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MOre than 46 MIllIOn peOple In the us 
lack health insurance,1 as do 140,000 Rhode 
Islanders (16% of the state’s population 
under age 65).2 Most of the state’s uninsured 
are low income working adults, and thirty-
eight percent are low-income childless adults 
who are not currently eligible for Medicaid.3 
The number of uninsured individuals has 
been rising in the region, due to decreases 
in employer-based coverage.2 National and 
regional statistics do not account for indi-
viduals who are uninsured because they do 
not yet have citizenship status and are not 
eligible for company-associated programs 
or state health insurance.

State-supported health care (RIte 
Care) has also been eroding. Rhode Is-
land’s fiscal woes have led to loss of cover-
age for low-income children and families. 
The biggest changes have included i) 
removing eligibility for children who are 
undocumented immigrants, ii) remov-
ing children who have legal immigrant 
status but have been in the US for less 
than five years, iii) increasing the cost 
of monthly premiums, and iv) reducing 
parent eligibility. In 2009, reauthoriza-
tion of the Children’s Health Insurance 
Program allowed states to receive federal 
matching funds for covering legally pres-
ent immigrant children, resulting in RI 
restoring coverage for this group, who had 
previously been funded entirely with state 
dollars; the ACA contains a “Maintenance 
of Effort” requirement that has prevented 
RI for implementing monthly RIte Care 
premium increases that were contained 
in SFY 2012 budget. The revocation and 
restoration of coverage reflects the fragil-
ity of health care coverage in a time of 
economic down turn and state fiscal chal-
lenges. 4 Together, these changes caused at 
least 1,000 adults and 3,000 children to 
lose coverage in 2009.3 In the years before 
health reform is implemented, it is likely 
that the number of uninsured in Rhode 
Island will continue to rise, due to the 
erosion of RIte Care as well as the ongo-
ing deterioration of employer-sponsored 

coverage. Furthermore, experts anticipate 
that health care reform will not eradicate 
the problem of the uninsured. While 
the number of uninsured is expected to 
decrease by 32 million if health reform is 
implemented, gaps will remain.5

Free clinics are one potential solu-
tion to health care access problems in the 
interim before health care reform, and may 
provide a longer-term solution to those in-
dividuals who will still be unable to access 
care after reform. Clínica Esperanza/Hope 
Clinic (CEHC) was established in 2007 to 
address the health problems of the unin-
sured in Rhode Island. Due to the found-
ers’ commitment to providing linguisti-
cally appropriate, culturally attuned care, 
CEHC initially established temporary 
clinics in two church basements, serving a 

predominantly Latino community derived 
from the neighborhoods of Olneyville 
and Washington Park. In order to assess 
the current status of health care access in 
the target communities before opening at 
a new, permanent site (60 Valley Street, 
Olneyville), CEHC’s community health 
workers (the Navegantes) performed a 
health care needs assessment survey in the 
two target communities. In this report, 
we provide the results of that survey and 
assess the impact of uninsurance at the 
community level in Rhode Island. 

MethOds
Study setting and population: The 

health care access survey was performed 

by CEHC’s bilingual community outreach 
workers in two neighborhoods served by 
CEHC, Olneyville and Washington Park 
(Providence, RI). Over the past decade, the 
Olneyville neighborhood has undergone 
significant demographic shifts, with a 
fourfold increase in the non-white popula-
tion and a fivefold increase in the number 
of persons whose primary language is not 
English.6 57% of individuals are Hispanic, 
41% live below the federal poverty level 
and nearly one in four families receives 
public assistance. In nearby Washington 
Park, similar shifts have occurred. 30% of 
individuals are Hispanic, nearly 20% are 
living below the federal poverty level and 
12% are receiving public assistance.

Survey design: The needs assessment 
survey consisted of questions on age, sex, 
race, ethnicity, country of origin, length 
of time in the US, primary language, 
immigration status, insurance status, 
health care utilization, health status (as 
determined by length of time since last 
physical exam), and personal and/or fam-
ily history of chronic conditions. Surveys 
were conducted verbally for those who 
could not read (in English or Spanish) 
and made available to participants in both 
English and Spanish. 

