS IN RHODE ISLAND 
 
Cancer mortality is the measure of the 
number of deaths in the population.  Four of 
the five most common cancers (cancers of 
the lung and bronchus, colon and rectum, 
female breast, and prostate) are also among 
the top five causes of cancer deaths, 
accounting for almost half – of all cancer 
deaths projected for Rhode Island in 2007.3 
 
 

The Burden of Cancer in Rhode Island 



 7  

0 10 20 30 40 50 60 70 80 90

Lung & Bronchus (80.4)

Prostate (30.0)

Colon & Rectum (26.1)

Pancreas (13.2)

Lymphomas (11.7)

Figure 3. Leading male cancer deaths
Cancer mortality rates* among males, RI, 1998-2002.

*  Rates are age-adjusted to the year 2000 US standard population, 
expressed as deaths per 100,000 population. Source: Office of Vital 
Records, HEALTH; calculated with SEER*Stat.  
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Lung & Bronchus (43.8)

Breast (26.4)

Colon & Rectum (19.3)

Pancreas (10.4)

Ovary (8.6)

Figure 4. Leading female cancer deaths
Cancer mortality rates* among females, RI, 1998-2002.

*  Rates are age-adjusted to the year 2000 US standard population, 
expressed as deaths per 100,000 population.  Source: Office of 
Vital Records, HEALTH; calculated with SEER*Stat.   

 
CANCER TRENDS 
 
Over the past decade, the incidence of all 
cancers combined increased among both 
Rhode Island men and women. The number 
of new cases of cancer is higher in Rhode 
Island than in the United States as a whole 
and this gap has widened in the past ten 
years. 
 
The increase in cancer incidence rates can 
be partly attributed to the development and 
widespread use of cancer screening 
techniques which are effective in finding 
certain types of cancer at early stages.    
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Figure 5. Cancer incidence by year for all cancers 
combined
Annual invasive* all-cancer incidence rates** by gender, RI and US, 
1987-2003.

 
*  Invasive includes the following stages of disease at diagnosis: local, 
regional, distant, and unknown. 
**  Rates are age-adjusted to the year 2000 US population, expressed as 
cases per 100,000 population. 
Source: RICR, HEALTH; SEER Public-Use 1973-2003 Data; calculated 
with SEER*Stat. 

 
 
Rhode Island has experienced significantly 
higher cancer death rates than the nation 
over a period of at least five decades.  From 
1969-1996 cancer mortality rates stayed 
around 300 per 100,000 but the difference 
between Rhode Island and U.S. cancer 
mortality rates has gotten smaller over time. 
Currently, RI and US cancer mortality rates 
are almost the same.  For 1999 to 2003 the 
RI rate is 200.2 versus the US rate of 195.7.4  
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Figure 6. Cancer mortality by year for all cancers 
combined
Annual all-cancer mortality rates* by gender, RI and US, 1969-2003.
.

 *Rates are age-adjusted to the 2000 US standard population, expressed as 
deaths per 100,000 population.Source: Office of Vital Records, HEALTH; 
SEER US Mortality 1969-2003 Data; calculated with SEER*Stat.  
 
DISPARITIES 
 
Anyone can develop cancer. Cancer is not, 
however, equally distributed across the 
population.  Health disparities are described 
as differences in the incidence (new cases), 
prevalence (all existing cases), mortality 
(death), and burden of cancer and related 
adverse conditions that exist among specific 
population groups.  These population groups 
may be characterized by gender, age, 
ethnicity, education, income, social class, 
disability, geography or sexual orientation.5 
 
GENDER 
 
In both Rhode Island and the nation as a 
whole, the burden of cancer is higher among 
men than women. This disparity is largely 
attributable to cancers of the prostate, colon-
rectum, lung-bronchus, and urinary bladder.   
 
AGE 
 
Although some cancers are more common 
among children, the incidence of most 
cancers increases with age.  Due to both 
internal factors, such as normal aging 
processes, and external factors, such as 
prolonged exposure to carcinogens, cancer is 
largely a disease of age.  Over 77% of all 
cancers occur in people over 55.6  RI ranks 

8th in the nation for percent of population 
over 60, with 18.2% of the population in this 
category. With a population that is both 
growing and aging, even if cancer rates 
remain stable, the number of people 
diagnosed with cancer is expected to 
increase.   
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Figure 7. Cancer incidence by Age
Average annual cancer incidence rates* by race and sex for all cancers 
combined, RI and US, 1987-2000.

 

RACIAL AND ETHNIC DISPARITIES 
 
Racial and ethnic disparities appear to have 
decreased over time but have not been 
eliminated. (See Figure 8. and 9.) African 
Americans have the highest death rates in 
the state. The data on race and ethnicity for 
Rhode Island is limited, however, due to the 
small numbers.   
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Cancers of the colon, rectum, breast, and 
cervix are found more often at advanced 
stages among African American and 
Hispanic Rhode Islanders, decreasing the 
likelihood of survival.  This profile suggests 
that non-Hispanic Whites have greater 
access to many cancer screening tests than 
other groups.7 Cancer prevention and control 
efforts may not have effectively reached 
minority populations. 
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Figure 8. Cancer incidence by race and sex for all 
cancers combined
Average annual cancer incidence rates* by race and sex for all cancers 
combined, RI and US, 1987-2000.

 
*  Rates are age-adjusted to the year 2000 US standard population, expressed 
as cases per 100,000 population.Source: RICR, HEALTH; SEER Public-Use 
1973-2000 Data; calculated with SEER*Stat.  
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Figure 9. Cancer mortality by race and sex for all 
cancers combined
Average annual cancer mortality rates* by race and sex for all cancers 
combined, RI and US, 1987-2000.

 
 
*  Rates are age adjusted to the year 2000 US standard population, expressed 
as deaths per 100,000 population. 
Source: Office of Vital Records, HEALTH; SEER US Mortality 1969-2000 
Data; calculated with SEER*Stat. 
 
 
 

 
 
 
Prostate cancer death rates for African 
American men are more than twice that of 
white men. Even though the greatest 
decrease in cancer mortality rates has been 
among African American men, they still 
have the highest cancer mortality rates of 
any racial / ethnic category with a death rate 
of 287 out of 100,000 in Rhode Island.8 New 
cases of breast cancer are higher in white 
women, but the death rate from breast 
cancer is higher among black women.  
 
 

Figure 10. Leading male cancer deaths
Cancer mortality rates* among males, RI, 2000-2003.
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*  Rates are age-adjusted to the year 2000 US standard population, expressed 
as deaths per 100,000 population.. 
Source: Office of Vital Records, HEALTH; calculated with SEER*Stat. 
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Figure 11. Leading female cancer deaths
Cancer mortality rates* among females, RI, 2000-2003.
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*  Rates are age-adjusted to the year 2000 US standard population, expressed 
as deaths per 100,000 population.. 
Source: Office of Vital Records, HEALTH; calculated with SEER*Stat. 

 
 
In Rhode Island, Hispanics have a higher 
cancer incidence, but lower cancer mortality 
rate than US rates.  There is considerable 
speculation, however, about the accuracy of 
Hispanic ethnicity data.  The problem of 
under-identification may be resolved 
through increased compliance with the 
Office of Management and Budget’s (OMB) 
Statistical Policy Directive No. 15 
concerning Race and Ethnic Standards for 
Federal Statistics and Administrative 
Reporting.9 
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Figure 12. Cancer incidence by ethnicity and 
gender for all cancers combined
Average annual cancer incidence rates* by race and gender for all 
cancers combined, RI and US, 1999-2003.

 
 
*  Rates are age-adjusted to the year 2000 US standard population, expressed 
as cases per 100,000 population.Source: RICR, HEALTH; SEER Public-Use 
1973-2003 Data; calculated with SEER*Stat. 
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Figure 13. Cancer mortality by ethnicity and 
gender for all cancers combined
Average annual cancer mortality rates* by race and gender for all 
cancers combined, RI and US, 1999-2003.

 
*  Rates are age adjusted to the year 2000 US standard population, expressed 
as deaths per 100,000 population. 
Source: Office of Vital Records, HEALTH; SEER US Mortality 1969-2003 
Data; calculated with SEER*Stat. 

 
SOCIO-ECONOMIC STATUS 
 
Access to quality healthcare is most closely 
linked to socio-economic status, which 
includes level of income and education.  
Compared to people with health insurance 
coverage, those without health insurance 
have more difficulty accessing personal 
health services such as cancer screenings, 
use less medical services, and receive less 
outpatient and inpatient care.10  They often 
seek care at a later or more advanced stage 
of disease, leading to higher death rates.11  
Lack of access to a regular source of 
healthcare including screening tests, early 
detection, and preventive health messages 
all contribute to these disparities. 
 
COST 
 
In addition to the cost in terms of lives and 
emotional turmoil, cancer also costs a lot of 
money. Cancer costs Rhode Island about 
$881 million per year, about $312 million in 
direct medical costs, $74 million for cost of 
lost productivity due to illness, and about 
$499 million in lost productivity due to 
premature death.12 
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Lifestyle choices and environmental factors 
profoundly affect cancer incidence and 
mortality.  Current research supports several 
lifestyle modifications that affect risk for 
cancer. Approximately one-third of cancer-
related deaths can be linked to diet, 
sedentary lifestyles and being overweight or 
obese. Smoking is responsible for an 
additional 30% of cancer-related deaths. 13  

Reducing known risk factors such as 
smoking, exposure to ultraviolet light, 
environmental toxins and the human 
papillomavirus is a top priority for cancer 
control in Rhode Island.  Increasing healthy 
habits in individuals and communities such 
as diet improvement, exercise and increased 
breastfeeding help to prevent cancer before 
it starts.  
 
TOBACCO 
 
Tobacco smoking is responsible for 30% of 
cancer-related deaths and 87% of lung 
cancer deaths.  Tobacco use also increases 
the risk for acute leukemia, as well as 
cancers of the pancreas, uterus, cervix, 
kidney, bladder, stomach, head and neck.14  
Researchers conservatively estimate that 
reductions in tobacco smoking over the past 
50 years as a result of tobacco control 
strategies account for at least 40% of the 
decrease in cancer mortality among males 
between 1991 and 2003.15 As of 2005, 
19.8% of adults and 16% of high school 
students in Rhode Island were current 
smokers.16  According to the Behavioral 
Risk Factor Surveillance System (BRFSS), a 
United States national health survey that 
looks at behavioral risk factors, Whites in RI 
have the highest smoking rate of any racial 
or ethnic group.  Smoking rates are higher  

 
 
among those with lower educational and 
income levels; the rate is three times higher 
among those Rhode Islanders with less than 
a high school education compared to those 
with a college degree.15    
 

 
 
Nationally, around 3,000 non-smokers also 
die from lung cancer each year as a result of 
breathing second-hand smoke.17   A primary 
cancer control strategy in Rhode Island, 
therefore, is to reduce the prevalence of 
smoking and exposure to second hand 
smoke. The 2005 Smokefree Workplace 
Law, which banned smoking in most indoor 
public spaces and workplaces, is an 
invaluable first step in this effort.  This piece 
of legislation is one of the most important 
strategies in the reduction of smoking and 
exposure to second-hand smoke in Rhode 
Island. The objectives and strategies 
regarding tobacco in this plan have been 
coordinated with the Rhode Island Tobacco 
Control Program Annual Action Plan 2005 
– 2006.  These objectives aim to promote 

Prevention 
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“Over the last 
three decades, 
fast food 
consumption 
quadrupled for 
adults and 
quintupled for 
children.” 

smoking cessation, reduce smoking 
initiation, reduce exposure to second hand 
smoke and eliminate disparities in tobacco 
use.  
 
NUTRITION 
 
Nutrition plays an important role in cancer 
prevention.  Nutrition and levels of physical 
activity have the potential to influence 
cancer risk individually and through their 
relation to body weight.  As previously 
noted, one-third of cancer-related deaths can 
be attributed to nutrition, sedentary lifestyle 
and overweight/obesity.18  In 2004, 37% of 
Rhode Island adults were overweight and 
19% were obese; this means that, in 2004, 
56% of Rhode Island adults had a weight-
related risk factor for cancer.19  Weight has 
become a problem for younger Rhode 
Islanders as well. In Rhode Island, 47% of 
6-11 year olds are overweight or at risk for 
becoming overweight.20 There are many 
factors that contribute to this epidemic, 
including increased consumption of fat and 
sugar in our diets.  Over the last three 
decades, fast food consumption quadrupled 
for adults and quintupled for children.21  In 

Rhode Island, 29% 
of families report 
eating at fast food 
restaurants at least 
once per week, and 
21% report more 
than once per 
week.22  Soft drink 
consumption more 

than tripled among adolescents between 
1977 and 1994, increasing from 7 to 22 
ounces per day.23  Weight gain and body 
mass index (BMI) are associated with sugar 
sweetened beverage and fast food 
consumption; reducing consumption are 
evidence-based strategies for obesity 
prevention and control.  Maintenance of a 
healthy weight can be promoted by 

encouraging Rhode Islanders to follow 
guidelines for nutrition including consuming 
recommended quantities of fruits and 
vegetables, consuming whole grains, and 
reducing consumption of red and processed 
meat.  Meeting these guidelines can be 
facilitated by making healthy food choices 
more available in the work place, schools, 
and in communities throughout Rhode 
Island. The goal is to increase the proportion 
of adults, adolescents and children who 
reduce excessive caloric intake by 
improving the nutritional quality of their 
diets.  Communities that have been 
identified as target communities in which 
there are nutrition-related disparities include 
Warwick, Newport and Central Falls.24 The 
objectives and strategies in this plan related 
to nutrition, physical activity and 
breastfeeding are coordinated with Rhode 
Island’s Plan for Healthy Eating and Active 
Living: 2006 – 2012. 
 

  
 
PHYSICAL ACTIVITY 
 
Physical activity has been associated with a 
decrease in cancers of the breast and colon, 
among others. 25 As noted above, physical 
activity, along with healthy diet, is important 
for maintaining a healthy weight and 
preventing against the cancer risk factors of 
overweight and obesity.  In 2004, 24% of 
Rhode Islanders reported that they had not 
been physically active in the past month.26  
Screen time, such as television, computers 
and video games, can displace physically 
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“Breastfeeding 
rates in Rhode 
Island are the 
lowest in New 
England.” 

active time.  Research suggests that children 
who spend the most time in front of a screen 
are the least active.27  Rhode Islanders are 
encouraged to pursue the physical activity 
guidelines established by the Centers for 
Disease Control and American College of 
Sports Medicine and detailed in the Surgeon 
General’s 1996 report: engaging in at least 
30 minutes of moderate-intensity activity 
(the equivalent of a brisk walk) on at least 5 
days each week, or engaging in at least 20 
minutes of vigorous-intensity activity (the 
equivalent of a jog) on at least 3 days each 
week.28,29  Rhode Islanders will be better 
able to meet these guidelines if more work 
sites and schools support and encourage 
physical activity and if there is greater 
access to safe, well-lit public spaces in 
which to be active.  Although many affluent 
communities have attractive options for 
exercise and physical activity, lower-income 
communities may have limited options.  
Interventions designed to increase 
opportunity for physical activities should 
specifically target lower income 
neighborhoods with limited options. 
 
BREASTFEEDING 
 

Although the 
public may be 
less aware of 
breastfeeding as a 
strategy for 
cancer 
prevention, 
research has 
demonstrated that 
each year a 
woman 
breastfeeds 
reduces her risk 

of developing breast cancer by 4.3%.30  
Some studies suggest that women who were 
breastfed as babies may be at lower risk of 
developing breast cancer than women who 

were not breastfed.31  For women who are 
able to breastfeed, the effects may be 
protective for both the mother and the child. 
This is an important aspect of cancer 
prevention, as breast cancer is the most 
commonly diagnosed cancer in women with 
over 212,000 new cases of invasive breast 
cancer expected in the United States and 780 

new cases expected 
in Rhode Island in 
2006.32  
Breastfeeding rates 
in Rhode Island are 
the lowest in New 
England, with only 

32% of mothers breastfeeding at 6 months.33  
The aim is to make the environment in 
Rhode Island supportive of breastfeeding 
and increase awareness of breastfeeding as a 
strategy for cancer prevention. 
 
HPV VACCINE 
 
In June 2006, the Food and Drug 
Administration licensed the first vaccine to 
prevent cervical cancer caused by certain 
strains of human papillomavirus (HPV), the 
major cause of cervical cancer.34  In 2006, it 
was estimated that 5,900 women in the 
United States would be diagnosed with 
cervical cancer.  Although cervical cancer 
used to be the most common cause of cancer 
death among American women, due to the 
widespread use of the pap test and treatment 
of pre-cancerous abnormalities, the impact 
has dropped dramatically. Currently,  
Hispanic/Latina women have the highest 
cervical cancer rate in the United States.35 
The new vaccine offers an exciting 
opportunity to eradicate the disease and 
decrease further incidence and mortality of 
cervical cancer. The CDC recommends that 
the HPV vaccine be administered to females 
prior to the initiation of sexual activity—
before females may have become exposed to 
HPV—in order to be most effective.36 
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“I would love to see a 
siren that goes off 
every couple of hours 
at beaches and pools 
to remind people to 
reapply their 
sunscreen.” 

SKIN PROTECTION 
 
Exposure to ultraviolet light— from the sun 
and other sources such as tanning beds and 
sun lamps— is responsible for the majority 
of skin cancers. As the “Ocean State,” 
Rhode Islanders have a love of the ocean, 
the summer, and the sun.  It is important for 
Rhode Island residents, especially those with 

fair skin, to 
protect 
themselves 
from 
excessive 
exposure to 
ultraviolet 
light.   

 
Over one million basal and squamous skin 
cancers are diagnosed yearly in the United 
States, making this the most common form 
of cancer.  In addition, in 2006, it was 
estimated that over 62,000 cases of a more 
deadly form of skin cancer, melanoma, 
would be diagnosed in the United States—
240 of those in Rhode Island.  It was also 
estimated that over 7,900 people in the 
United States would die from melanoma in 
2006, or about 165 in RI.37   Skin cancers 
can be prevented, however, through the use 
of a number of skin protection strategies.  
 

 
 
 
 

 
 
ENVIRONMENTAL TOXINS 
 
It is estimated that approximately 4% of 
cancer-related deaths are due to 
occupational exposure to cancer-causing 
agents (such as asbestos and radon) and 2% 
to environmental pollutants in the air, water 
and soil (for example, from the combustion 
of oil or gas).  Although these environmental 
factors only account for 6% of cancer-
related deaths, even this small fraction of 
cancer mortality translates into 33,900 
preventable deaths in the United States each 
year.  Lower-income workers and 
communities bear a disproportionate burden 
from these occupational and environmental 
pollutants, contributing to disparities in 
cancer incidence.38  Radon exposure is 
second only to tobacco smoke as a risk 
factor for lung cancer.  The current average 
Radon level in Rhode Island is 3.5 pCi/L, 
which is nearly 3 times the national average. 
Over 1 in 4 homes tested in Rhode Island 
has Radon levels exceeding the EPA action 
level.39  
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TOBACCO 
 
OBJECTIVE A: 
• By 2010, reduce smoking prevalence 

in adolescents from 16% to a 
maximum of 10% and in adults from 
19.8% to 15%.40  
 

STRATEGIES: 
1. Promote strategies as outlined in the 

Rhode Island Tobacco Control Program 
Annual Action Plan 2005-2006.  

2. Discourage the sale of tobacco products 
through increased sales tax. 

3. Reduce youth access to tobacco products 
by enforcing existing regulations. 

4. Ensure that schools have resources to 
address youth tobacco use and curricula 
that prevent initiation and promote 
cessation. 

5. Continue to raise public awareness about 
the health hazards of tobacco and 
promotion of quitting. 

6. Increase funding for state prevention and 
cessation initiatives including smoking 
cessation support services. 

7. Identify and promote strategies to 
decrease disparities among populations 
at high risk for tobacco use. 

 
OBJECTIVE B: 

• By 2010, reduce the proportion of 
non-smokers exposed to 
environmental tobacco smoke in 
homes, community settings and 
worksites from 38% to 20%.41 

 
 

STRATEGIES: 
1. Support the strategies as outlined in the 

RI Tobacco Control Program Annual 
Action Plan to reduce exposure to 
environmental tobacco smoke. 

2. Increase enforcement and compliance 
with the 2005 ‘Smokefree Workplace 
and Public Place Law.’ 

3. Educate key decision makers about the 
importance of enforcement of the Smoke 
Free Workplace Law. 

 

 
 
NUTRITION 
 

OBJECTIVE C: 

• By 2010, increase from 27% to 35% 
the proportion of adults, and 
adolescents and children who eat five 
or more servings of fruits and 
vegetables per day.42 

 
STRATEGIES: 
1. Support the strategies of Rhode Island’s 

Plan for Healthy Eating & Active Living 
2006-2012.  

2. Increase options for obtaining healthy 
foods in low-income communities, 
targeting Warwick, Central Falls and 
Newport. 

3. Promote the development of and 
increased use of Farmer’s Markets in all 
communities. 

4. Encourage schools and daycare 
providers to provide safe and healthy 
foods, including increased fruits and 
vegetables. 

 
Goal: Reduce cancer risk through changes 
in behavior, policies and environment that 
promote healthy lifestyles. 
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5. Increase the number of communities that 
have community garden programs. 

 
OBJECTIVE D: 

• For children and adolescents in Rhode 
Island, decrease to 40% the 
proportion who report eating at a fast 
food restaurant once per week or 
more and average consumption of 
sugar-sweetened drinks to eight 
ounces per day by 2010.43   

 
STRATEGIES: 
1. Advocate for state-endorsed policy 

language for nutrition that includes 
nutrition guidelines for all competitive 
foods available in schools and a 
corresponding approved foods list. 

2. Assist in training childcare providers on 
menu planning. 

3. Provide training for food service 
providers at worksites regarding how to 
determine and post key nutrient 
information.  

4. Encourage schools to develop policies 
that limit unhealthy foods and beverages 
on campus. 

 

 

PHYSICAL ACTIVITY 
 

OBJECTIVE E: 

• By 2012, increase from 49% to 67% 
the proportion of adults, ages 18 years 
or older, who engage in moderate 
physical activity for at least 30 
minutes on at least five days of the 
week.44 

 
STRATEGIES: 
1. Support the strategies to increase 

physical activity as outlined in the Rhode 
Island’s Plan for Healthy Eating and 
Active Living: 2006 – 2012. 

2. Educate employers about the positive 
aspects of offering benefits that reduce 
the cost of physical activity (e.g., 
reduced sick time). 

3. Educate the public on the importance of 
weight maintenance and physical 
activity and their role in cancer 
prevention. 

4. Develop and disseminate worksite 
physical activity toolkit. 

5. Encourage communities to provide free 
or low-cost opportunities for structured 
physical activity. 

6. Advocate for communities to have land 
management systems that support 
physical activity. 

 

OBJECTIVE F: 

• By 2012, increase from 24% to 40% 
the proportion of adolescents and 
children, ages 17 years or younger, 
who engage in moderate physical 
activity for at least 60 minutes daily.45 

 
STRATEGIES: 
1. Advocate for strengthened physical 

education requirements in schools. 
2. Require opportunities to integrate 

physical activity into regular classes 
throughout the school day. 
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3. Require daily recess at all elementary 
schools. 

4. Require school playground accessibility 
to all students at recess. 

5. Require after-school programs to 
provide opportunities for physical 
activity 

6. Promote an increase in the proportion of 
adolescents and children, ages 17 years 
or younger, who spend two or fewer 
hours per day in front of a screen (TV, 
Videogames, Computer). 

 

 
 
BREASTFEEDING 
 

OBJECTIVE G: 

• By 2010, increase the proportion of 
women breastfeeding their babies for 
at least 6 months from 33% to 50% 
and for at least 12 months from 17% 
to 25%.46 

 
STRATEGIES: 
1. Support the Healthy Eating and Active 

Living plan strategies to increase the 
percentage of mothers who breastfeed by 
targeting worksites, community settings, 
health care systems and safety net 
providers.   

2. Promote the establishment of 
breastfeeding-friendly environments in 
community settings. 

3. Advocate for the increased availability 
of breast pumps through WIC local 
agencies. 

4. Promote Ten Steps to Successful 
Breastfeeding. 

5. Identify community-based intervention 
programs for employer outreach. 

 
HPV VACCINE 
 
OBJECTIVE H: 

• By 2012, at least 75% of 13 year old 
girls in Rhode Island will have 
received the HPV vaccine according to 
the CDC guidelines. 

 
STRATEGIES: 
1. Support the Federal Advisory 

Committee on Immunization Practices 
(ACIP) recommendations regarding 
HPV vaccination—i.e., that females 
aged 11 to 12 be routinely vaccinated 
and that “catch up” vaccines be provided 
to females aged 13 to 26 who have not 
been previously vaccinated. 

2. Educate the public and health care 
providers about HPV vaccination 
recommendations. 

3. Support the tracking and promotion of 
the HPV vaccine through VFC/AFIX 
(Vaccines for Children quality 
improvement program) site visits. 

4. Support the efforts of health care 
insurers to educate providers and 
members about the HPV vaccine. 

5. Improve access to the vaccine for the 
uninsured. 
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SKIN PROTECTION 
 
OBJECTIVE I: 
• Increase the number of Rhode 

Islanders who use skin protection 
strategies from 65% to 75% by 2010.47 

 
STRATEGIES: 
1. Provide education about sun protection 

(e.g., “covering up,” or using SPF of at 
least 15) in recreational/tourist settings. 

2. Support the enforcement of Rhode 
Island legislation requiring parental 
permission for those under 18 years of 
age to use a tanning bed or booth. 

3. Provide signage (e.g., by emailing a PDF 
file) to sites offering tanning booths/beds 
that includes the required warnings. 

4. Develop reporting at non-hospital 
sources (e.g., pathology labs, free-
standing medical oncology clinics and 
radiation therapy centers) to identify 
missed cases of non-invasive melanoma. 

 

 
 
 
 

 
 
ENVIRONMENTAL TOXINS 
 

OBJECTIVE J: 

• Increase from 8% to 10% the 
proportion of persons who live in 
homes tested for radon concentrations 
by 2010.48 

 
STRATEGIES: 
1. Promote increased radon testing and 

mitigation of existing housing by the 
public through public outreach and 
education. 

2. Increase the testing of radon during 
residential real estate transactions. 

3. Increase access to testing and mitigation 
of radon for low to moderate income 
homeowners. 

 
OBJECTIVE K: 

• By 2012, establish more stringent 
vehicle emissions standards in Rhode 
Island that are on par with those in 
California. 

 
STRATEGIES: 
1. Support policies that would increase the 

available options for public 
transportation and provide incentives for 
car pooling. 

2. Inform key decision makers and 
encourage policies that would reduce 
greenhouse gas emissions. 
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Screening the general population for some 
types of cancers can lead to early detection 
and an increased likelihood that treatment 
will be successful.  Screening is testing for a 
specific disease across a defined population 
when there are no clinical indications of 
illness.  There is general consensus in the 
scientific community that breast, cervical, 
and colorectal cancer screening reduce 
mortality and are cost effective.  There is 
also some evidence that prostate and skin 
cancer screening may be helpful in early 
detection and reduced mortality, although 
definitive research is unavailable at this time.  
 
Rhode Island has a relatively high rate of 
preventive cancer screening coverage 
compared to the U.S. as a whole (see Figure 
14). According to the RI Behavioral Risk 
Factor Surveillance System (BRFSS), Rhode 
Island was able to meet the national Healthy 
People (HP) 2010 goal for mammograms 
and colorectal cancer screening. Cervical 
cancer screening was only 1% below its goal 
in 2004.49   The high screening rates for 
breast, cervical, and colorectal cancer can be 
attributed, at least in part, to the success of 
public health efforts in the state.   
 

