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Healthcare Quality Reporting Program  

STEERING COMMITTEE 

11/25/13, 3‐4:30pm 
Department of Health, Room 401 

Facilitation: Rosa Baier, MPH and Samara Viner‐Brown, MS 
Recorder: Ann Messier 

Voting Members 
 Ted Almon    Michael Fine, MD (Chair)  Nicholas Oliver, MPA, CAE  
 David Ashley, MD  Neal Galinko, MD, MS, FACP    Paula Parker, LCSW 
Rep. David Bennett   Diane Gallagher   Donna Policastro, NP, RCN 
 Virginia Burke, Esq.    Deidre Gifford, MD, MPH   Louis Pugliese 
 Tracey Cohen, MD  Linda McDonald, RN   Gina Rocha, RN, MPH 
 Bradley Collins, MD    Jim Nyberg    

Agenda 
3:00pm  Open Meeting  

Michael Fine, MD, Chair  

- Dr.  Fine opened the meeting by welcoming attendees and reviewing the meeting 
objectives. He also briefly introduced today’s guest presenter, Kim Paull, Director of 
Analytics at the Rhode Island Office of the Health Insurance Commissioner.  

- Rosa quickly reviewed the previous meeting’s action items, noting that all have either 
been completed or are pending: 

 Invite state senate representative (Dr. Fine/Sam) – Pending 

Sam provided a draft letter to Dr. Fine and the invitation is pending. 

 Provide July Advisory Letter to the committee with the minutes (Rosa/Emily) – 
Completed 

The July Advisory Letter was included with the September meeting minutes. 

 Share flu reports with the home health and nursing home trade associations 
(Rosa) – Pending  

Rosa and Emily are in the process of working with the Immunizations Program on 
this year’s data submission process, and will be outreaching next to the home 
health and nursing home trade associations. Rosa commented that some minor 
data classification errors (where LIPs are reported) have been identified, which we 
can now address proactively during the next reporting period. 

 Develop DUA for the HIT Survey (Rebekah/Rosa) – Pending 

Rebekah and Rosa drafted a Data Use Agreement; see below for discussion.  
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 Invite Kim Paull to speak about the APCD (Rosa) – Completed  

Kim was invited to present about the APCD at today’s meeting. 

3:10pm  All Payor Claims Database (APCD)  
Rosa Baier, MPH, Facilitator 
Kim Paull, Guest Presenter 

- Link between the program/committee and the APCD 

After committee members introduced themselves to Kim, Rosa provided some 
background information about the relationship between the Healthcare Quality 
Reporting Program and the APCD, noting that the legislation that established the APCD 
(see handout) is part of the same legislation that established the public reporting 
program. The Steering Committee is also noted twice in the APCD legislation.  

- APCD presentation 

Rosa then turned the floor over to Kim, who discussed the APCD’s objectives, history 
and current status (see attached slides). A vendor will obtain data from health insurers 
and managed care plans, assign 128‐character unique identifiers to each patient, and 
provide the APCD with de‐identified data. The uninsured are not included in the APCD. 

According to Kim, the APCD will: 

 Be implemented in the next year; 

 Allow patients to opt‐out by contacting their insurance company; 

 Help to monitor trends and to allow for meaningful data comparison; 

 Serve many roles across stakeholder groups; 

 Include two data sets, for public release and for internal or restricted release; 

 Include ZIP code level data only, not Census‐level data; 

 Produce data and reports that are robust and complete, accessible and well‐used, 
trusted, secure and relevant; 

- Group discussion 

The group discussed some of the questions included with the agenda: 

 What are the APCD’s goals? 
 How is it being developed and launched? 
 What data will be included? 
 When and how will the data be available? 
 How can the Steering Committee assist with the APCD? 
 What data will be available to the program for reporting? 

Discussion themes included the following: 

 What data are included 

As noted above, the data will be limited to patients in‐state who are insured. The 
group agreed that the fact that uninsured patients are not included is a limitation. 

Jim then asked how the program would handle dual‐eligible patients who are in 
managed care programs. Kim explained that providers fill out an encounter for 
these individuals, which provides the same information as a regular visit, so these 
patients will be included. 

Ted asked if any of the health plans consider their data – particularly their cost and 
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pricing information – proprietary. Kim said that they do currently consider this 
proprietary, but that one of OHIC’s main objectives is to make this kind of 
information transparent and that this could benefit the market as a whole, and 
consumer decision making in particular. 

Ted asked whether there might be a risk or unintended consequence that payors 
would raise prices to match their competitors’.  Kim responded that the APCD has 
not yet decided what information will be publically available; but that they believe 
that, provided there is an appropriate educational context, this type of transparency 
could lead to quality competition rather than cost competition.  

 Attribution 

The group discussed the difficulty of attributing a particular patient to a provider or 
series of providers, and also of attributing costs or outcomes to a single provider. 

Dr. Fine commented that this type of information will be especially important as the 
system moves from fee‐for‐service towards a value‐based payment, either whole 
risk or capitation.  

 Benchmarking capabilities 

Gina asked if there would be external benchmarking capabilities, either with other 
states or a national average. Kim responded that the APCD will contain only data 
from patients who are in‐state and are insured, but said that there are APCDs in 
about a dozen other states that could be used for comparison purposes. 

 Data requests 

The group discussed the alignment between the public reporting program’s 
objective (to publish comparative information about provider quality to inform 
consumer decision making) and the APCD’s goals of publishing information for 
consumers. There may be an opportunity for the Steering Committee to inform the 
APCD’s efforts, or for the public reporting program to obtain data from the APCD 
and use it for consumer reporting. 

Rosa asked if the public reporting program would be considered a state user, and if 
so, whether or not there would be a cost associated with requesting data. Kim 
responded that the program would be a state user, but that the sustainability model 
for the APCD is not yet finalized and she did not know if there would be a cost. 

 Utilization and cost measures 

Rosa suggested that the APCD shift from reporting readmissions to a bundled 
measure of post‐discharge utilization, including ED visits, observation stays, 
hospitalizations, urgent care visits, etc. She has done some work with Drs. Eric 
Coleman and Steve Jencks, arguing for the need to create a composite measure vs. 
continue to focus narrowly on readmission, which may have unintended 
consequences. She would be happy to speak more with Kim about this. 

