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Project Overview

A collaborative effort between the University of Minnesota Medical School and Disability Services at the University of Minnesota, the Marcus Foundation-funded Faculty Education Grant Project (2009-2012) sought to promote welcoming and inclusive learning environments for all medical trainees, including those with invisible disabilities (specifically, mental health, attentional, and learning disabilities). 

Project activities included: 1) the formation of an Advisory Committee comprised of representatives from the Medical School; Disability Services; other University programs, such as Boynton Mental Health Services, University Counseling and Consulting Services, the Office of General Counsel and the Office of Equal Opportunity and Affirmative Action; and a medical professional organization [Minnesota Medical Association]; 2) focus groups and surveys of stakeholders; 3) sponsorship of educational events; 4) the creation of a video describing the role of Disability Services and the interactive process of determining reasonable accommodations; 5) dissemination of project activities and findings at conferences; and 6) the development of a Call to Action directed to Medical School administrators. This document summarizes these activities. 

FOCUS GROUPS
First, the project used focus groups to gather data from four primary stakeholder groups (Medical Students, Medical Residents and Fellows, Undergraduate Medical Education [UME] Course and Clerkship Directors, and Graduate Medical Education [GME] Program Directors and Coordinators) in two broad areas: 

1) barriers encountered by medical trainees with invisible disabilities; and 
2) suggested strategies for addressing those barriers. 
Many suggestions involved potential training ideas and resources. The focus group findings thus informed the content of training materials and methods developed as part of the project. 
The focus group findings were also used to inform the development of electronic surveys of Medical School Faculty/Staff/Administration, Medical Students, and Medical Residents/Fellows. See pp. 6-9 below for a summary of the survey findings. 

Methods

The focus group protocols were designed to identify barriers to teaching medical trainees with invisible disabilities and strategies to reduce the barriers associated with seeking and using reasonable accommodations for medical trainees with invisible disabilities. Project staff, in consultation with the project evaluator, developed the initial focus group protocols. The project Advisory Committee provided substantial input on finalizing them. 
Project staff held eight focus groups (two with participants from each of the four abovementioned stakeholder groups) between January 11 and March 11, 2010. A primary facilitator and co-facilitator conducted each focus group, using a semi-structured protocol to guide the discussion. An average of 10 people participated in each focus group, with a range of 6-14 participants per group. 
Data Analysis

Each focus group was audio-recorded; written transcripts of each recording were produced. Two coders analyzed the prepared transcripts independently using a coding guide developed by the project team and reviewed by the Advisory Committee. One coder used a paper-and-pencil method for assigning codes; the other entered the transcripts into ATLAS.ti qualitative data analysis software. A spot comparison of the codes assigned by each coder indicated a high level of agreement in assigning codes between the two analysts. 

Findings
The focus group participants were asked to identify barriers encountered by medical trainees with invisible disabilities as well as barriers faced by faculty, administration, and staff in providing medical education to individuals with invisible disabilities. The barriers they identified fell into three main categories: 

1) barriers related to attitudes, 

2) barriers related to knowledge or skills, and 

3) barriers related to process or organizational structures. 

Within that framework, the data were coded by participant group (Medical Students, Medical Residents/Fellows, UME, GME). Themes emerging from the discussion of strategies and suggestions were also categorized by participant group, and a separate section of suggestions about training strategies was also generated. 

Below, passages from the focus group transcripts illustrating each theme are presented. These passages were selected because they reflected these broader themes and, in some cases, were representative of similar comments made by other focus group participants.
Attitudinal Barriers 

External and Internal Stigma: One of the most frequently cited attitudinal barriers was the stigma associated with invisible disabilities. This stigma was described as coming from other people (external stigma) and/or from oneself (internal stigma).

· I cannot tell you the number of residents who would come in and say I think I need help with depression or whatever it is, but there is no way that I want this anywhere in any record because if I’m trying to get a job some day and they find out about it what will happen and I’m afraid of that. – UME Course Director

· For someone who has asthma, it wouldn’t be a problem for me to say I have asthma. [However,] there is such a thing about a psychiatric condition that people don’t want to disclose it. In all fairness, there is a stigma. – Medical Student

· We have to remember that there’s still a big social stigma overall against psychiatric issues, so that’s not unique to medical school. – UME Course Director

Culture of Perfectionism: Another commonly cited barrier related to invisible disabilities is the culture within medical school that expects perfection, fueled by societal expectations of perfection among people in the medical profession.

