
Underground Medicine: 
Ups and Downs of the Free Clinics 

W
HEN THE HAIGHT ASHBURY FREE CLINI C o p e n ed 

its doors in 1967, it ushered in a movement 
seeking to respond to the critical needs of the 
youth culture. The new life-style, with heavy 

emphasis on mind-expanding drugs and communal living, 
resulted in a rash of health problems ranging from bad 
drug trips to nutritional deficiencies. Traditional medical 
institutions were unsuited to either the value system or the 
problems faced by the young patients. For instance, kids 
on bad trips taken to emergency wards often ended up in 
mental hospitals if they were lucky; in jails if they 
weren't. Rather than risk incarceration, many young people 
went untreated. 

Although spawned by the needs of the youth culture, 
free clinics have enjoyed increasingly broad appeal in 
Black, Puerto Rican and Chicano communities. For people 
traditionally barred from medical institutions because of 
racism, cost and location, the attractiveness of "free" in-
stitutions, more accessible to their neighborhoods and per-
haps even to their control, is evident. And many of the 
more than 200 free clinics in operation today rose on the 
wave of "black power" and "community control" to begin 
to meet the centuries of unmet health needs in ghetto com-
munities across America. 

But beyond a response to the unmet needs of Third World 
or hip communities, free clinics have risen in the wake of 
the widespread failure of America's traditional health in-
stitutions : the failure of doctors not only to treat bad trips, 
but to provide any minimal standard of care in ghetto com-
munities; the failure of hospitals to break down the hier-
archy among health workers that fosters poor patient care; 
the failure of Blue Cross, and now Medicare and Medicaid, 
to eliminate financial barriers to decent medical care. In 
sum, free clinics are a response to what has become a 
thorough-going crisis in the American medical system. 

AL L FREE CLINICS HAVE, WITH VARYIN G c l a r i t y, fo-

/ % cused on a vision of good health care which they 
/ % try to represent in their activities. (1) Health 

-* - - ^ care is a right and should be free at the point of 
delivery. (2) Health services should be comprehensive, un-
fragmented and decentralized. (3) medicine should be de-
mystified; when possible patients should be permitted to 
choose among alternative methods of treatment based upon 
their needs; (4) Health care should be deprofessionalized; 
health care should be delivered in a courteous and educa-
tional manner. Health care skills should be transferred to 
worker and patient alike, and they should be permitted to 
practice and share these skills. (5) Community/worker con-
trol of health institutions should be governed by the people 
who use and work in them. 

In their attempts to implement this vision, free clinics 
attain a surprising homogeneity. They are located on or 
near the main drag of whatever community they intend to 
serve—whether it be Telegraph Avenue in Berkeley or 
Greenmount Avenue in Baltimore. They share an awkward 
layout—whether it be in a store-front, second-story office 
or church basement. Unlike the out-patient departments 
(OPDs) they seek to outdo, they do not make the error of 
confusing barrenness with cleanliness. 

There is a reception area of desks and files. A donations 
can is located prominently. There's a waiting area with sec-
ond-hand furniture lined up against the walls. The reading 
matter can range from underground papers to brochures 
like IVhat You Should Know About VD and TB and You. 

There are usually three examining rooms; they are large 
enough to contain a doctor, a patient examining table and 
littl e else. Many are constructed from partitions and fre-
quently have curtains instead of doors. A modest lab and 
pharmacy claim whatever large closets or corners may be 
left over. The lab wil l have a microscope, hematocrit ma-
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chine, and equipment for urinalysis. Tiie pharmacy has a 
well-used copy of Physicians' Desk Reference and other 
pharmaceutical literature and is stocked with sample drugs 
charmed from friendly drug company detail men. 

In fact, in most free clinics just about everything is 
donated. They all have been fixed up with free labor; in 
one case, plumbing and electrical work was donated by 
union locals. Ironically, several clinics got a lot of their 
medical equipment from doctors' widows who were dis-
mantling their husbands' offices. Some have equipment and 
supplies which have been "liberated" from local hospitals. 