Dr. Fine asked whether the APCD was looking into the research being done by the 
Pew Research Center into the total cost of care. Kim answered that she did not 
know of anyone currently looking at this research, but would suggest it.  

 Data lag time 

Jim asked about the anticipated data lag time. Kim note that it is about nine 
months, but said that the APCD is looking for ways to reduce this time lag.  Nine 
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months is comparable to other claims data available through Medicare, for 
example. It will not, however, enable any real‐time clinical decision making. 

3:40pm  HIT Survey 
Rosa Baier, MPH, Facilitator 
Emily Cooper, MPH, Facilitator 

- Need for a Data Use Agreement (DUA) 

Rosa reviewed the September meeting discussion about the need for a DUA. At that 
meeting, she asked the group to formally weigh in regarding data sharing policies. 
Previously, decisions about when to share datasets were guided by the following: 

 What does the survey say about confidentiality? 

 What does the survey disclose about potential use? 

 Will analyses be at the physician or aggregate level? 

 Will data be used to contact physicians? 

Adding a DUA requirement will provide clarity and transparency, while helping to 
protect the privacy of the survey respondents.  

- Review of draft DUA 

Based on the committee’s recommendation to codify the above parameters in a DUA 
for anyone receiving physician‐level data files, Rosa worked with Dr. Rebekah Gardner, 
Chair of the Physician Workgroup, to create a draft (see handout). The draft is based on 
previous (unwritten) policies and incorporates legal language from the Center for Health 
Data and Analysis’s existing Hospital Discharge Data and Pregnancy Risk Assessment 
Monitoring System DUAs. 

The group reviewed the draft, largely agreeing with the content but asking questions 
about its use. In the past, requests for data were reviewed by Rosa and Rebekah 
(Physician Workgroup members). Dr. Fine suggested that the committee be responsible 
for reviewing applications; Ted suggested that the Physician Workgroup make a 
recommendation to the committee. Rosa agreed.  

Rosa asked that the committee be allowed to review applications via email, if they are 
submitted between meetings. This will ensure that students using the data for a single 
semester (~3 months) don’t miss the opportunity to use the data because of the 
committee’s meeting schedule. Dr. Fine agreed this would be reasonable.  

- 2014 survey revisions and next steps 

Rebekah, Rosa, Emily and Ann have begun preparing for the 2014 survey process by 
outreaching to stakeholders for suggested edits to the survey instrument. The survey is 
administered annually in January, and this year’s administration and report will include 
all Licensed Independent Practitioners (LIPs) for the first time. 

Amy Zimmerman at EOHHS has also requested $50,000 in “90/10 matching funds.” If 
awarded, this means that the program would spend $5K on the survey and receive $50K 
from Medicaid, which would allow the program to do significantly more analysis and 
stakeholder work.  It would also make EOHHS/Medicaid a paying stakeholder.  Because 
Medicaid has an interest in further aligning the instrument with Meaningful Use 
requirements, that might mean significant revisions to the survey. As always, we would 
need to weigh changes against the value of tracking longitudinal trends. 

Paula asked if the committee could see a draft of the survey. Rosa answered that the 
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updated instrument would be provided to the committee. 

4:00pm  Hospital and Nursing Home Summary Reports  
Rosa Baier, MPH, Facilitator 
Emily Cooper, MPH, Facilitator 

- Summary report goals 

Rosa reminded the committee of the rationale for creating the summary reports: 

 The program currently publishes multiple reports, each reflecting a different clinical 
topic. The summary reports will pull together multiple measures in a single report 
that can both provide consumers with a snapshot of overall performance (a subset 
of available measures) and direct them to other reports and information.   

 Additionally, the hospital report addresses a need to increase hospital‐acquired 
infection (HAI) reporting (at the CDC’s request) without adding an additional data 
collection burden for hospitals. 

 In a separate project, Emily and Rosa learned that hospital case managers would like 
information to inform patient choice discussions. Having a handout that lists up‐to‐
date information may therefore be useful. 

Rosa then reviewed the hospital and nursing home summary report drafts. The 
committee previously requested that the program work with the Subcommittees to 
finalize these drafts; the handouts reflect input from the HAI, Hospital and Nursing 
Home Subcommittees.  

- Group discussion 

The group discussed the two draft reports: 

 Hospital Summary Report 

Rosa reviewed the contents of the draft, noting that both reports (hospital and 
nursing home) are intended to consolidate a select subset of information, but not to 
be comprehensive; they refer consumers elsewhere for more information. 

Gina asked whether the reports would contain the most current information, as 
available on hospital compare. Rosa answered that whenever one of the columns is 
updated we will update the report.  

Gina asked whether the reports would include state or national benchmarks, to 
show consumers how Rhode Island providers compare to others elsewhere. Rosa 
responded that we are trying to contain the information on one page, but asked the 
group for their thoughts. Bradley thought that consumers are likely to want to 
compare between local providers, not with external benchmarks, and thought it 
might be okay to omit national comparisons.  

The group discussed the goals for both reports, thinking aloud about the target 
audiences’ needs and limitation: Will the likely audience be low literacy or a more 
sophisticated audience that is likely to seek additional information? Etc. 

 Nursing Home Summary Report 

Rosa reviewed the contents of the draft, noting that the program will need to 
collect basic information from the nursing homes to populate this (e.g, skilled beds, 
secure dementia unit).  
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Since we are already collecting information, the Hospital Subcommittee 
recommended expanding data collection to include some of the other information 
that hospital case managers want and need, such as insurance accepted.  With no 
additional level of effort or cost, we can add these additional questions and share a 
raw data file with the case managers. By partnering with Healthcentric Advisors’ 
Safe Transitions project, which was already planning a similar survey, we can also 
provide a formatted booklet of information for ED and hospital case managers. 

4:15pm  Other Business/Announcements 
Rosa Baier, MPH, Facilitator 

- Program updates: 

 Preliminary research re: treatment equality measures 

The discussion about treatment equality measures was pushed to January to allow 
Kim to present at today’s meeting, but Emily has been researching measures and 
included the Institute of Medicine Report that Dr. Fine mentioned in September as 
an attachment with today’s agenda. It may be interesting reading ahead of our 
January discussion.   