· [I] think the stigma of psychiatric disorders is a huge component because since we are all medical students we feel we have to be 100% of the time smart and perfect. – Medical Student

· There’s a very clear sense of how you should present yourself and I think students pick up on that. There obviously is distress around, but it really is kept very tightly under wraps. 
– UME Course Director
· Even before we got to medical school, we were already in the doctor mindset of I have to be awesome, I have to be independent; I can’t ask for help, but I think that is changing. 
– Medical Student
Lack of Insight: The lack of awareness and insight into their own condition on the part of individuals with invisible disabilities was also identified as a barrier to seeking and obtaining needed assistance and support.

· One of the issues that we face is the lack of insight. . . . Usually if we are able to bring them into insight, we have a way forward. But if they don’t ever share with us this perception [that something is wrong] then there really no way forward. – UME Course Director

· I think that is the barrier that I can’t do it myself, and I’ve got to do what, get help? But I’ve been able to do it. I was a successful medical student. I was a success here. This is the first time I’ve had trouble. I don’t think people are willing to say I can’t do this myself [I need some help], especially for physicians. – GME Program Director/Coordinator
Motivation to Hide Issues: Related to the lack of insight is the frequently identified tendency not to address issues arising from invisible disabilities until conditions reach a crisis point. This delay in timely reporting was attributed to a culture that encourages trainees to hide issues rather than share information and ask for help when needed.

· She just was so anxious and had lots of physical symptoms [inaudible], but was afraid to get any help or be evaluated because of concerns about being diagnosed. – Medical Student

· I think that also leads to their not wanting to acknowledge their issue, until you get to a crisis point. They may not know that they have an issue, but they may think that maybe they do, but they don’t want to do anything because they don’t want people to know. 
– GME Program Director/Coordinator 

Knowledge/Skill Barriers 

Awareness: Focus group participants noted a lack of awareness of what constitutes an invisible disability, how to recognize invisible disabilities, what to do if individuals suspect that they or one of their trainees has one, and the resources available to help them take action.

· It might be nice to have resources available online or otherwise for program directors and educators, who want to get an overview of the scope of what the different diagnoses are, what the characteristics are, or what some of the issues are that could come up and how you should deal with these, what process you follow. – GME Program Director/Coordinator
· [Resources] to make faculty aware and attendees aware that there are students and a significant number of students, so if something does arise it’s not treated as a freak abnormality; these things do happen, just to they are aware. – Medical Student 

What to Do Once You Know: Once a person has disclosed an invisible disability, it is often difficult for faculty, administrators, and staff to know what to do next. Focus group participants identified needs for assistance with how to disclose information, how to approach someone with an invisible disability, how to plan next steps, and how to give difficult feedback regarding performance issues.
· I don’t think many faculty know how to approach people with disabilities. . . . I think it’s important to acknowledge that these people have problems, but on the other hand, they’re scared of what’s going to happen if they approach a person with a disability. 
– Medical Resident/Fellow 

· Learning how to give confidential/difficult feedback and the rationale for doing this when it takes so much time and energy and is stressful. – GME Course Director

· I don’t know if it’s because people don’t have time or don’t realize how important it is or just what, but there seem to be barriers to effective feedback, either to the trainee or to the program. – GME Program Director/Coordinator

· . . . if they see someone come in haggard for two weeks in a row, completely blunted, call them on it and say what’s going on. – Medical Student

Process/Structure Barriers

Confidentiality Concerns: A frequently mentioned concern was lack of trust in the confidentiality of communications of this nature. 
· I think this leads to an issue with medical school in general. It’s a small class. It’s a little like a high school class. There’s no anonymity. If someone told me they were bipolar, I would say you will still make a wonderful family doctor. I wouldn’t judge them. They might feel inside that I might think that or question their professionalism of whether they should be a doctor, even though that is untrue. I think it’s a hard place for people to come out with their problems. 

