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Abstract 

Background: Over 100 student-run free clinics (SRFCs) operate in the United States (US), typically 
serving uninsured populations. To date, there has been no effort to compare the patient-reported 
primary care experience in SRFCs to those of mainstream primary care (PC) clinics serving similar 
populations. In this study, we surveyed patients at Equal Access Birmingham (EAB), an SRFC, and 
compared our results to those from two PC clinics serving homeless-experienced clientele. 
Methods: We surveyed 60 EAB patients with the validated “Primary Care Quality-Homeless” survey. It 
generates an overall score and 4 subscale scores (clinician-patient Relationship, perceived inter-pro-
vider Cooperation, Accessibility/Coordination, Homeless-Specific Needs). We compared EAB’s ratings 
to those published for a Veterans Affairs (VA) mainstream PC (n=150) clinic and a homeless-tailored 
non-VA Health Care for the Homeless (HCH) program (n=195). 
Results: EAB’s ratings were similar to those of the mainstream VA clinic (p>0.4). EAB scored lower 
than the homeless-tailored non-VA HCH program in each subscale, though the difference did not 
achieve statistical significance. EAB patients most often praised the staff’s interpersonal skills. Items 
in which >25% of respondents gave a negative rating concerned wait times (29%), coordination of care 
(65%), and perceptions of provider skill (43%). 
Conclusions: Despite constrained resources, an SRFC scored comparably to a mainstream VA PC set-
ting. SRFCs will play a continuing role in care of uninsured individuals, and while these data suggest 
SRFC patient experiences are mostly favorable, additional resources may be required to approximate 
the care experience achieved in clinics tailored for homeless persons. 

 
Introduction 

     Despite health care access gains conferred by 
the Affordable Care Act (ACA), large gaps in ac-
cess to care persist, most notably in states that 
declined the ACA’s expansion of Medicaid.1 In 
Medicaid-declining states, prior research has 
shown that volunteer clinics, including student-
run free clinics (SRFCs), play a role in addressing 
primary care (PC) problems for low-income pop-
ulations lacking insurance. In 2010, 1007 free clin-
ics, 110 of which were SRFCs, cared for 1.8 million 

individuals.2 A 2014 survey identified SRFCs at 106 
medical schools in the United States (US), alt-
hough many SRFCs operated in multiple loca-
tions.3 Of these free clinics, a majority provided 
medications, health education, chronic disease 
management, acute care, and laboratory ser-
vices.4 In selected examples, the quality of care 
provided by SRFCs for chronic conditions, such as 
hypertension and diabetes, has been shown to 
meet national guidelines.2,5,6 
     Although SRFCs may enhance patient care 
and medical education, there has been little 
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effort to assess patient experience in SRFCs or to 
compare the SRFC patient experience to that de-
livered by publicly funded providers such as fed-
erally qualified health centers or clinics of the US 
Department of Veterans Affairs (VA). One study of 
satisfaction in SRFCs focused on service mechan-
ics but lacked information regarding key aspects 
of PC (accessibility, coordination, etc.) assessed in 
instruments like the Primary Care Assessment 
Survey.7–9 Separately, satisfaction measures, 
which assess whether care matches patient ex-
pectations, differ in principle from measures in 
which patients report on their experience of care 
delivery. One study deployed the Patient Experi-
ence Questionnaire to evaluate perceptions of an 
SRFC-delivered, one-time needs assessment fol-
lowing hospital admission, but the authors did 
not compare experiences of SRFC patients to 
those of other sites.10,11 
     For this study, we collected PC experience sur-
veys from patients at Equal Access Birmingham 
(EAB), an SRFC from which nearly 20% of people 
experiencing homelessness in Birmingham 
sought care in 2013.12 For comparison, we se-
lected ratings from two sites, a PC VA clinic and a 
nationally-regarded Healthcare for the Homeless 
(HCH) program, where the same survey had been 
administered in a prior study.13 For communities 
that entrust the care of low-income populations 
to volunteer clinics, this comparison might illus-
trate some of the tradeoffs involved. We hypoth-
esized the SRFC would obtain ratings better than 
those of a nearby VA PC clinic and similar ratings 
to those of a well-regarded HCH program (Bos-
ton Health Care for the Homeless Program). 
 

