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ABSTRACT 

 

Nearly 50% of Americans will meet the diagnostic criteria of some form of mental 

illness in their lifetime (Mehta & Edwards, 2018). However, only 40% of these individuals 

will seek treatment for them. Patients with mental illness have a lifespan that is, on average, 

25 years shorter than individuals without mental illness and are at 2-3 times the risk of 

diabetes, heart, and lung disease than the average population but do not receive adequate 

treatment at a proportionate rate. As a country, there are very negative stereotypes held 

towards individuals struggling with mental illness and substance use disorders even though 

they are among the most common conditions in the population. This stigma against mental 

illness often prevents individuals from seeking care for their symptoms and causes medical 

providers to treat patients with mental illness differently than those without them. Stigma 

can be seen in the way providers speak about patients with mental illness, the way the 

medical record labels patients with mental illness, and even how health care providers 

themselves fail to seek treatment when suffering from mental illness themselves. This 

thesis examines the types of stigmas that exist, describes how it interferes with clinical care 

and causes adverse clinical outcomes for patients with mental illness and substance use 

disorders and provides recommendations for improving the treatment of individuals with 

mental illness and the importance of normalizing talking about mental illness. 
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CHAPTER 1: INTRODUCTION 

 

Nearly fifty percent of Americans will meet the diagnostic criteria for at least one 

mental health disorder during their lifetime (Mehta & Edwards, 2018). Of those 

individuals, only 40% will receive treatment for their symptoms. Substance use disorders 

are included in the DSM-5. They will be considered a type of mental illness for the 

duration of this paper, even though they will be referred to separately as mental illness 

and substance use disorders. In 2020, Substance Abuse and Mental Health Services 

Administration (SAMHSA) found that 21% of adults 18 years or older (52.9 million 

people) had any mental illness (AMI) in the past year. When symptoms of mental illness 

create significant impairment on social or occupational functioning, the condition 

qualifies as a "severe" or "serious" mental illness (SMI) (Swinson et al., 2016). It may be 

surprising to some that 5.6% of Americans suffer from SMI, 14.2 million individuals in 

the United States (SAMHSA,2020). SMI can range from depression to schizophrenia, 

from bipolar disorder to anxiety and personality disorders, depending on the resultant 

disability (Zolnierek and Clingerman, 2012). An additional 40.3 million people aged 12 

or older (14.4% of the United States population) met the Diagnostic and Statistical 

Manual of Mental Disorders, 5th edition (DSM-5) criteria for substance use disorder in 

the year 2020, including 28.3 million people with alcohol use disorder and 18.4 million 

with illicit drug use disorder and 5.7 million people suffering from concomitant substance 

use disorder and SMI (SAMHSA, 2020). Even more shocking is that in 2020, only 64.5% 

of individuals with SMI accessed mental health services (SAMSHSA, 2020). 
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Individuals suffering from SMI also disproportionately suffer from concomitant 

medical issues. In fact, patients with SMI experience diabetes, lung, and heart disease at 

rates 2 to 3 times higher than the general population. When compared to the average 

population, these individuals also have an average life expectancy that is 25 years shorter 

than those not suffering from SMIs regardless of treatment status, primarily due to 

comorbid physical conditions (Kaufman, McDonell, Cristofalo and Ries, 2012, and Joy, 

Clement and Sisi, 2016). Despite these trends of increased medical comorbidities, in 

2008, only 40% of individuals with SMI utilized outpatient health services (Swinson et 

al., 2016). 

Healthcare providers' stigma against patients with mental illness has been 

identified as a significant barrier to healthcare access and recovery (Knaak S, Mantler E, 

and Szeto A, 2017). It has also been associated with decreased healthcare quality for 

people with mental illnesses. In this thesis, I will: 1. examine the effects of health care 

providers' stigma towards patients struggling with mental illness and substance use 

disorders, 2. demonstrate how that stigma affects the health outcomes of these 

individuals, and 3. recommend possible ways to reduce biases based on urban bioethics 

principles. 

