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The goal of promoTing and 
proTecTing The healTh of 
rhode islanders would be 
well-served by making our 
sTaTe The healThiesT sTaTe in 
The naTion.

ExEcutivE
Summary
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The rhode island department of health (healTh) is shifting its priorities to make rhode island the healthiest state in the  

nation. To achieve such a grand goal, the agency is engaging in initiatives to improve the health delivery system and has 

taken firm first steps towards a primary care trust that would support a “neighborhood health station” model in each  

neighborhood of 10,000 or more people. HEALTH is also bringing the idea of “Health in all policies,” and is making great 

strides to make smoke-free state campuses and grounds, as well as instituting a prescription monitoring program (PMP)  

that gives providers the ability to check the system before prescribing schedule 2 and 3 medications. HEALTH is also pursuing  

several avenues to revolutionize its business model, by seeking new ways to fund current programs. In 2013, HEALTH suc-

cessfully advocated for an increased number of Full Time Equivalent (FTE) positions supported with federal funds. HEALTH 

has also invested efforts in strengthening its infrastructure, by taking strong steps to become accredited through the Public 

Health Accreditation Board (PHAB) and is prepared to submit its application in early 2014. Through accreditation efforts, 

HEALTH has already taken strong steps to bring the Quality Improvement (QI) tools and vocabulary to the staff, and hopes to 

institute and maintain a culture of QI in the coming years. A statewide health assessment and health improvement plan has 

also been prepared, and there is a consistent message about performance improvement that is now part of weekly messages 

at the Executive Committee table. Lastly, HEALTH is approaching the importance of the workforce development in a higher 

and new way. An annual training plan for staff has been developed and will be renewed each year. The HEALTH Connections 

newsletter now has eleven editions issued for targeted health professional communities such as physicians, nurses, pharma-

cists, oral health, emergency medical services, and more. 

While it is impossible to fully describe in one document all efforts HEALTH is engaging in to make Rhode Island the healthiest 

state in the nation, this strategic plan contains key, long-term, overall objectives the Department is pursuing towards its large-

scale vision. These objectives, along with all other goals and efforts at the program and micro level, are the foundation that 

supports the work of the next five years, when we expect to be at a much higher rank from the America’s Health Rankings 

than we are now (19th in 2013). Please use this strategic plan as a blueprint of the journey HEALTH began in 2011 striving for 

a destination of an improved delivery system and a stronger infrastructure for much healthier Rhode Islanders by 2017.  

ExEcutivE
Summary
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in rhode island, all public 
healTh services are managed 
by The sTaTe deparTmenT of 
healTh, wiTh no local public 
healTh agencies.
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Location and Population Served 

HEALTH is located at Three Capitol Hill in the city of Providence, Rhode Island.  In Rhode Island, county government was 

abolished in 1842 and today remains only for the purpose of delineating judicial administrative boundaries.  

According to the most recent census data, the current population of Rhode Island is 1,050,292, with 86.3% of white origin. There 

are no local public health agencies in Rhode Island; all public health services are managed by the State Department of Health.

mission, vision, and values

Mission: To prevent disease and to protect and promote the health and safety of the people of rhode island 

Vision: Every Rhode Islander should have access to high quality, affordable healthcare, delivered at the most appropriate 

time and place. All people in Rhode Island will have the opportunity to live a safe and healthy life in a safe and healthy 

community.

Values: Advocacy, collaboration, integrity

To meet the community’s expectations for high-quality, affordable healthcare, the delivery system must:

• Deliver healthcare according to the latest scientific evidence, using current evidence-based guidelines where available. 

• Improve the quality, efficiency, and accessibility of healthcare services. 

• Improve affordability by ensuring efficient utilization of healthcare providers and services.

• Partner with the consumer in his/her healthcare. 

• Orient the system toward person-centered care, with family involvement as appropriate. 

• respond to the healthcare needs of the community, in terms of access and cultural and linguistic competence.

• improve the health status of the population.
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Governance

The Rhode Island Department of Health is part of the Executive Office of Health and Human Services (EOHHS). EOHHS was 

created in December 2005 to facilitate cooperation and coordination among the state departments that administer Rhode 

Island’s health and social services programs.

Agencies under the EOHHS umbrella include: Department of Children, Youth and Families (DCYF), Department of Human 

services (dhs), division of elderly affairs (dea), division of veteran affairs (va), department of behavioral healthcare, 

Developmental Disabilities and Hospitals (BHDDH), and the Department of Health (HEALTH).  These departments collectively 

impact the lives of virtually all Rhode Islanders, providing direct services and benefits to more than 300,000 citizens while 

working to protect the overall health, safety and independence of all Rhode Islanders.

Michael Fine, MD, has served as Director of the Rhode Island Department of Health since July 2011. In this role, Dr. Fine 

oversees the single state agency, with more than 400 employees and an operating budget of $110 million, and is responsible 

for coordinating a broad range of public health programs and services.

Organizational Structure

HEALTH is led by the Director, appointed by the state’s Governor. As Rhode Island has no local health departments, the 

agency coordinates public health activities across the state.  All programs and services are coordinated by Divisions and 

Centers (see Organizational Chart in Appendix 1).  Main areas of responsibility include: 

1. Community, Family Health, & Equity: works to eliminate disparities in health and access to care, to ensure healthy 

homes and environments, to prevent and control diseases and disability, to promote health and wellness activities, and to 

support early childhood development.

2. Center for Emergency Preparedness & Response: protects health during catastrophic events and large-scale disasters 

and emergencies by coordinating education, assessment, planning, response, and support services with healthcare providers, 

public safety agencies, and government officials.

3. Environmental Health Services Regulation:  Licenses and regulates health professionals, facilities, and health plans; 

monitors the safety of public drinking water and beaches; and assures the safety of the food supply and of radiological 

equipment.

4. Center for Health Data & Analysis: Collects and analyzes health data about Rhode Islanders and uses the data to 

identify health problems among the state’s population and groups.

5. Health Information Technology: promotes and supports the use of health information technology across the state, 

including electronic medical records, e-prescribing, and the development of a statewide health information exchange.
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6. Health Laboratories: Provides analytical surveillance, prevention, and technical laboratory information to support disease 

surveillance, prevention, and control; environmental health protection; food safety; and emergency response activities.

7. Infectious Disease & Epidemiology: monitors the prevalence of diseases in the community and investigates, controls, 

and prevents outbreaks.