Methods 
 

     Research volunteers administered surveys 
during clinic check-in. Surveys were collected 
from June 2015 until March 2016, when the pri-
mary author transitioned to clinical rotations. The 
Institutional Review Board at the University of Al-
abama at Birmingham (UAB) approved this 
study. 
 
Site 
     The study was conducted at EAB, UAB School 
of Medicine’s SRFC, located in a day shelter for 
low-income and homeless persons in downtown 
Birmingham. The study included two sites of 

comparison. One was a PC VA clinic from Bir-
mingham. We had reason to believe the SRFC 
could match the VA clinic ratings, as the SRFC’s 
location (in a shelter), tangible assistance (food, 
clothes), and dedicated staff approximate some 
aspects of “tailoring” of service for this population, 
which has performed well in other studies.13 The 
other comparator, a nationally-regarded HCH 
program,13,14 would represent the highest attaina-
ble standard. 
 
Recruitment 
     Recruitment sought all English-speaking 
adult (>18 years) patients receiving PC from the 
SRFC from June 2015 to March 2016. Persons who 
seemed mentally altered and thus could not en-
gage in informed consent were not recruited. Pa-
tients who completed at least one visit prior to 
the day of survey were recruited at the SRFC in 
the waiting area prior to seeing the physician.  
     From June 2015 to March 2016, the SRFC saw 
65 patients. Among them, 78.5% agreed to the 
survey. Of the 14 patients who declined to partic-
ipate, three had to leave due to time constraints, 
two were not interested, and the remainder did 
not specify a reason. Participants received a to-
ken incentive (a “goodie bag” with socks or simi-
lar items) after participation. 
 
Survey Administration 
     The Primary Care Quality-Homeless (PCQ-H) 
survey is a validated survey consisting of 33 items 
with four subscales: patient-clinician Relation-
ship (15 items, focused on trust and ease of com-
munication with clinicians, α=0.92), perceived Co-
operation among clinicians (three items regard-
ing perception of cooperation among care team 
members, α=0.75), Access/Coordination (11 items 
covering clinic accessibility and ease of obtaining 
recommended services, α=0.87), and Homeless-
Specific Needs (four items addressing housing, 
clothing and staff attitudes toward homeless cli-
ents, α=0.76).15 Items solicit Likert-type responses 
to statements regarding the provider or clinic 
(e.g., “If I could not get to care, this place would 
reach out to try to help me get care”). Since 
homelessness was not an entry criterion for the 
SRFC, the four Homeless-Specific Needs items 
were left optional. Other patient characteristics 
controlled for in prior studies were collected.13,16–18 
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These included housing, race, gender, employ-
ment, and general self-reported health, produc-
ing a 47-item survey.19–21 Patients were given the 
option of completing the survey independently, 
or face-to-face with a team member, in case of 
visual impairment or challenges to literacy. 
     For one survey, the respondent met pre-speci-
fied criteria for survey non-engagement. This was 
based on checking the same response for all 
items (i.e., regardless of whether the items were 
negatively or positively worded) and completing 
all 47 items in less than 180 seconds. Such re-
sponse patterns may have reflected a primary in-
terest in obtaining the study incentive. 
     In addition to the 47-item survey, two open-
ended items asked what respondents liked most 
and what they liked least about the clinic. The au-
thors sought this qualitative data to further clarify 
responses to the survey, and to provide specific 
feedback for the SRFC leadership team. 
 
