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ABSTRACT 

As medical students undergo their clinical years, they exhibit a well-documented 

loss of idealism, increasingly negative attitudes towards poor and underserved patients, 

and less interest in working with these patients. Here we describe the pilot year of a 

longitudinal service-learning requirement implemented as a part of the medical student 

pre-clinical curriculum. We hypothesized that increased non-clinical contact would 

decrease the formation of negative attitudes towards these patients. Students completed 

service hours at assigned community sites each semester along with written reflections. 

Surveys were administered to track attitudes towards the underserved. Written reflections 

were analyzed qualitatively for thematic content as well as feedback on the experience. 

The requirement was largely acceptable to medical students, and many found value and 

enjoyment in the experience. The most common critique was that the required hours were 

insufficient to develop continuity, and that students desired more thorough briefing 

beforehand to increase their effectiveness. Students reported practicing clinical skills and 

communication skills. They identified social determinants of health and learned about 

their patients. They reflected on their professional identity, motivations for entering 

medicine, and specialty choices. Students experienced moments of connection and 

belonging, as well as feelings of guilt, otherness, and awareness of privilege. We 

continue to explore how working collaboratively and learning reciprocally with 

community members outside of the hospital and clinic may teach students cultural 

humility and help insulate students from cynicism and negative views of poor and 

medically underserved patients.  
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CHAPTER 1: INTRODUCTION 

Medical students tend to begin medical school with idealistic worldviews, 

interested in caring for the poor and in need, and with more interest in primary care. But 

as students make their way through medical school, something changes. There is a well-

documented loss of idealism that occurs once medical students enter the clinical years 

(Erron 1958) (Gray 1964). More recent literature has shown that during their third year 

when they enter full time clinical training, students’ views of the poor erode, and students 

(male students more so) lose interest in working with the underserved (Crandall 1993). 

Instead, medical training instills in students contemptuous and unsympathetic views of 

the poor, even in those previously interested in working with underserved populations. 

They come to see illness as the patient’s fault. Physicians may spend less time with or 

make less effort to communicate with patients deemed difficult or incapable, and they 

may not even be aware they are doing this. (Wear 2008)  

Preventing the development of negative attitudes towards the underserved is a 

subject of ongoing inquiry, and many novel and creative approaches have been tried. 

Perhaps surprisingly, it seems that caring for medically underserved patients in the 

hospital actually diminishes student interest in caring for this population. In a 2008 study, 

Wear et. al. concluded that “teaching hospitals bring students face-to-face with poor and 

uninsured patients on a regular basis. However, an overview of the research available 

suggests that this contact does not result in students’ greater understanding and empathy 

for the plight of the poor and may, in fact, lead to an erosion of positive attitudes toward 

the poor.” 

In The Second Sex, Simone de Beauvoir considers “What is a woman?” 
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“Merely stating the problem suggests an immediate answer to me. It is 

significant that I pose it…If I want to define myself, I first have to say, ‘I am a 

woman,’ all other assertions will arise from this basic truth. A man never begins 

by positing himself as an individual of a certain sex: that he is a man is 

obvious…[Woman] is determined and differentiated in relation to man, while he 

is not in relation to her; she is the inessential in front of the essential. He is the 

subject, he is the absolute, She is the Other.  

“The category of Other is as original as original as consciousness itself. 

The duality between self and other can be found in the most primitive societies, in 

the most ancient mythologies… 

“But the other consciousness has an opposing reciprocal claim: traveling, 

a local is shocked to realize that in neighboring countries locals view him as a 

foreigner; between villages, clans, nations, and classes there are wars, potlatches, 

agreements, treaties, and struggles that remove the absolute meaning from the 

idea of Other and bring out its relativity; recognize the reciprocity of their 

relation.” (p5-7) 

Woman, of course, is not the only Other. There is also the Other of race, class, 

education, locale. Physicians often speak of the Other in ways that are deeply ingrained 

in the language of medicine, and, though they do not typically recognize it in the 

moment, physicians often speak of their patients in coded ways that alienate themselves 

from their patients and reinforce the position of patient as Other. This is particularly 

notable when patients are poor, uneducated, non-English speaking, or non-white. There 

might be a mention on rounds of “a difficult social situation,” “non-adherence,” or 
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“behavioral issues,” or a deep sigh on learning that a patient does not speak English. 

These phrases are received with knowing nods, understanding that this patient is not like 

“us.”  

These linguistic habits offer a small window into the roots of racism, sexism, and 

many other -isms that continue to plague medicine today. More concretely, these issues 

may be measured by the stark disparities in health outcomes by race, by income, and by 

zipcode (AHRQ 2017). This power differential is seen daily on the face of the patient 

undressed on the exam table, surprised and a little embarrassed, after they reluctantly 

consent for students and residents to file in, filling the room to look at their “interesting 

physical exam finding,” the door not quite shut behind them. 

Even as the wounds inflicted by the medical profession linger (Tuskeegee has not 

been forgotten), the mental trickery that others the patient may be protective to the 

physician. Distance insulates and buffers the physician’s sense of wholeness and self 

from the realization, always teetering, that I, too, have a body; I, too, and subject to decay 

and death. The impulse to other is a human one, borne of fear and an unstable sense of 

self: the medical student comes of age each day awakening to the ever widening range of 

human pathos, and the instinctual response is to say – not I, I am not like my patients, 

these things will not happen to me: I know better, I will avoid this fate. Thus the profound 

shock and despair when a fellow physician suffers calamity, illness, or death, and perhaps 

too the epidemic of physician suicide, fueled by the inability to acknowledge humanity, 

human frailty, and the need for help (Center 2003).  

While the impulse of a physician to distance themselves from a patient originates 

as a protective mechanism, with time it becomes a barrier to mental wholeness, wellness, 
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and acceptance of one’s humanity. If the physician or physician in training can instead 

say I, too, am a body, I am subject to all of its indignities and frailties, its unpredictable 

turns, they can instead form connection, wholeness, and a fully realized sense of self. By 

building not just compassion, but empathy, the student cannot simply get by and get 

through, but thrive both personally and professionally. Teaching resilience and 

compassion to medical students would benefit not only for patients, but perhaps 

ultimately for our physicians, medical students, and others in the helping professions. The 

question then is: how do you teach compassion?  

Distancing and othering may contribute to disparity and interfere with trust in the 

doctor-patient relationship, but in certain situations it can be a useful tactic to employ, 

such as in a life-threatening emergency or when performing surgery. In other settings, 

such as preventative care, gynecologic care, psychiatric care, or even when evaluating a 

patient in the emergency room, it can become problematic if the patient doesn’t feel the 

doctor understands them. They may withhold critical information or not follow medical 

advice. A doctor may overlook diagnoses or dismiss symptoms in a patient they feel is 

unreliable, for instance dismissing a seizure description by a patient judged to be drug 

seeking, only for them to seize minutes later. 

