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Abstract

Introduction: Service learning can teach medical students about the social determinants of health and prepare them to better serve
marginalized populations, while people in the sex trade can serve as effective educators for their peers and health professions trainees.
However, service-learning projects involving medical students and people in the sex trade are currently rare. Methods: We modified a
curriculum from an author’s prior institution to provide a unique service-learning experience for medical students and peer health
education for women in the sex trade in a new city and new context. Medical students partnered with a local community organization to
implement a 10-week course on physical and mental health for women in the sex trade. Coled by a medical student and a woman who had
utilized the community partner’s services, the course’s instructional methods included in-class demonstrations, group discussion, games,
and worksheets. Results: Ten women participated in the course, and six medical students facilitated its implementation. The participants
demonstrated increased knowledge in physical and mental health topics and reported being more comfortable speaking with health care
providers. The coleaders developed skills and confidence to pursue additional leadership opportunities. The medical student coleader
gained a better understanding of addiction and was more prepared to work with patients with substance use disorders. Discussion: This
mutual learning experience was a valuable health education opportunity for a local underserved community and helped medical students
understand the barriers women in the sex trade face when seeking health care and how physicians can better meet their needs.
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Educational Objectives

By the end of this course:

1. The medical student coleader will be better prepared
to provide health education, treat patients with mental
illness and/or substance dependence, and understand the
barriers stigmatized populations face in accessing health
care.

2. Medical student facilitators will be more confident
navigating a community-institutional partnership, more
familiar with the principles of trauma-informed care, and
more understanding of what stigmatized populations may
want and need from their health care providers.
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3. The community coleader will demonstrate increased
confidence leading and educating peers and report
increased self-efficacy.

4. Course participants will have greater knowledge of
common physical and mental health issues and feel more
confident discussing these issues with their peers and
their health care providers.

Introduction

Human trafficking is defined as the act of coercing or compelling
an individual to provide labor, services, or commercial sex acts.
The International Labour Organization estimated that in 2016
there were 40.3 million victims of modern slavery worldwide.
Within this population, 4.8 million were victims of sexual
exploitation, of whom over 99% were young girls and women.1

Numerous studies have attempted to quantify sex trafficking in
the United States, but data on its true prevalence are limited.
Per data collected by the National Human Trafficking Hotline,
California has consistently had the highest number of reported
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human trafficking cases in the United States, with 1,118 calls for
sex trafficking in 2019.2 In a Department of Justice-sponsored
study in San Diego County, the underground sex economy
represented an estimated $810 million in annual revenue.3 Our
community, Sacramento, California, is considered a high-risk area
for trafficking because of its proximity to large cities and location
at the crossroads of major freeways.

It is important to distinguish sex trafficking from commercial
sex, which may be voluntary. Even so, people who have been
trafficked and people engaging in commercial sex often
experience multiple overlapping vulnerabilities, including
social stigma, housing instability, mental illness, and substance
use disorders, all of which contribute to significant health
disparities.4-8 One key structural driver of sex work is economic
vulnerability. People with limited economic resources and
opportunities have been shown to be at higher risk of
exploitation.3 In a review by Polaris, former sex workers
frequently cited “sustained unemployment” and “unpaid debts”
as significant factors for their entry into the industry.9 The
racial wealth gap has likely contributed to the disproportionate
representation of Black individuals among sex trafficking
victims.10,11 Adverse childhood experiences increase the risk
of being trafficked,12,13 and these personal histories of trauma
and violence are frequently compounded by violence within the
industry itself.14

The longstanding stigma surrounding sex trafficking and
commercial sex work creates barriers to health care for women in
the sex trade.15 This stigma comes not only from the communities
in which these women reside, but also from the health care
providers who serve them.6,16-19 Such bias among health
professionals highlights the importance of teaching health
professions trainees about the social determinants of health in a
way that is inclusive of sex workers; still, curricula addressing the
social determinants of health remain inadequately researched.20

