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ABSTRACT 

 

Medical school education is associated with declining mental health in the student 

population. Depression, anxiety, high stress levels, and burnout are the most common 

manifestations of mental health struggles medical students face.  

Via conducted interviews of current and former medical students, this paper 

intends to characterize the issues of psychological distress during medical education by 

describing the medical school environment. Particular consideration was given to 

minority medical students who are, according to data, more vulnerable to mental health 

struggles in postgraduate education. A thorough review of the literature revealed 

interventions that various institutions of higher education employed to address the mental 

health concerns of their student bodies.  

The highly competitive nature of medical education, rigorous curriculum, and role 

transition were identified as major factors that contribute to distress in the student 

population. 

Solutions at the level of the individual medical school aimed at normalizing 

mental illness, better oversight of the learning environment and soliciting student 

feedback would help to mitigate the stressors in matriculation and hopefully improve the 

wellbeing of medical students.  
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This thesis is dedicated to anxious medical students. 

May you find community, validation, 

and some light. 
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CHAPTER 1 

INTRODUCTION 

Medical school is a time of profound growth and excitement for many future 

physicians. From receiving your acceptance email, to being presented with your short 

white coat for the first time during the White Coat ceremony, beginning the journey of 

matriculation into medical school is an exciting time and a culmination of great sacrifice 

and hard work up to that point. Some students, though, find that the promise of medical 

school - learning to save lives and take care of people - is often quickly diminished by 

feelings of mental anguish and inadequacy.  From relocating to a new city away from 

support systems, to getting introduced to a new, demanding curriculum, the introduction 

into medical school comes with a steep learning curve.  

Mental health struggles like anxiety and depression appear to be omnipresent in 

the medical school environment. A significant number of my medical school peers have 

either been diagnosed with mental illnesses, sought mental health services, or will readily 

admit that they’ve experienced or exhibit signs of mental health disorders during their 

time in medical school. Thus, declining mental health on the way to becoming a 

physician has always been an apparent issue amongst the medical students I know. 

However, my goal is to further define and ascertain the degree of the problem of 

psychological distress during medical education, identify the environments in which 

these struggles are allowed to manifest, describe the toll it takes on patient care, and  

elucidate practical ways medical students, faculty and administrators can combat the 

issues.  
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This thesis is informed by my own experiences as a medical student, interviews 

with current and prior medical students, and extensive research on trends in mental health 

as it relates to medical training.  
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CHAPPTER 2 

DEFINING THE PROBLEM 
 

During the four years of medical school, students are tasked with balancing a 

taxing timetable of examinations, an often overly competitive environment, and frequent 

exposure to ill and dying patients.  Add in relocating and moving away from support 

systems (as many medical students do), and together you have a situation ripe for 

psychological turmoil. The research suggests that these stressors can have damaging 

effects on mental health for a significant amount of matriculating medical students. A 

recent systematic review and meta-analysis estimated the prevalence of depressive 

symptoms among matriculating medical students to be 27.2% and the prevalence of 

suicidal ideation to be 11.1%, suggesting rates higher than those of age-matched controls 

(Rotenstein et al., 2016). Further, a national survey of U.S. medical students found that as 

high as 58.2% of students screened positive for depression, compared with 47.5% in age-

matched controls and 9.3% for suicidal ideation in the last 12 months (Dyrbye et al., 

2014). These figures point to the widespread issue of mental illness and distress in the 

medical student population.  

Although mental illness and psychological distress can take many forms in the 

medical student population, some are more pervasive than others. Researchers of one 

multi-institutional study of more than 2000 medical students set out to find the incidence 

of the modes of distress and mental illness occurring most frequently among medical 

students: burnout, depression, declines in mental quality of life, declines in physical 

quality of life, fatigue, and stress. Nearly all - 82% - of medical students had at least one 

form of distress, with 58% having three or more. The most common combination among 
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the students with distress was the pentad of burnout, fatigue, high stress, low mental 

quality of life, and symptoms of depression. The study also found that the number of 

manifestations of distress experienced by an individual student was strongly related to 

their risk of suicidal ideation and serious thoughts of dropping out (Dyrbye et al., 2011). 

For the purposes of this thesis, we’ll focus on these aforementioned forms of mental 

distress as they have been most thoroughly studied, understanding that there are medical 

students who suffer from other forms of mental illness (i.e. personality disorders, bipolar 

disorder, etc.) as well.  