 

 

 
Figure 14.  Rhode Island Screening Rates 
Compared to U.S.  Rates and Healthy People 2010 
Targets 
 Rhode 

Island 
U.S. HP 2010 

Target  
Mammogram  
(In the past 2 
years, 
Women 40+) 

82.4 74.9 70 

Pap Test 
(In the past 3 
years, 
Women 18+) 

89 86 90 

Colorectal 
Screen 
(Ever had a 
Sigmoidoscopy or 
Colonoscopy, 
Adults 50+) 

61.7 53.5 50 

From: Behavioral Risk Factor Surveillance System, 
United States, 2004 MMWR Vol 55, No SS-07 (July 
14, 2006). 
 
Although public health efforts to promote 
and provide access to screening have worked 
well in Rhode Island, the rising numbers of 
uninsured people pose a challenge to 
continued screening successes. Rhode Island 
has historically had a relatively low number 
of uninsured people, but that number is 
rising.  In 2004, the CDC found that 12% of 
RI adults reported having no health 
insurance.50  The safety net in Rhode Island 
is dominated by a network of Community 
Health Centers that provide primary care 
services to a wide range of patients – both 
insured and uninsured.  The numbers of 
uninsured seen by the Health Centers 
increased by 29% from 2003 to 2004, while 
the numbers of insured patients treated 
increased by only 1.5%.51  The number of 
uninsured is rising without clear options for 
meeting their health care needs.  Rhode 
Island hospitals provide a growing amount 
of care free of charge, straining already tight 

Detection and Screening 
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budgets. The RI Free Clinic is the only 
facility in RI where the uninsured are 
welcomed to receive care at no charge. This 
clinic, operated by volunteer providers, saw 
a 28% increase in the number of patients 
seen between 2004 and 2005.52  Without a 
regular source of primary care, many people 
do not or cannot access routine health 
services such as cancer screening tests. 
 
SCREENING FOR COLORECTAL 
CANCER 
 
The Rhode Island Detection and Screening 
work group set colorectal cancer in RI as its 
number one screening priority with the 
greatest potential for improvement.   
Colorectal cancer is the second most 
common cause of cancer deaths for men and 
women in Rhode Island. Screening with 
colonoscopy can result in the detection and 
removal of colorectal polyps before they 
become cancerous as well as the detection of 
cancer that is at an early stage. Because 
screening can save lives, coverage for 
colorectal cancer screening for all Rhode 
Island residents, regardless of healthcare 
coverage status or ability to pay has become 
a high priority. The Rhode Island mortality 
rate from colon and rectal cancer is higher 
than the national average, (21.1 v. 20.0) 
despite higher than average screening rates. 
According to the BRFSS, about 61.7% of 
adults 50 and older in RI have ever had a 
sigmoidoscopy or colonoscopy compared to 
just 53.5% nationwide.53 The USPSTF 
recommends screening with fecal occult 
blood testing (FOBT) yearly in combination 
with sigmoidoscopy every 5 years, a double-
contrast barium enema every 5 years, or 
colonoscopy every 10 years starting at age 
50; with colonoscopy being the preferred 
method of screening.54  The American 
College of Gastroenterology calls for 
screening of African Americans starting at 
age 45 due to increased risk. 55   

There are several barriers to colorectal 
cancer screening that must be addressed in 
order to increase compliance with the 
guidelines.  Colonoscopy, the preferred test, 
is an expensive test with or without 
insurance.  This is the most expensive of the 
screening tests recommended for the early 
detection of cancer, the insurance co-pay is 
as high as $500 for one procedure   For those 
without insurance, the out of pocket expense 
is often prohibitive.  A survey conducted by 
the Rhode Island Cancer Council found that 
other common barriers to endoscopic 
screening included: fear of the procedure, 
procrastination, the intent to test in the near 
future, the need to give priority to existing 
medical problems, and lack of time required 
for the prep and procedure.56 Despite Rhode 
Island screening rates being higher than 
nationwide rates, almost 40% of the 
population have still never been screened for 
one of the most significant causes of cancer 
death in Rhode Island.   
 

 
 
SCREENING FOR BREAST CANCER 
 
Rhode Island’s strong commitment to early 
screening continues to make a difference in 
the area of mammography and helped the 
state reach the national HP 2010 goal.  That 
goal was to assure that at least 70% of 
women 40 years or older have been screened 
in the past two years.  In fact that goal was 
met for every race, ethnicity, and income.   
Physician education, public education and 
programs such as the Rhode Island 
Women’s Cancer Screening Program, 
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“I encourage 
women to 
have regular 
exams. Early 
detection 
saved my 
life.” 

funded by the CDC’s National Breast and 
Cervical Cancer Early Detection Program, 
have resulted in high rates of mammography 
screening among women 40 and older.57  It 
has been shown that mammograms can 
reduce mortality from breast cancer by 
approximately 20% for women 40 to 49 

years of age and 20-
35% for women 50-69.  
While national 
mammography rates 
have been declining, 
Rhode Island rates have 
seen a modest but 
steady increase from 
81% in 2000 to 86% in 

2004 for women over 50.58 RI has made 
tremendous strides against breast cancer.  In 
1969, the female breast cancer death rate 
was 21% higher in RI than in the U.S. as a 
whole.  This gap has decreased dramatically. 
In 1999-2003, the female death rate in 
Rhode Island was 25.0 (age adjusted, per 
100,000) compared to 26.0 for the U.S.59 
The  U.S. Preventative Services Task Force 
(USPSTF) currently recommends a 
mammogram with or without a clinical 
breast exam every 1-2 years for women 40 
and older.60 
  
SCREENING FOR CERVICAL 
CANCER 
 
In addition to mammography, the state’s 
strong commitment to early screening has 
made a difference in the area of cervical 
cancer screening.  The Women’s Cancer 
Screening Program, RIte Care (Rhode 
Island's Medicaid Managed Care Program), 
Title X, and private efforts have resulted in 
high cervical cancer screening rates.  The 
USPSTF recommends initiating screening 
with a pap test within three years of onset of 
sexual activity or age 21, whichever comes 
first and then repeating the test one to three 
years thereafter, depending on the 

individual.61 Follow-up care for 
abnormalities may require colposcopy and 
removal of pre-cancerous lesions, to prevent 
the progression of the disease.  It is 
important, then, that follow-up care also be 
widely available.   
 

 
 
SCREENING FOR PROSTATE 
CANCER 
 
According to the BRFSS in 2004, about 54% 
of RI males over 40 had a prostate specific 
antigen (PSA) test, a screening test for 
prostate cancer, in the previous two years.62  
Prostate cancer is the leading site of cancer 
in males in Rhode Island and the second 
leading cause of male cancer deaths for the 
state.   
 
Prostate cancer disproportionately affects 
African American men; the mortality rate for 
African American males is 63.5/100,000 
compared to 29.8 for whites and 12.2 for 
Hispanic men (although Hispanic ethnicity 
rates are likely to be inaccurate due to 
underreporting of Hispanic ethnicity).63  
Given that prostate cancer is such a 
significant cause of morbidity (disease) and 
mortality (deaths), a screening test that 
accurately detects a life-threatening tumor 
has the potential to prevent many early 
deaths.  
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“Because a 
decision of whether 
to be screened for 
prostate cancer is a 
personal decision, 
it’s important that 
each man talk with 
his doctor about 
whether prostate 
cancer screening is 
right for him.” 

Prostate cancer is unique among cancers, 
however, in its course of progression and is 

not easily 
amenable to 
early detection 
by screening.  
There is 
currently no 
scientific 
consensus of 
how to 
accurately 
screen for 
prostate cancer 
in order to 

reduce mortality.  Randomized, controlled 
clinical trials are currently under way that 
could clarify the efficacy of various 
screening methods and bring consensus 
around an appropriate screening protocol.  
 
SCREENING FOR SKIN CANCER 
 
The efficacy of routine skin self-examination 
for reducing melanoma mortality has also 
not been proven.  Some studies, however, 
have suggested there is a benefit in doing 
skin self-examination. One case-control 
study suggested a 63% reduction in 
melanoma mortality associated with monthly 
skin self-examinations.64  The importance of 
finding these lesions early in their evolution 
is critical as the prognosis depends on the 
depth of the primary lesion.  Melanoma can 
be detected by screening for early detection 
as it is visible on the skin by a primary care 
provider, a partner, or oneself.  In Rhode 
Island, one random digit dial survey shows 
that only 9% of adults in Rhode Island 
perform thorough skin self-examination at 
least once every few months, and 75% 
reported that their healthcare provider never 
brought it up.  Only 7% reported that their 
physician examined all areas of their skin 
likely to have a lesion during physical 
exam.65   Evidence suggests that thorough 

skin self exam would lead to earlier 
detection of and reduced mortality due to 
melanoma, particularly for fair skinned 
individuals who are at greatest risk.  Primary 
care providers are in the best position to 
encourage this as a protective health habit. 
 
SCREENING DISPARITIES 
 
The data show that mammogram screening 
rates for Hispanics are similar to that of 
white, non-Hispanics.  Pap test data in RI 
indicates  that the cervical cancer screening 
rate for black women 18 and older is 91% 
compared to 88% for white, non-Hispanic 
women 18 years or older and 94% for 
Hispanic women in the same age range.66  
The data also show that despite the success 
of screening programs targeting at-risk 
populations, those with the lowest income 
are the least likely to be screened. 

 
 
Center for Disease Control & Prevention, BRFSS data, 
2004. 
 
 

 
 
 

Goal: Increase proven, science-based 
cancer screening rates among all 
segments of the population in Rhode 
Island.  
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Figure 15.  Screening Rates by Income
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OBJECTIVE A: 
• Increase access to primary care for 

the medically underserved.  
 
STRATEGIES: 
1. Improve ongoing data collection and 

dissemination to assess gaps in 
screening. 

2. Support adherence to both mandated and 
recommended Federal Culturally and 
Linguistically Appropriate Services 
(CLAS) standards, especially in primary 
care.67 

3. Support efforts to ensure healthcare 
coverage and a medical home for all 
residents of Rhode Island. 

 
COLORECTAL CANCER 
 
OBJECTIVE B: 
• Increase rates of endoscopic screening 

for colorectal cancer among Rhode 
Island adults ages 50 and older by at 
least 10% before 2012.   

 
STRATEGIES: 
1. Ensure standards or incentives for 

insurers to increase screening rates. 
2. Increase awareness and compliance 

among primary care providers of the 
American College of Gastroenterology 
colorectal cancer screening 
recommendations.   

3. Provide multi-lingual, culturally 
competent patient education materials 
such as posters and brochures on 
colorectal cancer screening to primary 
care providers in Rhode Island.   

4. Encourage all insurers to drastically 
reduce or eliminate co-pays for 
colonoscopy screening. 

5. Increase the use of patient navigators and 
medical interpreters, when appropriate. 

6. Increase the use of electronic medical 
records for prompts, reminders, and 

organization of data for primary care 
practices. 

7. Facilitate communication between 
community-based organizations and 
providers around the importance of 
colorectal cancer screening. 

 
OBJECTIVE C:  
• Increase public awareness of the 

screening recommendations and 
importance of compliance with 
colorectal cancer screening. 

 
STRATEGIES: 
1. Develop a culturally appropriate social 

marketing campaign to increase 
awareness of colorectal screening, 
recognizing March as Colorectal Cancer 
Screening month. 

2. Challenge each health insurer and 
hospital to come up with a plan to 
increase screening awareness and 
acceptance rates. 

 

 
 
OBJECTIVE D:  
• Improve access to colorectal cancer 

screening among un/underinsured 
persons using the Women’s Cancer 
Screening model. 

 
STRATEGIES: 
1. Seek additional sources of funding for a 

colorectal cancer screening program. 
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2. Educate policy makers about the 
importance of and barriers to colorectal 
cancer screening for the un/underinsured. 

3. Identify key stakeholders on a federal 
and state level to build support for a 
Colorectal Cancer Screening program. 

4. Recognizing that colonoscopy is the 
preferred method of screening, increase 
the use of sigmoidoscopy in combination 
with fecal occult blood testing (FOBT) 
when colonoscopy is not possible. 

 
OBJECTIVE E: 
• Create a data collection mechanism 

that differentiates between 
sigmoidoscopy and colonoscopy. 

 
STRATEGIES: 
1. Recommend a distinction be made in the 

BRFSS between screening modalities of 
sigmoidoscopy and colonoscopy. 

2. Develop a state-wide solution utilizing 
community hospitals to increase 
screening for colorectal cancer. 

 
BREAST CANCER  
 
OBJECTIVE F: 
• Increase percentage of women aged 

40+ who have had a mammogram in 
the past two years from 86% to 90% 
by 2012. 68 

  
STRATEGIES: 
1. Perform assessment to identify and 

screen those who do not currently qualify 
for and are not screened by the current 
programs. 

2. Support ongoing efforts by the Women’s 
Cancer Screening Program to identify 
and address gaps among those served 
within their target audience; with 
particular attention to identifying 
possible racial or ethnic disparities. 

3. Expand and increase support for the 
Women’s Cancer Screening Program, 

including outreach and publicity for the 
program. 

4. Search for funding opportunities to 
provide mammograms for women aged 
40-50 who do not have coverage.  

5. Increase awareness of recommendations 
among all populations – the insured and 
the uninsured.  

6. Reduce wait-times for mammograms and 
specialty care. 

7. Increase awareness of MRI breast 
imaging guidelines among providers for 
high risk individuals. 

 

 
 
CERVICAL CANCER  
 
OBJECTIVE G: 
• Increase the proportion of women, 

ages 18 and older, who have received a 
pap test in the past 3 years from 89% 
to 95% by 2012.69 

 
STRATEGIES: 
1. Determine and address who is not being 

served by the current program. 
2. Increase and maintain funding and 

support for the proven programs for 
cervical cancer screening such as the 
Women’s Cancer Screening Program, 
Title X and RIte Care. 

3. Look for funding/support to continue 
efforts by the program to target the 
underserved. 
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4. Increase knowledge of publicly funded 
cervical cancer screening programs in 
underserved communities. 

5. Educate public about implications of the 
new HPV vaccine; and reinforce the 
importance of screening even after 
having the HPV vaccine. 

6. Decrease wait-times for treatment of pre-
cancerous lesions regardless of income. 

 
PROSTATE CANCER 
 
OBJECTIVE H: 
• Increase the number of Rhode Island 

men who have knowledge about the 
benefits and risks of prostate cancer 
screening and detection. 

 
STRATEGIES: 
1. Increase awareness of the most up-to-

date information in making decisions 
about prostate cancer screening and 
detection. 

2. Monitor on-going prostate cancer 
screening clinical trials for new data. 

3. Recommend new objectives and 
strategies based on increased evidence. 

4. Disseminate information to all health 
professionals, key stakeholders, and the 
general public in culturally appropriate 
ways. 

 
OBJECTIVE I: 
• Increase access to prostate cancer 

screening when desired, as supported 
by scientific evidence.  

 
STRATEGIES: 
1. Increase access to prostate cancer 

community-education programs that give 
priority to the medically underserved 
(these programs may or may not include 
screening).   

2. Sustain community-based outreach 
efforts to increase awareness of prostate 
cancer screening. 

3. Generate educational materials utilizing 
culturally and linguistically appropriate 
methods and materials. 

4. Promote dissemination of patient 
education materials that describe the 
benefits and risks of prostate cancer 
screening and detection, particularly for 
high risk groups. 

 

 
 
SKIN CANCER 
 
OBJECTIVE J: 
• By 2010, Increase percentage of Rhode 

Islanders who perform thorough skin 
self exams from 9% to 25%.70   

 
STRATEGIES: 
1. Assess baseline for self-exams, provider 

exams, and set goals for improvement. 
2. Monitor evidence on skin screening and 

self exams as it evolves. 
3. Encourage healthcare providers to 

perform skin screenings or to 
recommend self-screening during annual 
physicals. 

4. Promote skin self-exams as a health habit 
for all people. 

5. Increase educational programs for 
providers and the public on the 
importance of skin screening and self-
exams.  Disseminate existing educational 
materials. 

6. Ensure that educational materials discuss 
the differing risks and sites of possible 
skin cancer by skin color and encourage 
people to monitor their skin accordingly. 
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“Rhode Island 
has the will 
and the ability 
to provide high 
quality care.”  

 
A cancer diagnosis is not something anyone 
expects to have happen, but it will be a 
reality for an estimated 6,360 Rhode 
Islanders this year alone.71  Every Rhode 
Island resident should have ready access to 
compassionate, state-of-the art cancer 
treatment should they face this challenge.   
 
As the smallest state “in the union,” Rhode 
Island has a unique treatment landscape.  
Rhode Island has the will and the ability to 
provide high quality care. Even though 
Rhode Island has a lower reimbursement 

rate when compared 
to the surrounding 
states, the state has 
been able to attract 
high quality medical 
providers and 
researchers. This is 

possible because of Rhode Island’s small 
size, attractive geography, and close knit 
communities.  Rhode Island has many 
qualified specialists in a consolidated area 
and is home to nationally recognized 
institutions, including Brown University 
Medical School, and a number of high 
quality acute care medical centers. 
 
The National Cancer Institute’s Cancer 
Control Objectives for the Nation: 1985-
2000 makes a convincing case for the 
widespread adoption of state-of-the-art 
cancer therapy, arguing that doing so would 
reduce the overall cancer mortality rate in 
the U.S. by 26%.  One of the two primary 
strategies that they suggest are the adoption 
of the American College of Surgeons’ 
(ACoS) approved cancer programs and the 
other is increased enrollment of eligible  
 
 

 
patients in approved clinical trials. The state 
already has American College of Surgeons 
(ACoS) approval for 10 out of the 12 acute 
care hospitals, and is aiming for 100% 
certification in the next 2 years.  ACoS 
approved cancer programs are required to 
achieve high standards of cancer care and 
treatment, including accurate tumor staging 
with American Joint Committee on Cancer 
(AJCC) staging methodology. ACoS 
approved cancer programs have active 
quality assurance mechanisms designed to 
ensure optimal, multidisciplinary care of the 
patient with cancer.  
 
Rhode Island does not, however, have an 
NCI-designated Comprehensive Cancer 
Center.  This limits access to novel 
treatments, clinical trials, and sub-
specialization that may be required for rare 
or complicated conditions.  Consequently, 
there is no central focal point for referrals. 
  
Over the years, the trend has been for more 
and more cancers to be treated exclusively 
outside of the hospital.  This change in 
treatment pattern poses new challenges for 
data collection and surveillance, and needs 
to be closely monitored to respond to the 
new challenges that arise. 
 

 
 

Treatment 
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“Fewer Rhode 
Islanders have 
health insurance 
than at any time 
in the last fifteen 
years”  

Although disparities in treatment may take 
many different forms, lack of proper 
healthcare coverage has an impact on the 
level of care in many important ways.  
Without adequate healthcare coverage an 
individual is less likely to have a primary 
care provider, to receive preventive health 
screenings, to be diagnosed with a cancer at 
an early stage and to be referred promptly.72  
Rhode Island used to have one of the highest 
rates of insurance in the nation, but today, 

fewer Rhode 
Islanders have 
health insurance 
than at any time in 
the last 15 years. 
According to the 
CDC in 2005, 14% 

of RI adults age 18 to 64 reported not having 
any health care coverage.  Health insurance 
rates vary widely among different 
populations.  While 7.9% of Whites report 
having no healthcare coverage, 17.1% of 
Blacks and 36.7% of Hispanics report not 
having any source of health care coverage.73  
Wide differentials in healthcare coverage 
also exist along lines of socio-economic 
status, educational level, age, and 
immigration status. 
 
Figure 16. RI Uninsured Rates of Adults 18-64 by 
Race 2000-2004 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Center for Disease Control, BRFSS, 2004. 
 
 
 
 

PEDIATRIC CANCER 
Pediatric cancer care requires specialized 
treatment and a unique approach.  Treatment 

of childhood 
cancer, even 
when cured, is 
extremely 
traumatic both for 
the children and 
their families.  
Thus childhood 
cancer should be 
treated as a family 
disease.  Every 
effort needs to be 
made to bring 

support systems not only into the treatment 
regimen but also into the child’s recovery.  
Quality of life and long-term supportive or 
palliative care may still be needed.  Long 
term survivors of childhood malignancies 
are also at high risk for second malignancies 
and other side effects of their disease and 
treatment.74 
 
 
 
 
 
OBJECTIVE A:  
• Increase equitable access to treatment 

and minimize disparities in cancer 
care.   

 
STRATEGIES: 
1. Support efforts to establish universal 

healthcare coverage in Rhode Island. 
2. Establish benchmarks for acceptable 

wait-times from diagnosis to initiation of 
treatment. 

3. Increase support for cancer treatment 
provided under the Women’s Cancer 
Screening program for medically 
underserved women and support efforts 
to ensure treatment for medically 
underserved men. 

Goal #1: Ensure access to cancer care for 
all residents of Rhode Island. 
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4. Reduce financial burden by accelerating 
the process of acceptance to Medicaid 
for cancer patients to a maximum of 30 
days. 

 

 
 
OBJECTIVE B:   
• Assure access to comprehensive, 

multidisciplinary cancer care at a 
pediatric cancer center for children 
and adolescents with cancer. 

  
STRATEGIES: 
1. Support, recruit, train, mentor and retain 

skilled pediatric oncology professionals. 
2. Assess the effects of childhood cancer 

on family function and quality of life. 
3. Develop appropriate culturally sensitive 

interventions for positive outcomes. 
4. Educate survivors, their families, and 

their primary care providers about 
screening and treatment for the late 
effects of childhood cancer. 

5. Maintain high level of participation of 
children and adolescents in approved 
clinical trials. 

 
 
Goal #2: Improve the quality of cancer 
treatment provided in Rhode Island.  

 
 
OBJECTIVE C 
• By 2012, providers in Rhode Island 

will follow NCCN treatment 
guidelines for all cancer patients.  

 

STRATEGIES: 
1. Adopt guidelines set forth by the 

National Comprehensive Cancer 
Network (NCCN) statewide and identify 
gaps in utilization and implementation. 

2. Support professional organizations in 
efforts to establish best practices through 
increased awareness and education about 
the NCCN guidelines. 

 
OBJECTIVE D: 
• By 2010, all hospitals in RI treating 

cancer patients will be ACoS 
approved. 

 
STRATEGIES: 
1. Provide public recognition for any 

hospital gaining ACoS approval 
2. Assist non-ACoS approved hospitals 

with the approval process. 
 
OBJECTIVE E: 
• Improve quality of treatment data 

maintained by the RI Cancer 
Registry. 

 
STRATEGIES: 
1. Ensure consistent collection of and 

reporting of the data elements such as 
race, ethnicity, and country of origin in 
compliance with state and federal 
guidelines. 

2. Promote completeness in reporting, 
especially in private clinics and 
outpatient services through compliance 
with the National Program of Cancer 
Registries (NPCR) standards. 
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Goal #3: Enhance the treatment 
experience for cancer patients. 

 
 
OBJECTIVE F: 
• Increase patient satisfaction with their 

treatment experience as evidenced by 
an increase in patient satisfaction 
survey scores of at least 5% over the 
current baseline by 2012. 

 
STRATEGIES: 
1. Increase use of patient navigation tools 

and programs that ensure a seamless 
transition for patients and their families 
between services and agencies.  

2. Increase access to complimentary care 
therapies. 

3. Ensure ready access to options in 
social/emotional support for patients and 
their social networks.   

4. Compile and maintain a state-wide 
support resource guide. 

 
OBJECTIVE G: 
• By 2012 all cancer treatment 

providers will be in compliance with 
Culturally and Linguistically 
Appropriate Services (CLAS) 
standards. 

 
STRATEGIES: 
1. Identify and reduce gaps in interpreter 

services. 
2. Assess need and provide training and 

technical assistance to professionals, 
assuring provision of culturally 
competent care. 

3. Identify and reduce gaps in the diversity 
of the workforce at all levels. 

 
OBJECTIVE H: 
• Increase patient transportation 

options for cancer treatment in Rhode 
Island.   

STRATEGIES: 
1. Identify transportation resources within 

all RI communities. 
2. Identify gaps in transportation services 

for patients seeking care. 
3. Increase funding as needed for 

transportation assistance. 
 
OBJECTIVE I: 
• By 2012, all 12 hospitals will have a 

resource room with access to cancer 
treatment education and information 
resources in RI.   

 
STRATEGIES: 
1. Establish a resource center in every 

ACoS approved hospital that includes 
internet access and a phone. 

2. Ensure the presence of high-quality and 
web-based educational materials that are 
culturally and linguistically appropriate 
in ACoS certified hospital resource 
rooms. 

3. Encourage the use of cancer information 
hotlines such as American Cancer 
Society and National Cancer Institute 
hotlines. 
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“By 2010 the 
nursing shortage 
will rise to 25% and 
will rise to 55% by 
2020 if current 
trends continue.” 

 
In order to carry out the prevention, 
detection, treatment, and support efforts 
outlined in this plan, Rhode Island needs an 
adequate supply of qualified, skilled 
personnel.  As the population is aging and 
cancer appears disproportionately among 
older populations, the shortage of qualified 
personnel in the health care industry will 
have particular significance to cancer 
control services.  Age-specific cancer 
incidence rates show that deaths from cancer 
increase dramatically with age. Over 70% of 
invasive cancer cases occur in the over-60 
population.75  Although at this time there is 
thought to be an adequate supply of 
physicians, the number of nurses for the 
state does not meet the growing demand. 

 
ADEQUATE SUPPLY OF WORKERS 
 
Rhode Island faces particular challenges 
with a nursing shortage.  Due to the aging of 
the baby boom generation and increased life 
expectancy, demand for nurses is expected 
to continue to increase while the supply 
dwindles.  Today, the supply of nurses in 
Rhode Island is 8% less than the demand.  

Projections for 
the future 
indicate that by 
2010 the nursing 
shortage will 
rise to 25% and 
will rise to 55% 

by 2020 if current trends continue.76 The 
nursing shortage is projected to be more 
severe in Rhode Island than in the nation as 
a whole and more than in neighboring states 
such as Massachusetts.  This means that 
Rhode Island is competing with both other 
jobs and other states for the same nurses.  
 

 
Addressing the nursing shortage means 
increasing the training and development of 
new nurses, and also improving the retention 
of trained nurses in the field.  Recruitment 
and retention strategies that encourage a 
diverse and qualified workforce to join the 
nursing profession and to stay in it will 
require improved working conditions, 
increased respect and autonomy, and 
improved financial incentives for both 
nurses and nursing faculty. Specially trained 
nurses are required in many of the sub-
specialties essential to cancer care, including 
oncology nursing, visiting nurse services, 
hospice nurses, and surgical nurses.  
Addressing the nursing shortage plays a vital 
role in cancer control. 
 

 
 
WORKFORCE COMPOSITION 
 
Given the increasing diversity of the 
population of Rhode Island, it is important 
to increase the minority representation 
among healthcare workers to reflect the 
demographics of Rhode Island residents.  
Minority representation, especially in 
leadership positions, will increase cultural 
competency and improve patient care 
outcomes.   

Workforce Issues 
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Cultural sensitivity training and an 
understanding of diverse cultures by all 
members of the healthcare profession can 
serve to increase the effectiveness and 
acceptability of their recommendations.   
 
Communication across cultures and 
languages can pose a particular challenge.  
Especially relevant are Medical Interpreters 
who are specially trained to broker 
misunderstandings that can arise from 
differences in language and culture in a 
healthcare encounter.  Medical 
Interpretation is an evolving profession 
whose increased use would both enhance the 
diversity of the workforce and add an 
element of cultural and linguistic 
appropriateness. 
 

 
 
QUALITY OF WORKFORCE 
 
The workforce needs to have access to high 
quality education around cancer control in 
nursing, medical, and pharmacy schools.   
 
Cancer control education should prepare 
individuals with current knowledge around 
prevention, detection, treatment, palliative 
care, and quality of life for survivors and 
their families.   