Distancing and othering may be harmful to the physician and medical student as 

well. As with the patient, it allows them to function and learn in a high stress 

environment, but rates of depression in medical students as high as 40-70% suggest that 

that these typical coping mechanisms may also prove maladaptive at times. Student may 

experience feelings of isolation, lack of connection, and loss of humanity. As described in 

a 2008 study by Shapiro, 
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“The potential for medical education to promote empathy is not easy for 

two reasons: a) Medical students and residents have complex and mostly 

unresolved emotional responses to the universal human vulnerability to illness, 

disability, decay, and ultimately death that they must confront in the process of 

rendering patient care b) Modernist assumptions about the capacity to protect, 

control, and restore run deep in institutional cultures of mainstream biomedicine 

and can create barriers to empathic relationships. In the absence of appropriate 

discourses about how to emotionally manage distressing aspects of the human 

condition, it is likely that trainees will resort to coping mechanisms that result in 

distance and detachment. [there is a] need for an epistemological paradigm that 

helps trainees develop a tolerance for imperfection in self and others; and 

acceptance of shared emotional vulnerability and suffering while simultaneously 

honoring the existence of difference. Reducing the sense of anxiety and threat that 

are now reinforced by the dominant medical discourse in the presence of illness 

will enable trainees to learn to emotionally contain the suffering of their patients 

and themselves, thus providing a psychologically sound foundation for the 

development of true empathy.” 

In our current era of ongoing healthcare inequity and continuing uncertainty as to 

the future of our health system, there are huge numbers of Americans who are medically 

underserved. The bioethical principle of justice directs that physicians have an ethical 

duty to care for the poor and underserved. It has been argued that as medical schools are 

largely located in poor, underserved neighborhoods, these communities are the object of 

teaching and practice, and ought to benefit from this arrangement. (Wear 2008) It is part 
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of the social contract between physicians and society that physicians must care for all 

segments of society.  

The accredating body for medical education, the Liason Committee on Medical 

Education (LCME), requires that “the medical education program provides sufficient 

opportunities for, encourages, and supports medical student participation in service-

learning and community service activities.” In a 1998 article, Seifer defines service 

learning as “a structured learning experience that combines community service with 

explicit learning objectives, preparation, and reflection. Students engaged in service 

learning are expected not only to provide direct community service but also to learn about 

the context in which the service is provided, the connection between the service and their 

academic coursework, and their roles as citizens. ” Furthermore, “reflection is a critical 

component of service learning and facilitates the students’ connection between the 

service experiences and their learning” (Seifer 2008). Reflection is the critical aspect that 

distinguished service learning from volunteerism. The volunteer arrives, gives their time 

and effort unidirectionally, and leaves feeling well for having done a good deed. Service 

learning, in contrast, is bi-directional. The student learns as much or more than they give, 

and does not leave with an uncomplicated positive feeling. The student is challenged and 

feels uncomfortable. They may re-examine their assumptions and world view. There is 

mutual change and there is growth: reflection is at the heart of the change and growth that 

may occur when a student is engaged in this way.  

We consider how to spark growth and change in our students and promote a 

mutual exchange. By placing them in situations where they are not comfortable or 

famimliar, we teach them to become adept at dealing with the unexpected and with their 
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own discomfort: a useful skillset for a physician. We describe here an integrated, 

longitudinal, required, service-learning program. We explore if it is possible to inoculate 

students against the negative attitudes towards underserved patients that often develop 

during third year by bringing them face to face with their future patients in the pre-

clinical years, not undressed on the exam table, but as neighbors working together in the 

same community, building connection and understanding.  

As the safety net hospital in Philadelphia, Temple University Hospital functions 

as the de facto public hospital in a poor neighborhood in the poorest of the ten largest 

cities in the US (PEW 2017). While North Philadelphia has many struggles, we owe it to 

our neighbors to also show our students its strengths and give them a more rounded view 

than the one they see in the trauma bay of the ED: strong community and family ties, 

active churches, community organizations, active block captains. We seek here to build 

on our community strengths rather than try to ‘fix’ perceived deficiencies. We seek to 

show our students the resources that already exist within the community, while sharing 

the resources that we can bring to the neighborhood or many young, well educated, 

enthusiastic doctors-to-be. Our service-learning intervention is a multidisciplinary 

‘thread’ integrated into the Doctoring Course for first and second year students. The 

study and organization is driven by the Center for Bioethics, Urban Health and Policy 

(CBUHP), a center within the medical school that focusing on bioethical issues that 

uniquely arise an urban environment and affect health equity and outcomes. The core 

medical school faculty shape the doctoring course, determine curriculum, and conduct 

classroom sessions. 
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Each medical school class is divided into six doctoring colleges. We paired each 

college with a community organization identified and facilitated by the community 

engagement specialist at CBUHP. Students were required to complete four hours of 

service learning per semester in their first year, and four hours in the first semester only 

of their second year, leaving the second semester free for students to focus more closely 

on studing for for Step 1 of the United States Medical Licensing Exam. Service hours 

were scheduled online at students’ convenience. By making service mandatory, we 

sought to avoid sampling bias that might occur if only students who chose to volunteer 

were included, and also to allow all students to reap the benefits of experiential learning. 

We evaluated this intervention both quantitatively, using the well validated 

Medical Student Attitudes Towards the Underserved (MSATU) survey (Appendix B), 

and qualitatively, with written reflection.  Students from the graduating class of 2017, 

who did not have a service-learning requirement, were asked to complete the MSATU 

survey prior to graduation to potentially serve as a control.  

Our aim for the pilot year was to bring students face to face with their future 

patients and allow for reciprocal learning to take place, as well as to allow students to 

encounter the community as a neighbor rather than as a provider. We hope that this 

experience will facilitate students’ reflection on their own unconscious biases, their role 

in the community as a physician, and to practice practical communication and problem 

solving skills. We hope that this will instill in our students skills in dealing with 

uncomfortable moments, and equip them to confront the uncertainties of their clinical 

years.  
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We hypothesized that mandatory service learning will be uncomfortable, but that 

students would learn both clinically relevant lessons about the social determinants of 

health, skills in teaching and communicating with patients, community members, and 

other healthcare professionals, and will reflect on their personal professional path and 

interests. 

We hypothesized that involvement in this longitudinal experience would result in 

more favorable attitudes towards underserved patients as continue through their clinical 

years. This may lead to students being more interested in working with underserved 

patients in their future careers. 
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CHAPTER 2: METHODS 

IRB approval was obtained from the Temple IRB, under minimal risk protocols. 

Students were informed of potential risks of study participation, including possibility of 

identification based on written reflection, though no specific identifying information 

would be collected and all efforts would be made to prevent identification, and emotional 

discomfort that may come with service learning, writing reflection papers or answering 

survey questions,  as well as potential benefits of participation wuch as bonding with 

classmates and increased connection with and knowledge about the community.  

Curricular Intervention 

The curricular aspect and logistics of the service-learning activities were designed 

and carried out by the bioethics faculty. Service-learning was integrated into the 

curriculum for first year medical students as a “thread” in the doctoring course. Students 

were assigned to one of six community sites in North Philadelphia drawn from the 

neighborhoods surrounding Temple University hospital and main campus, based on the 

student’s “doctoring college,” a smaller group of students that often work together. The 

sites were selected by the CBUHP community engagement specialist with the intention 

that students would return to the same site for service-learning activities over their four 

years of medical school. Initially, students were required to complete four hours of 

service with their site each semester. This included a mix of more structured activities 

(i.e. a health fair), as well as the students assisting the site with normal operations such as 

homework help, activities with kids, and food distribution. Students signed up and 

tracked service hours through an online portal. A designated faculty member, the 
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community engagement specialist, interfaced with the community organizations and 

ironed out communication and logistical issues.  

