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CEHC Accomplishments
2019

“Bridging the Gap” Paper
Published in RI Journal of Medicine

CHEER Savings Paper

Accepted for Publication! – March 2019

Non-emergent visits to emergency departments by uninsured patients incur unnecessary costs to both

patients and safety-net institutions. We evaluated the health and economic impacts of providing free,

walk-in care to low-income, predominantly Hispanic uninsured adults at a free clinic for uninsured adults

in Rhode Island between 2013 and 2016. The CHEER (Clínica Esperanza/Hope Clinic Emergency Room

Diversion) clinic provided services to treat top causes of potentially-preventable emergency room visits,

including 1,937 visits during this time period for upper respiratory infections, chest, head/neck, back or

abdominal pain, urinary tract infection, and dizziness. Providing access to healthcare services
reduced emergency department costs by more than $514,000 annually and may have also
reduced future healthcare costs for this population by more than $48 million ($12,034,469
annually) over the four-year evaluation period. For every $1 in funding, delivering free walk-in care

provided a return on investment of $72 in healthcare value. Providing non-urgent walk-in care at the more

than 12,000 free healthcare clinics nationwide may save billions in ED costs while improving the health of

uninsured individuals.

Vida Sana Protocol Paper
Published!
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Presentations at the 
RI Health Equity Summit

Presentations at the 
RI Health Equity Summit
● The ‘Health’ in Health Equity: How a Clinic for Immigrants Significantly 

Improves Health Outcomes Through Access to Care and Health Education

● Outcomes-based Funding for Health Equity Interventions

● Patient Advocacy by Peer Community Health Workers and the Advanced 
Navegante Training Program at Clínica Esperanza/Hope Clinic

● Adherence to ADA Guidelines at a Free Clinic for the Uninsured

… and more!

Presentations at the  RI DOH Summit Presentations at the  RI DOH Summit



2/16/19

3

Bridging the Gap to Health Equity

To State the Obvious: UnDocumented are Uninsured.

We serve high immigration areas of PVD

The Problem:
Barriers in Healthcare Access

● Barriers to health care disproportionately affect US residents who are 
recent immigrants, non-English speaking, and/or low-income, 
increasing their likelihood of poor health outcomes and increasing 
their cost of care

● Patients become insured with significant health problems, after years 
of neglected illness which leads to…
○ poor health outcomes due to uncontrolled chronic disease
○ increased ED utilization for non-urgent health care problems
○ increased out-of-pocket costs, financial instability for both 

patients and safety net systems
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Engaging uninsured chronic disease patients in 
healthcare and lifestyle intervention programs will lower 
the cost of their care, benefiting patients, insurers, and 
the healthcare system.

Our Goal BTG Tracking System

Ongoing chart reviews show that enrolling patients in BTG:
● Improves health metrics for patients with or at risk for diabetes, 

hypertension, hyperlipidemia, and obesity
● Reduces ED visit overutilization after leaving care

We are currently working to scale up this program to a ‘Pay for 
Success’ model

Program Outline

All enrollees in Bridging the Gap program agree to:
1. Quarterly visits with primary provider at CEHC, with lab data

2. Participate in a health education program (i.e. Vida 
Sana/DPP/One-on-Ones)

3. Enroll in CurrentCare and agree to release health information 
to be shared with future insurance provider

Preliminary Outcomes:
Reductions in Preventable ED Usage

BTG patients used the 
ED less often than 
Medicaid patients, 
despite having access to 
charity ‘free care’ at their 
local hospital network.
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Preliminary Outcomes:
Improvements in Clinical Indicators Among 

Patients with High Initial Values

*

CHEER Walk-in Clinic

Overview of the Walk-in Clinic

● Established in 2012 to address the need for acute, non-emergent care for 
uninsured patients whose only option was the emergency room

● This nurse-run “clinic within a clinic” is open 6 days and about 25 hours
each week for walk-in visits

● CHEER is always staffed with Navegantes (bilingual, bicultural community 
health workers) who can teach patients about their health and help them 
apply for free or lower-cost laboratory and specialty services 

● Since 2012, the CHEER walk-in clinic has had more than 4,000 visits, many 
by long-term CEHC patients

Patient Demographics

85% of CHEER were not born 
in the United States

The largest number of patients 
come from Guatemala, the 
Dominican Republic, Mexico, 
and Puerto Rico