 
 
Continuing education opportunities for 
health professionals must exist in this area.   
It is increasingly important to provide easily 
accessible continuing education 
opportunities.  Online, teleconference, or 
interactive educational software should 
supplement other opportunities that some 
may find hard to attend.   
 

 
Healthcare professionals are often the 
primary source of information about cancer 
risks and screening. They must be well-
trained active participants in the cancer 
control plan for it to be effectively carried 
out.  Physicians, nurses, nurse practitioners, 
mental health providers, social workers, 
cancer registrars, dentists, dieticians and 
health educators and others require 
continuing education for their knowledge to 
stay current. 
 
 
Goal: Reduce workforce gaps and ensure 
an adequate supply of diverse and highly 
trained professionals in all aspects of 
cancer care and control. 

“Healthcare professionals are 
often the primary source of 
information about cancer risks 
and screening. They must be 
well-trained active participants 
in the cancer control plan for it 
to be effectively carried out.” 
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OBJECTIVE A: 
• Ensure an adequate supply of 

workers, with particular attention to 
increasing the number of nurses by at 
least 25% by 2012. 

 
STRATEGIES: 
1. Increase recruitment of new nurses 

through increased training opportunities. 
2. Encourage retention of currently 

practicing nurses by addressing issues of 
job satisfaction, work hours, adequate 
pay, career ladders, educational 
opportunities, respect and autonomy. 

3. Support strategies to increase and 
maintain the number of cancer registrars 
in RI. 

 
OBJECTIVE B: 
• Decrease disparities in care by 

ensuring a diverse and culturally 
competent workforce reflecting the 
racial and the ethnic make-up of the 
state. 

 
STRATEGIES: 
1. Ensure compliance with National 

Standards on Culturally and 
Linguistically Appropriate Services 
(CLAS)77. 

2. Implement strategies to recruit, retain, 
and promote at all levels of the 
organization a diverse staff and 
leadership that are representative of the 
demographic characteristics of the state. 

3. Ensure that staff at all levels and across 
all disciplines receive ongoing education 
and training in culturally and 
linguistically appropriate service 
delivery.  

4. Provide cultural competency training for 
immigrant populations seeking 
employment in Rhode Island healthcare 
settings. 

5. Increase language access provision and 
promote the use of Medical Interpreters 
in the healthcare setting. 

6. Facilitate training of personnel 
responsible for collecting patient 
information at intake to ensure 
compliance with the Office of 
Management and Budget’s (OMB) 
Statistical Policy Directive No. 15 
concerning Race and Ethnic Standards 
for Federal Statistics and Administrative 
Reporting.78 

 
OBJECTIVE C: 
• Support efforts to increase the 

number of Oncology-Certified Nurses 
from 108 to at least 150, especially in 
underserved areas.79 

 
STRATEGIES: 
1. Provide increased oncology-certification 

opportunities in Rhode Island. 
2. Support continuing education 

opportunities related to cancer 
prevention, detection, and care for all 
levels of professionals. 

3. Attain enhanced workforce knowledge, 
skills and practices in cancer control 
through continuing education 
opportunities related to cancer. 
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Clinical trials have led to advances in all 
aspects of cancer care and are a critical part 
of the research process.  Today’s most 
effective cancer treatment, prevention, 
screening and early detection approaches are 
based on clinical trial results.80  

 
Unfortunately, only 3 percent of U.S. adults 
diagnosed with cancer actually participate in 
cancer clinical treatment trials81.  Increased 
participation in clinical trials is an essential 
component of ensuring high-quality, up-to-
date cancer prevention, detection, and 
treatment. According to the Harris poll 
survey82 of cancer patients conducted in 
2000, most patients (85%) were either 
unaware or unsure whether participation in 
clinical trials was an option for their 
treatment.  Most (75%) actually indicated 
that they would have been willing to 
participate in a study had they known it was 
available. In this same survey, those who 
received treatment through a clinical trial 
found it to be a positive experience. 97% 
said that they were treated with dignity and 
respect and that the quality of care they 
received was excellent or good.  86% said 
their treatment was covered by insurance. 
 
Rhode Island specific data is insufficient to 
describe the numbers of people enrolled in 
clinical trials at this time and a 
comprehensive assessment is recommended 
to address this lack. Some barriers to 
participation, however, appear to be 
universal in their presence and impact. What 
we know about enrollment in clinical trials 
in RI is that there are 104 cancer clinical 
trials listed on www.clinicaltrials.gov  in 
2007.83 Rhode Island does have legislation 
supporting healthcare coverage for clinical  
 

 
trials. Since 1994, health insurance carriers 
in Rhode Island have been required to cover 
experimental cancer treatment as part of 
phase III and phase IV trials  
and many experimental treatment and 
investigational drugs in phase II trials.  At 
the time, this was the only state in the nation 
with such legislation. 

 
There are 
significant 
barriers which 
must be 
overcome to 
encourage 
greater 
awareness and 
participation in 
cancer clinical 
trials throughout 
Rhode Island.  
Lack of 
awareness 

among healthcare providers is one of the 
most common reasons physicians fail to 
refer patients to trials4. Physicians might feel 
genuine concern about losing control of their 
patients’ care to a study investigator and 
facility. Other providers may not have the 
time or the infrastructure and support within 
their institutions that would allow them to 
broach the topic with patients. Lack of 
awareness among the general public also 
contributes to low rates of participation.  
Even if patients know about clinical trials 
they may be reluctant to participate. Patients 
may harbor feelings of fear, distrust, and 
suspicion about the clinical research process.  
They fear being a “guinea pig.” There are 
also practical barriers such as lack of access, 
financial issues, language differences and 
home/family considerations.   

Clinical Trials 
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Populations that are underrepresented in 
clinical trials include low income, elderly 
and racial/ethnic minorities, who 
unfortunately also bear a disproportionate 
burden of cancer morbidity and mortality.84 
These and other impediments to participation 
have been heightened further for minority 
groups and traditionally medically 
underserved audiences, some of whose 
cultural and historical legacies include 
serious abuse within the framework of 
clinical research. Racial and ethnic minority 
groups are underrepresented in clinical trials 
nationally; less than 10% of participants in 
clinical trials testing cancer drugs during 
1995-1999 represented African American, 
Asian/Pacific Islanders, Hispanics, and 
Native Americans, collectively85.  
 

Without 
representation 
from all 
segments of the 
population, 
researchers 
cannot learn how 
their findings 
affect different 
groups and the 
ability to 
generalize 

findings is limited.86 Broad participation in 
clinical trials increases access to state-of-the 
art cancer care both today and tomorrow. 
 
 

Goal: Increase awareness, access, and 
participation in cancer clinical trials by 
Rhode Island residents.   

 
 
OBJECTIVE A: 
• Establish a baseline for clinical trial 

participation in 2008 and increase that 
number by at least 10% by 2012. 

 

STRATEGIES: 
1. Perform an assessment of capacity for 

delivery of cancer clinical trials in RI. 
2. Perform an assessment of barriers to 

awareness, access and participation 
among cancer patients in cancer clinical 
trials in Rhode Island. 

3. Pending the assessment results, develop 
a train-the-trainer program for educating 
healthcare professionals about cancer 
clinical trials and communicating about 
them to patients and families. 

4. Deliver appropriately tailored trainings 
and programs to key health professional 
organizations, patient groups, and 
community based organizations, with 
emphasis on those reaching ethnic 
minority and medically underserved 
audiences. 

5. Ensure that facilities providing cancer 
clinical trials have mechanisms in place 
to address specific barriers to 
participation, especially financial 
concerns and issues. 

6. Promote use of an existing and 
accessible repository listing of all cancer 
clinical trials available in Rhode Island, 
such as the NCI’s Physician Data Query 
(PDQ) database. 

7. Support the existing telephone and on-
line resources for cancer patients and 
their families regarding state-specific 
information on available clinical trials in 
RI from organizations such as the ACS 
and NCI. 

8. Support the Rhode Island Cancer 
Registry and other appropriate 
organizations to expand their capacity to 
collect and report data on participation in 
cancer clinical trials at RI facilities. 

9. Develop and establish an NCI-affiliated 
Rhode Island Community Cancer 
Oncology Program (CCOP) by 2015. 
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“Many 
Americans don’t 
know about 
these options for 
good end-of-life 
care and thus 
don’t ask for 
them.” 

 
The goal of palliative care is to prevent and 
relieve suffering and to support the best 
possible quality of life for patients and their 
families. Palliative care prevents or treats 
the symptoms of the disease, side effects 
caused by treatment, and psychological, 
social and spiritual problems related to the 
disease and its treatment.  Palliative care 
does not alter the course of the disease but 
can improve the quality of a patient’s life.  
The care strives to meet physical needs 
through pain relief and to emphasize the 
patient’s and family’s rights to participate in 
an informed discussion about their choices.  
Hospice, an approach to palliation, provides 
care to terminally ill patients who are in the 
final stage of their illness.  Unfortunately, 
many terminally ill cancer patients still do 
not receive adequate palliative care. As a 
result, many experience very poor quality of 
life at the end of life.  Many live and die in 
pain.   
 

 
 
Second only to heart disease as a leading 
cause of death in Rhode Island, cancer is 
one of the most common ways for a resident 
of Rhode Island to die. While at least 70% 
of Americans would prefer to die at home, 
only about 16.7% of Rhode Islanders die at 
home, which is less than ever before and 
less than in the U.S. as a whole.87, 88   

 

 
 
Nursing homes are becoming a more 
common site of death for patients at the end 
of life. In 1989, 19.5% of all non-traumatic 
deaths occurred in nursing homes, but by 
2001 the number had more than doubled to 
44.1%.89  Nursing homes in Rhode Island 
are often unable to provide the specialized 
palliative care and support that patients and 

families desire. 
Although patients 
generally reported 
less pain in Rhode 
Island Nursing 
homes than in the 
general U.S., they 
rated persistent 
severe pain among 

patients with cancer as slightly higher than 
the national average.  About 46% of nursing 
home patients with cancer in Rhode Island 
reported severe pain.90  Palliative care may 
be provided in nursing homes, at private 
homes, or in hospitals.  The most common 
site of death is the hospital, and despite their 
best efforts some patients report having 
unmet needs for symptom amelioration, 
physician communication, emotional 
support, and treatment with respect.91   

Palliative Care 
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Hospice and palliative care are currently 
underutilized in Rhode Island.  Only one out 
of the 16 RI hospitals has a formal palliative 
care program leaving the majority of 
hospitalized patients without access to 
palliative care services. 92 While most 
hospitals are able to access hospice 
consultation and services for their terminally 
ill patients, cancer patients who are not 
terminally ill do not have access to a 
palliative care team. Cancer patients are 
often not aware of palliative care as an 
option and when they are referred it is often 
in the last few weeks of life after expensive, 
unwanted treatment and uncontrolled pain.  
In fact, only about 40% of terminally ill 
cancer patients receive hospice care, and 
Rhode Island has the shortest length of stay 
on hospice in the country with an average of 
just 13.7 days.93  
 
Hospice represents a proven, systematic 
approach to the provision of palliative care 
which has been successful in both improving 
the quality of life and reducing healthcare 
costs at the same time.  Research shows that 
there is a clear reduction in healthcare costs 
associated with palliative care at the end of 
life.94 There is a documented decrease in 
both routine and ICU hospital stays, 
decreases in emergency room visits, and 
physician fees.95 Through the reduction of 
misdirected and painful curative 
technologies at the end of life, palliative care 

has the potential to provide patients with 
what they want, and also provide significant 
savings in healthcare costs.96 
 
Hospice Care is also not utilized equally 
across different populations in Rhode Island. 
Although cancer mortality rates are highest 
among African Americans, they are 
underrepresented among palliative care 

patients.  One 
national study found 
that more than 50% 
of African 
American patients 
who were nearing 
the end of life, were 
not informed about 

hospice as an option for end of life care.   Of 
those who were informed, 77% chose to 
enroll.97 Researchers have documented 
differences in treatment patterns, pain 
management, and the use of hospice care 
exists between African American breast 
cancer patients and women in other ethnic 
groups.98  Studies have shown that African 
American and Hispanic patients report 
increased rates of pain, pain-related distress, 
and more pain related interference with 
function than white patients and that they 
are often under-treated for cancer pain.99,100 
A high priority for the Rhode Island 
Palliative Care work group is to increase 
access of palliative and end of life care to 
members of minority groups diagnosed with 
cancer. 
 

 

“Many 
Americans fear 
spending their 
final days in 
intensive care 
‘connected to 
machines.’” 
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OBJECTIVE A: 
• All acute care Rhode Island Hospitals 

will have inpatient palliative care 
teams by 2012.  

 
STRATEGIES: 
1. Advocate for the formation of palliative 

care teams in RI hospitals that include 
physicians, nurses, social workers, and 
spiritual care practitioners.  

2. Educate hospital discharge planners, 
emergency room staff, hospital clinic 
directors about hospice eligibility 
guidelines and program components. 

3. Collect data to assess quality, cost and 
access to end-of-life care in a variety of 
settings; disseminate information to key 
decision-makers. 

4. Encourage requirements for continuing 
medical and nursing education about 
end-of-life care.  

 

 
 
 
 

 
 
OBJECTIVE B:  
• By 2012, improve pain management 

quality measures in nursing homes by 
20%. 

 

STRATEGIES: 
1. Perform assessment to determine extent 

to which quality end-of-life care 
improves in nursing homes that 
collaborate with hospice and palliative 
care. 

2. Improve access to information for 
Oncologists and Primary Care Providers 
regarding hospice and palliative care 
services for nursing home residents with 
cancer. 

3. Update the available Hospice and 
Palliative Care Services information 
available for residents in Long Term 
Care in RI. 

4. Identify and inventory pain clinics 
available in RI. 

5. Identify an agent in the nursing home 
industry that can keep palliative care 
resources current and available to the 
community. 

 
OBJECTIVE C:  
• Increase access to palliative care and 

hospice care for nursing home 
residents living with cancer from 35% 
to 50% by 2012.101 

 
 
 

Goal: Improve access to palliative care for 
all patients seeking end-of-life care due to 
cancer in Rhode Island. 
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STRATEGIES: 
1. Encourage nursing home physicians 

to offer palliative care consultation 
services to all nursing home 
residents with cancer. 

2. Develop and make available to RI 
Nursing Homes a comprehensive list 
of hospice and palliative care 
services available in RI. 

3. Include hospice education and 
eligibility guidelines in the training 
of Nursing Home Surveyors. 

 
OBJECTIVE D:  
• Require all licensed health insurance 

companies, HMOs, and non-profit 
medical and hospital service 
corporations to provide cancer 
patients with palliative care treatment 
as a benefit by 2010.  

 
STRATEGIES: 
1. Inform key decision makers about 

importance of healthcare coverage for 
palliative care to improve client 
satisfaction and cost savings in 
healthcare. 

2. Identify and eliminate financial obstacles 
that impede access to palliative care for 
cancer patients.  

3. Encourage contributions to charitable 
entities for the benefit of patients in need 
of palliative care. 

4. Encourage licensed health care providers 
to participate in free or and low cost 
prescription drug programs for the 
benefit of patients in need of palliative 
care. 

5. Encourage alternative and 
complementary treatment provider to 
offer services at reduced costs or free for 
palliative care cancer patients. 

 

 
 
OBJECTIVE E:  
• Provide quality palliative and end-of-

life care to cancer patients of all races 
and ethnicities by 2012. 

 
STRATEGIES: 
1. Gather data about hospice admission 

rates and palliative care consultation 
rates for cancer patients of 
underrepresented minority groups. 

2. Develop and support community 
outreach/educational programs that 
increase awareness of hospice and 
palliative care for cancer patients in 
minority communities.  

3. Create and disseminate culturally 
relevant information about hospice and 
palliative care programs. 

4. Support efforts to increase cultural 
sensitivity in delivery of care to cancer 
patients from all racial and ethnic groups 
in need of palliative or end-of-life care 
according to the CLAS standards. 

5. Hospice agencies will ensure that all 
employees receive training in cultural 
competency/sensitivity. 

6. Hospice and palliative care agencies and 
providers will intensify recruitment of 
minority health care providers and 
employees. 
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“RI has the highest 
overall cancer 
incidence rate among 
the 50 states.”  

“Survival rates have 
been increasing, 
reflecting progress 
in diagnosing 
certain cancers at  
an earlier stage and 
improvements in 
treatment.”  

 
Cancer patients and their families need to be 
empowered to make effective choices not 
only during active treatment but also after it 
has been completed. With the passage of 
time, the needs and problems of people who 
have had cancer change. Some require few 
services while others find it difficult to 
continue without support and many 
resources to help them.  
 
Rhode Island has the highest overall cancer 
incidence rate among the 50 states.  
Estimated new cancer cases for 2007 in 

Rhode 
Island 
indicate an 
increase of 
460 (7%) 

new cases compared to the previous year for 
an estimated 6,360 new cases in 2007 (see 
Figure 16).102 Currently, approximately 62% 
of cancer survivors are expected to live at 
least 5 years after diagnosis.74 Survival rates 
have been increasing, reflecting progress in 
diagnosing certain cancers at an earlier stage 
and improvements in treatment.  The 
National Cancer Institute (NCI) estimates 
that approximately 10.5 million Americans 
with a history of cancer were alive in 
January 2003.103  Some were cancer-free, 
while others 
still had 
evidence of 
cancer and 
may have been 
undergoing 
treatment.  
The NCI 
estimate does 
not include 
others affected by a cancer diagnosis, such 
as family members, caregivers, and friends. 

 
Figure 17. Rhode Island Cancer Rates  
(age adjusted per 100,000) 
 RI U.S. 

Annual Incidence 
Rate 

627.2 562.1 

Annual Death Rate 248.1 243.7 

Estimated New 
Cancer Cases, 2007 

6,360 1,4449.20 

American Cancer Society Facts and Figures, 2007 
 
Public health programs address the 
prevention and control of health problems 
affecting large groups of people.  Although 
many public heath initiatives address early 
detection, prevention, and control of cancer, 
the Rhode Island Cancer Control Program is 
new to the cancer survivorship area. 
 

 
 
 

Survivorship 
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“Survivorship is more 
than beating the odds. 
It’s about living life to 
the fullest.”   

 
Redefining Cancer Survivorship 
When cancer was considered incurable, the 
term “survivor” was used to describe family 
members who survived the loss of a loved 
one to cancer.  As knowledge and success in 
understanding cancer increased, physicians 

began to use a 
5-year time 
frame to 
define 
survivorship.  

If cancer did not recur in the 5 years 
following either diagnosis or treatment, 
patients were considered to have become 
“survivors.”  Recently, strong advocacy 
efforts led by national organizations helped 
to redefine “cancer survivor.” Throughout 
this section, the term “cancer survivors” 
refers to those people who have been 
diagnosed with cancer and the people in 
their lives affected by the diagnosis, 
including family members, friends, and 
caregivers.  
 

   
 
Further definition of cancer survivorship by 
Mullan in 1985 in “Seasons of Survival:  
Reflections of a Physician with Cancer,” 
was the first to discuss the experience of 
cancer in terms of a progression of events or 
stages.  He proposes a model of survival that 
includes three stages:  “acute,” “extended,” 
and “permanent.”  The acute stage begins 
with diagnosis and spans the time of further 
diagnostic and treatment efforts.  The stage 

is defined not only by the experience of the 
person diagnosed with cancer but also by 
those of the family members affected by the 
diagnosis.  The extended stage begins when 
the survivor goes into remission or has 
completed treatment.  A time of watchful 
waiting, wondering if symptoms may recur.  
The permanent stage is defined as a time 
when the “activity of the disease or 
likelihood of its return is sufficiently small 
that the cancer can now be considered 
permanently arrested.”104 
 
Recent cancer survivor data from the Lance 
Armstrong LiveSTRONG 2006 Summit 
identified the following unmet needs at the 
national level.  The list included patient 
navigation support, standards for 
communication between survivors and 
healthcare, flexibility and responsibility of 
the insurance system, and empowerment of 
survivors and families to advocate on their 
behalf.   105,106 

 
 OBJECTIVE A: 
• Complete an initial assessment of the 

survivorship needs in Rhode Island by 
2008. 

 
STRATEGIES: 
1. Examine the existing state and national 

data. 
2. Identify health disparities affecting 

cancer survivors. 
3. Stratify the existing state and national 

data. 
4. Develop assessment tool to further 

define the specific needs of Rhode Island 
survivors. 

 
 

Goal: Promote the well being and 
quality of life of Rhode Islanders who 
are living with, through, and beyond 
cancer.   
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OBJECTIVE B:  
• Identify the currently existing 

resources for Rhode Island survivors 
by June 2008. 

 
STRATEGIES: 
1. Research all available resources for 

survivors. 
2. Investigate specific resources available 

to health disparate populations. 
3. Compile a database of all the available 

resources. 
4. Prepare information on the opportunities 

that exist comparing the alignment 
between needs and resources. 

 

 
 
OBJECTIVE C:  
• Begin community education initiative 

addressing the needs of Rhode Island 
survivors and the available resources 
by January 2009. 

 
STRATEGIES: 
1. Educate health care providers on the 

needs of Rhode Island survivors and on 
existing evidence based practice models 
such as the Health Disparities Chronic 
Care Model and Model for 
Improvement. 

2. Educate the community regarding the 
needs and disparities of RI survivors and 
available resources. 

3. Educate the broader community on 
resources available to Rhode Island 
survivors. 

          
OBJECTIVE D:  
• Develop an implementation strategy 

by January 2010, to identify and meet 
the needs of cancer survivors. 

 
STRATEGIES: 
1. Assess data gathered in RI to develop 

effective intervention using the LAF 
2006 Summit information. 

2. Stratify strategic interventions to address 
specific needs of individuals throughout 
the lifecycle: Pediatrics, Young Adults, 
Adults and Seniors.  

3. Develop a statewide clearinghouse. 
Research and compile all available 
survivor resources into one statewide 
database. 

4. Use a 1-800 number to direct survivors 
to all available cancer survivorship 
resources. 

5. Create a statewide website with links to 
all available cancer survivorship 
resources.  
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Quantitative surveillance of “cancer burden” 
-- the determinants, incidence, and 
consequences of cancer -- and its 
distribution across diverse population groups 
-- is essential to the planning and 
management of a comprehensive cancer 
control program. Surveillance for cancer 
control: 

 defines existing cancer control 
challenges and issues, 

 monitors cancer burden and 
disparities in burden over time, 

 suggests priorities for the reduction of 
cancer burden,  

 monitors the implementation of 
cancer control activities and 

 evaluates the effectiveness of cancer 
control interventions. 

DEFINING PRINCIPLES 
 

1. The use of surveillance data should be 
integral to the planning and management 
of cancer control policies and programs. 

 
2. Surveillance data should be readily and 

flexibly available to cancer control 
programs, academic researchers, 
government at all levels, and the general 
public. 

 
3. Surveillance and evaluation of cancer 

control programs should be conducted in 
accordance with the highest standards of 
data collection, management, and 
analysis. 

 
4. Surveillance and evaluation efforts 

should anticipate the needs of all those 
who seek to understand, control, and 
reduce cancer burden. 

OVERSIGHT AND MANAGEMENT 
 
Beginning in January, 2007, the Rhode 
Island Cancer Control Program shall 
establish and maintain a Cancer Surveillance 
and Evaluation Committee, (CSE) charged 
with the following mission: 
 

 

 

Surveillance and Evaluation 

 The essential goals of the Cancer 
Surveillance and Evaluation Committee 
(CSE) of the Rhode Island Cancer 
Control Program (CCP) are to reduce 
the cancer burden in the Rhode Island 
population and eliminate disparities 
across diverse populations.  The group 
will work to assure the use of timely, 
complete, accurate, and informative data 
in the planning, monitoring and 
evaluation of cancer control policies and 
public initiatives. The Committee’s work 
will be evidence-based, will address the 
needs of organizations charged with the 
planning and implementation of cancer 
programs, academic and research 
activities, of cancer patients, caregivers 
and the general public, and will work 
expeditiously to respond to their future 
surveillance, monitoring, evaluation and 
management needs. 
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MEMBERSHIP AND ORGANIZATION 
 
The CSE will have from six to eight core 
members with surveillance and evaluation 
experience, representing public health, 
academia, and community based 
organizations. The CSE will led by a Chair 
and Vice-Chair invited to serve by the 
Program Manager of the Rhode Island 
Comprehensive Control Program. As the 
need arises to distribute oversight tasks, the 
CSE may form sub-committees. 
 
ADVISORS 
 
The CSE may invite advisors on an ad hoc 
basis to supplement the expertise of its core 
members. Advisors will be invited from a 
variety of diverse settings, including 
representatives from the cancer surveillance 
programs, cancer control intervention 
programs, and research institutions. 
 
CORE SYSTEMS 

 
Several data collection, management, and 
analysis systems form the core of basic 
cancer surveillance in Rhode Island, and as 
such, are necessary to assure the integrity 
and continuity of cancer surveillance data in 
the state. They include: 

 
 
 

 Rhode Island Cancer Registry 
 Rhode Island Behavioral Risk Factor 

Surveillance System 
 Rhode Island Youth Risk Behavior 

Survey 
 Rhode Island Vital Records System  
 Hospital Discharge Data 

 
As well, estimates of Rhode Island-specific 
cancer burden produced annually by the 
American Cancer Society (Cancer Facts 
and Figures, etc.) are carefully prepared, are 
widely disseminated and used, and should 
be considered a “core system.” 
 
RELATED SYSTEMS 

 
Several data collection, management, and 
analysis systems designed to monitor 
various public health needs in Rhode Island, 
not normally considered “cancer control” 
surveillance systems, are nonetheless 
informative for the management of cancer 
control programs, and should be evaluated 
for their utility in doing so. For example: 

 Rhode Island Sexually Transmitted 
Diseases Surveillance Program 

 Rhode Island Title X Family Planning 
Management Program 
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OBJECTIVE A: 
• Assure the integrity and continuity of 

Core Surveillance Systems of the 
Cancer Control Program. 

 
STRATEGIES: 

1. Convene the Cancer Surveillance and 
Evaluation Committee periodically to 
evaluate surveillance and evaluation 
needs related to core surveillance of 
cancer control. 

2. Assess whether data collection, data 
management and reporting are meeting 
the needs of cancer control activities 
on a quarterly basis. 

3. Recommend changes to data collection 
and management as necessary. 

 
OBJECTIVE B: 
• By January 1, 2008, develop 

recommendations for the specific uses 
of cancer surveillance data in the 
planning, development, and 
management of existing and projected 
cancer control programs. 

 

STRATEGIES: 
1. Evaluate core and related state 

surveillance systems for their usefulness 
in addressing cancer control issues, and 
recommend modifications as necessary 
to enhance their use as cancer control 
surveillance systems. 

2. By March 1, 2008, assess and report on 
the evaluation needs of the Rhode Island 
Cancer Control Program for each of the 
implementation work groups. 

3. By July 1, 2008, collate the reports 
produced and write a summary report on 
the evaluation needs of the Rhode Island 
Cancer Control program. 

4. Provide advice and guidance to 
evaluators in the development of plans 
for the Cancer Control Programs. 

 
The Cancer Surveillance and Evaluation 
Committee will write an annual report each 
July summarizing for the past year: 

 Achievements in surveillance and 
evaluation. 

 Barriers to surveillance and 
evaluation. 

 Lessons learned. 
 Recommendations for the coming 

year.  
 

Goal:  Assure the use of timely, 
complete, and accurate cancer 
surveillance data in the planning, 
management and evaluation of cancer 
control programs. 
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Creating Higher Wage Job Opportunities for All Rhode Islanders

Economic Growth
Plan 2008



This is an important time for Rhode Island’s future. We are at a tipping point and must 

confidently move forward with a common vision and actionable plan for creating a stronger 

economy. This Economic Growth Plan lays out the Rhode Island Economic Development 

Corporation’s (RIEDC) vision for a stronger Rhode Island economy that creates higher wage 

job opportunities for all Rhode Islanders. The Economic Growth Plan also includes a road 

map of specific actions we will take in 2008 to make this vision a reality.