Before discussing the primary topic of my thesis, I would like to address the issue 

that healthcare providers' stigma against patients with mental illness is particularly 

exaggerated for individuals who identify as a minority. This includes identification as 

minority race/ethnicity, those living in rural geographic locations, those struggling with 

housing insecurity, those experiencing economic instability, and those identifying as 

LGBTQIA+ (Swinson et al. 2016). Among Medicaid beneficiaries diagnosed with 
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schizophrenia, there was a worse quality of care for Black patients in all states surveyed 

and lower quality of care for Hispanic patients than White patients in three of the four 

states sampled (Swinson et al., 2016). They found that the appropriate use of atypical 

antipsychotics among veterans with schizophrenia also differed significantly between 

races. Swinson et al. (2016) also discovered that Black individuals were more likely to be 

diagnosed with schizophrenia than their white counterparts in the inpatient psychiatric 

unit, further stigmatizing minority individuals with mental illness. Individuals in rural 

areas saw significantly higher death rates from suicide than individuals in large 

metropolitan areas. Individuals who identify as LGBTQIA+ are considerably more likely 

to experience mood and anxiety disorders and suicidal ideation and behaviors. Yet, 

research does not address these issues at proportional rates (Swinson, 2016). These issues 

are crucial to mention before launching into my thesis because individuals are adversely 

affected by their mental health conditions. Still, they are also unfairly treated because of 

other characteristics irrelevant to their physical health. These individuals are put further 

at risk for poor medical care. Thus, efforts must be made to end the stigma against mental 

illness and continue to fight against racial, sexuality, and gender health inequity. 
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CHAPTER 2: BIAS WITHIN A DIAGNOSIS 

In my experience as a medical student on clinical rotations, I have seen health 

care providers and hospital staff speak about patients struggling with mental illness and 

substance use disorders (SUD) in a way that I believe negatively impacts their medical 

care. The discriminatory speech often appears to stem from a lack of understanding of 

mental illness and SUD and culturally accepted stereotypes regarding those with SMIs. 

Knaak et al. (2017) state that healthcare providers often hold pessimistic views about the 

likelihood of recovery from mental illness. This pessimism contributes to a sense of 

helplessness in the provider and thus leads the provider to feel like nothing they do will 

help the patient. Research has also shown that inadequate training and knowledge among 

healthcare providers leads to feelings of anxiety, fear, avoidance, and a desire for social 

and clinical distance from patients with mental illness and SUD. One study in Croatia 

found that medical students held stigmatizing attitudes towards mental illness based on 

fear and avoidance (Thornicroft, Rose, and Kassam, 2007). These feelings negatively 

affect provider-patient interactions and the quality of healthcare the patient receives and 

thus result in worse clinical outcomes and less effective treatment (Knaak et al., 2017). 

It has been shown that increased contact by medical, nursing, and occupational 

therapy students with patients with mental illness is correlated with more favorable 

attitudes towards mental illness. However, these improvements are not permanent or 

long-lived (Thornicroft et al., 2007). They were also shown to prefer working with 

specific populations and have less sympathy for patients they believe are responsible for 

their condition, such as people with eating disorders. Furthermore, Thornicroft et al. 

(2007) provide quotations from patients that illustrate the unjust treatment of patients 
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with mental illness. Regarding self-harm and suicide attempts, "When I took an overdose, 

I was kept in [emergency room] for the night. The staff were very rude to me, which has 

stopped me from going back there when I am in a crisis." Another recalled how after 

lacerating themselves in a self-harm event, they were treated with contempt and given 

stitches without anesthetic as if in punishment and were told, "you should be letting us 

treat patients who are really ill" (Thornicroft et al., 2007). 

