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The United States is vexed by the 
problem of providing care for a 
large number of individuals who 
do not have health insurance. Es-
timates from the National Center 
for Health Statistics indicate that in 
2007, among individuals less than 
65 years old, 17% of the population 
(43 million people) did not have any 
health insurance.1 From a humani-
tarian standpoint, these individuals 
need care, and providing care can 
remedy the health deficits of the 
uninsured.2 Leaving them without 
coverage actually increases the 
cost of care for society.3 Health 
care reform to address the issue of 
the uninsured is suggested and dis-
cussed, but comprehensive reform 
has yet to occur.4 

Why don’t we fix the problem? 
The answer is probably a mix of 
factors, but one contributing rea-
son is that we have already created 
convoluted structures to help us 
live with the problem, rather than 
addressing it directly.5 This has led 
to a perception of addressing the 
problem but, in reality, we have 
only intervened at the margins, and 
the sense that we are addressing 
the problem permits the problem 
to continue.

The movement to create socially 
responsible physicians is an exam-
ple. Training of physicians who will 
provide uncompensated care to the 
uninsured is deemed to be a good 
thing. Indeed, having physicians 
donate time and resources to the 
care of those less fortunate is seen 
as an altruistic act and a benefit to 
society and also as a partial solution 
to the problem of people having no 
health insurance. But, this strategy 
is based on the assumption that 
there will always be a large pool of 
uninsured individuals. 

Student-run Free Clinics
For those of us in medical educa-

tion, a common example of how we 
teach physicians to volunteer their 
time is the medical student-run 
free clinic.6-8 Such clinics, often 
falling under the rubric of “service 
learning,” are present in many 
medical schools and often operated 
by family medicine departments.7-9  
Establishing these clinics as a way 
to deliver care to the uninsured is 
based on the current reality that 
there are uninsured patients who 
will use the clinic. Further, we 
provide this experience to students 
in the hope that these students will 
learn to deliver uncompensated 
care to the uninsured once they are 
out in practice—further emphasiz-
ing that we assume that a large pool 
of uninsured patients will exist in 
the future. 

If there were no uninsured pa-
tients, the entire notion of altruistic 
work by physicians would be, and 
should be, very different. Service 

learning and its use of experiences 
providing care to the community’s 
underserved may have noble goals 
and underpinnings, but they are ex-
amples of adopting a system of care 
that obscures the need for radical 
health care reform to fix the prob-
lem of the uninsured. Now may be 
the time to move beyond tweaking 
around the edges and make a bold 
step to fix the problem.

The Pipeline Strategy 
Another example of how we 

plan for a future with uninsured 
patients is the admissions policies 
of many medical schools, which 
now attempt to select for admission 
socially conscious applicants.10,11 
Indeed, medical school admissions 
committees place a high value 
on applicants’ premedical school 
community service activities.10 
The assumption underlying this 
criterion is that by giving greater 
consideration to applicants with 
apparently altruistic inclinations, 
the future physician workforce will 
be caring and compassionate and 
also particularly oriented toward 
providing care to the underserved, 
defined in many circumstances as 
the uninsured.

Service Learning
Both student-run free clinics and 

the pipeline strategy are examples 
of how physicians are being trained 
to have values that will improve 
the health of the poor and under-
served.12,13 Consequently, once 
individuals are admitted to medi-
cal school, the strategy is for these 
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medical students to participate in 
service learning activities as a way 
to foster their altruistic tendencies. 
Formal service learning experi-
ences with a structured curriculum 
and community service activity al-
lows students to gain an awareness 
and appreciation of underserved 
communities. In fact, the need for 
medical schools to provide com-
munity service learning opportu-
nities has become codified in their 
accreditation through the Liaison 
Committee on Medical Education 
(LCME) standard: “STANDARD 
IS-14-A: (effective July 1, 2008). 
Medical schools should make 
available sufficient opportunities 
for medical students to participate 
in service learning activities and 
should encourage and support stu-
dent participation.”14 