As a result, over 60% of 
CHEER patients speak 
Spanish as their first language
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Chronic Disease Prevalence

Age of CHEER vs. CCC Patients Diabetes, Hypertension, Hyperlipidemia 
Rates; CHEER vs. CCC

Emergency Room Cost Savings

The average visit to an 
Emergency Department costs 
$1,233. A CHEER visit costs 
$172. Each ER visit diverted 
by CHEER results in $1,061 in 
cost savings

This results in an estimated 
savings of $514,009* per year, 
or over $2 million in savings 
over the four-year period

*based on data collected between 2013 and 
2016

Quality-Adjusted Life Year Savings

From 2013-2016, services 
provided during CHEER visits 
resulted in the savings of an 
estimated 241 QALYs per year, 
or about 1,000 QALYs saved
over these four years

This is equivalent to savings of 
$12,034,406 in costs per year, 
or about $50 million in 
savings over the four-year 
period

Vida Sana Program
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What is Metabolic Syndrome?

● Prevalence among US adults is
rising rapidly
○ In 2012, more than a third of 

US adults met the clinical 
criteria for Metabolic 
Syndrome

○ In the Northeastern US, more 
than one-third of Hispanics
meet the criteria 

Overview of Vida Sana 

● Lifestyle intervention program that aims to 
promote exercise and healthy eating

● Focus on prevention and management of 
chronic diseases that can lead to metabolic 
syndrome

● Taught in a collaborative group setting using 
materials appropriate for people with low 
health literacy and language proficiency

Main Goals 

● To screen for Metabolic Syndrome-associated disease risk factors
● To facilitate increased understanding of chronic disease 

prevention and management
● To encourage medication adherence
● To increase physical activity and incorporating healthful dietary 

changes
● To develop and sustain healthy social norms and support by 

integrating teaching, learning and motivation with the social and 
community setting

VS Intervention Design & Strategy

● Community-based, linguistically-
appropriate and culturally-
tailored approach

● Engaging, peer-led social setting
● Thumbs Up™ materials created 

by Institute for Education on 
Health and Research
○ 44-pages of simple

terminology and vivid
imagery
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Knowledge Assessment Navegantes

● Certified Community Health Workers 
trained in medical casework and 
medical interpretation

● Bilingual and bicultural peers to our 
patients, empowered with knowledge 
about chronic diseases

● Provide the foundation for the 
participants to achieve meaningful 
health-related behavioral changes

Outcomes

● 641 participants enrolled 2014-2017
○ 67% were female
○ 95% self-identify as Hispanic
○ 92% primarily speak Spanish
○ 35% originally from Guatemala, 28% from Dominican Republic

● 399 participants (62%) completed the program (with pre- and post-
intervention measures)

Outcomes 
Weight 
p<0.01

BMI, 
p<0.001 Waist Circumference 

p<0.01 *
*

*
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Outcomes 

Blood Glucose
p=0.13

Hemoglobin A1c
p<0.05 Cholesterol

p=0.01

Outcomes 

Systolic BP
p<0.01

Diastolic BP
p=0.20

Funding Efforts

2018 Grant Applications (Green awarded, Red Not)
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New Partnerships and Grants

● Additional support for the Advanced Navegante Training Program from the 
Eagle Square TIF (Councilwoman Matos $15K per year x 2 years) –

○ Job training - Navegantes

● RI DOH Minigrant to provide Vida Sana in Arabic at a local mosque

● NAFC/CVS Continuity of Care Grant to support additional CCC Hours

Ongoing Partnerships and Grants

● RIDOH: CCE (RICCC), Wisewoman, Women’s cancer screening project. 

● Ryan White Project: MAI, Case Management (new for 2018)

● Private Foundation: BCBSRI, March of Dimes, Sojourner, 

● Private Foundation Continued: Textron, Episcopal Charities, CharterCare, 

● National: NAFC, Urban Institute (Technical Assistance)

● State Government: State Treasurer, Senators (Partnership, small grant)

● City: Councilwoman Matos, Mayor Elorza, Dexter Foundation (“”)

● Private Philanthropy: Carter Family Foundation

Exploring Options

● Bridging the Gap PFS Pilot (with State)

● Labor Force Development (DLT)

● HHS – Providing Vida Sana?? Other (Connecting Uninsured to Care?)

● Other Private Funders – Assistance from Dr. Kott

● Fundraiser (not).


