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“Iwould never want to have a mental health diagnosis on my
record”: A survey of female physicians on mental health
diagnosis, treatment, and reporting



Abstract

Introduction: Physicians have high rates of suicide and depression. Most state medical boards
require disclosure of mental health problems on physician licensing applications, which has been

theorized to increase stigma about mental health and prevent help-seeking among physicians.

Methods: We surveyed a convenience sample of female physician-parents on a closed Facebook
group. The anonymous 24-question survey asked about mental health history and treatment,
perceptions of stigma, opinions about state licensing questions on mental health, and personal

experiences with reporting.

Results: 2106 women responded, representing all 50 states and the District of Columbia. Most
respondents were ages 30-59. Almost 50% of women believed they had met criteria for mental
illness but had not sought treatment. Key reasons for avoiding care included a belief they could
manage independently, limited time, fear of reporting to a medical licensing board, and the belief that
diagnosis was embarrassing or shameful. Only 6% of physicians with formal diagnosis or treatment

of mental illness had disclosed to their state.

Conclusions: Women physicians report substantial and persistent fear regarding stigma which
inhibits both treatment and disclosure. Licensing questions, particularly those asking about a

diagnosis or treatment rather than functional impairment may contribute to treatment reluctance.



Introduction

Medicine is a stressful occupation and physicians and medical trainees have higher risk for burnout
and for suicide than the general population."* Research has shown that both male and female
physicians have similar risk factors for suicide as the general population including depression and
other mental health conditions but also are more prone to job stress as a risk factor.” Studies also
demonstrate higher rates of psychological distress among female medical trainees® ’ as well as
higher rates of depression® or history of depression.® While a larger number of suicides are completed

2,3,10, 11

by male physicians, a meta-analysis showed a higher rate of suicide for men compared with

the general population (1.41) but an even more pronounced risk for female physicians whose rate is

even higher than the general population (2.27).> '

Stigma regarding mental illness among medical trainees and physicians is possibly greater than in
the general population.® > ** Stigma surrounding mental illness has been documented repeatedly in

the general population over the last 40 years™ and limits appropriate help-seeking and treatment ** *°

in all populations, most especially in the medical field.** ***/

A unique barrier to successful diagnosis and treatment of mental disorders among physicians and
other professional groups such as lawyers is that in many states, these professionals are required to
report any mental illness diagnosis or treatment to their state licensing board. Although in some
states questions are limited to illness which impairs or may impair their work performance, other
states ask blanket questions about whether the physician has been diagnosed or treated within the
last 2, 5, 10 years or even ever in their lifetime. A 2009 review found 42/51 (86%) of state licensing
applications had questions about mental health.'® Physician disclosure of such a diagnosis, even for
a common, stable and easily treatable lifelong condition such as anxiety or depression may lead to a
range of adverse consequences depending on the state. These can range from simply being
required to submit a letter from the primary treating provider which documents fitness to practice, to
being asked to appear before state board examiners, to being required to undergo (and pay for) an

examination by a board-appointed physician, provide extensive or on-going medical records, enroll in



a Physician Health Program, pay for inpatient or intensive outpatient treatment followed by long term

monitoring, or agree to restrictions of practice.

A number of authorities have suggested that broad questions about mental health by licensing boards
provide a significant barrier to appropriate treatment for physicians with mental illness and increase
the stigma of these disorders and treatment.'® ?° Others have raised concerns that broad questions
which do not focus on current impairment violate the Americans with Disabilities Act.”** We could
identify no studies which assessed whether apprehension about such questions actually influence
physician decisions about seeking help or treatment for mental illness. Our study sought to identify
self-reported history of mental illness among a group of female physicians, attitudes about mental

illness, treatment, and reporting, and impact of state board requirements on help-seeking.

Methods

We identified a closed Facebook group for physicians who are also mothers, which had
approximately 57,000 members at the time of the survey (not all members are active on the site at
any time). Physicians may be added only by recommendation of another female physician member
to try to ensure that only the population of interest is participating. We selected this group as it was a
large cohort of physicians representing a variety of specialties. We are not aware of a similar large
group for male physicians and chose this group in part, because it had participants across all
specialties. We developed an anonymous Qualtrics survey and with permission of the Facebook
group administrator, posted a total of four invitations to participate in the study on the main Facebook
page for the group, each with an electronic link to the on-line survey. The survey was open for 8
weeks from February to April 2016 and could only be accessed through the link on the closed
Facebook site. Group participants were not privately notified of the survey. The study was reviewed

and approved by the University’s Institutional Review Board prior to initiation.

