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A BST RA C T

The impact of healthcare reform under the Affordable
Care Act (ACA) on individuals living in cities has not
yet been quantified by local Departments of Health. This
makes it difficult for safety net sources of healthcare, such
as free clinics, to plan for the future. Therefore, members
of Clinica Esperanza/Hope Clinic conducted a survey in
predominantly Latino communities of South and West
Providence, RI, using a convenience sample method (N
= 206). Survey results were compared to a prior survey
conducted in the same communities prior to ACA implementation. Despite gains due to Obamacare, a much
higher level of uninsurance was reported in this survey
than has been reported statewide. In 2014, as compared
to 2010, 48% vs. 95% of respondents reported being uninsured, and more held private (20% vs. 5%) or government-subsidized health insurance (32% vs. 1%). Undocumented immigration status and cost were the two most
commonly reported reasons for remaining uninsured under the ACA. First-generation immigrants living in urban
centers are still reporting significantly higher rates of uninsurance (48%) than the general population in RI (7.4%).
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INTRO D U C T I O N
The 2010 Patient Protection and Affordable Care Act (ACA)
improved health insurance coverage for some previously
uninsured populations, such as young adults.1-4 The impact
of the ACA on millions of immigrants, both legal and
undocumented, and low-income populations in the “coverage gap” deserves additional scrutiny.4-6 Lack of health insurance is prevalent in Rhode Island (RI) due to the confluence
of two major factors: unemployment and increasing numbers of foreign-born residents. At the height of the economic
recession in 2008, RI had the second-highest unemployment
rate of any state at 7.7%.7 Largely due to the subsequent loss
of employer-based coverage, 1 in 5 RI residents under 65
were uninsured in 2010.8 The foreign-born population also
increased 5% by more than 40,000 people in the last two
decades. These official census figures omit an equally large
number of undocumented immigrants.
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Low-income populations such as recent immigrants benefit most from insurance expansion, as demonstrated by
results from nearby Massachusetts, which has provided universal coverage to all state residents since 2006.9 Low levels
of uninsurance were maintained, in Massachusetts, even in
the face of nationwide economic recession.10,11 Improvements
in the health status of low-income populations after statewide reform in Massachusetts suggests that similar changes
may occur after ACA implementation in neighboring RI.
“Safety net” healthcare, which is provided by community
health centers, emergency departments, and free clinics,
makes healthcare accessible to patients regardless of ability
to pay,12 and continues to be a critically important source of
care in the post-ACA era.13 Free clinics help expand options
available to patients for primary care services and can reduce
out-of-pocket costs for non-urgent visits that may have otherwise been handled in costly emergency rooms.14-16 The
present investigation evaluated the extent to which the
ACA has had an impact on healthcare access and insurance
enrollment in a low-income, predominantly Spanish-speaking, largely foreign-born urban community within proximity
to a free clinic serving the same population (Clinica Esperanza/Hope Clinic, CEHC). In this study, we used street-level
surveying by community health workers (CHW) to assess
the population’s barriers to insurance coverage and continued need, if any, for safety net healthcare services. The
study expands on a 2011 RI Department of Health report17
and is compared to a 2010 survey performed using the same
method, in the same neighborhoods.18

METHOD S
Convenience sample surveys similar to a previous assessment were conducted in public areas of West and South
Providence in July-September 2014.18 CEHC’s bilingual
(Spanish/English) CHW facilitated survey completion with
participants in their preferred language. The communities
are 36–56% Hispanic/Latino, approximately 17% Non-Hispanic Black, with a median age of approximately 29 years.
One-quarter of families in the survey neighborhoods live
below the federal poverty line (FPL). The area is a designated
Primary Care Health Professional Shortage Area.19
Participants were over age 18, spoke Spanish and/or
English, and were not compensated for their participation.
Oral consent was obtained at the time of the interview and
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documented on the paper survey form. No personal identifiers were collected. Survey data related to immigration status,
income, and insurance status were collected. If uninsured,
participants were asked to provide at least one reason for not
having coverage under the ACA. Questions assessing basic
past medical history and health services utilization of the
sample were also asked. Responses were assessed for quality,
and entered and analyzed using Microsoft Excel and SPSS.
Based on responses to certain questions, participants were
offered informational pamphlets with clinic offerings and
other local assistance programs. Individuals who appeared
to be eligible for insurance under the ACA were given information on how to arrange follow-up with a trained ACA
navigator at CEHC.