Are the people who decide to pursue medicine inherently more wound up and, as 

a result of their Type A personalities, more inclined to have mental health challenges 

down the line?  In short: No. A 2018 study found that prior to matriculation, medical 

students start off with lower or similar rates of mental health issues than the general 

public, but rates are higher among medical students and residents, suggesting a direct 

relationship to mental health issues and medical training (Moir et al., 2018). The rates of 

mental illness found in trainees support concerns that the medical training process is 

related to declining mental health. What parts of the medical school environment 

contribute to this phenomenon? 
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The Medical School Environment  

The four years of medical school are wrought with risk factors for poor mental 

health including the pressures of a uniquely rigorous curriculum, the highly competitive 

nature of medical education, and the potential for isolation. Further, these issues are not 

always thoroughly addressed in current wellness initiatives.  

  A medical school class is typically made up of about two hundred high-

achieving students who were at the tops of their respective undergraduate classes entering 

an environment where they are likely not considered exceptional anymore. This 

circumstance and role transition is an adjustment many struggle with early in 

matriculation. The culture of medical school is partly a function of the rigor of the 

curriculum. During the first two didactic years, medical students are introduced to loads 

of new information coming in at a fast pace. Many use the analogy of drinking from a 

firehose to describe the difficulty of adjusting to the amount of new information.  One 

student describes the transition:  

Med school was the first time that you’re now in a pool of all smart 

people. You may end up being average, or less than average when you’re 

used to being the smartest person in your class. Also learning how to look 

for help, ask for help, or change the way you study when it always worked 

in the past. Before, information came at a gradual pace, now you’re more 

bombarded with info that you’re required to know. So that adds another 

layer. It’s harder than you thought it was going to be. 

 (Medical Student A)  
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 The rigor is not for naught- lives are on the line. Students enter medical school 

expecting it to be a challenge, but many are not prepared for the degree of mental anguish 

that comes with it.  

Moreover, years three and four are composed of mastering the same information 

while learning to apply it to patient care in a clinical setting. In clinical rotations, the 

medical student is taught how to interact with patients by attendings, residents, and 

various members of the healthcare team. Although most healthcare professionals model 

healthy behavior in their interactions; unfortunately, it is not uncommon to see abusive 

behavior.  

My first rotation of third year was Ob-gyn. While scrubbing into one of my 

first surgeries there, I had a nice conversation at the sink with the attending 

before the surgery. They introduced themselves, asked my name, told me not to be 

nervous...and almost put me at ease. When we stepped in the OR they were a 

totally different person. They were annoyed with everyone and everything in the 

room- nurses, scrub techs, and especially the resident. This surgery lasted 5 hours 

and we stood there and listened to the surgeon berate the resident the whole time. 

The resident couldn’t do anything right. After that, I tried to avoid every surgery 

with that attending for the rest of the rotation.  

       (Medical Student F) 

The third year of medical school, when students are formally introduced to the 

clinical aspect of medicine, comes with a huge learning curve and exposure to the 

hierarchy. The nature of medicine calls for a pecking order- an experienced attending 

leading the team of residents and medical students. However, some clinical environments 
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resemble complete dictatorships in which the attending is overly harsh and trainees do 

not feel empowered to speak up and contribute to patient care. This dynamic does not 

lend itself to learning and can inspire feelings of inadequacy in the medical student, 

further contributing to anxiety and isolation.  

Another force that has a strong influence on the medical school environment is 

the level of competition.  

The emphasis is on the wrong thing in medical school. They say, 

they’re trying to make us the best doctors. In actuality, this is a highly 

competitive environment with an emphasis on test scores; not necessarily 

because we want to be in competition with each other. We have to focus 

on clinical grades and scores first, not on patient-centered care or being 

the best physician for our patients. 

 (Medical Student K).  

An ideal medical education, and one touted by most medical schools, is one with 

the goal of nurturing and challenging its students to become culturally competent 

physicians with a patient-centered philosophy. However, primarily as a result of the 

competitive nature of the larger medical education system, the individual medical school 

(and its students) must shift a significant amount of focus on test scores and subjective 

clinical grades, sometimes at a cost to the mental well-being of the student.  