The survey consisted of 20 quantitative questions and 4 brief open-ended questions covering the

domains of knowledge and attitudes about mental health questions on state medical licensing



applications, as well as personal mental health experience, treatment, and reporting. The survey was
designed based on the limited literature about physicians, mental health, and state licensing; no
validated surveys exist for this topic. We included basic demographics including age and state(s) of
practice, but minimized collection of potentially-identifying information given the sensitivity of the
topic. We grouped age and specialty into larger categories to protect confidentiality and did not ask
about years in practice as our prior studies on physicians have shown high collinearity between age
and years in practice. Open-ended questions addressed whether some women with a history of a
mental iliness had or had not sought treatment as well as women’s experiences with reporting or not
reporting mental health conditions to state medical licensing boards. Among those who did not seek
treatment and reported one or more contributing reasons, we made a category for responses related
to stigma (“getting a diagnosis would be embarrassing or shameful”; “afraid colleagues, staff, or other

professionals would find out”; “diagnosis would make me appear less competent or able to do my

job”; or “didn’t think physicians should need mental health treatment.”)

Quantitative data were analyzed using summary statistics and chi-squared. We performed
multivariable logistic or ordinal logistic regression to evaluate attitudes about mental health questions
on licensing applications while controlling for age, specialty and history of untreated mental iliness.
We set level of significance at p<0.05. As the qualitative responses were typically just brief
sentences, one author (KJG) analyzed this data using content analysis to identify common themes
and narratives. Similar responses were grouped to help understand both common sentiments and
outliers. We did not use a formal coding structure due to the brief nature of the answers. Age and

specialty questions had 5% missing data, and all other questions had less than 1% missing data.

Results
Demographics: A total of 2364 participants started the survey. 255 women completed no more than
three of the 24 questions and were excluded from the analysis leaving a usable sample size of 2109.

357 physicians provided qualitative comments. Participants were typically 30-44 years old and



covered a broad range of specialties (Table 1). All respondents had an active U.S. medical license

within the last five years and represented physicians in all 50 states and the District of Columbia.

Among the respondents 689 (33%) noted they had been given a mental health diagnosis at some
point since medical school, 959 (46%) reported they had been treated for a mental health condition,
and 1009 reported either diagnosis or treatment. In ordinal logistic regression, there was no
relationship between specialty and having been diagnosed or treated with a mental health condition.
However, diagnosis or treatment rose with age so that compared to the youngest women (ages 25-
29), those who were 55-59 had 4.86 higher odds (CI 1.53-15.4, p=0.007) and those who were 60 or

older had 13.2 higher odds (Cl 2.45-71.5, p=0.003) of having been diagnosed or treated.

Knowledge of state requirements: We queried participants about whether the state where they

currently practice required disclosure of current mental health diagnoses or treatment when applying
for a new or renewal license; 962 (46%) reported they were not sure. We also asked if disclosure
was required only for conditions which “impair or could impair” function as a physician; for this

guestion,1219 (58%) physicians answered “not sure.”

Experiences when disclosing mental health conditions: Disclosure of mental health conditions to state

medical boards was rare, occurring in just 62 (6%) of those women who reported having been given a
prior mental health diagnosis or having undergone treatment. Of those who did disclose to their state
board, 21 (34%) were required to submit documentation from their treating physician, 10 (16%) from
multiple physicians, 10 (16%) were required to appear before the board or be examined by a board-
appointed physician, 11 (18%) were required to participate in a Physician Health Program, and 1
(2%) had limitations placed on her license. For some women, the consequences of reporting were
minimal:

“For my medical iliness investigation they strongly suggested | self-refer to a physician health

plan for $300. [l did not.] / would like to go to counseling but | don’t want to appear unstable in
case this ever comes up again.”



