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Introduction:  Lisa Meeks 

Doctors with disabilities exist in small, but measurable numbers. How did they navigate 
their journey? What were the challenges? What are the benefits to patients and to their 
peers? What can we learn from their experiences? My name is Lisa Meeks and I am 
thrilled to bring you the Docs with Disabilities podcast. 

  

Join me as I interview Docs, Nurses, Psychologists, OT’s, PT’s, Pharmacists, Dentists, 
and the list goes on. I’ll also be interviewing the researchers and policy makers that 
ensure medicine remains an equal opportunity profession. 

  

Lisa: 

  

Mental health isn't black and white. It's not you’re in or your out your well or you're not 
well. Mental health is a continuum. Any given day, any given week, any given month, 
there are moments where people will feel really taxed emotionally and then you can see 
them the next day and they could be functioning just fine. 

Joe Murray: 

Welcome to the docs with disabilities podcast. I am Dr. Joe Murray, a practicing 
psychiatrist and an associate professor of clinical psychiatry at Weill Cornell Medical 
College. I will be guest narrating this podcast. In part 3 of this 3-part series, our Docs 
with Disabilities host concludes her interview with psychiatry resident, Dr. Erene 
Stergiopolous. In this very frank discussion, Dr.’s Meeks and Stergiopolous touch on 
some of the bigger barriers for learners with psychological disabilities and ponder 
whether wellness programming is actually helping, or harming learners. They found 



themselves contemplating a few of the biggest barriers in medical education for 
students with psychological disabilities. One suggestion, from some medical educators, 
is to forward feed information about students with disabilities to residency programs. 
The thought is that if the information can be shared, residency programs can more 
accurately and appropriately support the learner—but Dr.’s Meeks and Stergiopolous 
offer significant cautions for forward feeding and question whether this is supportive or 
detrimental to the learner. 

[Music] 

Erene: 

I think that the forward feeding can be an incredible barrier because students don't have 
that control and, when they don't have control over what information gets disclosed or, 
what mentions of their disability get fed forward into let's say, a graduate program or to 
a hospital where they might be training as a resident, that will automatically affect the 
judgments about them from day one. So they'll walk into the room and suddenly people 
will know things about them that they haven't even chose to disclose or they haven't 
even chosen to share. And that is incredibly disempowering because people have 
already judged your performance before you even got there. 

And so, no matter how well you do on your first day, that's probably gonna affect your 
evaluations. It's probably gonna affect how the team interacts with you. Depending on 
how many people were privy to those emails or to that information, it might affect how 
your peers even perceive you. You know, are you going to be seen as a burden on the 
team? So, the less control students have over disclosure, or at least the less they're 
aware of what is being disclosed at what time, the more it creates the situation of chaos 
that the learner then has to do damage control on essentially. Cause it's all about 
impression management, right? We're constantly performing in medicine like I was 
saying, like you're always being evaluated. And so that just adds another level to having 
to regulate oneself and perform in the medical environment. Because not only are you 
trying to enact this incredible doctor role, but you're also having to add say, “Look, I am 
so competent. You may have gotten this information about a disability that I have. But 
don't worry, I'm extremely competent, over and above the label that you've attached 
now to my name.” 

[Music] 

Joe: 

So how does medical education, in their efforts to support the learner, ensure they are 
meeting learners needs and evaluating learners equitably? One mechanism of moving 
toward greater equity is competency based medical education. In this way, bias may be 
reduced, as competency can be more objective. Yet, with every approach, there are 
positives and negatives as discussed by Dr.’s Meeks and Stergiopolous. 

[transition music] 



Lisa: Right now, I feel like competency-based medicine is actually better for people with 
disabilities because there's less subjectivity to the assessment. And so the competency 
is clear. You either meet it or you don’t, it’s a yes or no, and it's harder for programs to 
discriminate against people who are competent. On the other hand, as we're developing 
competencies as a profession, some of the competencies that are being developed are 
restrictive to individuals with physical disabilities and not necessarily necessary for the 
practice of medicine. I'd love your opinion informed by your research but also your 
personal experience. 