Analysis 
     Analyses entailed comparison of SRFC pa-
tients’ PC experiences to previously published re-
sults from homeless-experienced patients at a VA 
PC clinic and HCH program.13  
     First, Likert-type responses were treated nu-
merically (range 1-4, 4 being most favorable). 
Mean and standard deviation were calculated for 
PCQ-H subscales, and for an average total of all 
items (“Overall score”). Second, because patient 
questionnaires tend to obtain positively skewed 
results, we devised a categorical “unfavorable ex-
perience indicator” based on offering two or 
more frankly unfavorable responses (i.e., agree-
ing with a negative item, or disagreeing with a 
positive item) for the Relationship, Cooperation, 
and Access/Coordination subscales, or one or 
more such responses for the Homeless-Specific 
Needs subscale, as in prior work.13,22 Resultant var-
iables were compared with Fisher exact and t-
tests. 
     A formal multivariable model combining the 
new SRFC survey responses with the previously 
published VA PC clinic and HCH responses was 
precluded by applicable data security and ethics 
rules. A proxy for such comparison was 
developed by presenting the multivariable-
adjusted mean totals for each scale from the 

SRFC sample using the SPSS procedure multiple 
linear regression, adjusting for gender, Black 
race, and general self-reported health. For 
illustration we present these adjusted results 
alongside the published multivariable-adjusted 
scores for each of the four subscales, absent 
formal statistical comparison.  
     All responses to open-ended questions were 
scored by the first author, and categories were 
created at the discretion of the first author. 
     The authors performed all statistical analyses 
using SPSS software for Windows (IBM Corp.; 
version 25.0; Armonk, NY). 
 

Results 
 

Characteristics of the study sample 
     The final study sample was comprised of 50 re-
spondents. The SRFC sample did not differ from 
the previously reported VA sample collected in 
the same community, but the HCH program had 
a higher percentage of White (49.4%) respond-
ents compared to the SRFC (28.0%) (Appendix A). 
     The survey sample was predominantly unem-
ployed (62.0%), Black (58.0%), and male (54.0%) 
(Table 1). At least one night of homelessness in 
the previous six months was reported by 54.0% of 
respondents, although 62.0% reported a stable 
place to live on the day of survey collection. Most 
respondents (78.0%) described the SRFC as their 
site for regular primary care. Most reported 
suboptimal health, with 72.0% of the sample en-
dorsing “good,” “fair,” and “poor” health. 
 
Survey responses from the SRFC 
     Unadjusted mean scores for the four subscales 
were favorable (Table 2). Ratings averaged the 
highest for the Relationship (3.18 ± 0.40) and low-
est for the Cooperation subscales (2.77 ± 0.57) on 
a 1-4 scale. Ratings were similar to homeless-ex-
perienced veterans at a VA PC clinic for all four 
subscales.13 However, when ratings were com-
pared across all sites, the HCH program out-
scored the other sites for the Relationship and 
Cooperation subscales, and for the Overall aver-
age score (all p<.01) (Table 2). For SRFC respond-
ents, unfavorable responses were more common 
for perceptions of the clinical Relationship 
(46.0%) and Homeless-Specific site 
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Table 1. Characteristics of participants in evaluation of primary care experiences for vulnerable pa-
tients in a student-run free clinic 
 

Characteristics All Patients, n (%) 

Total number of respondents 50 (100.0)* 

Gender  

     Male 27 (54.0) 

     Female 20 (40.0) 

     Prefer not to say 3 (6.0) 

Race  

     White 14 (28.0) 

     Black 29 (58.0) 

     Mixed 1 (2.0) 

     Prefer not to say 6 (12.0) 

“Are you employed right now?”  

     Yes 16 (32.0) 

     No 31 (62.0) 

     Prefer not to say 3 (6.0) 

“Have you spent one or more nights on the street, in a shelter, or in a transitional program in the last 6 
months? 

 

     Yes 27 (54.0) 

     No 21 (42.0) 

     Prefer not to say 2 (4.0) 

“Do you currently have a stable place to stay?”  

     Yes 31 (62.0) 

     No 16 (32.0) 

     Prefer not to say 3 (6.0) 

Survey completion time  

     <15 minutes 44 (88.0) 

     >15 minutes 3 (6.0) 

     Prefer not to say 3 (6.0) 

“…how often did you feel confused about what the questions were asking?” 35 (70.0) 

     Never (none of the questions) 35 (70.0) 

     Sometimes (a few of the questions) 11 (22.0) 

     Frequently (more than half of the questions) 1 (2.0) 

     Prefer not to say 3 (6.0) 

“Did you trust the statement that your answers are confidential and would not be shared with anyone 
in the clinic?” 