Service learning has been presented as one strategy for
teaching the social determinants of health and typically takes
the form of health education initiatives targeting underserved
populations.21-27 The benefit to medical students is twofold. First,
participating in health education has been shown to improve
medical students’ content knowledge, communication skills, and
confidence in working with patients.21,25-28 Second, exposure to
underserved populations through service learning helps students
break down preconceived biases and gain a deeper, more
empathetic understanding of the health challenges faced by
that population—improving the quality of both medical education
and future patient care.22-23,29 This idea of exposure as a way to

reduce stigma among health professionals and trainees has been
applied to mental health stigma,16,30,31 but rarely to sex work
stigma specifically.32

Given the social barriers to health care that sex workers face,
multiple international programs recruit sex workers as educators
and support them in teaching their peers about various health
topics, especially risk reduction and mental health.17,33-36

Such programs benefit learner and educator alike, fostering
community mobilization, reduced internalized stigma, and
empowerment.17,33-34 One of the first programs to combine
peer education with service learning in medical education was
pioneered by Dr. Rachel Robitz and colleagues. Founded in
2011, Women Leading Healthy Change (WLHC) is a partnership
between the University of Cincinnati College of Medicine
and a local community organization that provides transitional
housing, education, and support to sex workers.29 Its curriculum
encompasses physical and mental health education, and the
program has since expanded and remains active today (Meredith
Meyer and Kriya Patel, oral communication, August 21, 2019).

Encouraged by the positive impact of the program on participants
and medical students alike,29 and aware of the presence of
sex work in our local community, Dr. Robitz and students at the
University of California, Davis (UC Davis), School of Medicine
brought the program to Sacramento. As far as we are aware,
our program is only the second example of a health education
collaboration between women involved in the sex trade and
medical students in the United States (the first being the original
WLHC), and the first to target women in the sex trade who access
services on a drop-in basis.32

This curriculum also adds to the growing literature on service
learning and social determinants of health curricula in medical
education more broadly. While multiple prior publications offer
guidance on how to engage medical students in designing their
own service-learning projects,22,23,25 or how to incorporate
service-learning opportunities into medical education,21,24

there are few publications of ready-to-implement curricula for
community members.27 Furthermore, no published curriculum
has addressed the specific needs of women involved in the sex
trade—encompassing sexual and reproductive health, substance
use, and mental health education, all with a trauma-informed
lens—and no published curriculum has combined the principles
of service learning and peer education. The most similar program
published to date focuses on women who have survived intimate
partner violence, teaching topics such as healthy eating and
exercise to them and their children.27 By sharing this curriculum
that is tailored to some of the most vulnerable members of our
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society, we are helping create a unique and valuable learning
opportunity for medical students.

We present our experience applying a revised version of
the WLHC program to our city, medical school, community
partner, and context (drop-in vs. residential), utilizing a more
comprehensive and interactive curriculum. Of note, we use the
term “women in the sex trade,” the language our community
partner recommended, to refer to our target population, which
includes women who have experienced sex trafficking, women
who have experienced other forms of commercial sexual
exploitation, and other women exchanging sexual services for
pay. We hope that our success will inspire other institutions to
bring the program to their communities as well.

Methods

Overview
Our course development and implementation process included
five main steps: (1) identify a community partner (Appendix A),
(2) revise the WLHC curriculum to fit our community’s needs,
(3) recruit and train course coleaders, (4) implement the course,
and (5) evaluate the course. The course itself consisted of two
5-week units, one on physical health and one on mental health,
each consisting of four 1.5-hour classes presenting new material
and culminating in a talk-back session during the fifth week of the
unit:

� Physical health unit
◦ Week 1: Your body and the gynecologist’s office.
◦ Week 2: Sexually transmitted infections (STIs) and birth

control.
◦ Week 3: Human papillomavirus (HPV) and cervical

cancer screening.
◦ Week 4: Alcohol and cannabis: what we know.
◦ Week 5: Physical health talk-back session.

� Mental health unit
◦ Week 6: Mental illness is not your fault: a biological basis

for mental illness.
◦ Week 7: The big three: depression, bipolar disorder, and

posttraumatic stress disorder.
◦ Week 8: Medication management.
◦ Week 9: Mental illness and stress management.
◦ Week 10: Mental health talk-back session.

