
  

 
 

   
 

Joint Rhode Island Health Care System Planning Cabinet &  
EOHHS Independent Advisory Council Meeting 

 May 26, 2026, from 1:00 to 2:30 pm  
Department of Administration, Conference Room A2 

1 Capitol Hill in Providence 
 

Cabinet Member Agency Present 

Secretary Richard Charest Executive Office of Health and Human Services Yes 

Assistant Secretary Ana Novais Executive Office of Health and Human Services Yes 

Director Kristin Sousa Medicaid Program No 

Director Jerome Larkin, MD Rhode Island Department of Health Yes 

Director Kimberly Merolla-Brito Department of Human Services  No  

Director Richard LeClerc Department of Behavioral Health, 
Developmental Disabilities, and Hospitals  

No 

Director Ashley Deckert Department of Children, Youth and 
Families  

Yes 

Director Matthew Weldon Department of Labor and Training   No  

Bonnie Rayta, for Shannon Gilkey Office of the Post-Secondary Commissioner Yes 

Director Maria Cimini Office of Health Aging  Yes 

Director Lindsay Lang HealthSource RI  No 
(Virtual) 

Commissioner Cory King Office of Health Insurance Commissioner Yes 

Director Kasim Yarn Office of Veterans Services No 
(Virtual) 

 

Advisory Council Members: Richard Glucksman, Blue Cross Blue Shield of RI; John Minichiello and Dr. Nelly 
Burdette, Care Transformation Collaborative of RI;  Michelle Muscatello, Delta Dental; Peter Pogacar, MD, 
American Association of Pediatrics, RI Chapter;  Lisa Tomasso, Hospital Association of RI; Al Charboneau, RI 
Business Group on Health;  Larry Warner, Governor’s Council on Behavioral Health; Joan Kwiatkowski, PACE; 
Tina Spears, CPNRI; Shamus Durac, Protect our Health Care Coalition; Elena Nicolella, RI Health Center 
Association; John Gage, RI Health Care Association; Paige Parks, RI Kids Count; Stacey Paterno, RI Medical 
Society; Nicholas Oliver, RI Partnership for Home Care; Michael Wagner, MD Care New England; Sam 
Salganik, RIPIN; Tanja Kubas-Meyer, Rhode Island Coalition for Children and Families; Patrick Vivier, 
University of Rhode Island; Edward D McGookin, MD, Cost Trends Steering Committee; Michael Florczyk, 
UnitedHealthcare, Beth Lange, MD, PCMH Kids 

Interested Parties: Mira Meht; Mary Marran; Mag Morelli; Ena Backus; Kristina Martin; Emily Williams; Kelly 
Villwock; Connor Ginsberg; Rasheed Lawal; Aimee Haupt, Marigold Health; Ana Tuya Fulton, Care New 
England; Carrie O’Rourke, RIDOH; David Nefussy; Desiree LeClair; Gina Eubank, Comprehensive Community 
Action Program; Gina Perna, Solventum; Jason Brown, Delta Dental RI; Jenna Wahl; Jessica Eagles, Rhode 
Island Free Clinic; Julia Brown; Kate Michaud; Kate Murphy; Lauren Goldenberg; Leanne Barrett, Rhode Island 



  

 
 

   
 

Association for Infant Mental Health; Lynn Serra; Margaret Holland McDuff, Family Service of Rhode Island; 
Mark S Adelman, Brown University Health; Rhea O’Connor; Robert Dulski ; S. Oshiro, Care Solace; Sandra 
Victorino; Sarah Izzo; Sarah Lindberg; Shivam Patel; Susan Duffy; and Toby Landau 
 
