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Introduction: Existing literature about student-run clinics (SRCs) often focuses on student rather than
patient experiences. To begin to gather data on norms and practices at SRCs nationally, this pilot study
surveyed faculty leaders from SRCs around the country about metrics such as clinic organization, patient
demographics, and care services.

Methods: A 38-question survey was distributed via email to members of the Student Run Free Clinic
Faculty Association (SRFCFA) in October 2021. All responses were collected electronically via Qualtrics
survey software.

Results: Most SRCs are held at least once weekly in variable physical locations. All SRCs surveyed use an
electronic medical record. Student leadership typically rotates annually. Preceptors skew towards
generalists rather than specialists. Clinics have variable patient volumes but see majority uninsured and
non-English-speaking patient populations. Responses about consistency of result communication, follow-
up visits, referrals to specialty care, and management of high-risk patients were mixed. The majority of
respondents did not feel that learner experience was prioritized over patient care.

Conclusion: The design and operations of SRCs nationwide is variable and not standardized. There
remains a limited understanding of patient experiences and patient-centered outcomes at SRCs, and thus
it is difficult to guide best practices. Future efforts to collect patient perspectives and outcomes should be
emphasized given the vulnerable populations these clinics serve.

Introduction

Student-run clinics (SRCs) exist at most United States medical schools."? The most common model is a free or
low-cost clinic led and staffed by students with supervision from faculty volunteers. Care can include urgent,
chronic, preventative, and/or specialist services."? SRCs primarily serve patients without stable or accessible
primary care. The majority of patients are uninsured,’ and historically marginalized racial and ethnic groups are
disproportionately represented.? The reported benefits of student participation in SRCs include working on
interprofessional teams,%2 developing clinical skills,2* and increasing student interest in work with underserved
populations.’® Previously cited areas for improvement include faculty staffing,’ funding,! and integration into
formal curricula.?
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Publications about patient experiences and clinical outcomes at SRCs are limited. Some clinics have embarked
on quality improvement initiatives including collecting patient satisfaction data,®’ though these are reported as
single-clinic efforts. There is a concerning absence of larger-scale and patient-oriented assessments of SRCs.
To begin to gather data on current practices at SRCs, this pilot study surveyed faculty leaders from SRCs
around the country.

Methods

To our knowledge, there are no existing validated questionnaires specifically geared toward student-run clinics.
Thus, we created a unique 38-question survey for this investigation. To use validated survey tools, some
questions were derived from pre-existing self-assessment toolkits for hospital and clinic leaders that focused
on health equity performance and patient centeredness.?>17 We developed additional questions relating
specifically to SRC operations. The survey was distributed to members of the Student Run Free Clinic Faculty
Association, a group of approximately 200 members, via a shared link within the organization’s email newsletter
in October 2021. A reminder email was sent 2 weeks later. The survey closed 4 weeks after initial distribution.
Twenty-one individuals completed the survey (10% of total newsletter recipients, 32% of those who opened the
newsletter). Each respondent was asked to generate a unique identifier to ensure there were no duplicate
responses. All responses were included in the analysis, even if the respondent did not finish the survey. For
questions with less than 100% response rate, the denominator was adjusted accordingly. This study was
exempted by the University of Rochester’s and University of Wisconsin's Institutional Review Boards.

Results

Twenty-one respondents participated in the survey, with demographics outlined in Table 1.

Clinic Design and Leadership

Survey respondents described diverse SRC settings: most (80%) operate in a physical clinic space, while a
minority (20%) operate in nonmedical spaces (eg, community center, church, pop-up sites). Faculty reported a
typical frequency of 0-1 clinic sessions per week (60% of respondents), though some clinics offer 2-3 sessions
weekly (35% of respondents). Patient volumes vary widely with no clinic seeing greater than 50 patients each
week. Student involvement draws from multiple disciplines: medicine (majority preclinical), nursing, pharmacy,
physician assistant, physical therapy, and social work. Student leadership primarily changes annually (90% of
respondents). Clinic preceptors skew toward generalists rather than specialists. Survey respondents described
a ratio of staffing and student supervision akin to other clinics within their institution, though this was not
consistent across all respondents (Table 2).