Students value these service 
learning experiences.7 However, 
whether these service learning ex-
periences make individuals better 
doctors is unclear. They are more 
likely to be socially conscious, but 
it is unclear whether they are more 
competent.10 One study found no 
statistically significant relationship 
between service learning experi-
ences and election to Alpha Omega 
Alpha, election to the Humanism in 
Medicine Honor Society, or scores 
on year-2 or year-3 clinical exams.15 
Another study found that students 
with service learning experiences 
had higher medical school grade 
point average, but there was no 
relationship with residency direc-
tors’ ratings of how these students 
performed during residency.16 
Although one study showed how a 
required experience in a homeless 
clinic for primary care residents 
led many residents to continue 
volunteering after their rotations 
were completed, it is also unknown 
if these experiences lead to future 
provision of uncompensated care 
once the student enters medical 
practice.17  Most importantly, all of 
these experiences are based on the 
assumption that there will be future 
need to provide care to people who 

have no medical insurance—as if 
we are accepting that situation as 
permanent.

Is This a Sustainable Strategy?
A large number of physicians 

currently provide uncompensated 
care. A recent estimate indicated 
that more than 67% of physicians 
in the United States provide some 
uncompensated care, spending a 
average of 7 hours per week doing 
so.3 This burden may also dispro-
portionately be borne by primary 
care physicians who are the source 
of first contact care for undifferen-
tiated patient populations but also 
have lower reimbursement. 

However, there is mounting 
evidence that the proportion of 
uninsured adults in a community 
is negatively associated with physi-
cians’ career satisfaction.18  Further, 
because physician services are only 
one part of the full health care 
process, simply encouraging phy-
sicians to provide uncompensated 
care can lead to many gaps in care. 
Indeed, appropriate medical care 
requires not just the work of an 
altruistic physician who volunteers 
time to care for the underserved. It 
also requires pharmacies, diagnos-
tic laboratories, imaging centers, 
hospitals, operating rooms, and 
others.19,20 Thus, simply creating a 
pipeline of physicians who are will-
ing to provide uncompensated care 
for the uninsured appears to be an 
inadequate response to a problem 
that needs a more comprehensive 
and radical change.

 
Experience in a Universal 
Access System

Countries with universal access 
health care systems do not need to 
train and encourage physicians to 
provide uncompensated care for 
uninsured patients. Because they 
don’t have to worry about cover-
ing the uninsured, policy debates 
focus instead on issues like geo-
graphic distribution of physicians, 
efficiency, quality of care, and other 
issues. For example, in the United 

Kingdom, there is geographical 
disparity in the numbers of general 
practitioners and other primary 
care clinicians; there are fewer of 
them in areas that have the greatest 
need for primary care.21-23 As those 
responsible for health care policy 
in the United Kingdom work on 
addressing the issue of geographic 
distribution of primary care ser-
vices, the issue is not one of how 
to provide uncompensated care for 
the uninsured—because there are 
no uninsured individuals. Rather, 
this issue can be addressed head 
on by addressing factors that lead 
to geographic distribution prob-
lems. Universal access systems, 
combined with government leader-
ship of health service policy, have 
an advantage over the current US 
health care system. It is possible for 
policymakers at the national level 
to focus on specific health care de-
livery issues without having to deal 
with addressing the radical changes 
needed in the United States. 

Conclusions
The strategy of selective ad-

mission and creation of socially 
responsible physicians to provide 
uncompensated care for the un-
insured assumes that we will not 
fix the problem of having a large 
segment of the population without 
health insurance. Volunteering and 
providing free care to uninsured 
patients is a societal good and 
should be applauded. But, these ap-
proaches to care are grounded in the 
assumption that a large proportion 
of the US population is and always 
will be uninsured. Perhaps a better 
approach is for the medical educa-
tion system to encourage health 
care reform, rather than investing 
effort into strategies to help sustain 
the present, but ineffective, system 
that currently exists.
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