Some studies suggest that medical staff view individuals with diagnoses such as 

personality disorders as being "difficult, less deserving of care, manipulative, attention-

seeking, annoying, and in control of their suicidal urges" (Thornicroft et al., 2007, pg 

118). These views negatively impact the patients' care because the diagnosis does not 

stimulate the provider's empathy the way other psychiatric diagnoses do. Other 

diagnoses, such as chronic fatigue syndrome, have the same responses due to the 

disagreement over its classification as a physical, psychiatric, or psychosomatic condition 

(Thornicroft et al., 2007). Medical providers often write off these patients as psychiatric 

cases and send them to mental health specialists. In contrast, mental health specialists 

may view it as a medical condition and decline to intervene. These patients end up in a 

purgatory between care providers where neither medicine nor psychiatry takes 

responsibility for their care. 
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CHAPTER 3: BIAS WITHIN THE MEDICAL RECORD 

Electronic medical records have been an incredible innovation over the past few 

decades, making healthcare providers' jobs much more manageable. However, they also 

have downsides that contribute to stigma in healthcare. For example, they have a feature 

that shows a patient's "active problem list." Problem lists in the electronic medical record 

can negatively impact patients' care throughout their life through unconscious bias on the 

part of the physician. Suppose a patient has been documented as having schizophrenia or 

bipolar disorder, and this "problem" is not removed from the active problem list. In that 

case, it may directly impact their treatment from the moment they enter the hospital. As a 

medical student, I remember a patient's chart that listed depression, anxiety, 

schizophrenia, bipolar disorder, and substance use disorder as being active problems at 

the same time. These diagnoses had been "given" to the patient in the context of active 

substance use, which, in practice, prevents those diagnoses from being made in the first 

place. This is problematic because the patient is hindered by the negative stigma 

associated with substance use disorders, but now she has the added stigma of 

"schizophrenia," "bipolar disorder," etc. Her behaviors were interpreted through these 

additional lenses as she sought medical care. In this case, the patient intermittently 

refused medical care for a severe medical issue. The primary team had consulted 

psychiatry to determine the patient's capacity to make their own medical decisions due to 

her documented "history" of mental illness. When the psychiatry team spoke with the 

patient, she was highly irritable, consistent with the fact that she was "coming down" 

from recent cocaine and PCP use. Still, she was not actively psychotic and understood 

what her medical problems were and what the repercussions of delaying treatment could 
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be. Her prior diagnoses of schizophrenia and bipolar disorder had caused the primary 

team to question her autonomy. Thornicroft et al. (2007) suggest that medical staff 

dehumanize patients, speaking to them like they are children, excluding them from 

important decisions, and questioning or assuming a lack of capacity for their own life 

decisions. 

           Autonomy is an individual's ability to make decisions for oneself. Respect for 

autonomy is one of the four core principles in the biomedical ethics theory of 

Principalism, along with Benevolence, Non-Maleficence, and Justice (Saad, 2019). 

Healthcare providers' responsibility is to provide the best medical care possible to their 

patients. However, this responsibility does not override the patient's ability to make 

decisions for themselves. Suppose a patient can understand their medical problem and 

voice the consequences of refusing care but continues to refuse treatment. In that case, 

that patient likely can make those treatment decisions for themselves. 

We live in a world where medicine has historically been very paternalistic, using 

a "doctor knows best" model that allowed providers to make decisions for patients' health 

for their benefit, even if it meant overriding the patient's desires. There has been a 

movement away from this medical model towards a model that uses a more collaborative 

approach between patient and provider. From my experience on medical rotations, 

however, it seems as though a prior diagnosis of mental illness leads providers to 

question a patient's ability to decide for themselves if they want to undergo life-changing 

treatments. 

Another issue with problem lists is that the list is often not updated at every 

session and may feature "problems" that are irrelevant to the topic at hand and may bias a 
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healthcare provider's treatment of the patient based on the label alone. One medical 

student I spoke with discussed a patient they had seen who had a history of schizophrenia 

and had come in for a neurology appointment complaining of headaches and vision loss 

(personal correspondence, 2021). After the initial neurological exam and imaging were 

complete, the team concluded the patient was delusional and wrote off the symptoms as a 

psychosomatic manifestation of the patient's schizophrenia diagnosis. After the 

ophthalmologist finished their exam, they determined that the patient had 50% vision 

loss, and upon reexamining the images, they found a large pituitary tumor that was 

compressing the optic chiasm causing loss of vision and headaches. This is a perfect 

example of how prior mental illness diagnoses/ labels can negatively impact healthcare 

providers' attitudes towards their patients and directly affect their care. 