The curriculum (Appendix B) was designed to be stand-alone,
transferable, and interactive, with worksheets (Appendix C),
teaching aids and games (Appendices D and E), and
recommended demonstration tools (Appendix F). The course
was taught by two coleaders: a medical student and a woman

with a history of involvement in the sex trade who had utilized the
community partner’s resources.

Medical Student Facilitators
Five medical students functioned as facilitators for the course,
providing ancillary support that included curricular development,
training of coleaders, curricular and organizational support,
grant management, and evaluation management (Appendix G).
These students were recruited toward the end of their first
year of medical school through an information session. They
represented diverse interests in women’s health, mental health,
human trafficking, and community engagement. Responsibilities
were divided based on interest, expertise, and availability.

Community Partner
We partnered with a local organization, Community Against
Sexual Harm (CASH), whose mission is to assist women in the
sex trade through peer support, education, and harm reduction
services.37 In selecting our community partner, we considered
three main components: (1) population served, (2) location, and
(3) services offered. Since this program was first developed for
women in the sex trade, we chose an organization that served
a similar population. In keeping with the principles of service
learning, we wanted medical students to connect with and learn
from their local community. Our community partner was located
approximately one mile from the medical school campus, in
a neighborhood where many medical students live, and had
previously worked with medical students from our institution. We
considered the services our community partner already offered
in order to ensure that our program was complementary. Our
community partner offered peer mentorship, demonstrating that
they recognized the value of peer-delivered services, which fit
well with our focus on peer education. Additionally, they did not
have a comprehensive sexual health or mental health program,
so our programming offered benefit.

Once we identified our potential community partner, we
emailed their leadership to gauge interest in a collaboration. We
subsequently met in person several times to better understand
our target population’s needs and our community partner’s
goals. Later conversations also addressed course logistics such
as classroom space, expected attendance, advertising, and
scheduling.

Curricular Development
Dr. Robitz, a WLHC founder and an author of this publication,
provided the original, unpublished curriculum, and current
Cincinnati program leaders provided worksheets. After talking
with our community partner, medical student facilitators made
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several revisions to the original curriculum to better meet their
needs. We removed one chapter on hepatitis C that was already
covered by our community partner’s programming, consolidated
two short chapters, and added new content on STIs, birth
control, drugs and alcohol, and stress management. We also
replaced weekly journaling with worksheets and developed new
group activities to further engage participants. Our community
partner also noted that their clients need the confidence and
skills to advocate for themselves with health care providers.
Accordingly, we incorporated self-advocacy as a curricular
thread, encouraging participants throughout the course to
discuss the barriers that prevent them from accessing health care
and strategies for articulating what they need from their health
care providers.

Of note, one of the goals of the mental health unit was to reduce
mental health stigma by encouraging nonjudgmental discussion
of common mental health issues, combating myths about mental
illness, and reflecting on how we can help ourselves and others
who may be struggling. Just as we began with anatomy and
biology in the physical health unit, we began the mental health
unit with a brief discussion of the biology of the brain (week 6).
For example, this discussion touched on neurochemistry as a
potentially destigmatizing explanation for some mental illnesses,
as well as on brain plasticity as a potentially empowering way to
think about learning to cope with mental illness.

We believe our curriculum is more comprehensive and more
easily applied to diverse target populations than the original
curriculum. Nonetheless, we would expect anyone adapting this
curriculum to their own program to embark on a similar iterative
process of revision to ensure that the community partner’s needs
are met, as this is a core component of service learning.

Coleaders
We selected a first-year medical student to be coleader. We
recommend utilizing first-year health professions trainees
because they are more likely to have limited health education
experience and therefore have more to gain from this
opportunity. Involving a first-year student also cultivated
future leadership for the program. Our community partner
recommended a community coleader based on her participation
in their programming and the responsibility and leadership
potential she demonstrated. We compensated the community
coleader at an hourly rate for her time, including trainings,
independent preparation, and class time.