– Medical Student
Too Time-Consuming: Another concern identified was the amount of time it can take to appropriately and adequately address the issues related to having an invisible disability, especially as an expression of limited time and resources for faculty and staff who have to serve all the trainees. 
· You can put so much effort into one trainee, which, no matter how hard you try, may be taking time away from the training of other trainees. If you have a small program maybe that’s going to work, but in the larger programs it can be, honestly, a huge drain on faculty. 
– GME Program Director/Coordinator

Medical School Pressures/Resident Workload: The presumed lack of time in which to adequately address an invisible disability was also expressed in terms of trainee requirements.

· The way we structure our training is built around a certain operational style that just doesn’t allow that kind of individualized flexibility. There’s a certain pace to presenting the council, presenting the cases, getting the work done in the day, and the trainee is expected to fit into that and be able to match the timeframe and have the information on hand, have it thought about, be able to present a case with recommendations. For people to take twice as long to gather the data and think about it just throws the whole thing out of whack and the whole team falls apart. – GME Program Director/Coordinator 
· There is a patient load to be dealt with. The staff is doing that and including the training at the same time. I haven’t really thought hard about this about a way to split those out. We actually talked about could we come up with a custom tailored plan for an individual, and it was going to be huge, how to figure that in. It is like a whole separate operation that instead of seeing three consults you will see one. You will have a one-on-one didactic with a staff person. 
– GME Program Director/Coordinator
Suggested Strategies and Training Ideas

The following is a list of strategies and training identified by focus group participants as possible ways to improve the experience of medical trainees with invisible disabilities. 

Online Resource Materials

· It might be nice to have resources available online or otherwise for program directors and educators who want to get an overview of the scope of what the different diagnoses are, what the characteristics are. – GME Program Director/Coordinator
· A Web site that was linked to the Resident Assistance Program Web site where trainees could go online for screenings on depression, anxiety, ADHD, chemical dependency that would come through GME. Include link to Disability Services. – Resident/Fellow

Professionalism Training

· I think that a professionalism class would be literally awesome. I know that is supposed to be the Physician and Society course, but there are so many things in PAS that sometimes even the most basic, yet really important things are overlooked, how to discuss a mental illness that you have or that you are struggling with would be really important to do. – Medical Student

Disability Incidence and Outcome Data

· Educating course directors and other medical school staff on the number of trainees who may have disabilities; how prevalent is it to have medical trainees with invisible disabilities? 
– UME Course Director 

· Outcome data/what happens to medical trainees with invisible disabilities? 
– UME Course Director

· A corollary to that, if you say 30% of those people meet the criteria for depression, what happens to them as they progress, move through medical school and out? I wasn’t aware of those numbers, but it would be very helpful to have some follow-up. – UME Course Director

Summary of Focus Group Findings 

The focus groups identified three main types of barriers encountered by medical trainees with invisible disabilities and/or faced by faculty, administration, and staff in providing medical education to individuals with invisible disabilities: 1) barriers related to attitudes, 2) barriers related to knowledge or skills, and 3) barriers related to process or organizational structures. 

One of the most frequently cited attitudinal barriers was the stigma associated with invisible disabilities, both stigma originating from other people (external stigma) and from oneself (internal stigma). A culture of perfectionism within the Medical School and societal expectations of perfection among medical professionals were also mentioned as attitudinal barriers to disclosure of invisible disabilities. Commonly cited knowledge barriers included lack of awareness of what constitutes invisible disabilities and how to recognize them, what to do once a medical trainee has disclosed an invisible disability, and the resources available to Medical School faculty and staff and to trainees with invisible disabilities. A frequently mentioned process/structure barrier mentioned was medical trainees’ lack of trust in the confidentiality of disability disclosure. Strategies suggested to address these barriers included providing online resources, professionalism training, and disability incidence and outcome data. 
SURVEYS

Project staff also administered online surveys to each stakeholder group in order to further explore the barriers identified in the focus groups. The goals of the surveys were to gather information on:

· Actual and perceived barriers for medical trainees with invisible disabilities,

· Knowledge of resources on campus to assist medical trainees with invisible disabilities, and

· Perceptions of reasonableness of specific accommodations that medical trainees with invisible disabilities may use. 

In addition, the surveys were meant to identify and inform the development of effective methods of supporting medical faculty/staff to better serve medical trainees with invisible disabilities.