 Web analytics (see handouts) 

Emily developed a new web analytics report format, which she will update for each 
meeting. These reports contain the previous 12 months. Emily reviewed the current 
web statistics for the program, while Rosa noted we now have a baseline to 
examine as we make changes to how we distribute or market reports, e.g., by 
sharing them with hospital case managers.  

 Nursing home satisfaction survey process 

Rosa noted the My Innerview resident and family satisfaction survey is now closed, 
and that individual reports are available to facilities at the facility level. Aggregate 
information will be shared with this committee in January.  

- Action items: 

 Invite state senate representative (Dr. Fine/Sam) 

 Work to improve healthcare worker flu vaccination data collection and 
communication (Rosa/Emily) 

 Work with HAI and NH subcommittees to publish summary reports (Rosa/Emily) 
 Provide draft of HIT survey to committee (Rosa/Emily) 

- Next meeting: 1/27/14  
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STEERING COMMITTEE DATA UPDATES 

11/25/13 

Data Updates 
(Reports, Oldest to Newest by Setting) 

Update 
Frequency  Last Updated 

 
Comments 

Home Health  

 Clinical quality measures from Medicare  Quarterly  Nov 2009  Now links to Home Health Compare 

 Patient satisfaction  2 years  June 2011 Discontinued at agencies’ request

 Employee influenza vaccination rates  Annually  Sept 2013   

Hospital  

 Clinical quality measures from Medicare  Quarterly  May 2011 Now links to Hospital Compare 

 Hand hygiene processes  Annually  March 2013   

 Surgical Care Infection Program (SCIP) Measures  Quarterly  May 2012 Now links to Hospital Compare 

 Central‐Line Associated Bloodstream Infections (CLABSI)   Quarterly  Sept 2012 Now links to Hospital Compare 

 Pressure ulcer incidence  Quarterly  Sept 2009 Now links to Hospital Compare 

 Employee influenza vaccination rates  Annually  Sept 2013   

 MRSA CLABSI incidence  Quarterly  Oct 2013  

 C. Difficile incidence Once  Nov 2012  Will be reported by Hospital Compare in Jan 
2014 (tentatively) 

Nursing Home  

 Clinical quality measures from Medicare  Quarterly  Feb 2011  Now links to Nursing Home Compare 

 Resident and family satisfaction  Annually  Feb 2013  2014 in progress 

 Employee influenza vaccination rates  Annually  Sept 2013   

Licensed Independent Practitioners (Physicians, APRNs, PAs)   

 HIT adoption  Annually  Mar 2013  2014 in progress 
 
 



TITLE 23
Health and Safety

CHAPTER 23-17.17
Health Care Quality Program

SECTION 23-17.17-9

§ 23-17.17-9  Health care quality and value database. – (a) The director shall establish and 
maintain a unified health care quality and value database to: 

   (1) Determine the capacity and distribution of existing resources; 

   (2) Identify health care needs and inform health care policy; 

   (3) Evaluate the effectiveness of intervention programs on improving patient outcomes; 

   (4) Compare costs between various treatment settings and approaches; 

   (5) Provide information to consumers and purchasers of health care; 

   (6) Improve the quality and affordability of patient health care and health care coverage; 

   (7) Strengthen primary care infrastructure; 

   (8) Strengthen chronic disease management; 

   (9) Encourage evidence-based practices in health care. 

   (b) The program authorized by this section shall include a consumer health care quality and value 
information system designed to make available to consumers transparent health care price 
information, quality information and such other information as the director determines is necessary to 
empower individuals, including uninsured individuals, to make economically sound and medically 
appropriate decisions. 

   (c) The health care quality steering committee shall serve as the working group to advise the 
director on the development and implementation of the consumer health care quality and value 
information system. 

   (d) The director, in collaboration with the health insurance commissioner, may require an insurer 
covering at least five percent (5%) of the lives covered in the insured market in this state to file with 
the director a consumer health care price and quality information plan in accordance with regulations 
adopted by the director pursuant to this section. 

Page 1 of 223-17.17-9
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   (e) The director shall adopt such regulations as are necessary to carry out the purposes of this 
section and this chapter. The regulations may permit the gradual implementation of the consumer 
health care quality and value information system over time, beginning with health care price and 
quality information that the director determines is most needed by consumers or that can be most 
practically provided to the consumer in an understandable manner. The regulations shall permit 
insurers to use security measures designed to allow subscribers access to price and other information 
without disclosing trade secrets to individuals and entities who are not subscribers. The regulations 
shall avoid unnecessary duplication of efforts relating to price and quality reporting by insurers, 
health care providers, health care facilities, and others, including activities undertaken by hospitals 
pursuant to their reporting obligations under this chapter and other chapters of the general laws. 

   (f) Requirements for reporting to the health care quality database enumerated in this section and 
subsequent sections of this chapter shall not apply to insurance coverage providing benefits for: 

   (1) Hospital confinement indemnity; 

   (2) Disability income; 

   (3) Accident only; 

   (4) Long-term care; 

   (5) Medicare supplement; 

   (6) Limited benefit health; 

   (7) Specified disease indemnity; 

   (8) Sickness or bodily injury or death by accident or both; or 

   (9) Other limited benefit policies. 

History of Section.
(P.L. 2008, ch. 114, § 1; P.L. 2008, ch. 207, § 1.) 
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TITLE 23
Health and Safety

CHAPTER 23-17.17
Health Care Quality Program

SECTION 23-17.17-10

§ 23-17.17-10  Reporting requirements for the health care database. – (a) Insurers, health care 
providers, health care facilities and governmental agencies shall file reports, data, schedules, statistics 
or other information determined by the director to be necessary to carry out the purposes of this 
chapter. The reports required by this chapter shall be accepted by the director in any certification 
commission for health care information technology ("CCHIT") certified form. Such information may 
include: 

   (1) health insurance claims and enrollment information used by health insurers; 

   (2) information relating to hospital finance; and 

   (3) any other information relating to health care costs, prices, quality, utilization, or resources 
required to be filed by the director. 

   (b) The comprehensive health care information system shall not collect any data that contains direct 
personal identifiers. For the purposes of this section "direct personal identifiers" includes information 
relating to an individual that contains primary or obvious identifiers, such as the individual's name, 
street address, e-mail address, telephone number and social security number. All data submitted to the 
director pursuant to this chapter shall be protected by the removal of all personal identifiers and the 
assignment by the insurer to each subscriber record of a unique identifier not linked to any personally 
identifiable information. 