8. Management Services: Manages and delivers efficient personnel, purchasing, finance, and systems support services to 

the Department in an equitable, effective, efficient, and courteous manner.

9. Medical Examiners: Screens deaths for public health significance and determines the cause and manner of deaths.

10. Center for Public Health Communication: Provides high-quality, timely, and accurate health information for the 

public so they can understand health risks and make healthy and safe choices.

11. Vital Records: Registers, files, and maintains birth, death, and marriage certificates and publishes related data.
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PErfOrmaNcE 
maNaGEmENt 

framEWOrK

healTh defines performance 
managemenT as The sTraTegic 
use of performance measures 
and sTandards To esTablish  
performance TargeTs and 
goals, To prioriTize and 
allocaTe resources, To inform 
managers abouT needed 
adjusTmenTs or changes in 
policy or program direcTions 
To meeT goals, To frame 
reporTs on The success in 
meeTing performance goals, 
AnD TO IMPROvE THE QuALITY OF 
public healTh pracTice.
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Rhode Island uses the Turning Point Performance Management System, which includes four quadrants: Performance 

Standards, Performance Measurement, Quality Improvement, and Reporting of Progress.

In 2003, the Turning Point tools described performance management as the practice of actively using performance data 

to improve the public’s health. This practice involves strategic use of performance measures and standards to establish 

performance targets and goals, to prioritize and allocate resources, to inform managers about needed adjustments or 

changes in policy or program directions to meet goals, to frame reports on the success in meeting performance goals, 

and to improve the quality of public health practice. 

The four components of performance management are depicted in Figure 1 below. 

PErfOrmaNcE
maNaGEmENt

framEWOrK

Figure 1. Turning Point Framework of Public Health Performance Management System

Public Health Performance management System
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the components are described as: 

• Performance Standards - establishment of organizational or system performance standards, targets, goals, and 

relevant indicators to improve public health practice

• Performance Measures - application and use of performance indicators and measures

• Reporting of Progress - documentation and reporting of progress in meeting standards and targets and sharing of 

such information through feedback

• Quality Improvement - establishment of a program or process to manage change and achieve quality improvement in 

public health policies, programs, or infrastructure based on performance standards, measurements, and reports

HEALTH has adapted the Turning Point framework and designed its own Performance Management System, as shown in 

Figure 2 below. 

Figure 2. HEALTH Performance Management System Framework

rhode island Department of Health’s Performance management System
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Director of Health Michael Fine, MD, is issuing the challenge to make Rhode Island the healthiest state in the nation, defined 

by the scoring used by America’s Health Rankings® (www.americashealthrankings.org/).  As shown in Table 1 below, Rhode 

Island ranks number 19 in 2013. note that, Rhode Island ranks first in immunizing adolescents, third in the ratio of primary 

care physicians, and 10th in public health funding dollars per person.

Table 1. America’s Health Ranking Indicators for Rhode Island, 2013.

*Negative score denotes less disease than US average, positive score indicates more than US average 
**Difference in high health status between adults aged 25 and older without a high school education and those with at least a high school education

Note that the scores provided for each of the items is the weighted number of standard deviations the state is above or below the national 
norm. As shown in the table above, for “all determinants”, Rhode Island’s score is 0.32, half the number 1 state (0.70). Likewise, the score for 
“all outcomes” in our state is 0.32, one third of the number 1 state (0.92).  
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a. Performance measurement at HEaLtH

Starting in July 2011, HEALTH began an ongoing, organized compilation of program performance measures in one central 

location and under a uniform format. The resulting document is known by staff as the “Dashboard Report”, and formally 

titled the “Performance Measures Progress Report.” This report began with just a handful of measures and in less than two 

years has grown to include performance measures from 36 of the 47 (77%) programs, using the listing that is prepared in the 

annual State’s Budget.  

The Dashboard is an internal management tool that collects performance measures and depicts a quick view of the 

Department’s activities, and was designed with the following goals in mind: 

• To provide a monthly, brief, at-a-glance view of the Department’s activity and overall performance. 

• To identify areas of concern that may need attention. 

• To inform about at least one meaningful type of measure (activity, quality, outcome) for each program.

Definition:

unit of measure:

report frequency:

characteristics: 

The volume of the work we do

In numbers (i.e., number of calls received, number of licenses renewed)

monthly

uses data that are already being collected and tracked and can be easily reported; or uses data that 
are not currently collected, but are critical for the program to collect and measure

Definitions and descriptions of each of the types of measures are included below. 

Activity Measures:

Definition:

unit of measure:

report frequency:

characteristics: 

Quality Measures: 

A measure of the extent to which we accomplish what we are charged to do 

In percentages (i.e., percentage of tests completed within three days, percentage of cases resolved 

within 30 days)

monthly

Must be meaningful
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Outcome Measures: 

A public health measure of the health outcome of the population

In numbers (i.e., # of HIv deaths), or percentages (prevalence, incidence rates), but always has population 

as a denominator

Can be reported with data originated by other divisions/units within or outside of the Department

Can be reported every 3-6 months or annually 

• For purposes of the dashboard, outcomes should be long-term outcomes or program impact/results, 
and can be measured with data that is collected by another (team, division, database) source 

• value used to compare performance achieved vs. performance expected 

• Should be meaningful and understandable

• Should be seen as important and stated in non-technical terms

• Should be valid, reliable, responsive and must have adequate data to support the measure 

• Measure what you should, and what you can

Definition:

unit of measure:

report frequency:

characteristics: 

Definition:

unit of measure:

report frequency:

characteristics: 

Targets:

value used to evaluate performance

 

A number or percent

Set usually for one year or more, although it can be revised as a consequence of dramatic changes in 

program, incidence, funding or another long-lasting event 

• Should be set concurrently with consideration of strategic choices and practical performance measures

• Should be set to trigger a management alert of a performance measure not being achieved, but with 

enough tolerance so that the alert fires when there is a clear need for intervention

• If no previous target is available: first measure current performance, then determine a target

• For measures with long reporting cycles, set some frequent surrogate targets that can be monitored as 

a proxy

• To decide on which targets to use, consider the cost (i.e., staff time)  of setting data collection and 

efficiency of target being set
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b. Quality improvement at HEaLtH

HEALTH has been involved in quality improvement (QI) efforts in several parts of the Department for many years in targeted 

activities, especially in the Chronic Disease and Home visiting programs. The first agency-wide quality improvement group, 

however, was convened in late 2011 and received the Train-The-Trainers comprehensive four-day session in July and August 

2012.  By April 2013, the group completed and exhibited the first set of QI projects, at a first-time QI Fair held during 

national Public Health Week. 