Erene: I think competency based medical education I find is fascinating for many, many 
reasons. First, I'll talk about the positives. I think that when CBME was first touted as 
this incredible new revolution in medical education, I think a lot of the excitement was 
about the removal of the time barrier. And so as someone who actually took more time 
to do medical school because of a chronic health disability, the idea of everyone's 
curriculum being sort of flexible on time -- so, you know, maybe taking extra time, 
maybe taking less time for certain things, just as long as you are proven to be 
competent or you demonstrate that you're competent in the various domains -- was 
pretty exciting. I think at least in Canada, from what I understand, that has not really 
taken place. There's not really people who are finishing their PR programs earlier. 

They're not really many people who are finishing later apart from the traditional people 
who would have been finishing later anyway. So whether that's because of pregnancy 
or because of a disability. So I think that the idea is a positive one of just creating more 
flexibility around timing. Because I think one thing that in my research has come up the 
most is just time is the most valuable currency we have, because it determines your 
ability to take care of yourself. It determines your ability to go to appointments. I mean, 
in clerkship, in medical training, your time is not your own, your time is someone else's. 
And so oftentimes, the people that we talked to who access to accommodations, a lot of 
those accommodations literally just had to do with being able to go to appointments 
when they had to because they had to see their psychiatrist every week. 

I think CBME, one of the promises or one of the potentialities that come from that are 
possibly giving more flexibility timewise to learners. I think where competency and 
competency based medical education gets really tricky is the talk of turning wellness 
into a competency. So this is actually, I'm writing something about this right now 
actually. Right now both in Canada, in the U S it's kind of quietly there in the 
competency standard -- and in the technical standards. Yes. And it's really interesting 
the ways that they define wellness or the implications of the definition of wellness. So, in 
the US, I think ACGME, it's in the professionalism competency and it has to do with 
basically role modeling to patients what good health looks like by being able to take 
care of yourself by being well, by taking care of wellness. 

In Canada, it's actually even more explicit. They have like six sub competencies under 
professionalism that relate to wellness and it has to do with self-regulation, self-care. 
Yes, exactly. There's so much about self-awareness, which is great. It's really good that 
this is considered to be an important and essential duty and responsibility of a 
physician. But how do you evaluate that? 



[music fading throughout this section] 

Lisa: 

Right? 

Erene: 

And what does it mean for a learner to be unwell? 

Lisa: 

Right? 

Erene: 

Are they not competent? 

Lisa: 

Right. 

Erene: 

And is it a failure of the learner or is it a failure of the program or the hospital or the 
environment in which they are not able to be well? Because I would argue that someone 
who's doing one in three call, if they're unwell, it's not their fault. I think that this kind of 
actually also gets back to mixed messages, right? 

Lisa: 

Mhmm 

Erene: 

We have this revolution of wellness happening in the medical community right now, but 
a lot of it feels, at least from a student perspective, it feels like lip service to us because 
we're still working in the hospital 80 hours a week. We still have 26- hour call and then 
we're told, “Oh, you should pet a dog. You'll feel better.” 

Lisa: 

There are very few programs that are actually doing systemic things that support 
physicians. Things like scribes, flex time, there was a program in California, and 
everyone who wanted to go into it. There was white space built into your day. What it 
allowed students with disabilities to do was to say, this is my white space for the entire 
year. I can make appointments based on knowing that I have this white space. 
Importantly, I can see my provider as needed. And I thought, isn't that a beautiful notion 
for residency as well? 



Joe: 

Resilience has been defined in many ways, but it includes healthy coping and problem-
solving skills, taking positive action and being persistent. How is medical education 
supporting or hindering the development of resiliency? What happens when you have a 
disability that requires additional time to address wellness, cognitive, sensory or 
physical needs? Does having a disability build resiliency? 

[Music] 

Lisa: 

We talk about resiliency. What is resiliency, right? Resiliency to me, filling your buckets 
at every opportunity you can get so that you can draw on those reserves. Those little 
moments like you said, that our students might miss out on because they're doing all of 
this other stuff to manage. And so they don't get the social capital. They don't get the 
social connection. They don't get these opportunities. 