“I think | just had to include dates of treatment and medications. | just remember reporting a
summary of care and no further action was needed.”
However, other physicians found the sequelae of reporting to be stressful. One physician who
disclosed her well-controlled depression to a state board in the 1990s (this state currently still
requires disclosure of any mental health diagnoses), reported being made to meet with a medical
board-appointed psychiatrist for 15 minutes at Starbucks and charged $1000. Processing of the
paperwork delayed the start of her residency:
“l then had to check in with a compliance officer every three months who would page at
random, usually when | was scrubbed into surgery, and announce that he was outside and
needed to check in.
She also explained to her co-residents why she had a delayed start date.
“They said that they had been told to lie on the form, but that many also just wouldn’t seek
help. If I had known about this requirement on the state licensing application, | would have not
applied for residencies in [that state] or at least | would have changed my rank order.”
Another physician described:
“My mental health issues are directly related to chronic illness. | was required to do a face to
face interview with a board member and almost six months of “retraining/supervision” because
| had been off work for 2 years. This was imposed by the board, despite NO adverse actions
in my past and active licensure in another state.”
One physician who had left medical practice because of her experience after disclosure of a mental
illness shared:
“All of my fears were realized when | did report it. | was placed in a very strict and punitive

PHP that didn’t allow me to take meds written by my doctor for anxiety and insomnia. | am
now not practicing at all because of this.”

Reasons for nondisclosure to the state: Of the 1009 respondents who had a history of actual mental

health diagnosis or treatment, only 56 (6%) of the 1000 answering this question responded that they
had disclosed this information on a licensing application. 288 provided reasons for not disclosing.
(Table 3) The most common reasons listed were the beliefs that the condition didn’t pose any
potential safety risk to patients (75%), wasn’t relevant to clinical care (70%), and wasn'’t the business
of the state medical board (63%). Some affected physicians may have lived in states which did not

require disclosure, or limited disclosure to current conditions or those causing actual impairment.



Do state board mental health queries impact treatment-seeking? We were curious whether physicians

believed that state medical board licensing questions which ask about mental health actually impact
personal decisions about seeking treatment. 1574 (75%) of respondents agreed or strongly agreed
that medical board questions about whether a physician has ever had a mental health diagnosis or
treatment impacts decisions about seeking treatment (13% disagreed/strongly disagreed and 11%
were not sure). We used ordered logistic regression to assess whether personal diagnosis or
treatment with a mental health disorder impacted attitudes about board queries. In this analysis, we
controlled for age, specialty, history of diagnosis or treatment for mental illness, and whether the

illness was ever reported to a state board. None of these factors were significant predictors.

Reasons for not seeking mental health treatment: We also asked if participants felt that at any time

since medical school they believed they met diagnostic criteria for a mental health problem but did not
seek treatment. 919 (44%) of women agreed and 136 (6%) were not sure. In the “not sure” category,
121 of these women responded positively to at least one of the reasons for not seeking treatment.
Therefore, we elected to combine the 919 and 121 for a total of 1040 women likely meeting criteria
but not seeking treatment. Top reasons for not seeking treatment included women’s belief that they
could get through this without help (68%), lack of time (52%), belief that having a diagnosis would be
embarrassing or shameful (45%) and not ever wanting to report diagnosis to a medical board or
hospital (44%). (Table 2) Using our “stigma” category, we found that 714/1014 (69%) of this group

identified a stigma-related reason for avoiding treatment.

In logistic regression we evaluated those physicians who had been given a diagnosis or felt they met
criteria for mental illness but did not seek treatment, controlling for age and specialty. Age did not

impact decision to seek treatment. Compared to primary care physicians, two specialty groups were
significantly less likely to seek treatment: specialty training requiring a pediatric residency (OR: 0.60,

Cl: 0.43-0.83, p=0.002) and being in surgical or surgical specialty (OR: 0.64, CI: 0.45-0.89, p=0.009).



We then looked at stigma-related reasons for not seeking treatment, but found no significant

differences across age or specialty, suggesting that stigma was a more universal construct.

Qualitative responses revealed widespread perceptions of stigma around mental illness among
physicians and further elucidate how stigma and potential consequences limit help-seeking and
disclosure to state medical boards.

“This is a huge problem for physicians. | directly know of MDs that could qualify for DSM

criteria for depression and anxiety that refuse to get help and cite board reprimand and

punitive intervention as the primary cause of not seeking professional help.”
A number of respondents commented on stories from peers.