The competition within an individual medical school is largely a function of the 

competition within the medical education system as a whole. Matching into a 

postgraduate residency position is a process that gets increasingly more competitive 

every year, and each year thousands of residency applicants fail to secure a position. To 
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hopefully avoid this fate, the medical student devotes a lot of time and energy making 

sure their clinical grades and exam scores are on par with or higher than the rest of the 

country.  

Standardized exams are a necessary part of education and are a more objective 

measure of a person’s clinical knowledge than clinical grades, but they’re not necessarily 

predictive of an applicant’s ability to be an effective physician. In a recent National 

Resident Matching Program (NRMP) survey, 94% of residency program directors ranked 

United States Medical Licensing Exam (USMLE) Step 1 scores as the number one factor 

of importance in selecting applicants to interview for residency positions (NRMP, 2016). 

USMLE Step 1 is the first in a series of exams for medical licensure, a culmination of the 

first two years of didactic learning. A more holistic approach to reviewing applicants 

would be using Step1 as a factor in the applicant decision but not the factor.  The reality, 

though, is that program directors often use Step 1 as the initial requirement to aid in 

filtering out applicants. Medical students are well aware of this reality, leading to a great 

amount of pressure to perform well on the Step 1 exam.   

Dedicated was the time when I felt like, “I actually can’t do this.” I had a 

target score and felt like [a score] below that would drastically limit what I could 

go into, but also I was nowhere near my target score. No bueno.  

       (Medical Student L) 

Well...Step 1 was rough. But I think that’s true for most people. You want 

to do really well and there’s so much to know. It’s amazing we all get through it.  

      (Medical Student A) 
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Dedicated was the hardest- it was super isolating and triggered a lot of 

anxiety for me. Dark times.        

 (Medical Student S) 

During the course of interviews for this paper, when asked to talk about especially 

difficult instances in medical school, the overwhelming majority of students mentioned 

“dedicated,” the six weeks between second and third year allotted to study for the 

USMLE step1 exam. The importance of USMLE exams weigh heavily on every medical 

student, sometimes to the detriment of mental health.  

The American Medical Student Association is aware of the growing concern of 

mental health in medical students. They state, “The cycle of stress, anxiety, and 

depression takes root during medical school since students frequently lack time for 

enough sleep, healthy eating, regular exercise, and smaller support systems.” Some 

medical students and interested parties see moving the USMLE Step 1 exam to Pass/Fail 

as a way to reduce stress and some of the time devoted to studying.  In a response to this 

position, the CEOs of the National Board of Medical Examiners (NBME) countered with 

the possibility that students would not use their newfound time wisely and instead 

“devote more time to activities that make them less prepared to provide quality care, such 

as binge-watching the most recent Netflix series or compulsively updating their 

Instagram account” (Katsufrakis, 2019). Though there is nothing wrong with an 

occasional binge-watching of television or updating social media accounts; this 

statement, in opposition to a Pass/Fail USMLE Step 1 exam, suggests that, left to their 

own devices, medical students are inherently irresponsible. Further, it suggests students 

need to be overly occupied with studying in order to become good physicians. The larger 
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bodies that govern medical education come off as out of touch with and interested in 

considering changes to the status quo with statements like these.  

Mental health struggles don’t necessarily go unnoticed by medical school 

administrators, though. In response to growing concerns around mental health, many 

medical schools regularly integrate wellness initiatives, programs designed to promote 

healthy lifestyles and coping mechanisms to deal with stress, into their curriculums. 

Often under the purview of a Student Affairs office, programs like Yoga Wednesdays and 

puppies in the library are offered as a way to ease stress and forge community within the 

student body. For many, these measures are an appreciated, enjoyable break from the 

flow of lectures and workshops. However, they do nothing to address the justifiable 

concerns of the student body around the lack of time or instances of unhealthy learning 

environments.  

You want to promote wellness? Give me a day off. 

        (Medical Student J) 

Some of the wellness measures, although intended to affirm the concerns of the 

student population and open up dialogue around mental health, sometimes come off as 

placating and empty gestures that don’t make tangible changes to the learning 

environment. 
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The Experiences of Minority Medical Students  

Students from racial and ethnic backgrounds that are historically underrepresented 

in medicine (URiM) contend with unique stressors in addition to the aforementioned. 