You can see this in Lam, Salkovskis, and Hogg (2016). They conducted a study 

evaluating how a label of borderline personality disorder would impact clinicians' 

judgments about a hypothetical patient with panic disorder and her prognosis. There were 

three groups; one was provided only personal details and general background, another 

was provided an additional description consistent with borderline personality disorder, 

and the third was provided with the extra "label" of previously diagnosed borderline 

personality disorder. They found that the label of borderline personality disorder alone 

was associated with significantly more negative ratings of the patient and her prognosis 

than the general information or the behavioral description of borderline personality 

disorder symptoms (Lam et al., 2016). This study demonstrates how diagnoses can 

negatively impact healthcare providers' attitudes towards patients with mental health 

concerns. 
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A physician I spoke with recalled how problem lists bias physicians' views of 

their patients when a new patient coming to the office for an initial visit had a 

documented history of bipolar I disorder and chronic psychosomatic pain in their medical 

record (personal correspondence, 2021). The physician admitted that she had felt 

annoyed upon reading the patient's chart and, before the visit, complained to the office 

staff about how the visit was going to be much longer than usual and that there was 

probably nothing that could be done besides referring to a mental health provider. After 

meeting with the patient, the physician went back to the clinic staff and admitted that she 

had been wrong and that the patient visit had been enjoyable. The doctor admitted to 

having a negative bias before seeing the patient, having expected her to be combative 

towards the idea of mental health impacting physical wellbeing. What she was met with 

was a patient who understood the nuances of the biochemical transmitter issues they had 

discussed and who was open to the theory of "pain amplification." The physician was 

chastened and remorseful for allowing stereotypes to influence her attitude towards her 

patient and is hopeful that this experience will help her recognize her own biases in the 

future. This is a prime example of diagnostic overshadowing described by Joy, Clement, 

and Sisti (2016). They explain how patients with comorbid psychiatric and medical 

conditions frequently get lower quality medical care and worse health outcomes due to 

diagnostic overshadowing. Diagnostic overshadowing is when patients are less likely to 

receive the appropriate medical care because their psychiatric conditions overshadow 

their medical issues. The clinician may misattribute physical symptoms as the result of 

mental health issues and lead to further bias in the clinicians' judgment, diagnosis, and 

treatment plan. 
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Some individuals suffering from severe mental illness struggle with frequent 

hospital admissions and frequent decompensations (Joy et al., 2016). These patients are 

frequently referred to as "frequent flyers" and are often described as "drug-seeking," 

"malingering," or "borderline." In addition to the problem list contributing bias to these 

patients' care, some electronic medical records even have symbols such as an airplane 

symbol appearing next to patients' names with frequent hospital presentations, further 

perpetuating the stigma against patients with mental illness and substance use disorders. 

The symbol of an airplane is inappropriate as it perpetuates the use of stigmatizing 

language. Still, it also frames the patient-provider interaction to bias the provider's 

attitude toward the patient and may negatively impact the patient's care (Joy et al., 2016). 

If you ask any medical student who has worked in the hospital, they will tell you how 

frequently the term "frequent flyer" is thrown around, among other pejorative terms. As 

Joy et al. (2016) state, "the reinforcement of any stigmatizing concept within the medical 

record system or health information infrastructure is ethically problematic" (page 1539). 