To further strengthen the foundation of QI within HEALTH, the first department-wide Quality Improvement Plan was 

launched in June 2013 and is designed to advance the following three goals: 

1. Develop a strategy to maintain QI capacity 

2. Inform and communicate to staff about QI activities 

3. Foster and support a culture of QI

Two years after the first QI team was convened, QI is now a sustained effort, with a new group being selected and trained 

each year, and ongoing QI projects all year long.  

For questions about the QI Plan from 2013, please contact Magaly.Angeloni@health.ri.gov. 

There are 3 types of targets:

• Threshold-based (one side is OK, other side is not) 

• Limit-based (0% or 100%) aspirational and inspirational - i.e., getting to 0% may be impractical 

but is worthy 

• Rule-based (need X out of Y to hit a limit or target)
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c. reporting indicators at HEaLtH 

All of these indicators are reported in the newly launched software at www.rihealthcarematters.org, and selected measures 

have been used in the community meetings conducted for purposes of designing the State’s Health Assessment and Health 

Improvement Plan.   In addition to the America’s Health Ranking standards, HEALTH closely monitors the Leading Health 

Indicators from Healthy People 2020, some of which are also priorities from the national Prevention Strategy (marked with 

double ** asterisk). 

access to Health Services 1. Persons with medical insurance <65 (AHS-1.1) 
2. Persons with a usual primary care provider (AHS-3) [Source of ongoing care]

clinical Preventive Services 3. Adults who receive a colorectal cancer screening based on the most recent  
    guidelines (c-16) 
4. Adults with hypertension whose blood pressure is under control (HDS-12) 
5. Adult diabetic population with an A1c value greater than 9% (D-5.1)

6. Children aged 19 to 35 months who receive the recommended doses of
    DTaP, polio, MMR, Hib, hepatitis B, varicella, and PCv vaccines (IID-8)

Environmental Quality 7. Asthma hospitalizations
8. Children younger than 6 years of age with a blood lead level of 5 mcg/dL
    for the first times in their lives (incidence)

**injury and violence 9. Fatal injuries (IvP-1.1) 
10. Homicides (IvP-29)

maternal, infant, and
child Health

11. infant deaths (mich-1.3) 
12. Preterm births (MICH-9.1)
13. Teen births

**mental Health 14. suicides (mhmd-1) 
15. Adolescents who experience major depressive episodes (MDE) (MHMD-4.1) 

** Nutrition, Physical activity
     and Obesity

16. Adults who are obese (nWS-9)
17. Children and adolescents who are obese (nWS-10.4)

**reproductive & Sexual Health 18. Persons living w/HIv and know their serostatus (HIv-13)

Social Determinants 19. Students who graduate with a regular diploma four years after starting
      9th grade (AH-5.1)

**Substance abuse 20. Adolescents using alcohol or any illicit drugs during the past 30 days (SA-13.1)

**tobacco 21. Adults who are current cigarette smokers (Tu-1.1) 
22. Adolescents who smoked cigarettes in the past 30 days (Tu-2.2)

Table 2. List of Healthy People 2020 Indicators
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StratEGic 
PLaNNiNG

PrOcESS 

during The sTraTegic planning 
RETREAT In MARCH 2012, 
leadership and key managmenT 
sTaff reviewed The vision and 
mission of The deparTmenT 
and discussed The challenges 
and opporTuniTies The agency 
should consider for iTs work 
in The coming years.
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Background

In early 2011 the Department of Health welcomed a new agency director, Michael Fine, MD, who previously was medical 

program director of the state’s Department of Corrections. He is leading the department through a path that made 

evident the need to update the agency’s Strategic Plan, whose last version had been prepared about 10 years ago. under 

his leadership, the strategic planning internal dialogue began during 2011 and was later formalized through a two-day 

facilitated session with support from a consultant through the Association of State Territorial and Health Officials (ASTHO).  

Strategic Planning retreat

The two-day retreat took place in March 2012 (agenda on appendix # 2) and was conducted at an off-site location with 

attendance from nearly 40 staff (see appendix 3). Staff invited to the retreat included the top leadership or members of the 

agency’s Executive Committee, along with the next level of management as well as other key staff. The result was a robust 

combination of public health experts from each area of the Department and professionals from many disciplines, including 

attorneys, nurses, managers, financial staff, laboratory specialists, environmentalists, communications staff, and more.  

Staff reviewed and discussed a variety of agency-related topics, including the vision and mission of the Department, and 

agreed that those are still the principles the agency follows, are current and applicable, and therefore no revisions are 

needed at this point. 

Strengths and Weaknesses analysis

Central to the design of Rhode Island’s strategic dialogue was to complete an inventory of challenges and opportunities 

the agency should consider for its work in the next few years. With this purpose in mind, and led by the external facilitator, 

attendees were divided into groups and asked to discuss the most recent internal and external challenges, as well as 

strengths and opportunities for improvement for the agency. This inventory is shown in the next pages.  
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Strengths

• Dedicated staff with knowledge

• Power and regulatory authority

• Strong and established infrastructure

• Competent financial management

• high ethical standards

• successfully compete for federal dollars

• recruitment and retention

• High public trust

• Scientific knowledge

• advocacy

• human capital

• Knowledgeable, respected staff

• lead many programs

• exceptional partnerships and relationships 

• state

• regionally

• perceived as a high-functioning, committed 
department

• good at grants

• collect useful data

• kidsneT

• lead

• behavioral risk factor survey and youth risk 
behavior survey

• hospital discharge data

• partners appreciate and use data

• Emergency response capabilities

• The size of the state and its centralization make work 
more manageable

• unbiased advocacy

• Talented and committed human resources

• Institutional knowledge

• statutory leverage

• moral authority

• existing community partnerships

• national reputation

• Produce measurable results

• Subject matter expertise

• Handling emergencies 24/7

• communications

• legal support is increasing

• committed, talented staff

• strong leadership

• reputation

• partnerships

• customer service

• data and surveillance

• national recognition

• leadership

• best practices

• The size of the state

• data-driven policy development and resources 
allocation are key

• skilled, committed staff

• The Department handles both state and local public 
health; fewer layers

• We have the ability to create models of public health 
because of our scale, etc.