State Staff:  
Executive Office of Health and Human Services (EOHHS): Marti Rosenberg, Sandra Powell, Emma Seymour, 
Nicholas McCarthy-Belash, Christopher Ausura, Rick Brooks, Mark Kraics, Storm Lawrence, James Rajotte, 
Ashley O’Shea, Jocelyn Roman, Cathy Schultz 
Office of the Health Insurance Commissioner (OHIC): Charlie Estabrook 
Department of Behavioral Health, Developmental Disabilities, and Hospitals (BHDDH): Brenda Amodei, 
Blaise Rein  
Rhode Island Department of Health (RIDOH): Manny Ortiz, Blythe Berger, Tara Cooper, Allegra Scharff, David 
Levy, Leslie Papp, Jim Suah, Carmen Boucher, Dana N Barclay, Staci Fischer, MD, Jennifer Latham, Jordan 
White, Rebecca Vasquez, Nancy Sutton, Morgan Wieck 
Department of Human Service (DHS): Amy Henderson 
Governor’s Office: Sarah Lessem 
 

Meeting Minutes 

 
I. Welcome & Introductions and Meeting Agenda Overview 

a. The Health Care System Planning Cabinet from May 26th, 2026, meeting slide deck 
can be found here: Slide Deck 
 

Secretary Richard Charest opened the meeting at 1:00 pm. The minutes from the 

April 15th meeting were approved unanimously. Secretary Charest called on Assistant 

Secretary Ana Novais to introduce the first part of the meeting, which was to review 

the Office of Health Care System Planning’s work on the SMART Objectives (Specific, 

Measurable, Achievable (or Attainable), Relevant, and Time-Bound) for the Rhode 

Island Health Care System Plan. 

 

Assistant Secretary Novais noted that the team had responded to the Cabinet’s 

discussion of the Objectives at the April meeting. Then, the Planning staff sent out 

the newest version of the Objectives document for feedback from the EOHHS 

Independent Advisory Council and other interested parties. Here is the new 

document that reflects response to the feedback – and that was reviewed at this May 

26th meeting. 

 

Assistant Secretary Novias summarized the feedback and what the team has edited 

in the document in response: 

https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2026-05/HCSP%20Cabinet-Advisory%20Presentation%20-%20May%2026%2C%202026.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2026-05/RI%20%20Health%20Care%20System%20Plan%20-%20Draft%203%20-%20For%20Review%20-%205.22.26%20%282%29.pdf
https://eohhs.ri.gov/sites/g/files/xkgbur226/files/2026-05/RI%20%20Health%20Care%20System%20Plan%20-%20Draft%203%20-%20For%20Review%20-%205.22.26%20%282%29.pdf


  

 
 

   
 

1. Ensure the plan clearly articulates the Cabinet's vision and goals with direct links to 
the objectives proposed to achieve them. There is new language in this version of the 
document that reflects the vision agreed upon by the Cabinet over the last two years. 

2. Keep transformative change a focus of the plan – but also keep the plan aligned with 
current top priorities for immediate action. The staff has aimed to balance 
responding to emergent issues and continuing day-to-day work, establishing metrics 
and targets to both be transformational and have a long-term focus, and address 
immediate everyday priorities. In addition, to be as responding to our Advisory 
Council members and strategic partners, including provider partners, we are keeping 
space in the Objectives to propose specific ways to move forward. 

3. Make sure that the strategies and activities that will be used to achieve the goals are 
clear. Here, we are taking care to ground and inform the present work in strategic 
plans and approaches that individual systems have already established and built out. 
For example, we refer to the Children’s Behavioral Health System of Care Plan being 
developed and updated by the Department of Children, Youth, and Families (DCYF) 
instead of reworking that plan within our Objectives. We are primarily focusing on 
the health planning sectors in this plan instead of specific populations – but as details 
develop, activities targeted to specific populations will emerge. 
 

Assistant Secretary noted that the goal for the meeting discussion was to pursue a 

consensus agreement from the Cabinet on the direction of the Plan’s Structure and 

Objectives, in preparation for defining the targets for implementation. 

 

Then, Marti Rosenberg, Director of the EOHHS Office of Health Care System Planning, 

introduced the questions that the Cabinet would discuss after a review of each of the 

Plan’s Goals and Objectives: 

 

1. What are the Cabinet’s general reactions, endorsements, or concerns? 

a. Do you have questions or edits to propose? 

b. Is there anything that you see if important and missing? 

c. Is there anything you think would be more transformational? 