“[l heard] horror stories from other physicians that got identified by the medical board

physician health program and were required to pay >$10,000 out-of-pocket for evaluation and
had daily random drug and alcohol tests—for a diagnosis of postpartum depression.”

Table 4 includes common themes and representative quotes from physicians on these topics.

Self-prescribing and cash for medication: Given prior reports in the literature about physician self-

treatment and informal treatment (suggested or prescribed by a peer without a formal physician
patient relationship) for mental health conditions, we asked about self and informal treatment and
efforts to protect privacy. Of participants who either had received a diagnosis or treatment for a
mental health condition since medical school or believed they had met criteria for mental illness but
did not seek treatment, 274/1495 (18%) reported writing their own prescription, asking a friend for the
prescription or doing both. Among physicians who reported seeking treatment for mental illness since
medical school, 115/987 (12%) women reported paying cash for a prescription related to mental
health to avoid insurance company knowledge of the medication, 341/987 (35%) deliberately sought

treatment from a provider in a different city or health system so as to avoid insurance disclosure.

One physician commented,

“l thought that no matter what health system (my own or other, or what state, treatment would
never really truly be private in the setting of my career path as a physician.”



Some physicians reported not disclosing a mental health diagnosis due to perceived fears of being
unable to get health, life, or disability insurance. A number of women noted this fear had been

realized after seeking help for depression or other mental illness.

Discussion

To our knowledge, this is the one of the few studies assessing barriers to mental health treatment
among female physicians, and the only study to query physician attitudes and responses to mental
health questions on state medical licensing applications. Half of the physicians in our study
acknowledged prior diagnosis or treatment for mental iliness since they had completed medical
school but this was rarely disclosed to their state medical board. Although some physicians may
reside in states which do not require mental illness disclosure (8 states out of the 50 states plus the
District of Columbia), Gold, unpublished data 2016), most do ask about mental health and most do

not limit questions to current illness or problems which cause impaired function.

Women have higher rates of depression and anxiety in the general population, and this is also true
among women physicians.?* Stigma as a barrier for seeking mental health care is pervasive in the
medical training and practice environment.*** This becomes particularly worrisome for female
physicians, as this population has higher rates of suicidal ideation than male physicians, and a
substantially higher suicide rate than women in the general population.® #"?® It is also concerning
that half of our cohort believed they had at some point met criteria for mental illness but had not
sought treatment. While some noted they had felt they could persevere on their own or did not have
time for treatment, a large number indicated various types of stigma as reasons for not seeking help.
There are now a number of evidence-based pharmacologic and non-pharmacologic treatments
shown to be effective for a wide range of mental health conditions, and physicians are trained to
recognize when they are indicated and to offer these to their patients. Unfortunately, our study
confirmed that more than two-thirds of physicians feel reluctant to seek out these same treatments
they offer their patients, for fear that they may be judged, deemed incompetent, or have their privacy

and autonomy violated because of seeking help, and these beliefs crossed all age and specialty



categories. This is consistent with extensive literature noting stigma as a major barrier to seeking
mental health treatment.'® > ?® Believing one could push on without help also reflects the culture of
medicine which promotes, high-functioning, self-reliance, perfectionism, and not burdening other
physicians.?® The finding that pediatric specialists and surgeons/ surgical specialists were
significantly more likely than primary care physicians to have felt they met criteria for a mental health
disorder but not sought treatment may reflect specialties which hold more strongly to this traditional
medical culture. Fortunately, training programs have begun to address these issues of culture and

some organizations have promoted awareness of mental health and tried to normalize treatment.* %

Two of every five physicians in this study who believed they had met criteria for a mental iliness but
had not sought treatment reported that one reason for this was that they did not ever want to have to
report mental illness or treatment to a state medical licensing board. It is not known whether these
licensing questions are efficacious in identifying physicians who pose potential risk to patients given
that the questions are typically based on self-report and may cover prior episodes of illnesses now
resolved, in remission, or under good control. There is also a wide spectrum of symptom severity and
duration in any given mental health condition, so that depression could range from a single, mild,
limited episode, for example postpartum depression, to a severe, chronic, life-long condition.
However, the fact that physicians in this study identified licensing questions as an important factor
inhibiting help-seeking is worrisome and is a unique barrier for medical professionals.?® A prior study
of surgeons also noted a reluctance to seek help for depression due to repercussions relating to
medical licensing.?® Our findings raise ethical concerns about broad requirements for mental illness
disclosure given potentially serious risks to physicians who forgo needed mental health treatment out
of fear of adverse consequences, even when it is not clear that such reporting offers any significant
protection to patients. There are also concerns, though not raised by respondents in our study, that
broad questions about mental illness which do not assess either behavior or functional impairment

