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Medical students: we’re eager but anxious, we
want to help but we don’t always know how, we
study hard but we’re often unsure of the answers.
We mean well, but because we are still learning,
we often straddle a thin line between giving and
taking from our experiences. We are told we are
important members of a patient’s care team, but
we question ourselves constantly. These issues
are particularly salient when we apply them to our
work in free clinics.
This past year, I was one of sixteen medical
students from Loyola University Chicago Stritch
School of Medicine that organized and staffed a
weekly primary care clinic at CommunityHealth
Clinic (CHC), the nation’s largest volunteer-run
free clinic. As we presented an informational
session in preparation for a transition to the new
student board, someone raised their hand and
asked, “So are we, as students, actually helpful
and needed or would we just be using this as a
chance to gain clinical experience?” It was a
question that my fellow board members and I had
asked ourselves repeatedly throughout the year.
It’s no secret that medical students are less
efficient in finishing patient encounters, aren’t as
far along in their diagnostic and clinical skills, and
live in the competitive world of medicine where
their CVs will one day be compared as they vie for
coveted residency spots. It’s also true that there
are well-intended criticisms of medical student-run
free clinics, including questions around whether
these clinics reinforce stereotypes that it is
acceptable for low-income patients to receive
lower-quality health care from those with less
training.1 With these criticisms in mind, the
essence of the question from our informational
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session remains: What value, if any, do medical
students add to a free clinic? Is there a benefit
and utility to involving medical students in free
clinic care or would these operations run more
smoothly without students?
Through published literature and personal
experience at CHC, I have found that medical
students add value with their language and
cultural competency skills, their dedication to
uniquely improving the care of patients, and their
role in keeping the ecosystem of safety net care
alive and well.
Helping Patients Feel Understood: Multilingual
& Cultural Competency
Based on a survey of all allopathic medical
schools regarding their associated free clinics, the
demographics of student-run free clinics
nationwide are as follows: 31% Hispanic; 31%
Black/African American; 25% White; 11% Asian;
and 3% Native American or other.2 However, the
physician workforce does not show similar
diversity, with physician provider demographics
currently standing at around 56% White, 17%
Asian, 6% Hispanic and 5% Black/African
American (and 13% unknown).3
Studies show that patients with physicians of
the same race/ethnic group report greater
satisfaction, are less likely to postpone or delay
seeking care, and report better patient-provider
communication.4,5 Further research reports
patients may perceive translation of medical
complaints, diagnoses, and instructions through
interpreters to be inadequate and that interpreter
errors have significant clinical consequences.6,7 In
other words, there are issues surrounding
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representation, racial and ethnic patient-provider
concordance, and language needs that face
minority patients, which make up the majority of
student-run free clinic patient populations.
Student surveys have shown that selfidentified non-white students report free clinics as
important factors in their choice to both apply to
and attend medical schools, highlighting free
clinics as a potential tool for recruitment of diverse
medical classes.1,8 Additionally, this highlights
minority medical students’ interest and likely
eventual participation in student-run free clinics.
Participation by minority students and students
who reflect the race, ethnicity, or language ability
of the clinic’s patient population fills key gaps left
by lack of diversity among the nation’s current
physician workforce.
Minority student participation also has the
potential to improve patient satisfaction, among
other aforementioned benefits of patient-provider
concordance. Among Loyola’s medical student
volunteers at CHC, several students spoke either
Spanish or Polish, often natively, to meet the
cultural and linguistic needs of the largely Latino
and Polish population served by the clinic.
Anecdotally, students who were able to
communicate with patients without interpretation
services felt patients were able to spend more
time telling their history and were able to tell it in a
more uninterrupted fashion. Additionally,
familiarity with cultural customs was helpful in
health goal-setting and motivational interviewing.
Student-run free clinics are key actors for
increasing access to medical services, reporting
more than 36,000 annual patient-physician visits
in addition to more non-visit encounters.2 As we
wait for the physician workforce to diversify in
language capabilities, race, ethnicity, and culture,
medical students at free clinics can act as
multilingual providers, medically-knowledgeable
interpreters, and faces of reassurance for minority
patients who understandably have historic distrust
of medical systems. While medical students may
not be able to independently handle the
complexities of a patient’s medical care, we can
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certainly help make a patient feel welcome, heard,
and assured that their concerns were properly
communicated and culturally contextualized.
Empowering Patients to Be Their Healthiest
Selves: Personalizing High-Quality Care
One of the principal precepts of bioethics instilled
in all medical students and providers is that of
non-maleficence or to “first, do no harm.” Of
course, this should apply to the free clinic role. Is
it possible that medical students cause harm by
providing lesser quality care to patients served at
free clinics? Several studies have compared
student-run free clinics to comparable clinics or
national measures and found no difference,
whether in quality of diabetes care, mental health
care, preventive care, ability of infrastructure to
address chronic and acute complaints, or in high
levels of patient satisfaction with care teams.2,9-13
Some of these studies even reported quality
ratings, such as metrics on preventative services
like smoking cessation counseling or treatment
services like physician contacts after a diagnosis
of depression, that were higher at student-run free
clinics than at comparable clinics.10,12
CHC similarly held its student-run clinics
accountable to providing high-quality care. To
understand student roles in personalizing highquality care for our patients, it is important to first
understand our clinic flow. The Loyola primary
care clinic visits began by having a medical
student perform patient intake, as well as a
thorough history and physical. Then the medical
student would step out and wait for one of the
physician volunteers to become available in order
to present and then step back into the patient’s
room as a team for follow-up questions and to
ascertain the assessment and plan. Additionally,
while the patient waited for the medical student to
return with the physician, the student assigned as
Floor Manager for that week would step into the
room to provide information on that month’s
health education topic.