Consequently, minority medical students report a higher instance of mental health issues 

than their white counterparts. In a longitudinal assessment of first year medical students 

at 49  medical schools, the Medical Student Cognitive Habits and Growth Evaluation 

Study (CHANGES study) found that African American students had a 59% greater risk 

of being classified as having depressive symptoms than White students and [a] 

66%  greater risk of being classified as having anxiety symptoms (Hardeman et al., 

2015). These figures highlight the additional mental burden minority medical students 

may face during matriculation. There are likely many factors at play that contribute to 

these discrepancies.  

 From their initial entry into medical school, those underrepresented in 

medicine (URiMs) have to face a socialization that their peers may already be 

accustomed to. Belonging to a background that has been excluded from the medical 

profession, the minority medical student may lack the connections and social support 

specifically helpful to a person in medicine. One student describes the disconnect 

between themselves and their family:  

It’s difficult when you’re the first person in your family to do something. 

My mom is one of my biggest support systems in a lot of other aspects of my life, 

but when it comes to medicine my parents try to be supportive, but I find myself 

being frustrated with them because…. [They don’t] get the minutia.  I have to wait 

until shit hits the fan to get more understanding.  
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    (Medical Student D)  

Another student described these disadvantages as their idea of the Hidden 

Curriculum of medical school:  

For a lot of people of color, they tend to be a first generation medical 

student. So now comes “The Hidden Curriculum” where your classmates may 

already know people and have connections that you don’t. Having physicians in 

the family or extended family who can [say]: “I know a friend in this specialty, let 

me connect you to them”  

      (Medical Student A) 

In educational philosophy, the concept of the hidden curriculum is described as 

“the unspoken or implicit academic, social, and cultural messages that are communicated 

to students while they are in school” (Apple et al., 1977). It consists of unstated norms, 

values, and beliefs transmitted to students through the underlying structure of schooling 

(Giroux, 1978); and can function to reinforce existing social inequalities. The hidden 

curriculum, as it applies to medical education, is an extension of the orthodox practice of 

medicine being white, male-dominated since its inception. The holders of an institution 

shape its values, often to their benefit and in accordance with the traditions they deem 

most important.  Although not always seen or expressly defined, indoctrination is a 

natural—sometimes desired—consequence of medical education. However, for people 

not belonging to the majority, it’s all the more difficult to adjust to this new environment, 

especially if it contains elements that are in opposition to their established traditions.  

Further, the hidden curriculum, though not explicit, can have real, tangible effects 

on the education and performance of the medical student.  If a hidden curriculum 



 13 

promotes beliefs and values supportive of the status quo, teachers would be expected to 

reward students who conform to those such beliefs and values (Giroux, 1978). One way 

this declaration by Giroux is exemplified in medical education is in the data that show the 

implicit biases of the attending affecting subjective grading of medical students.  For 

example, a 2019 study of third-year clerkship clinical grades at the University of 

Washington School of Medicine showed that all non-White students (both 

Underrepresented in Medicine and non-Underrepresented in Medicine) received lower 

final clerkship grades than White students even after adjusting for USMLE Step 1 score, 

age, and gender (Low, 2019).  Faculty members harbor biases, and they can inform 

grading to the disadvantage of non-white students.   

What makes up the hidden curriculum? In other words, what unconscious lessons 

do students internalize by virtue of medical education? In their efforts to define the parts 

of the educational environment that constitute the hidden curriculum, Parsons and 

Jackson, propose that one of those parts is “the homogenous grouping of students” 

(Parsons, et al.,1968).   With regards to medical education, this part of the hidden 

curriculum can be illustrated in the ways that medical students are oftentimes considered 

as monolithic blank slates ready to be taught the art of medicine, leaving little room for 

an identity apart from that of “medical student.”  

Another factor that may contribute to a minority student’s mental health is the 

degree to which they center their racial identity, or the extent to which a person defines 

themselves with regards to race. One interesting report from the aforementioned larger 

Medical Student CHANGES study found that first year African American medical 

students who had lower levels of racial identity were less likely to experience depressive 
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and anxiety symptoms in their first year of medical school (Hardeman et al., 

2016).  Students whose self-concept was closely linked to their race, on the other hand, 

were at greater risk of mental health struggles. In most environments, having a strong 

sense of belonging to a certain group or culture provides a source of support and 

community. However, in the medical school setting, where black people are historically 

underrepresented; black students who identify strongly with their race are left wanting 

due to the sheer dearth of students in their school with whom they share an identity. 