Course Implementation
Two medical student facilitators trained coleaders prior to
each 5-week unit. The training reviewed the leaders’ guide,

worksheets, and teaching aids. Coleaders also practiced
using the demonstration tools and rehearsed the interactive
components of the course.

Our community partner advertised the course broadly through
bulletins, and medical students distributed flyers at a local
student-run clinic. We worked with our community partner and
coleaders to schedule the weekly 1.5-hour classes, which
took place in a classroom on-site, overlapping the classes with
the community partner’s drop-in hours to facilitate participant
recruitment. New participants were welcomed to join only
during the first and second weeks of each unit to foster trust
and camaraderie among participants. To encourage attendance,
participants received small incentive gifts and raffle tickets
during each class. We awarded one raffle prize at the end
of each unit in accordance with our community partner’s
recommendations.

Each unit culminated in a talk-back session that took place in
a classroom on the medical school campus. In addition to the
coleaders and participants, these sessions included medical
student facilitators and a gynecologist (physical health unit) or
psychiatrist (mental health unit). The goals of these talk-back
sessions were threefold: (1) increase participants’ comfort with
interacting with physicians and asking them health-related
questions; (2) allow medical student facilitators to interact with
participants, thereby expanding mutual learning; and (3) gather
feedback from participants about the course.

Course Delivery
The course used an in-person, interactive format. The medical
student and community coleader met before each class session
to discuss roles and responsibilities. Sessions combined
interactive activities, games, models, discussion, and mini-
lectures. Posters, whiteboards, teaching aids, and models
were used instead of slide presentations or videos to facilitate
participant interaction and discussion. We avoided technology-
based teaching tools because our classroom did not have a
computer or projector, and we wanted this curriculum to be
useable in resource-limited settings.

Trauma-Informed Approach
Principles of trauma-informed care were integrated throughout
planning and implementation of the program. Trauma-informed
care is based on an understanding of the signs and symptoms
of trauma, its harmful impact, and its pervasiveness. It involves
recognizing the potential for both recovery and retraumatization.
There are six key principles to a trauma-informed approach:
(1) safety; (2) trustworthiness and transparency; (3) peer support;
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(4) collaboration and mutuality; (5) empowerment, voice, and
choice; and (6) cultural, historical, and gender issues.38

To address the principle of safety, the course took place at
our community partner’s drop-in center, a location that was
private, familiar to participants, and secure. The drop-in center
was in an unmarked building that can only be accessed by
women seeking the organization’s services. Trustworthiness and
transparency were fostered in our collaborative relationship with
our community partner. From when we first pitched the idea of
implementing this program to ongoing program development,
we worked together with our community partner to develop a
shared vision and ensure that the program met the needs of their
clients. This program was built on the principle of peer support.
The community coleader was a peer selected from among our
community partner’s clients. The principle of collaboration and
mutuality was highlighted by the decision to have a medical
student and a community member colead the course. This
partnership sought to address power differences by having
coleaders lead side-by-side, recognizing the unique value
that each brings to the partnership. Similarly, the principle of
empowerment, voice, and choice was embodied by fostering
frequent class discussions and recognizing that each participant
and coleader possessed individual strengths and experiences
that they could build on and learn from together. The final
principle of trauma-informed care—cultural, historical, and gender
issues—involved addressing racial and cultural stereotypes and
biases and offering gender-responsive services. The discussion-
based class format allowed the multicultural and multiracial group
of coleaders and participants to engage in discussions about
their experiences of race, culture, and gender.

Evaluation
Participants completed two types of evaluations:

� Short pre- and postclass quizzes (Appendix H) that
assessed content knowledge with three true/false
questions.

� Longer pre- and postunit surveys (Appendix I) that
assessed confidence with health topics and self-advocacy
in health care settings with 11-12 questions based on 6-
point Likert scales.

Coleaders also completed two types of evaluations:

� Surveys (35 questions for the community coleader and 10
questions for the medical student coleader) given before
the course and after each unit that utilized a 4-point Likert
scale to assess empowerment (Appendices J and K).