• nationally recognized for those models

• Strong relationships with community partners

• Can implement plans efficiently

• staff 

• Adaptable

• Flexible

• Organizational flexibility

• strong surveillance data sets

• Well-established programs

• steady

• continuous

• sustained

• strong incident command system training

• Experience/expert staff

• Low turnover

• good at securing federal and private funding
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Weakness/ areas for improvement

• lack of staff depth
• operate in crisis mode daily
• lack of succession planning due to limited staff
• Funding to support core state functions/budget cuts
• physical plant
• Inadequate Human Resources, Information 

Technology, and purchasing support
• External (Office of Health and Human Services, 

department of administration) do not replace staff
• state compensation system

• Inequalities
• Titles/classifications
• pay grades

• lack of staff development and training
• Culture rewards silo effect
• micromanagement, multiple layers
• need to optimally use technology
• Inability to implement succession planning

• personnel policy limits us
• Impacts workforce competencies

• civil service system
• Limited influence on union contracts
• Don’t communicate/no clarity on our value to the 

public health/healthcare continuum
• high spending on individual health services is 

contrary to the public health goal of equity; need 
to invest in community health systems

• need better coordination and communication 
across the Department—it’s getting worse

• need to select, articulate and commit to priorities
• need advocacy for divisions and centers, not 

competition for resources
• need a culture of collaboration that values 

contributions of all staff to the public health 
mission

• Impact of budget cuts on intellectual capital
• lack of resources and staff
• Lack of public recognition of the value of public 

health
• we do not control the purse
• statutory authority and culture need updating

• coalesce around clear future goals
• Align statutory authority with goals and 

objectives/update older statutes
• work together to achieve goals

• Dependence on:
• General Assembly
• governor
• Office of Health and Human Services

• Lack of flexibility of operating within state 
government

• need to dominate communication in healthcare

• Improve relationships with providers/licensees
• need to prioritize functions/ops. programs at health 
• What happens to hospitals and what about the 

delivery system?
• Staffing
• Training
• Technology
• funding
• crisis mode leads to a lack of strategic focus
• reactive vs. proactive
• Reduced morale and efficiency
• physical space
• layers in government
• Inefficiency
• need to empower staff more
• a lack of infrastructure and understanding of the 

interface between public health and primary care
• Communication and coordination with:

• local governments
• diverse populations

• unfunded mandates
• overextended staff
• Lack of visibility for public health
• The public
• Rhode Island General Assembly
• need an improved communication strategy
• Some areas of low morale and tiredness
• need for coordination within and across Divisions; 

there is a problem with patchwork funding streams
• Personnel system; the movement of Human Resources 

to Cranston came with issues
• purchasing through the department
• Internal systems are good; outside systems are not
• need a better idea/articulation of how public health 

intersects with healthcare reform
• what is the intersect?
• How do we articulate this?
• internally
• externally
• Would we have resources?
• Tragedy of the commons; we rely on the same assets 

until they are exhausted
•  Do we have a clear identity within OHHS; does this 

configuration restrict public health advocacy?
•  some areas have high turnover
•  Do we need improved internal communication?
•  Inconsistency across organizational units with regard 

to policies (human resources, etc.)
•  need professional grant writers, developers
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StratEGic maP
aND PriOritiES

The sTraTegic prioriTy for 
healTh is To posiTion The 
deparTmenT To lead in 
improving healTh ouTcomes 
while conTaining healTh cosTs
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As a result of the retreat from March 2012, the group’s comments and discussion were summarized into a synthesized, one-

page strategic map with a central overall theme and five key strategies, as shown in Figure 3 below. 

Figure 3. Strategic Map prepared at two-day retreat in March 2012
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The strategic priorities for HEALTH are to: 

• redirect the rhode island healthcare delivery system so that it focuses on improving the measured health of all rhode 
Islanders while containing health costs.

• Redirect the Rhode Island Department of Health so that we focus on improving the measured health of all Rhode 
Islanders while containing health costs.

And will be measured by: 

• Reduction in years of potential life lost and days of lost work, school, and leisure in Rhode Island

• improvement of social capital in rhode island

• reduced opioid overdose deaths

as a result of the retreat, the Tsi consulting partners facilitator prepared a 31-page complete report (see appendix 4) that 

was shared with leadership and management. 

During the weeks after the retreat and using the strategic map, a document outlining the short term and longer term 

strategic focus and priorities was also prepared, and is entirely reproduced on the next two pages. 
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ratiONaLE fOr StratEGic fOcuS

By Dr. michael fine 

Social factors are the dominant predictor of the health of Rhode Islanders.  Evidence shows that the more we 

invest in education, housing, the environment and public safety, the healthier Rhode Islanders will become.  

But spending on medical services consumes the bulk of public spending – consuming fully one third of all state 

revenue dollars – and private spending on health services eclipses all Rhode Island, and is likely one and a half 

times the entire state budget.  HEALTH is well positioned to build collaborations of all health care providers, 

following the instructions of the Governor and General Assembly, to help remodel the delivery system while 

practicing the best public health, so that system is focused on improving public health outcomes and lowering 

cost, so that the health of Rhode Islanders improves, our health care costs become affordable, and the economy 

of Rhode Island improves, and thus position the state to invest in education and housing and public safety, and 

thereby improve our health and well-being further. 

HEALTH can also lead by improving the consumer experience in interactions with the Department.  A 

reorganization of departmental resources and space can and will improve the business model of the Department 

while allowing us to focus on our core mission. 

Strategic foci for the next five years 

Focus on improving the measured health of all Rhode Islanders while containing health costs

• Reduce years of potential life lost and days of lost work, school, and leisure in RI

• improvement of social capital in rhode island

• improvement of economic status and resiliency in rhode island

• Assure equality and the ability to function at work, home, and school, and participate in the civic life of 

rhode island

Priorities: 

• redirect the rhode island healthcare delivery system so that it focuses on improving the measured health 

of all Rhode Islanders while containing health cost.

• Redirect HEALTH to focus on improving the measured health of all Rhode Islanders while containing 

health cost.

Strategic focus for the next one to three years 

• Position the Department to lead in improving health outcomes while containing health costs

Priorities:

• Shape the health service delivery system so that Rhode Island achieves the best health outcomes most affordably
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In the months after the retreat, key members of the Department’s leadership developed specific goals and objectives for each 

of the key priorities from the strategic map. The details of those goals are included in the next section.