Written Reflections 

Each semester, students completed a one page written reflection on their 

experience at their service-learning site. They were provided with writing prompts 

designed to promote reflection. For the second semester of this project, the prompts were 

refined based on student and faculty feedback. The reflections were uploaded by the 

students to a software system used by the medical school to distribute and collect 

assignments. A CBUHP faculty member who did not directly code or evaluate the 

assignments downloaded and de-identified the reflections, keeping a record that could 

enable re-identification at a later date that may be used to correlated demographic data or 

survey responses with specific reflection responses and themes.  

The anonymized reflections were analyzed using qualitative methods to identify 

pertinent themes (Bryman 2001)(Huberman 1994)(Ryan 2003). Initially, one reviewer 

read ten reflections, making notes on recurrent themes and topics, particularly strong, 

interesting, or unexpected reactions, and experiences prompting introspection on the part 

of the student. The themes that emerged were then evaluated with another five 

reflections, honing and adding new themes. At this point, a preliminary codebook was 

created, consisting of ten overarching themes, with each with additional sub-themes. At 

this point, two additional coders were solicited, and the preliminary code-book was tested 

again on the initial ten reflections to asses for inter-reader reliability. Two coders 

evaluated each reflection independently, then discussed each code assigned, line by line. 

The two coders attempted to come to an agreement for each code assigned, and if they 
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were unable to reach a consensus, the third reviewer was called to mediate und ultimately 

break the tie. After this trial, the codebook was further revised to reflect group consensus 

and understanding of each code. Each code was given an explanatory definition and an 

example quote. Next, we evaluated the remaining reflections in this same way, with a 

team of tree: two coders per document and a third to break the tie. Additionally, the 

validity of the code book was evaluated periodically throughout to prevent code “drift” 

from the original intended meaning and to rearrange and streamline slightly for a more 

straightforward and specific approach, such that the codebook might be used 

reproducibly in the future. At this point, we obtained use of the NVivo computer software 

that can be used to make this process simpler and the data easier to interrogate. We 

uploaded the reflections and inputted the agreed-upon codes. We then used the software 

to query the frequency and co-occurrence of particular codes, as well as to look for 

patterns and unexpected findings. Use of this software has the potential in the future to 

cut out the manual code comparison and input, as well as the ability to correlate 

demographic data, survey responses, and other factors such as specialty choice with 

reflection responses if this data is collected with a consistent unique identifier or other 

linking method, though this has the potential to be more easily re-identified.  

Surveys 

Students completed the MSATU survey during orientation of their M1 year, and 

again at the end of the academic year (see Appendix B for complete survey). Graduating 

fourth year students completed the MSATU survey as well during their “capstone” course 

prior to graduation. Surveys were administered during a required class to maximize 
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participation. Initially, surveys were done on paper to maximize participation and 

manually inputted into redcap. For the next round, the survey was digitized for speed.  
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CHAPTER 3: RESULTS 

Participants 

Our initial participants were the class of 2020, starting in their first semester. This 

class initially had slightly over 200 students, fluctuating slightly throughout the year as 

some students left or took leave and others joined from prior class years. The vast 

majority of the first year class completed the service learning requirement, logging 4 or 

more hours at their site and completing the written reflection (N=204). 205 completed the 

MSATU survey.  

Curriculum & Community sites 

Each college was assigned a community site that students would spend time at 

throughout their four years. Sites selected included after-school programs, community 

centers, and neighborhood organizations.  

Communication of site and student needs was facilitated by the community 

engagement specialist, along with managing sign-up and logistical issues. Initially a 

network of student liaisons was planned, but quickly proved cumbersome and overly time 

consuming for the students, and direct communication was established between site and 

community engagement specialist. This proved more effective and allowed continuity 

between the site and Temple faculty. Additionally, early issues at one particular 

community site led to it being replaced with a different site, and students in that particular 

doctoring college did not have an experience going out into the community, but rather an 

improvised activity at the medical school.   

Informal feedback from the community sites was largely positive. Over the pilot 

year, leaders at each site adapted and were able to figure out how to best make use of the 
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students, ultimately utilizing strategies to manage them such as splitting them up and 

assigning each to a group or task, and training their own staff how on how to effectively 

manage the medical students. One site stated that a small group of students attended their 

site very regularly and had become invaluable to their operations, and very much 

respected and liked by the kids at that site.  

Challenges that community sites noted included occasional no-shows by medical 

students, issues with scheduling, and students appearing not fully engaged in activities or 

unsure of how to engage, for instance using their cell phones or talking excessively to 

other medical students. Over the course of the year, many of the communication and 

scheduling issues resolved, and as sites became more adept at utilizing the students, 

students became more comfortable at their sites. 

Informal, in person, feedback from medical students was initially mixed. Students 

noted logistical and organizational issues, and some had difficulty adapting to the less 

defined structures and roles present at most community sites. As expanded on in the 

discussion, it was at times difficult to determine if verbal feedback from students was 

representative of the class as a whole, or if these comments originated from a minority of 

students with negative experiences who were more likely to bring their concerns to 

administrators and faculty. We were able examine data pulled from the written reflections 

to address this question, and this and suggested that those with strongly negative 

responses seemed to be a vocal minority, and while there were many thoughtful critiques 

made, most students reported a positive experience. 

Additionally, interim reports and discussions with the doctoring faculty helped to 

constantly evaluate and revise the service-learning doctoring thread and examine its place 
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in the doctoring curriculum as a whole. We were able to use data from reflections to 

support the utility of the community engagement curricular component in fulfilling 

certain requirements that the LCME has for medical school curriculum, as well as to 

allow our students opportunities for reflection and introspection. We showed impact on 

professional identity formation and consideration of specialty choice. This also allowed 

us to take a clear look at negative feedback from students and make changes to alleviate 

student concerns. Some of these changes were very simple, such as providing a brief 

overview of what the students might be doing at each site and providing additional 

information on the web portal used for sign-up.  

Reflections 

Broadly, we looked at the reflections for two separate purposes. First, we sought 

feedback on the pilot year student experience that we could use to adapt and change for 

the next semester and the next year.  Second, we sought data on students’ internal 

experiences during service learning, looking specifically at questions posed above about 

attitudes towards medically underserved patients as well as themes that might arise more 

organically.  

The written reflections proved to be a rich source of data, and a number of 

overarching themes emerged (See Table 1, Appendix B). These included 1) Impact of 

service on self, 2) Impact of service on others, 3) Social determinants of health, 4) 

Applications to practice 5) Feedback on the service-learning requirement. 

Impact of Service on Self 

Impact of service on self included a number of codes reflecting students’ varied 

responses to the service learning experience (Figure 1). These included general positive 
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experiences (N=92), “as I left [my site] that day I had such a good a feeling inside. Prior 

to coming I felt so stressed with the rigors and commitments of medical school, but for 

three short hours everything was put on pause,” as well as general negative experiences 

(N=11), “this service assignment has been a horrible let down” and mixed experiences 

(N=22). Students also reported feeling guilt (N=4), privilege (N=10), and otherness 

(N=13), “I learned how privileged I was to have someone at home help me with my 

schoolwork when I was growing up.” Some students also commented on greater feelings 

of connection with the community (N=18), “moreover, coming from South Florida, I 

immediately felt a stronger connection to my new community (something that you can’t 

get from reading a histology book all day in a closed room).” 