Our Vision:
Create a 21st Century Innovation  

Economy that Produces Higher Wage 

Job Opportunities for All Rhode Islanders 

Today’s changing economy is based more on  
ideas than on bricks and mortar. Locally, nationally 
and globally we have seen a shift from a reliance on 
machinery and equipment to “knowledge workers” 
who generate ideas and information. Rhode Island’s 
economy has also changed. Like the rest of the  
nation, Rhode Island must now compete in a global 
economy where innovation and knowledge are the 
primary drivers of economic growth. 

Though daunting, the transition to a knowledge-
based innovation economy offers Rhode Island  
an opportunity to achieve greater prosperity now 
and in the years to come. This Economic Growth 
Plan describes our strategy to promote growth,  
create jobs and accelerate the state’s economic  
transformation.

Our Goal:
To provide Rhode Islanders with more 

high-wage job opportunities by increas-

ing the percentage of Rhode Island jobs 

paying above the national average wage 

from 40 to 60 percent

Economic Growth Plan 2008
Creating Higher Wage Job Opportunities for All Rhode Islanders

Rhode Island’s economy has significant growth 
potential. More than $7 billion in new capital has 
been invested in Rhode Island since 2005. But a 
slowing national economy has put additional pres-
sures on our state economy that make it essential 
for us to stay on our strategy for creating jobs and 
improving our business climate.

It is clear that too many working Rhode Islanders 
are struggling to make ends meet. This fact reveals 
an important truth about our economy: we need 
to create more high-wage jobs and more oppor-
tunities for workers to move from lower paying to 
higher paying jobs.

Consider this: Across the nation, the average  
private-sector wage is $42,400. In Rhode Island,  
the average wage is $38,700. Only 40 percent of  
the jobs in our state pay more than the national  
average. Contrast that figure to our neighbors: In 
Connecticut, 55 percent of workers make more  
than the national average, and in Massachusetts,  
that number is 58 percent. Rhode Islanders are  
employed, but we are making less than our  
neighbors to the north and south. 

Our goal is to create an economy that increases  
the number of Rhode Island jobs paying above  
the national average wage from 40 percent to 60  
percent over the next 10 years, with measurable  
increases every year. This transition will create 
79,000 new high-wage jobs, produce $2.5 billion 
in additional state income and $83 million in state 
income tax revenue in today’s dollars.
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Many factors will affect our success at repositioning 
Rhode Island’s economy to grow more high-wage 
jobs. It is essential that Rhode Island continues to 
improve its business and tax climate. Recent changes 
to create a flat-tax option, lower capital-gains taxes, 
cap property-tax increases and phase out the car 
and inventory tax are all good steps. We must not 
lose ground on the progress we have made. We must 
make it easier to do business and reduce the regula-
tory burden facing businesses in Rhode Island. We 
must protect the gains we have made in improving 
our business climate and identifying new actions to 
strengthen our competitiveness. These measures are 
central to the success of this—and any—economic 
growth plan.

Our Economic  
Growth Plan:
Implement Six Strategies for Creating  

a 21st Century Innovation Economy 

Our plan consists of six strategies for creating a 21st 

century innovation economy that provides higher 
wage job opportunities for all Rhode Islanders:

1. Increase the Number of High-wage Jobs  
in Target Sectors

2. Increase the Availability of Growth Capital 
to Rhode Island Businesses

3. Increase the Availability of Office and  
Commercial Space

4. Increase the Skills and Experience of the 
Rhode Island Workforce 

5. Increase Research Activity and New  
Company Creation 

6. Decrease the Tax and Regulatory Burden 
Facing Rhode Island Businesses

RIEDC has completed a comprehensive review 
of its activities and programs and has aligned its 
entire effort to the vision, goals and strategies of this 
Economic Growth Plan. Central to this review and 
repositioning are ongoing efforts to modernize the 
agency’s programs to reflect the current needs of 
Rhode Island companies and better support compa-
nies that are well positioned to grow and create new 
high-wage, innovation economy jobs.

Strategy 1: 
Increase the Number of High-wage  

Jobs in Target Sectors

Rhode Island will never be the lowest cost place to 
do business. We have well-educated workers, good 
technological and transportation infrastructure, 
coastal access and some of the world’s best academic 
and research institutions. Rhode Island is located 
within a knowledge-rich corridor that stretches  
from Boston to New York City. The 86 colleges and 
universities in this corridor form a strong base to 

61% 
Below

39% 
Above

Jobs Above the National Average Wage

Jobs Below the National Average Wage

MA $52,798 58%

CT $56,002 55%

USA $42,405 45%

RI $38,732 39%

Avg 06 Wage
% of Private Jobs 
Above National Avg

Wages of Rhode Island Private  
Jobs Compared to National  
Wage ($42,405), 2006

Source: RIEDC analysis of 2006 Quarterly Census of 
Employment & Wage data from the US Bureau  
of Labor Statistics
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support research and development and entrepre-
neurship. Rather than compete on cost, we must 
compete on our strengths and take advantage of  
our place in the Northeast knowledge corridor. 

Action: RIEDC will make 5,000 calls  

in 2008 on companies in target  

industry sectors 

Our Economic Growth Plan centers on job growth 
in targeted industry sectors that depend on access 
to knowledge based resources and workers. These 
target industry sectors pay higher wages and provide 
workers with good opportunities to move from lower 
paying entry-level positions to higher-wage positions. 

Rhode Island has significant strength and mom-
entum in six industry sectors that pay above the 
national average wage. Building on this foundation 
is important for Rhode Island and will enable us 
to strategically invest our limited resources in areas 
where opportunities for success are highest. RIEDC 
has focused its expansion and attraction efforts on 

these target high-wage sectors and is working with 
industry leaders to develop programs and tools these 
businesses need to grow in Rhode Island.

Rhode Island Target High-wage Industry Sectors

» Health and Life Sciences  
($51,852 average salary)

» Financial Services  
($64,123 average salary)

» Information Technology and Digital  
Media ($69,570 average salary)

» Marine Trades and Defense Technology  
($63,478 average salary)

» Advanced Manufacturing and Industrial  
Products ($53,391 average salary)

» Consumer Products and Design  
($47,165 average salary)

Success Story: Neurotech Pharmaceuticals Expands in Rhode Island

Neurotech Pharmaceuticals, Inc., a biotechnology company focused on the development of  
sight-saving therapeutics for chronic eye diseases, announced in 2008 that it will locate a new 
manufacturing facility in Rhode Island.  In the next three years, the company anticipates it will  
increase its employee base substantially at its Rhode Island operations. The finance programs 
used to accelerate the company’s expansion in Rhode Island are good examples of how the  
State can use strategic investments to promote job growth in high wage sectors of our economy.

Benefit of Job Growth in Higher Wage Sectors

Rhode Island Benefit At National Avg (45%) At MA Avg (58%)

Additional High  
Wage Jobs:

25,548 79,849

Additional Income: $804,991,932 $2,515,962,141

Additional Income Tax: $26,825,085 $83,841,954

Source: RIEDC
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Rhode Island has a strong foundation to build on 
in each of these high-wage sectors and the RIEDC 
business development team is focused on job growth 
through a targeted job expansion program. RIEDC 
has become a more client-facing organization and 
staffing has been restructured so that our entire  
team is active in the marketplace working with  
companies to understand growth requirements  
and provide access to the land, labor, capital and 
government support they need to grow. 

In 2007, the RIEDC business development team 
made 4,200 calls on Rhode Island companies in  
order to better understand their needs and to pro-
vide them with the tools they need to expand and 
create new jobs. In 2008, RIEDC’s business devel-
opment team will continue to increase its presence 
in the marketplace and increase its contact with 
expansion prospects.

Action: Launch the Opportunity: Rhode 

Island Regional Attraction Campaign 

While significant job growth will come from compa-
nies already located in Rhode Island, we also must 
attract new companies and jobs to the state. In 2008, 
we are collaborating with the Rhode Island Commo-
dores to implement a regional attraction campaign. 
The Opportunity: Rhode Island attraction campaign 
will target regional leaders in the Financial Services, 
Information Technology and Digital Media, and 
Health and Life Sciences sectors and alert them to 
expansion and relocation opportunities in Rhode 
Island. The campaign will use direct marketing, 
industry events, peer-to-peer outreach and testimo-
nials from local leadership to generate new business 
development leads.

Strategy 2:
Increase the Availability of Growth  

Capital to Rhode Island Businesses

Access to capital is an important catalyst for job 
growth. Companies at every stage of development, 
whether they are operating in start up mode, trying 
to expand with new products and services or seeking 
to enter new market segments, are limited by access 
to growth capital. Companies ready to grow 

in Rhode Island often face difficulties accessing  
the capital they need to expand and create new jobs. 
In particular, the Rhode Island market is not well 
positioned to provide growth capital to knowledge 
economy companies poised for growth in our target 
high-wage sectors. Most of the state’s existing loan 
products are traditional asset-based loans and are 
not available to knowledge economy growth compa-
nies in sectors with non-conventional balance sheets.

RI-Nexus Spurs Activity in  
Information Technology and  
Digital Media Sector

RIEDC has undertaken a number of new 
approaches to strengthening activity in 
the state’s target high wage sectors.  
The information technology and digital 
media (ITDM) sector employs more than 
15,000 people and accounts for more 
than $1 billion in wages. One of RIEDC’s 
newest programs, RI Nexus, has created 
a platform for supporting growth across 
Rhode Island’s ITDM sector.  In 2007, the 
RI-Nexus program included the launch 
of RINexus.com, which features a direc-
tory of Rhode Island ITDM companies, 
news, discussion forums, event calendar 
and forum for posting and browsing local 
ITDM-related jobs and internships. The 
pilot site had 400 registered users and 
over 850 mailing-list subscribers in its  
first 60 days.  
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Action: Establish $20 million Growth 

Capital Guarantee Program 

The Growth Capital Guarantee Program will be  
established by repositioning existing guarantee  
authority currently in the Rhode Island Industrial-
Recreational Building Authority (IRBA) program.

IRBA currently has $80 million in guarantee author-
ity consistent with legislation passed in 1958. $63.6 
million of this authority is not currently committed. 
The IRBA board will agree to reduce its guarantee 
authority under the current IRBA program from 
$80 million to $50 million reducing the State’s 
contingent liability by $30 million. A new authority 
would be created via a Kushner approval for a $20-
million Growth Capital Guarantee Program. The 
state’s overall contingent liability will be decreased 
by $10 million.

Guarantees under the new program will assist  
companies in obtaining growth capital for assets  
other than real estate and machinery and equip-
ment. We anticipate that the majority of capital 
requests will be for working capital and will be 
supported by non-conventional assets typical in 
high-wage industries including: patents, proprietary 
processes, software, systems, trademarks, copyrights, 
brands, contracts and licenses.

The Growth Capital Guarantee Program is an 
important step toward increasing available growth 
capital for Rhode Island companies positioned to 
grow and create new high-wage jobs. 

Action: Create a new alliance between 

RIEDC, the Business Development  

Company of New England (BDCNE)  

and the Business Development  

Company of Rhode Island (BDCRI)

The RIEDC, BDCNE and BDCRI strategic alliance 
brings together two of the most recognized business 
development organizations in the United States with 
a portfolio of more than $200 million in growth 
capital products that will be available to Rhode  
Island companies positioned to grow and create  
new high-wage jobs.

The alliance makes available to Rhode Island compa-
nies a portfolio of new debt and equity products. The 
financing products offered compliment RIEDC pro-
grams and include the capability to provide up to $2 
million in junior debt and up to $5 million in mezza-
nine and equity capital. The allliance will also consider 
investments in Rhode Island companies from the $30 
million mezzanine fund, MB Capital III.

The alliance contemplates a close working relationship 
with RIEDC, establishing a host office to meet with 
prospect companies. The alliance partners will also 
work with RIEDC on ways to bring the successful  
micro lending Capital Access Program to Rhode 
Island.

Strategy 3:
Increase the Availability of Office  

and Commercial Space 

The availability of quality sites and infrastructure 
is critical for economic growth. Knowledge and  
innovation economy industries need access to class  
A office, research and manufacturing space with ready 
infrastructure access. When companies are ready to 
grow and need additional space or new facilities they 
expect to find existing space that meets their require-
ments. They also expect coordinated and timely 
permitting for new facilities at both the state and local 
level. We must increase the availability of high qual-
ity office and commercial space to ensure that Rhode 
Island has a reliable supply of sites suitable for growth 
in our target high-wage industries.

Action: Launch expedited permitting  

program for high priority economic  

development projects

RIEDC has proposed new rules to strengthen the 
agency’s expedited permitting process, Certificate  
of Critical Economic Concern (CCEC). The  
recent decision by commercial property insurer  
FM Global, Rhode Island’s largest private company, 
to build a new $60 million, 340,000-square-foot head-
quarters in Johnston, provides a model of how expe-
dited review of high-priority economic development 
projects can improve the state’s business climate and 
retain and create high-wage jobs in Rhode Island.
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Proposed changes to the state CCEC expedited per-
mitting program have been issued for public review 
and a public hearing will be held before adoption  
by the RIEDC. Proposed rule changes include  
directing the program toward companies that  
commit to keep or create more than 100 high-wage 
jobs, development projects that create more than 
50,000 square feet and have more than 50 percent  
of total development square footage dedicated to 
new office, research or manufacturing space, and 
projects that are located in cities or towns that also 
agree to a coordinated and expedited project review 
process. The proposed rule changes will also remove 
the current fee requirement to participate in the 
program. 

The expedited permitting program rules will be 
issued according to CCEC statute, which requires 
state agency reviews for qualified economic develop-
ment projects within 90 days. 

Adjustments to the CCEC program are an impor-
tant step in realigning Rhode Island’s economic 
development toolkit to build a higher-wage economy 
that provides job opportunities for all Rhode  
Islanders.

Action: Complete a redevelopment  

and market analysis of relocated I-195 

surplus land 

One of Rhode Island’s most important economic 
development opportunities is the new landscape  
created by the relocation of I-195 at the top of the 
bay in Providence. This development opportunity 
has the potential to change the skyline of our capital 
city. Rhode Island and the city of Providence have 
an unprecedented opportunity to increase the state’s 
office capacity and create a new hub of high-wage 
job growth. The relocation will make 19.5 acres 
of land available for redevelopment. RIEDC, the 
Rhode Island Department of  Transportation and 
the city of Providence have entered into an agree-
ment whereby the three partners will work closely 
together to maximize this opportunity for economic 
growth.

On behalf of the partnership, RIEDC will facilitate 
a third-party assessment of the development parcels 
and deliver a mutually acceptable plan to redevelop 
and market the properties. This assessment will 

Rhode Island Sees Benefit  
of Expedited Permitting

FM Global’s recent decision to build a new 
$60 million, 340,000 square-foot headquar-
ters in Johnston serves as a model for how 
collaboration across state and municipal 
agencies can improve the state’s business 
climate and retain and create high wage 
jobs in Rhode Island.

FM Global has publicly confirmed that the 
company’s decision to stay and expand  
in Rhode Island was influenced by an  
expedited review process led by the 
RIEDC. CEO Shivan S. Subramaniam said: 
“Within 48 hours of notifying RIEDC of our 
location choices we met with Governor 
Carcieri, the director of the Department of 
Environmental Management, the director 
of the Department of Transportation, and 
the executive director of the Economic 
Development Corporation. Together with 
town officials from Johnston, they com-
mitted to and delivered a coordinated and 
expedited project review which provided 
us with a predictable decision making 
process. RIEDC helped us bring the right 
town and state officials together to quickly 
assist us with our growth plans, making it 
possible for FM Global to locate its new 
headquarters facility in Johnston.”

FM Global’s decision serves as a model  
of how expedited review of high prior-
ity economic development projects can 
improve the state’s business climate and 
retain and create high-wage jobs in Rhode 
Island. FM Global increased the number  
of Rhode Island employees by 13 percent 
in 2007.

We must continue to update our economic 
development toolkit and modernize exist-
ing programs to better reflect our goal: to 
create more high-wage jobs and greater 
prosperity for our citizens.
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maximize the value of these parcels and ensure that 
they are aligned with the economic development 
objectives of both the city and the state. The partners 
have agreed to cooperate with each other to produce a 
redevelopment and marketing plan that will properly 
sequence the disposition of the parcels, increase their 
economic and tax values and enhance the public use 
and enjoyment of the surrounding areas.

Strategy 4:
Increase the Skills and Experience of 

Rhode Island’s Workforce 

Enabling a 21st century workforce with the experi-
ence and skills to participate in a high-wage knowl-
edge economy is vital to Rhode Island’s economic 
growth. To achieve the benefits of the higher wage job 
opportunities created by a 21st century economy— 
an economy where innovation and knowledge are  
the primary drivers of economic growth—Rhode 
Islanders at every wage level must be prepared with 
new and flexible skill sets for the future. 

Educational attainment is widely recognized as a  
critical factor in obtaining the skills and experience 
necessary to enter the workforce with good prospects 
for earning higher wages over time. What would it 
mean for Rhode Island if our workforce were better 
educated? Moving the 122,000 Rhode Island work-
ers who are high-school graduates up the education 
ladder to associate’s degrees could raise their median 
earnings from $29,360 to $32,487. This increase 
would benefit the state by producing $9.5 million 
in new income tax revenue per year. Moving the 
120,000 Rhode Island workers over age 25 with  
some college or an associate’s degree to bachelor’s  
degree could raise their median earnings from 
$32,487 to $45,469, resulting in an increase of 
roughly $61 million per year in tax revenue.

The transition to a 21st century workforce must  
create opportunities at every wage level and intro-
duce knowledge economy skill sets across all sectors 
and occupations. This important work will require 
the alignment of public policies and programs across 
economic development, workforce development and 
education agencies.

Action: RIEDC and the Community Col-

lege of Rhode Island partner to form the 

CCRI 21st century workforce commission

With more than 16,000 students and four campuses 
throughout the state, the Community College of 
Rhode Island (CCRI) is a critical component of our 
state’s workforce development system. CCRI plays 
an important role in both preparing individuals for 
their first jobs and retraining them for new jobs as 
skill requirements evolve. It is imperative that CCRI 
is positioned to play a key role in creating a 21st 

century workforce in Rhode Island.

CCRI is a key feeder of Rhode Island’s economy 
with more than 80 percent of CCRI’s graduates 
employed by Rhode Island companies. CCRI also 
contributes to creating a higher wage economy as 
many secondary sources indicate that individuals 
with two-year post secondary degrees earn substan-
tially more than high school graduates. 

The CCRI 21st Century Workforce Commission 
will propose specific actions to strengthen CCRI’s 
position as a key institution in Rhode Island’s effort 
to create a 21st century workforce that is prepared 
for the high-wage job opportunities of a high-skill 
knowledge economy.

If we are to succeed in repositioning Rhode Island’s 
economy to create high-wage job opportunities for 
all Rhode Islanders, we must strengthen CCRI as a 
key driver in producing a 21st century workforce in 
Rhode Island. The commission will be an important 
part of bringing this vision to life.

Action: Create 21st century workforce 

development subcommittee of the  

Governor’s Workforce Board

The RIEDC, Department of Labor and Training 
and the Governor’s Workforce Board recently  
announced the formation of the 21st Century  
Workforce Development Subcommittee. This subcom-
mittee of the Governor’s Workforce Board is charged 
with creating recommendations for realigning Rhode 
Island’s workforce development programming to 
meet the needs of a high-wage, knowledge-based 
economy.
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The Governor’s Workforce Board is currently  
undertaking a strategic planning process led by  
the Planning and Evaluation Committee that will  
be completed over the next six months. The 21st  
Century Workforce Development Subcommittee will  
provide important input into this process by bring-
ing focus to issues specific to developing a workforce 
prepared to participate in a knowledge-based economy.

The subcommittee will support the current strategic 
planning process, define job skills and experience  
requirements in and across high-wage sectors,  
identify gaps between our current workforce and  
the requirements for a 21st century workforce,  
recommend policies, strategies and programs to close 
gaps, recommend alignment strategies with economic 
development, workforce development and education 
agencies and bodies, and develop performance metrics 
and a performance tracking system. 

Strategy 5:
Increase Research Activity and New  

Company Creation

Rhode Island’s research and development organiza-
tions—academic and commercial—are a vital compo-
nent of the engine of economic growth for the state. 
Some 20,000 people are employed in R&D-related 
positions in Rhode Island and there are dozens of  
academic and healthcare institutions engaged in  
research activity. In addition to creating high-wage  
jobs and spurring new company creation, these organi-

STAC Brings Focus to R&D, Entrepreneurship in High Wage Sectors

2007 was a banner year for the Rhode Island Science and Technology  
Advisory Council (STAC). In just twelve months STAC oversaw the formal 
launch of the URI Commission for Research and Innovation, the first imple-
mentation of the Innovation Tax Credit, expansion of STAC’s Rhode Island 

Research Alliance initiative and a second round of competitive grants awarded via the Alliance’s 
Collaborative Research Award program.

Alignment of STAC with the state’s economic growth plan has created an important platform for 
keeping leadership focused on innovation and activities that increase R&D capacity, encourage 
new company creation and enable all organizations to innovate, all of which are key drivers of 
economic growth.

zations educate the state’s next-generation of scientists 
and engineers, support entrepreneurs and create new 
solutions for the problems facing our communities. 

The Rhode Island Science and Technology Advisory 
Council (STAC) was launched in 2005 and sustained 
by legislative statute in 2006 to make innovation cen-
tral to the state’s leadership agenda. STAC is charged 
with creating policies and programs that 1) increase 
Rhode Island’s research and development capacity, 2) 
encourage entrepreneurship and new company  
creation, and 3) enable all organizations to innovate.  
It is imperative that we continue to advance this  
agenda including $1.5 million in continued funding 
for the STAC Collaborative Research Grant program. 

Action: Strengthen the Rhode Island  

Research Alliance

In 2006, STAC created the Rhode Island Research 
Alliance to promote collaboration across the state’s 
research institutions, attract additional federal R&D 
investment into Rhode Island and increase the state’s 
research and development capacity.

One very important indicator of R&D activity and  
capacity is federal funding levels. In 2006, Rhode  
Island institutions received $130.8 million in funds 
from the National Institutes of Health (NIH) and 
$37.4 million from the National Science Founda-
tion (NSF). Between 2002 and 2006 NIH funding 
in Rhode Island grew 13.6 percent, while other New 
England states saw larger increases (New Hamp-
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shire: 15.3 percent; Connecticut: 15.5) and some 
states with similar R&D positions saw even more 
significant increases (South Carolina: 16.8 percent; 
Kentucky: 25.9 percent; Louisiana: 38.9 percent). 
The Research Alliance will strengthen connections 
across the state’s research institutions and increase 
Rhode Island’s competitiveness as it seeks additional 
federal funding.

In 2008, the Alliance will expand its activities to  
assess collaborative research opportunities, begin  
assisting with the preparation of collaborative  
proposals to major funding agencies such as the 
NSF and NIH, and support the development and 
marketing of joint / shared laboratory facilities. The 
first step in this process will be the development of 
an engagement plan that deepens support for the 
Alliance among participating institutions and defines 
new opportunities for collaboration.

Action: Strengthen the Slater  

Technology Fund and expand its life  

science incubator

With the relocation of I-195, the expansion of 
Brown Medical School, a strong presence from 
Lifespan and a growing cluster of biotech compa-
nies, Providence’s Jewelry District is poised to  
become the next frontier of growth for Rhode  
Island’s health and life sciences industry. The  
industry is one of Rhode Island’s strongest sectors, 
employing more than 37,000 people and offering 
one of the state’s highest average salaries. As a driver 
of high-wage job growth, the health and life sciences 
sector represents one of Rhode Island’s most impor-
tant economic development opportunities.

Supporting life science entrepreneurs is key to 
increasing new company creation and accelerat-
ing growth in Rhode Island’s life sciences industry. 
Rhode Island can and must do more to support 
the creation of new ventures. RIEDC is supporting 
efforts to expand and relocate the state’s only life 
sciences incubator program, operated by the Slater 
Fund. The new Slater Center for Entrepreneurship in 
Life Sciences will increase Slater’s capacity to help 
start new life sciences companies and relocate  
current incubator operations to Providence’s  

Jewelry District. Slater is not seeking additional state 
funds to support the venture but will need to keep 
the existing $3 million of state support in place in  
order to launch the new life sciences incubator.

The center will deepen the state’s capacity for 
launching compelling new health and life sciences 
ventures and will improve our ability to develop sus-
tainable seed stage ventures committed to building 
their businesses in Rhode Island long-term.

In addition to providing physical space for new  
ventures, the facility will serve as a locus for entre-
preneurship programming such as technology  
development planning, intellectual property  
strategies and issues, management recruiting,  
grant-writing strategies and equity fund-raising.

With the expansion of Brown Medical School and 
the growing cluster of life sciences companies in  
that area of the city, Slater sees an important oppor-
tunity to address critical challenges facing entrepre-
neurs in Rhode Island and significantly enhance our  
efforts to grow the life sciences industry in our state. 
An expanded Center for Entrepreneurship in Life 
Sciences will enable Slater to accommodate more 
companies and physically locate activities adjacent 
to the state’s major life sciences resources.

Strategy 6:
Decrease the Tax and Regulatory Burden 

Facing Rhode Island Businesses 

Rhode Island must continue to improve the state’s 
business and tax climate. Recent changes to create  
a flat-tax option, lower capital-gains taxes, cap prop-
erty-tax increases, and phase out the car and inven-
tory tax are all good steps. We must not lose ground 
on the progress we have made. 

We must also make it easier to do business in Rhode 
Island and reduce the regulatory burden facing the 
state’s businesses. Protecting the gains we have made 
in improving our business climate and identifying 
new actions to strengthen our competitiveness is 
central to the success of Rhode Island’s economic 
transformation.
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Action: Expand RIEDC’s RegFlex  

program to reduce the regulatory burden 

on small businesses

We must reduce the regulatory burden placed on  
all Rhode Island businesses, especially on small 
businesses. Entrepreneurs, innovators and small 
businesses are the heart of Rhode Island’s economy. 
They create new jobs and bring dynamic ideas, 
innovative services and new products to the market-
place. They are also the most affected by burden-
some and over-complicated regulations.

Rhode Island’s small businesses are heavily bur-
dened by the costs of government regulation and 
excessive paperwork. Research shows that firms with 
fewer than 20 employees annually spend 45 percent 
more per employee than larger firms do to comply 
with state and federal regulations.

RIEDC is home to the Regulatory Flexibility  
(RegFlex) program. In this capacity, RIEDC’s Every 
Company Counts small business support program  
is charged with serving as Rhode Island’s small busi-
ness advocate. Under the RegFlex legislation, any 
new regulation that affects small business is evalu-
ated prior to implementation. Regulatory agencies 
proposing new regulations must submit an analysis 
of the impact on small business. 

In 2008, we will strengthen the RegFlex and Small 
Business Advocate program. An interagency direc-
tive will be issued to introduce the program and  
articulate the process for submitting proposed regu-
lations and impact analyses. A series of small busi-
ness workshops with city and town officials through-
out the state will introduce both the Small Business  
Advocate and RegFlex programs. An advisory  
committee with representatives from trade associa-
tions, chambers of commerce, industry experts and 
business owners to assist the Small Business Advo-
cate in reviewing proposed regulations will also  
be established.

Conclusion
RIEDC believes that the vision to create a  
21st century innovation economy that creates  
more high-wage job opportunities for all Rhode 
Islanders can be achieved. The actions in this plan 
seek to produce jobs and accelerate the state’s 
economic transformation through programs that 
increase high-wage jobs in target sectors, boost 
growth capital in the Rhode Island marketplace, 
improve availability of office and commercial space, 
strengthen our workforce, increase research activity, 
stimulate new company creation and establish  
a more competitive business climate.