Data collection: Convenience sam-
pling was performed in the Olneyville and 
Washington Park neighborhoods over a 
four month period from March to June 
2010. Participants were recruited at church 
fairs, food distribution points, flea markets, 
bodegas, barbershops, and on the street in 
the two survey neighborhoods by bilingual 
community outreach workers. All surveys 
were anonymous and participant consent 
was obtained and recorded. No personal 
identifiers were included on the data forms. 
The individual survey forms were compiled 
in a Microsoft Excel spreadsheet. 

results
A total of 138 participants com-

pleted the survey. 59 (44%) of partici-
pants were US citizens, 34 (25%) were 
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documented immigrants and 42 (31%) 
were undocumented immigrants. 113 
(71%) of respondents’ primary language 
was Spanish; 40 (25%) of respondents’ 
primary language was English, addi-
tional demographic details are provided 
in Table 1. 

122 (92%) of respondents were 
uninsured; none reported having Med-
icaid or RIte Care; one participant had 
Medicare; six (5%) had private insurance 
through employers. 74 (57%) reported 
that they used the emergency department 
when asked where they obtained health 
care; 13 (10%) reported that they had a 
private physician; six (5%) used a com-
munity health center; 12 (9%) attended 
the RI Free Clinic; seven (5%) attended 
a hospital clinic; 17 (13%) responded 
“other.” 40 (29%) had had a physical 
exam within the past year; 39 (28%) 
had gone more than two years since their 
last physical exam; and 50 (36%) had 
gone more than five years since their last 
physical exam.

Participants reported a personal 
or family history of chronic conditions 

including asthma 34 (25%); cancer 17 
(12%); diabetes 43 (31%); heart disease 
39 (28%); high cholesterol 47 (34%); 
hypertension 61 (44%); obesity 51 (37%). 
37 of the 54 women reported women’s 
health problems. Among the 74 men, 
men’s health problems were reported by 17 
(23%). Unmet immunization needs were 
reported by 58 participants (42%). These 
results are presented in Table 1.

dIscussIOn
This survey provides an important 

snapshot of health care access, utiliza-
tion, and needs in the Olneyville and 
Washington Park neighborhoods of 
Providence in the months prior to the 
opening of a new free clinic for the un-
insured (CEHC). Convenience sampling 
has an inherent limitation, namely that 
the sample may not be representative of 
the population being studied. The data 
collection may also have been biased 
toward Spanish- and English-speaking 
respondents as the forms and interviews 
were only in Spanish and English. More-
over, while all surveys were conducted 
in the Olneyville and Washington Park 
neighborhoods, there was no verification 
that respondents actually resided in these 
neighborhoods. Response bias is also 
a concern, as there was no verification 
of responses to survey questions. For 
example, citizenship documentation was 
not requested. 

Despite these concerns, information 
obtained from this sample suggests that 
access to health care in the neighborhoods 
is limited. 92% of respondents reported 
that they were uninsured, suggesting 
a critical need for access to health care 
in the Olneyville and Washington Park 
neighborhoods (Figure 1). Health insur-
ance, or lack thereof, is an important 
social determinant of health. Uninsur-
ance has been associated with mortality, 
even after adjusting for age, sex, race, 
income, education, smoking and drink-
ing.7 Furthermore, the uninsured are 
more likely to suffer from uncontrolled 
chronic health conditions such as diabetes 
and hypertension.8 

Figure 1. Insurance Status of Participants
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were recent (legal) immigrants, and 31% 
reported that they were undocumented 
immigrants (Figure 2). Free clinics pro-
vide an important source of health care 
for immigrants living in the US—almost 
40% of patients seeking care in US free 
clinics are immigrants.14 

86% of the survey participants 
reported that they were Latino; most of 
these individuals were also immigrants. 
Latinos have the lowest insurance rates 
in the United States.15,16 In addition 
to legal and financial barriers, Latino 
immigrants also face the challenge of 
receiving culturally competent care from 
providers: communication problems and 
language barriers have been identified as 
key issues.16 CEHC was established with 
the aim of providing culturally attuned, 
linguistically appropriate care; the survey 
indicates that the need for such health 

Lack of engagement with the health 
care system may contribute to poor health. 
According to a 2009 analysis of NHIS 
data,9 56% of uninsured adults report no 
consistent source of care (compared with 
10% of those with private insurance), 
26% went without care due to cost (vs. 
4% with private insurance), and 27% 
could not afford medications (vs. 6% with 
private insurance). In our study, two thirds 
of individuals had gone more than two 
years since their last physical exam; four 
out of ten had gone more than five years 
since their last physical exam. The high 
prevalence of chronic health care condi-
tions suggests that there is a high level of 
unmet need for health care screening and 
intervention in the two neighborhoods.