In the year or two that most free clinics have been open, 
each has had upwards of 3000 patients. Two-thirds to three-
quarters of these patients were women. Far less than half 
were ever seen more than once. About 200 could be called 
"hard-core patients"—those who rely on the clinic for con-
tinuous care. 

Most clinics have reported that, when they first opened, 
a high proportion of the patients were young white drop-
outs who were frequently not even from the neighborhood. 
After a while, in those areas where the residents are not 
primarily hip, the patient population has started to reflect 
the neighborhood as a whole—older, more ethnic, working 
class or whatever. 

A distinctive (and perhaps the most vulnerable) thing 
about free clinics is that they rely on volunteers donating 
their skills. Although some clinics have a few employees on 
subsistence salaries, the delivery of medical care is totally 
dependent on good will . And despite the deprofessionaliza-
tion of some medical skills, the clinic is really dependent on 
the good wil l of doctors. Thus, while doctors can pick and 
choose among free clinics, virtually no cUnics have ever 
asked a doctor to leave, even though they all wanted to 
from time to time. 

In many clinics, the size of the staff approximates the 
size of the patient load on any given night (average 25). 
The Peoples' Free Medical Clinic in Baltimore is open four 
nights a week, has five paid staff members, and approxi-
mately 150 volunteers. While many clinics operate from a 
smaller pool of volunteers, the Baltimore Clinic has a gen-
erally typical breakdown of labor and functions: doctors, 
nurses, coordinator-receptionists, peoples' counselors-thera-

pists, women's counselors. laborator\ technicians, patient 
advocates, child care personnel. 

The bulk of the labor contributed to free clinics comes 
from non-professionals, some of whom may be health sci-
ence students, but most have had no Ibrmal health science 
education. Patients are encouraged to volunteer in all clin-
ics. While this actually occurs to only a limited degree, 
clinic staffs do resemble the patients more closely than in 
any other medical institution. 

Nearly all free clinics put a great deal of emphasis on 
the transfer of skills. The delegation of minor professional 
skills to paramedical workers is not such a radical departure 
from tradition. Even the most conservative medical so-
cieties have adopted the idea for economic reasons. In free 
clinics, however, the skill transfer system is designed to 
serve and demonstrate closely related objectives: the de-
mystification and deprofessionalization of medicine. 

In clinics where skill transfer is highly valued, a Horatio 
Alger attitude prevails: "We learn as much as we want to 
and do as much as we can." Some clinics have profes-
sionalized the deprofessionalization by having formal 
courses taught by local health institutions for novices to the 
medical field. In most, however, the learning goes on in an 
over-the-shoulder apprentice fashion. 

This raises a profound question which most free clinics 
have not faced: to what extent are free clinics using their 
patients as teaching material, just like the OPD's? Are pa-
tients given a choice of being served by a trained medic 
or a medic-in-training? While a Cincinnati clinic wil l not 
let med students "play doctor," the comment of one med-
ical student should give pause. "I enjoy working in the free 
clinic," he said, "because I can do things that the medical 
school won't let a third-year student do." 

Transfer of skills goes beyond nursing functions with 
non-professional lab technicians, pharmacists, and dental 
clinics. Transfer of skills not only serves to demystify but 
also to change traditional sex stereotypes, with male recep-
tionists or female pharmacists. In women's free clinics 
changed sex roles become closely linked with demystifica-
tion and deprofessionalization. A frequently heard refrain 
is, "We won't be dependent for our medical care upon 
male gynecologists." 

36 RAMPARTS Photographs by Elihu Blotnick/BBM 

PRODUCED BY UNZ.ORG
ELECTRONIC REPRODUCTION PROHIBITED



While a few clinics have formal job rotation, most have 
an ad hoc voluntary rotation. In a number of the clinics 
everyone on the staff can take blood, read vital signs, do 
pregnancy testing and pinch-hit for each other. Although 
the doctors are excluded from job rotation, in most free 
clinics they are expected to do some of the menial work-— 
cleaning up, mopping floors, etc. 