2. Public Comment: What are the Advisory Council’s general reactions, 

endorsements, or concerns, and answers to any of the additional questions? 

3. For each set of Objectives: Does the Cabinet agree through consensus that 

the staff should move forward with researching targets for the Objective and 

confirming baselines? 

 

II. Goal 1: Access Discussion 



  

 
 

   
 

a. Ms. Rosenberg provided an overview of Goal 1, its drafted objectives and sub-

objectives.  

b. Director Maria Cimini, OOHA, applauded sub-objectives that target specific 

populations and noted that consideration of tracking specific populations would be a 

critical next step in planning. She also commented that she was not clear how the 

plan would be able to match preference in type of care to measurement of particular 

workforce populations (RNs, CNAs, etc.).  

c. Bonnie Rayta, OPC, commented that Objective 1.5 should consider the 

interconnectivity between sub-objectives and that one possibility for approaching 

this could be through expanding partnerships between Career and Technical 

Education (CTE) and higher education, creating stackable career pathways, and 

ensuring collaboration with industry.  

d. Secretary Charest, EOHHS, commented that maintaining a sense of flexibility would 

be critical as the plan is developed and urged the Cabinet and Advisory council to 

keep a mindset that can hold change as the work continues.  

 

III. Goal 1: Access - Public Comment from the Advisory Council and Interested Parties 

a. Leanne Barrett commented that goals and objectives from the infant and early 

childhood mental health state plan should be incorporated into the Rhode Island 

Health Care System Plan.  

b. Sam Skalganik, RIPIN, thanked the group for prioritizing access to high quality 

comprehensive care in the plan but noted that the language of “easy to navigate 

comprehensive care” should show up more clearly in the objectives.  

c. Dr. Nelly Burdette, CTC-RI, agreed that flexibility within the plan would be key, 

particularly when considering the rise of concierge medicine and access to direct 

primary care. She also noted that putting “qualified” in front of provider types may 

be useful as present policy may expand what qualifications look like, especially in 

mental health care.  

 

 

IV. Goal 1: Affordability Discussion  

a. Elena Nicolella, RI Health Center Association, noted the difference between 

accessibility and affordability. She pointed out that the accessibility goals focus on 

increasing providers, and expanding the status quo environment, which may conflict 

with the affordability goals. She pointed out the value in transitioning away from 



  

 
 

   
 

highest cost settings when talking about accessibility and noted that expanding all 

services may not be in line with the affordability goals. 

b. Al Charboneau, RI Business Group on Health, indicated that he would like to see the 

language be “a little more transformational, a little more data driven.” He also 

pointed out the value of including information to help people understand what the 

major drivers of cost are. He also noted that OHIC’s most recent report expressed 

quality concerns, and the kind of language used therein might be helpful approaching 

transformation across health care systems. 

c. Assistant Secretary Novais, EOHHS, responded that those details will appear in the 

next iterations of the plan. 

 

V. Goal 1: Affordability Public Comment from the Advisory Council and Interested Parties 

a. Assistant Secretary Novais reviewed the key drivers of affordability along with 

considerations for federal policy changes. She detailed that the plan must be sure to 

look at consumer affordability in addition to considerations for addressing health 

related social needs.  

b. Commissioner King, OHIC, encouraged the plan to move away from solvency 

language and towards financial stability language. He appreciated the inclusion of 

public payer rates as a focus but noted that in some cases it may be crucial to include 

commercial payer rates as well. He also included notes on examining site neutral 

payment as a part of analyzing solvency, involving the Office of the Attorney General 

in establishing guidance for commercial insurers, and raised the issue of how to 

approach direct primary care and concierge medicine as a part of the healthcare 

affordability discussion. To this last point, he raised that the insurance-based system 

has failed providers who are turning to concierge/direct primary care and looking to 

patients for income. 

c. Assistant Secretary Novais noted that concierge medicine originally began as an 

alternative delivery model as opposed to a payment model. 

d. Commissioner King responded that the present payment structure of concierge 

medicine leads to inequities. 

e. Director Cimini noted that Objective 1.6 may need a sub-Objective added to capture 

avoidable discharge from hospitals to Skilled Nursing Facilities (SNFs). She added that 

the greater than usual usage of Medicare Advantage in Rhode Island can lead to 

underinsurance and stated that it is important to capture the impact to the state of 

this phenomenon. 