History of Section.
(P.L. 2008, ch. 114, § 1; P.L. 2008, ch. 207, § 1.) 
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TITLE 23
Health and Safety

CHAPTER 23-17.17
Health Care Quality Program

SECTION 23-17.17-11

§ 23-17.17-11  Data collection and information sharing for the health care database. – (a) All 
insurers shall electronically provide to the director in accordance with standards and procedures 
adopted by the director in regulation: 

   (1) their health insurance claims data; 

   (2) cross-matched claims data on requested members, subscribers or policyholders; and 

   (3) member, subscriber or policyholder information necessary to determine third-party liability for 
benefits provided. 

   (b) For purposes of all data collection and public reporting of data under this chapter the collection, 
storage and release of health care data and statistical information that is subject to the federal 
requirements of the Health Insurance Portability and Accountability Act ("HIPAA") shall be governed 
by the rules adopted in 45 C.F.R. Parts 160 and 164 and other applicable law. 

   (c) All insurers that collect the health employer data and information set (HEDIS) shall annually 
submit the HEDIS information and such other relevant industry quality standard measures as the 
director requires to the director in a form and in a manner prescribed by the director. 

   (d) The director shall collaborate with the insurance commissioner within the department of 
business regulation and all health and human service agencies in the development of a comprehensive 
health care information system and shall make all data collected pursuant to this chapter available to 
the insurance commissioner and all relevant government agencies in furtherance of the goals of the 
database set forth herein. The collaboration is intended to address the formulation of a description of 
the data sets that will be included in the comprehensive health care information system, the criteria 
and procedures for the development of limited use data sets, the criteria and procedures to ensure the 
HIPAA compliant limited use data sets are accessible, and a proposed time frame for the creation of a 
comprehensive health care information system. 

   (e) To the extent allowed by HIPAA and other applicable law, the data shall be available as a 
resource for insurers, employers, providers, purchasers of health care, and state agencies to 
continuously review health care utilization, expenditures and performance in Rhode Island and to 
enhance the ability of Rhode Island consumers and employers to make informed and cost-effective 
health care choices. In presenting data for public access, comparative considerations shall be made 
regarding geography, demographics, general economic factors and institutional size. 

Page 1 of 223-17.17-11

11/21/2013http://webserver.rilin.state.ri.us/Statutes/TITLE23/23-17.17/23-17.17-11.HTM



   (f) The health care quality steering committee shall advise the director as to the most effective 
means to make the database accessible to the public for purposes of improving the quality of health 
care services in Rhode Island. 

   (g) The director shall adopt regulations to carry out the provisions of this chapter, including 
standards and procedures and criteria for the required filing of such claims data, eligibility data, 
provider files and other information as the director determines to be necessary to carry out the 
purposes of this section and this chapter. 

History of Section.
(P.L. 2008, ch. 114, § 1; P.L. 2008, ch. 207, § 1.) 
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Healthcare Quality Reporting Program 

HIT SURVEY DATA USE AGREEMENT 

10/24/13 

The Recipient acknowledges that access to the Rhode Island Health Information Technology (HIT) Survey dataset(s) is 
granted solely upon the condition that I agree to abide by the terms set forth in this Agreement. 

Part A – ABOUT THE HIT SURVEY 

The Rhode Island Department of Health’s Healthcare Quality Reporting Program administers the HIT Survey* annually to 
licensed independent practitioners (LIPs) in RI. 

The survey began with physicians and expanded to include advanced practice registered nurses (APRNs) and physician 
assistants (PAs). Survey data are collected using an online survey tool and merged with licensure data to create the 
datasets and public reports.  

Each year, the program publicly reports five measures of EMR adoption† calculated using survey results at the individual 
practitioner level. Survey non‐respondents are included in the datasets and reported as failing the five measures. The 
public report is limited to LIPs in active practice and includes name, RI license number, practice state (RI, MA or CT), 
specialty and HIT adoption measure scores. These data elements are publicly available without a data use agreement. 

Part B – ALLOWABLE AND PROHIBITED USES 

This Agreement is required for access to datasets containing any individual‐level survey results in addition to those 
published in the public reports, unless the requestor’s proposed use of the data is disclosed to survey respondents at the 
time of survey completion.  Under this Agreement, the only permitted use is aggregate analyses. 

 The dataset cannot be released (in whole or part) to any person other than those individuals or classes of individuals 
listed in this Agreement. The Recipient will ensure that all approved collaborators understand that they may not 
share the data set or any part of it. 

 The Recipient will not use nor permit the use of these data to conduct analyses other than those described in this 
Agreement. 

 Responses cannot be analyzed or otherwise examined at the individual respondent level.  

 Recipients cannot search for specific individuals. 

 Respondents may not be contacted using the contact information in the datasets.‡ 

 Respondents may not be contacted based on their responses to specific questions.‡ 

 Data cannot be published, presented or disseminated at the individual respondent level. 

 All oral or written presentations of the results of the analyses must be submitted to the Rhode Island Healthcare 
Quality Reporting Program prior to presentation or submission to a journal. 

 All oral or written presentations of the results of the analyses will include an acknowledgment of the Rhode Island 
Department of Health and the Healthcare Quality Reporting Program. 

 When the proposed analyses are completed, all copies of these data will be destroyed (confirmed in writing) or 
returned to the Rhode Island Healthcare Quality Reporting Program.  
 