The simple addition of the "frequent flyer" airplane symbol may cause a provider to 

misdiagnose legitimate somatic symptoms as psychosomatic, which delays diagnostic 

tests and treatment. 
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CHAPTER 4: BIAS AGAINST SUBSTANCE USE DISORDERS FURTHER 

COMPLICATES THE THERAPEUTIC ALLIANCE 

On my OB/GYN rotation, a patient suffering from opioid use disorder came into 

the emergency room in labor and gave birth in the trauma bay (personal experience, 

2021). Once the patient had been admitted to the labor and delivery floor, she began 

experiencing opioid withdrawal. I remember overhearing two nurses talking about how 

they immediately wanted the "drug addict" off the floor because she was "just drug-

seeking." This is a perfect example of how many healthcare providers lack understanding 

and empathy towards people with substance use disorders. Providers do not penalize a 

patient with diabetes for requiring insulin, and the same principles should apply to a 

patient with a substance use disorder. A patient experiencing opioid withdrawal on the 

floor is a patient who requires medical assistance. It should not be considered "drug-

seeking" if the patient requests help to manage their withdrawal symptoms. 

Individuals with substance use disorders are at increased risk of leaving the 

hospital against medical advice (AMA), which places an already vulnerable population at 

even higher risk for poor health outcomes (Lail and Fairbairn, 2018). Leaving the 

hospital AMA is dangerous to patients and puts them at risk for inadequate treatment for 

medical conditions and a threefold increase in mortality in one year (Lail and Fairbairn, 

2018). Ineffective management of withdrawal symptoms is a common reason patients 

with opioid use disorder leave the hospital against medical advice. Withdrawal 

management is crucial in managing patients with substance use disorders and is often an 

essential first step for getting individuals engaged in ongoing substance use treatment 

(Lail and Fairbairn, 2018). 
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Untreated opioid withdrawal frequently results in a high risk of overdose death 

upon discharge from the hospital due to high-consequence opioid use (Herring, Perrone, 

and Nelson, 2019). While on my internal medicine rotations, out of dozens of patients 

with SUD, I can only count on one hand the number of patients with substance use 

disorder who were receiving adequate management of their opioid withdrawal symptoms. 

Whenever I would bring up increasing their medications, the providers would practically 

roll their eyes at me and tell me that they were not in withdrawal. Maybe this is my 

naivety as a student. Still, it seems as if many medical providers have become jaded in 

their views toward patients with substance use disorders to the point that they do not 

believe anything their patients tell them about their symptoms. 25-30% of individuals 

who inject drugs will leave the hospital against medical advice; however, in hospitals that 

use methadone to manage withdrawal symptoms, this number decreases drastically 

(Theisen-Toupal, Jesse, Matthew V. Ronan, Amber Moore, and Elana S. Rosenthal, 

2017). This shows how adequate treatment of withdrawal symptoms improves patient 

care throughout the hospitalization. More providers need to become comfortable with 

opioid agonist therapy because it is significantly more effective at preventing relapses 

and is less expensive than other types of behavioral health treatment (Clark, Baxter, 

Aweh, O'Connell, Fisher, and Barton, 2015).  
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CHAPTER 5: EVIDENCE OF THE NEGATIVE CLINICAL IMPACT OF BIAS 

A woman with a past medical history significant for opioid use disorder explained 

to me how she now goes so far as to deny her history of opioid use to health care 

providers because she has experienced first-hand the discrimination that results from the 

stigma against individuals with substance use disorders. She recalls that: 

"Before I started choosing not to disclose [this information], I just encountered a 

lot of suspicions that I was drug seeking which actively led to worse care. It was 

ironic because I was usually disclosing [my history of opioid use] to ensure that I 

was not given opiates" (personal correspondence, 2021). 

 

She has consistently found that when healthcare providers know about her history 

of opioid use, they do not provide her with the same standards of medical care that they 

would give to a person without the same history. She is not alone in her experiences or 

her fears regarding discrimination. One study found that among 33 people who inject 

drugs, 88% reported experiencing some form of stigma in healthcare (Biancarelli 2019). 

Because of this reported stigma in healthcare, participants began anticipating 

discrimination when seeking services and would employ several strategies for dealing 

with it; delaying seeking healthcare, not disclosing their substance use, downplaying their 

need for pain medications, and seeking services such as routine health services from 

small community-based practices rather than large healthcare institutions that do not 

share a universal medical record (Biancarelli, 2019). Those who delay seeking healthcare 

frequently experience increased emergency room visits and poorer clinical outcomes than 

those who sought services early. 