[CLINI C PROCEDURE] 

EVERY CLINIC IS CONFRONTED BY MORE patients than 
it can handle; they are all confounded by the prob-

, lem of waiting time. Most clinics open around 
6 PM, two to four nights a week. They see an 

average of twenty-five patients a night. There are usually 
three doctors on duty, who (like their OPD colleagues) 
cannot always be counted on to show up on time or show 
up at all. The clinic wil l close at 10:30 or 11. Since few, if 
any, appointments are made, some patients may have to 
wait all evening to see a doctor. Al l clinics have had 
trouble cutting the average clinic visit down to below an 
hour-and-a-half or two. The wait may be broken up with 
extensive medical histories and the like. Those clinics that 
have tried classes or films in the waiting room have usually 
given up in exhaustion and chaos. 

Since the jam-up is almost always at the doctor's end of 
things, proposed solutions usually mean shortening the pa-
tient's time with the doctor or instituting staff routines that 
"use the doctor's time more efficiently." This starts vio-
lating some widely held free clinic principles like: "the 
patient has the right to have all of his or her questions 
answered," or "this isn't a business, so what's all this talk 
about efficiency?" and "the staff is here to serve the patient, 
not be drones for the queen-bee doctor." 

Every clinic turns patients away—not only because of 
the waiting period, but because they all agree, "We'd never 
go home if we didn't." "There is a bottomless pit of patients 
who can't, don't or won't go to the hospital. Maybe they 
can't go because of the law, or they don't because it's so 
far away and they don't have translators. Or they just won't 
go because of the attitudes and the hassle they get there." 
Although this problem has been handled with more dis-

patch than the waiting problem, it involves still more serious 
trade-offs. Al l of the clinics have decided that it's better to 
turn people away or limi t the scope of their services, than 
sacrifice the quality of the services they do render. Generally 
they use some variation of a first-come-first-serve basis 
coupled with geographic boundaries. 

Theoretically, other staff members can relieve some of 
the pressure and dependence on the doctor. Among other 
things they can take care of less seriously il l patients who 
don't need the doctor, thereby shortening the waiting time 
and getting more patients through in an evening. However, 
theory doesn't seem to work out in practice. Despite the 
fact that in some clinics the staff-patient ratio approaches 
one-to-one and the fact that in many clinics a good deal of 
"transfer of skill" goes on, in narrow medical terms, the 
bulk of all this energy and attention does not amount to 
much more medical attention than an OPD patient would 
receive from a nurse/receptionist. 

[TH E PATIENT ADVOCATE] 

T
HOSE CLINICS WHICH HAVE A MORE developed con-
sciousness about the faults of American medicine 
or have a message that they want to get across with 
their medicine have patient advocates. Those clin-

ics which make good use of the patient advocate offer a sig-
nificant departure from medicine as practiced in the OPD. 

Every patient is assigned an advocate by the receptionist. 
The advocate takes the patient's medical history or collects 
the file if the patient has come before. They discuss the 
patient's complaint. This conversation is frequently used to 
communicate some of the goals of the clinic to the patient. 
"We explain to the patient about the differences in this 
clinic, what we believe in. We also tell them that we can't 
do everything and that sometime they'll have to push on to 
the County Hospital. When we take her medical her?Xory, 
we talk about why women run the clinic and why it's im-
portant for us to control our bodies." 

The advocate introduces the patient to the doctor and is 
frequently present during the exam to make sure that the 
doctor is aware of all the patient's needs, is courteous and 
explains what he or she is doing. Sometimes direct con-
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frontation of the doctor occurs. On one occasion, we wit-
nessed a patient advocate challenging a doctor for ordering 
an unnecessary and expensive laboratory test. On another 
occasion, the doctor ordered an appropriate battery of tests 
but was then challenged to figure out a way to obtain the 
series of tests free since the patient had no money. 

In a Chicago clinic, the following interchange took place 
in front of the entire waiting room full of patients. Medi-
cine was demystified and deprofessionalized in one fell 
swoop. 

Doctor: "I've got a patient who's an alcoholic and who's 
demanding Librium (a tranquilizer). Other doctors have 
given it to him, but I'm not suie. What should I do?" 