Table 1. Participant Demographics

RESU LT S

Demographics
A total of 206 participants were surveyed; data was compared to a survey conducted in the same community in
2010. The majority of respondents identified as Hispanic/
Latino in both surveys and reported Spanish as their primary
language. Mean age of respondents was 40.2 years (SD = 15.2
years), a slightly wider age range than the 2010 study (37.9 ±
11.7 years). Compared to the 2010 study, more women and
more US citizens were surveyed. There was a decrease in
the proportion of foreign-born respondents and an increase
in the number of white respondents, which may have
increased the number of participants reporting having insurance. After adjusting for household size, 55% of respondents
had an annual income less than the 2014 FPL. Ninety percent of respondents had an annual income less than 250%
FPL, the cut-off for ACA Cost Sharing Reduction eligibility.
See Table 1 for full demographic details.

Table 2. Healthcare-Related Variables

Insurance and Healthcare Utilization
The overall number of participants reporting having health
insurance (52%) was significantly higher in 2014, post-ACA,
than in 2010 (5%, p < 0.001) (Table 2). In 2014, a significantly
larger proportion of survey participants utilized a subsidized
healthcare program such as Medicaid, Medicare, or RIteCare
(p < 0.01). 38 participants reported having access to insurance under an ACA/marketplace/Obamacare health plan, an
option that did not exist in 2010. Figure 2 depicts the distribution of healthcare coverage during both years. The proportion of patients receiving healthcare at a community health
center increased nearly ten-fold in the four years between
surveys, from 5% to 49%. The use of emergency rooms was
reported to be lower, as compared to 2014, the use of free
clinics remained the same, and the use of all other sources of
healthcare increased. Additionally, the percentage of respondents receiving primary care in the past year increased from
29% in 2010 to 69% in 2014.
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Characteristics of the Uninsured
In the 2014 survey, more males than females (p = 0.025)
reported being uninsured, compared to those with all other
sources of health insurance. Uninsured individuals were also
more likely than insured participants to use the emergency
room when they need healthcare compared to all other locations (p = 0.019). Uninsured participants were equally likely
to be Hispanic versus all other races (p = 0.080), and approximately the same age (p = 0.181) as compared to insured
patients, for this survey conducted in predominantly Latino
neighborhoods.
The 2014 survey asked for explanations as to why participants lacked insurance coverage in the advent of the ACA.
Lack of citizenship documentation was identified as the
greatest barrier, with 43% of uninsured respondents citing
this as rationale for their uninsurance (Figure 1). The next
greatest barriers to healthcare access were cost (26%) and
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such as free clinics, to determine how to address the gap
in coverage. This survey uncovered legal, technical and
financial impediments to enrollment that could reduce the
number of individuals who are able to access subsidized
healthcare under the ACA for low-income, Spanish speaking
residents of RI.
As expected, more survey participants reported having
insurance in 2014 than in 2010, predominantly through
government-subsidized programs such as Medicaid and
Medicare. In RI, 65% of those eligible had obtained health
insurance through the marketplace in 201420 and more
recently, the uninsurance rate was reported to drop to 5%
(50,000 individuals remained uninsured according to figures
released on September 10, 201521). Nationally, more than 10
million previously uninsured individuals gained coverage.
By the second quarter of 2014, the likelihood of having a personal doctor increased by 2.2 percentage points (p < 0.001) and
the proportion of adults unable to afford medical care at the
national level decreased by 2.7 percentage points (p < 0.001). 4
Unfortunately, as documented by this street-level survey,
there is a gap in coverage for populations that
Figure 2. Primary sources of healthcare received, pre- and post-ACA implementation.
may have been overlooked in statewide surMost notably, use of emergency rooms greatly decreased, while use of health centers
veys. 48% of individuals who were approached
greatly increased.
by CHW in West and South Providence reported
being uninsured.
Still, there has been progress. The rate of
insurance coverage through government-subsidized programs increased in our sample population, as compared to the results of our previous
survey from 2010. This can be attributed to
Medicaid expansion following implementation
of the ACA. Members of the still-uninsured
sample population in this survey stated that
their lack of insurance could be attributed to
a lack of legal documentation, although a significant proportion stated that subsidies were
not sufficient to cover the cost of insurance,
and they had therefore declined to be enrolled
(despite the penalties that would be applied).
Participants in this survey were predomiconcerns about qualifications (16%). Missing the deadlines
nantly Spanish-speaking, a population that has reported
for online application was of little concern, with only 3%
higher uninsurance rates. Nationally, Hispanic uninsurance
claiming this issue. Additionally, 32% of patients lacked
rates remain high, although they dropped from 36% to 23%
computer/internet access and 27% lacked the skills to utipost ACA. States without expanded Medicaid did not see
lize the technology. Significant financial and technical barrithis change, with the uninsurance rate among Hispanics
ers to accessing insured care following the implementation
remaining at 33% in those areas.22
of the ACA remain, for members of this predominantly
Decreased uninsurance rates were also accompanied by a
Spanish-speaking, low-income population, in 2014.
major shift in the location of care, indicating potential savings for low-income families in Providence. In 2010, a majority of our survey respondents identified the emergency room
DISC U S S I O N
as their main source of (fairly expensive) healthcare. Based on
Since the expansion of Medicaid under the ACA, RI and
participant reports for the 2014 survey, reported emergency
many other states in the nation remain in a period of transiroom usage appears to have decreased, whilst community
tion. Evaluating the impact of ACA reform on populations
health clinic (less expensive) usage increased.
affected by health disparities enables safety net providers,
In addition, access to primary care appears to have
Figure 1. Primary barriers to ACA coverage among a sample of the uninsured in Providence, RI (N = 74). A majority reported undocumented immigrant status as their primary barrier, followed by high cost of ACA plans.
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increased by more than two-fold compared to 2010, postACA. Increased access to primary care and reduced emergency room usage is likely to translate into health-related
and economic gains for the low-income population represented by our survey participants. Detailed evaluation of
the economic and health benefits of becoming insured under
the ACA, for members of low-income populations would be
worth further evaluation.
Prior to ACA implementation, almost two-thirds of
the uninsured were members of working families.23 This
street-level survey provides additional evidence that uninsured residents of RI are working, low-income immigrants.
Despite the fact that these individuals make important contributions to their local and national economies,24 they continue to experience significant barriers to improved health
and increased rates of chronic disease,25 a situation referred
to as a “health disparity.” Free clinics and safety net primary
care at community clinics provide a low barrier of entry to
chronic disease diagnosis for the uninsured and a point of
referral into the system for those who are eligible. Based on
a recent report that 50,000 individuals remain uninsured in
RI,21 “safety net” clinics that link uninsured populations to
primary care deserve continued support.
Many survey respondents who were eligible for insurance
under the ACA stated that they remained uninsured due to
confusion about their options, concern about qualifications,
and cost. Of the 48% reporting that they remained uninsured, nearly half (33 of the 75 uninsured participants) were
found to be eligible to apply for insurance, underscoring
the need for outreach to members of this low-income, limited English proficiency population. A street-level approach
similar to the effort described here might be effective at
reaching these individuals. Assistance with applications to
insurance under the ACA was offered to every individual
who was found to be eligible, and expert assistance was provided at no cost, at CEHC. More than 100 individuals were
successfully enrolled in insurance by CHW at CEHC during
the survey period.