• Build population-based primary care and preventive services so that Rhode Island achieves the best health 

outcomes most affordably

• Promote the value and contributions of public health 

• optimize department resources in the strategic direction

• Secure and align financial resources with strategic requirements

HEaLtH’s Policy Opportunities 2012-2013

• primary care Trust

• smoking on state campuses and grounds

• opioid overdose deaths

• prescription monitoring program (pmp) legislation

• non-pharmacologic multidisciplinary chronic pain center

• hospital insolvency act

• Certificates of need (COn) and Health Care Act (HCA) Reform

• Quality Assurance and Improvement for Public Health Indicators in primary care practices

• designation and registration of primary care practices

• licensure of medical assistants and care managers

• Purchasing mechanism to pay practices for QA/QI

• HEALTH practice performance data bank

• medicaid participation in service-line programs

• Programs to include:  

• opt-out testing for hiv and hepatitis c

• Teenage pregnancy and premature death reduction

• Obesity prevention

• immunization rates

• Public Health Grand Rounds

• license fee reduction for participants

• Public Rhode Island Primary Care Medical Program/School

• hiv and hepatitis c testing at department of corrections

• Obesity Prevention

• SnAP waiver to restrict food purchases

• Sugar-sweetened Beverage Tax

• Calorie labeling



2626

Strategic map
and prioritieS

26

StratEGic GOaLS
aND OBJEctivES

GOAL A: SHAPE THE HEALTH 
service delivery sysTem so 
ThaT rhode island achieves The 
besT healTh ouTcomes mosT 
affordably

GOAL B: BuILD POPuLATIOn-BASED 
primary care and prevenTive 
services so ThaT rhode island 
achieves The besT healTh 
ouTcomes mosT affordably

GOAL C: PROMOTE THE vALuE AnD 
conTribuTions of public healTh

GOAL D: OPTIMIzE DEPARTMEnT 
resources in The sTraTegic 
direcTion

GOAL E: SECuRE AnD ALIGn 
financial resources wiTh 
STRATEGIC REQuIREMEnTS
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STRATEGIC GOALS
AND OBJECTIVES

Goal a: Shape the health service delivery system so that rhode island achieves the best health outcomes most affordably

Objective activity current Status measure target contact

1. enhance policy-
making influence and 
authority

develop regulations revisiting 
public hearing before hospital 
relicensing

Regulation being 
drafted

regulation adopted June 2014 leonard green

fund healTh connections for all 
licensed professionals

complete monthly dissemination March 2014 james palmer 

Be present at all policy tables critical 
to delivery system development

assessment ongoing assessment done, 
priorities established

June 2016 david heckman

2. ensure access to and 
meaningful use of data

change hie process from opt-in to 
opt-out

needs support from 
Governor’s Office

legislation passed november 2013 david heckman

Convene a workgroup to define 
workforce needs and gap

discussing license 
sustainability

workgroup meetings Feb 2015 james mcdonald, 
md

explore funding to reinstate funds 
for hospital financial data

not active legislation adopted, 
funds budgeted

July 2014 david heckman 
mira debarros 
leonard green

3. build strategic 
partnerships

conduct a community health 
assessment

in process finalized goals and 
objectives for the 
healthcare system 

December 2015 magaly angeloni

4. conduct coordinated 
health planning

Quarterly and Annual reports to the 
legislature

The healthcare 
planning and 
Accountability 
Advisory Council will 
meet in early 2014 to 
identify a work plan 
for the rest of this year

complete a july 31 report 
to the legislature

July 31, 2014 michael dexter

5. seed integrated 
healthcare systems

Collaborate with the Office of 
the health insurance commission 
(OHIC) to draft Accountable Care 
organizations (aco) regulations

Being explored by 
OHIC and Office of
lt. governor

regulations adopted drafted june 
2014; Adopted 
December 2014

david heckman
leonard green

Collaborate with OHIC for statute 
changes of the aco

not active, awaiting 
ohic

statute drafted, 
introduced, and passed

Draft December 
2014; 
introduced 
February 2014; 
passed july 
2014

david heckman

Redraft network adequacy 
regulations

discussions started regulations promulgated December 2014 valentina 
adamova

6. consolidate state 
healthcare purchasing

Partner with the Department of 
administration (doa) to advocate 
with policy partners to align with 
HIX

no action have all state employees 
buy through HIX

December 2016 michael fine, md

have all municipal 
employees buy through 
HIX

December 2017 michael fine, md

7. Consolidate and 
pioneer changes in 
benefit designations

not in our current jurisdiction, but 
discussions with the Department of 
administration are ongoing

ongoing discussions Change in wellness 
incentives

December 2014 sarah harrigan
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STRATEGIC GOALS
AND OBJECTIVES

Goal B: Build population-based primary care and preventive services so that rhode island achieves the best health outcomes 

most affordably

Objective activity current Status measure target Date contact

1. assure 
continuity and 
coordination 
between 
systems of care

develop regulations 
committee 

not yet formed regulations drafted and 
promulgated

June 2014 michael 
fine, md

Interface with 
America’s Health 
rankings

America’s Health 
rankings and program 
staff currently meeting

10% reduction in 
Ambulatory Sensitive 
conditions (asc) of 
emergency department 
(ed) utilization

June 2016 Edward
D’Arezzo

expand emergency 
medical services (ems) 
innovations state-wide

Currently, we are 
exploring proposed 
amendments to the 
rules and regulations 
relating to ems to 
benefit the concept 
of mobile integrated 
health / community 
paramedicine.  

10% reduction in 
“frequent flyer” ED 
presentation  

June 2017 jason 
rhodes

2. build 
capacity for a 
comprehensive 
approach to 
community-
based services

identify targets of 
opportunity for 
medical care system 
impact on behaviors, 
social determinants, 
and built environment

implementation of 
Quality Improvement 
activities for key public 
health indicators such as 
immunization rates have 
already started and are 
ongoing

priority criteria 
determined; List 
prioritized

December 
2014

ana 
novais

Develop neighborhood 
health station “build 
out” pilots with 
patient-centered 
medical home 
practices

grant application 
submitted

Buy-in secured; Practice 
plans developed  

June 2016 michael 
fine, md

operational 
neighborhood health 
stations

To initiate when funding 
is identified

50% of priority criteria  
implemented in one or 
more practices

December 
2017

ana 
novais

3. develop a 
compelling 
case to secure 
stakeholder 
buy-in

create a list of 
stakeholders and 
conduct initial 
outreach

“Grass Tops” list in 
development; facilitator 
funding secured

70 stakeholders 
contacted

June 2014 michael 
fine, md

Research/prepare 
presentation materials

introductory materials 
developed

20 meetings June 2015 ana 
novais

conduct surrogate 
training and a peer-
to-peer outreach 
campaign

materials in 
development

Tertiary organizing 
achieved

June 2016 david 
heckman
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STRATEGIC GOALS
AND OBJECTIVES