� Individual, semistructured interviews lasting 30-45 minutes
at the end of the course (Appendix L). Interviewers took
notes during the interviews, and interviews were not
recorded.

Participants also had informal opportunities to provide feedback
throughout the course. Coleaders placed index cards and
a collection jar on the table during each class and invited
participants to write any questions, feedback, or reflections on
the cards and submit them anonymously. Course coleaders and
medical student facilitators reviewed these cards on a weekly
basis and prepared supplemental curricular material as needed
to address gaps in the curriculum in real time (Appendix M).
During the two talk-back sessions, facilitators solicited feedback
from participants and coleaders about which topics were most
and least helpful and which activities were most and least
engaging. Facilitators took notes during these sessions for
curricular improvement purposes. Medical student facilitators
were not interviewed or evaluated with this iteration of the
course.

During the first session, participants were given a document on
informed consent to read and asked to provide verbal consent.
In order to protect anonymity, participants used pseudonyms
on pre- and postunit surveys. Informed consent and completion
of surveys were not required to participate in the course. The
UC Davis Institutional Review Board approved these evaluation
methods as exempt, as all data were deidentified.

Results

Ten women, all of whom signed up while utilizing the community
partner’s services, participated in at least one class during the
program. Participants ranged in age from 21 to 60; four identified
as White/Caucasian, four identified as Black/African American,
and two identified as mixed/other. Two participants attended
all 10 weeks of the course. Class size ranged from three to
six participants, with an average of four and a mode of three
participants.

Pre- and postclass quizzes showed a positive trend in the number
of correct answers across all classes except for the week 6 class,
when all participants scored 100% on both quizzes. Results
were analyzed in aggregate, with the total number of correct
answers on preclass quizzes compared to the total number
of correct answers on postclass quizzes for each unit. For the
physical health unit, the preclass total score was 27 of 45 (60%)
and the postclass total score was 33 of 48 (73%). For the mental
health unit, the preclass total score was 37 of 45 (77%) and the
postclass total score was 46 of 48 (96%).
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Participants’ pre- and postunit surveys also demonstrated positive
trends. These surveys gauged confidence and comfort level
with various topics pertinent to the respective unit, based on
6-point Likert scales. Average scores pre- and postunit were
calculated for each question, and all questions showed an
increase in average score. The greatest score increases in the
physical health unit were confidence in protecting themselves
from HPV and cervical cancer (3.0 points), understanding
what a doctor or nurse does during a pelvic exam (2.0 points),
and feeling comfortable asking their doctor or nurse for a
pelvic exam (1.8 points; Table 1). The mental health unit
survey showed the greatest score increases in comfort talking
about mental health problems with their doctor or nurse
(2.6 points), comfort talking to their doctor or nurse about
changing the way they take their medications (2.6 points),
and comfort talking to their doctor or nurse about psychiatric
medications (2.5 points; Table 2). Statistical tests of comparison
were not performed due to low power from a small sample
size.

Coleaders’ empowerment surveys showed modest
improvements. Based on a 4-point Likert scale measuring
agreement, the medical student coleader showed a 1-point
increase in being a leader, leading a group of their peers,
educating a group of their peers, understanding the struggles
faced by someone living with addiction, being prepared to
serve patients living with addiction, and being prepared to
serve patients with mental illness. The community coleader
survey was more extensive and measured empowerment
across several different areas. Improvements were seen in
items addressing self-esteem and self-efficacy in community
activism and autonomy. In their interviews, both coleaders

discussed the positive impact the experience had on their
personal development:

� “I just feel stronger as a leader and as a role
model . . . . Actually jumping in with both feet, I feel much
more confident . . . . I won’t be as timid or shy to [take on
leadership opportunities]” (community coleader).

� “It helped me see the kind of doctor that I want to be . . . . I
think it’s made me be more open and mindful . . . . realizing
that it is so complicated, and things mesh with each
other . . . . being sensitive of that and not making
assumptions” (medical student coleader).

The community coleader also noted how the experience shifted
how she related to her peers: “It was great being able to get to
know the ladies [at CASH] on a different level . . . Learning how
to share with discretion, kindness, and respect—that was a big
lesson for me, too” (community coleader).