Limitations
Survey limitations include the small sample size and use of
convenience sampling by healthcare outreach workers, both
of which may contribute to the noted variance in some key
demographic variables between 2010 and 2014. For example,
differences in the gender and ethnicity of the participants may
have been due to parallel changes in the ethnicity and gender of the surveyors. This limitation does not appear to have
diminished the key finding in this survey; many more low-income individuals are able to access healthcare than before.

Future Directions
Although the number of persons who have access to health
insurance has increased under the ACA in RI largely due
to Medicaid expansion, significant gaps remain that put
low-income RI residents at risk for economic instability in
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the case of health-related events. For example, legally resident Rhode Islanders have to wait as long as five years before
becoming eligible for health insurance. Free clinics provide a
point of access to healthcare and provide important linkages
to insured care for individuals who may be eligible for insurance under the ACA, but unaware of their eligibility status.
Results of this survey clearly demonstrate that extended
community outreach and safety net entry points are needed
for individuals belonging to these difficult-to-reach populations who remain outside the usual sources of healthcare.
Lastly, it is worth noting that the number of uninsured
individuals living in low-income neighborhoods in RI still
vastly exceeds the number that can be accommodated
during available patient visit hours in local free clinics
(the two clinics serve approximately 5,000 patients; while
more than 50,000 legally present Rhode Islanders remain
uninsured in 2015). Rather than close safety net clinics in
the post-ACA era, the role of free and safety net clinics as
providers of healthcare to those who are not yet eligible for
insurance under the ACA, and as critically important portals
of entry into the healthcare system, should be recognized
and reinforced.
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