Methods
Project staff used an iterative process to develop and refine the survey questions. The surveys were then piloted with the advisory committee. UM Survey, a free academic online survey tool developed by the University of Minnesota, was used to administer the surveys. All registered University of Minnesota medical students, residents/fellows, and Medical School faculty, administration, and staff received an e-mail containing a link to the survey. Two reminder e-mails were sent. Surveys were sent to all members of these groups regardless of disability status. Survey participants could enter drawings for $100 gift cards upon survey completion.

Surveys were customized to each stakeholder group and thus varied in length: the medical student survey had 19 items, the residents/fellows survey had 20, and the faculty, administration, and staff survey had 25. Residents/fellows and faculty, administration, and staff were asked their areas of medical specialty. Faculty, administration, and staff were also asked about their experience working with medical trainees with invisible disabilities, their primary professional role, and their number of years in medical education.

The response rate for each stakeholder group was as follows:

· Medical students: 873 surveys sent, 525 completed; 60.1% response rate. Of medical student respondents, 54% were female, 69% were age 25-29, and 83% were Caucasian.

· Medical residents/fellows: 944 surveys sent, 353 completed; 37.4% response rate. Of resident/fellow respondents, 55% were female, 55% were age 30-34, and 78% were Caucasian.

· Medical School faculty, administration, and staff: 376 surveys sent, 180 completed; 47.9% response rate. Of faculty, administration, and staff respondents, 55% were female, 64% were over 50, and 85% were Caucasian.

Analysis of survey data. Survey data were analyzed using SPSS.

Survey findings. A considerable number of our survey respondents answered “Yes” to the questions: “Have you ever suspected that you might have an invisible disability?” and “If so, did you seek treatment or further assessment for this condition?” (see Table 1). 

Table 1: Responses of “Yes” to the survey questions: “Have you ever suspected that you might have an invisible disability?” and “If so, did you seek treatment or further assessment for this condition?”

	
	Medical students
	Medical residents and fellows
	Medical School faculty, 
administrators, and staff

	Suspected 
	297 
[56.8%]

n =523
	97 
[27.5%]

n = 346
	31 
[17.8%]

n = 174

	Sought treatment for
	95
*[18.2%]

n =297
	55 
*[15.6%]

n = 97
	18 
*[10%]

n = 31


· Percent of total respondents
All three stakeholder groups identified the same three most frequent barriers experienced by medical trainees with invisible disabilities: the belief that their peers think less of them, the belief that future licensing will be jeopardized if the disability is disclosed or treatment is sought, and lack of awareness of resources available for assistance (see Table 2). 

Table 2: Responses of “Frequently” to the survey question: “To what extent do you think medical trainees with invisible disabilities encounter these barriers during medical training?”
	
	Medical students
	Medical residents and fellows
	Medical School faculty, administrators, and staff

	Lack of confidentiality about medical condition
	12.6%

n = 491
	13.9%

n = 331
	20.4%

n = 167

	Belief that peers think less of them
	36.7%

n = 508
	32.0%

n = 337
	38.5%

n = 169

	Belief that faculty expect less of them
	11.1%

n = 494
	16.4%

n = 330
	20.6%

n = 160

	Belief that future licensing will be jeopardized if disability is disclosed or treatment is sought
	23.3%

n = 492
	27.0%

n = 326
	32.9%

n = 155

	Belief that future malpractice insurance will be jeopardized if disability is disclosed or treatment is sought
	16.8%

n = 476
	21.2%

n = 326
	28.5%

n = 144

	Belief that seeking assistance will place an unfair burden on faculty
	12.0%

n = 488
	18.2%

n = 330
	16.0%

n = 162

	Lack of awareness of resources for assistance
	25.8%

n = 501
	27.6%

n = 333
	39.0%

n = 172

	Belief that faculty will be reluctant to implement accommodations as determined by Disability Services
	20.8%

n = 494
	19.0%

n = 331
	23.8%

n = 168


Likewise, all three groups identified the same three items as the most significant or moderate barriers to educating medical trainees with invisible disabilities: lack of training about what constitutes a reasonable accommodation, lack of awareness of resources, and societal expectations for perfect performance by physicians (see Table 3). 