Impact of Service on Others 

Impact of service on others described students’ impressions of the impact of their 

service on the community (Figure 2). The majority of students described the impact as 

positive (N=64),  “after the group instructor thanked me profusely after only one visit, I 

knew that had more of an impact than I realized.” Many students described an unclear 

impact of their service, or that it did not make an impact (N=30), “in terms of the 

‘impact’ of our service, I would say that it was virtually non-existent. We had a transient 

experience for a few hours in one school, and while the students seemed to enjoy us 

being there, I sincerely doubt it was more than a blip on any of their radars.” Other 

students described their impact of their service as negative (N=10), “it seemed like we 

were more of a disturbance to the program/children than we were help. The kids were 

distracted because new people were there.” 
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Social Determinants of Health 

Students observed and reflected on the social determinants of health, both positive 

(N=22), “I did feel good that a good number of people in the community had access to 

health insurance”, and negative (N=52), “I learned that most would not go out of their 

way to the doctors just to get an influenza shot because they could not afford to take the 

day off work. This highlighted an essential problem of accessibility for the majority 

working class patient population of Northern Philadelphia.” 

Applications to Practice  

Applications to practice includes codes relating to students’ professional 

development (Figure 3). Some students (N=7) reported an impact on their desired 

specialty choice, “I’ve been considering a specialty in pediatrics because I really like 

working with children and the [community site] has shown me that this is definitely true 

and is an area I would likely be happy working in.” Students also reported learning 

specific clinical skills (N=17), and learning about their patients (N=24), for instance, “I 

think this experience was helpful because it gave me some insight into what type of 

education my patients might have received when they were kids, and how I should adjust 

my interactions with them in order to provide proper care to them.” Students reflected 

back on their motivation for entering medicine and the formation of their professional 

identity (N=30), “I did not start medical school so I could bury my face in books and shut 

out the world. On the contrary, I started medical school so I could serve 

humanity…volunteering reminds me why I have chosen this arduous path to becoming a 

physician.” Finally, a number of students’ reflections (N=45) exhibited what we have 

here dubbed “covert learning”, reflecting humanistic skills in communication, 
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perceptiveness, and building connection that the students do not explicitly connect to 

medical practice, for example “this experience showed me the importance of allowing 

comfort and trust to grow organically when interacting with a new and diverse group of 

people.” 

Feedback on the Service Learning Requirement Itself 

Many left feedback on the service learning requirement itself (Figure 4). N=13 

students had negative comments on the requirement itself, “I was, and continue to be, 

kind of frustrated with the idea that I should have to take the small amount of free time I 

have left to volunteer with this other organization that I didn’t even get to choose, just so 

I could check off a box required by the school.” More specifically, students commented 

on needing more instructions prior to the service (N=6), that they had excessive “standing 

around” time (N=7), and that they wished for more interaction and continuity (N=23). 

(N=30) students made concrete suggestions for changes that could be made in the 

service-learning requirement, suggesting a degree of ownership and investment in the 

project, such as, “I definitely think it would be a great idea to also maybe attach recipes 

to the box of produce they get, using the ingredients inside.” (N=43) students stated that 

they found the requirement itself to be valuable, “I think what we gained was far more 

subtle, intangible and unquantifiable. We got to know the kids in our neighborhood. And 

they in turn got to know us. Now when they pass the school it isn’t just a big fancy 

building, it’s a big fancy building with people they’ve laughed with and taught squash to. 

And when we walk down the streets around Temple they aren’t just rundown houses with 

overgrown weeds, they are houses where kids live who have laughed with us and taught 

us squash. This connection is invaluable. We now belong to their neighborhood.” And 
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(N=61) students stated an explicit desire to continue with the service, “I hope that 

through persistent mentorship during my first and second year at [community site], I can 

serve as a mentor to students who may need a little extra assistance with their homework 

and a reminder of how smart they really are.”  

Thematic Codes 

Additionally, we had several codes that did not clearly fit into any of the above 

themes, but revealed something interesting or unexpected about the process of reflection, 

introspection, and the developing physician. These included: ‘reflections on why I am the 

way I am’, ‘mentions of other/prior service,’ which might be used to evaluate if the 

service-learning intervention is more acceptable to those who have engaged in service 

before, or if this subset might have different views of the underserved. This category also 

included ‘reflection on how the community views me,’ which for many students served 

as a nidus for reflection and introspection.  

Use of Coding Data 

Coding data was roughly quantified to provide information to the faculty shaping 

the doctoring curriculum, to quantify and break down both positive and negative 

responses, provide specific feedback and suggestions, and to provide practical and 

specific data (i.e. a larger number of negative responses came from students in the 

doctoring college that ended up changing sites and having an improvised activity). 

However, this is not statistically interpretable data, and is provided here to show general 

proportions that illustrate that this intervention was acceptable to the majority of students, 

and while there were hiccups along the way, students largely found value in this 
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experience. Many students had constructive, thoughtful suggestions, showing their 

engagement with the project and with the service-learning endeavor as a whole.  

MSATU Survey 

The MSATU survey was administered and will be used to evaluate changes in 

student attitudes towards the underserved that occur during the 3rd year. We surveyed the 

exiting class of 2017 to serve as a control. A minorty of graduating students completed it, 

so statistical care will need to be taken to control for potential sampling error. As the 

students continue, we will compare their post third year scores with their pre-clinical 

score and evaluate if this intervention had a protective effect from the development of 

cynicism and negative attitudes towards the underserved. 
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CHAPTER 4: DISCUSSION  

We have described here the pilot year of a longitudinal service-learning 

requirement integrated into the medical school curriculum. Students were assigned to one 

of six community sites in cohorts and were required to complete a total of eight hours of 

service at that site during their first year and four during their second. Each semester, 

they completed a one page reflective essay. Here we discuss the qualitative evaluation of 

these reflection essays written by the students about their experiences. We will seek to 

integrate this discussion into the framework of how physicians construct their own 

identitiy and protect their sense of self when they encounter difficult and even traumatic 

experiences in their professional roles.  

We hypothesized that by engaging with their future patients in a non-medical 

context through an integrated, longitudinal, required service-learning experience, students 

would develop  and retain more favorable attitudes towards the underserved during their 

clinical years. Alternately, this experience might have no impact on attitudes towards the 

underserved, or might have a negative effect.  

Medical school is a highly organized undertaking with a rigid social structure and 

well-defined norms. As they prepare to become physicians with clearly defined roles, 

Medical students become accustomed to living within these rigid norms, and may have 

difficulty with situations that challenge these norms. We anticipated that students would 

be unsettled by the different, often looser structures of their partner community 

organization. We considered that learning to “sit with discomfort” during this experience 

might ultimately increase medical student empathy and understanding of their future 

patients. 
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A longitudinal approach to service learning has many advantages. It makes a 

program more sustainable, requires less time to run (Stewart 2014), and enables efforts to 

build over the years. It can prevent repeated needs-assessment and ‘reinventing the 

wheel’ each year (Seifer 1998). In short, it provides the benefit of continuity. We believe 

that this approach is valuable, as our goal is to approach community organizations not as 

places solely in need to whom we can give help, but instead as collaborators and partners 

in building the health of our community. They in turn can be a part of teaching medical 

students skills that will serve them well as physicians as well as potentially shield them 

from some of the cynicism and loss of compassion towards the underserved that often 

occurs in the clinical years. We hoped that by encountering our neighbors in their 

element rather than as patients in the hospital, we might insulate our students from the 

loss of humanism in how they view their patients in the hospital.  