Goal c: Promote the value and contributions of public health 

Objective activity current Status measure target Date contact

1. identify 
and improve 
understanding 
of target audi-
ences

increase partnerships 
with key stakeholders to 
conduct the state’s health 
assessment

workgroup meeting 
regularly

number of new 
external partners par-
ticipating in commu-
nity health assessment 
efforts

Obtain five new exter-
nal partners per year

magaly 
angeloni

Achieve wider utiliza-
tion of community input 
gathered throughout the 
Department into tangible 
priorities included in the 
community health im-
provement plan

workgroup meeting 
regularly

annual update of 
community health 
improvement plan

produce a yearly up-
dated report

magaly 
angeloni

2. develop a 
strategic ap-
proach to mes-
sage content

develop standard messag-
ing around the Director’s 
key priorities

In progress: have devel-
oped State of the State’s 
health, talking points 
on substance abuse, flu 
vaccinations

annual update of key 
messages and oppor-
tunities for dissemina-
tion

produce yearly updated 
messaging

center 
for Public 
health 
commu-
nications,  
michael 
fine, md

Increase number of 
campaigns and materials 
using local, target 
audience research to 
inform messaging

in progress number of programs 
allocating budgets 
for target audience 
research in message 
development and/or 
testing

20% of projects com-
ing through CPHC will 
involve some level of  
local audience research

center 
for Public 
health 
communi-
cations

Increase the number 
of professional groups 
receiving healTh 
connections on a routine 
basis

In progress: seven ver-
sions of healTh connec-
tions already established, 
four more slated to 
begin in 2014

need measure for 
healTh connections

need target date for 
hc

center 
for Public  
health 
communi-
cations

3. identify and 
build a constit-
uency around 
key issues

Maintain agency’s capac-
ity in the use of Quality 
improvement methods

Staff to be part of the 
Quality Improvement 
team is identified and 
trained each year

number of staff 
trained in QI and who 
complete QI projects 
on an ongoing basis

- Train 20% of staff in 
QI tools
- Complete 20 QI proj-
ects each year

magaly 
angeloni

promote the goals of 
public health among staff

implementation of the 
workforce development 
Plan began in early 2014

number of staff who 
complete public 
health-related courses 
in Train each year 

number of training in 
public health topics 
taken by staff; Offer 
PH101 once a year

magaly 
angeloni

4. engage 
business and 
other commu-
nity partners 
to amplify our 
voice

develop annual state 
of the State’s Health 
presentation to be 
presented at various 
venues

In progress: presented at 
State House, Feb 2014

number of 
community/
business partners 
receiving presentation

give the presentation 
at least five times per 
year to key partners

center 
for Public 
health 
communi-
cations

Work more closely with 
community partners and 
business community in 
developing targeted 
messages

In progress: tracking 
information through 
materials development 
and production forms

number of programs 
engaging business or 
community partners in 
message development 
and/or testing

90% of projects coming 
through CPHC will 
involve community/
business partners in 
their development

center 
for Public 
health 
communi-
cations
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STRATEGIC GOALS
AND OBJECTIVES

Goal D: Optimize Department resources in the strategic direction

Objective activity current Status measure target Date contact

1. identify pro-
gram priorities 
and essential 
functions

engage the operations group and 
executive committee in discussions to 
ensure understanding of priorities and 
essential functions

ongoing Discussions with the 
executive committee

June 2014 michael 
fine, md

utilize essential functions as a spring-
board to develop HEALTH’s Continuity 
of operations plan (coop)

on hold reconvening of coop 
managers work group

September  
2014

alysia 
mihalakos

Coordinate with the Community Health 
assessment activities to ensure an 
informed and coordinated approach to 
priorities

ongoing activity incorporation of the 
community health as-
sessment findings into 
priority identification

December 
2014

magaly 
angeloni

Coordinate with the America’s Health 
ranking Team to ensure consistency of 
efforts

America’s Health 
ranking team meets 
regularly

incorporation of amer-
ica’s Health Ranking 
priorities into efforts of 
the department

December 
2014, An-
nual progress 
report

michael 
fine, md

2. consolidate 
to align with 
priorities and 
enhance ef-
ficiencies

assess and, if necessary, realign the 
organizational structure of the depart-
ment to align with Departmental 
priorities

scheduled to start in 
early 2014

realignment, creation, 
or elimination of de-
partmental activities

October 2014 sarah 
harrigan

with realignment planning complete, 
develop, vet, and exercise the depart-
ment’s COOP Plan

on hold vetted and signed plan; 
completed tabletop 
exercise

Plan: Dec. 
2015; Exer-
cise: June 
2016

alysia 
mihalakos

Determine the effectiveness and viabil-
ity of the existing “center” concept

Met with CHDA and 
cphc leads and they 
presented a position 
paper to director

Meeting with Center 
leads

Dec. 2014 leonard 
green

3. build staff 
depth via 
cross-training 
and succession 
planning

Recruit for a Department-wide training 
position

position not funded recruitment of an 
individual with organi-
zational training and 
workforce development 
expertise

January 2014 leonard 
green

4. engage staff 
throughout the 
department in 
the strategic 
direction

Ensure that the members of the Opera-
tions group and executive committee 
utilize their internal division and center 
modes of communication to inform 
their respective staff of the strategic 
direction of the department

in progress discussions in all the or-
ganizational structures 
of healTh

June 2014 executive 
commit-
tee

utilize the intranet to post information 
that is relevant to the strategic direction 
of the department

In process: have 
posted information 
about accreditation 
and a draft of the 
health assessment

posting of information 
regarding strategic di-
rection on the intranet

ongoing center 
for Public 
health 
communi-
cations

hold all-employee meetings to inform 
the department staff of department 
strategic direction

Quarterly or as 
needed

Meetings where strate-
gic direction is discussed

ongoing michael 
fine, md
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STRATEGIC GOALS
AND OBJECTIVES

Objective activity current Status measure target Date contact

5. realign de-
partment struc-
ture to support 
the strategic 
direction

assess funding streams (grants, con-
tracts, general fund appropriation) for 
consistency with strategic direction of 
the department

hiring for cfo is in 
process

The extent to which the 
current funding (general 
funds and federal funds) 
are supportive of, and 
consistent with, the 
strategic direction