One of the potentially deadly complications of delaying healthcare utilization is 

opioid use disorder associated endocarditis (OUDAE). This infection occurs after 
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intravenous drug use when bacteria travel through the bloodstream and adhere to heart 

valves, usually the mitral valve, requiring surgical interventions and intravenous 

antibiotics. Without treatment, these bacterial adhesions can throw clots into the heart and 

lungs that can cause sudden death and cause systemic bacteremia and sepsis. One study 

on patients with opioid use disorder associated endocarditis (OUDAE) and their 

healthcare providers found that both the patients and providers witnessed stigma against 

people with OUDAE and discrimination in the care provided to patients with OUDAE 

(Bearnot, Mitton, Hayden, and Park, 2019). Another study found that out of 102 patients 

admitted with OUDAE, 55.9% of patients had addiction mentioned in their discharge 

summary plan. However, only 23.7% received addiction medicine consultations, and only 

24% received psychiatry consultations (Rosenthal, Karchmer, Theisen-Toupal, Castillo, 

and Rowley, 2016). Not only did the majority not receive adequate addiction medicine 

consultation, but 49% of patients were readmitted for a total of 131 total readmissions, 

and 27.5% were still injecting substances at the time of admission. Out of the 102 

patients enrolled in the study, 25.5% were deceased at the study's publishing, with a 

median time of death 305.5 days after their original admission date. This shows how 

patients are often waiting until sometimes it is too late for care. Even if that care is 

obtained, they still are not given the appropriate consultation that may help prevent 

relapse on drugs and alcohol and often present to the hospital soon after life-threatening 

conditions. 

The period immediately after discharge from the hospital is a hazardous time for 

individuals suffering from substance use for multiple reasons. They are often 

experiencing withdrawal symptoms and may be motivated to use substances to end those 
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symptoms. Upon their first use after discharge from the hospital, they will be at higher 

risk of overdose, mainly after lengthy hospital stays lasting several days when their 

tolerance for substances may be lower than usual. 
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CHAPTER 6: BIAS INFILTRATES BEYOND PATIENT CARE 

The stigma against individuals with mental illness is not isolated to working with 

patients. Within the medical community, stigma toward mental illness affects the 

treatment of individuals with mental illness and the help-seeking behaviors of health 

providers who have a mental illness. Untreated mental illness in medical providers 

negatively impacts their ability to care for patients, particularly those with serious mental 

illness, and affects their ability to care for themselves. Providers who have mental illness 

often feel ashamed and fear disclosing information about their condition, further 

perpetuating the stigma that mental illness is something to be ashamed of. Healthcare 

providers are also less likely to seek mental health services when suffering from mental 

illness. 

As I fill out paperwork for my residency license to practice medicine, I have been 

asked about any current or past mental illness that has influenced my performance for one 

month or more. I also must report any current or past substance use dependencies, 

including any treatment it may have required. My license application is not unique; 90% 

of state licensing applications inquire about past diagnoses, including depression and 

anxiety, even if the treatment occurred before medical school (Behbahani and Thompson, 

2020). Yes, physicians need to be mentally well to best care for their patients. However, 

they will never feel safe to open up about mental hardships if their medical license 

depends on it. Answering yes to any of the questions above puts you at risk for the state 

licensing board requiring all your medical and mental health records, including private 

details that may have been disclosed in private psychotherapy sessions, before they 

approve your license. Even if you comply with all their requests, they may still require 
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you to complete a physician health program (PHP) (Behbahani and Thompson, 2020). 

PHP requires physicians to attend specific institutions with which they have financial 

agreements, and physicians must pay out of pocket for potentially weeks-long treatment. 

Once the evaluation is complete, the PHP may continue to "supervise" the physician's 

medical practice despite no evidence of current mental impairment. If you do not meet 

these requirements, you risk permanently losing your medical license. 