Advocate:"The Patients" Committee will have to set a 
policy guideline for the treatment of alcoholics with tran-
quilizers. There's no reason why we can't review the med-
ical literature and make a sound decision. What the hell— 
when the New England Journal of Medicine is confused 
about an issue, there's no reason why our judgment isn't as 
good as doctors'. Our discussing the matter in a group is 
probably more valid than the doctors deciding as in-
dividuals what to do." 

The advocate is also responsible for ensuring that the 
patient understands the doctor's recommendations, gets a 
prescription filled and a follow-up appointment made, if 
they are called for. In some free clinics, the patient advo-
cates accompany the patients to hospitals, other clinics and 
emergency rooms. 

Unfortunately, the examples described above are more 
the exception than the rule. Furthermore, the pressure 
placed on the clinic for immediate services discourages pa-
tient advocates from rocking the boat. Some patient advo-
cates became inhibited because they felt that if they acted 
too forcefully, "the doctors would be antagonized and 
would be frightened away." The result is that the patient 
advocates merely serve as expeditors for the more tech-
nically skilled professionals. Few clinics or their patient 
advocates are oriented toward examining—much less chal-
lenging—other health services in the community. It would 
seem that either the patient advocates must break out of 
this restricted role, or else their position wil l assume the 
limitations of a fairly traditional social worker. 

[SCOPE OF SERVICES] 

M
OST FREE CLINICS PROVIDE THE KIND of SCrvicCS 

that one might find in a neighborhood first aid 
station, if such things existed. This is consis-
tent with their resources and their patients' de-

mands for stop-gap care. Most clinics services don't extend 
beyond routine intervention and screening: pregnancy and 
VD testing, colds, abrasions and minor infections. How-
ever, this limited role does not satisfy many clinic progen-
itors. Just as there is a tug-of-war between seeing a lot of 
patients and providing quality cave, there is a tug-of-war 
between providing many services and providing a few ser-
vices well, "We must be a viable alternative. We don't want 
to be a band-aid to patch up after the health system." One 
clinic coordinator even hoped that. "This free clinic is the 
beginning of a community hospital." Free clinics are forced 
to rely on more limited resources than any other medical 
institution; yet at the same time, they are attempting to 
cope with an issue which has been boggling medicine for 
years: how do you provide comprehensive and unfrag-
mented services on a decentralized basis? 

Free clinics are trying different approaches, but none 
have found solutions they feel are acceptable. In order to 
move toward comprehensiveness, most clinics are looking 
for specialists; gynecologists and pediatricians are in 
great demand. A number have dental chairs, but few have 
found dentists yet. On the other hand, several clinics have 
stopped providing services which they found well within 
their capability to provide. Two clinics have stopped pro-
viding birth control because family planning clinics were 
nearby. "Besides," one said, "if we did birth control, we'd 
be so flooded we'd never get to anything else." The same 
reasoning motivated another clinic to stop doing "school 
physicals." 

Most clinics see an urgent need to do more preventive 
work, saying that their patients are "oriented toward crisis 
care." They want to "go outside the clinic" with outreach, 
educational and screening programs. Some have tried ane-
mia, sickle cell and TB testing in their communities, often 
tying these eff'orts to some larger community-organizing 
campaigns. However, given the pressure to serve patients 
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coining through the door with immediate needs, most clinics 
never get outside their walls for very long, if at all. Pre-
ventive work is therefore limited to the generally detailed 
medical history forms which are kept on each patient and 
the screening tests which are run on all patients. These 
preventive eflforts bear littl e fruit, however, because on the 
average less than half of the patients ever return to the 
clinic. Those who need follow-up work based on the screen-
ing must often be referred elsewhere. 

Thus, while the clinics dispair of the fragmentation that 
patients face in the American medical system, they too are 
caught in the same bind. David Smith, founder of the 
Haight-Ashbury Free Clinic, asserts that one of the pri-
mary functions of free clinics is referral. These are accom-
plished by the free clinic staff informally rather than 
through channels. Colleagues and friends in hospitals, health 
departments, well-baby clinics, etc., are prevailed upon to 
provide clinic patients with hassle-free service. While a few 
clinics have set up formal referral arrangements, most find 
that the informal arm-twisting method meets the clinics' 
needs: "People in medicine are feeling pretty damn guilty 
—we usually get what we want." 