Success in making this vision a reality will require 
bold and clear leadership as well as deep collabora-
tion across the public and private sectors. By work-
ing together we have an unprecedented opportunity 
to increase our economic prosperity now and for 
future generations.

Our economic growth plan is starting to work. 
Staying on strategy will require decisive leadership, 
deep collaboration and the courage to forgo short-
term fixes. It will be difficult, but for the sake of our 
state’s future, we cannot afford to fail. 

Visit www.riedc.com for more  

information about the Rhode Island  

Economic Development Corporation and 

its programs or to contact members of 

the RIEDC leadership team.
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The Need for Bone Marrow Transplantation 
Facilities in Rhode Island 

 
 The concept that bone marrow cells could be used to rescue marrow function in 
humans after myeloablative whole body irradiation or high-dose chemotherapy arose 
from research in mice.  It was discovered that mice that had been exposed to lethal doses 
of irradiation could be rescued by intravenous infusion of bone marrow cells.  These 
observations were followed by mostly unsuccessful attempts at bone marrow 
transplantation (BMT) in humans in the 1950s (Childs 2001).  There was limited 
knowledge at the time on the safe application of intensive chemotherapy and total body 
irradiation (TBI).  Persistent research eventually solved these problems.  The 
identification of the HLA system as the major determinant of transplantation outcome 
was the breakthrough that led to the establishment of BMT.  The first successful human 
bone marrow transplantations were performed on patients with severe combined 
immunodeficiency disorders in 1968 (Ringén and LeBlanc 2005).   
 
 By the 1970s, BMT began to be accepted for an expanded range of conditions 
ranging from acute and chronic leukemia to non-malignant conditions such as congenital 
immunodeficiency syndromes and aplastic anemia.  The improved safety and efficacy of 
dose-intensive treatment methods and the development of better supportive care led to 
improved outcomes in this period.  Severe organ toxicities associated with dose-intensive 
conditioning, graft rejection, opportunistic infections, and graft-versus-host disease 
(GVHD) were still major problems associated with BMT (Childs 2001).  A number of 
effective drugs, such as cyclosporine A for GVHD and ganciclovir for treatment of 
cytomegalovirus, were found to address some of the problems.  Transplant-related 
mortality remained high, around 30% to 40% (Bortin et al. 1992).  
 
 During the past 35 years, bone marrow and stem cell transplantation have 
developed from experimental therapy for patients with end-stage leukemia to a well 
established therapy for patients with a wide range of immune system and hematopoietic 
system disorders (Ringén and LeBlanc 2005).  Major advances in knowledge that have 
led to the expansion in the usefulness of bone marrow transplantation have included 
improvement in the methods of tissue typing for HLA based on DNA rather than 
serology; discovery of new drugs to control GVHD; improvements in conditioning 
regimens such as reduced intensity conditioning and mini-transplants that have allowed 
older and sicker patients to be treated; discoveries of peripheral blood and umbilical cord 
blood as alternative sources of stem cells; improvements in supportive care; and the 
demonstration of the usefulness of BMT for an ever-expanding list of disorders.  The 
following section briefly reviews some of these developments.  The next section then 
investigates the epidemiology of conditions in Rhode Island that bone marrow 
transplantation may be used to treat. 
 
I.  The Process of Bone Marrow Transplantation 
 
 Stem cells are cells that, at a single cell level, both self renew more stem cells and 
give rise to cells that differentiate into other types of cells.  Hematopoietic stem cells are 
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a type of stem cells that differentiate to form all the elements of blood.  These stem cells 
are different from the embryonic stem cells that give rise to every human tissue type.  
Hematopoietic stem cells result from cell division in the bone marrow and have four 
potential fates—self-renewal, differentiation into progenitor cells, emigration into the 
blood, or programmed cell death.  Progenitor cells lack self-renewal capacity, but 
differentiate into the different types of blood cells—white blood cells, red blood cells, 
and platelets (Shizuru et al. 2005).   
 
 Researchers determined that increasing the intensity of chemotherapy/ 
radiotherapy increased its anti-tumor effects.  As dosage is increased, the hematopoietic 
stem cells in the bone marrow are reduced (myelosuppressive therapy) or completely 
destroyed (myeloablative therapy).  Survival of the patient requires that these 
hematopoietic stem cells be replaced.  The original source of these stem cells used for 
replacement by transplantation was the bone marrow.  Although other sources of 
hematopoietic stem cells have been found, this process continues to be called bone 
marrow transplantation.  In this paper, the terms bone marrow transplantation and 
hematopoietic stem cell transplantation are used interchangeably.  The term, stem cells, is 
used here as shorthand for hematopoietic stem cells. 
 
 Autologous Versus Allogeneic Transplantation 
 
 There are two major types of stem cell transplantation performed clinically, 
autologous and allogeneic.  Autologous transplantation involves a graft in which the 
donor and recipient cells are from the same individual.  Before high-dose chemotherapy/ 
radiotherapy is performed, hematopoietic stem cells and progenitor cells are collected 
from the patient.  These cells are then frozen (cryopreserved) and stored until needed.  
The patient then undergoes therapy which is highly toxic to the hematopoietic system.  
The harvested cells are then thawed and re-infused into the patient to restore the ability to 
regenerate blood cells. 
 
 With allogeneic transplantation, stem cells and progenitor cells are collected from 
one individual and infused into a different individual.  If the donor and the recipient are 
identical twins, then they share the same genetic make-up and the process is called 
syngeneic transplantation.  Otherwise, the donor and the recipient have different genetic 
make-ups.  Since the human immune system is programmed to recognized foreign cells 
as invaders, this is where things get risky.  If the infused stem cells are closely matched to 
the recipient cells, then the patient’s immune system may not react to them.  If they differ 
enough, then the patient’s remaining blood cells may attack the infused cells and try to 
prevent their engraftment or to destroy them after they have engrafted.  Infused donor 
cells also may attack the patient in a process called graft-versus-host disease (GVHD). 
 
 Compatibility of Tissue Between Humans 
 
 The genetics of tissue compatibility (histocompatibility) in humans was first 
investigated by studying the blood of multiple transfusion recipients and women who had 
had several children.  Proteins that predicted the strength of graft rejection were first 
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found on human leukocytes and were called human leukocyte-associated antigens 
(HLAs).  The first three of these were defined from blood serology.  These were 
designated HLA-A, HLA-B, and HLA-C.  These are called class I major 
histocompatibility complex (MHC I) molecules.  Further research detected three more 
genes in an adjacent region called the HLA-D region.  The first gene was called HLA-D 
related or HLA-DR.  The others were called HLA-DQ and HLA-DP with Q and P chosen 
because they were adjacent to R in the alphabet.  These are called class II MHC 
molecules.  There are many variants of MHC genes.  These are called alleles 
(Zimmerman 1992). 
 
 The human MHC molecules are found on genes on the sixth chromosome.  An 
individual inherits one of two HLA combinations (haplotypes) from the mother and one 
from the father.  If two siblings receive the same haplotype from the mother and father, 
then they are said to be HLA-identical and the transplants are called HLA complete 
matches.  Since two parents provide four possible combinations, there is a 25% chance 
that two siblings will be HLA-identical.  For individuals that do not have HLA-identical 
siblings, matches with other family members are possible.  Each individual with have one 
haplotype in common with each parent and may have one in common with other siblings.  
Family members with one haplotype in common are called haploidentical.  For the other 
non-matching haplotype, some alleles may match while others do not.  It is also possible 
to have stem cells matched or mismatched from unrelated individuals (Zimmerman 
1992). 
 
 More precise matching has improved transplantation outcomes.  The National 
Marrow Donor Program recommends that MHC I molecules be matched using DNA 
tissue typing rather than blood serology.  MHC II molecules also require tissue typing. 
More than 5 million typed volunteer donors had been registered world-wide by 2000 and 
it was estimated that 70% of white patients had a matched unrelated donor (Childs 2001).  
By 2004 the number of potential donors had increased to 9 million and the estimated 
number of matched unrelated donors was as high as 80% depending on the ethnic group 
(Sanz 2004).  Finding a suitable donor for some minority and ethnic groups is still a 
problem, both because of the insufficient number of donors and because of the diversity 
of HLA types among these groups (Steinbrook 2004). The availability of matched donors 
has allowed an expansion in the amount of allogeneic stem cell transplantation that is 
done. 
 
 Graft-Versus-Host Disease 
 
 GVHD occurs when white blood cells from the donor (the graft) identify cells in 
the patient’s body (the host) as foreign and attack them.  HLA disparity is a major factor 
in predicting the risk of chronic GVHD in patients with allogeneic transplants.  It occurs 
in about 40% of patients receiving HLA identical sibling transplants; 50% of patients 
receiving HLA mismatched sibling transplants; and 70% of those receiving matched 
unrelated donor transplants (Pérez-Simón et al. 2006).  Two different types of GVHD 
may occur.  Acute GVHD is characterized by inflammatory involvement of the skin, 
liver, and intestinal lining, and usually develops within the first 3 months after a 
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transplant.  It is graded on a five point scale.  In grade 0, acute GVHD is absent.  It is 
mild with local skin rash in grade I.  In grade II, skin rash alone may affect most of the 
body or skin rash may occur together with gut or liver symptoms.  Stage III involves skin, 
gut, and liver.  Stage IV is life-threatening (Ringén and LeBlanc 2005).  Chronic GVHD 
is characterized by dry membranes in the mouth and eyes and fibrotic complications 
affecting a wide spectrum of organs, usually with an onset beyond 3 months of 
transplantation (Mielcarek and Storb 2005).  Chronic GVHD may be graded a 
localized—involving the skin or liver—or extensive, including generalized skin 
involvement and involving other organs (Ringén and LeBlanc 2005).  The median day of 
diagnosis of chronic GVHD after transplantation of stem cells from an HLA identical 
sibling is 201 days; from an HLA non-identical sibling is 159 days; and from an 
unrelated donor is 133 days (Pérez-Simón et al. 2006).   
 
 Chronic GVHD is associated with decreased risks of cancer relapse or 
progression (from the graft-versus-tumor effects) resulting in increased progression-free 
survival.  In contrast, acute GVHD increases the risk of non-relapse mortality without 
providing protection against recurring cancer (Mielcarek and Storb 2005).  
Approximately 50% of patients with chronic GVHD have limited disease and good 
prognosis.  Of the patients with extensive disease, 60% will respond to treatment and 
eventually discontinue immunosuppressive therapy (Bhushan and Collins 2003).  
Extensive GVHD requires treatment for a minimum of 18 months, and more than half of 
the patients remain on therapy for more than 3 years (Mielcarek and Storb 2005).   
 
 Immunosuppression is used as prophylaxis against GVHD for allogeneic BMT 
patients.  Cyclosporine A (Sandimmune®) and methotrexate used alone or in 
combination are typical drugs.  Steroids, mycophenolate mofetil (CellCept®), tacrolimus 
(Prograf®), sirolimus (Rapamune®), and ATG (anti-T-cell immunoglobulin; anti-
thymocyte globulin) are other drugs that may also be used (Ringén and LeBlanc 2005).   
 
 First line treatment for acute GVHD includes high dose steroids.  Other 
treatments include ATG, monoclonal antibodies against T-cells (e.g., OKT-3), psorlen, 
and ultraviolet light.  Chronic GVHD may be treated with steroids, cyclosporine A, 
tacrolimus, azathioprine, total body irradiation, thalidomide, mycophenolate mofetil, 
sirolimus, and anti-B-cell antibodies (Ringén and LeBlanc 2005).   
 
 Pre-Transplantation Conditioning Regimens 
 
 During the early development of high-dose chemotherapy and bone marrow 
transplantation rescue, it was believed that high-dose chemotherapy and radiation (alone 
or in combination) worked by eradicating all malignant cells.  However, with the 
development of highly sensitive molecular techniques, it was determined that patients 
who were found to have detectable minimal residual disease after transplantation 
ultimately became “molecular cures” with no detectable disease.  It was also observed 
that patients with chronic graft-versus-host disease were at lower risk for leukemia 
relapse.  Further research showed that allogeneic BMT patients with chronic 
myelogenous leukemia (chronic phase) who relapsed could be cured by donor 
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lymphocyte infusions (Slavin et al. 2001).  This phenomenon was first called “graft-
versus-leukemia” (GVL) effect,  then extended to “graft-versus-lymphoma” effect,  
“graft-versus-tumor” effect, and “graft-versus-autoimmunity” effect as additional 
diseases and conditions where found to respond similarly (Childs and Barrett 2004).   
 
 When researchers realized that the GVL effects followed stem cell transplantation 
and that the immune system could be used to fight cancer, they began to explore the use 
of reduced-intensity and non-myeloablative conditioning regimens (mini-transplant 
protocols).  Since myeloablative regimens result in considerable morbidity and mortality, 
older patients and patients with comorbidities had been excluded from BMT.  The lower 
dosage of chemotherapy and/or radiation have reduced transplant-related mortality 
(TRM) and also reduced the occurrence of acute and chronic GVHD.  At the same time, 
patients treated with lower dosages have not had significant differences in non-relapse 
mortality and overall survival (Alyea et al. 2005).  Patient age greater than 55 years old is 
no longer considered a risk factor for BMT (Corradini et al. 2005).  These developments 
in conditioning regimens substantially increased the number of patients eligible for stem 
cell transplantation.  In 2002, the European Group for Blood and Marrow Transplantation 
reported that 28% of allogeneic transplants in Europe used reduced-intensity conditioning 
(Gratwohl et al. 2004b).  The National Marrow Donor Program attributes the fact that one 
third of its patients in 2005 were over age 50 to the availability of reduced intensity 
conditioning.  Allogeneic transplantation after reduced-intensity regimens is most 
effective in slow growing cancers such as chronic lymphocytic leukemia and low-grade 
non-Hodgkin’s lymphoma (Copelan 2006).  Some patients who undergo non-
myeloablative transplantation can undergo intensive chemotherapy and autologous stem 
cell transplantation completely on an outpatient basis.  However, neutropenic fever 
requiring hospitalization occurs in nearly half of the patients.  A recent review reported 
that only about 30% of these patients are never admitted to the hospital (Schulmeister et 
al. 2005). 
 
 Sources of Stem Cells 
 
 Hematopoietic stem cells for transplantation have been harvested from the pelvis 
of donors under general anesthesia, traditionally (Couban et al. 2002).  The number of 
stem cells in the bone marrow of humans is small.  It is estimated that the percentage of 
CD34+ cells in the bone marrow of healthy donors is 1.1%.  In peripheral blood the 
proportion is even smaller; the percentage is estimated to be 0.06%.  This is an 18-fold 
difference (Körbling and Anderlini 2001).  To compensate for this, the donor is given a 
medicine, such as granulocyte-colony stimulating factor (G-CSF; filgrastim; 
Neupogen®), to stimulate the production and movement of stem cells and progenitor 
cells from the bone marrow into the peripheral blood—a process called mobilization 
(Shizuru et al. 2005).  Advantages of using stem cells from peripheral blood rather than 
bone marrow are that no anesthesia is needed for the donor, faster engraftment of 
neutrophils and platelets in the recipient, and reduced risk of leukemic relapse (Körbling 
and Anderlini 2001).  The use of peripheral blood is more frequent for 
lymphoproliferative disorders and solid tumors were the risk of rejection has been 
reported to be lower for reduced intensity conditioning; but less frequent with 

 5



nonmalignant disorders were no benefit can be derived from a graft-versus-host effect 
(Gratwohl et al. 2005).  Neutrophil engraftment takes between 15 and 23 days for most 
allogeneic bone marrow patients and between 12 and 19 days for most allogeneic 
peripheral stem cell patients (Körbling and Anderlini 2001).  A disadvantage is an 
increased risk for chronic GVHD from peripheral blood stem cells (Ringén and LeBlanc 
2005).   
 
 The first successful umbilical cord blood transplantation was reported in a boy 
with Fanconi’s anemia, using umbilical cord blood from an HLA-matched sister in 1989.  
The first adult recipient received cord blood 7 years later (Cohen and Nagler 2003).  A 
potential advantage of cord blood is that it is rapidly available.  The median time in 
which cord blood, once identified, can be acquired is 13.5 days (Sanz 2004).  For stem 
cells from other sources, the median time to acquisition is greater than 4 months (Meyer 
et al. 2005).   In addition, it is relatively deficient in mature T-cells and, thus, there is a 
lower risk of GVHD.  As a consequence, HLA-matching needs are less stringent 
compared to bone marrow or peripheral blood stem cells (Ringdén and Le Blanc 2005).  
Use of cord blood carries no risk to the donor and has a low rate of viral contamination 
(Bhattacharya et al. 2005).  On the other hand, cord blood is associated with slower 
engraftment, greater risk of graft failure, and more infections compared to other stem cell 
sources. 
 
 Complications from Stem Cell Transplantation 
 
  Stem cell transplantation is associated with a number of complications, both 
toxicities from the conditioning regimen and toxicities related to the transplantation 
process.  These complications differ depending on whether autologous or allogeneic 
transplantation is done and depending on the type and intensity of the conditioning 
regimen.   
 
 Complications resulting from myeloablative conditioning regimens may occur 
immediately or after a delay.  Commonly observed immediate toxicities include nausea 
and vomiting, mucositis, parotid gland inflammation related to total body irradiation, and 
neutropenia with associated fever or opportunistic bacterial, viral, or fungal infections.  
Most bacterial and fungal infections occur on the skin, oral cavity, perianal area, 
gastrointestinal tract, or respiratory tract (Childs 2001).   
 
 One of the most serious complications of intensive chemotherapy/ radiotherapy is 
veno-occlusive disease (VOD) of the liver.  VOD produces a syndrome of jaundice, 
tender enlarged liver, and unexplained weight gain.  It occurs in about 30% of allogeneic 
BMT patients conditioned with busulfan and about 25% of those have life-threatening 
disease with progressive liver failure, hepatic encephalopathy, or hepatorenal syndrome.  
Therapy for established VOD is currently investigative (Childs 2001). 
 
 Pulmonary complications are common with opportunistic infections occurring for 
up to one year after conditioning.  Interstitial pneumonitis occurs in 20% to 40% of 
patients, usually in the first three months after transplantation and may be fatal in up to 
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one half of the cases.  Many of these cases are related to cytomegalovirus (CMV) 
infections.  For most of these patients, reactivation or a prior infection is the source of the 
disease.  Treatment of CMV with ganciclovir has led to greatly improved outcomes 
(Childs 2001). 
 
 Graft failure is a serious complication of allogeneic stem cell transplantation.  It 
includes two clinical entities: primary graft failure and graft rejection.  Primary graft 
failure means that a donor-derived hematopoietic system has not been reconstituted in the 
recipient during a specified time interval after transplantation.  Three treatments options 
are 1.) administer a hematopoietic growth factor (such as G-CSF); 2.) give a booster 
infusion of stem cells; or 3.) give an infusion of previously harvested autologous stem 
cells.  Graft rejection implies a destruction of donor stem cells by the recipient 
immunological system.  Treatment requires immunosuppressive therapy followed by a 
second infusion of stem cells (Narimatsu et al. 2005). 
 
 Supportive Care 
 
 After myeloablative conditioning, all patients are susceptible to infections.   
Supportive care needed before engraftment may include anti-microbacterial prophylaxis, 
hydration, blood component support, and parenteral nutrition (Barge et al. 2001).  During 
this period, transfusions of red blood cells (one transfusion per week , on average) and 
platelets (two to three transfusions per week, on average) are given prophylactically.  In 
addition, patients are kept in a protected environment, such as a laminar airflow rooms or 
reversed isolation.  Despite precautions, infectious complications caused by bacteria, 
virus, and fungi are common problems (Ringén and LeBlanc 2005).   
 
 Engraftment syndrome is a poorly understood cluster of symptoms that occurs 
during the neutrophil recovery phase.  Descriptions include non-infectious fever 
associated with skin rash, weight gain, diarrhea, and pulmonary infiltrates.  Recognition 
is important to avoid unnecessary antibiotic therapy and to initiate steroid therapy (Saria 
and Gosselin-Acomb 2007). 
 
 Admission to the ICU is inevitable for some stem cell transplantation recipients.  
Hemodynamic monitoring, electrocardiology monitoring, ventilatory support, and 
continuous electrolyte replacement therapy are some of the treatments that may not be 
available in the BMT unit (Saria and Gosselin-Acomb 2007). 
 
 Long-Term Survival 
 
 A study of 6,691 patients listed in the International Bone Marrow Transplant 
Registry who were free of their original disease 2 years after transplantation were 
compared to a cohort matched on age, sex, and nationality to identify risk factors more 
than 2 years after transplantation.  Diseases included were acute myelogenous leukemia  
(N=2,058), acute lymphoblastic leukemia (N=1,458), chronic myelogenous leukemia 
(N=2,146), and aplastic anemia (N=1,029).  For patients alive at 2 years, the probability 
of living 5 or more years was 89%.  Among patients with aplastic anemia, the risk of 
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death after the sixth year did not differ from the general population.  Mortality was 
significantly higher through the ninth year for patients with acute myelogenous leukemia.  
For patients with acute lymphoblastic leukemia or chronic myelogenous leukemia, 
mortality remained significantly higher than the general population.  Recurrent leukemia 
was the chief cause of death among those transplanted for leukemia and chronic GVHD 
was the chief cause of death among those with aplastic anemia (Socié et al. 1999).  In an 
accompanying editorial, a BMT physician comments that this probably understates 
survival (in 1999), but that BMT survivors still cannot expect a normal life span (Thomas 
1999). 
 
 Quality of Life 
 
 A Norwegian study reported on comparative quality of life among adult patients 
treated with allogeneic BMT (41 leukemia patients), autologous BMT (51 lymphoma 
patients), and chemotherapy (85 lymphoma patients).  The study recruitment ran from 
1993 through 1995.  Data were gathered a baseline and 6 times (chemotherapy patients) 
or 8 times (BMT patients) until one year after treatment.  BMT patients were medically 
examined at one year post treatment.  The allogeneic patients spent significantly more 
time in protective isolation (median 31 days) than autologous transplant patients (median 
21 days).  Twelve (28%) of allogeneic patients received transplants from matched 
unrelated donors.  Chronic GVHD occurred in 11 (27%) of allogeneic patients (2 with 
extensive disease).  Patients relapsing within one year included 2 (5%) allogeneic patients 
and 9 (18%) autologous patients.  Of those BMT patients studying or working before 
treatment, 69% returned to work or study.  Of the chemotherapy patients, at one year 62 
patients (73%) were in complete remission, 17 patients (20%) were in partial remission, 
and 6 patients (7%) had relapsed.  Sixty five percent had returned to work or school.  The 
allogeneic patients had fewer symptoms than autologous or chemotherapy patients at 
baseline, especially sleep disturbances, global QOL, role function and fatigue.  After one 
year, no significant differences were found between allogeneic and autologous BMT 
patients for physical symptoms.  Cognitive function was significantly lower at one year 
for allogeneic patients than chemotherapy patients; differences in physical symptoms 
were minor.  Relapses were associated with decreased health-related QOL regardless of 
treatment group.  These results correspond well to other published European studies 
(Hjermstad et al. 1999).   
 
 An Austrian study followed the outcomes of 155 BMT patients (6 syngeneic; 124 
HLA-identical sibling; and 25 other allogeneic) who remained disease-free for 2 years or 
more.  Patients treated between November 1978 and May 1998 were included.  After a 
median observation time of 6 years (range, 2-18.5), 127 patient (82%) were still alive.  
Overall survival projected at 10 and 15 years is 83% and 76% for the whole cohort.  Two 
patients (1.3%) developed secondary malignancies.  Three female and 4 male patients 
parented children 19 to 84 months after transplantation.  One newborn required blood 
exchange because of maternal-fetal rhesus incompatibility; one had persistence of fetal 
circulation which was surgically corrected, and one suffered newborn jaundice which 
resolved without treatment.  Neonatal health of the other four were unremarkable and all 
are alive and well.  The probability of treatment-related mortality at 15 years was 6% and 
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was limited to patients with chronic GVHD.  Beyond 5 years, 79% of patients reported 
very good to good quality of life, compared to 73% of patients 2 to 5 years after 
transplantation.  Social and role functioning were lower in patients with chronic GVHD 
than those without GVHD.  Fatigue, shortness of breath, and sleep disturbances were the 
most frequently reported symptoms (Worel et al. 2002). 
 
 In a review of the literature on quality of life for BMT patients with an emphasis 
on psychological aspects, a Canadian group reported that fatigue appeared to be an 
especially significant and impairing problem post transplant.  This problem reportedly 
continued for 5 to 10 years after transplantation.  A high degree of psychological or 
emotional stress following treatment has also been reported.  Higher levels of mood 
disturbance, tension, and depressive symptoms have been found when BMT patients 
were compared to other cancer patients.  Sexual dysfunction during recovery is reported 
as a common problem among BMT patients when compared to chemotherapy patients 
(Neitzert et al. 1998). 
 
 All English-speaking children (except those with brain tumor) undergoing bone 
marrow transplantation at St. Jude Children’s Research Hospital from January 1995 
through August 1998 were eligible for a prospective post–transplant quality of life study.  
A total of 168 (of 187 eligible) patients agreed to participate.  Of those, 153 who had a 
transplant and provided baseline data were included in the study.  Interview data was 
gathered 2 to 3 weeks prior to admission; following hospital admission, and on a weekly 
basis through week 6 post-transplant.  The study found that children entering the hospital 
for BMT already had a heightened level of distress (as measured by high levels of 
somatic symptoms and mood disturbance, and low levels of activity).  The increased 
levels of distress was transient, declining back to admission levels by weeks +4 to +5, 
and a further decline to basal levels by weeks 4-6.  The levels of distress reported by 
children and their parents tended to agree and to confirm and validate the findings 
(Phipps et al. 2002).  
 
II.  Conditions Treated by Bone Marrow Transplantation 
  
 Cancers of lymphoid cells can present clinically as leukemia, lymphoma, and 
myeloma (Armitage et al. 2001).  All of these conditions may be treated by stem cell 
transplantation.  The conditions are considered below individually. 
 
 Acute Myeloid Leukemia 
 
 Acute myeloid leukemia (AML) is the most common type of leukemia among 
adults in the US.  If left untreated, AML usually results in death within a few months of 
diagnosis (Lang et al. 2005).  Stem cell transplantation is a treatment option at three 
points during the natural history of the disease (Scheinberg et al. 2001).   
 

Complete response rates to chemotherapy in newly diagnosed patients under age 
60 range from 50% to 75%.  In patients over age 60, standard therapy achieves complete 
response in only 30% to 50% of treated patients.  Stem cell transplantation may be 

 9



considered as intensive post-remission therapy for some patients.  Despite treatment-
related complications, allogeneic stem cell transplantation has been shown to be effective 
antileukemic therapy.  The complication rate increases with age, so it is not standard 
therapy to offer allogeneic BMT to patients older than 50 or 55 years.  In addition, only 
about 30% of eligible patients have an HLA-compatible donor.  Thus, it is estimated that 
allogeneic transplantation is applicable in no more than 10% of patients for post-
remission therapy (Scheinberg et al. 2001).   
 

Since most patients do not have an HLA-compatible donor, some investigators 
have studied the use of stem cells obtained from the patient during complete remission as 
a source of stem cells.  Autologous transplantation has been conducted in clinical trials 
with disease-free survival in 50% to 60% of patients.  Relapse rates are higher than for 
allogeneic transplantation, but toxicities are less.  Trials comparing allogeneic 
transplantation versus autologous transplantation versus dose-intensive chemotherapy 
generally show that transplantation results in lower relapse rates but higher treatment-
related morbidity and mortality, with no clearly superior survival benefit in any of the 
three treatment options (Wheatley 2002; Drobyski 2004). 