It has been demonstrated that previ-
ously uninsured adults who became insured 
after acquiring Medicare coverage showed 
significant improvements in health.10 This 
is due to increased emphasis on prevention, 
decreased delay in seeking care, and better 
management of chronic medical condi-
tions.11 Participation in preventive health 
care was low; two-fifths of respondents had 
self-reported unmet immunization needs; 
only 25 (46%) of the women surveyed had 
ever had a Pap smear and eight (16%) had 
ever had a mammogram. 

Both transitional and illegal immi-
gration status are risk factors for being un-
insured. Documented immigrants must 
be in the US for five years before they 
may enroll in Medicaid.12 Undocumented 
immigrants are prohibited from receiving 
subsidies under health care reform and 
from enrolling in Medicaid.13 56% of par-
ticipants in the survey reported that they 

care exists in Olneyville and Washington 
Park.

Emergency departments, community 
health centers, and free clinics currently 
comprise the safety net for patients with-
out health insurance.11 57% of the par-
ticipants in the survey reported using the 
emergency department as their primary 
source of care; all of these individuals 
were uninsured (Figure 3). Less than 
10% of participants used the RI Free 
Clinic (RIFC) as their source of care. 
RIFC was the only free clinic in Rhode 
Island offering continuity of care at the 
time the survey was conducted. Having 
a consistent source of primary care has 
been correlated with decreased emergency 
department utilization, decreased delay 
in seeking treatment, increased use of 
preventive services,11 and better health 
outcomes.17 

Free clinics are an important part 
of the ambulatory safety net. There are 
over 1,100 free clinics in the US, pro-
viding care to an estimated 1.8 million 
patients.14 Free clinics provide care to 
patients who might otherwise delay care 
or seek more expensive care in emergency 
departments. In a recent national survey 
of free clinic patients, it was found that 
nearly one in four patients would not 
otherwise seek care if their free clinic 
did not exist, mostly due to cost; 23% 
would use the emergency department.18 
Small-scale savings attributed to each free 
clinic may add up to millions of dollars 
saved nationwide.19 If the average cost of 
an emergency room visit for an uninsured 
individual in the US is an estimated 

Figure 2. Citizenship Status of Uninsured Survey Participants

Figure 3. Source of Care of Uninsured Survey Participants
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986 dollars, and 23% of the 1.8 mil-
lion patients getting care at a free clinic 
would use the emergency department if 
the clinic did not exist, then the annual 
savings attributable to free clinics would 
be over 400 million dollars.20  

cOnclusIOns
Lack of health insurance continues 

to be a problem as health care reforms 
begin to be implemented, contributing 
to poor health outcomes at the national, 
regional, state, local, and individual level. 
While the macroeconomic impact of 
uninsurance can be measured in terms 
of lost income, decreased productiv-
ity, and increased federal, regional and 
state health care costs, the impact at the 
individual level can be quite serious. Indi-
viduals who do not have health insurance 
but are affected by chronic health condi-
tions can experience increased morbidity 
and shortened life spans due to lack of 
preventive and maintenance health care 
interventions. 

In Rhode Island, access to free 
care is currently provided at two free 
clinics—Rhode Island Free Clinic and 
Clínica Esperanza/Hope Clinic—in ad-
dition to a network of community health 
centers and hospital clinics. At the time 
of this survey, CEHC was operating 
in church basements and not able to 
provide continuity of care; subsequently 
CEHC opened its doors at a permanent 
Olneyville site. Currently, more than 250 
uninsured patients who have chronic 
health care problems are followed at the 
clinic; free laboratory tests are negotiated 
with the local hospitals. The Navegantes  
assist patients with the process of ob-
taining free care at the local hospitals if 
more extensive evaluations (radiologic, 
invasive) are required. 

We anticipate that opening CEHC 
will have a significant impact on access to 
care for the uninsured in Rhode Island. 
However, unmet needs will remain, as 
the number of patients needing access to 
care far exceeds the case load that two free 
clinics can currently provide. Increased 
support for staff at the clinic (such as 
funding for volunteer coordinators) 
and increasing the number of volunteer 
health care providers at both clinic loca-
tions will leverage available health care 
expertise to make preventive health care 
accessible and decrease morbidity associ-

ated with chronic health conditions for 
one of the most vulnerable sectors of the 
Rhode Island community. 
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