A lot of clinics attempt to provide services which go 
beyond traditional medical definitions and speak to broader 
concepts of health. "Personal health can be defined as the 
freedom from disease and disability of the individual within 
the community and the freedom of the individual to live 
creatively and without oppression as a resident in his or her 
community," is one of the principles of the People's Health 
Coalition of Free Clinics in Chicago. Day care is offered in 
a few clinics; some have clothing exchanges; others pro-
vide legal and housing advice; a few have surplus food 
stuffs to give away or get involved in "people's pantries." 
One clinic in Minneapolis even'provides veterinary services! 
At a minimum, most clinics having a young patient load 
offer some sort of counseling. 

Many counseling programs are staffed by non-profes-
sionals. In general a clinic wil l offer one-to-one therapy for 
psychiatric emergencies, but the emphasis is on rap groups. 
Counseling frequently focuses on drug problems. Clinics 
have developed expertise in "talking people down from 
bad trips," and in many cases know a lot more about drugs 

il an the local medical establishments. However, those 
clinics (with the exception of the Haight-Ashbury Clinic) 
which have tried to help heroin addicts have given up. "We 
tried to help people kick but it was impossible. They 
needed a place to stay, food and a shrink. We couldn't just 
give them pills to lighten the monkey for a while. We'll 
help junkies with other problems, but a lot come in here 
asking for pills; unless they're really in bad shape we 
don't give them any." 

[BREAD] 

S
INCE CLINICS DEPEND ON VOLUNTEERS and donations 

of labor and supplies, their budgets are remarkably 
small. An average budget might be about $30,000. 
In most cases income is derived from a number of 

small contributors and fund raising events. Clinics have had 
bazaars and street fairs and received funds from student activ-
ity funds and church groups. At least one free clinic re-
ceives a substantial portion of its income from pledges. The 
Berkeley Free Clinic gets a small but steady part of its in-
come from panhandhng. 

Some clinics like catch-as-catch-can financing and 
wouldn't have it any other way. They say they can avoid 
big contributors; "freedom's just another word for nothing 
left to lose." Others add that if they weren't forced to rely 
on volunteers they would lose the good spirit, atmosphere 
and working relations of the clinic. Some take it even 
further and see themselves as furthering a counter-culture 
barter economy: "While we won't accept a fee for service, 
we do expect patients to 'pay in kind.' Patients contribute 
their skills—legal, social work, plumbing, painting, etc.— 
in return for medical service. We work on a sort of in-
formal barter-system." 

Some clinics take a harder line on financing. In one 
clinic, a recent decision was made to have a receptionist 
ask for $3 donations per visit, rather than have the dona-
tions can speak for itself. "I f this is going to be a com-
munity clinic, the community has to support it." 

Other free clinics lean on public agencies, Medicaid and 
medical institutions for support. The City of Berkeley now 
helps support three free clinics. The Berkeley Free Clinic 
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submitted a budget of $29,000 noting that it treats 75 
percent of the VD in the city. The Blackman's Free CHn-
ic in San Francisco gets its facility from the Redevelop-
ment Authority. Virtually all free clinics receive penicillin 
for VD treatment free from city health deparments. (In 
some instances, city departments have tried to "rip-off" the 
clinics; in one city the public hospital started referring pa-
tients to the free clinic for physicals. In another, the health 
department ran out of tetracycline for VD and the free 
clinic had to supply the city.) 

In Minneapolis free clinics have charge accounts at either 
the University of Minnesota Medical School or Hennepin 
County General Hospital toward which they can charge 
purchases of laboratory tests, drugs and supplies; they also 
have arrangements with hospitals and schools for back-up 
facilities and training programs. In Chicago several clinics, 
while fighting to survive efforts by the Daley machine to 
shut them down, managed to use the struggle to win sus-
tained support from the medical schools. 