 

     Yes 43 (86.0) 

     No 3 (6.0) 

     Prefer not to say 4 (8.0) 

Primary Care Provider  

     EAB 39 (78.0) 

     Other (or not PCP) 7 (14.0) 

     Prefer not to say 4 (8.0) 

“How long have you been coming to EAB?”  

     >6 months 23 (46.0) 

     <6 months 24 (48.0) 
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     Prefer not to say 3 (6.0) 

Self-reported health status  

     Excellent 4 (8.0) 

     Very good 5 (10.0) 

     Good 16 (32.0) 

     Fair 17 (34.0) 

*Due to survey responses being optional, some individuals chose not to answer every question. When a question was left blank, 
it was included in the “Prefer not to say” cohort. 
EAB: Equal Access Birmingham; PCP: primary care provider 
 
Table 2. Primary care quality-homeless survey scores compared across sites 
 

 SRFC (n=50)* VA (n=150) HCH Program (n=195) p† 

Unadjusted PCQ-H Subscale Scores Compared, Mean (SD) 

Subscale Scores     

     Relationship 3.18 (0.40) 3.13 (0.49) 3.32 (0.41) <0.01** 

     Cooperation 2.77 (0.57) 2.75 (0.70) 2.97 (0.52) <0.01** 

     Access/Coordination 3.04 (0.35) 3.12 (0.44) 3.17 (0.40) 0.13 

     Homeless-Specific Needs 3.11 (0.47) 3.05 (0.51) 3.17 (0.46) 0.07 

Overall scores 3.10 (0.36) 3.08 (0.44) 3.22 (0.39) <0.01** 

Multivariable-adjusted PCQ-H Subscale Scores, Mean (SE) 

Subscale scores, adjusted‡     

     Relationship 3.17 (0.063) 3.26 (0.09) 3.45 (0.09) - 

     Cooperation 2.75 (0.090) 2.89 (0.14) 3.15 (0.13) - 

     Access/Coordination 3.04 (0.044) 3.24 (0.09) 3.29 (0.08) - 

     Homeless-Specific Needs 3.08 (0.081) 3.31 (0.10) 3.38 (0.09) - 

Unfavorable Experience Indicator (%) Comparison 

Unfavorable experience§     

     Relationship 46.0 41.3 25.3 <0.01** 

     Cooperation 22.0 30.4 17.1 0.02 

     Access/Coordination 40.0 34.0 25.8 0.08 

     Homeless-Specific Needs 42.0 34.0 32.0 0.15 

*Each survey item was optional, and some patients did not complete every item on the survey. As a result, some SRFC subscale 
scores were completed with an n<50. However, every score for the SRFC had n>40; †Analysis of variance (ANOVA) for compar-
ison of all 3 continuous scores. Additional post-hoc Tukey HSD test pairwise comparisons are indicated with an asterisk for 
contrasts between VA and HCH <.05. Pairwise comparisons between SRFC and VA, and between SRFC and HCH program 
were nonsignificant (all p>.10). Comparison of the categorical “unfavorable experience” is with the chi-squared test; ‡SRFC 
responses are adjusted for gender, Black race, employment status, one or more nights of homelessness in past six months, 
and self-reported health-status in the SRFC patient population. Multivariable-adjusted responses for VA and HCH cohorts are 
from prior publication14 and were adjusted for age, gender, Black race, having had one’s own domicile (apartment or house) 
in two weeks, psychiatric symptoms, drug and alcohol risk, general self-reported health, and low income status. Because mul-
tivariable-adjusted scores were adjusted for different variables, in different models, no statistical comparison is offered for the 
adjusted means; §Unfavorable experiences based on offering two or more frankly unfavorable responses (i.e. agreeing with a 
negatively worded item, or disagreeing with a positively worded item) for the Relationship, Cooperation, and Access/Coordi-
nation subscales, or one or more such responses for the Homeless-Specific Needs subscale, as previously established.13 Per-
centages were generated for SRFC (n=47), VA (n=138-150), and HCH program (n=187-194) patients separately. **Indicates sta-
tistical significance. 
SRFC: Student-Run Free Clinic; VA: Veterans Affairs; HCH: Health Care for the Homeless; PCQ-H: Primary Care Quality-Home-
less; SD: standard deviation; SE: standard error; HSD: Honestly significant difference 
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Table 3. Items drawing the highest proportion of frankly unfavorable responses among SRFC patients 
 

Item Frankly Unfavorable Response (%)* 

The primary care and other healthcare providers need to communicate more with 
each other. 