                                                            
* Available: www.health.ri.gov/physicians/about/quality  
† Available: www.health.ri.gov/publications/qualityreports/physicians/HealthInformationTechnology/SurveyMeasures2012.pdf  
‡ Publicly‐available contact information is available for download at: http://www.health.ri.gov/lists/licensees/  
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Part C – AVAILABLE DATASETS 

The Recipient is requesting data for the following year(s):§ 

☐2009  ☐2011  ☐2013  ☐2015   

☐2010  ☐2012  ☐2014  ☐2016   

The Recipient is requesting the following dataset (select the dataset with the minimum information required):** 

☐ Public report, which includes name, RI license number, practice state (RI, MA or CT only), specialty and HIT 
adoption measure scores [Stop; a Data Use Agreement is not required] 

☐ Public use, which includes everything in the public report, plus all survey responses used to calculate the measures 

☐ Stakeholder, which includes every survey response EXCEPT:  Barriers, EMR considered, graduation date and 
percent Medicaid patients 

☐ Research, which includes all survey responses 
 

Part D – PROJECT INFORMATION 

This dataset(s) will be used solely for the following (describe use and list any plans to merge with other datasets): 

 

 

 

 

The purpose of this project/use is to (list objectives): 

 

 

 

 

The Recipient will limit access of the dataset(s) to the following individuals or classes of individuals (list names or roles): 

 

 

 

 

If the Recipient becomes interested in pursuing a different topic of interest, a separate request will be made with the 
Rhode Island Healthcare Quality Reporting Program and a separate Data Use Agreement must be submitted. 

If the Recipient would like to share the dataset with individuals or classes of individuals not listed above, a separate 
request will be made with the Rhode Island Healthcare Quality Reporting Program and a separate Data Use Agreement 
must be submitted. 

 

                                                            
§ Data for 2009‐2013 are limited to physicians. APRN and PA data are included beginning in 2014. 
** Survey instruments and data dictionaries are available upon request:HITSurvey@health.ri.gov 



Last updated: 10/24/13  3   Center for Health Data and Analysis 

Part E – STIPULATIONS AND CONDITIONS 

The Recipient agrees to the following conditions and stipulations: 

1. The information contained in this dataset(s) is necessary for the purposes described above; 
2. These data will not be used or further disclosed other than as permitted by this Agreement; 
3. Appropriate safeguards will be implemented to prevent use or disclosure other than permitted by this Agreement; 
4. Upon learning of any use or disclosure of information not provided for by this Agreement, such unauthorized use or 

disclosure will be reported to the Healthcare Quality Reporting Program; 
5. Should the Recipient fail to comply with the terms and conditions of this Agreement, access to the dataset(s) will be 

terminated immediately, and all data will be returned to the Healthcare Quality Reporting Program.   
6. Any individuals or subcontractors to whom this dataset(s) is provided (named above) must first agree to the same 

restrictions and conditions set forth in this Agreement; and 
7. Any new organizations that wish to access this dataset(s) must complete a separate Data Use Agreement. 

Part F ‐ SIGNATURES 

The parties signing below agree to the conditions in this Agreement.   

The Recipient also accepts responsibility for any misuse of the information provided and agrees to hold the Rhode Island 
Department of Health harmless for such misuse. Unauthorized use or disclosure of data may be punishable, upon 
conviction, by a fine and/or imprisonment or both, and/or civil penalties as prescribed by law.  

Recipient of the dataset(s): 

     
Signature of Recipient    Date 

 
Name of Recipient (Print)         

 
Organization         

 
Address         

         
City    State    ZIP Code 

(             )             ‐     
Phone    Email     

Authorized Representative of the Healthcare Quality Reporting Program: 

     
Signature of Authorized Representative    Date 

 
Name of Authorized Representative (Print)         

(             )             ‐     
Phone    Email     

 

 



Reports with more information about quality and satisfaction are available at www.health.ri.gov/nursinghomes/about/quality. 
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Healthcare Quality Reporting Program 

Nursing Home Summary Report 

The Rhode Island Department of Health publishes information about nursing homes. If you know that you or a family member will need nursing 
home care, this information can help you compare nursing homes and choose among them. You may also want to visit nursing homes and to ask 
friends and family members for their thoughts and experiences. 

This report summarizes information from the Department of Health (www.health.ri.gov/nursinghomes/about/quality) and Medicare 
(www.medicare.gov/nursinghomecompare). Reports with more information are available at those websites.  

This report is updated every time there is new information for one of the columns below. You can learn more about what is in this report, including 
definitions and time periods for each column of information, by reading the Methods Report. Please contact nursing homes directly with questions, 
to inquire about private insurance, to check on bed availability or to schedule a tour. 

Contact Information:    Capacity    Certification    Quality And Satisfaction: 

Facility, 

Alphabetical By County  City  Phone  Fax 
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Bristol County                               

Crestwood Nursing Home  Warren        76                 

Grace Barker Nursing Home  Warren        86                     

Saint Elizabeth Manor, East 
Bay 

Bristol        133                     

Silver Creek Manor  Bristol        128                     

Warren Skilled Nursing & 
Rehabilitation 

Warren        63                     

Kent County                               

Alpine Nursing Home   Coventry        60                     

Avalon Nursing Home  Warwick        31                     

Brentwood Nursing Home  Warwick        96                     



 

 Worse than expected,  about the same as expected,  better than expected 
Reports with more information are available at www.health.ri.gov/hospitals/about/quality.  
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Healthcare Quality Reporting Program 

Hospital Summary Report 

The Rhode Island Department of Health publishes information about hospitals. If you know that you or a family member will need hospital care, this information 
can help you compare hospitals and choose among them. You may also want to ask your doctor, friends and family members for their thoughts and experiences. 

This report summarizes information from the Department of Health (www.health.ri.gov/hospitals/about/quality) and Medicare 
(www.medicare.gov/hospitalcompare). Reports with more information are available at those websites.  

This report is updated every time there is new information for one of the columns below. Some of the information is for all patients in the hospital and some is for 
patients receiving intensive care. You can learn more about what is in this report, including the patients included, definitions and time periods for each column of 
information, by reading the Methods Report. Please contact hospitals directly with questions.  