Those clinics which are located in working-class or 
ghetto neighborhoods also take advantage of Medicaid re-
imbursements. (The clinics which serve young drop-out 
populations find that their patients are too mobile and un-
willin g to go through the hassle of proving Medicaid eligi-
bilit y to make the effort worth it.) Most of the clinics which 
actively pursue the Medicaid route get about $50-$60 per 
week from the effort. Generally, the volunteer doctors wil l 
submit the bills for reimbursement to the state as private 
practitioners and then turn the check over to the clinic. 

One clinic decided to take a "principled stand" with the 
local Medicaid bureaucracy and demanded the right to bill 
Medicaid directly. It took over a year to win the ensuing 
fight. Medicaid refused to give them reimbursements if 
they refused to post a fee schedule in the clinic, arguing 
that they shouldn't be paid for services which are free. The 
clinic maintained that they wouldn't compromise the prin-
ciple that medicine should be free at the point of delivery. 
Finally the clinic agreed to post a sign stating how much 
a visit costs the clinic. They then put a statement in their 
newsletter: "Our services are available free, not because 
we have lots of money, but because we believe medical care 
should be free. It should be available to anyone regardless 

of how much money he or she may have." 
Some clinic people plan to parlay third-party payments 

like Medicaid into major sources of income, rather than the 
sporadic drips and drabs most clinics now get. One clinic 
is planning to start a campaign to get Medicaid patients 
through the doors. "I f we can get enough eligible patients in 
here, we can pay some staff and stay open during the day." 

[CONTROL] 

F
REE CLINICS, BY AND LARGE, ARE Struggling tO 

achieve new forms of decision-making against 
great obstacles. Most cMnics are experimenting 
with variations on community/worker control. 

Decision-making occurs on many levels throughout the 
operation of a free clinic. Day-to-day administrative de-
cisions are usually made by paid staff, where they exist, or 
by the coordinator on duty at the time. Medical decisions, 
occurring during an evening's clinic, wil l most often fall 
upon the doctor. A Taw clinics have meetings before and 
after every clinic session attended by all clinic staff. They 
are used to plan and then review clinic proceedure; discuss 
medical problems and decisions; and subject individuals to 
criticism or praise when called for. 

Decisions which refer to overall clinic policy are usually 
handled by a committee. In one form, this committee (fre-
quently known as the Steering or Central Committee) is 
composed of representatives of each night's clinic, or of 
each job function (nurse, lab tech, etc.). In those clinics 
which have strong political ties, decisions which affect the 
political stance of the clinics are not likely to rest with 
clinic staff, but wil l be made by the political group. 

Despite medicine's tradition of over-bearing professional-
ism, there have been few instances of doctor-takeovers or 
cases of the doctors-versus-everybody-else in free clinics. 
Only one clinic staffer felt that, "I n all honesty, when you 
really get down to it, the doctors hold the power." In fact, 
in most clinics, doctors seem to play a disproportionately 
small role in formal decision-making processes. For some, 
this comes from a highly sensitive consciousness about the 
pitfalls of professionalism. For others, however, it seems 
that they don't really care how the clinic is run; or feel that 
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they can't devote the time necessary to become involved in 
decision-making. 

Virtually all clinics emerge from organized community sup-
port, or seek it before opening. Several clinics have boards 
composed of representatives of community organizations. 
In most, these community affiliations have littl e to do with 
the direction of the clinic. Their support and goodwill help 
identify the clinic with the community. Some clinics have 
made special efforts—by sponsoring street festivals, curry-
ing favor with local merchants, etc.—to become "com-
munity institutions." For El Centro de Salud, this really 
paid off when the landlord attempted to cancel the clinic's 
lease and several hundred residents demonstrated in front 
of his place of business. Only one clinic has opened its 
policy-making up to anyone who attends the monthly clinic 
meeting. However, despite the fact that community suppers 
are held prior to the meetings, community attendance has 
disappointed the clinic staff. In fact for most clinics pa-
tient or community control is far more rhetorical than real 
and far less close to realization than worker control. 

Free clinics fit the rhetoric—"do your own thing" and 
"build alternate institutions." But the very attractiveness of 
the free clinic movement can disguise the limitations mani-
fest in current free clinic practice. 