Consequently, they may miss out on opportunities for connection, both with classmates 

and faculty members. The result of which is isolation and declining mental health.  

More often than not, I identify with the patients more than my colleagues.  

(Medical Student J)   

Having a strong sense of racial identity can be helpful in patient interactions and 

go a long way in building rapport with patients from the same background, but may make 

inhabiting the role of “medical student” more difficult. In comparison, minority students 

who identify less with their race may be better equipped to identify with and take on the 

role of “medical student” which is important for professional development and ultimately 

career advancement.  

 [Over the course of] one of my rotations, I had gotten closer to one 

of my Asian classmates also on the rotation. One day in the call-rooms with me 

and two other black students, she thought it was an appropriate time to ask our 

thoughts on affirmative action and how we felt about the effect it had on Asian 

students who may have better grades but get overlooked in the admissions 

process. I was confused as to why she asked the room full of black students under 
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the assumption we had directly benefited from affirmative action; like we owed 

her an explanation or maybe an apology. It was kind of amusing but infuriating at 

the same time.     

(Medical Student S) 

Minority students also have to grapple with an assumption sometimes shared by 

fellow medical students, faculty members and administration: the minority student did 

not get into medical school on merit alone, but as a result of a lowered bar to fill a quota 

for diversity. Microaggressions like the one above abound in medical education, and can 

feel like common occurrences for many medical students of color. These encounters are 

more than just insensitive nuisances. They open the door for doubt and the concept of 

stereotype threat, the disruptive psychological state people experience when they feel at 

risk of confirming a negative stereotype associated with their social identity—their race, 

gender, ethnicity, social class, sexual orientation, etc. Numerous studies have linked 

stereotype threat to worse performance on standardized exams and enhanced 

psychological stress response leading to impaired cognitive functioning (Steele et 

al.,1995; Schmader et al., 2008).  The minority medical student has to contend with the 

rigors of the medical school curriculum and added pressure to perform and defy 

stereotypes, while facing the isolation of navigating a mostly white space.  
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CHAPTER 3 

THE SIGNIFICANCE: STUDENTS, PATIENTS AND BIOETHICS 

 

It is important to understand and find ways to improve the mental health of 

medical students for a number of reasons. Among them are the responsibility medical 

schools have to its students and the negative consequences of poor mental health in the 

future physician- both to the individual medical student and to the patient.  

A medical school enters into a sort of pact with the students it trains- whether 

implicit or explicit, expectations of both the student and the institution exist. While the 

medical student is expected to be present and actively engaged in activities while 

practicing academic honesty, the medical school is expected to cultivate a 

comprehensive, nurturing learning environment.  The figures above that point to medical 

school matriculation as a cause of psychological distress and an environment that makes 

people more vulnerable to mental illness, suggest that medical schools are not meeting all 

of the expectations of the medical student.  The perception that the expectations of a 

medical education are not being met - or that the pact was broken - can lead to distress 

and, ultimately, disillusionment with medical education as a whole.  

If the goal of medical education is to produce socially competent physicians 

capable of the ethical care of patients, those same ideals should be upheld in the medical 

training process.  I charge that it’s the responsibility of a medical school to ethically 

provide its students with a medical education.  Moreover, we can apply the same four 

basic principles - autonomy, justice, beneficence, and nonmaleficence - of biomedical 
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ethics described by Beauchamp and Childress as the standard of an ethical medical 

education.  

The principle of personal autonomy requires that an individual have freedom to 

make their own choices and develop their own life plan. Student autonomy, within the 

limits of an LCME-accredited medical education, is a reasonable expectation given that 

students have the capacity to not only make decisions about their lives but also will soon 

be tasked with the responsibility of caring for patients.  Autonomy would involve medical 

students playing a more central role in the decisions that concern their educational 

experience.  

The principles of beneficence and nonmaleficence requires the intent of doing 

good and not to harm or at least minimize harm by pursuing the greater good. Though I 

do not believe it’s the intent of medical schools to harm its students or to produce 

anything other than healthy, compassionate physicians, the fact is there proves to be a 

correlation between the years of medical training and developing mental health struggles 

and burnout. Intentional effort must be made to offer students tangible support to ensure 

they’re not graduating medical school with worse mental health than they had when 

entering.  