56.4 

I can get into touch with my provider when I need to. 45.2 

I worry about whether my primary care provider has the right skills to take good care 
of me. 

38.3 

At this place, I always have to choose between my healthcare and other challenges in 
my life. 

38.1 

If I walk into this place without an appointment, I have to wait too long for care. 29.3 

Staff at this place treats some patients worse if they think they have addiction issues. 27.3 

*Frankly Unfavorable item response based on categorical “Strongly Agree” or “Agree” with a negatively worded item, or 
“Strongly Disagree” or “Disagree” with a positively worded item. 
SRFC: Student-Run Free Clinic 

 
Table 4. Aspects most liked by SRFC patients 
 

Aspects most liked about clinic* Frequency (n=41) 

Staff is friendly and helpful (interpersonal care) 25 

Convenience 7 

Free medicines/services 6 

Nondescript positive statements (“everything is good”) 2 

Facilities 1 

*Qualitative responses of patients were categorized subjectively at the discretion of the authors. 
SRFC: Student-Run Free Clinic 

 

Needs (42.0%) than for the other two subscales 
(Table 2). The  SRFC site did not differ from the VA 
regarding unfavorable experience prevalence. 
However, an unfavorable relationship experience 
was more common at the SRFC site compared to 
the HCH site (p<0.01) (Table 2). 
 
Unfavorable experiences as the SRFC 
     Investigation of individual items found six 
where more than 25% of SRFC respondents re-
sponded unfavorably (Table 3). These included 
unfavorable perceptions of inter-provider com-
munication (56.4%), ease of contact with provider 
(45.2%), provider caregiving skills (38.3%), chal-
lenges of competing priorities in seeking health 
care (38.1%), long wait times (29.3%), and provider 
treatment of patients with addiction issues 
(27.3%). Conversely, several items obtained a very 
low (<5%) unfavorable response percentage. 
Among these were patients’ beliefs that they 

could be honest about substance use, that they 
could obtain care without missing meals or a 
place to sleep, that their health needs were never 
doubted, that they could work out disagree-
ments with their provider, that the care provider 
would make decisions based on a patient’s best 
interest, that they received information about 
available services, that staff seems to like working 
with people who have been homeless, and that 
the clinic still found a way to help patients if they 
missed an appointment (Appendix B). 
 
Responses to open-ended questions 
     Qualitatively favorable statements (n=41) fo-
cused on interpersonal skills of students (n=25), 
convenience (n=7), and free service cost (n=6) 
(Table 4). Unfavorable statements (n=21) touched 
on “long wait times” (n=8), facility limitations 
(n=2), disruption from other patients (n=2), and 
lack of stronger pain medications (n=2). See 
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Appendix C. 
 