By working with the same organization for four years, students attain continuity 

without an overly burdensome hours requirement each semester. This allows for trust and 

tong-term relationships to develop between students and community members. This type 

of long term outcome may not be apparent initially, and there are at times unavoidable 

external factors that make true continuity and partnership difficult to achieve, such as we 

experienced with one site turnover during this pilot year. 

Making service learning a requirement for all medical students was a highly 

intentional choice. Precisely because it is unpopular, this feature points to the crux of the 

difference between volunteering and service learning. Service learning is not 

comfortable; by definitition it involves challenge and change. Students who might not be 
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interested in volunteerism are required to engage, cope with, and learn from 

uncomfortable situations, just as they will in the clinic and in the hospital.  

The written reflections offer a fascinating snapshot of the mind of the developing 

physician, into the process of becoming. This experience is exciting, but also difficult and 

even painful for many students. Students respond to challenges to their sense of self in 

dramatically differing ways.  

Overally, our results showed that the service learning program was acceptable to 

students. The vast majority of students had a positive experience and perceived a positive 

impact of this service. Students learned concrete skills, including clinical skills and 

communication skills, and were able to place academic concepts such as the social 

determinants of health in a real-world context. They also practiced invaluable but hard to 

quantify “soft skills” such as improving communication, learning about their patients and 

reflecting on their role in society as a future physician. A significant number reflected on 

the formation of their professional identity, with some more explicitly noting clinical 

skills gained or reflections on specialty choice.   

Some students had visceral reactions to the discomfort of this new, undefined 

experience. Responses included feelings of otherness, feelings of guilt, and awareness of 

a students own privileged position or privileged background. Some, on experiencing 

these feelings of discomfort, described freezing and not knowing what to do in an 

unfamiliar setting. Some responded to a classroom of rambunctious children by 

disengaging and talking with other medical students, or responded to a poorly attended 

vaccination booth at a fair by talking with other students. On the other hand, some 

students adapted and responded resourcefully and creatively to challenges: at the same 
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fair, some students decided to read to children, and two went out into the community to 

invite passers-by to come to the fair, and these students reached a deeper understanding 

of why some community members might be distrustful of physicians and vaccination. 

The most common criticism of the requirement was that the four hours per semester 

requirement was simply not enough to develop continuity. A small number chose to do 

additional hours of service of their own volition. 

Many students had not previously spent time in the neighborhood of their 

assigned site, and responses ranged from curiosity to fear to deep discomfort. Numerous 

students mention feeling nervous in the neighborhood of their site, or refer to the area as 

‘dangerous’ or as the ‘inner city.’ One student felt so uncomfortable, they felt compelled 

to take a taxi despite by subway and bus acces. Turning again to our reflections on the 

use of language by physicians amd medical students, we see students use language in 

their reflections that others and separates the student from their patient population. In this 

way, students protect their sense of wellness and wholeness, and their self-image as a 

physcian and an authority. As they are called on to witness the full spectrun of human 

pathos, physicians and medical students may react by detatching their sense of self from 

the frailties they see in the human bodies of their patients. We saw this most notably as 

students wrote about their expectations, impressions, and thoughts leading up to their 

service-learning experience. There are mentions of the “dangerous” neighborhood, of the 

“inner city” (N=11), of a school that “looks like a prison,” of “under-privilaged” or 

“disadvantaged” children (N=17), and of discomfort with public transit and “safety” in 

the city. A student writes of approaching the community site, “I immediately questioned 

whether this school in the middle of Philadelphia would be safe for children. Many of the 
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people I went to school with and grew up with would have said that this school looked 

like a prison.” 

This language reminds us of the subconscious biases (race, class, gender) that 

students may carry with them as they embark on their service-learning experience. But as 

student engage in activities at their community sites, they let their guards down and are 

surprised by the connections they make and the commonalities they find: the kids are 

kids, just like their younger siblings. Moms care about their kids and are just doing their 

best. Teenagers start out standoffish but quickly become fun, silly, and sincere. There 

were moments of profound connection, belonging, and recognition of the fundamental 

similarities.  A number of students describe a moment in which they realized their 

commonality with someone they previously saw as very different from themselves, or a 

moment in which they feel suddenly at home in area they previously felt very separate 

from. As one student explained, “It allowed me to form bridges between myself and 

people of different backgrounds and allow me to see that we are actually more similar 

than different, regardless of what society wants us to think.” 

A significant minority (N=9) of medical students reported a very different 

experience of connection and disconnect: students wrote about their experiences growing 

up in North Philadelphia, in similar neighborhoods elsewhere, and in families of “modest 

means.” These students write of feeling deeply hurt by how many of their classmates 

speak about the neighborhood. As they connect to their community site, they report an 

increased sense of alienation from their medical school classmates, many of whom are 

supported financially by their families into adulthood. One student captures this duality 

as such:  
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“You can be brown and talk like where you came from. And yea, maybe 

people will look at you funny cuz you say how you doo-win? instead of how you 

doing? and yea, maybe you came from a neighborhood where you’ve always 

heard gunshots and sirens and people fighting in the streets in the middle of the 

night and yea, maybe you’ll go to class and your obliviously privileged 

classmates will make remarks about how dangerous this neighborhood is because 

he heard a single gunshot at 2 am last night and it was so scary and how is he 

even supposed to feel about this?? And yea, that kid won’t make eye-contact with 

you when says that shit and he’ll laugh about how “crazy” it is that “this is his life 

now” and then the conversation will move on to the case-study and that same kid 

will talk over you constantly and won’t let you do the hard parts of the case-

presentation until you literally fight him for it and yes, it will be hard and you will 

feel ostracized and strange and freakish and isolated but you’ll be so strong and so 

boss by staying true to exactly who you are and nobody will be able to deny that 

there’s isn’t anybody quite like you and that’s how you’ll make friends and that’s 

how you’ll succeeded.”  

The service learning experience brought these students closer to the community 

surrounding Temple but simultaneously increased their sense of alienatation from their 

classmates, making them feel othered within their ostensible peer group. 

Our community partners had largely positive experiences, and felt that students 

became more useful and valuable as the year went on, logistics came together, and they 

learned how to utilize the students most effectively. 
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On the medical student side, we identified areas for improvement and 

implemented these where possible, such as briefing students beforehand on what to 

expect and how they might be most helpful and get the most from the experience. We 

also learned how best to keep open lines of communication between students, community 

sites, and administration. Additionally, tallying student responses was quite valuable and 

assists in implementing changes based on majority opinion rather than on the experience 

of a small number of vocal students. 

There are a number of limitations regarding this pilot year study. We cannot yet 

comment on the effects on attitudes towards the underserved, as the students have not yet 

entered their clinical years. Additionally, the data is muddled by a disproportionate 

number of negative responses during the first year from one college that had a late 

change in site. 