Contact Information:    Quality:  Emergency Department (ED):  Infections: Satisfaction: 
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Bradley Hospital                                       
Butler Hospital                                       
Eleanor Slater Hospital                                       

Kent Hospital                                       

Landmark Medical Center                                       

Memorial Hospital                                       

Newport Hospital                                       

Our Lady of Fatima Hospital                                       

Rhode Island Hospital                                       
Roger Williams Medical 
Center 

                                     

South County Hospital                                       

The Miriam Hospital                                        

The Westerly Hospital                                       

Women & Infants’ Hospital                                        
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Pageviews Unique Pageviews Avg. Time on Page % Exit Bounce Rate
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(8.05%)

52.38%
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1. 201211 694 376 00:01:38 36.17% 52.60%
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3. 201301 899 473 00:01:57 34.93% 45.59%

4. 201302 707 373 00:02:07 34.94% 54.23%
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11. 201309 520 312 00:02:00 40.58% 48.34%

12. 201310 541 319 00:02:16 43.81% 53.29%
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Rows 1 ­ 12 of 12

Report Tab

Pageviews Unique Pageviews Avg. Time on Page % Exit Bounce Rate
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March 2002 

I N S T I T U T E O F M E D I C I N E 
Shaping the Future for Health 

UNEQUAL TREATMENT: 
WHAT HEALTHCARE PROVIDERS NEED TO KNOW 
ABOUT RACIAL AND ETHNIC DISPARITIES IN HEALTH-
CARE 

News accounts of the state of healthcare delivery seem to be full of bad news, 
including concerns about rising healthcare costs, patient safety and medical 
errors, and the growing numbers of uninsured Americans. To add to these 

problems, many recent news reports indicate that racial and ethnic minorities receive 
lower quality healthcare than whites, even when they are insured to the same degree 
and when other healthcare access-related factors, such as the ability to pay for care, 
are the same. 

The Institute of Medicine (IOM) report, Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Healthcare, added to the media fray when the IOM con-
cluded that “(al)though myriad sources contribute to these disparities, some evidence 
suggests that bias, prejudice, and stereotyping on the part of healthcare providers may 
contribute to differences in care.” 

This finding was alarming to many healthcare professionals, the vast majority of 
whom work hard under very challenging conditions to ensure that patients receive the 
best possible healthcare to meet their needs. How could bias, prejudice, and stereo-
typing contribute to unequal treatment, particularly given that healthcare providers 
are sworn to beneficence and cannot, by law, discriminate against any patient on the 
basis of race, ethnicity, color, or national origin? This brief summary of the IOM Un-
equal Treatment report addresses this question, and summarizes other relevant find-
ings to help healthcare professionals meet the objective of providing high-quality 
care for all patients. 

DO RACIAL AND ETHNIC MINORITIES RECEIVE A LOWER QUALITY 
OF HEALTHCARE? 

In 1999, Congress requested that the IOM assess the extent of racial and ethnic 
disparities in healthcare, assuming that access-related factors – such as insurance 
status and the ability to pay for care are the same; identify potential sources of these 

…the IOM concluded 
that “(al)though myriad 
sources contribute to 
these disparities, some 
evidence suggests that 
bias, prejudice, and 
stereotyping on the 
part of healthcare 
providers may 
contribute to differ-
ences in care.” 



The study committee 
was struck by the con-
sistency of research 
findings: even among 
the better-controlled 
studies, the vast 
majority indicated that 
minorities are less 
likely than whites to 
receive needed ser-
vices, including clini-
cally necessary proce-
dures. 

Further, the studies 
that the IOM reviewed 
suggest that racial dif-
ferences in patients’ 
attitudes, such as their 
preferences for treat-
ment, do not vary 
greatly and cannot 
fully explain racial and 
ethnic disparities in 
healthcare. 

disparities, including the possibility that overt or subtle biases or prejudice on the part of 
healthcare providers might affect the quality of care for minorities; and suggest interven-
tion strategies. 

To fulfill this request, an IOM study committee reviewed well over 100 studies that 
assessed the quality of healthcare for various racial and ethnic minority groups, while 
holding constant variations in insurance status, patient income, and other access-related 
factors. Many of these studies also controlled for other potential confounding factors, 
such as racial differences in the severity or stage of disease progression, the presence of 
co-morbid illnesses, where care is received (e.g., public or private hospitals and health 
systems) and other patient demographic variables, such as age and gender. Some studies 
that employed more rigorous research designs followed patients prospectively, using 
clinical data abstracted from patients’ charts, rather than administrative data used for in-
surance claims. The study committee was struck by the consistency of research findings: 
even among the better-controlled studies, the vast majority indicated that minorities are 
less likely than whites to receive needed services, including clinically necessary proce-
dures. These disparities exist in a number of disease areas, including cancer, cardiovascu-
lar disease, HIV/AIDS, diabetes, and mental illness, and are found across a range of pro-
cedures, including routine treatments for common health problems. 

WHAT ARE THE SOURCES OF HEALTH CARE DISPARITIES? 

Many factors may contribute to the health care disparities observed in these studies. 
Some researchers suggest that there may be subtle differences in the way that members of 
different racial and ethnic groups respond to treatment, particularly with regard to some 
pharmaceutical interventions, suggesting that variations in some forms of treatment may 
be justified on the basis of patient race or ethnicity. In addition, patients vary in help-
seeking behavior, and some racial and ethnic minorities may be more likely than whites 
to avoid or delay seeking care. However, the majority of studies find disparities in clini-
cal services that are equally effective for all racial and ethnic groups. Further, the studies 
that the IOM reviewed suggest that racial differences in patients’ attitudes, such as their 
preferences for treatment, do not vary greatly and cannot fully explain racial and ethnic 
disparities in healthcare. A small number of studies, for example, find that African 
Americans are slightly more likely to reject medical recommendations for some treat-
ments, but these differences in refusal rates are generally small (African Americans are 
only 3-6% more likely to reject recommended treatments, according to these studies). It 
remains unclear why African-American patients are more likely to reject treatment rec-
ommendations. Are they refusing treatment because of a general mistrust of health care 
providers? Or do some decline treatment because of negative experiences in the clinical 
encounter or a perception that their doctor is not invested in their care? More research is 
needed to fully understand treatment refusal because the reasons for refusal may lead to 
different strategies to help patients make informed treatment decisions. 

If minority patients’ attitudes toward healthcare and preferences for treatment are not 
likely to be a major source of health care disparities, what other factors may contribute to 
these disparities? As shown in the figure below, the IOM study committee considered 
two other sets of factors that may be associated with disparities in healthcare, assuming 
that all populations have equal access to care. The first set of factors are those related to 
the operation of healthcare systems and the legal and regulatory climate in which they 
operate. These include factors such as cultural or linguistic barriers (e.g., the lack of in-
terpretation services for patients with limited English proficiency), fragmentation of 
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healthcare systems (as noted earlier, these include the possibility that minorities are dis-
proportionately enrolled in lower-cost health plans that place greater per-patient limits on 
healthcare expenditures and available services), the types of incentives in place to contain 
costs (e.g., incentives to physicians to limit services), and where minorities tend to re-
ceive care (e.g., minorities are less likely to access care in a private physician’s office, 
even when insured at the same level as whites). 

