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Despite calls for greater aware-
ness of high rates of depres-

sion and suicide among physi-
cians, estimates suggest that only 
about 1% of medical students 
with major depressive disorder 
disclose it as a disability.1 Through-
out the medical school admis-
sions process, training, and li-
censure activities, students and 
physicians with histories of men-
tal illness face structural barriers 
that result in discrimination and 
discourage disclosure and care 
seeking. These barriers stem from 
an explicit and internalized dou-
ble stigma: against people with 
disabilities and, among those with 
disabilities, in particular against 
people with mental disabilities, 
including psychiatric, psychologi-
cal, learning, and developmental 
disorders that impair functioning.

Many obstacles faced by stu-
dents and physicians with mental 
disabilities represent violations of 
the Americans with Disabilities 
Act (ADA). Because of their per-
sonal experiences, physicians with 
mental disabilities can make im-
portant contributions to health 
care. Yet barriers to disclosure 
help to perpetuate high rates of 
depression and suicide in medi-
cine and inhibit both entry into 
the medical field and long-term 
retention. Patients with silently 
sick or impaired physicians may 
be at risk for receiving substand-
ard care. Practices are being im-
plemented to reduce barriers to 
disclosure, but much work re-
mains to be done.

By focusing on the needs of 

underrepresented groups, medical 
schools that make commitments 
to diversity and social justice do 
laudable work. Yet the disabled, 
and especially people with men-
tal disabilities, often aren’t fea-
tured in messaging to applicants.2 
When admissions offices don’t 
provide clear, inclusive, and wel-
coming messaging regarding dis-
ability policies and confidential-
ity practices, applicants may be 
concerned that inquiring about 
disability services will penalize 
them in the admissions process 
and during training,2 and pro-
spective students with mental 
disabilities may be less likely to 
apply. Explicit messaging permits 
the delivery of accurate informa-
tion about an applicant’s chances 
of being admitted and success-
fully completing training.

Barriers during medical school 
are often related to confidential-
ity. Of medical students with dis-
abilities, more than two thirds 
have psychological or learning 
disabilities, including attention 
deficit–hyperactivity disorder (see 
graph), which are often not ap-
parent.3 Psychological and learn-
ing disabilities probably affect 
functioning in different ways, and 
attention to the diversity of men-
tal disabilities is crucial for ensur-
ing personalized accommodations. 
Although inconspicuous, mental 
disabilities tend to be stigma-
tized more often than physical 
disabilities, and the decision to 
disclose a mental disability is 
therefore more dependent on the 
perceived confidentiality of the 

disclosure process. Consequently, 
students often forgo help for 
mental disabilities, rather than 
risk having their confidentiality 
compromised.2

Perceptions about confidenti-
ality are threatened when medi-
cal schools don’t have a specific, 
trained disability service provider 
(DSP), instead leaving responsi-
bility for coordinating disability 
services to a faculty member or 
dean, for example.2 Having ad-
ministrators play two distinct and 
potentially conflicting roles can 
undermine students’ trust and 
their belief that a neutral media-
tor exists between students with 
disabilities and faculty members 
responsible for assigning grades. 
When DSPs serve an entire uni-
versity, they may not understand 
the specific needs of medical 
trainees and may have difficulty 
customizing appropriate, timely, 
and confidential accommodations 
for mental disabilities.

When medical schools respond 
to acute exacerbations of mental 
disabilities such as major depres-
sive disorder, too often discus-
sions turn to the possibility of 
taking a medical leave. Although 
schools tend to be risk-averse, 
prioritizing this option probably 
makes students less likely to dis-
close their condition. In the 
minds of students accustomed to 
the march of professional advance-
ment, medical leaves are easily 
conflated with irreversible failure, 
and these leaves can necessitate 
future disclosures on residency or 
job applications. Moreover, leaves 
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aren’t always necessary; levels of 
mental functioning exist on a 
spectrum, and appropriate and 
reasonable accommodations can 
often improve functioning and al-
low students to remain enrolled.2

Attitudes toward disclosure of 
mental disabilities are frequently 
pessimistic and stigmatizing. 
Medical schools and hospitals 
can be cultures of stoic struggle, 
silent competition, and vaunted 
productivity; seeking psychologi-
cal services is often seen as a 
sign of weakness.2 For example, 
academic medicine has yet to 
normalize requests for time away 
from school or work for regular 
psychiatric appointments.

Moving from training to full 
licensure brings new barriers to 
the disclosure of mental disabili-

ties. Because of fears about jeop-
ardizing licensure, many physi-
cians don’t disclose disabilities or 
seek care for them.4

Licensing questions related to 
current or past diagnoses or treat-
ment for mental disabilities that 
don’t affect physicians’ current 
functional abilities are irrelevant 
to their professional competence 
and therefore illegal under U.S. 
disability-rights laws.5 A 2016 na-
tional analysis of medical licens-
ing applications revealed that two 
thirds of states have application 
questions that violate the ADA in 
this manner.4 Physicians in these 
states were more likely than phy-
sicians in states with ADA-com-
pliant licensing procedures to be 
reluctant to seek formal medical 
care for a mental disability be-

cause of fears about repercus-
sions.4 Physicians with mental 
disabilities who do seek care and 
disclose treatment during the li-
censure process risk having to 
undergo an unmerited license in-
vestigation, in which substantial 
time, energy, and money for legal 
representation and clinical con-
sultations are often required to 
demonstrate the ability to prac-
tice medicine in a safe and com-
petent manner.