may violate the Americans with Disability Act.?* 2% %



State medical licensing boards respond to reported illness in a variety of ways, ranging from requiring
dates of and an explanation about illness and treatments to requests for extensive medical records,
independent evaluation, monitoring, and enrollment in Physician Health Programs, sometimes as a
condition of licensure. This was reflected in qualitative stories shared by our participants, and ranged
from simple data requests to more traumatic and stressful experiences of extensive investigation.
The reported experiences of our survey participants suggest that physicians may have reason to be
fearful of licensure board reporting, given the range of reactions and requirements that can follow

disclosure, and this has been previously noted in the literature.* *®

One of the key functions of a
state medical board is to ensure patient safety. There is, however, no data showing that a blanket
guestion asking about diagnosis or treatment for mental iliness identifies impaired physicians. Some
states do not ask about mental health at all which we believe removes stigma surrounding treatment

significantly. Others ask only about “current impairment,” though it is unknown if self-report identifies

the truly impaired physician.

This study is limited by being a convenience-sample survey. It reflects responses of female
physicians who are active on Facebook. The group who responded to the survey is younger than the
average female physician in the United States; 94% of our population was between the ages of 30-59
while a recent analysis of licensed U.S. physicians reported 70% of female physicians were aged 30-
59.%* Higher levels of psychological distress have been noted in younger physicians.?* Our
population likely reflects the demographics of individuals who use social media, with fewer older
physicians; physicians younger than 30 are less likely to have children which is one of the
requirements to participate. Our geographical distribution was very similar to data from the national
census of physicians.** Our overall response rate is unknown, since only a fraction of the 57,000
users who were part of this Facebook group at the time of our survey are active on the site at any
given time; as postings turn over quickly (pushed down the list by new postings), only active users
would likely have seen at least one of the survey invitations. The group does not require personal or

demographic data to join, so we cannot compare responders and non-responders or ook at response



bias other than comparing our responses to national demographic data. This is a limitation for

research using Facebook sampling.

Our cohort also focuses on women who identify as mothers, so this might affect responses.
However, the impact of parenting on rates of depression is quite complex and having children does
not appear to have an overall mental health benefit or penalty for parents. One study of the National
Survey of Family Growth found no difference in rates of current depression among women with and
without children, even comparing women at different life phases.®® In contrast, a study of American
surgeons noted a lower rate of suicidal ideation for physicians with children. Having work-home
conflicts is also associated with higher rates of burnout, so this may be a more important factor than
whether or not children are present.*® Additionally, while our study focused on female physicians, the
presence of mental health questions on state medical licensing applications, under-treatment of

personal mental health problems, and stigma affect both men and women.*> %53

This study emphasizes the critical role of stigma in deterring treatment for physicians affected by
mental iliness. The data also raise serious concerns about how questions on medical licensing
applications and physician beliefs about the negative consequences of reporting may contribute to
this stigma and reluctance in help-seeking. Given increasing legal concerns about broad questions
regarding mental health on professional licensing exams, and the wide variation among state boards
as to what they ask and how they manage positive responses, we assert that it is time for a re-
examination of how physicians are assessed for fithess to practice with respect to mental health. We
also need more research on how to reduce stigma about mental health treatment for physicians® as
more than two-thirds of those who avoided treatment noted a reason associated with stigma. We
commend those few institutions who have instituted suicide prevention and depression awareness
programs.®> *° Institutions, training programs, and practices should emphasize the importance of
wellness including discussion of anxiety and depression, provision of resource lists for physicians,

and time set aside for wellness or personal activities. States need to identify a consistent set of



guestions about physician impairment which identify high-risk physicians and then provide them with

supportive care in a safe and non-punitive way.