 
The majority of AML patients will ultimately relapse since chemotherapy, alone, 

is generally not curative.  Both allogeneic and autologous BMT have been reported to 
provide prolonged disease-free survival in 30% to 40% of patients when treated in first 
relapse.  Similar results have been reported for patients in second complete remission.    
Data from the Fred Hutchison Cancer Center indicate that allogeneic BMT in first relapse 
gives similar results to transplants performed in second complete remission.  This 
treatment is sensitive to timing and requires that both the transplant center and the donor 
be available on short notice.  A similar strategy may be used for autologous 
transplantation (Scheinberg et al. 2001).    

 
Patients who fail to achieve complete remission after receiving two courses of 

standard chemotherapy are considered to have primary refractory disease.  The prognosis 
for these patients is poor.  About 20% to 40% of patients who can undergo allogeneic 
BMT may achieve durable remission.  The ability to salvage these patients is also time-
sensitive and requires donors and transplant center availability upon short notice 
(Scheinberg et al. 2001; Oyekunle et al. 2006).  

 
 The average incidence of AML in Rhode Island over the five year period, 1997-
2001, was 42.6 patients per year (Chiaverini et al. 2003).  The age distribution of Rhode 
Island cancer patients reported in this paper are based on prevalence data for 1998 from 
the Rhode Island Cancer Registry (John P. Fulton, Ph.D., private communication).  About 
38% of these cancers are diagnosed in people aged 20 to 70 years old.  Given the current 
treatment options it is unlikely that more than 20% of patients would be candidates for 
transplantation each year.  This would result in 3 patients per year treated with stem cell 
transplantation. 
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 Acute Lymphoblastic Leukemia 
 
 Acute lymphoblastic leukemia (ALL) is a malignant disease of the lymphatic cells 
in the bone marrow or other organs of the lymphoid system.  In contrast to other cancers, 
it affects the whole age spectrum from infants to adults, with peak incidences in children 
and in the elderly (Gökbuget et al. 2004). The therapy of childhood ALL is one of the 
success stories of oncology, but long-term leukemia-free survival for adults remains low 
(20% to 40%) (Kumar 2003). 
 
 The Philadelphia chromosome appears in fewer than 5% of children with ALL, 
but in 20% to 30% of adults.  The Philadelphia chromosome involves a reciprocal 
translocation of sections of chromosome 9 and chromosome 22 (Avivi and Goldstone 
2003).  The majority of patients with Philadelphia-chromosome positive ALL have an 
extremely poor prognosis when treated with chemotherapy alone.  To date, only 
allogeneic bone marrow transplantation performed early in complete remission has 
resulted in long-term disease-free survival.  However the relapse rate is high, even with 
allogeneic BMT (Lee et al. 2003). 
 
 A recent review of therapy options for patients with Philadelphia-chromosome-
positive disease with ALL disease suggests that young patients (< 50 years) have 
allogeneic stem cell transplantation from a matched family donor (MFD) if available.  If 
no MFD is available, use a matched unrelated donor (MUD).  If no MFD/MUD available, 
use haploidentical or autologous transplantation.  For patients aged 50-60 years, use 
allogeneic MFD transplantation with either conventional or reduced intensity 
conditioning.  If no MFD is available, use MUD with reduced intensity conditioning.  For 
patients over age 60, consider low intensity conditioning with MFD or autologous 
transplantation ((Avivi and Goldstone 2003). 
 
  The average incidence of ALL in Rhode Island over the five year period, 1997-
2001, was 18.4 patients per year (Chiaverini et al. 2003).  About 24% of these patients 
are in the 20-69 years age group.  With 20% to 30% with the Philadelphia chromosome, 
an estimated 1 patient would be a candidate for stem cell transplantation each year.   
 
 Chronic Myeloid Leukemia 
 
 Chronic myelogenous leukemia (CML) is linked to an acquired chromosomal 
abnormality, called the Philadelphia chromosome (Ault 2007).  The Philadelphia 
chromosome is detected in 95% of patients with CML as well as the 20% to 30% of 
adults with acute lymphoblastic leukemia (as noted above).  CML is neither preventable 
nor inherited.  It is a relatively rare disease with an annual incidence of 1.6 cases per 
100,000 adults, with a slight male preponderance.  CML accounts for about 20% of adult 
leukemia (Quintás-Cardama and Cortes 2006). 
 
 Three phases of disease progression are recognized in CML: a chronic phase, an 
accelerated phase, and a blast phase.  Nearly 90% pf CML patients are diagnosed in the 
chronic phase.  Patients may remain asymptomatic for prolonged periods.  The diagnosis 
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is often made incidentally after a complete blood cell count is performed for other 
reasons.  When symptoms appear, they are typically malaise, weight loss, and abdominal 
discomfort caused by splenomegaly.  After a median of 3 to 5 years, untreated patients 
inevitably progress to the accelerated phase.  The progression is usually sub-clinical and 
laboratory tests are necessary to detect progression.  Median survival of patients in the 
accelerated phase is 1 to 2 years.  Most patients remain in the accelerated phase for 4 to 6 
months before progressing to the blast phase.  The blast phase is an aggressive form of 
leukemia; highly resistant to chemotherapy; and rapidly fatal (Quintás-Cardama and 
Cortes 2006). 
 
 With therapy, a complete hematologic response is defined as a reduction of the 
white blood cell count to normal, disappearance of immature forms, and resolution of 
splenomegaly if present.  Further reduction of the disease results in cytogenetic remission 
which is defined by the degree of reduction of Philadelphia chromosome positive (Ph+) 
cells.  A complete response is defined as the absence of Ph+ cells; partial response is 
defined as a reduction of Ph+ cells to less than 35%; minor response is a reduction to 
between 35% and 90%.  No response is a persistence of greater than 90% Ph+ cells 
(Mauro and Maziarz 2006). 
 
 Imatinib (Gleevic®) became standard therapy for CML in 2002 after FDA 
approval in 2001.  It has remarkable activity and mild toxicity.  However, imatinib 
therapy is not curative.  There is no evidence that patients can discontinue therapy after a 
complete response.  Most patients who have discontinued therapy have had a relapse 
(Quintás-Cardama and Cortes 2006). 
 
  A subset of patients with CML will have either primary or secondary resistance 
to imatinib.  Primary resistance refers to patients never responding to imatinib and 
secondary resistance occurs when a patient who had initial response loses response.  
Among patients treated in the chronic phase, the resistance rate has been estimated at less 
than 2% per year (Quintás-Cardama and Cortes 2006).  Since this treatment has been 
available for less than 10 years, it is unknown how patients will respond over longer 
periods of time. 
 
 Stem cell transplantation remains the only curative treatment for CML and 
remains a valid option for those who do not respond to imatinib.  This is especially true 
for younger patients who have an HLA-matching sibling.  However, first year mortality 
is estimated to be 10% to 20% even for patients transplanted under ideal conditions.  A 
strategy for patients without matched siblings is to use matched unrelated donors.  The 
survival rate is even less than for patients with HLA-matched siblings.  The use of 
molecular matching for unrelated donors has improved survival rates and reduced the rate 
of graft-versus-host disease in recent years (Quintás-Cardama and Cortes 2006).  
Researchers at Fred Hutchinson Cancer Center in Seattle reports a 74% survival rate at a 
median of five years in 196 patients, who were aged 55 and younger, receiving 
transplants from matched unrelated donors.  This compares favorably with the 77% five-
year survival rate for HLA-identical siblings at that center (Hansen et al. 1998). 
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In general, 65% to 80% of patients with chronic phase CML can expect to be cured.  
Patients transplanted within one year who are in the chronic phase have the best 
outcomes with long-term disease-free survival in 75% to 80% (Childs 2001). 
 
 The average incidence of CML in Rhode Island over the five year period, 1997-
2001, was 18.6 patients per year (Chiaverini et al. 2003).  About 55% of the patients are 
aged 20-69 years.  Given the current treatment options it is unlikely that more than 1 or 2 
patients per year would be treated with stem cell transplantation.   
 
 Chronic Lymphocytic Leukemia 
 
 Chronic lymphocytic leukemia (CLL) is a B-cell leukemia.  It is a common form 
of leukemia affecting adults in Western countries with an incidence of about 2.3 per 
100,000 adults.  No clear causes have been identified.  It does not seem to be associated 
with ionizing radiation, chemicals, or drugs, and is the only leukemia not associated with 
atomic bomb explosions (Cheson 2001). 
 
 Most patients are asymptomatic at diagnosis and it is often found at the time of a 
routine complete blood count.  As the disease progresses, generalized adenopathy and 
splenomegaly are common features.  CLL patients have a variable clinical course.  The 
Rai Staging System is widely used in the US to classify patients.  Rai Stage 0 (low risk) 
patients have increased numbers of lymphocytes in the blood and bone marrow only.  Rai 
Stage I/II (intermediate risk) patients also have enlarged lymph glands and spleens.  Rai 
Stage III/IV (high risk) patients have increased lymphocytes, anemia, and a decreased 
number of platelets in the blood.  Median survivals are over 10 years for low risk 
patients; 7 years for intermediate risk patients; and 2-4 years for high risk patients.  At 
diagnosis, about 20% to 30% of patients are at low risk and about the same proportion of 
patients are at high risk.  Low risk patients do not require therapy for many years after 
diagnosis and usually eventually die of unrelated causes.  Many patients with 
intermediate risk may remain stable for several years, while others may die from disease-
related complications within a few months, even with treatment.  Most high risk patients 
need treatment at diagnosis (Cheson 2001).   
 
 Although more than 70% of patients may achieve remission with allogeneic 
BMT, only about half are alive and free of disease at long term follow-up.  A recent long 
term study of 30 patients in Canada reported that five-year event free survival was 48% 
for patients with matched related donors and 20 % for those with matched unrelated 
donors (Toze et al. 2005).  Much of the treatment-related deaths have been related to a 
high rate of graft-versus-host disease.  This has led to experimentation with 
submyeloablative treatment regimens which reportedly have led to successful 
engraftment without substantial acute graft versus host disease.  This approach also 
allows treatment of older patients and those with impaired performance status (Cheson 
2001).   
 
 The average incidence of CLL in Rhode Island over the five year period, 1997-
2001, was 41.2 patients per year (Chiaverini et al. 2003).  About 43% of these patients 
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are aged 20-69 years.  Given the current treatment options it is unlikely that more than 4 
or 5 patients per year would be treated with stem cell transplantation.  
 
 Myelodysplastic Syndrome 
 
 Myelodysplastic syndromes (MDS) are a heterogeneous group of hematopoietic 
stem cell disorders.  They have a wide rate of transformation (10% to 80%) to acute 
myelogenous leukemia, and a high rate of cytogenetic abnormalities associated with poor 
prognosis.  The estimated incidence is 2.3 per 100,000 annually with a median survival of 
1 to 3 years.  The true incidence of MDS is probably underestimated because the disease 
if overlooked and under reported.  Those cases are not treated because the patients are 
older, have complicating medical illnesses, and treatment modalities are high risk 
(Kantarjian and Estey 2001). 
 
 Allogeneic BMT is the only curative therapy available for patients with MDS.  In 
general 30% to 50% of patients with MDS can be expected to achieve long-term disease-
free survival (Childs 2001).  Results are better in younger patients, with lower risk 
disease, who receive transplants within one year of diagnosis.  This is a small subset of 
MDS patients (Kantarjian and Estey 2001).  Allogeneic BMT is recommended for 
younger patients with high-risk MDS or secondary MDS and HLA-matched sibling 
donors.  Autologous stem cell transplantation has been tried, especially in Europe, but it 
is still too early to know what its role should be in MDS (Steensma and Bennett 2006). 
 
 Data for the incidence of MDS are not collected and reported separately by the 
Rhode Island Cancer Registry.  Based on US incidence, there would be an incidence of 
15 cases per year in 2000 in Rhode Island in the 20 to 69 age group.  It is unlikely that 
more than 20% of these patients (3 patients) would be treated per year in Rhode Island. 
 
 Non-Hodgkin’s Lymphoma 
 
 Non-Hodgkin’s lymphoma (NHL) accounts for 5% of new cancers in men and 
4% of new cancers in women in the US each year and accounts for 5% of the cancer 
deaths.  In 1997, NHL was reported to be the leading cause of cancer deaths for men 
between the ages of 20 and 39.  NHL incidence increases with age and peaks in the 80 to 
84 age group.  There has been a striking increase in the incidence rate in recent decades, 
increasing by more than 80% since 1973.  Similar increases have been noted in 
international cancer registries (Armitage et al 2001).   
 
 Treatment options for non-Hodgkin’s lymphoma range from no initial therapy to 
radiotherapy, to chemotherapy, to stem cell transplantation (Armitage et al 2001).  
Despite the development of new treatments producing high rates of complete remission, 
the majority of patients with NHL will experience a relapse (Bernard et al. 1999).  High-
dose chemotherapy and autologous stem cell transplantation is now considered standard 
therapy for relapsed intermediate-grade lymphomas and refractory disease.  The use of 
peripheral blood stem cells has been an important advance in the ability to treat these 
patients.  Age is a less important factor in treatment of patients (Cooper and Seropian 
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2001).  A recent study of a series of 93 older patients (all above age 60 with 26% of 
patients above age 70) with NHL who were treated at Mayo Clinic reported that 
treatment-related mortality was not significantly greater than a younger cohort and that 
the estimated event-free survival (38%) compared favorably to that (42%) of the younger 
cohort (Buadi et al. 2006). 
 
 The average incidence of NHL in Rhode Island over the five year period, 1997-
2001, was 231 patients per year (Chiaverini et al. 2003).  Rhode Island prevalence data 
indicate that about 53% of these patients are between the ages of 20 and 69.  National 
data estimates are that 40 % of patients have intermediate grade NHL (Segall 2001).  If 
50% of these patients relapse, then about 24 to 25 patients per year would be eligible for 
stem cell transplantation.  
 
 Hodgkin’s Lymphoma 
 
 Hodgkin’s lymphoma, also called Hodgkin’s disease (HD) is distinguished from 
other lymphomas by the presence of characteristic types of cells called Reed-Sternberg 
cells.  There are two main categories (classic HD and nodular lymphocyte predominant 
HD) and a number of subtypes, depending on the classification system.  HD generally 
begins in a single lymph node and then spreads to adjacent lymph nodes.  Eventually, the 
malignant cells become more aggressive and may invade blood vessels and spread to 
other organs.  A significant portion of patients present with systemic symptoms before 
discovery of enlarged lymph nodes.  Typical symptoms (called B-symptoms) are fever, 
drenching night sweats, and weight loss (Diehl et al. 2001). 
 
 Early stages of Hodgkin’s disease may be treated by radiation alone or by 
moderate amounts of chemotherapy plus radiation (Diehl et al. 2001).  About 60% of all 
patients with HD present with advanced disease (DeVita 2003).  These patients are 
typically treated with complex multi-drug chemotherapy regimens.  Most of these 
patients (up to 95%) respond to chemotherapy, but 30% to 40% relapse and respond 
poorly to salvage therapy (Josting et al. 2002).  Autologous stem cell transplantation is 
the standard therapy for relapsed patients (Ljungman et al. 2006). 
 
 The average incidence of Hodgkin’s disease in Rhode Island over the five year 
period, 1997-2001, was 36 patients per year (Chiaverini et al. 2003).  Rhode Island 
prevalence data indicate that about 90% of these patients are between the ages of 20 and 
69.  National data estimates are that 60 % of patients have advanced disease (DeVita 
2003).  If 35% of these patients relapse, then 6 or 7 patients per year would be eligible for 
stem cell transplantation.  
 
 Multiple Myeloma 
 
 Multiple myeloma is the second most common hematologic cancer after non-
Hodgkin’s lymphoma.  More than 50,000 patients in the US have the disease.  About half 
of these patients were diagnosed when they were under 60 years of age and the disease is 
increasingly detected in patients under age 40 (Stadtmauer 2003).  In the US, multiple 
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myeloma occurs more frequently among African Americans than among whites.  The 
average age-adjusted incidence rates per 100,000 are 4.7 for white men, 3.2 for white 
women, 10.2 among Black men and 6.7 among Black women.  Native Americans and 
Hispanics also have higher rates than whites (Munshi et al. 2001). 
 
 Patients with multiple myeloma may be entirely asymptomatic and could be 
diagnosed on routine blood work.  They may also present with a variety of symptoms 
including bone-related problems, infections, various organ dysfunctions, neurological 
complaints, or bleeding problems.  Patients with multiple myeloma have variable disease 
courses ranging from less than one year for aggressive disease to more than 10 years for 
indolent disease.  Median time to progression for patients with indolent disease is 26 
months (Munshi et al. 2001). 
 
 Studies have demonstrated the superiority of autologous stem cell transplantation 
over conventional chemotherapy in terms of the response rate and event-free survival.  A 
survival benefit has been reported in French and British studies, but not in others, in part 
because stem cell transplantation has been used as salvage therapy.  Now, stem cell 
transplantation is recommended for younger patients with multiple myeloma as part of 
initial therapy or at the time of disease progression (Attal et al. 2003).  Patients who have 
undergone such treatment have reported rates of complete response of up to 50% with a 
mortality rate of less than 3%, even if they had not responded to other therapies.  These 
results have made myeloma the most common indication for hematopoietic stem cell 
transplantation in the world, and more data support this procedure for myeloma than for 
any other disease (Stadtmauer 2003).  A recent French study has reported that two 
successive autologous transplantations (called double or tandem transplantations), each 
preceeded by high-dose chemotherapy, improved overall survival among myeloma 
patients.  The probability of surviving seven years was 42% after a double-transplant 
compared to 21% for the single transplant group (P=0.01).  They recommend double 
transplantation for patients with a very good partial response within three months after 
undergoing a single transplantation (Attal et al. 2003). 
  
 The average incidence of multiple myeloma in Rhode Island over the five year 
period, 1997-2001, was 61.4 patients per year (Chiaverini et al. 2003).  Rhode Island 
prevalence data indicate that about 47% of these patients are between the ages of 20 and 
69.  If these patients, on average, each have one transplantation relapse, then 29 patients 
per year would be eligible for stem cell transplantation.  This estimate does not include 
any tandem transplants. 
 
 Solid Tumors 
 
 The value of autologous stem cell transplantation for solid tumors, in spite of the 
large number that have been performed, is questionable.  Stem cell transplantation for 
breast cancer attracted attention of researchers in the early and mid 1990s when data from 
phase II trials and registries was encouraging.  Phase III studies failed to confirm these 
results and this therapy lost much of its appeal.  Data from the European Group for Blood 
and Marrow Transplantation (EBMT) demonstrate the rise and fall of the appeal of BMT 

 16



for breast cancer.  The number of reported transplants in Europe for breast cancer rose 
from 94 in 1991 to 2,626 in 1997, then fell to 316 in 2002 (Gratwohl et al. 2004a).  
Results of clinical trials continue to be reported and usually suggest subgroups that may 
benefit from high-dose chemotherapy with autologous stem cell rescue even though 
conventional-dose adjuvant chemotherapy continues to be the standard of care for breast 
cancer patients (Rodenhuis et al. 2003; Tallman et al. 2003; Elfenbein 2003).  
 
 There are a few diseases in which clinical trial data supports BMT as a clinical 
option.  Selected groups of patients with neuroblastoma, Ewing’s sarcoma, and 
extragonadal germ cell tumors may be treated with autologous stem cell transplantation 
as a clinical option (Ljungman et al. 2006).  In other areas, its use should probably be 
confined to clinical trials and controlled studies.  Table 1 below reports the median 
transplantation rate and the highest transplantation rate per million population for solid 
tumors as was reported by EBMT for European countries in 2002.  It also reports the 
country with the highest rate. 
 

Table 1 
 

Transplant Rates per Million Population for Solid Tumors in Europe, 2002 
 

Tumor Type Median Rate Mean Rate Highest Rate Country 
Ewing’s sarcoma 5.3 4.8 9.7 Italy 
Neuroblastoma 5.5 5.1 10.1 Sweden 
Germ cell cancer 4.5 5.9 16.3 Germany 
Soft tissue 2.3 2.6 8.5 Austria 
Glioma 0.4 0.8 2.2 France 
Lung cancer 0.2 0.5 1.6 Italy 
Ovarian cancer 0.7 1.8 9.3 France 
Breast cancer 0.6 5.1 25.6 Italy 
Sum of rates of 
listed cancers 

19.5 26.6   

Source: Gratwohl et al. 2004a. 
 
 Ewing’s sarcoma and neuroblastoma occur more frequently among adolescents 
and young adults.  The mean transplant rates in Europe for the other solid tumors are 16.7 
per million population.  It should be noted than the European rate includes a weighted 
average that includes less prosperous countries such as Bulgaria, Croatia, and Lithuania 
as well as France, Germany, and UK.  Hence, these estimates are likely to be 
conservative.  Based on a Rhode Island population in the 20-69 age group in 2000 of 
649,324, the estimated number of transplants for solid cancers for the specified 
indications would be 10.8.   
 
 The sensitivity of renal cell carcinoma (RCC) to immune manipulation is well 
established.  The use of interferon alpha and interleukin-2 (IL-2) often produce responses.  
Metastatic RCC has a 5-year survival rate of less than 10% when treated with standard 
chemotherapy (Arya et al. 2005).  Allogeneic stem cell transplantation after reduced-
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intensity conditioning has been reported to have promising long-term results in studies 
done at the US National Institutes for Health (Childs and Barrett 2004) and at the 
University of Chicago (Artz et al. 2005).  Several factors limit the use of this treatment: 
Allogeneic transplantation requires an HLA-matched sibling donor; there is a 4-6 month 
delay before the graft-versus-tumor effect occurs; patients with rapidly progressive 
disease are unlikely to benefit; risk of treatment related mortality is 10% to 20%; and 
complete response is rare (Childs and Barrett 2004). 
 
 The incidence of renal cell carcinoma has been increasing in the US.  The 
incidence increased by 38% from 1976 to 1990.  It occurs primarily in people between 
the ages of 50 and 70 (Nelson et al. 2002).  Allogeneic non-myeloablative stem cell 
therapy seems to work best in those patients with the clear-cell variant (which accounts 
for about 80% of RCC) of the disease.  Currently, this treatment is commonly limited to 
the 30% of patients who have an HLA-matched sibling donor (Childs and Barrett 2004).  
The average incidence of RCC in Rhode Island over the five year period, 1997-2001, was 
161.6 patients per year (Chiaverini et al. 2003).  Rhode Island prevalence data indicate 
that about 57% of these patients are between the ages of 20 and 69.  If one fourth of the 
patients with the clear cell variant of the disease meet the other criteria for allogeneic 
therapy, then 18 patients per year would be eligible for stem cell transplantation.  Since 
this indication is still in the developmental stage, these potential cases are not included in 
the estimate of potential cases in Rhode Island at this time. 
 
 Autoimmune Diseases 
 
 Autoimmune diseases, with the exception of rheumatoid arthritis and autoimmune 
thyroiditis, are individually rare but together affect 5% of the population in Western 
countries.  These diseases may be systemic (systemic lupus erythematosus) or organ-
specific (type 1 diabetes) (Davidson and Diamond 2001).   
 
 Over the past twenty years, there have been sporadic reports of patients with 
autoimmune diseases who were treated for cancer being cured by stem cell 
transplantation.  The initial reports were for allogeneic transplantation, but later cases 
also were associated with autologous transplantation (Tyndall and Saccardi 2005).  Other 
clinical case studies have reported that autoimmune diseases can be transferred from 
affected donors to unaffected hosts (Shizuru et al. 2005).  In response to these 
observations, several international consensus meetings produced guidelines in 1997 for 
coordinated phase I/II trials studying the feasibility of stem cell transplantation for these 
diseases.  In the ensuing eight years over 700 patients were treated in over 20 countries 
including the US.  Overall, the treatment-related mortality in these trials has been 7%, 
with marked variation in subgroups ranging from 11% in systemic lupus erythematosus 
(lupus) to only one patient with rheumatoid arthritis.  The results of these trials have been 
sufficiently encouraging to lead to phase III trials in Europe or the US for multiple 
sclerosis, systemic sclerosis, rheumatoid arthritis, and lupus (Tyndall and Daikeler 2005).  
In 2005, the National Institutes of Health convened a conference of North American and 
European experts to consider the feasibility of allogeneic stem cell transplantation for 
autoimmune diseases.  The findings indicated that the rationale clearly exists for 

 18



exploring the potential of this intervention.  It was recommended that clinical trials be 
planned to generate efficacy and safety data and to further explore novel allogeneic 
regimens (Griffith et al. 2005). 

 
A recent study of a non-randomized trial in Brazil that used autologous stem cell 

transplantation for 15 new-onset type I diabetes patients reported that 80% of the patients 
were insulin-independent at one year (Voltarelli et al. 2007).  An accompanying editoral 
predicted that research in this field is likely to explode in the next few years (Skyler 
2007).   
 
 Hemoglobinopathies 
 
 There has been a significant improvement in the management of sickle cell 
disease in early childhood so that now about 85% of patients survive beyond 20 years of 
age.  However, a recent study reported the median age at death was 42 years for men and 
48 years for women—implying a 25 to 30 year reduction in life expectancy compared to 
the general black population.  Most of the deaths were related to sickle cell disease.  In 
the adult population, mortality increases sharply in each decade of life (Chakrabarti and 
Bareford 2004). 
 
 The first report of a cure for sickle cell disease was in a patient who underwent 
BMT for AML.  Since then more than 160 patients had BMT, but most are in children 
with severe disease.  All patients with stable engraftment have had a complete resolution 
of sickle cell-related symptoms (anemia, painful crises, acute chest syndrome, and 
stroke).  However, there has been an increased incidence of neurological complications 
(intracranial hemorrhage and seizures) compared to BMT for malignancies (Chakrabarti 
and Bareford 2004). 
 
 A survey of 100 adult sickle cell patients in Chicago assessed their perception of 
BMT using the standard reference gamble method.  The results showed that 28 patients 
were not willing to accept any probability of short-term mortality to be cured of their 
disease; 63 patients were willing to accept more than 5% mortality risk; 20 of these were 
willing to accept more than 30% mortality risk; and 12 patients were willing to accept a 
mortality risk of 40% of more (Chakrabarti and Bareford 2004).   
 
 Anemias 
 
 Allogeneic BMT from an HLA-identical sibling usually is the treatment of choice 
for patients with severe aplastic anemia who are under 30 years of age.  Between the ages 
of 30 and 45, both BMT and immunosuppression give good results.  In older patients, 
immunosuppression is preferred.  For systemic aplastic anemia, including Fanconi’s 
anemia, allogeneic BMT is considered the only curative treatment.  For patients lacking 
an HLA-identical sibling donor, unrelated donors may be considered (Ljungman et al. 
2006). 
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Experience in Europe indicates that about 5% of BMT are used for non-malignant 
conditions.  This includes anemias, hemoglobinopathies, SCID, inherited conditions, and 
autoimmune diseases (Gratwohl et el. 2004b).  Applying this estimate to Rhode Island 
produces an estimate of 4.4 transplants per year.  
 
III. Potential Adult Stem Cell Transplantation Patients in Rhode Island 
 
 Table 2 below summarizes the information discussed in the section above.  For 
each condition, the incidence for each type of malignancy is reported along with the 
percent of patients in the 20-69 years old age group, and the potential number of patients 
based on expected patient and disease characteristics. 
 

Table 2 
 

Potential Adult Stem Cell Transplantation Patients 
Rhode Island, 2000 

 
 

Condition 
Annual Incidence 

Rhode Island, 2000
Prevalence (%) Who 

Are Aged 20-69 Years 
Potential BMT 

Eligible Patients
AML 42.6 16 (38%)    3 
ALL 18.4   4 (24%)   1 
CML 18.6 10 (55%)   1.5 
CLL 41.2 18 (43%)   4.5 
Myelodysplastic 
syndrome 

  
15 

 
  3 

NHL 231 122 (53%) 24.5 
Hodgkin’s disease 36 32 (90%) 6.5 
Multiple myeloma 61.4 29 (47%) 29 
Solid tumors   10.8 
Non-malignant 
conditions 

   
4.4 

Total   88.2 
 

Population in the Rhode Island Hospital Market Area 
 
 The base estimates of the need for stem cell transplantation discussed above use 
data from the Rhode Island Cancer Registry for 1997-2001.  This data source is used 
because it is recent data that is publicly available and has been used enough to encourage 
confidence in its accuracy.   The census population of Rhode Island in 2000 can be used 
to project this need to a larger geographical area and to a later point in time.   
 