  

 
 

   
 

 

VI. Goal 2: System Solvency Discussion  

a. Charlie Estabrook, OHIC, provided background on Goal 2, its drafted objectives, and 

sub-objectives. 

b. Secretary Charest brought up that reducing cost as a concept is difficult without a 

specific metric and that having a metric to work towards may help reduce overall 

cost structure by using a particular perspective to evaluate how to spend the money, 

thus creating an opportunity to reduce the cost. 

c. Commissioner King expressed gratitude for the development of the hospital financial 

dashboard. He raised the question for RIDOH Director Larkin and Secretary Charest, 

asking what happens when providers are insolvent and what tools will be available to 

support providers facing financial difficulties. He also asked what the recourse will be 

for large hospitals should they face insolvency processes. 

d. Secretary Charest answered that insolvency processes are not intended as a punitive 

process, and that EOHHS’ goal is to work with providers to improve their solvency 

and stability and to develop corrective action plans to get back on track. He added 

that other states have created a “solvency pool” for providers to get back on track 

from where they are to supporting their own expenses. 

e. Dr. Larkin added that the goal will be to identify a signal for a healthcare entity to get 

back on track, though there is not presently a regulatory framework for how to do 

that. He also added that there will likely be reluctance to introduce additional 

regulations, but it is possible.  

f. Assistant Secretary Novais described possible upcoming changes with EOHHS’s 

Health Care Transparency legislation, pointing out that accountability, changes, and 

oversight don’t necessarily need to be punitive. She raised a question regarding what 

the regulatory framework that helps to address an issue without being punitive 

would be. 

g. Commissioner King noted recent events in Massachusetts where hospital closures 

due to economic struggles of private equity groups may have been preventable if the 

state had more information and could have operated more proactively. He said that 

this experience can be informative to Rhode Island, particularly as growing health 

systems in the state are struggling to meet their margin targets. 

h. Dr. Larkin added that “Without the data we don’t know what’s coming.” He also 

added that the state wouldn’t want to add a stick at risk of objection from the 

marketplace. 



  

 
 

   
 

 

VII. Goal 2: Public Comment from the Advisory Council and Interested Parties  

a. Nicholas Oliver, RI Partnership for Home Care, commented in the chat that fee for 

service reimbursement should constitute the rate floor. 

b. Richard Glucksman, Blue Cross Blue Shield of RI, commented in the chat that the 

benefit of measuring the number of primary health providers would be useful for 

patients and providers. 

 

VIII. Goal 3: Health Equity Discussion  

a. Marti Rosenberg, EOHHS, provided an overview of Goal 3, its drafted objectives, and 

sub-objectives, adding that if the state achieves the current Objectives in fewer than 

ten years, that the planning process will allow for updates. 

b. Assistant Secretary Novais flagged that the background section for equity goal 

references location and population criteria, but should be expanded to include 

environmental factors like housing, transportation, and employment. 

c. Ms. Rosenberg responded that those details will continue to be revised and updated. 

d. Director Deckert, DCYF, brought up expanding beyond children’s behavioral health to 

include a decrease in the number of children, youth, and adults admitted to 

psychiatric institutions, as a metric for equity. She added that focusing on getting 

care needs met for children can prevent escalation of care to psychiatric admission. 

e. Assistant Secretary Novais noted that the access Goal presently focuses more on 

provider numbers and does not assume that everybody needs all things at all levels. 