Depressive symptoms during medical school can follow the trainee into their 

professional lives with disastrous effects.  According to the American Foundation for 

Suicide Prevention, approximately 300 to 400 (the size of a large medical school class) 

physicians commit suicide each year, which is equivalent to roughly 1 physician suicide 

per day.  Medical schools can intervene early in medical training to acknowledge the 
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struggles future physicians face and be a source of support to its students to hopefully 

curb these figures.  

Above, I described the circumstances that contribute to minority students carrying 

a heavier burden of microaggressions, socialization difficulties, and isolation throughout 

medical education. That medical school is potentially harder for minority students is in 

direct opposition to the bioethical principle of justice, which is a form of fairness and 

necessitates that the burdens and benefits must be distributed evenly among all groups. 

Both the Association of American Medical Colleges (AAMC) and American Medical 

Association (AMA) support efforts to increase the numbers of minority physicians, but it 

should follow that specific efforts are undertaken to support minority medical students in 

matriculation. 

In addition to the effects of psychological distress on the individual medical 

student, research illustrates that the mental health struggles of healthcare professionals 

can lead to burnout, a response to prolonged exposure to occupational stress 

encompassing feelings of emotional exhaustion, depersonalization, and reduced 

professional efficacy (Maslach, 2001); and, ultimately, to adverse outcomes in patient 

care.  For example, in a meta-analysis of studies of over 42,000 physicians, researchers 

found that physician burnout was associated with an increased risk of patient safety 

incidents, poorer quality of care due to low professionalism and reduced patient 

satisfaction (Panagioti et al., 2018). The entire healthcare system suffers as a result of the 

same cycle of stress and burnout that permeates medical education.  Improving the 

mental health and well-being of medical trainees has implications for patient care, as 

well.  
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CHAPTER 4 

SOLUTIONS 

 

Paramount to any improvement in the mental health of medical students and the 

culture of medical schools is integrating the ideas of student stakeholders in the decision-

making process. Surveys and focus groups with the goal of garnering input from students 

about ideas to make medical school a more healthy, affirming place for them could better 

hit the mark when addressing wellness. Additionally, the individual student shares the 

responsibility of putting their mental health first and identifying triggers and sources of 

stress. Many students develop self-care routines, however simple, to de-stress or help 

them better cope with the demands of medical school. Sometimes, all they need is the 

space and time to partake in those routines, and the best way their medical institutions 

can support them in that endeavor is by simply being more flexible with time 

requirements.  

What students often find most helpful in the way of wellness is the precious 

commodity of time: A day off to attend doctor’s appointments, a morning to catch up on 

errands, an afternoon to catch up with a friend- all would be welcomed and a simple way 

to promote self-care and mental health. Medical schools are beholden to curriculum 

guidelines set forth by the LCME, but administrators can show they are sensitive to 

students’ need for more time by also taking this sentiment into account when designing 

both wellness curriculums and the larger curriculum in general.  

Medical schools can facilitate the mental health efforts of its students by ensuring 

mental health services are free and accessible. The Liaison committee on Medical 
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Education (LCME) specifies that a medical school must “(have) in place an effective 

system of personal counseling for its medical students that includes programs to promote 

their well-being and to facilitate their adjustment to the physical and emotional demands 

of the medical education.” One limiting factor in students’ utilization of the mental health 

services offered by their institution that came up in interviews was the long wait times. 

One student described having to wait months between first inquiring about a therapist to 

her first appointment. Expanding counseling services to ensure students have timely 

access to mental health professionals and to offer practitioners from diverse backgrounds 

who are more equipped to understand the unique challenges of students of color in a 

graduate school environment are steps toward improving the utility of school-sponsored 

counseling options.  