Demographics, Diversity, and Equity

Faculty reported a mix of racial and ethnic patient demographics. More than half of respondents described
their SRC patient population as non-English-speaking. Most clinics offer trained interpreters (14/20 [70%)]
indicating “usually” or always”). Patients are primarily uninsured (19/21 respondents described >60%
uninsured). See Table 3 for further breakdown of patient demographics. A minority of respondents reported
clinic staff represents the diversity of the community served (40%, 8/20). Answers to additional questions
about diversity, equity, and community partnership are in Table 4 and Figure 1.

Operations and Quality Improvement

All participating faculty reported use of an electronic medical record at their SRC. Many clinics (14/19, 74%) are
engaged in quality improvement work. While many SRCs have systems for management of high-risk patients
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(17/19, 89%), those systems were primarily described as minimal (11/17, 65%). Two respondents did not know
of any system for management of high-risk patients. The majority of respondents (17/19, 89%) described
established referral processes to other services, though the reported consistency of care coordination and
follow-up for these referrals was mixed. Less than half of surveyed clinics have a system for patient feedback
(5/19, 26%). Most respondents did not feel that learner experience was prioritized over patient care (Table 5).

Discussion

Principal Findings

Most clinics are appropriately supervised by generalists, given the potential breadth of patients’ concerns.
Student leadership transitions yearly, thus limiting longer-term initiatives. Care coordination processes
including test result communications and referrals often exist, however standardized systems for management
of higher-risk patients and follow-up after referrals is lacking. Patient input on clinic services is inconsistent.

Most clinics collect data on patient demographics. Trained interpreters are available at a majority though
notably not all clinics, which is especially important as most clinics serve non-English-speaking populations.
Similar to other medical settings, the makeup of SRC volunteers does not always represent the diversity of the
population served, and further training to address health disparities is needed.

Limitations and Future Directions

This study begins the process of better understanding SRCs' design and operations. The sample size is small
and unlikely to be representative. Faculty advisors were chosen as a convenience sample, and responses are
limited by selection bias in that only interested faculty advisors likely responded. Based on unique identifiers
each respondent generated, there were no known duplicate responses, however it is possible that more than
one faculty member from a single clinic responded to the survey. Future studies could improve by directly
contacting medical schools, performing qualitative interviews, obtaining data from clinic records rather than
faculty recall, and surveying students in addition to faculty. Survey design could be improved by creating more
consistent Likert-scale answers for similar question types and defining qualifiers, such as “high-risk patients.”
Additional efforts should focus on patient perspectives and patient-centered outcomes, which are difficult to
assess objectively when surveying clinic leadership.

Conclusions

The existing literature on SRCs often focuses on student rather than patient experiences. This survey describes
additional information surrounding clinical operations and patient care from the faculty perspective only. Based
on this survey data as well as published literature, the design and operations of SRCs nationwide is highly
variable and likely a function of factors including institutional associations, patient demographics, and available
resources. Future efforts to collect patient perspectives as well as patient- and community-centered outcomes
will help build the existing knowledge base. This in turn could contribute to SRC best practice
recommendations to improve care for the vulnerable patient populations they serve.

Tables and Figures
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Table 1: Faculty Respondent Demographics

Characteristic

Clinical background of faculty member (N=21)

n (%)

Physician: 9 (42.9)
Pharmacist: 4 (19.1)
Nurse practitioner: 4 (19.1)
Physical therapist: 2 (9.5)
Social worker: 1 (4.8)
Veterinarian: 1 (4.8)

Practice setting of faculty member (N=21)

General outpatient medicine: 11 (52.4)
Hospital medicine: 2 (9.5)

Subspecialty outpatient medicine: 2 (9.5)
Other: 6 (28.6)

Currently actively practicing outside of SRC? (N=21)

Yes: 16 (76.2)
No: 5 (23.8)

Role within SRC (N=21)

Lead faculty advisor: 12 (57.1)
Advisory role: 2 (9.5)
Clinical preceptor: 7 (33.3)