The medical student coleader highlighted the empathy and
admiration she gained for participants’ dedication and strength
in their substance use recovery process: “Being able to hear
their experiences, how they got involved in it . . . them having to
work through recovery . . . how much dedication it takes . . . was
a different thing that I’ve never [experienced before]” (medical
student coleader).

Each coleader also expressed profound appreciation for the
other coleader, emphasizing the necessity and value of coleading
with someone from a very different background.

Discussion

This service-learning project accomplished many of the same
goals that Dr. Robitz and colleagues outlined when they founded

Table 1. Physical Health Pre- and Postunit Survey Results

Question Preunit M (No. = 6a) Postunit M (No. = 3a) Score Increase

How well do you understand your female body parts and their purposes?b 4.3 5.7 +1.4
How well do you understand what a doctor or nurse does during a pelvic exam?b 3.7 5.7 +2.0
How well do you understand the reasons to get a pap smear?b 4.7 5.7 +1.0
How comfortable do you feel talking about your female body parts with your doctor or nurse?c 3.8 5.3 +1.5
How comfortable do you feel asking your doctor or nurse for a pelvic exam?c 3.5 5.3 +1.8
How confident are you that you would get a pelvic exam regularly?d 3.3 4.7 +1.4
How confident are you in protecting yourself from sexually transmitted infections?d 4.5 5.0 +0.5
How confident are you in protecting yourself from HPV and cervical cancer?d 2.7 5.7 +3.0
How confident are you that your doctors and nurses are supportive and on your side during
medical visits?d

3.7 5.3 +1.6

How confident are you that you would speak up for yourself in a medical situation if you felt
that something was not right?d

4.8 5.0 +0.2

How confident are you discussing women’s health topics with your peers?d 4.2 5.3 +1.1

Abbreviation: HPV, human papillomavirus.
aThree of the six participants completed a preunit survey but did not complete a postunit survey.
bRated on a 6-point Likert scale (1 = do not understand at all, 6 = fully understand).
cRated on a 6-point Likert scale (1 = very uncomfortable, 6 = very comfortable).
dRated on a 6-point Likert scale (1 = not confident at all, 6 = very confident).
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Table 2. Mental Health Pre- and Postunit Survey Results

Question Preunit M (No. = 6a) Postunit M (No. = 5a) Score Increase

How well do you understand how mental health problems are related to changes in the brain?b 3.5 4.8 +1.3
How embarrassed would you feel if you had a mental health problem?c 4.5 5.2 +0.7
How comfortable would you feel talking about mental health problems with your doctor or nurse
if you felt that it was necessary?d

3.2 5.8 +2.6

How comfortable would you feel talking to your doctor or nurse about psychiatric medications if
you had any questions or concerns about them?d

3.3 5.8 +2.5

How comfortable would you feel talking to your doctor or nurse if you wanted to change the
way you took your medications?d

3.0 5.6 +2.6

How important is it to you to understand why someone may need a psychiatric medication?e 4.8 5.2 +0.4
How important is it to you to understand the side effects of psychiatric medications?e 5.3 5.6 +0.3
How important do you feel setting goals is for helping you take better care of your health?e 5.2 5.8 +0.6
How confident are you that you could achieve the goals that you set for taking care of
yourself?f

4.7 5.8 +1.1

How confident are you that your doctors and nurses are supportive and on your side during
medical visits?f

4.8 5.4 +0.6

How confident are you that you would speak up for yourself in a medical situation if you felt
that something was not right?f

4.5 5.6 +1.1

How confident are you discussing mental health topics with your peers?f 3.7 4.4 +0.7

aOne of the six participants completed a preunit survey but did not complete a postunit survey.
bRated on a 6-point Likert scale (1 = do not understand at all, 6 = fully understand).
cRated on a 6-point Likert scale (1 = very embarrassed, 6 = not embarrassed at all).
dRated on a 6-point Likert scale (1 = very uncomfortable, 6 = very comfortable).
eRated on a 6-point Likert scale (1 = not important at all, 6 = very important).
fRated on a 6-point Likert scale (1 = not confident at all, 6 = very confident).