With regards to the competitive nature of medical education, there are changes on 

the horizon that may lead to less competition. Very recently, the Federation of State 

Medical Boards (FSMB) and the National Board of Medical Examiners (NBME®) 

announced the decision to move from a three-digit numeric score to a score of Pass/Fail 

for the USMLE Step 1 exam starting in 2022.  In their joint statement, the USMLE’s co-

sponsors expressed their hope that this move would “help reduce some of the current 

overemphasis on USMLE performance” in the postgraduate residency application 

process and “help to balance student learning with student well-being.” This sentiment is 

a welcome change to their previous statement regarding the merits of a three-digit score 

discussed earlier. It’s unclear how this change to USMLE Step 1 will affect other parts of 

the residency application process or whether it will serve to mitigate stress in medical 
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students; but, at the very least, it’s a step by stakeholders suggesting they are receptive to 

change and desire to find solutions to the growing concerns around mental health.  

The individual medical school may find opportunity for interventions to lessen the 

competition in changes to the grading structure. A majority of medical schools (including 

my own - Lewis Katz School of Medicine - in 2017), have moved from an 

Honors/Pass/Fail to a Pass/Fail grading structure for the first two didactic years.  From 

both personal experience and conversations with colleagues, I consider this a positive 

change. During my second year of medical school, the change to Pass/Fail mitigated 

some of the pressure for the highest letter grade and helped me to better balance 

coursework with emotional well-being. This sentiment is echoed in the literature as well. 

For example, one study of 12 medical schools found that,  “compared with students in 

pass/fail curricula, students in curricula using grading scales with three or more 

categories reported significantly higher levels of perceived stress, were more likely to 

have burnout, and were more likely to have seriously considered dropping out of medical 

school within the past year” (Reed, 2007). Medical schools yet to make the switch should 

consider a Pass/Fail curriculum as a way to improve the learning environment and, 

potentially, the mental well-being of its students. 

There also needs to be a push to ensure a healthy, supportive learning 

environment. Oversight of the student learning environment during clinical rotations in 

hospitals and outpatient clinics during third and fourth year is key. Students should be in 

environments with supportive, approachable physicians interested in teaching and able to 

provide adequate supervision. Pairing students with attendings and residents who model 

professional behaviors with patients and the healthcare team goes a long way for ensuring 
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the student has positive experiences on rotations where they can be active participants in 

patient care.  

During one Academic Friday after a few months of clinical rotations, we 

had a talk led by attendings within our doctoring colleges about struggles people 

were facing. Maybe it was the small-group, I don't know but alot of us [the 

students] felt compelled to share:  There’s not enough time in a day, I feel very 

isolated on rotations, I should probably talk to somebody. People who normally 

don’t [participate in discussions] even shared. It was kinda sad that so many 

people seemed at their wits end, but also pretty encouraging to hear because [up 

until then] I thought it was just me.  

     (Medical Student E)  

Normalizing psychological distress and removing the stigma often attached to 

mental illness is a way for medical school administrators and faculty to foster community 

and promote mental health within the student population. According to a few students I 

spoke with, open and frank discussions, like the one illustrated above, throughout 

medical training are appreciated. Small-group workshops in which fellow medical 

students, residents, or even attendings can share their journeys with mental health or the 

difficulties experienced in medicine will help to open a dialogue and invite students who 

may also be struggling to feel less isolated. Regularly employing opportunities for 

dialogue can function to change the culture of a medical school. These talks will not be 

the vehicle every student chooses to utilize and not everyone will be receptive, but they 

do have the potential to offer community to those who are. Administrators invested in the 
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well-being of the student body can be at the forefront of these efforts, setting an example 

to students and leading initiatives to foster community and safe spaces.  

 

Solutions for the Minority Student 

As discussed above, minority medical students face unique challenges in graduate 

programs that can make them more vulnerable to psychological distress and mental 

health issues. Work is currently being done to define and offer solutions to those 

struggles faced by minority students in higher education. The Equity in Mental Health 

Framework (EMHF) is a collaboration between The Steve Fund and The JED Foundation 

that provides colleges and universities with ways to “help address mental health and 

emotional well-being needs among college and university students of color.” Through 

literature review, campus-based surveys of current practices, and surveys of college 

students on their recommendations, the project identified areas of opportunity for 

improving the experiences of students of color on college campuses. It recommends a 

four-systems approach to interventions meant to address mental health concerns for 

minority students: individual, microsystem, exosystem, and macrosystem.  