[POLITICAL EFFECTS] 

I
N MANY WAYS MOST FREE CLINICS FAIL b o th p a t i e nt 

and worker in not measuring up to their goals. For 
patients the effect of free clinics, beyond the service 
provided, appears to be minimal. Most free clinics 

have not established successful mechanisms for involving 
patients in the decision-making of the clinic, other than 
by becoming a worker in the clinic. Likewise, free clinics 
have not involved patients in struggles around the larger 
health institutions in the community. The result is that free 
clinics are limited in their effect on patients to the individual 
personal encounter at the time of receiving service. 

There is more effect on the worker in free clinics than 
on the patient. The non-professional health worker gains 
self-confidence, not merely by learning new skills, but also 
by running a health clinic. Free clinics often do represent 
experience on the first few rungs of workers' control. 

Whether this gels translated into the desire to control the 
dominant health institutions in the community, the hospitals 
or the health department, is left to chance or circumstance. 

To be sure, some health professionals have their eyes 
opened when they are taken from their secure institutional 
environment and placed in direct contact with an unfamiliar 
patient environment. Similar experiences occurred in the 
Peace Corps and VISTA. But there is no evidence that this 
awareness leads to commitment, or that it even is an in-
evitable concommittant of the free clinic experience. 
Equally common is the observation of one Chicago free 
clinic coordinator, "Many medical students say they're 
committed to the community. And to a limited extent they 
are. But their commitment only goes so far. When they 
graduate they go work in sunny Arizona. You ask them 
why they don't intern at Cook County Hospital, they say, 
T can't hack it anymore.' That's how far their commitment 
to the community goes." 

If free clinics have a limited effect on patients and 
workers, their record in the community is equally disap-
pointing. Free clinics offer real opportunities for com-
munity outreach and political education about health sys-
tems. They could initiate programs of door-to-door screen-
ing for anemia, lead poisoning and tuberculosis. They 
could indict landlords, city health departments and even 
medical empires for neglect of these health problems. But 
few clinics have had the money or manpower, to say 
nothing of the poUtical analysis, to realize this potential. 
Free clinics fear being overburdened by the health problems 
they discover. They do not see outreach as an opportunity 
to push on the responsibility of the dominant health institu-
tions in the community. 

Few clinics have the vision of the Young Patriots Or-
ganization in Chicago, which hopes to develop a "health 
cadre" to provide emergency care, treatment of minor ill -
nesses, and screening services and offer medical advice and 
assistance on-the-spot in every apartment house in Uptown. 
As one young Patriot put it, "I can treat 90 percent of the 
patients walking in the clinic. I can't see why we can't 
train other community people to do the same. If we find 
problems we can't deal with, then we'll force the hospitals 
to help." 
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I t is an assumption of many free clinic advocates that 
"Free clinics, as alternate institutions, are threats to the 
system." But there is a fine line between challenging the 
health system and actually doing its work. Free clinics 
actually take the heat off other health institutions by filling 
the gaps which they have left, while still maintaining the 
community's ultimate dependence upon local medical in-
stitutions. Free clinics admitted they were not hassled by 
the establishment because they were doing the system's job. 
This became blatantly obvious to one clinic when a local 
city hospital began to refer patients to the free clinic for 
physical examinations. 

Another free clinic assumption, "We're free therefore 
we're political," collapses with more careful examination of 
the price free clinics pay to remain "free." Most free 
clinics depend on hospitals, drug companies and city health 
departments for supplies, manpower and grants. It can be-
come difficult to bite the hand that feeds you. As one clinic 
spokesman said, "Taking money from the medical school 
is fine, but what happens next year if after we're dependent 
on it, the medical school demands we allow our patients to 
be used as teaching material?" As long as clinics depend 
on institutions in order to provide their free services, they 
wil l be deterred from conflict with the existing health sys-
tem. As one clinic person said, "I f we did our job politically, 
they'd close us down in a week." 