Erene: 

Yeah. It's interesting that you mentioned resiliency because I was looking at the double 
AAMC’s, competencies for pre- medical students entering medical school. There's 15 of 
them and one of them is resilience and, but the way that they define resilience isn't this 
beautiful vessel that we can draw upon when we need support for moments that are 
difficult. It's basically being this superhuman is being resilient and withstanding every 
possible kind of pressure. So, I think it's really interesting the type of meaning that we 
ascribe to something like wellness, something like resilience, really determines how 
students even feel like they can perform those activities. Right. 

Lisa: 

Well, it's back to how do we define resiliency, how we define burnout. How do you 
operationalize it? You want somebody who's resilient, who's tough, who can think 
outside the box, who's nimble. That is, by definition, a person with a disability, who with 
the proper support and access is going to thrive because they're not going to get beaten 
down the first time something happens. They're going to pivot. They’re going to march 
towards plan B and they're going to be creative and adapt. 

  

Joe: 

  

A major barrier identified In the 2018 AAMC report on disability was the clinicalized 
culture of medicine. How does the clinicalization of learners with disabilities and the 
clinicalization of normative emotion impact how our learners process information in a 
clinical setting and the consequences of that clinicalization, including leaves of absence, 



disclosure and help seeking, and licensure. Some question, should a person with a 
disability, especially a psychological disability, even be a doctor? 

Lisa: 

You know, I don't think medical students cry enough. I think it's very human. People 
need to be able to have and feel and express emotion. And we clinicalize it and we’re 
very punitive about it. We force leaves of absences for individuals with chronic mental 
health issues who are functioning. And we're not talking about somebody who’s not 
functional on the wards or in courses and who absolutely needs to take some time off. 
We're talking about people who are doing fine, and the only reason that they're being 
asked to leave is because they have a chronic health issue. You talked about navigating 
the space and kind of being on at all times. How horrible must it feel to have to try to 
feel your emotion and be on at the same time? 

Erene: 

I don't know if that's even possible. Right. Yeah, I mean I think that is probably one of 
the hardest things I can imagine anyone would ever have to do. To actually be honest 
with themselves about their emotional state while also doing the job. One quote that I 
really loved from the research that we did was from a student who had experienced a 
chronic mental health issue. And this person talked about how medicine is sort of 
inherently about self-sacrifice. And it's inherently about erasing yourself because it's sort 
of in the interest of listening to the patient, of understanding what they're going through, 
and giving our full compassion to them. But for someone who is going through such an 
incredibly jarring or life shifting emotional experience, that feels like a violence to have 
to do that to oneself. 

Now having been through medical school, I can't think of another way of getting through 
the day when I'm having a really bad emotional day, other than to sort of just shut away 
my emotion and not think about it. It's such a high paced and such a high emotional 
demand career that sometimes I think it's very hard to even remember the person that 
we are while we do the work. And so the more hours that you're working, the more one 
in three calls, the more we give ourselves to this profession, the more we lose 
ourselves. And I don't think that's good for anyone. 

Lisa: 

Compartmentalize it. Shut the door, lock it, throw the key away. 

Erene: 

Yeah. Is that healthy? 

Lisa: 

It all comes out at some time, and you hope that it doesn't all come out at the same 
time. 



Erene: 

Yeah. Because that's when someone might report you and you might lose your license. 

Lisa: 

Right. It's so scary. The disincentive to seek help, the disincentive to disclose is huge in 
that environment. We talk about leave of absence should be one thing. I need to take a 
leave of absence. OK, that’s it. We've already talked about the consequences of leave 
of absence, right? But we've talked about the social consequences, the academic 
consequences. The transition to GME and then after GME, the transition to licensure. 
These are huge implications. They're a disincentive. Collectively, they're overwhelming. 
And so a lot of students choose to check their emotions at the door, to 
compartmentalize, to lock that key. But for the student who has the strength and the 
vulnerability to say, “I'm not okay today and that's okay,” that is a strength of a different 
kind. And it should be okay. And there shouldn't be a fear of, if I'm not okay one day, 
someone's going to take my world away. 