June 2014 cfo

assess the indirect fund account to de-
termine if it is utilized most effectively 
to accomplish the strategic direction

ongoing activity. first 
major assessment was 
completed. Review 
and adjustments are 
ongoing.

assessment done and 
appropriate adjustments 
made

June 2014 cfo

6. Improve/
expand support 
functions (hr, 
purchasing, iT, 
legal)

Continue meetings with the Director of 
health, deputy director of health, di-
rector of administration and executive 
director of administration to ensure the 
department receives the necessary level 
of support in these support functions

ongoing activity monitor the responsive-
ness of the functions 
that reside in other 
departments

ongoing michael 
fine, md

Assess the structure within our Division 
of management services and other 
divisions to determine the most efficient 
method to accomplish purchasing func-
tions

in progress incorporation of these 
topics as agenda items 
on the monthly meet-
ing; Resolution of 
specific issues 

Feb. 2015 sarah 
harrigan

Continue to work closely with Human 
resources, legal, and information 
Technology groups to improve needed 
services

ongoing meetings as 
needed

meetings are held and 
resolution to various 
issues is achieved

ongoing sarah 
harrigan

7. Maximize 
strategic use of 
technology

continue the informatics work group to 
maximize, when possible, the interoper-
ability of technology and to maximize 
the efficiency and strategic use of exist-
ing technology (e.g., licensing, kidsnet, 
vR 2000)

meetings are held 
biweekly and sub-
missions for review 
are received and 
dispositioned

number of issues re-
viewed quarterly

ongoing leonard 
green

recruit for an informatician Completed: Position 
filled

hiring completed Feb. 2014 samara 
viner-
Brown
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STRATEGIC GOALS
AND OBJECTIVES

Goal E: Secure and align financial resources with strategic requirements

Objective activity current Status measure target Date contact

1. change 
the funding 
mix/increase 
private
funding

Hire a Funds Development Coordinator/
grant writer as a dedicated resource to 
identify new funds

position has 
been posted and 
resumes received

recruitment of a 
qualified individu-
al for this position

April 2014 michael
fine, md,
leonard 
green, cfo

Reinvigorate our relationship with the 
Rhode Island Public Health Institute 
(RIPHI) as a non-profit private partner 
to administer grants

Collaborat-
ing with new 
director of riphi 
on new grant 
funding

number of new 
activities conduct-
ed in partnership 
with RIPHI since 
2014 

December 2014 and 
yearly thereafter

leonard 
green

develop strategies to increase the 
number of restricted-receipt accounts 
for healTh

work in progress Establishment of 
at least one new 
restricted receipt 
account 

June 2015 david 
heckman, 
michael
fine, md

2. develop 
strategic 
partnerships 
to expand 
resources

Increase/cultivate partnerships with 
community agencies, foundations, and 
other organizations

To begin after 
the develop-
ment coordina-
tor is hired

number of appli-
cations submitted 
to new funding 
partners, founda-
tions, etc. 

june of every year funds
development 
coordinator, 
cfo

Build upon current activities with board 
members of hospitals to jointly design 
and implement activities to expand 
resources

ongoing joint development 
of new activities 

june of every year leonard
green

Leverage current partnerships with key 
stakeholders (e.g., leadership rhode 
island, medicaid)

ongoing development of 
new activities with 
key partners

December of every 
year

leonard 
green or 
designee

3. optimize 
the fee-for-
service busi-
ness model

conduct an environmental scan of 
neighboring states to compare charges 
for similar services in a geographically-
appropriate fashion

To begin after 
the develop-
ment coordina-
tor is hired

completion of the 
environmental 
scan

June 2014 funds
development 
coordinator, 
cfo

Review the statute and regulatory 
language that governs what HEALTH 
can charge for preparation of data or 
reports

delayed due to 
change in chief 
legal counsel

report of the 
analysis

June 2014 david
heckman,
chief legal 
counsel, cfo

Review current fees and assess other 
services for which no charge is currently 
assessed

Same as above report of recom-
mendations

June 2014 chief legal 
counsel,
cfo

4. align 
indirect cost 
recovery 
funds with 
department 
priorities

ensure the indirect cost fund is consis-
tent with HEALTH’s strategic priorities

Ongoing review report on the 
indirect cost fund 

June 2014 cfo or
designee

Inventory current applicability and use 
of the indirect cost fund and recom-
mend adjustments/revisions accordingly

Ongoing review report on the 
indirect cost fund 

June 2014 cfo or
designee

5. Influence 
statutory 
change to 
reduce 
unfunded 
mandates

prepare and present documentation of 
HEALTH’s serious lack of resources that 
prevents us from conducting regular 
program work

scheduled to 
start in april 
2014

completion of an 
initial report and 
preparation of 
an annual report 
thereafter

reports prepared in  
June 2014,  2015, and 
2016

leonard 
green or 
designee

itemize unfunded mandates and ana-
lyze them to ensure they are aligned 
with HEALTH’s strategic goals and 
priorities. if not, decide if they should 
be transferred, modified, or halted 
permanently, etc.

Work begun in 
2012-2013 has 
not continued 
and will recom-
mence in 2014

completion of 
an inventory and 
preparation of 
recommendations

first inventory conduct-
ed in February 2012; 
recommendations de-
cember 2014; Progress 
report December each 
year starting 2015

david
heckman,
leonard 
green
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alThough significanT efforTs 
have been devoTed To a 
number of programmaTic 
efforTs in The monThs since 
The reTreaT, There are Two 
ThaT are noT only relevanT 
buT also of high significance 
TO THE DEPARTMEnT’S FuTuRE. 
These efforTs are The 
sTraTegies To make rhode 
island The healThiesT sTaTe in 
The counTry and The primary 
care TrusT. 
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PLAN’S IMPLEMENTATION

In July 2012, four months after the Strategic Plan Retreat, the group was invited again by the Director to review the 

overarching five-year goals and discuss next steps (see appendix # 5).  

During the summer of 2012 the Director held conversations with the Executive Office of Health and Human Services (EOHHS), 

the Governor’s Office, and key members of the state’s Legislature regarding the overall strategic priorities for the Department 

and gained their full support. Counting on the state’s leadership support, the Department began full implementation of the 

strategic priorities stated in this document. 