Table 3: Responses of “Significant barrier” or “Moderate barrier” to the survey question: “In educating medical trainees with invisible disabilities, how much of a barrier do you think each of the following would be for faculty/administration?”

	
	Medical students
	Medical residents and fellows
	Medical School faculty, administrators, and staff

	Belief that working with medical trainees with invisible disabilities will be too time-consuming
	40.4%

n = 507
	--
	43.5%

n = 175

	Belief that medical trainees with invisible disabilities will compromise patient safety
	35.7%

n = 508
	39.4%

n = 335
	42.1%

n = 171

	Belief that the use of accommodations will compromise the integrity of the medical training program
	38.3%

n = 506
	31.8%

n = 334
	27.4%

n = 175

	Belief that if they ignore the problem, it will be dealt with by other faculty or administration 
	39.8%

n = 490
	32.5%

n = 320
	37.6%

n = 157

	Belief that medical trainees with invisible disabilities cannot succeed as physicians
	31.4%

n = 498
	31.5%

n = 331
	28.3%

n = 170

	Lack of training about what constitutes a reasonable accommodation
	55.7%

n = 496 
	59.8%

n = 324
	58.5%

n = 171

	Lack of awareness of resources that could be helpful to medical trainees with invisible disabilities
	57.0%

n = 496 
	58.1%

n = 327
	62.4%

n = 173

	Belief that the use of leaves of absence or Family Medical Leave will compromise the integrity of the medical training program
	41.5%

n = 495
	50.6%

n = 332
	35.4%

n = 172

	Societal expectations for perfect performance by physicians
	62.0%

n = 503
	64.6%

n = 331
	52.6%

n = 171


The three groups reported different preferences for topics of potential training regarding medical trainees with invisible disabilities, with medical students most interested in the personal experiences of physicians with invisible disabilities, residents/fellows most interested in work/life balance and self-care strategies, and faculty, administrators, and staff most interested in professional skills/approaches/interventions (see Table 4). 

Table 4: Responses of “Very interested” or “Somewhat interested” to the survey item: “Please indicate your level of interest in attending training on the following topics.”
	
	Medical students
	Medical residents and fellows
	Medical School faculty, administrators, and staff

	Disability awareness (e.g., disability conditions, reasonable accommodations, legal obligations)
	59.4%

n =495 
	55.4%

n = 334
	78.4%

n = 167

	Personal experiences of physicians with invisible disabilities
	81.1%

n =506
	67.7%

n = 334
	70.1%

n = 160

	Professional skills/approaches/interventions
	76.5%

n =496
	71.6%

n = 335
	80.7%

n = 166

	Work/life balance and self-care strategies
	77.6%

n = 502
	77.9%

n = 336
	73.9%

n = 161


The three groups also differed in their preferred method of being trained on such topics, with medical students and faculty, administrators, and staff preferring invited presentations and residents/fellows preferring Grand Rounds (see Table 5). 

Table 5: Responses to “The training format I would be most interested in is:”

	
	Medical students

(n = 475)
	Medical residents and fellows

(n = 353)
	Medical School faculty, administrators, and staff

(n = 163)

	Invited presentations
	39.6%
	32.3%
	36.8%

	Grand Rounds
	38.0%
	46.1%
	15.3%

	Online training
	6.7%
	13.6%
	32.5%

	Printed guidebook
	6.5%
	8.2%
	15.3%


Summary of Survey Findings

Each stakeholder group identified the same top three barriers most frequently encountered by medical trainees with invisible disabilities: a belief that their peers would think less of them, lack of awareness of resources, and a belief that their license would be jeopardized if their disability was disclosed. All of the stakeholder groups also identified the same top three barriers as significantly or moderately severe for faculty/administrators:  the expectation of perfection in medical school, lack of awareness of resources, and lack of training on reasonable accommodations. 

Each stakeholder group reported a different top preferred topic for training, with medical students requesting training on the personal experience of physicians with invisible disabilities, medical residents and fellows seeking training on work/life balance, and faculty, administrators, and staff desiring training on professional skills and approaches to serving medical students with invisible disabilities. Both medical students and faculty, staff, and administrators preferred training delivered as invited presentations, while medical residents and fellows preferred training in Grand Rounds. 