With regards to interventions at the level of the individual student, The Equity in 

Mental Health Framework recommends that colleges and universities first 

“comprehensively and regularly assess the mental health and emotional well-being in 

each incoming class...to better understand the trajectory of mental health concerns as 

students progress through the university system.” An example of this can be seen with 

University of Michigan’s Healthy Minds Study, an annual survey examining mental 

health and service utilization among students that is linked to academic performance to 
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find connections between the two. Medical schools would benefit from a similar practice 

of identifying students at risk for mental illness early in matriculation, making the 

students aware of available support, eliciting student feedback for measures that would 

support them, and following up throughout their education to see what various 

interventions have done to mitigate issues.  

The microsystem is made up of a student’s peers, parents, and campus 

community. In order to facilitate adequate support within a student’s microsystem, the 

EMHF recommends studying enrollment characteristics and patterns to examine student 

demographics against faculty and staff demographics, observing discrepancies between 

identities represented. Minority medical students can experience a pronounced sense of 

isolation when there are small numbers of students and faculty of color. It is well known 

that the presence of other students and faculty from similar backgrounds can function as a 

network of support and common ground.  Concerted efforts to increase the numbers of 

students from backgrounds historically underrepresented in medicine is a step toward 

improving the experiences of students of color, providing an environment that more 

closely represents the patient population and the country. A staff and faculty that reflects 

the student population also plays a part in helping minority students feel represented and 

can potentially lead to mentorship opportunities and community. Medical schools can 

make an effort to hire and recruit more physicians of color while creating mentoring 

opportunities between minority students and physicians. With increased numbers of 

minority students and a more diverse student population, there has to be specific 

measures in place to support those students throughout matriculation.  
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Most medical schools have an office of diversity meant to help recruit a more 

diverse student population and to maintain an inclusive, welcoming environment for 

URiM students. Below one student describes the function of the community they found in 

Latinx Medical Student Association (LMSA), a played in their medical school 

experience: 

Getting connected to other Latino students through LMSA was important 

to me. I love the rest of my class for the most part, but the connection was instant, 

just natural [with Latinx peers]. It’s nice to have that in medical school because I 

know people [at other schools] who don’t.   

       Medical Student G 

Programs that affirm the identities of minority medical students or that offer 

spaces for dialogue around specific identities and how they interact with medical 

education are ways students can realize a better sense of belonging within their 

microsystems.  

 The EMHF defines interventions at the exosystem level as those that 

appreciate the fact that campuses intersect with broader communities and strive to 

connect students on campus to community-based programs. Institutions should anticipate 

that the campus will not be able to provide all of the resources and systems of support its 

students - especially minority students- need and be familiar with options available within 

the community for outside help. A third-year medical student could point to a specific 

time when they reached out to their diversity office for recommendations on therapists 

and was given a thorough list of available therapists of color in the city. Having the 
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ability to guide students to the resources they need is where medical school 

administrators can make a difference.  

Interventions at the level of the macrosystem work to acknowledge the broad 

cultural issues that occur outside of the college campus and the effects they may have on 

the well-being of students. Students should have the space to voice their feelings and 

fears as it relates to larger cultural events. An example of one such program is Diversity 

Dialogues, put on by Lewis Katz School of Medicine’s Office of Health Equity, 

Diversity, and Inclusion (OHEDI). It’s a monthly lunch talk facilitated by faculty 

members from OHEDI that invites students to speak about issues like the presidential 

election, Philadelphia soda tax, etc. These and other town hall meetings organized by 

medical school administrators and students give students a platform to feel heard and 

seen.  
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CHAPTER 5 

CONCLUSION 

 

In this paper, we’ve discussed the state of mental health in the medical student 

population and how it is shaped by the culture of medical education, the medical school 

environment, and supportive structures and programs in place. Specific consideration was 

shown to students who are underrepresented in medicine, as they may be more vulnerable 

to mental health struggles in matriculation. The current process of medical training is not 

completely ethical as it exposes students to unnecessary stressors that can result in 

anguish, lower quality of life, and, ultimately, poor mental health. Medical schools have a 

responsibility to promote measures with their students’ well-being in mind.  

It is my hope that this paper shed a light on the unique experiences of medical 

students and illuminated paths toward a more ethical process of medical education. This 

paper intended to review the current and past practices employed by institutions efforts to 

address the growing concern of mental illness in students, while proposing new 

interventions in the setting of medical school. As solutions are, without question, multi-

pronged, involving a diverse array of student and faculty stakeholders in decision-making 

processes related to student education is imperative.  
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