This study is unique and significant in several regards. While many studies have 

reported on the effects of service learning and volunteering on student attitudes towards 

underserved patients, none have extended this as a structured requirement for all medical 

students. By requiring all students to engage in service learning, we avoid bias from self 

selection: there may be inherent differences in interest, temperment, and prior experience 

among those who choose to engage in service in their free time: these patients may have 

existing interests, prior experience, or different specific interests and specialty 

inclinations. If service-learning is not required, those without inclination will choose not 

to engage, and will not have to opportunity to have their assumptions challenged and to 

grow from this new experience. Those who might have the most to gain by engaging in 

an experience they had not previously considered would likely chose to not engage. 
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Additionally, students who are concerned about their academic performance might chose 

to not engage out of concern that the time ought to be spent studying. Of course, it is 

difficult to measure the impact of four hours away from study mterials, but many initially 

reluctant students reported feeling unexpectedly energized and motivated by the 

experience, and brought them back to the roots of their motivation for entering medical 

school.   

The longitudinal nature of the service learning curriculum allows for continuity 

without an overly burdensome time commitment on the part of each student: there is 

continuity within each college, so students get to know their site more each time they 

visit. The site has a steady influx of students and is able, through trial and error, learn 

how to best utilize the students. Over time, the interaction becomes smoother, students 

and site leaders all pass on their knowledge and it becomes a more useful and enjoyable 

experience on both sides. All of this is facilitated by the community enagement specialist, 

the point person for both community sites and medical students, who plays a critical role 

in this interface.  

We hoped that by encountering their patients in their own neighborhood, rather 

than in a medical setting in which students are more comfortable, that students might 

experience a role reversal that would allow them to connect with the neighborhood and 

patients on a personal level. With continuity, students might carry this sense of 

connection and increased understanding of their patients’ lives into the clinic and see  

their patients more fully,  enabling them to provide better care and feel more 

professionally satisfied.  
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In the reflections, there were moments when students had a sudden realization of 

similarity and fundamental sameness. There were also moments where increased 

exposure widened the perceived gap. Many students were fearful of the neighborhood, 

and left with varying impressions. The question is, of course, how does this development 

of empathy and alignment affect students down the road? Distancing functions as a 

protective mechanism, but in the long run, it is anything but protective. Physicians who 

use distancing to cope with the difficult things they see each day are able to put their 

emotions aside and act in the moment, in the long run they are not coping with the 

emotions that arise in these difficult situations, but rather setting them aside. Substance 

abuse, depression, anger (Center 2003) are rife among physicians, as these emotions are 

avoided rather than addressed. Perhaps relationship building and learning to see the 

patient as a whole person, just as physicians see themselves as whole people, can improve 

physician wellbeing. Othering can be a protective mechanism employed by students and 

physicians when a situation becomes personal, heavy, or challenges their sense of self. It 

allows the professional to function efficiently in the moment, and allows the student to 

carry on without identifying too closely with each patient. 

From a bioethical standpoint, it is essential to see one’s patients clearly as fellow 

people and partners in health. This promotes wholeness and wellbeing, and respect for 

patient autonomy. The principle of justice tells us that our patients, who we learn from 

and practice with, should benefit from their role in medical training, and should be seen 

as fully realized partners in teaching and in managing their own health. Helping students 

see themselves, their teachers, and their patients as fellow relatable humans may help 
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instill feelings of wholeness to each, and allow them the acknowledge their own 

humanity.  

We hope that the opportunity to feel a part of and embraced by the community on 

the part of the students and to feel cared for, appreciated and acknowledged on the part of 

the community, may help restore feelings of wholeness and trust in the medical 

profession, feelings that health is a partnership, and that the community is entrusted in the 

teaching of the students who will care for them as part of a reciprocal relationship, and 

less that they are offering up their body, without agency, for students to “practice on.” 

The doctor-patient relationship is sacred in the medical profession, and feeling a part of 

the community may go a long way in treating and seeing this relationship with the 

reverence it deserves. Patients are not just a body, and physicians are not just a mind. 

There are still many medical problems that cannot be cured or even treated effectively. 

Physicians ease suffering where they can, but most fundamentally bear witness to 

suffering and joy, and it is perhaps this human connection that is most healing.  

In conclusion, we have described here the pilot year of a longitudinal, integrated 

service-learning requirement that seeks to help students retain their idealism and 

favorable views of poor and underserved patients. We show here that such a program is 

largely acceptable to students, and that it provides a valuable opportunity for experiential 

learning. This provides a hands-on way for students to learn about the social determinants 

of health and to practice communication skills, teaching skills, and clinical skills. It gives 

students an opportunity to reflect on where they wish to fit in to the healthcare system 

and how they may wish to practice medicine. We hope with time that this opportunity to 

work collaboratively and learn reciprocally with local community members will insulate 



 32 

our students from negative attitudes and assumptions about medically underserved 

populations as well as promote their own wellbeing as physicians.  
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CHAPTER 5: CONCLUSIONS 

Here, we have observed students’ internal and external responses to a mandatory, 

longitudinal service learning curricular component. We found that it was largely 

acceptable to students, despite many logistical and organizational hurdles along the way. 

We posit that learning to deal with this uncertainty and discomfort is useful to students 

entering the world of medicine 

Broadly, student responses tended to fall into one of two categories: either an 

increased sense of connection to their community or fellow students, or with feelings of 

alienation from their community or their fellow students. These reactions were not 

always uniform: several students who wrote about growing up in a poor community felt a 

sense of increased connection with the community, but felt increased alienation from 

their peers following this activity. Many students were profoundly unsettled by the 

experience, regardless of whether they experienced alienation or connection. These 

responses are interesting in the context of considering how physicians construct their 

patients and the coping mechanisms that allow physicians to act swiftly in stressful, life 

threatening, and often heart wrenching situations. This may have implications in 

considering the most effective ways to build resilience and promote mental health in a 

field that may often encourage a “carry on at all costs” approach. I propose that building 

connection to patients and community, both with the physical neighborhood that 

surrounds the hospital, and also between physicians, trainees, and students my have a 

protective effect. If we can build connection and community between physicians in 

training, patients, and colleagues, perhaps we can begin to build a system in which 

patients, physicians, and colleagues see the humanity in each other. That said, the 
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impulse to Other is both deep and ancient. It allows for detachment and objectivity, and it 

may not be desirable or possible to completely counteract this. However, awareness of 

one’s biases and perspectives may itself prove useful to the physician examining their 

own objectivity and role.  
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Table 1. Codes identified in student written reflections, grouped thematically.  
N=number of reflections in whieh this code was identified. 

Code Sub-Code N 
Impact of service 
on self     
 General positive experience 91 
 General negative experience 11 
 Mixed reactions 22 
 Felt connected to community 18 
 Feeling other  13 
 Feeling guilty  4 
 Feeling privileged  10 
Reflection on own 
reactions     
 Responding to challenges 11 
 Critique of own behaviour 4 
 Reflection on how community views me 7 
 Expectations prior to service 47 
 Mention of prior service experience 29 
Percieved impact 
of service on 
others     
 Positive impact on others 64 

 
Lack of impact or unclear impact on 
others  30 

 Negative impact on others 10 
Application to 
medical practice     
 Learning about my patients 24 
 Learning clinical skills 17 

 
Motivation/why I went into 
medicine/professional identity 30 

 Impact on desired specialty 7 
 Covert learning 45 
Systems 
observations     
 Positive SDH 22 
 Negative SDH 52 
Feedback on the 
service 
requirement     
 Negative 13 
 Valuable 43 
 More continuity needed 23 
 Need for more instruction beforehand 6 
 Standing around time 7 
 Suggestions for future service 30 
 Intent for continuation  61 
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Figure 1. Breakdown of student reflections discussing the impact of the  
service learning experience on themselves. 