Compensation for role with SRC (N=21)

Significant part of FTE: 4 (19.1)
Small amount: 5 (23.8)
No compensation: 12 (57.1)

Abbreviations: SRC, student-run clinic; FTE, full-time equivalent.
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Characteristic n (%)

Clinic setting (N=20)

Table 2. Clinic Design and Leadership

Embedded within larger health care network: 8 (40)
Using physical space of an unaffiliated clinic: 8 (40)
Community center: 2 (10)

Church: 1 (5)

Multiple sites/pop-up clinics: 1(5)

Number of clinic sessions per week
(N=20)

0-1: 12 (60)
2-3:7 (35)

4-5: 0 (0)

6 or more: 1 (5)

Numbers of patients seen per week
(N=20)

0-10: 5 (25)

10-20: 5 (25)
20-30: 6 (30)
30-40: 2 (10)
40-50: 2 (10)

More than 50: 0 (0)

What types of health professional
students are involved in clinic (select
all that apply)? (N=103)

Medical students (preclinical): 16 (15.5)
Medical students (clinical): 18 (17.5)
Pharmacy students: 18 (17.5)

Nursing students: 12 (11.7)

Social work students: 12 (11.7)
Physical therapy students:9 (8.7)
Physician assistant students: 10 (9.7)
Other: 8 (7.8)

Portion of student volunteers in
preclinical years of training (N=20)

None: 3 (15)
Few: 1 (5)
About half: 6 (30)
Most: 9 (45)

All: 1 (5)

Make-up of clinic’s student leadership
(N=20)

All preclinical students: 7 (35)
Mixture of preclinical and more advanced students: 9 (45)
All more advanced students: 4 (20)

Frequency of clinic leadership changes
(N=20)

Annually: 18 (90)
Every 2 years: 1 (5)
Every 3-4 years: 1 (5)

Percentage of preceptor volunteers
who are generalists (N=19)

0%-20%: 1 (5.3)
20%-40%: 2 (10.5)
40%-60%: 3 (15.8)
60%-80%: 5 (26.3)
80%-100%: 8 (42.1)

When working at your clinic, students
are supervised to the same degree
and staffing ratios as they are in other
clinics in your institution. (N=19)

Never: 3 (15.8)
Rarely: 1 (5.3)
Usually: 11 (57.9)
Always: 4 (21.1)
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Table 3. Patient Demographics

Characteristic, n (%)

Characteristic, n (%)

Race (N=21) Ethnicity (N=21)
White Hispanic/Latinx
0% -20% 12 (57.1) 0% -20% 9 (42.9)
21% -40% 4 (19.0) 21% -40% 3 (14.3)
41% -60% 2 (9.5) 41% -60% 4 (19.0)
61% -80% 2(9.5) 61% -80% 4 (19.0)
81% -100% 1(4.7) 81% -100% 14.7)
Black/African American Non-Hispanic/Latinx
0% -20% 12 (57.1) 0% -20% 6 (28.6)
21% -40% 6 (28.6) 21% -40% 3(14.3)
41% -60% 2 (9.5) 41% -60% 3 (14.3)
61% -80% 1(4.7) 61% -80% 5 (23.8)
81% -100% 0 (0) 81% -100% 4 (19.0)
American Indian or Alaska Native Primary language other than English (N=20)
0% -20% 20 (95.2) 0% -20% 3 (15)
21% -40% 1(4.7) 20% -40% 3 (15)
41% -60% 0 (0) 40% -60% 5 (25)
61% -80% 0 (0) 60% -80% 5 (25)
81% -100% 0(0) 80% -100% 4 (20)
Asian Insurance Status (N=21)
0% -20% 21 (100) Uninsured
21% -40% 0 (0) 0% -20% 2(9.5)
41% -60% 0 (0) 21% -40% 0(0)
61% -80% 0 (0) 41% -60% 0 (0)
81% -100% 0 (0) 61% -80% 6 (28.6)
Native Hawaiian or Pacific Islander 81% -100% 13 (61.9)
0% -20% 17 (80.9) Medicaid
21% -40% 1(4.7) 0% -20% 20 (95.2)
41% -60% 0 (0) 21% -40% 0 (0)
61% -80% 0 (0) 41% -60% 0(0)
81% -100% 3(14.3) 61% -80% 14.7)
Other 81% -100% 0(0)
0% -20% 15 (71.4) Medicare
21% -40% 3(14.3) 0% -20% 21 (100)
41% -60% 1(4.7) 21% -40% 0(0)
61% -80% 0 (0) 41% -60% 0(0)
81% -100% 2 (9.5) 61% -80% 0(0)
81% -100% 0(0)
Private/commercial/group insurance
0% -20% (100)
21% -40% 0 (0)
41% -60% 0 (0)
61% -80% 0(0)
81% -100% 0(0)
Table 4. Demographics, Diversity, and Equity
Characteristic n (%)
Your patients provide direct input into evaluating your clinic services. (N=19) m?'a ((2763'37))