That's why we talk so much about the systems change and that wellness programming 
and these external things, it's giving you one more thing to do in a system that doesn't 
allow you any time to do anything to begin with. The system is stressing you and now 
it's adding this layer. If you don't engage, then it's on you. You are the problem. 

Erene: 

And as someone who's going into psychiatry, it's something that I also see kind of from 
a clinical perspective when I get to know my patients really well, and try as hard as I can 
to understand their experience with mental illness and how that affects every single 
thing about how they interact with the world. The big buzz word in mental health is 
stigma, but, and I don't want to call it a buzzword to trivialize it because I think that 
stigma with a capital S is probably the hugest barrier that students would face with a 
chronic mental health issue. It's lack of understanding. It's being asked constantly 
whether they are even appropriate and competent to make medical decisions. The 
patient safety issue constantly arises in particular with trainees or students who have a 
chronic mental health disability. 

Because there's this lack of trust. And imagine being in that spot every single day where 
already there's so much extra work that goes into managing that kind of disability. It 
means they have to go sleep. They have to change their diet. They have to do all of the 
things that make sure that they don't get really sick. And so knowing what those 
experiences are like for people and then adding on that layer and pressure of, “Oh, but 
can we even trust this person to be a doctor and make decisions in the first place?” 
That's a huge barrier in my mind because I think that in some people's minds, and not 
all, this isn't a whole like medical, cultural level belief, but I think that there is still this 
belief that people with the mental health disability aren't appropriate for medicine. 

Lisa: 



That actually leads perfectly into my next question. And I think it's funny, as we sit here, 
the sun has come out and the gray overpasses. We're talking about mental health and 
the sun came out. That's such a good positive sign. Then my next question is, and I've 
actually had this question directed to me, why do you want somebody with a mental 
health issue in medicine? What is the benefit? If we're worried about patient care and 
patient safety in a space where we have 25 to 50 applicants per spot, why are we 
choosing somebody with a mental health issue to be a physician? I know that's a big 
question. 

Erene: 

I love that question though because I think that there's a lot of value and even asking it 
because I think it's a question that people don't even think of. I personally think that 
people who have experienced that type of disability have this incredible ability to 
understand a lot of what their patients are going through, even if their not seeing a 
patient in a psychiatric context. Imagine the anxiety that happens when you're getting 
diagnosed with something for the first time. Imagine all of the adjustment that has to go 
with starting a new chapter of your life with a new illness. As someone who's going into 
psychiatry, I think that 75% of medicine is psychiatry. 

  

Lisa: 

  

Wellness is everything including mental health. And so I think with that, we'll call it a 
renewed commitment to holistic health, that we're going to see a lot more integration of 
psychiatry and psychology into other specialties. 

Erene: 

I think to that point, the slogan or the mission of one of Ontario’s largest mental health 
facilities is just mental health is health. 

Lisa: 

Yes. 

Erene: 

Which I love because it's not just some separate thing that only specific professionals 
deal with. It's something that all medical professionals have to take into account when 
they see the patient. And so back to what students with mental health disabilities add is 
that incredible understanding of what that's like. And something that the participants in 
our work talked about so much was how attuned they were to actually asking their 
patients how their illness was impacting their life, which is something that as medical 
students we learn is like, they call them fife questions. 



It's like, how does it impact your life? How does it affect pack to your function? How are 
you feeling about it? These kinds of questions that are thrown in at the end of your 
history and physical. And you know, you have to get them to pass the OSCE. But in real 
life there's never enough time. 

Lisa: 

And patients know. When they're tacked onto the end, a patient knows you're not really 
wanting this information. You just have to ask. 