 

 
Figure 2. Breakdown of student reflections discussing the percieved impact of the  
service-learning experience on others. 
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Figure 3. Reflections noting impact of service learning on professional development and skillset 

 
Figure 4. Breakdown of critiques of the service learning requirement
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APPENDIX A: CODEBOOK 

Code Sub-Code Definition Example Quote 
Impact of 
service on 
self 

   

 General 
positive 
experience 

Positive internal 
responses to service 
experience: fun, 
energizing, 
invigorating, this 
made me feel good 

"children...live in the 
moment, and when I'm 
there with them I get 
caught up in their 
unknowing world.. for 2 
hours it's socially acceptable 
for me to be my goofy 
normal crazy self" 

 General 
negative 
experience 

Negative internal 
responses to service 

"I had frustrating moments 
when we put on a flu 
vaccine clinic that was 
poorly attended" 

 Mixed 
reactions 

simultanious positive 
and negative internal 
resoponses 

"My service time was a mix 
of enjoyment and 
frustrations." 

 Felt connected 
to community 

Sense of having a 
role/connection, 
feeling connected 
specifically to North 
Phila. neighbors, 
excludes general 
sense of connection 
to children 

"After the experiences 
working with the children of 
RW Brown, I felt so blessed 
to be part of a community to 
helps those surrounding us. 

 Feeling other Feeling out of place: 
that my life was or is 
so different, feelings 
of dissonance 

"this opportunity allowed me 
to get a closer view of the 
community and how vastly 
different it is from where I 
grew up" 

 Feeling guilty Specific feelings of 
guilt brought out by 
service experience 

"I myself feel guilty for 
being somewhat withdrawn 
from my own community" 
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 Feeling 
privileged 

Specific reference to 
own privileged state 

"And then I thought, eating 
vegetables, good tasting 
vegetables, is a privilege, 
isn't it? I have never 
experienced poverty. I have 
never eaten a meal that was 
determined by budget and 
access to food at a grocery 
store" 

Reflection on 
own 
reactions 

   

 Responding to 
challenges 

Response to systems 
type challenges; 
creative problem 
solving versus lack of 
initiative 

"After not seeing any people 
come in to the community 
center, I and a couple of 
other students decided to go 
outside and walk around the 
block with our poster 
advertising the free flu 
vaccine and chipotle 
burritos" 

 Critique of 
own behaviour 

recognition that they 
or their peers could 
have responded more 
effectively 

"I acknowledge that my 
colleagues and I could have 
showed a higher level of 
initiative" 

 Reflection on 
how 
community 
views me 

Attempt to put self in 
shoes of community 
members and 
speculate on how 
you/ us are seen 

"Understandably, there can 
be a large distrust and/or 
disconnection between the 
community and those doing 
the serving" 

 Expectations 
prior to 
service 

Student expected 
service to be a 
particular way or to 
trigger certain 
emotions or 
reflections 

"I expected it to be 
challenging to work with 
children this age because 
they are particularly difficult 
to engage with" 

 Mention of 
prior service 
experience 

Mention of previous 
service. May be 
energizing/filling a 
void 

"prior to medical school, I 
volunteered in the South 
Bronx helping teach 5th 
grade math" 

Percieved 
impact of 
service on 
others 
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 Positive 
impact on 
others 

Feeling that they had 
a positive impact, 
feeling altruistic 

"It was the first time I felt 
like I was truly making a 
good contribution to the 
North Philly community" 

 Lack of impact 
or unclear 
impact on 
others 

Feeling that their 
presence made no 
difference, had a 
neutral impact,  or 
that impact is 
unknown 

"It simply felt like what we 
were doing didn’t have 
much of an impact” 

 Negative 
impact on 
others 

Feeling that the 
service left a 
negative impact, i.e. 
was disruptive 

"they kept reminding us that 
we couldn't play or do 
certain things until the kids 
had finished their snack" 

Application to 
medical 
practice 

   

 Learning 
about my 
patients 

This requirement 
helped me learn 
more about my 
patients or their 
environment, must 
be explicit 

"I want to learn about my 
future patients and where 
they come from" 

 Learning 
clinical skills 

Learned or practiced 
a skill 

"I also enjoyed learning how 
to give vaccinations" 

 Motivation/ 
why I went 
into medicine/ 
professional 
identity 

Service reminded me 
of my motivations or 
values 

"the intentions behind this 
event were an important 
reminder of what motivated 
me to go into medicine in 
the first place" 

 Impact on 
desired 
specialty 

Service made me 
consider particular 
specialty or shaped 
my feelings on 
specialty choice 

" I am interested in 
pediatrics and when I 
learned that we would be 
working at an elementary 
school I was thrilled!" 
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 Covert 
learning 

Demonstration of 
learning "doctoring 
skills" and 
communication skills 
without explicit 
connection to clinical 
practice 

"This experience showed me 
the importance of allowing 
comfort and trust to grow 
organically when interacting 
with a new and diverse 
group of people. Likewise, it 
was essential for me to be 
able to recognize the 
differences in the children so 
I could tailor my interactions 
accordingly" 

Systems 
observations 

   

 Positive SDH Includes observations 
and assumptions, 
must extend beyond 
a general description 
of community site 

"I...could sense a large 
amount of intentionality 
behind every event or 
sommunity project they 
work on" 

 Negative SDH Includes observations 
and assumptions, 
systemic 
observations 

"this seems like it is setting 
the kids up for failure" 

Feedback on 
the service 
requirement 

   

 Negative Negative 
commentary on the 
requirement itself; 
time not well spent 

"Neither of those are 
established in our twice-a-
semester visits and it is 
difficult to establish any 
sense of authority or 
boundaries with the children 
when we are there for such 
a limited time" 

 Valuable Finding value in 
requirement, 
statements of 
appreciation for the 
requirement itself 

"I appreciate that Temple 
has this service 
requirement" 

 More 
continuity 
needed 

Desire for more 
interaction and 
continuity 

"Kids need connection and 
continuity in order for you to 
make any real impact on 
their lives. It broke my 
heart to tell them I wouldn't 
be there the next day" 
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 Need for more 
instruction 
beforehand 

desire for greater 
instruction/ 
information before 
service began 

"For a project this large, it 
was difficult for me to 
understand the objectives 
without initial briefing" 

 Standing 
around time 

Student was 
"standing around" 
unsure of what to do 

"there quite a few times 
where the large majority of 
us would be standing 
around, unsure of how we 
could be contributing" 

 Suggestions 
for future 
service 

Specific ideas or 
suggestions for what 
to do next time. 

"I think it would be better if 
we all worked together and 
organized a health fair or 
something like that for the 
kids" 

 Intent for 
continuation 

Desire or intention to 
continue service 
learning in furute 

"I look forward to 
volunteering in the future 
and seeing how we can 
improve and add value to 
our community site" 
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APPENDIX B: SURVEY ON MEDICAL STUDENT ATTITUDES  

TOWARDS THE UNDERSERVED  
Adapted from Crandall, Sonia J. S. 1993. “Medical Students’ Attitudes Toward  
Providing Care for the Underserved.” Jama 269 (19): 2519.  