Differences, Disparities, and Discrimination: Populations with Equal Access to Healthcare. 
SOURCE: Gomes and McGuire, 2001 

The second set of factors emerges from the clinical encounter. Three mechanisms 
might be operative in healthcare disparities from the provider’s side of the exchange: bias 
(or prejudice) against minorities; greater clinical uncertainty when interacting with 
minority patients; and beliefs (or stereotypes) held by the provider about the behavior or 
health of minorities. Patients might also react to providers’ behavior associated with these 
practices in a way that also contributes to disparities. Research on how patient race or 
ethnicity may influence physician decision-making and the quality of care for minorities 
is still developing, and as yet there is no direct evidence to illustrate how prejudice, 
stereotypes, or bias may influence care. In the absence of such research, the study com-
mittee drew upon a mix of theory and relevant research to understand how these proc-
esses might operate in the clinical encounter. 

Clinical Uncertainty 
Any degree of uncertainty a physician may have relative to the condition of a patient 

can contribute to disparities in treatment. Doctors must depend on inferences about sever-
ity based on what they can see about the illness and on what else they observe about the 
patient (e.g., race). The doctor can therefore be viewed as operating with prior beliefs 
about the likelihood of patients’ conditions, “priors” that will be different according to 
age, gender, socioeconomic status, and race or ethnicity. When these priors are consid-
ered alongside information gathered in a clinical encounter, both influence medical deci-
sions. 

Doctors must balance new information gained from the patient (sometimes with vary-
ing levels of accuracy) and their prior expectations about the patient to make a diagnosis 
and determine a course of treatment. If the physician has difficulty accurately understand-
ing the symptoms or is less sure of the “signal” – the set of clues and indications that 
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physicians rely upon to make diagnostic decisions – then he or she is likely to place 
greater weight on “priors.” The consequence is that treatment decisions and patients’ 
needs are potentially less well matched. 

The Implicit Nature of Stereotypes 
A large body of research in psychology has explored how stereotypes evolve, persist, 

shape expectations, and affect interpersonal interactions. Stereotyping can be defined as 
the process by which people use social categories (e.g., race, sex) in acquiring, process-
ing, and recalling information about others. The beliefs (stereotypes) and general orienta-
tions (attitudes) that people bring to their interactions help organize and simplify complex 
or uncertain situations and give perceivers greater confidence in their ability to under-
stand a situation and respond in efficient and effective ways. 

Although functional, social stereotypes and attitudes also tend to be systematically bi-
ased. These biases may exist in overt, explicit forms, as represented by traditional big-
otry. However, because their origins arise from virtually universal social categorization 
processes, they may also exist, often unconsciously, among people who strongly endorse 
egalitarian principles and truly believe that they are not prejudiced. In the United States, 
because of shared socialization influences, there is considerable empirical evidence that 
even well-intentioned whites who are not overtly biased and who do not believe that they 
are prejudiced typically demonstrate unconscious implicit negative racial attitudes and 
stereotypes. Both implicit and explicit stereotypes significantly shape interpersonal inter-
actions, influencing how information is recalled and guiding expectations and inferences 
in systematic ways. They can also produce self-fulfilling prophecies in social interaction, 
in that the stereotypes of the perceiver influence the interaction with others in ways that 
conform to stereotypical expectations. 

Healthcare Provider Prejudice or Bias 
Prejudice is defined in psychology as an unjustified negative attitude based on a per-

son’s group membership. Survey research suggests that among white Americans, prejudi-
cial attitudes toward minorities remain more common than not, as over half to three-
quarters believe that relative to whites, minorities – particularly African Americans – are 
less intelligent, more prone to violence, and prefer to live off of welfare. It is reasonable 
to assume, however, that the vast majority of healthcare providers find prejudice morally 
abhorrent and at odds with their professional values. But healthcare providers, like other 
members of society, may not recognize manifestations of prejudice in their own behavior. 

While there is no direct evidence that provider biases affect the quality of care for 
minority patients, research suggests that healthcare providers’ diagnostic and treatment 
decisions, as well as their feelings about patients, are influenced by patients’ race or eth-
nicity. Schulman et al. (1999), for example, found that physicians referred white male, 
black male, and white female hypothetical “patients” (actually videotaped actors who 
displayed the same symptoms of cardiac disease) for cardiac catheterization at the same 
rates (approximately 90% for each group), but were significantly less likely to recom-
mend catheterization procedures for black female patients exhibiting the same symptoms. 
In another experimental design, Abreu (1999) found that mental health professionals sub-
liminally “primed” with African American stereotype-laden words were more likely to 
evaluate the same hypothetical patient (whose race was not identified) more negatively 
than when primed with neutral words. Further, in a study based on actual clinical encoun-
ters, van Ryn and Burke (2000) found that doctors rated black patients as less intelligent, 
less educated, more likely to abuse drugs and alcohol, more likely to fail to comply with 

4




medical advice, more likely to lack social support, and less likely to participate in cardiac 
rehabilitation than white patients, even after patients’ income, education, and personality 
characteristics were taken into account. These findings suggest that while the relationship 
between race or ethnicity and treatment decisions is complex and may also be influenced 
by gender, providers’ perceptions and attitudes toward patients are influenced by patient 
race or ethnicity, often in subtle ways. 

Medical Decisions Under Time Pressure with Limited Information 
Indeed, studies suggest that several characteristics of the clinical encounter increase 

the likelihood that stereotypes, prejudice, or uncertainty may influence the quality of care 
for minorities. In the process of care, health professionals must come to judgments about 
patients’ conditions and make decisions about treatment, often without complete and ac-
curate information. In most cases, they must do so under severe time pressure and re-
source constraints. The assembly and use of these data are affected by many influences, 
including various “gestalts” or cognitive shortcuts. In fact, physicians are commonly 
trained to rely on clusters of information that functionally resemble the application of 
“prototypic” or stereotypic constellations. These conditions of time pressure, resource 
constraints, and the need to rely on gestalts map closely onto those factors identified by 
social psychologists as likely to produce negative outcomes due to lack of information, to 
stereotypes, and to biases (van Ryn, 2002). 