She added that the sub-Objective mentioned by DCYF may be able to fold into access, 

as many children and youth are going to high level services due to gaps in the 

continuum of care.    

 

IX. Goal 3: Public Comment from the Advisory Council and Interested Parties 

a. Sam Salganik brought up a question on Objective 3.3, which aims to increase the 

number of Rhode Island residents with disabilities served in the community by 

increasing the number of evidence-based program locations. He questioned the 

wording of “evidence-based programs,” asking what that will cover and how we can 

then set targets for sites, services, and enrollment from there. 

b. Ms. Rosenberg affirmed that Mr. Salganik’s question would be valuable to consider in 

the next steps of the planning process. 



  

 
 

   
 

c. Dr. Burdette noted that the behavioral health components of the Objectives in Goal 3 

focused on the most serious illnesses. She stated that there would be value in 

focusing on more of the most common conditions, like depression and anxiety – and 

that that improving screening and treatment outcomes for those would be useful. 

She added that including substance use broadly within behavioral health can be 

beneficial, as it is the most common reason for ED visits. She also noted that there 

are low cancer screening and treatment rates for people with behavioral health 

conditions, and that a stronger focus on integrating behavioral health and physical 

health activities may be valuable. She also suggested that incorporating a measure of 

trust in health care would be important for health equity. She asked if there could be 

room for a dashboard for misinformation, disinformation and measuring trust in 

primary care settings. 

d. Director Cimini, OHA, noted that measuring trust has been done in gerontology 

settings in the state. 

 

X. Goal 4: System Integration and Coordination  

a. Emma Seymour, EOHHS, and Mr. Estabrook provided an overview of Goal 3, its 

drafted objectives and sub-objectives.  

b. Director Cimini raised that in Objective 4.3, she would very much like to see an 

additional measurement for older adults discharged from hospitals to community 

support rather than long-term care settings, as those programs exist and are 

presently at risk. 

 

XI. Goal 4: Public Comment  

a. Tanja Kubas-Meyer, Rhode Island Coalition for Children and Families, brought up that 

one thing missing across the goals is reference to families as opposed to individuals. 

She noted that child welfare is not always included within children’s behavioral 

health. She noted that children’s mental health is often driven by familial trauma, 

and that developing metrics that apply to families rather than only individuals can 

better help capture these issues. She also noted preventing out of state placements 

could be a potential priority. 

b. Mr. Glucksman brought up that having Health Information Technology that includes a 

unified EMR able to receive meaningful data would support operational efficiency 

aims. 



  

 
 

   
 

c. Nicholas Oliver, RI Partnership for Home Care, described that including a focus on 

care transitions at different ages will be relevant in planning. He gave the example of 

turning 21 as a condition that changes care status administratively without changing 

health status. 

d. Ms. Seymour responded to Tanja Kubas-Meyer's point, saying that the notes on page 

3 include considerations for metrics around families. 

 

XII. Goal 5:  

a. Chris Ausura, EOHHS, provided an overview of Goal 3, its drafted objectives and sub-

objectives. 

b. Ms. Nicolella appreciated the explicit inclusion of community care hubs in RHTP. She 

asked whether it would be possible to create a crosswalk between all the objectives 

and the RHTP activities. 

 

XIII. Adjournment 

a. Assistant Secretary Novais asked for additional comments and noted that other 

comments and feedback can be sent through email. She noted that there would be a 

virtual meeting to discuss RHTP next Friday and provided a description of what it 

means for funding to have been obligated, elaborating that it would soon be 

becoming available through various procurements at different state agencies. 

b. Ms. Rosenberg described the next steps of spending the summer preparing targets 

and getting community engagement and feedback before returning to the cabinet 

with them.  

c. Assistant Secretary Novais formally asked the Cabinet members whether the 

planning process is still on the right track with the established priorities to take the 

next step. 

d. The Cabinet signaled their consensus agreement  

e. Assistant Secretary Novais thanked everyone for their participation and announced 

the next meeting on July 28th. She adjourned the meeting at 2:30 pm. 

 