 

 

!
!
-

SD-=-strongly-disagree- D-=-disagree- U-=-undecided- A-=-agree- SA-=-strongly-agree-
-
Opinions-of-Health-Care-Services-–-CIRCLE-the-response-which-indicates-the-extent-of-your-
agreement/disagreement-with-the-following-statements:-
1! Physicians!should!be!responsible!for!providing!medical!care!to!the!needy! SD! D! U! A! SA!
2! Physicians!should!volunteer!their!time!working!in!a!free!clinic! SD! D! U! A! SA!
3! It!is!not!the!responsibility!of!the!federal!government!to!fund!programs!that!provide!

healthcare!to!the!needy!
SD! D! U! A! SA!

4! I!feel!personally!responsible!for!providing!medical!care!to!the!needy! SD! D! U! A! SA!
5! Individual!doctors!should!not!be!willing!to!provide!care!for!their!patients!who!

cannot!pay!
SD! D! U! A! SA!

6! Communities!should!be!responsible!for!providing!facilities!for!the!care!of!the!
medically!needy!

SD! D! U! A! SA!

7! Medical!students!should!be!involved!in!providing!medical!care!for!the!needy! SD! D! U! A! SA!
8! Medical!care!should!be!provided!without!charge!for!those!who!cannot!pay! SD! D! U! A! SA!
9! It!is!the!responsibility!of!private!charitable!organizations!to!provide!some!funding!

for!healthcare!services!
SD! D! U! A! SA!

10! To!care!for!needy!patients,!each!physician!should!allow!for!15%!of!the!care!he!or!
she!provides!to!be!true!charity!

SD! D! U! A! SA!

11! I!would!be!interested!in!volunteering!for!programs!which!provide!medical!care!for!
the!needy!during!my!residency!experience!

SD! D! U! A! SA!

12! Not!everyone!should!have!access!to!medical!care! SD! D! U! A! SA!
13! All!medical!students!should!become!involved!in!community!health!efforts! SD! D! U! A! SA!
14! State!governments!should!be!responsible!for!funding!programs!to!meet!the!

healthcare!needs!of!state!!
SD! D! U! A! SA!

15! I!feel!I!am!personally!unable!to!make!an!impact!on!the!problem!of!meeting!the!
needs!of!the!medically!underserved!

SD! D! U! A! SA!

16! Private!charitable!organizations!should!provide!facilities!for!medical!care!of!the!
needy!

SD! D! U! A! SA!

17! Access!to!medical!care!is!a!privilege! SD! D! U! A! SA!
18! I!personally!want!to!be!involved!in!providing!care!for!the!medically!needy!during!my!

medical!career!
SD! D! U! A! SA!

19! Society!is!responsible!for!providing!healthcare!for!its!members! SD! D! U! A! SA!
20! Medical!students!should!not!be!concerned!about!the!problems!of!the!medically!

needy!! SD! D! U! A! SA!

21! People!have!a!right!to!unlimited!medical!care!regardless!of!their!ability!to!pay! SD! D! U! A! SA!
22! All!medical!students!should!be!involved!in!community!activities! SD! D! U! A! SA!
23! Access!to!medical!care!is!a!right! SD! D! U! A! SA!
-
24! I!have!been!involved!in!a!

project!providing!care!to!
the!medically!needy.!!

Yes!(please!describe)!!
!
!

No!

25! Are!there!any!people!or!
groups!you!feel!should!not!
receive!free!medical!care?!

Yes!(please!list)!
!
!

No!
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-
SD-=-strongly-disagree- D-=-disagree- U-=-undecided- A-=-agree- SA-=-strongly-agree-

-
Everyone-should-have-access-to-the-following-resources,-regardless-of-their-ability-to-pay:-
26! Childhood!immunizations! SD! D! U! A! SA!
27! Medications!for!chronic!illness!(hypertension,!diabetes)! SD! D! U! A! SA!
28! Medications!for!acute!illness!(pneumonia,!hepatitis)! SD! D! U! A! SA!
29! Heart!transplants! SD! D! U! A! SA!
30! Liver!transplants! SD! D! U! A! SA!

31! Kidney!transplants! SD! D! U! A! SA!
32! Cornea!transplants! SD! D! U! A! SA!
33! Cataract!surgery! SD! D! U! A! SA!
34! Openjheart!surgery! SD! D! U! A! SA!
35! Emergency!medical!care!(fractures,!lacerations,!appendicitis)! SD! D! U! A! SA!
36! Visits!to!a!physician’s!office!for!routine!health!maintenance! SD! D! U! A! SA!
37! Treatment!for!medical!problems!related!to!AIDS! SD! D! U! A! SA!
38! Treatment!for!cancer!(including!chemo,!radiation,!surgery)! SD! D! U! A! SA!
39! Prejnatal!care!(including!delivery)! SD! D! U! A! SA!
-
Access-to-medical-care-in-the-United-States-is-influenced-by:-
40! Age! SD! D! U! A! SA!
41! Income!level! SD! D! U! A! SA!
42! Educational!level! SD! D! U! A! SA!
43! Race/Ethnic!group! SD! D! U! A! SA!
44! Gender! SD! D! U! A! SA!
45! Sexual!orientation! SD! D! U! A! SA!
46! Insurance!status!(insured!vs.!uninsured)! SD! D! U! A! SA!
47! a.!Residence!(urban!versus!rural)! SD! D! U! A! SA!
! b.!Immigration!status!! SD! D! U! A! SA!
-
Please-respond-to-the-following-items-as-they-relate-to-your-personal-beliefs:-
48! Many!of!the!unhappy!things!in!people’s!lives!are!partly!due!to!bad!luck! SD! D! U! A! SA!
49! When!I!make!plans,!I!am!almost!certain!that!I!can!make!them!work! SD! D! U! A! SA!
50! Getting!a!good!job!depends!mainly!on!being!in!the!right!place!at!the!right!time! SD! D! U! A! SA!
51! Getting!people!to!do!the!right!things!depends!upon!ability,!NOT!luck!! SD! D! U! A! SA!
52! What!happens!to!me!is!my!own!doing! SD! D! U! A! SA!
53! Many!times!I!feel!that!I!have!little!influence!over!the!things!that!happen!to!me! SD! D! U! A! SA!
54! How!likely!is!it!you!will!choose!a!primary!care!specialty?! SD! D! U! A! SA!
-

55! I’m!always!willing!to!admit!it!when!I!make!a!mistake! True! False!!

56! I!always!try!to!practice!what!I!preach! True! False!!
55! I!have!never!been!irked!when!people!expressed!ideas!very!different!from!my!own! True! False!!
56! I!never!resent!being!asked!to!return!a!favor! True! False!!
57! I!have!never!deliberately!said!something!that!hurt!someone’s!feelings! True! False!!
58! I!like!to!gossip!at!times! True! False!!
59! There!have!been!occasions!when!I!took!advantage!of!someone! True! False!!
60! I!sometimes!try!to!get!even!rather!than!forgive!and!forget! True! False!!
61! At!times!I!have!really!insisted!on!having!things!done!my!own!way! True! False!!
62! There!have!been!occasions!when!I!felt!like!smashing!things! True! False!!
!