Table 1: Demographics (n=2109)

Age Categories n (%)
25-29 23 (1)
30-34 492 (23)
35-39 774 (37)
40-44 471 (22)
45-49 148 (7)
50-54 55 (3)
55-59 33(2)
60+ 19 (1)
Missing data 94 (5)
Specialty*
Primary care 895 (42)
Adult medical specialty 185 (9)
Pediatric medical specialty 91 (4)
Surgery or surgical specialty 658 (31)
Other specialty 168 (8)
Missing data 112 (5)

*Primary care (i.e. adolescent medicine, family medicine, general internal medicine, general pediatrics, and
geriatrics).

Adult medicine specialty typically requires a residency in internal medicine prior to fellowship (i.e. allergy,
cardiology, critical care, endocrinology, genomics, gastroenterology, hematology-oncology, infectious diseases,
medical genetics, nephrology, oncology, pulmonology, and rheumatology).

Pediatric medical specialty similar to above but typically requires a residency in pediatrics prior to fellowship.
Other specialty does not typically require a full residency in internal medicine or pediatrics (i.e.,
anesthesiology, dermatology, emergency medicine, neurology, nuclear medicine, obstetrics & gynecology,
psychiatry, pathology, physical medicine and rehabilitation, preventive medicine, and radiology, among others).




Table 2: Reasons for not seeking treatment among women who felt they met criteria for a

mental health disorder (or weren’t sure but listed a reason) at any time since medical school.

(n=1040) Multiple answers allowed.

Felt I could get through without help

Didn't have the time

Getting diagnosis would be embarrassing or shameful

Did not want to ever have to report to medical board or hospital
Afraid colleagues, staff, or other professionals would find out
Diagnosis makes me appear less competent or able to do my work
| didn't recognize the problem at the time

I didn't know where to go to get help

| didn't have money/insurance for mental health care

Other (i.e. impact on insurance, stigma, work responsibilities)

Didn't think physicians should need mental health treatment

8%

0% 10% 20% 30%

40%

50%

60%

70%

Table 3: Reasons for not disclosing to state medical board among women reporting a mental
health diagnosis or treatment at any time since medical school AND who provided a reason

for not reporting. (n=288) Multiple answers allowed.

Didn't think condition posed safety risk to patients
Didn't think condition relevant to my clinical care
Didn't think this was the business of the medical board
Fearful could not get unrestricted license

Didn't want to do follow-up paperwork

Didn't want to be placed in a Physician Health Program

Fearful others outside of medical board would find out 23%

0% 10% 20% 30%

40%

50%

60%

70%

80%




Table 4: Qualitative responses around themes of mental illness stigma, help-seeking and

reporting.

Theme

Representative Quotes

Substantial stigma around
physician mental illness
persists in medical settings

“I have been discriminated against in a department after disclosing my
history of well-treated depression to my department chief.”

“I did residency in the military and when | sought treatment, | was
medically discharged...| truly don’t believe | would have been asked to
repay [she was asked to pay back medical school tuition] if | was
diagnosed with seizures or diabetes or malignancy.”

“I have treated physicians who did not want me to use their insurance for
billing to not have the diagnosis on their records!”

“I never share my mental health history with medical professionals since |
know the stigma involved. | always lie on my health intake forms and only
have discussed with a psychiatrist.”

Stigma has tremendous
impacts on help-seeking

“As a prior...program director saw more problems with trainees
suffering...and refusing to get help due to stigma...would often wait until
world was crumbling around them before getting assistance.”

“l have known many colleagues to date who have not sought help when
needed due to concerns about retaliation against their licensure,
credentialing, reputation, etc...in at least one case [it] contributed to
suicide.”

“I was afraid to take an antidepressant since | might have to say | have
had a mental illness when applying for jobs.”

State medical board report
requirements also inhibit
willingness to seek help.

“The fear of losing your license to practice medicine is one of the
fundamental reasons my residency classmates did not seek mental health
treatment. The program for physicians with “impairment” is expensive,
degrading, and time consuming.”

“The fact that mental health disclosure exists makes physicians think
twice.”

“I know several physicians personally who refused to get mental health
care exactly for this reason.”

“These regulations prevent physicians from seeking care and increase
suicide. They prevented me from seeking care and instead | quit
residency.”

“'m VERY worried about filling out the forms next time | have to re-up my




license and am seriously considering lying. Ugh.”

“Would never want to have a mental health diagnosis on my record
because of fear of licensing problems. | don't trust the system.”
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