Cultural competency training is offered for volunteers and staff in your clinic. (N=19)

Yes, mandatory for all: 5 (26.3)
Yes, optional: 4 (21.1)
No: 10 (52.6)

Your clinic partners with community organizations. (N=18)

Yes, direct partnership: 7 (38.9)
Yes, through referrals: 11 (61.1)
No: 0 (0)
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Figure 1: Addressing Diversity and Equity

Clinic volunteers and staff represent the diversity
of the community served. (N=20)

Your clinic leadership has set goals on eliminating
disparities. (N=19)

Your clinic works to identify barriers to treatment
for your population. (N = 18)

Wstongydisagee M Disagree [l Neither agree nor disagree [ Agree 1 Strongly agree

Your clinic collects data on race and ethnicity. N=20

Your clinic collects data on language preference.
N=20

Trained interpreters are available at your clinic.
N=20

W Never WRarely Musually [ Aways
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Characteristic n (%)

Table 5. Operations and Quality Improvement

Your clinic collects data on performance measures. (N=20)

Never: 2 (10)

Rarely: 8 (40)
Usually: 7 (35)
Always 3 (15)

Your clinic uses the above data to create quality improvement projects.

(N=19)

Yes, current active projects: 2 (10.5)
Yes, sometimes: 12 (63.1)
No: 5 (26.3)

Your clinic uses an electronic medical record. (N=20)

Yes, system-integrated EMR: 0(0)
Yes, clinic-specific EMR: 5 (25)
No: 15 (75)

Your providers regularly used evidence-based protocols for treating
common acute complaints. (N=20)

Never: 0 (0)
Rarely: 1 (5)
Usually: 9 (45)
Always: 10 (50)

Your clinic has a system for managing high risk patients (care
coordination, registry, etc). (N=19)

Yes, standardized system: 6 (31.6)
Yes, but minimal: 11 (57.9)
No: 2 (10.5)

If you are unable to provide a service, your clinic has a referrals
process. (N=19)

Never: 1 (5.3)
Rarely: 1 (5.3)
Usually: 7 (36.8)
Always: 10 (52.6)

The referrals process includes a warm handoff or care coordination.
(N=18)

Never: 2 (11.1)

Rarely: 8 (44.4)
Usually: 5 (27.8)
Always: 3 (16.7)

Patients who you refer to other clinic sites get to the referral
appointment. (N=18)

Unknown: 1 (5.6)
Never: 1 (5.6)
Rarely: 9 (50.0)
Usually: 0 (0)
Always: 7 (38.9)

Patients and families have telephone/email access to clinic staff when
the clinics are closed. (N=19)

Never: 4 (21.1)

Rarely: 3 (15.8)
Usually: 7 (36.8)
Always: 5 (26.3)

Test results and care plans are communicated with patients. (N=20)

Never: 0 (0)
Rarely: 0 (0)
Usually: 9 (45)
Always: 11 (55)

Your clinic prioritizes learner experiences over patient care. (N=19)

Never: 4 (21.1)
Rarely: 12 (63.2)
Usually: 3 (15.8)
Always: 0 (0)

Abbreviation: EMR, electronic medical record.
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