Suggested Strategies and Training Ideas 

The surveys also provided space for respondents to suggest strategies and training ideas to better meet the needs of medical trainees with invisible disabilities. These suggestions are presented by stakeholder group below. 

Faculty suggested the following strategies/resources be made available to support medical trainees with disabilities who are encountering challenges with their learning or performance:

· Educating faculty and trainees about available resources and how to access them; 

· Educating faculty on accessing Disability Services to collaborate on issues related to disability conditions, determining reasonable accommodations, ensuring confidentiality, and strategies for approaching trainees and/or altering training; and determining when accommodations may compromise the essential components of the program. 

Some faculty suggested these trainings be mandatory. The suggested venue for training was face-to-face or guidebook.

Residents/Fellows suggested the following strategies/resources be made available to support medical trainees with disabilities who are encountering challenges with their learning or performance:

· Ensure that information on confidentiality, legal rights and responsibilities, reasonable accommodations, and documentation is accessible;

· Training for faculty on giving ongoing, direct feedback regarding performance and improvement needed to meet the essential requirements of the program; 

· Guidelines on how to fairly evaluate a trainee’s performance; and

· Ensure that programs have clear processes and procedures for addressing the accommodation needs of trainees with disabilities.

Medical students suggested the following strategies/resources be made available to support medical trainees with disabilities who are encountering challenges with their learning performance:

· Information on disability conditions and mental health conditions and their impact on learning; 

· Training on reasonable accommodations; 

· Promoting the use of effective and inclusive teaching practices; and 

· Information on available resources and how to access these resources. 

EDUCATIONAL EVENTS

The project sponsored medical education sessions, including:

Life Happens: Responding to Unexpected Obstacles to Success for Medical Students, presented by Suzanne Vogel-Scibilia, M.D., January 24, 2012
Hippocrates Café: "Darkness Invisible: Mental Health and Illness in the Medical Profession", February 3, 2012

Promoting Mental Health Resilience & Success in Medical Trainees, presented by 
Michael F. Myers, M.D., February 15, 2011
VIDEO
A video was developed entitled “Advancing Access for Everyone”.
DISSEMINATION AT CONFERENCES

Project staff gave the following presentations on project activities at conferences:
· Association on Higher Education and Disability (AHEAD) Person-Disability-Diversity-Humanity Conference Presentation: Taking it to the Next Level: Advancing Awareness and Equity of Medical Trainees with Invisible Disabilities, July 15, 2010, Denver, CO

· Minnesota Symposium on Disability Studies and Inclusive Education, Presentation: Taking it to the Next Level: Advancing Awareness and Equity of Medical Trainees with Invisible Disabilities, July 23, 2010, University of Minnesota, Minneapolis, MN

· Association of American Medical Colleges, Panel Presentation and Small Group Discussion: Welcoming and Accommodating Medical Trainees with Disabilities, November 2011, Denver, CO
· Association of American Medical Colleges, Poster Presentation: A Strategic Partnership Project to Advance Awareness and Equity of Medical Trainees with Invisible Disabilities, November 2011, Denver, CO

· Innovations in Medical Education Conference, Poster Presentation: A Strategic Partnership Project to Advance Awareness and Equity of Medical Trainees with Invisible Disabilities, February 2012, Pasadena, CA

· Association of American Medical Colleges – CGSA/SGSA, COSR/SOSR Spring Conference, Panel Presentation: Practical Tips for Meeting the Needs of Medical Trainees with Disabilities, March 2012, Clearwater, FL
· Association on Higher Education and Disability Conference, Poster Session: A Strategic Partnership Project to Advance Awareness and Equity of Medical Trainees with Invisible Disabilities, July 2012, New Orleans, LA

· Association of American Medical Colleges, Panel Presentation and Small Group Discussion: Determining Reasonable Accommodations for Medical Trainees with Invisible Disabilities, November 2012, San Francisco, CA

CALL TO ACTION

We have developed a Call to Action and are scheduled to meet with the Dean of the Medical School, the Medical School Vice Dean for Education, along with several Advisory Committee members, to present the recommendations of the Advisory Committee and the Medical School faculty, administrators, staff, residents, fellows, and students as described above.  

JOURNAL ARTICLE
We have prepared a manuscript for submission to Medical Education, a British Medical Journal, owned by Blackwell Publishing Ltd. 
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