Studies have found that by the end of the first year of medical school, 57% of 

medical students had moderate to severe symptoms of anxiety, with an additional 27% 

having moderate to severe symptoms of depression (Jones, T.R., North, C.S., Vogel-

Scibilia, S., Myers, M.F., Richard, R.O., 2018). Medical students with depression are at 

higher risk of seriously considering suicide than their peers. Even more frightening is that 

medical students are less likely to receive mental health treatment than the general 

population despite having increased access to mental health resources. One study found 

that only 22% of medical students suffering from depression and only 42% of students 

with suicidal ideation sought mental healthcare (Jones, T.R et al. 2018). Another survey 

conducted in 2016 found that out of 2,106 female physicians, nearly 50% believed they 

met the criteria for mental illness but did not seek treatment. One of the leading reasons 

for the decision not to seek treatment was fear of reporting it to the medical licensing 

board. Another top reason was that they believed a mental illness diagnosis was 

embarrassing or shameful. This study found that shockingly, only 6% of physicians who 

had been diagnosed or treated for mental illness had disclosed their diagnosis with the 

state licensing boards. 
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Physicians in the time of Covid-19 were faced with the trauma of seeing death 

and dying among their patients and their coworkers and loved ones at unprecedented 

rates. More and more physicians are at risk for major depression and post-traumatic stress 

disorder than ever before, both diagnoses with well-established associations with suicide 

(Behbahani and Thompson, 2020). Before the pandemic, 300-400 physicians and medical 

students completed suicide every year (Jones et al., 2018). In fact, during my medical 

school training, we received lectures telling us that one in ten of our classmates would 

experience suicidal ideation at least once during our schooling (personal experience). 

During the Covid-19 pandemic, however, these numbers climbed, and several high-

profile physicians, including Dr. Lorna Breen, died at their own hands. 

Dr. Lorna Breen had previously identified medical board licensing as a deterrent 

from seeking mental healthcare (Hata, 2022). These physician suicides have highlighted 

the dramatic need for providers' accessible mental health treatment (Behbahani and 

Thompson, 2020). Early intervention is crucial to reducing disability and decreasing the 

risk of suicide. Yet, state licensing boards have discouraged providers from seeking 

treatment by heavily scrutinizing physicians seeking mental health treatment. Depression 

and other serious mental illnesses that are left untreated contribute to a large portion of 

lost proceeds in the workforce and impair physicians' abilities to care for themselves and, 

thus, their ability to care for their patients. What we need in this country is to increase 

access to mental health services for medical providers without the threat of losing 

accreditation. Impaired physicians need help, not punishment. Our society needs to stop 

seeing mental illness as a weakness and start viewing it as a disorder that will affect 

nearly half of the population during their lifetime. We require insurance to cover mental 
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health care and not threaten physicians that their insurance records can and will be used 

against them if they seek care. 
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CHAPTER 7: CONCLUSION 

In conclusion, I have demonstrated how bias toward mental illness infiltrates 

every aspect of patient care, from the medical record to patient care to the physicians 

themselves. Our society has consistently shown that individuals with mental illness and 

substance use disorders should feel "less than" and are less deserving of adequate health 

care. Our bias against mental illness is so strong that physicians and other health care 

providers are ashamed to seek help, even now during a pandemic, as they lose countless 

patients every day and are dying at their own hands, simply out of fear of retaliation by 

the medical board. When patients are labeled with mental illness, they are assumed to 

lack the capacity to make medical decisions for themselves and are treated as children. 

They are often discriminated against in the hospital and even in their outpatient providers' 

offices. 