WLHC in 2011, including educating women about physical
and mental health topics, developing a community coleader’s
leadership skills and confidence, and preparing medical students
to better serve patients affected by mental illness and substance
use disorders as future physicians.29 Our project advanced
the mission of WLHC by demonstrating how the program can
be successfully adapted to a new city, medical school, and
community partnership. We believe that the curriculum can be
applied with relative ease to other partnerships between medical
schools and local community organizations, whether serving
people in the sex trade or other vulnerable populations with
similar needs.

Impact
Among medical students, the medical student coleader was
likely the most profoundly impacted. The medical student
coleader had the most interaction with participants and the
community coleader, and through those interactions was able
to recognize personal biases and increase knowledge about
the social determinants of health affecting this population. The
medical student coleader reflected on the importance of “not
making assumptions,” respecting the “dedication” required to
recover from a substance use disorder, and ultimately becoming
more “open and mindful.” Furthermore, the medical student
coleader developed the confidence and leadership skills to
become the primary leader of this program in the subsequent
year.

The medical student facilitators benefitted from two different
types of service learning: (1) direct learning from their interacting
with community members, and (2) experiential learning
from implementing a community-institutional program. For
example, students who attended talk-back sessions learned
the characteristics participants would like to see in a health
care provider and how physicians can better meet their needs.
Similarly, students who trained the coleaders came to appreciate
the unique knowledge set the community coleader brought
to the table. Meanwhile, medical students who participated in
curricular development and program support gained experience
in navigating this type of partnership to produce a deliverable
that benefitted everyone.

Challenges and Lessons Learned
In forging this community-institutional partnership, we were
fortunate to have a community partner whose goals aligned
with those of the program. The community partner was local,
experienced with and enthusiastic about working with medical
students, and had needs we could realistically meet with
revisions to the WLHC curriculum. Most importantly, they served
a population that medical students would encounter in clinical
training and beyond and did not feel adequately prepared to
treat by the standard medical school curriculum. Nonetheless,
launching this program was not without its challenges, the
most ubiquitous being that this was our first iteration of the
course. We navigated this challenge with a relationship of
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trustworthiness and transparency throughout our collaboration.
By being forthcoming about what we could offer and following
through with our promises, we earned our community partner’s
confidence, and they in turn offered the flexibility we needed to
make the program a success.

Although we developed this curriculum with our specific
target population in mind, its content is relevant to a broader
audience. This curriculum has been expanded to an organization
serving women experiencing homelessness in Cincinnati, and
we believe it could also be taught to women with substance
use disorders or women with limited health education with
little to no modification. The course’s focus on cisgendered
female anatomy and related health issues, however, makes the
current curriculum less relevant to trans women. Furthermore,
the success of similar health education projects founded
on partnerships between health professions students and
community organizations, both across the country and abroad,
is encouraging, and we hope more institutions will take
advantage of the mutual learning opportunity such partnerships
provide.27,39-41

As with any service-learning project, we sought to ensure that
the experience truly was mutually beneficial for students and
community members. We accomplished this in part by developing
a quality curriculum tailored to our target population’s needs. We
also felt strongly about compensating the community coleader
for her time. We recommend that the community partner help to
determine a competitive hourly rate. The course would not be
nearly as successful without the community coleader’s expertise
and participation, and compensating her appropriately helped to
establish the relationship as professional and empowering rather
than exploitative.41

One important difference between our program and the original
WLHC program was that our community partner operated on a
drop-in rather than residential basis. We were concerned that
the drop-in model would make retention a challenge, especially
since our community partner warned that work schedules and
the need for childcare could limit participants’ availability. Even
so, we maintained a class size of three to six participants each
week. The incentive gifts were enthusiastically received and likely
helped with retention. While our current site did not allow for
childcare, we would like to provide this service in the future. Our
experience showed that this program can be conducted in both
residential and drop-in settings.

Following this first iteration of the program, coleaders and
participants offered helpful feedback on areas for improvement.