We believe that medical schools 
and licensing boards should take 
steps to bring trainees and physi-
cians with mental disabilities into 
underused care networks. Our 
recommendations are in keeping 
with guidelines from the Associ-
ation of American Medical Col-
leges,2 and many of them could 

Medical Students Reporting Various Disabilities, 2019.

Adapted from Meeks et al.3 Percentages do not sum to 100 because some schools reported more than one disability among students. 
ADHD denotes attention deficit–hyperactivity disorder.
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be enforced during the school-
accreditation process.

First, we believe that admis-
sions offices should be facilita-
tors of inclusion. Schools could 
increase the number of applica-
tions they receive from people 
with mental disabilities by mak-
ing it clear in their materials that 
applicants with disabilities are 
specifically welcome as part of a 
larger commitment to diversity 
and social justice that includes 
ensuring that the student body 
better reflects the general popu-
lation. Norms of disability in-
clusion should be advertised by 
incorporating disability-services 
contact information in all admis-
sions materials.

We recommend that schools 
make clear that people with men-
tal disabilities can successfully be 
admitted and complete training 
and that they can receive accom-
modations that neither weaken 
professional standards nor penal-
ize students for participating in a 
confidential disclosure process. 
Universities should hire medical 
school–specific DSPs who are 
trained in disability law, under-
stand the curricular needs of 
trainees, and are committed to 
parity in the handling of physical 
and mental disabilities. As a trust-
ed conduit between students and 
faculty members, DSPs should en-
sure students’ privacy and the ap-
propriateness of accommodations. 

Schools should prevent conflicts 
of interest arising from having 
faculty members or administra-
tors with evaluative roles double 
as DSPs.

Schools and hospitals should 
publicize their policies related to 
mental disabilities so that stu-
dents and trainees know what to 
expect if they disclose a disabili-
ty. Amid an acute exacerbation of 
a person’s mental disability, ad-
ministrators should first seek 
reasonable accommodations to 
help stabilize functioning, not 
automatically offer or require a 
medical leave.

Schools should promote cul-
tures of wellness, interdepen-
dence, shared vulnerability, and 

cooperation. They should encour-
age students with mental disabil-
ities to see their symptoms as 
worthy of disclosure and accom-
modation and normalize care 
seeking and taking time for men-
tal health appointments. Faculty 
members and administrators could 
publicly describe their own pro-
tected time for therapy. Schools 
could highlight examples of peo-
ple with mental disabilities who 
confidentially disclosed their con-
dition, found appropriate accom-
modations, and had professional 
success.

It’s also important to confront 
stigma and enforce ADA compli-
ance. All state licensing boards 
should ensure that medical licens-

ing questions are legal and ad-
dress only current functional im-
pairments that affect a physician’s 
ability to practice medicine safely 
and competently. The Federation 
of State Medical Boards (FSMB) 
has recommended, but not yet en-
forced, this policy. We encourage 
the FSMB to enforce this legal 
standard throughout the states; 
students, faculty members, and 
administrators to advocate for 
such a change; and licensing ap-
plicants to take legal action if 
they experience discrimination. We 
also encourage the U.S. Depart-
ment of Justice to issue guidance 
to ensure uniform and ADA-
compliant licensing questions.

Efforts to reduce rates of de-
pression and suicide among phy-
sicians should move beyond rais-
ing awareness of this problem and 
implementing stress-reduction 
trainings. We must actively dis-
mantle the stigma that affects 
medical students and physicians 
with mental disabilities. From ad-
missions to clinical training to 
licensure and practice, we should 
confront the structural sources 
of stigma that reduce the likeli-
hood of disclosure of mental dis-
abilities, the provision of legally 
mandated accommodations, and 
access to care.

Disclosure forms provided by the authors 
are available at NEJM.org.

From the Department of Global Health and 
Social Medicine, Harvard Medical School, 
Boston (O.S.H), and the Harvard Law 
School Project on Disability, Cambridge 
(M.A.S.) — both in Massachusetts; and the 
University of Southern California, Los An-
geles (A.M.). 

This article was published on March 6, 
2021, at NEJM.org.

1. Meeks LM, Plegue M, Case B, Swenor
BK, Sen S. Assessment of disclosure of psy-
chological disability among U.S. medical stu-
dents. JAMA Netw Open 2020; 3(7): e2011165.
2. Meeks LM, Jain NR. Accessibility, inclu-

Amid an acute exacerbation of mental  
disability, administrators should first seek  
reasonable accommodations to help stabilize 
functioning, not automatically offer  
or require a medical leave.
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