Although significant efforts have been devoted to a number of programmatic efforts in the months since the retreat, there 

are two that are not only relevant but also of high significance to the Department’s future. These efforts are the strategies to 

make rhode island the healthiest state in the country, and the primary care Trust.  

With regard to making Rhode Island the healthiest state in the country, the Director formed and is leading the America’s 

Health Rankings group, charged to develop a long-term effort to bring Rhode Island to a higher ranking. This group, AHR, 

was convened in early 2013, and has been meeting biweekly and is composed of about half of the Executive Committee 

members (see list of AHR members on appendix 6). Part of these conversations resulted in the one-page strategic priorities 

summary, included in appendix 7.    

finally, and perhaps the effort that has taken the priority among the initiatives from this strategic plan, is the primary care 

Trust (PCT). The PCT group was convened by the Director in late 2012 and has been meeting weekly as well as monthly. (See 

list of individuals involved in the PCT group on appendix 8). By the end of 2012, the PCT group developed a presentation with 

the goals and vision to reformulate the healthcare in the state, documenting the high financial and social costs of healthcare, 

and introducing a new way of healthcare: with a single payer for primary care that preserves the patients’ choice and uses all 

other healthcare market components intact (see appendix 9). 

As other components of the strategic plan develop, the Director leads and is closely involved in the activities described as 

part of the five strategic goals of this plan, in section vI. Beginning in early 2015, and annually thereafter, the Department 

will prepare an annual report on progress made by the agency in the work to position the Department to lead in improving 

health outcomes while containing health costs. These updates will be posted on the intranet for access by all staff.
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Appendices
appendix # 2: agenda Strategic meeting march 20-21, 2012

rhode island Department of Health
Strategic Planning meeting
agenda: march 20-21, 2012

tuesday, march 20, 2012

welcome and opening remarks

Overview of Strategic Effectiveness—Laurie Schulte

Assessment of the Department of Health’s current situation
• Critical issues facing the Rhode Island healthcare delivery system—next three to five years, including 

how medical costs and healthcare reform will impact public health and public health funding
• strengths of the department
• Weaknesses/areas of needed improvement

break 

Assessment of the Department’s current situation (continued)

lunch

future direction of the department
• mission
• central challenge
• strategic priorities

break

Strategic Mapping—setting objectives for each strategic priority

Adjourn

8:00am

8:15

8:30

10:00

10:15

12:00pm

1:00

3:30

3:45

5:00

8:00am

10:00

10:15

11:00

12:00pm

1:00

2:30

2:45

3:30

Wednesday, march 21, 2012

finalizing the strategic map

break  

Establishing priorities for the next 12 months

implementation planning
• Identifying tracks of work for the next 12 months
• beginning to organize for implementation

lunch

implementation planning (continued)

break

next steps and wrap up
• Communicating with key stakeholders
• moving to implementation
• Establishing a timetable for reviewing progress and making needed adjustments

Adjourn
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1. alysia mihalakos

2. ana novais

3. andrea bagnall-degos

4. bruce mcintyre

5. carol hall-walker

6. carrie bridges

7. christina stanley

8. christine goulette

9. colleen fontana

10. Dara Chadwick

11. david heckman

12. dona goldman

13. donna costantino

14. douglas axelsen

15. Edward D’Arezzo

16. Emily Lefebvre

17. ernest julian

18. Ewa King

19. Jacqueline Kelley

20. james mcdonald

21. jan shedd

22. jason rhodes

23. jay garrett

24. john fulton

25. June Swallow

26. leonard green

27. magaly angeloni

28. michael dexter

29. michael fine

30. nicole alexander

31. patricia raymond

32. peter simon

33. raymond rusin

34. Robert vanderslice

35. Samara viner-Brown

36. utpala bandy

appendix # 3: attendees to Strategic Planning retreat on march 2012 
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appendix # 4: meeting Summary, march 20-21, 2012
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appendix # 6: HEaLtH’s america’s Health ranking (aHr) Workgroup members

michael fine, md, chair

Ed D’Arezzo

christine goulette

lenny green

sarah harrigan

david heckman

james mcdonald, md

jane morgan

ana novais

jim palmer

Samara viner-Brown



7373

Strategic map
and prioritieS

73

PLAN’S IMPLEMENTATION

73

Appendices

appendix # 7 : Strategic Priorities : making rhode island the Healthiest State in the Nation

Strategic Priorities 2013-2014

 Improved Delivery System

  4 Primary Care Trust / Neighborhood Health Stations
  4 Strengthened CurrentCare
  4 Hospital Consolidation
  	 Hospital Insolvency Act
  	 Hospital closure: authority and process

  Health In All Policies 

  4 Tobacco 
   Smoke-free state campuses and grounds
   Point-of-sale parity & controls  
  4 Obesity Prevention 
   SNAP waiver to restrict food purchases
   Sugar-sweetened beverage tax
   Fat and calorie labeling
  4 Prescription Drug Overdose Deaths
   Prescription Monitoring Program
   Multi-disciplinary Chronic Pain Center
  4 Guns:  Register, Inspect, Insure
    4 Annual Address: “The State of Rhode Island’s Health”

    Revolutionize HEALTH’s Business Model 

 I. Multi-payer Innovations Trust:  Private Payer Supported / Not General Revenue
  4 Opt-out testing for HIV and Hepatitis C  
  4 Teenage pregnancy and premature birth reduction
  4 Obesity prevention
  4 Multi-disciplinary chronic pain treatment center
  4 Lead poisoning prevention
  4 HIV and Hepatitis C testing in Corrections
 II. Restricted Receipt Accounts
  4 FTE Cap 
  4 Food inspection 
  4 Board of Health Professionals Licensure & Discipline
  4 CON and HCA applications/fees and restricted accounts
  4 Medical marijuana
  4 Prescription monitoring program 

 Build a Sustainable Workforce / Health Professionals and Others

  4 Public Rhode Island Primary Care Medical School 
  4   Licensure of Medical Assistants, Care Managers, Navigators and  

Health Coaches 
  

I

2

3

4

Making Rhode Island the Healthiest State in the Nation
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appendix # 8: HEaLtH’s Primary care trust (Pct) Workgroup members

michael fine, md, chair

lenny green

david heckman

james mcdonald, md

jane morgan

ana novais

Amy nunn (Rhode Island Public Health Institute)

Sophie O’Connell 

jim palmer

roy smoot
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Appendix # 9: “How the Healthcare Market is at War with Health” Presentation from Dr. Fine  
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