 Rhode Island Hospital serves the population of Rhode Island for tertiary services.  
It also serves the population of contiguous cities and towns in Massachusetts.  It lists 20 
Massachusetts cities and towns as a secondary market area.  These include Acushnet, 
Attleboro, Bellingham, Blackstone, Dartmouth, Dighton, Douglas, Fall River, Franklin, 
Millville, New Bedford, North Attleborough, Plainville, Rehoboth, Seekonk, Somerset, 
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Swansea, Uxbridge, Westport, and Wrentham.  The total population of this area 
according to the 2000 census is 466,674.  By age group, there are 116,707 people under 
18 years of age; 283,587 people aged 18-64; and 66,380 people age 65 and above.  The 
2000 census population of Rhode Island aged 18-65 was 648,095 (US Census 2000).  
Thus, the population of the secondary market area is 44% of the Rhode Island population 
for this age group.  If the population in the secondary area uses services at one half the 
rate of the population in the primary market area, then utilization would be increased by 
22%. 
 

The population of Rhode Island in 2000 by age group: age 0-19 years was 
282,616; age 20-69 years was 649,324; and 70+ years was 116,379.  In 2010, the 
population is projected to be: 272,802 for ages 0-19; 694,262 for ages 20-69 years; and 
107,135 for those aged 70 and over (Andrade et al. 2004).  Thus the population in the 20-
69 age group in Rhode Island is projected to increase by 7%. 
 

Likelihood of Receiving Stem Cell Transplantation 
 
 Among patients who are eligible for stem cell transplantation, a number of them 
will not be transplanted.  For allogeneic transplants, the lack of an available donor is the 
reason many patients may not receive a stem cell transplant.  Only about 30% of eligible 
patients are expected to have an HLA-identical sibling donor.  The availability of 
matched unrelated donors is increasing over time and it is now estimated that up to 80% 
of patients can find a match from international registries of potential donors.  In addition, 
cord blood requires less stringent matching than bone marrow or peripheral blood stem 
cells and would increase the percentage of patients with an acceptable match.   
 
 There are other reasons that may prevent an eligible patient from having a 
transplant.   They may fail to achieve a response to therapy.  Their disease may take an 
unexpected turn that precludes conditioning and/or transplantation.  The patient may 
decide against BMT.  Financial obstacles or insurance coverage may preclude this 
treatment.  The availability of a donor or treatment facilities may not coincide with the 
window of therapeutic opportunity. 
 
 Randomized clinical trials often are precluded by ethical considerations if it is 
likely that one therapy is superior to another.  In the case of allogeneic BMT, it has been 
argued that whether a patient has a HLA matched sibling is dependent on a random 
assortment of genes at fertilization, and thus fulfills the requirements for (genetic) 
randomization (Wheatley 2002).  Thus, trials that compare BMT in patients with a 
matched sibling donor versus other therapy in patients who do not have an appropriate 
donor meet some of the ethical problems of clinical trials.  For some cancers, such as 
AML, no treatment is indisputably better.  Thus, clinical trials are considered ethical.  
Enrollment and treatment data from these trials are a source of information on the 
likelihood of eligible patients to receive a transplant.  Table 3 below reports these data 
from the literature that has been reviewed for this study. 
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Table 3 
 

Likelihood of Eligible Patients Receiving 
a Stem Cell Transplant 

 
Disease Years Donor Type Eligible 

Patients 
SCT 
Patients 

SCT 
Percent 

Country Reference 

Multiple 
myeloma 

1998-
2004 

allogeneic    199    119 60% Italy Bruno et al. 
2007 

Multiple 
myeloma 

2001-
2004 

allogeneic*      72      52 72% UK Saravanamuttu 
2005 

AML Various allogeneic 
autologous 

   711 
   471 

   504 
   311 

71% 
66% 

US/ 
Europe 

Drobyski 2004 
(5 trials) 

AML 1978-
2002 

allogeneic 
autologous 

   181 
   177 

   164 
   137 

91% 
77% 

US/ 
Europe 

Chen et al. 2002 
(9 trials) 

AML 1988-
2002 

allogeneic 
 

     85      61 72% UK/ 
Dutch 

Gibson et al. 
2005 (3 trials) 

Ph+ ALL 1997-
2002 

allogeneic 
 

     40      28 70% UK Roy et al. 2005 

        
Total  allogeneic 1,288    928 72%   
  autologous    648    448 69%   
        
Total  both 1,936 1,376 71%   
*Includes 1 autologous patient 
 
 Based on these data, about 70% of patients who are eligible for stem cell 
transplantation would actually have this treatment.  This is probably a conservative 
estimate, since stem cell transplantation involves substantial risk.  Informed consent 
regulations of clinical trials require disclosure that vastly exceeds the degree of disclosure 
for routine care (Wittes 2003).  Comparison of physician and patient expectations have 
found that patients tend to be more optimistic than their physicians about the success of 
stem cell transplantation when mortality risks are high (Lee et al. 2001). 
 

Roger Williams Medical Center reports that 14 of the 118 transplants performed 
over the 5-year period, 2002-2006, were re-transplants/multiple transplants.  The rate of 
re-transplants/multiple transplants is 12%.  This proportion is lower than expected.  In 
2003 EBMT reported that in Europe, there were 21,028 first transplants, 1,614 re-
transplants, and 2,565 additional multiple transplants for a 17% rate of re-
transplants/multiple transplants (Gratwohl et al. 2005).  
 
 

Adjusted Estimate of Need for Stem Cell Transplantation Facilities in Rhode 
Island 
 
 The algorithm in Table 4 below shows how these adjustments affect the estimated 
potential stem cell transplantation in the greater Rhode Island area in 2010.  (For an 
estimate for 2007, a population adjustment factor of 1.05 may be substituted producing 
an estimate of 92.5 transplants.) 
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Table 4 
 

Potential Adult Stem Cell Transplantation Patients 
 Greater Rhode Island, 2010 

 
Base estimate: potential adult stem cell 
transplantation patients, RI 2000 

88.2 transplants 

Utilization by patients in the secondary 
market @ 50% RI rate 

× 1.22 

Adjustment for population growth, 2000-
2010 

× 1.07 

Adjustment for propensity to use stem cell 
transplantation  

× 0.70 

Adjustment for re-transplants/multiple 
transplants 

× 1.17 

Potential adult stem cell transplantation 
patients, greater RI 2010 

94.3 transplants 

 
Roger Williams Medical Center reports an average length of stay of 23.7 days 

based on 23 discharges in 2006. This is similar to the 24.1 days average length of stay 
reported by the H-CUP National Inpatient Sample of the US Agency for Healthcare 
Research and Quality for 8,647 hospital discharges of adult patients with bone marrow 
transplantation in 2004 (AHRQ 2004).   

 
After engraftment of stem cells and subsequent hospital discharge, patients may 

suffer from a deficient immune system for 12 months or longer (Ringén and LeBlanc 
2005).  A recent Spanish study reported on hospital readmissions for 140 adult stem cell 
transplant patients who received transplants between May 2001 and September 2004.  
This included 107 autologous transplants and 33 allogeneic transplants covering a wide 
range of leukemia and lymphoma disorders.  There were 45 readmissions in 28 patients 
for a readmission rate of 20%.  Causes of hospitalizations were infection (24 admissions), 
graft-related (14 admissions), relapse (4 admissions), coagulation disorders (2 
admissions), or second neoplasm (1 admission).  The average length of stay was 25 days 
per readmission.  Seventy five percent of the readmissions occurred between day +30 and 
day +70 after the transplant (Moya et al. 2006).  The readmissions would add an average 
of 5 days to the expected inpatient stay. 

 
A similar study reported data on 100 patients undergoing stem cell transplants at 

the City of Hope National Medical Center in Duarte, California in the first 6 months of 
2000.  The sample included 34 autologous transplants, 54 allogeneic transplants and 12 
combined (tandem) transplants.  Predominant diagnoses included non-Hodgkin 
lymphoma (24%), CML (18%), multiple myeloma (15%), and AML (14%).  Length of 
stay for initial hospitalization was 25-30 days for autologous patients and 30-35 days for 
allogeneic patients.  Within 6 months after discharge, 51% of patients had at least 1 
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unscheduled readmission; 14% were readmitted twice; 4% three times; and 3% four 
times.  The average length of the first readmission stay was 6.25 days for autologous 
transplants and 12.97 days for allogeneic transplants for an overall average of 10.28 days 
(Grant et al. 2005). 

 
National length of stay data are used here because the sample size is larger than 

the RWMC sample.  The more conservative Spanish data are used for readmissions 
because the data are reported more completely.  Summing the 24.1 days initial length of 
stay and the 5 days expected days from readmissions yields an expected 29.1 inpatient 
hospital days per transplanted patient.  Thus, 94.3 transplants in the greater Rhode Island 
area would require 2,744 bed days.  At an 80% occupancy rate, this would require (9.4 
beds rounded to) 10 BMT beds for adults.  (For 2007, the estimated need amounts to 9.2 
BMT beds.) 

 
BMT at Roger William Medical Center 

 
 Table 5 below reports the stem cell utilization experience at Roger Williams 
Medical Center (RWMC).  A total of 118 transplants were reported for the period from 
2002 through 2006.  Regression analysis (not shown) demonstrates that there is no 
significant time trend in the total utilization of stem cell transplantation.  The mean 
number of transplants per year provided at Roger Williams Medical Center during this 
five year period is 23.6 transplants per year.    
 
 This is consistent with the total number of transplants (202 autologous and 88 
allogeneic for a total of 290 transplants) that Roger Williams Medical Center reports for 
the period from 1994 through December 2006 (BMT infonet 2007).   
 

RWMC reports that it has 7 beds in its transplant unit.  In 2006, it reports that 23 
patients receiving transplants incurred 544 inpatient days for an occupancy rate of 21.3% 
and an average length of stay of 23.7 days.   

 
Table 5 

 
Stem Cell Transplantation at Roger Williams Medical Center 

 
Year 2002 2003 2004 2005 2006 
First Transplant,  
Autologous 

 
11 

 
  6 

 
10 

   
14 

 
13 

Allogeneic 16 12   6   9   7 
Re-transplant, multiple transplant   2   0   5   4   3 
Total 29 18 21 27 23 
Source: Rhode Island Department of Health Survey 
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IV.  Pediatric Cancers 
 
 Cancer kills more children than any other disease accounting for about 10% of all 
deaths for children aged 1 year and older.  The average number of life years lost by a 
child who dies of cancer is 69.3 years.  The improved survival of children with cancer has 
been dramatic in recent decades.  Today, children diagnosed with cancer have a projected 
survival rate of about 80%, compared to less than 20% in 1970 (Rosenman et al. 2005). 
  
 Leukemia is the most common type of childhood cancer.  There about 2,500 new 
cases of childhood leukemia diagnosed each year in the US.  ALL accounts for about 
75% of the cases; AML for about 20% of the cases and CML for less than 5%.  A small 
number of children are at an increased risk to develop leukemia because of an inherited 
predisposition.  For example, children with Down’s syndrome have a 10 to 20-fold 
increased risk to develop leukemia during the first 10 years of life (Weinstein and Tarbell 
2001).    
 
 Chemotherapy results in the complete remission in more than 80% of pediatric 
ALL patients (Yoshihara et al. 2006).  The event-free survival at 4 years for standard risk 
patients is 80% and for high risk patients is 65%.  Patients with the Philadelphia 
chromosome and have a high initial white blood count or slow response to treatment are 
at high risk for treatment failure.  Allogeneic stem cell transplantation from matched 
sibling donors is a clinical option for these patients in first remission (Weinstein and 
Tarbell 2001).  Patients with Philadelphia chromosome positive ALL accounts for from 
2% to 4% of childhood ALL (Talano et al. 2006).  For other children with ALL, stem cell 
transplantation in first remission is limited to only those 8-10% high-risk patients having 
an estimated event-free survival under 50% (Ljungman et al. 2006).  Relapsed ALL is 
reported for about 30% of ALL pediatric patients (Gaynon et al. 1998).  Several different 
drug combinations produce substantial complete response rates during second and 
subsequent relapses.  The response rates of all of these combinations cluster around 40%.  
These pediatric patients would be eligible for a matched sibling transplant (Gaynon 
2006).  For pediatric patients that fail to respond to chemotherapy, allogeneic 
transplantation has a 15% to 20% potential cure rate (Dahlke et al. 2006).  The use of 
matched unrelated donors for BMT in patients without an HLA-identical sibling donor is 
controversial for both patients who do not respond to chemotherapy and those who 
relapse.  However, a recently reported German study that included both pediatric and 
adult patients found that the overall survival at 4 years for the high-risk and very high-
risk patients who had related donors (44%) did not differ significantly from those who 
had matched unrelated donor (40%) transplants (Dahlke et al. 2006). 
     
 Progress in pediatric AML has reached the point where 80% of children achieve 
remission.  In half of these patients, remission is sustained and long-term cure is achieved 
(Bleakley et al. 2002).  Studies by the Pediatric Oncology Group (POG) in the US have 
found that children with Down’s syndrome have superior outcomes when treated with 
high-dose chemotherapy without BMT.  Allogeneic BMT in first remission with matched 
sibling donor offers the best chance of cure for others.  There is a lack of benefit for 
autologous BMT.  POG reports that the proportion of AML pediatric patients (13.7%) 
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undergoing allogeneic BMT from matched donors based on early evaluation of 
cytogenetics and risk factors reflects current practice in the US (Ravindranath et al. 
2005).   
 
 Lymphomas are the third most common childhood cancers.  Most children 
respond to first line chemotherapy and radiotherapy.  For those who fail to respond or 
have recurrent disease, autologous BMT is an option (Ljungman et al. 2006).  Pediatric 
non-Hodgkin’s lymphoma (NHL) accounts for about two thirds of the lymphoma cases.   
Three major categories of childhood NHL are lymphoblastic (30%), small non-cleaved 
cell (40-50%), and diffuse large cell (25%).  Lymphoblastic lymphoma has many of the 
clinical and biological features of ALL and the distinction between the two is arbitrary.  
The pace of the disease is usually rapid and therapy needs to be provided quickly.  
Historically, children with lymphoblastic lymphoma had less than a 10% survival rate.  
Chemotherapy based on ALL regimens combined with local irradiation results in 80% 
survival of early stage disease.  Fewer than 40% of advanced stage patients are cured 
with standard ALL regimens.  Relapse is a significant problem with advanced stage 
disease, but these patients have a 30% to 50 % survival with matched sibling BMT.  
Small non-cleaved (Burkitt’s) lymphoma has a complete response rate of 85% when 
treated with chemotherapy in early stages.  The survival rate drops to 40% for patients 
with advanced disease.  Duration of treatment runs from 2 months to one year.  Relapse 
tends to occur early, often while the patient is still on therapy.  BMT offers the only 
realistic hope of long-term survival for the children.  Children with large cell lymphoma 
are about equally divided between early stage and advanced stage disease at diagnosis.  
Chemotherapy for early stage disease results in an 85% survival rate.  Newer 
chemotherapy regimens have increased the five-year event-free survival to about 70% 
(Weinstein and Tarbell 2001).  Approximately 10% to 15% of all cases of Hodgkin’s 
disease occur in patients younger than 16 years.  The natural history and outcome of 
treatment is similar in children and young adults 20 to 45 years of age (Weinstein and 
Tarbell 2001).   
 
 Neuroblastoma is the most common extracranial solid tumor of childhood.  It has 
a long-term survival rate of only 15%.  Recent progress has been made in treatment using 
higher doses of chemotherapy, better supportive care, and autologous bone marrow 
transplantation (Matthay et al. 1999).  Data from the EBMT report that patients treated 
with myeloablative therapy and stem cell transplantation have an 80% chance of 
becoming long term survivors (Verdeguer et al. 2004).  Brain and other nervous system 
cancers are second to leukemia as the cause of death in children and youth under 20 years 
of age in the US (Jemal et al. 2007).  There is good evidence that stem cell 
transplantation improves survival of these patients (Redeva et al. 2005).  Wilm’s tumor, a 
childhood renal cancer, is another malignancy for which autologous stem cell 
transplantation may be used for high-risk cases (Figuerres et al. 2000). 
 
 Autologous stem cell transplantation has been used for a variety of autoimmune 
diseases in adults.  Children with juvenile idiopathic arthritis who are unresponsive to 
conventional treatment not only develop severe morbidity, but also have significantly 
impaired quality of life both from the disease and the toxicity of drugs used to treat it.  
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These children also have a significantly increased mortality rate.  A recent report from 
Europe reviewed feasibility, safety, and efficacy of autologous stem cell transplant for 34 
children treated in multiple centers.  In a 12 to 60 month follow-up, 53% of patients 
achieved a drug-free remission.  There was 9% transplant-related mortality and 6% 
mortality related to the disease.  Research is continuing to reduce this mortality rate 
(Wulffraat et al. 2005).    
 
 BMT for the treatment of sickle cell disease in children in Belgium, France, and 
the US has reported overall survival at 90% to 94% and disease-free survival at 82% to 
84%.  Secondary graft rejection and disease relapse has occurred in 10% to 15% of 
patients.  Most children receiving transplants have had severe disease because of the 
associated short-term mortality risk associated with BMT.  A group of 14 asymptomatic 
and minimally symptomatic children with sickle cell disease received BMT in Belgium 
on the rationale that they were returning to their countries of origin where supportive care 
was not optimal.  The outcome of these patients was remarkable.  There was a 100% 
overall survival; a 93% disease-free survival; and no grade III or IV GVHD.  This 
challenges the principle of reserving BMT for the most severe cases (Chakrabarti and 
Bareford 2004). 
 
 The Eurocord transplant group has reported use of related-cord blood for 
transplants in 33 patients with thalassemia and 11 patients with sickle cell anemia.  
Overall survival in both groups at 2 years was 100% with 90% disease-free survival in 
the sickle cell patients.  One patient rejected the graft.  The probability of acute and 
chronic GVHD was 11% for the thalassemia patients and 6% for the sickle cell patients 
(Chakrabarti and Bareford 2004). 
 
 Primary immunodeficiencies are inherited disorders, characterized by impaired 
immunity and commonly fatal.  Allogeneic BMT can cure most forms of 
immunodeficiencies including severe combined immunodeficiencies (SCID), several T-
cell immunodeficiencies, Wiskott-Aldrich syndrome, and so forth.  A patient with SCID 
needs to be grafted as soon as possible.  The survival rate with allogeneic BMT is more 
than 90% when carried out shortly after birth.  With an HLA-identical family donor, no 
conditioning regimen is necessary.  In the absence of an HLA-identical donor, a 
haploidentical donor (one of the parents) is an option (Ljungman et al. 2006). 
 
 Other conditions for which BMT is an option for children include anemias (such 
as acquired aplastic anemia or Fanconi anemia), hemoglobinopathies (as sickle cell 
anemia or β-thallassemia major), and autoimmune disorders (as juvenile idiopathic 
arthritis) (Ljungman et al. 2006). 
 
 Table 6 below summarizes the information discussed in the section above.  For 
leukemia and lymphoma, the incidence for each type of malignancy is reported along 
with the percent of patients in the pediatric (0-19 years) age group, and the potential 
number of patients based on expected patient and disease characteristics.  For other 
cancers, the incidence by individual diagnosis is too small to estimate from five years of 
Rhode Island data.  The aggregate number of transplants is based on relative stem cell 
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transplant utilization for childhood cancer in the northeast US for the years 1997-2001 
(Radeva et al. 2005). 
 

Table 6 
 

Potential Pediatric Stem Cell Transplantation Patients 
Rhode Island, 2000 

 
 

Condition 
Annual Incidence 

Rhode Island, 2000
Prevalence (%) Who 
Are Aged 0-19 Years 

Potential BMT 
Eligible Patients

AML 42.6 2 (4%)  0.3 
ALL 18.4 13 (71%) 3.7 
NHL 231 2 (2%) 0.9 
Hodgkin’s disease 36   1 (3%) 0.2 
Solid tumors   3.5 
Non-malignant 
conditions 

   
 

Total   8.6 
 
 The estimated number of potential pediatric transplants in Rhode Island in 2000 is 
adjusted in a parallel manner to the adult patients reported in Table 4.  The population 
under age 18 in the contiguous cities and towns in Massachusetts in 2000 was 116,707 
(US Census 2000).  The population of this age group in Rhode Island was 247,822.  Thus 
the pediatric population in the Massachusetts region was 47% of the 2000 Rhode Island 
census pediatric population.  If the population of the Massachusetts secondary market 
area uses services at one half the rate of the population of Rhode Island, then utilization 
would be increased by 24%. 
 
 The Rhode Island Statewide Planning Program projects that the 0-19 population 
in Rhode Island will decrease from 282,616 in 2000 to 272,802 in 2010.  The 2010 
projected population is 97% of the 2000 population for this age group. 
 
 The estimate of 70% of eligible patients actually receiving a transplant that was 
discussed above is also used here.   
 
 The rate of re-transplants/multiple transplants used here is equal to 12%, the rate 
reported by Roger Williams Medical Center.  Rhode Island cancer data report no cases of 
multiple myeloma among the pediatric population.  This probably accounts for a 
substantial number of adult re-transplants.  However, failure to engraft and graft rejection 
occur among the pediatric population as well as among adults.  Repeat transplantation for 
relapsed disease is also a possibility.   
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Table 7 
 

Potential Pediatric Stem Cell Transplantation Patients 
 Greater Rhode Island, 2010 

 
Base estimate: potential pediatric stem cell 
transplantation patients, RI 2000 

8.6 transplants 

Utilization by patients in the secondary 
market @ 50% RI rate 

× 1.24 

Adjustment for population change, 2000-
2010 

× 0.97 

Adjustment for propensity to use stem cell 
transplantation  

× 0.70 

Adjustment for re-transplants/multiple 
transplants 

× 1.12 

Potential pediatric stem cell transplantation 
patients, greater RI 2010 

8.1 transplants 

 
The average length of stay reported by the H-CUP National Inpatient Sample of 

the US Agency for Healthcare Research and Quality for 1,313 hospital discharges of 
pediatric patients with bone marrow transplantation in 2004 was 36.2 days (AHRQ 
2004).   

 
Few data are reported for readmissions for pediatric stem cell transplantation.  

However, febrile neutropenia is a life-threatening complication for patients receiving 
high intensity chemotherapy and occurs in more than 40% of pediatric patients.  A British 
trial that studied prophylactic use of G-CSF to prevent febrile neutropenia reported that 
74% of transplanted patients receiving the drug were readmitted to the hospital while 
91% of those not receiving it were readmitted.  The average readmission rate was 83%.  
The LOS of both groups was about 6 days giving an expected 5 days added 
hospitalization per initial admission.  It should be noted that all these patients received 
transplants for ALL or NHL (Little et al. 2002).   

 
Using the H-CUP pediatric LOS of 36.2 days plus 5 days for readmissions on 

average would project 41.2 inpatient days per pediatric transplant.  Thus Rhode Island 
pediatric patients would require 334 inpatient days.   

 
With one bed, this would imply an occupancy rate of 92% on average.  Having 

only one bed would require that admissions and discharges occur at regular intervals and 
that the LOS vary in a limited range.  H-CUP data do not address the frequency 
distribution for admissions, but it does report on dispersion in LOS.  For patients aged 1-
17, the average LOS is 33.1 days with a standard error of the mean of 4.7 days.  This 
means that the 95% confidence interval for length of stay for hospitals reporting pediatric 
data ranges from 23.7 days to 42.5 days.  For patients under one year of age, the LOS is 
83.7 days and the standard error is 20 days giving a 95% confidence interval of 43.7 days 
to 123.7 days.  Given the variability of LOS and the life-threatening severity of the 
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conditions requiring BMT beds, 2 pediatric beds are needed to provide a margin of safety 
for children who may be in immediate need of supportive inpatient services.  (For 2007, 
the pediatric population adjustment factor is 0.98 rather than 0.97 increasing the expected 
need for pediatric transplants to 8.2 transplants.) 

 
V.  Availability of Stem Cell Transplantation in New England 
 
 Table 8 reports the stem cell transplantation centers in New England, their 
experience, the types of transplants done, whether they are FACT accredited, and their 
utilization in 2004 and 2005. 
 

Table 8 
 

New England Stem Cell Transplant Centers, 
Year Programs Began, Accreditation, and Utilization 

 
Center Adult 

Autologous 
Adult 
Allogeneic 

Pediatric 
Autologous 

Pediatric  
Allogeneic 

FACT  
Accredited 

2004 
Transplants 

2005 
Transplants 

Connecticut        
Yale-New Haven 
Hospital 

1993 1993   Yes  ca. 170 

Stamford Hospital 1994    No     1     4 
Maine        
Maine Medical Ctr. 1987  1987  No   17   21 
Massachusetts        
Beth Israel 
Deaconess Medical 
Center 

1983 1999   Yes   68   47 

Boston Medical Ctr. 1994    Yes   27   41 
Dana Farber Cancer 
Inst.-Children’s 
Hospital 

  1972 1972 Yes   75   65 

Dana Farber Cancer 
Inst.-Brigham & 
Women’s Hospital 

1982 1972   Yes 230 373 

Lahey Clinic 1996    Yes     8   13 
Mass. General 
Hospital 

1993 1993 1993 1993 Adult only   76   60 

Tufts-New England 
Medical Center 

1987 1987 1987 1987 Yes   30   50 

U. Mass Medical 
Center 

1994 1995   Yes   50   47 

New Hampshire        
Dartmouth 
Hitchcock Med. Ctr. 

1984 1993   Autologous 
only 

  

Rhode Island        
Roger Williams 
Medical Center 

1994 1994   No   21   27 

Vermont        
UVM Fletcher 
Allen Stem Cell 
Program 

1995    No     9   10 

FACT = Foundation for the Accreditation of Cellular Therapy 
Source: BMT Infonet 
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VI.  Costs of Stem Cell Transplantation 
 
 Stem cell transplantation costs have two striking characteristics: the procedures 
are expensive and the costs are extremely variable.  Tables 9 and 10 below report on a 
number of international studies that have investigated costs.  The data are presented in 
tabular form in order to present a lot of data efficiently and to allow comparisons from 
one study to the next.  The studies are arranged in chronological order by dates of 
treatment of the patients whose costs are investigated. 
 

Table 9 
 

Studies of Stem Cell Transplantation Costs 
 

Study Country Treatment 
Year 

Type 
(sample size) 

Stem Cell 
Source 

Age 
Group 

Meisenberg 
et al. 1998 

Scripps 
Clinic, US 

1993-1994 Autologous  PBSC=94 Adults 

Bredeson et 
al. 1997 

Canada 1993-1994 Autologous BM=8 
BM/PBSC=17 
PBSC=23 

Adults 

Lee et al. 
2000 

Brigham & 
Women’s 
Hospital, US 

1994-1997 Auto & 
Syngeneic=55
Allo=181 

BM=6 
PBSC=49: 
BM=175 
PBSC=6 

Adults 

Svahn et al. 
2006 

Sweden 1998-1999 Allogeneic BM=52 
PBSC=41 

32 Pedi 
61 Adults 

Mishra et al. 
2001 

Norway 1999 Allogeneic BM=13 
PBSC=4 

Adults 

Mishra et al. 
2005 

Norway 1999-2001 Autologous PBSC=40 Adults 

BM=bone marrow; PBSC=peripheral blood stem cells 
 
 In the above table, most studies reporting stem cell source include patients 
receiving stem cells that have been harvested from both peripheral blood and bone 
marrow in the peripheral blood cell category. 
 