The first item of feedback was that substance use education
should include not only alcohol and marijuana, but also cocaine,
methamphetamine, heroin, and prescription painkillers. This
feedback highlighted the importance of familiarity with the
needs of our audience. The second area of feedback was that
an exercise that involved reading parts of a book about the
brain was too advanced. This was a reminder to ensure the
curriculum is accessible to a population unused to reading
scientific texts. Lastly, they shared that not everyone could
relate to the chapters on mental illness. This unit needs to
be relevant to a broader audience, perhaps by discussing
how adverse childhood experiences, poverty, violence in
the home, and other social determinants of health affect our
well-being.

The interactive activities and games, meanwhile, were extremely
popular among participants and coleaders alike. With each
iteration of the course, we elicited feedback on the curriculum,
discussed potential changes with our community partner and
faculty advisors, and revised accordingly, thereby continually
making the curriculum more interactive, accessible, and relevant
to our target population.

Participants’ pre- and postunit surveys were also helpful in
illuminating some of the strengths and weaknesses of our
curriculum. For the physical health unit, participants showed
the greatest increase in confidence with regard to HPV and
cervical cancer prevention, whereas increased confidence in
sexually transmitted infection prevention was more modest
(Table 1). This difference could be attributed to having an entire
class on the former but only half of a class on the latter. In the
mental health unit, participants reported the greatest increase in
confidence with discussing mental health issues with their health
care providers (Table 2). This finding could be attributed to the
participation of a psychiatrist in both the medication management
class and the mental health talk-back session. Participants
showed a smaller increase in confidence with discussing mental
health with their peers (Table 2); however, it was unclear whether
this was due to insufficient knowledge or mental health stigma
among their peers.

Limitations
This project had several limitations. Due to its small scale, it will
likely take several iterations of the course to produce enough
data for a more robust analysis of the course’s impact—an
analysis that might otherwise be helpful in securing funding for
the project. Similarly, additional opportunities for improvement
may be identified in future iterations. While designed to
require minimal financial resources, the program required a

Copyright © 2021 Weber et al. This is an open-access publication distributed under the terms of the Creative Commons Attribution-NonCommercial license. 8 / 11

https://creativecommons.org/licenses/by-nc/4.0/


modest annual budget to cover the community coleader’s
stipend, classroom rental, incentive gifts, and printing costs.
We received a 2019 Helping Hands grant from the American
Psychiatric Association to cover start-up costs and fund the
first year of this project, and we were recently awarded a
2020 Helping Hands grant to support the program for another
year.

Future Directions
Of note, the number of medical students involved per year was
relatively small. In the program’s first year, five second-year
medical students and one first-year medical student participated;
currently, it is being managed by five second-year medical
students, with guidance from two third-year medical students,
and hopes to recruit at least one first-year student. The small
number of medical students required to implement the project
makes it both easily replicable and sustainable, though it also
means the impact on the medical student body is somewhat
narrow. Moving forward, we plan to offer the full 10-week
course twice per year, which will provide more opportunities for
medical students to get involved. Additionally, we will consider
interviewing medical student facilitators to better understand the
impact of this service-learning program on those students who
participated but were not coleaders.

Our initial findings suggested that this program can help prepare
medical students to better serve patients in the sex trade and
patients affected by mental illness and substance use disorders.
However, we recognize that not all medical students have
adequate background knowledge of these topics coming into
the program. Although many of the medical students who
participated in the program attended a training session on human
trafficking prior to participating, the training session was not a
requirement for participation. To ensure that medical students are
well prepared and get the maximum benefit from the program,
we plan to develop a short curriculum for medical students to be
added to future program iterations. This curriculum will address
topics such as human trafficking, trauma-informed care, and
substance use.

We hope that in demonstrating the reproducibility and benefits
of the WLHC program, we encourage other institutions to
form similar, mutually beneficial partnerships with community
organizations serving people in the sex trade or other
vulnerable populations. We are also pleased to contribute
to the growing literature supporting the social determinants
of health curricula in medical school—something we feel
is important in fostering empathetic, socially aware future
physicians.
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