As CHC holds several different primary care
and specialty clinics throughout the week, quality
metrics are closely tracked and reported for each
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student-run clinic that participates. Our pre-clinic
huddles and health education topic materials also
emphasized strategies for improvement in
providing quality care.

In other words, though we were
medical students and not full-fledged
providers, the expectation for providing
high-quality service remained.
In fact, as the students had more time than
physicians to spend with patients, we were able to
dedicate time specifically for meeting important
quality measures like universal PHQ2 screenings
for depression or pre-encounter chart review for
recommended health screenings. Importantly, our
extended time also allowed for meaningful
conversations about preventive health care and
personalized goals on topics like nutrition or
exercise, including the use of motivational
interviewing techniques.
Beyond conversation, we were able to use
time to collect and distribute resources for helping
our patients meet their goals through financially
and culturally appropriate methods. For example,
medical students were able to help write
“prescriptions” for gym memberships at a local
gym that partnered with CHC or to print healthy
recipes using traditional ingredients from a
patient’s preferred cuisine. In clinic settings like
these, where many patients are counseled on
diabetes and hypertension control, a thorough
understanding of motivations, barriers, and
actionable plans are key for enabling patients to
take control of their health outside of the clinic.
Lastly, greater allotted time for patient
interviews by medical students allows for a
deeper dive into social histories that may be
affecting a patient’s health. Use of the
biopsychosocial model of illness in primary care
both allows the care team to understand
processes leading into a patient’s health problems
and empowers patients in actively participating in
management of their illness.14 In the past year,
our medical student team collected countless
examples of psychosocial histories obtained due
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to the trust that grew out of extended encounter
times allowed to students. More than once,
patients were vulnerable and emotional in
encounters with medical students only to
downplay or not at all mention life stressors during
a physician’s portion of the encounter. Perhaps
this is because we have more time to ask and
listen or perhaps it is because we are perceived
as being less intimidating providers, but
regardless of the reason, our medical student
team often served as a valuable listening ear
regarding life stressors that impacted a patient’s
ability to manage their health. This information
also allowed medical students to make referrals to
social work, mental health resources, and to
better understand what programming could be
essential to a free clinic’s operations.
Serving Patients Now and Later: Investment in
Current & Future Safety Nets
Some argue that perhaps the best reason to
continue to keep student-run free clinics in service
is because there would simply be no other
alternative for many of these patients.1 The U.S.
Health Resources & Service Administration
(HRSA) identifies and reports areas that meet
criteria for being underserved by assigning them a
Medically Underserved Area (MUA) designation.
At the time of writing, HRSA lists 3,438 MUA
designations with a total population of 14 million
persons.15 While student-run free clinics are
extremely far from being able to meet this need by
themselves, these statistics underlie the
importance of having student-run free clinics as
players in the health care safety net to provide
options for patients who are unable to otherwise
access care.
Research on a student-run free clinic in
Tennessee found that 76.2% of new patients at
the clinic did not have a regular physician prior to
enrolling and that 98.2% of returning patients felt
that the clinic provided them easier access to a
physician.16 Student-run clinics have also been
shown to significantly decrease per-patient and
average ED utilization.17 These numbers
demonstrate both the need for accessible primary
care in areas served by student-run clinics and
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the fact that these clinics can successfully meet
these needs.
Medical student participation in free clinics is
also an investment in the future of the safety net.
A meta-analysis of specialty selection literature
determined that most students enter medical
school with an interest in primary care, but that
interest decreases as students are exposed
mainly to specialist faculty during their medical
education.18 Medical students who volunteer at
free clinics have the opportunity to meet and be
mentored by physicians who are primary care
providers, have similar passions, and who have
spent their careers working on improving
community health. Cultivating interest in working
in underserved areas and ultimately completing
residencies in primary care could potentially
decrease the provider shortage and the number of
medically underserved areas.
Moreover, conversations with physician
mentors, coupled with our own experiences at the
free clinic, allows students to familiarize
themselves with challenges faced by medical
professionals in securing high-quality care for all.
For example, every medical student on our Loyola
primary care clinic team was able to incorporate
research projects or administrative work into their
roles to begin to understand the intricacies of
functioning healthcare systems. In a system
where administrators and physicians are often left
frustrated by each other, medical students can
work to temporarily step into the shoes of
administrators to cultivate future cooperation in
safety net health care systems. The sooner
medical students are able to understand these
systems, the sooner they can begin to work on
realistic models for positive change and social
justice through policy and programming.
Conclusion
All things considered, when the attendee at the
informational session for our student-run free
clinic asked about the utility of medical students in
these settings, our board was able to confidently
explain that though this model may not be perfect,
it is valuable. Medical students, too, are valuable
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contributors; we contribute to multilingual and
culturally competent care, are able to provide
high-quality and highly customized care, and we
are invested in the current and future service of
medically underserved areas. Of course, there
continue to be many potential areas of
improvement for student-run clinics, including
taking care to improve patient-perceived levels of
privacy of protected health information or
satisfaction with waiting times.13 Perhaps there is
not yet a way to measure the exact value of
medical students in free clinics, but volunteering
at our student-run free clinic has also allowed us
to more deeply understand and participate in the
communities local to our medical school, build
meaningful relationships and mentorships, and to
stay connected to our purpose in becoming
physicians and empowering patients; in many
ways, these aspects are also invaluable.
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