 Table 10 below reports cost data.  Most studies report median costs rather than the 
mean (arithmetic average).  This may provide an understanding of typical costs, but it 
understates total costs because of high-cost patients.  Similarly, costs are typically 
reported rather than charges.  Where both measures of cost are reported, the charges are 
reported in the text.  Many of these studies are motivated by questions other than the cost 
of providing stem cell transplantation services.  That affects the way in which costs are 
reported, and is discussed in the accompanying text.   
 
 The study by Meisenberg et al. investigated whether providing services on an 
outpatient basis would decrease costs of stem cell transplantation.  Treatment setting was 
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selected by patient, and not randomly assigned.  The care models examined were 1.) all 
chemotherapy and supportive care until stem cell engraftment were provided in the 
hospital (IP); 2.) high-dose chemotherapy provided in the hospital with patients followed 
in an outpatient clinic for supportive care (IP/OP); and 3.) both chemotherapy and 
supportive care provided in an outpatient setting (OP).  Patients treated as outpatients 
were admitted to the hospital as needed for treatment of complications.  The mean 
inpatient days, inpatient and outpatient hospital costs, and inpatient and outpatient 
hospital charges are reported below.  For the 64% of outpatients staying in a hotel or 
apartment away from home, these costs were also included.  The results were as follows: 
 
Setting   Inpatient days  Average costs  Average charges 
Inpatient      17.3 days  $39,703  $74,417 
Inpatient/outpatient       8.2 days  $36,188  $60,447 
Outpatient        2.7 days  $29,370  $48,874 
 
The authors conclude that outpatient treatment reduces costs (Meisenberg et al. 1998). 
 

Table 10 
 

Studies of Stem Cell Transplantation Costs (Cont.) 
 

Study Patients Statistic Costs Units Range 
Meisenberg 
et al. 1998 

94 Mean All IP=$39,703 
IP/OP=$36,188 
All OP=$29,370 

1993 US 
$ 

$27,316-$75,037 
$23,758-94,597 
$18,569-105,967 

Bredeson et 
al. 1997 

48 Median BM=$32,289 
BM/PB=$23,179 
PBSC=$22,089 

1994 
Canadian 
$ 

 

Lee et al. 
2000 

236 Median Auto=  $55,500 
Allo=$105,300 

1997 US 
$ 

$28,200-$148,200 
$32,500-$338,000 

Svahn et al. 
2006 

93 Median IP=$120,780 
OP=$15,679 

2005 US 
$ 

$43,087-$342,390 
0-$16,276 

Mishra et al. 
2001 

17 Mean 
Median 

$106,825 
$69,270 

1999 US 
$ 

$24,375-$362,429 

Mishra et al. 
2005 

40 Mean $32,160 2001 US 
$ 

$19,092-$50,550 

BM=bone marrow; PB=peripheral blood, PBSC=peripheral blood stem cells 
 
 The Bredeson study is designed to look at the effects of substituting stem cells 
from peripheral blood for those from bone marrow.  They conclude that harvesting stem 
cells from peripheral blood costs more than harvesting from bone marrow due to the high 
costs of granulocyte colony-stimulating factor (G-CSF).  This increase in costs was more 
than offset by the shorter length of stay due to faster stem cell engraftment in PBSC 
patients (Bredeson et al. 1997). 
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 The Lee study sought to identify factors that were associated with making 
treatment more costly and to estimate the costs of managing complications.  This study 
only investigated costs of the initial hospitalization for stem cell transplantation.  Of the 
variables known at baseline, use of a mismatched allogeneic donor (+$13,300) was 
associated with higher costs.  When clinical factors were considered, infection 
(+$18,400) and in-hospital death (+$20,500) were associated with higher costs for 
autologous (and 2 syngeneic) patients.  Infection (+$15,300), veno-occlusive disease 
(+$18,600), acute GVHD (+$28,100), and death (+$20,200) were associated with higher 
costs for allogeneic patients (Lee et al. 2000).  

 
 The Svahn study attempted to find the total inpatient and outpatient hospital costs 
and determine what factors were associated with higher costs.  The study reported initial 
transplant costs, one-year costs (reported in Table 10) and 5-year costs of allogeneic 
transplantation.  The 93 patients transplanted included 4 who had second transplants 
(retransplants).  The five-year cumulative IP and OP costs were a median cost of 
$167,297 (range, $62,514-$414,768).  Acute leukemia was associated with higher costs; 
reduced intensity conditioning was associated with lower costs.  In the initial transplant 
period, children were associated with lower transplant costs, probably due to the fact that 
they tolerate the transplantation procedure and complications better than adults.  
However, over the five year period, children required more care and had higher costs than 
adults ($198,376 vs. $159,892) (Svahn et al. 2006). 
 
 The Norwegian Health and Social Affairs Ministry uses a DRG system to set 
hospital reimbursement.  Mishra and colleagues estimated actual costs of stem cell 
transplantation.  They conclude that the Norway under-compensates hospitals for 
allogeneic stem cell transplantation (Mishra et al. 2001).   
 
 A second Norwegian study reported on the costs of autologous stem cell 
transplantation.  They separately costed out pretransplantation costs of stem cell 
mobilization , harvesting, and cryopreservation from the chemotherapy, transplantation, 
and supportive care costs.  Mean costs of the pre-transplant phase were $6,544 and costs 
of the chemotherapy and transplantation phase were $25,616 for a total cost of $32,160.  
They again report that hospitals are under compensated (Mishra et al. 2005). 
 
 In a broader study of hospital costs of childhood cancer in an Indiana hospital, the 
researchers found that 3-year cumulative charges of children hospitalized for cancer were 
about $100,000 in patients newly diagnosed between 1995 and 1997.  Of the 195 
consecutively diagnosed cases, 22 patients (13%) underwent stem cell transplantation.  
The patients had above average costs.  The authors report that stem cell transplantation 
adds $50,000 to $100,000 to hospital costs, depending on stem cell source.  They also 
report that successful treatment adds 69 years to life expectancy and that 80% of 
treatment is expected to be successful implying a cost of $12,000 per year of life saved 
(Rosenman et al. 2005). 
 
 Tengs and associates studied 500 life-saving interventions and their cost 
effectiveness.  Types of intervention were medicine, fatal injury reduction, and toxin 
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control in sectors of society that included health care, residential, transportation, 
occupational, and environmental sectors.  For bone marrow transplantation in adults with 
acute nonlymphocytic leukemia the costs per life year saved were $20,000 (Tengs et al. 
1995). 
 
 H-CUP data are an alternative source of information on costs and charges.  Data 
from the 2004 data set reported that the average costs of stem cell transplantation 
discharges in the US are $61,755 and the average charges are $154,657.  AHRQ reports 
that charges are what the hospitals bill for, whether or not they collect this amount.  Costs 
are derived by applying the Centers for Medicare and Medicaid Services cost-to-charge 
ratio to the reported charges.  These cost and charge data in 2004 are lower than would be 
expected based on past years data.  Time series analysis reveals no significant time trend 
for costs data, and show an expected average cost of $70,300 for 2004 and expected 
average charges of $190,024 based on a time series regression of data from 1997 to 2004 
(AHRQ 2004). 
 
 This analysis estimated the need for 70.7 additional adult transplants (above the 
average utilization of 23.6 transplants reported by Roger Williams Medical Center) and 
8.1 pediatric transplants.  The charges for 78.8 additional stem cell transplants at the 2004 
US rate would amount to almost $15 million per year.  If the 82 discharges from Rhode 
Island and Massachusetts hospitals identified on page 25 of the Rhode Island Hospital 
Certificate of Need Application are subtracted out, 20.4 additional transplants are need at 
an estimated charge of $3.88 million.  The American Hospital Association reports that 
the total expenses of the 11 nonfederal short-term general and other special hospitals in 
Rhode Island in 2004 was $2,081 million (AHA 2006).  The increase in charges would 
amount to less than 1% (0.19%) of community hospital expenses or revenues. 
 
VII.  Volume and Quality 
 
 The Accreditation Committee of the European Group for Blood and Marrow 
Transplantation (EBMT) conducts annual surveys of transplantation activity in Europe.  
They report that the average activity of the 586 transplant teams reporting in 2002 was 34 
transplants and the median was 25 transplants.  One fourth of the teams did less that 10 
transplants, and 6% (32 teams) did more than 100 stem cell transplants.  Unfortunately, 
the survey does not report outcome data (Gratwohl et al. 2004). 
 
 A few studies have looked at the relationship between the volume of patients 
transplanted and outcome.  A French study investigated the outcomes of patients who had 
their first allogeneic transplant at 35 French centers from 1993 through 1997.  Outcomes 
were measured by overall survival and by transplant-related mortality.   Patients were 
followed for a minimum of 2 years.  Center experience over the five year period was 
grouped by less than 50; 50 to 100; or more than 100 transplants.  Average annual 
volume would be less than 10; 10 to 20; and more than 20.  Volume was found to have no 
significant effect on outcome.  Survival rates for 1996 and 1997 were found to be 
significantly higher than for earlier years (Mesnil et al. 2004). 
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 A Japanese study investigated allogeneic BMT in 3,134 adult patients with 
primary transplants in Japan from 1991 through 1997.  This included 2,302 transplants 
from related donors and 832 transplants from unrelated donors.  In Japan, there are no 
restrictions on hospitals providing related-donor transplants.  However, unrelated donor 
transplants are only allowed in about 150 hospitals that are accredited by the Japan 
Marrow Donor Program.  Hospitals were divided into three groups: low volume over 7 
years (< 25 cases); medium volume (26-75 cases), and high volume (> 76 cases).  
Outcomes were measured by overall survival and survival at day 100.  Leukemia-free 
survival was evaluated in leukemia patients.  When all donors were grouped together, 
low volume hospitals had significantly lower rates of survival at 100 days and overall 
survival than high volume hospitals.  For sibling donors, both low and medium volume 
hospitals had lower survival at 100 days, but only low volume hospitals had significantly 
lower overall survival than high volume hospitals.  For unrelated donors, volume was not 
significantly related to outcome.  Subgroup analyses for leukemia patients with sibling 
donors were significantly affected by hospital experience.  Subgroup analyses for 
myelodysplastic syndrome, malignant lymphoma, and severe aplastic anemia did not 
reveal any significant relationship between volume and either of the survival variables.  
The recommendation made by the authors is that related-donor transplants should have an 
accreditation process similar to unrelated donors (Matsuo et al. 2000).  
 
 A study by the Acute Leukaemia Working Party of the European Group for Blood 
and Marrow Transplantation looked at outcomes of patients with AML over the period 
from 1987 through 1995 in 16 centers in Belgium, Finland, France, Germany, Italy, 
Spain, Sweden, the Netherlands, and the UK.  Only centers that had carried out more than 
30 transplants (range 30 to 81 transplants) for AML in first complete remission during the 
9 year period were included.  Outcomes were measure by leukemia-free survival, 
treatment-related mortality, and relapse incidence.  Volume was measured by transplants 
for any indication and a threshold of 352 transplants (39 per year) was used.  Leukemia-
free survival was significantly higher and treatment-related mortality was significantly 
lower in high-volume centers (Frassoni et al. 2000).  
 
 Transplants between HLA-identical siblings performed at 86 bone marrow 
transplant centers between 1983 and 1987 in facilities worldwide that belonged to the 
International Bone Marrow Transplant Registry (IBMTR) were studied.  Centers were 
grouped according to those with 5 or fewer allogeneic transplants per year; those with 6 
to 40 transplants per year; and those with more than 40 transplants per year.  There were 
21 hospitals in the low volume group; 60 in the medium volume group; and 5 in the high 
volume group.  Outcome for patients with acute leukemia transplanted in first remission 
or CML transplanted in first chronic phase were analyzed.  Outcomes were measured by 
risk of relapse, treatment-related mortality, and treatment failure.  After adjustment for 
patient and disease characteristics, risks of treatment-related mortality and treatment 
failure were significantly higher among patients transplanted in centers doing 5 or less 
BMTs per year.  Differences in outcomes for the 2 larger volume groups did not differ 
significantly (Horowitz et al. 1992).   
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 In summary, there does seem to be a volume-outcome effect for BMT, but it is 
usually seen at very low volumes: 4-10 cases per year for the Japanese related-donor 
transplants and 5 cases for the IBMTR study.  The EBMT leukemia study found a 
significant volume-related difference at 39 cases, while the French study found no 
significant differences.   
 
VIII.  Accreditation Organizations 
 
 Accreditation organizations are another source of information on the perceived 
association between volume and quality as well as other important program attributes 
related to quality of care. 
 
 National Marrow Donor Program 
 

The National Marrow Donor Program sets criteria that must be met in order to 
participate in their unrelated donor stem cell matching program.  The requirements apply 
only to allogeneic transplantation.  The facility characteristics include 

 
• Center must be accredited by the JCAHO, the American Osteopathic 

Association Healthcare Facilities Accreditation Program (HFAP), or non-
US equivalent. 

• Center must have designated inpatient unit that minimizes airborne 
contamination. 

• Center must have designated site for management of donor search 
activities. 

• Center must have a designated area for outpatient evaluation and treatment 
available 24 hours per day and 7 days per week, that reduces the risk of 
transmission of infectious agents. 

• Center with geographically non-contiguous patient care units must 
demonstrate functional unity through shared mechanisms. 

• If inpatient care units are located in more than one institution, at least one 
must satisfy all transplant center participation criteria. 

• Applicant must submit completed “Hematopoietic Stem Cell Transplant 
History” Form documenting all allogeneic transplants for past 24 months.  
At the time of annual accreditation, center must document that its has 
performed transplants on at least 10 different patients per year for past 24 
months or 20 different patients in past 12 months and that allogeneic 
recipients have appropriate survival. 

 
NMDP also sets criteria for experience and qualifications for the personnel and 

transplant team, support services, written policies and procedures, patient advocacy, and 
administrative capability (NMDP 2004). 

 
Roger Williams Medical Center has been a NMDP center since April 2006 

(NMDP 2007). 
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 Foundation for the Accreditation of Cellular Therapy 
 
 The Foundation for the Accreditation of Cellular Therapy (FACT) was co-
founded by the International Society for Cellular Therapy (ISCT) and the American 
Society for Blood and Marrow Transplantation (ASBMT) in 1996.  FACT is a non-profit 
organization that provides voluntary inspection and accreditation in the field of cell 
transplantation therapy.  In 2006 FACT collaborated with the Joint Accreditation 
Committee-ISCT & EBMT (JACIE) to develop international standards in the field of 
cellular therapy (FACT 2006).  JACIE was founded the European Group for Blood and 
Marrow Transplantation (EBMT) and ISCT, the two leading scientific organizations 
involved with cell transplantation in Europe.   
 

FACT also partnered with NetCord to develop international standards for cord 
blood collection, processing, and administration.  NetCord is an international network of 
nonprofit public cord blood banks created to promote the establishment of high quality 
cord blood banks.   

 
FACT accredits facilities under two sets of international standards developed with 

JACIE and NetCord.  FACT-JACIE International Standards for Cellular Therapy Product 
Collection, Processing and Administration apply to hematopoietic progenitor cells 
isolated from bone marrow or peripheral blood and to all phases of collection, processing, 
and administration of these cells.  NetCord-FACT International Standards for Cord Blood 
Collection, Processing, Testing, Banking, Selection, and Release applies to these 
processes for facilities and individuals working with cord blood.  These standards contain 
minimum guidelines for facilities and individuals performing cell transplantation, cord 
blood banking, or providing support services for such activities.  The first edition of 
FACT Standards was published in 1996; inspections began in 1997; and the first 
programs were accredited in 1998. 

 
FACT claims to be the only accrediting agency that addresses all aspects of stem 

cell transplantation therapy treatments: clinical care, donor management, cell collection, 
cell processing, cell storage, cell transportation, and cell administration (FACT 2006).   

 
To be eligible for accreditation, a clinical program must 
 

• Perform autologous and/or allogeneic transplants on adults and/or 
pediatric patients appropriate for the type of accreditation sought 

• Use products from collection and processing facilities that meet FACT 
standards 

• Have done a minimum of 10 new patients in the past 12 months for the 
type of accreditation (autologous or allogeneic) sought  

• For autologous and allogeneic accreditation, have done a minimum of 20 
new patients in the past 12 months, including at least 10 new allogeneic 
and 4 new autologous transplants 
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• For combined adult and pediatric accreditation, a minimum of 4 of the 
new transplants must have been on new adults patients and a minimum of 
4 must have been on new pediatric patients 

• Programs using more than one clinical site must have transplanted a 
minimum  of 4 new patients in the past 12 months at each site 

• A dedicated transplant team including a Program Director and at least one 
other physician trained or experienced in hematopoietic progenitor cell 
therapy must be in place for at least one year 

• Program must meet or exceed all current FACT Clinical Program 
standards 

 
The collection facility must 
 

• Collect bone marrow or peripheral blood hematopoietic progenitor cells as 
appropriate to the type of accreditation sought 

• Have cells processed by a facility that meets FACT standards 
• Collection Facility Medical Director must be a licensed physician with 

postdoctoral training in hematopoietic cell collection or transplantation 
and have at least one year of experience in collection of the cell type for 
which accreditation in sought and have performed or supervised at least 10 
collection procedures of that type 

• Meet or exceed all FACT Hematopoietic Progenitor Cell Collection 
standards 

 
The processing facility must 
 

• Process cellular therapy products 
• Laboratory Director must have a relevant doctoral degree and be qualified 

by training or experience for the scope of activities carried out in the cell 
processing laboratory 

• Collection facility Medical Director must be a licensed physician with post 
doctoral training in hematopoietic cell processing and/or transplantation 

• Meet or exceed all current FACT Hematopoietic Progenitor Cell 
Processing standards 

 
The inspection process involves submitting an application form with sufficient 

information to demonstrate that the program is eligible to apply for accreditation.  
If the program is eligible, it is provided with a current standards manual, 
accreditation manual and inspection checklist.  A FACT Inspection Team visits 
the site after appropriate forms and documents have been provided by the facility.  
Potential outcomes of this process are immediate accreditation if no deficiencies 
are found; accreditation after correction of cited deficiencies and acceptable 
response to variances; re-inspection of entire facility or focused re-inspection if 
major deficiencies are cited; or denial or revocation of accreditation (with right of 
appeal) if the facility does not meet standards.  The process takes a maximum of 
one year.  Accreditation is for a period of three years with required annual reports. 
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Costs of accreditation include a non-refundable $5,000 initial application fee.  

The initial inspection fee is $20,000.  This includes one clinical site (both 
inpatient and outpatient), one collection site for marrow and one for peripheral 
blood progenitor cells, and one cell processing laboratory.  Additional facilities 
are charged a supplemental fee.  The supplemental fee for complex programs that 
have more than one inpatient clinical site, one outpatient clinical site, one 
peripheral blood collection site, one bone marrow collection site, and one cell 
processing laboratory is $5,000 per site.  The cost of program re-accreditation 
every three years is $20,000. 

 
IX.  Current Unmet Needs and Future Challenges for Stem Cell Transplantation 
Services in Rhode Island 
 

This study has determined that BMT is an established therapy for adult and 
pediatric patients with a wide range of cancer, immune system, and hematopoietic 
disorders.  It has also reported on an active scope of research into other applications of 
this therapy.  Based on use of BMT for established disease applications, it is estimated 
that the need for BMT beds to meet the needs in the greater Rhode Island area in 2010 is 
10 beds for adults and 2 beds for pediatrics.  Roger Williams Medical Center has been 
approved for 5 adult BMT beds and no pediatric beds.  Thus, there is insufficient capacity 
in Rhode Island to meet the greater Rhode Island need for BMT in 2010. 

 
It has been reported that only a minority of patients in the US who are responsive 

to chemotherapy ever undergo autologous transplantation.  Many undergo transplants 
belatedly.  For example, autologous transplantation is substantially better than 
chemotherapy for treating the first relapse of large-cell non-Hodgkin’s lymphoma that is 
sensitive to chemotherapy.  Data from the Center for International Blood and Marrow 
Transplant Research show that many patients receive delayed transplants when a cure is 
less likely (Copelan 2006).  In 2002, the General Accounting Office (now called the 
Government Accountability Office) estimated that only one third of patients who need 
transplants from unrelated donors even have preliminary searches of the National 
Marrow Donor Program and that only 10% of those needing an unrelated donor 
transplant receive a transplant facilitated by the NMDP (GAO 2002). 
 

The scope of research that is being conducted at this time in BMT is impressive.  
The effectiveness of BMT for solid cancers for pediatric applications is well established.  
Its use for breast cancer does not seem promising.  Its use for renal cell carcinoma is an 
area where early results are promising and where Rhode Island has a substantial number 
of patients who could benefit as was discussed in Section II above.  A recent report by 
NIH researchers has described initial trials of allogeneic transplants that are very 
encouraging for refractory renal cell carcinoma.  Determination of the optimal 
nonmyeloablative conditioning regimen needs further study.  Further research is 
encouraged in methods to selectively deplete alloreactive cells that respond to GVHD 
antigens while preserving T cells with anti-cancer effects.  Another promising area is 
exploitation of the ability of donor NK cells to exert anti-cancer effects is the setting of 

 39



mismatched donor-recipient combinations (Childs and Barrett 2004).  This is an example 
of a research area in which Roger Williams Medical Center, which has an established 
program with excess capacity, or Rhode Island Hospital, if it receives CON approval, 
might profitably expand their respective research programs provided that either has 
qualified oncologists who are interested in this area.   

 
In the general area of clinical research on stem cell transplantation for 

malignancies using randomized clinical trials, it has been observed that the US has lagged 
behind Europe and is dependent on European randomized clinical trials for defining the 
standard of care.  Over a recent ten year period, the US was the country of origin of 50% 
of GVHD trials, 45% of graft/growth factor studies, 36% of conditioning regimen 
studies, but only 3% of studies comparing transplant to conventional therapy (Kuthiala et 
al. 2006).  In its CON application, Rhode Island Hospital expressed interest in becoming 
an NCI Comprehensive Cancer Program.  Undertaking clinical research in stem cell 
therapy would support that aspiration. 
 
 Non-malignant application of BMT is clearly a growth area.  The expertise at 
Rhode Island Hospital in working with anemias, hemoglobinopathies, and inborn-errors 
of metabolism gives it access to a pool of patients who stand to gain from advances in the 
application of BMT in these areas.  Uses of stem cell transplantation to treat anemias, 
auto-immune disorders, and hemoglobinopathies are widely studied.  Any provider of 
stem cell transplantation services in the state would be prudent to follow developments in 
these areas. 
 
 There is an unmet need for a cord blood bank in Rhode Island.  In recent years, 
umbilical cord blood has become an important source of hematopoietic progenitor cells 
and stem cells, with more than 25,000 cord blood transplants in the US alone (Meyer et 
al. 2005).  It comes from blood than is left in the placenta after birth and can be collected 
at no risk to the mother or the newborn.  Cord blood has less restrictive HLA-
compatibility requirements than stem cells from bone marrow or peripheral blood 
(Steinbrook 2004).  Cord blood stem cells are also available much faster than stem cells 
from other sources.  The median time between a search request and acquisition is 
reportedly greater than 4 months for bone marrow or peripheral blood stem cells (Meyer 
et al. 2005).  Even after a match has been made, the time to transplant is estimated to be 
60 days for unrelated volunteer donor stem cells versus 14 days for cord blood (Duarte et 
al. 2006).  This is very important because an estimated 25% to 40% of patients awaiting 
transplant are classed as urgent (Howard et al. 2005).  Minority patients, especially 
African-American patients, have a lower probability of finding a perfectly matched 
unrelated adult donor because of the greater diversity in their tissue types.  These patients 
are especially likely to benefit from the availability of cord blood (HRSA 2007).   
 
 There are about 40 cord blood banks in the US.  About half of these are private 
banks that store cord blood at the expense of the donor’s family for potential use by the 
donor or a family member (Meyer et al. 2005).  Private cord-blood banks typically charge 
from $1,000 to $1,500 for collections and about $100 per year for storage (Steinbrook 
2004).  The other cord blood banks are public storage banks, similar to blood banks, that 
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store donated cord blood from unrelated donors.  They are financed by fees charged when 
a unit of cord blood is used for transplantation.  HRSA estimated that the costs of 
collecting one unit of cord blood, performing tissue-typing and infectious disease tests, 
and putting it into storage in liquid nitrogen is about $1,300 (HRSA 2007).  HRSA 
encourages expansion of public cord blood collection and storage by subsidizing costs 
through its C. W. Bill Young Cell Transplantation Program.   
 
 Fortunately, a relatively small number of children are diagnosed with childhood 
cancer in Rhode Island each year.  The improved survival of children with cancer has 
been dramatic in recent decades.  As was noted above, children diagnosed with cancer 
have a projected survival rate of about 80% today, compared to less than 20% in 1970 
(Rosenman et al. 2005).  For some children with cancer, such as primary refractory acute 
leukemia, stem cell transplantation is the only known potentially curative therapy 
(Radeva et al. 2005).  In addition, stem cell transplantation can be the treatment of choice 
for life-threatening primary immunodeficiency diseases, such as severe combined 
immunodeficiency and Wiskott-Aldrich syndrome, in children (Tsuji et al. 2006).  Rhode 
Island does not have the capacity to provide this therapy currently. 
 
X.  Summary and Conclusions 
 

A review of the established uses for BMT for adult patients has estimated an 
average need for 94.3 transplants per year in Rhode Island in 2010.  The need is derived 
using the reported epidemiology of cancer and other conditions in the state.  Roger 
Williams Medical Center presently is providing BMT services in Rhode Island under a 
program approved in 1992.   It began offering autologous and allogeneic transplantation 
in 1994 (BMT Infonet).  The program was originally approved for no more than 5 beds 
and reports a nominal capacity of 7 beds.  Over the years, 2002 through 2006, this 
program has performed an average of 23.6 transplants per year.  This is well below the 
nominal capacity of the program.  An investigation into why the Roger Williams program 
has not performed more transplants given the estimated need in Rhode Island is outside 
the scope of this study.  If this program continues to perform at its current level, then 
there is a need for an additional 70.7 transplants for adults.  This would require an 
estimated 2,057 inpatient days or 7 BMT beds utilized at an occupancy rate of 80%.  If 
the RWMC program were to increase to full utilization of its approved capacity of 5 beds, 
then there would be an additional need for 5 adult beds to meet the need for established 
adult applications.  These beds would support only a few research patients.  If substantial 
research is undertaken, then an addition bed or beds would be needed for that use.   

 
Two beds are needed to support established pediatric uses.  In the case of 

pediatric beds, there would be capacity to support some pediatric stem cell research.   
 
The need for stem cell transplantation in Rhode Island can be met by expansion of 

the Roger Williams program, continued use of out-of-state hospitals, or the 
implementation of a new program at Rhode Island Hospital.  The Roger Williams 
program has operated since its inception at well below its capacity.  Given this history, it 
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is unclear that it can attract additional patients.  However, if this situation could be 
corrected, then the need for new facilities could be reduced. 

 
Available stem cell transplantation care available out-of-state are high quality 

programs.  However, using these programs would require patients and their families to 
pay costs of transportation and possibly lodging for an extended period of time.  The 
average inpatient stay including readmissions is estimated to be 29.1 days for adult 
patients and 41.2 days per pediatric transplant.  In addition, the literature reports that 
follow-up outpatient care typically requires 2-3 visits per week for several months.  These 
costs could be avoided by providing services instate.   

 
Instituting a new program at Rhode Island Hospital would require investment to 

prepare for appropriate facilities and would add to the costs of health care in the state, 
somewhat.  It might also have a negative effect on utilization at the Roger Williams 
program.  The advantage to establishing a program at Rhode Island Hospital is that it 
would avoid out-of-state travel and could potentially serve some of the needs that 
presently are unmet. 
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