Erene: 

And you're not writing it down in your notes. You're not typing it into the EMR that, “oh, 
this is how this person feels about their illness.” It's just a nicety. I bring this experience 
as well to my work. I really care about how a patient has digested their own experience 
and the emotional output of that experience because I've been through it. And so for 
students with mental health disabilities in particular, it's very hard to imagine the mental 
state of another person unless you've lived it. There's this really famous 
phenomenology paper called, “What Is It Like to Be a Bat?” We can't know what it's like 
to be a bat. I can't know what it's like to have to hear voices. In psychiatry, sometimes 
we do these empathy exercises where you literally sit in a chair and have people shout 
in your ear threats to you or commands to try to get for the briefest second what it must 
be like to be in an interview session as a patient with your psychiatrist, and you're trying 
to focus on what the psychiatrist is saying, what you also have a few different voices in 
your head telling you to do things. People who have experienced severe forms of 
mental distress bring a sensitivity and just a level of empathy to their work that it's very 
hard to bring unless you've been through it. 

Joe: 

We end with some concluding thoughts on why disability is a valued addition to the 
diversity of medicine. 

Lisa: 

I don’t want to suggest that all physicians have to work with concordant patient 
populations, because I think you make a really good point where you say 75% of 
medicine is psychiatry. But it is that the ability just as a person to empathize with the 
struggle, any struggle that a person has or the limitation that a person is experiencing 
or, like you said, to hyper focus on the one voice that you know is true. I think that's kind 
of the basis of the argument, not just for mental health but for all disabilities is that it is a 
different layer. And I think that disability is certainly one of those valued forms of 
diversity that brings a lived experience that our patients have that not every medical 
student is going to have. And it changes the way you think about medicine. 

Erene: 

Yeah. 



Lisa: 

It really does. When you've been there. It changes the way you think. 

Erene: 

And it changes probably why you went into medicine in the first place. 

Lisa: 

So many people. Yeah, absolutely. 

Erene: 

I think thinking even at like a social justice level and a more structural level, I think that 
as a community, physicians should represent the people that we serve. And so, of 
course we need physicians with disabilities because how else can we represent the 
population of patients. 

Lisa: 

One in five, right? It's so lovely talking to you. 

Erene: 

Likewise. 

Lisa: 

I'm so grateful for your work and that you are entering our profession. You're such a 
bright young rising star. 

Erene: 

Thank you. 

  

Lisa: 

  

And you are going to be a great physician. I know you're going to continue to grow this 
work. And it’s important work, and I am really grateful that year you're doing it. 

Erene: 

Thank you. 



Lisa: 

And thank you so much for agreeing to be interviewed. And I hope that this podcast 
serves as a beacon of hope for people that are in the pipeline that might not enter 
medicine out of fear of all of the things that we've talked about today, all of the barriers. 
And I know we haven't talked about how to remove those barriers necessarily, but I 
think identifying barriers is the first step and then addressing them. And I know you're 
doing work to address them. I'm doing work to address them. And so we're on it people. 
We’re working. Just hearing from other physicians with disabilities is in many ways 
helpful to, not only the learner that's in the pathway or thinking of entering the pathway, 
but to the admissions dean or to the faculty member or program director or clerkship 
director, or dean of students. Or maybe even the dean is listening, who knows? 

Erene: 

It's so important and so beautiful to see how much of an impact that you've had already 
and to see even lie the survey and to see the numbers rise in the number of students 
actually disclosing. Yeah. Good stuff. Good stuff. 

Joe: 

I’m Dr. Joe Murray and it’s been a pleasure guest narrating this podcast. Be sure to 
subscribe to the Docs With Disabilities Podcast and look for episode 3, where our host 
talks with Dr. Laura Bradley, an audiologist whose own personal experience with 
hearing loss, informs her work, giving her unparalleled access to her patients’ needs 
and experiences. 

  

Kate Panzer: 

  

This podcast is a production of the University of Michigan Medical School, Department 
of Family Medicine, MDisability Initiative. It is released under a creative commons, 
attribution noncommercial, nonderivative license. This podcast was produced by Mark 
Stephens, Lisa Meeks, and Kate Panzer. 
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