In addition, if free clinics become more effective in 
community outreach, they wil l become more desirable 
plums for the medical institution pie. Free clinics can re-
late to populations that staid medical institutions find it 
difficul t to accommodate. Thus free clinics may become 
friendly outposts in the hostile communities that surround 
many of the major medical institutions in America. So 
existing medical institutions may have a real interest in 
free clinics and a desire to incorporate them into their own 
framework. Perhaps this explains the willingness that an 
increasing number of medical schools and health depart-
ments have demonstrated in supporting free clinics. 

[INSTITUTIONA L CONFRONTATION] 

P
ROVIDING SERVICE IS ONE RESPONSE to the failure 
'of the American health system. Institutional con-
frontation is another, though still somewhat untried, 
that offers potential to effect far wider change. The 

power and resources of the American health system lie in 
institutions. Therefore, changes in institutions have great 
consequence for the delivery of health care. 

The Young Lords Party in New York City decided not 
to establish any free clinics in El Barrio. Rather they 
sought to challenge existing health institutions to perform 
their stated functions. The Lords exposed the Health De-
partment for not using its 40,000 lead poisoning testing 
kits by demanding that the Health Department release some 
of the kits for a Young Lord's screening program. In 
another program, the Lords discovered 800 positive tuber-
culin cases through door-to-door screening in East Harlem. 
The next step was to have the people X-rayed. The Lords 
found that patients had to wait up to 6 hours in the local 
hospitals just to get a chest X-ray. Few patients could afford 

to miss a day's work or pay for a baby-sitter. Therefore 
the Lords asked the Health Department to re-route one of 
its mobile chest X-ray units to East Harlem to do the neces-
sary testing. When the Health Department refused, the 
Lords hijacked the truck (with the cooperation of the 
driver and X-ray technician), brought it to East Harlem 
and took the necessary X-rays. 

Institutional confrontation also has the potential to re-
solve many of the contradictions that presently abound 
in free clinics. It unites the disparate forces that relate to 
free clinics. Patients can become involved with the free 
clinic around its struggle with other health institutions. 
Health workers can connect their free clinic work with 
struggles in the institutions where they train and work. In-
stitutional confrontation brings new problems to free clinics, 
but helps resolve many of the old ones. 

Several of the free clinics in Chicago have adopted this 
approach, both out of choice and necessity. Their early 
requests for back-up services and specialty consultation de-
veloped into confrontation situations. At Weiss Hospital, 
located in the same neighborhood as the Young Patriots 
Clinic, there was considerable resistance to developing a 
relationship to the free clinic. Several demonstrations were 
necessary to convince the hospital that it should accede to 
community requests. At Northwestern Medical Center, the 
path was paved by the active support of medical and nurs-
ing students in coalition with hospital workers. Many of 
these students and health workers also worked in the Latin 
American Defense Organization (LADO) free clinic, lo-
cated in a Latin American neighborhood on Chicago's 
north side. The students had pressed their own demands 
for minority admissions and improvement in the outpa-
tient clinics through a 24-hour sit-in in the dean's office, 
prior to LADO's demand for a contract with Northwestern. 
This history facilitated LADO's negotiations with the med-
ical center. 

The Chicago free clinics maintain a constant barrage of 
criticism aimed at the health establishment. Hospitals that 
fail to deliver services are challenged. Free clinics are the 
base from which activists attack institutions. The mimeo-
graph machine is as important as the stethoscope. Besides 
maintaining a high level of institutional confrontation, many 
of the Chicago free clinics have encouraged professionals 
that work in the clinics to organize in their own hospitals 
as well. 

The Chicago free clinics have seen themselves as more 
than alternate institutions. They have seen the necessity and 
used their opportunities for institutional confrontation. Un-
less other free clinics adopt this course, they wil l either 
wither and die or become incorporated into the established 
health delivery system. 

Constance Bloomfield and Howard Levy are members of 
the Health Policy Advisory Center, Inc. {HEALTH/PAC), 
an educational and research collective in New York City. 
The monthly (HEALTH/PAC) Bulletin is devoted to ana-
lyzing heath policy issues and may be obtained for $7 per 
year ($5 student rate) from HEALTH/PAC, 17 Murray 
Street, New York. N. Y. 10007. 
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