Discussion 
 

     This study examined care ratings from pa-
tients in a SRFC compared to those from home-
less-experienced patients at a nearby VA PC 
clinic and a long-established HCH program. Con-
trary to our hypothesis, SRFC ratings did not dif-
fer significantly from those of the VA PC clinic. In 
analysis of variance (ANOVA), mean scores and 
the likelihood of unfavorable responses for the 
Relationship and Cooperation subscales differed 
in ways that favored the HCH program. 
     The HCH program seemed to outperform the 
SRFC and the VA PC clinic in this study, much as 
it outperformed VA clinics in a prior study.13 It is 
unclear which aspects of the HCH program led to 
this difference, but the HCH program does incor-
porate multidisciplinary teams, outreach to mul-
tiple locations, and capacity to respond to tangi-
ble patient needs. These services have been 
shown to matter for persons who are homeless, 
and the SRFC only offered some of them due to 
limited experience and resource base.23 The SRFC 
had operated for three years with a $25,000 
budget, compared to the HCH program, which 
opened in the mid-1980s and exceeded 
$30,000,000 in revenue in 2016. The SRFC scored 
comparably to a VA PC clinic, suggesting similar 
patient experiences.  
     We believe the features of the SRFC service 
model can explain our findings. The SRFC oper-
ated once weekly, which may explain the 45.2% 
unfavorable responses to the item evaluating 
ease of contacting SRFC providers (Table 3). Be-
cause the SRFC’s volunteer attending physicians 
took time to teach students, wait times were sub-
stantial. Furthermore, medical students perform 
the initial evaluation of a patient, which might ac-
count for the 38.3% unfavorable rating of per-
ceived provider skill (Table 3). Qualitative re-
sponses favored the staff’s interpersonal skills 
(Table 4), possibly reflecting the extra time be-
tween clinicians and patients. Patients rated 
coordination of care less favorably, with 56.4% re-
porting that their providers needed to communi-
cate better with each other (Table 4). This may re-
flect the SRFC's distance from the university hos-
pital and limited referrals to specialty clinics, as 

the latter only accept referrals from traditional 
primary care providers. Unfavorable perceptions 
of SRFC wait times and accessibility were also 
present in a 2010 patient satisfaction study in a 
South Carolina SRFC.7  
     Finally, a high percentage of SRFC patients re-
ported having to “choose between health care 
and dealing with other challenges in my life," a 
problem well-documented in homeless health 
research.24 Still, positive observations predomi-
nated among the free text comments (41 positive 
and 21 negative). 
     Since the completion of this study, the SRFC 
has attempted to address wait times by adding 
an additional clinic and physician per week. The 
SRFC transitioned to the electronic medical rec-
ord (EMR) of its affiliated academic medical cen-
ter, allowing SRFC providers to see recommenda-
tions of consultants after SRFC patients were 
hospitalized. 
 
Limitations 
     One survey administrator also served as a pro-
vider, and ratings could have been influenced by 
favorable memories or social desirability bias. 
However, most patients (86%) affirmed trust in 
the survey’s confidentiality. In addition, recruit-
ment in the clinic waiting area could bias toward 
satisfied “return customers” and underrepresent 
respondents who disliked the clinic. This form of 
selection bias may be less likely because many re-
spondents were uninsured (80.2%) in a state with 
few options for indigent care.25 Statistical power 
was limited, as fewer participants were recruited 
at the SRFC site (n=50) than the HCH program 
(n=195) and VA PC clinic (n=150) given the SFRC’s 
limited funding and research personnel. Finally, 
ethical restrictions on sharing of data files from 
the previously published VA study meant that 
comparative analyses could not include statisti-
cal models adjusted for patient characteristics. 
However, some reassurance is gained from a 
prior report that patient characteristics did not 
meaningfully influence site comparisons in a 
study of 602 respondents.13  
 
Implications 
     This study found that an indigent population 
attending an SRFC rated care at least as favorably 
as homeless-experienced patients attending a 
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VA PC clinic. However, respondents in both set-
tings rated care somewhat worse than a well-es-
tablished HCH program. Future studies should 
assess what SRFCs achieve beyond patient visits, 
and whether SRFCs can deliver primary care ex-
periences approaching that of publicly-funded 
providers. Future comparisons of PCQ-H scores 
among multiple SRFCs could suggest which 
characteristics of SRFCs enhance patient experi-
ences. This study suggests some systemic limita-
tions to what SRFC’s can achieve, including logis-
tical barriers that impede referrals of patients to 
specialty clinics. Thus, the present data may iden-
tify a ceiling to the primary experience scores at-
tainable by clinics staffed wholly by volunteers. 
Though the SRFC’s longer wait times appear to 
have inconvenienced patients, they did provide 
opportunity for this volunteer survey. 
     SRFCs stand to gain by evaluating the PC ex-
periences of their patients to identify opportuni-
ties for improvement in light of their unique chal-
lenges. The present study underscores that such 
clinics are likely to remain relevant to low-income 
populations. 
 
Disclosures 

Dr. Kamal has worked with the student-run free clinic that is 
referenced in this manuscript. 
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