Patient Response: Mistrust and Refusal 
As noted above, the responses of racial and ethnic minority patients to healthcare 

providers are also a potential source of disparities. Little research has been conducted as 
to how patients may influence the clinical encounter. It is reasonable to speculate, how-
ever, that if patients convey mistrust, refuse treatment, or comply poorly with treatment, 
providers may become less engaged in the treatment process, and patients are less likely 
to be provided with more vigorous treatments and services. But these kinds of reactions 
from minority patients may be understandable as a response to negative racial experi-
ences in other contexts, or to real or perceived mistreatment by providers. Survey re-
search, for example, indicates that minority patients perceive higher levels of racial dis-
crimination in healthcare than non-minorities. Patients’ and providers’ behavior and atti-
tudes may therefore influence each other reciprocally, but reflect the attitudes, expecta-
tions, and perceptions that each has developed in a context where race and ethnicity are 
often more salient than these participants are even aware of. 

WHAT CAN HEALTHCARE PROVIDERS DO TO HELP ELIMINATE DIS-
PARITIES IN CARE? 

Given that stereotypes, bias, and clinical uncertainty may influence clinicians’ diag-
nostic and treatment decisions, education may be one of the most important tools as part 
of an overall strategy to eliminate healthcare disparities. Healthcare providers should be 
made aware of racial and ethnic disparities in healthcare, and the fact that these dispari-
ties exist, often despite providers’ best intentions. In addition, all current and future 
healthcare providers can benefit from cross-cultural education. Cross-cultural education 
programs have been developed to enhance health professionals’ awareness of how cul-
tural and social factors influence healthcare, while providing methods to obtain, negotiate 
and manage this information clinically once it is obtained. Cross-cultural education can 
be divided into three conceptual approaches focusing on attitudes (cultural sensitiv-
ity/awareness approach), knowledge (multicultural/categorical approach), and skills 
(cross-cultural approach), and has been taught using a variety of interactive and experien-
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tial methodologies. Research to date demonstrates that training is effective in improving 
provider knowledge of cultural and behavioral aspects of healthcare and building effec-
tive communication strategies. 

Standardized data collection is also critically important in efforts to understand and 
eliminate racial and ethnic disparities in healthcare. Data on patient and provider race and 
ethnicity would allow researchers to better disentangle factors that are associated with 
healthcare disparities, help health plans to monitor performance, ensure accountability to 
enrolled members and payors, improve patient choice, allow for evaluation of interven-
tion programs, and help identify discriminatory practices. Unfortunately, standardized 
data on racial and ethnic differences in care are generally unavailable, and a number of 
ethical, logistical, and fiscal concerns present challenges to data collection and monitor-
ing, including the need to protect patient privacy, the costs of data collection, and resis-
tance from healthcare providers, institutions, plans and patients. In addition, health plans 
have raised significant concerns about how such data will be analyzed and reported. The 
challenges to data collection should be addressed, as the costs of failing to assess racial 
and ethnic disparities in care may outweigh new burdens imposed by data collection and 
analysis efforts. 

Many other strategies must be undertaken, in conjunction with the training and edu-
cational strategies described here, to eliminate racial and ethnic disparities in healthcare. 
As noted in the report, these include, for example, policy and regulatory strategies that 
address fragmentation of health plans along socioeconomic lines, and health systems in-
terventions to promote the use of clinical practice guidelines and promote the use of in-
terpretation services where community need exists. In short, a comprehensive, multi-level 
strategy is needed to eliminate these disparities. Broad sectors – including healthcare 
providers, their patients, payors, health plan purchasers, and society at large – must work 
together to ensure all patients receive a high quality of healthcare. 

GUIDE TO INFORMATION SOURCES 

An increasing number of resources are available to healthcare providers and their pa-
tients to increase awareness of racial and ethnic healthcare disparities and means to im-
prove the quality of care for racial and ethnic minorities. The following is only a partial 
list of some of these resources, and is not intended as an endorsement of the products or 
individuals and groups that produced them: 

American Board of Internal Medicine. (1998). Cultural Competence: Addressing a Multicul-
tural Society: The ABIM Report 1997-1998.  Philadelphia: American Board of Internal Medicine. 

American Medical Association. (1999). Cultural Competence Compendium. Chicago, IL: 
American Medical Association.  Product Number OP209199/ Phone # 1-800-621-8335. 

Betancourt JR, Like RC, and Gottlieb BR, eds. (2000). Caring for diverse populations: Break-
ing down barriers. Patient Care, Special Issue, May 15, 2000. 

Lavizzo-Mourey R, and Mackenzie ER. (1996). Cultural Competence: Essential Measure-
ments of Quality for Managed Care Organizations. Annals of Internal Medicine 124, pp. 919-21. 

National Alliance for Hispanic Health. Quality Services for Hispanics: the Cultural Compe-
tency Component, Rockville, MD: U.S. Department of Health and Human Services, 2000. 

In addition to these sources, the Henry J. Kaiser Family Foundation and the Robert Wood 
Johnson Foundation have recently joined forces to sponsor an initiative to increase dialogue 
among physicians regarding healthcare disparities. To learn more about this initiative, please visit 
the “Why the Difference?” website at www.kff.org/whythedifference. 
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For More Information… 

Copies of Unequal Treatment: Understanding Racial and Ethnic Disparities in Health 
Care are available for sale from the National Academy Press; call (800) 624-6242 or 
(202) 334-3313 (in the Washington metropolitan area), or visit the NAP home page at 
www.nap.edu. The full text of this report is available at 
http://www.nap.edu/catalog/10260.html 

Support for this project was provided by the U.S. DHHS Office of Minority Health, with 
additional support for report dissemination provided by the California Endowment and 
The National Academies. The views presented in this report are those of the Institute of 
Medicine Committee on Understanding and Eliminating Racial and Ethnic Disparities in 
Health Care and are not necessarily those of the funding agencies. 

The Institute of Medicine is a private, nonprofit organization that provides health policy 
advice under a congressional charter granted to the National Academy of Sciences. For 
more information about the Institute of Medicine, visit the IOM home page at 
www.iom.edu. 

Copyright ©2002 by the National Academy of Sciences. All rights reserved. 

Permission is granted to reproduce this document in its entirety, with no additions or al-
terations 
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