What we need to do to improve health outcomes for individuals with mental 

illness is four-fold. First, as a society, we must start talking about mental illness as 

something that will be experienced by nearly half of the population, but these disorders 

can be managed. Parents need to speak with children from a young age and minimize 

stigmatizing language like "addict," "crazy," etc. We also need to start discussing implicit 

biases and raise awareness of possible discrepancies between having explicit negative 

attitudes toward patients with specific characteristics and the desire to treat all patients 

equally (FitzGerald and Hurst (2017). As previously mentioned, Thornicroft et al. (2007) 

have shown that increased exposure to individuals with mental illness improves attitudes 

toward mental illness, but these improvements are only short-lived. Another study found 

that when medical personnel received a two-day training on borderline personality 
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disorder, the clinicians had improved optimism, enthusiasm, and positive feelings 

towards working with patients with borderline personality disorder, and these 

improvements in attitudes persisted at the 3-5 month follow up visit (Commons Treolar 

and Lewis, 2008). Therefore, we need to be able to normalize talking about mental illness 

and recognize that mental illness is all around us, whether it is in ourselves, our loved 

ones, or our acquaintances. These are not ugly or embarrassing diagnoses; they are 

medical conditions that require treatment. Just as an individual with diabetes requires 

medication, so may individuals with mental illness. 

Second, there need to be changes made within the medical record.  

Yes, it is beneficial to access previous medical notes; however, shortcuts to things like 

"problem lists" and icons in the corner that indicate "frequent flyer status" contribute to 

unconscious bias that negatively impacts patients' medical care. Even individuals with 

mental illness who receive mental health treatment are still at increased risk for medical 

conditions such as heart disease and diabetes and have life spans 25 years shorter than 

individuals without mental illness. Whenever patients come in for medical care from their 

providers, problem lists may cause the providers to overlook symptoms as psychosomatic 

when they are much more severe. Even more concerning is that many psychiatric 

medications such as olanzapine, clozapine, and quetiapine are associated with medical 

conditions like hyperlipidemia and more life-threatening issues such as clozapine's 

association with agranulocytosis (Koro and Meyer, 2005). As such, close follow-up with 

mental health providers and healthcare professionals is crucial for individuals receiving 

treatment for mental illness. 
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Third, we must start viewing patients with mental illness and substance use 

disorders as we would any other patient with a physical illness. Medical care for opioid 

withdrawal should be considered "normal" as insulin is for a patient with diabetes. Until 

we start viewing every patient with the same respect and care that we would for our loved 

ones, there will never be true health equity for individuals with mental illness and 

substance use disorders. The treatment of substance use disorders requires medication-

assisted treatment, psychosocial support, and harm reduction strategies (Rosenthal et al., 

2016), just as the treatment of diabetes often involves metformin, insulin, psychosocial 

support, and dietary education. Individuals do not lose their autonomy when they are 

diagnosed with mental illness. They should continue to be involved in the same 

collaborative treatment that healthcare providers would provide any other patient under 

our care. 

Fourth, we must stop treating physicians seeking mental health care as a danger to 

their patients. We must ensure safe places for them to share their mental health concerns 

and receive adequate mental healthcare. Providers who are afraid of seeking treatment 

may be more likely to be at risk of causing harm to patients if their mental illness is left 

untreated because it will likely harm their overall performance. If they can receive the 

appropriate care, their performance improves, and the risk goes back down. Even if you 

change the diagnosis from a mental illness to a physical disease impacting provider 

functioning, this is true. The medical board should not have any role in documenting or 

following the mental health treatment of medical providers unless they have proven to be 

a high risk to their patients, such as being charged with driving while intoxicated or being 
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under the influence at work. A history of mental illness should not be the line between 

providers obtaining their licenses. 

Instead, we should be encouraging all providers to seek mental health care. We 

are in a world where millions of people have died from a pandemic, and the medical 

providers are the so-called "first line." Medical providers are holding the hands of 

patients as they die at alarming rates and are experiencing trauma at unprecedented 

levels. We should be proud of providers seeking treatment before it is too late. The Dr. 

Lorna Breen Health Care Provider Protection Act (HR 1667), signed into law in March 

2022, is the first step toward protecting our medical providers (American Hospital 

Association, 2022). This law provides grants to programs offering mental health services 

to frontline healthcare workers and encourages providers to seek mental healthcare when 

they need it. This will prevent many medical providers from completing suicide, but it 

will also improve performance among physicians and improve the quality of treatment 

the patients of these providers receive. 
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