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38 It has been suggested that “the most dramatic learning can come when it is a peer who is 

39 disabled, rather than a patient.1” The sentiment of Shakespeare, Iezzoni, and Groce are evident 

40 in Jauregui and colleagues' innovations report. In this Invited Commentary, the authors discuss 

41 how the team at The University of Washington moved beyond the legal mandates of the ADA to 

42 capture the spirit of inclusion. We examine the benefits of training doctors and clinical 

43 researchers with disabilities and the potential impact on the health care system. We build on 

44 Jauregui’s work, applying their educational approach to an employment model and demonstrate, 

45 through our own case report, how these models can be scaled in clinical practice providing 

46 benefit to the medical education pipeline. We conclude with a review of the promising practices 

47 and contemplate the promise of “crowd-sourcing” shared experiences toward creative 

48 approaches to the inclusion of medical students with disabilities. 

49

50 The value of disability 

51 There is incredible value in the message from Jauregui and colleagues. In sharing their 

52 experiences, and the multiple benefits of their model, they encourage a robust conversation about 

53 what is possible. Providers and researchers with disabilities remind us not to assume 

54 functionality or ability based solely on appearance or stereotype.2,3 Through Jauregui’s 

55 manuscript and other first-hand accounts there is an increased realization that the inclusion of 

56 individuals with disabilities in the biomedical workforce is valuable for health care through 

57 several mechanisms including increased empathy, increased rapport with patients, and informed 

58 care for individuals with disabilities that result in enhanced responsiveness to clinical 

59 recommendations4-12. 

60
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61 One might hypothesize that this is due, in no small part, to their experiences as a patient and a 

62 person who experienced the health care system as a consumer and provider of services. This 

63 unique lens brings a dual perspective on health care services and gives the provider insight into 

64 the barriers to navigating health care as a person with a disability. We know, for example, that 

65 many providers are not aware of the Americans with Disabilities Act, nor their responsibility for 

66 providing accessible care.13 Yet, failure to understand the law is only part of the problem. Legal 

67 mandates do not diminish stereotypes, which often fuel the assumptions about people with 

68 disabilities that lead to disparate care and health outcomes.14-22 Stereotypes about disability often 

69 lead to misperceptions about the ability of physicians with disabilities to practice and affect the 

70 satisfaction and quality of care received by patients with disabilities.15, 23-27 For example, the 

71 belief that women with physical disabilities are non-sexual leads to poorer health outcomes 

72 through attitudinal and clinical barriers, including lack of preventative services..28-32 

73

74 Thinking about disability differently 

75 Researchers and clinicians have proposed that the inclusion of physicians with disabilities would 

76 activate advanced understanding, increase empathy, reduce stereotypes of people with 

77 disabilities, improve communication and spur technological advances for improved care.26,33-41 

78 This increased knowledge of disability may be activated through the framework of Contact 

79 Theory. Contact Theory suggests that negative attitudes and stigma stem from lack of personal 

80 and positive contact between groups.41-42  According to Allport, this interaction, must occur in a 

81 situation whereby the individuals maintain an equal status relationship, socioeconomic status is 

82 equalized, members of the two groups share common goal and are working together to 

83 accomplish the same goal, and where the interaction is part of the social norm.41  Jauregui and 

84 colleagues' approach meets all of the aforementioned criteria. 

85 Given this, increased visibility and direct interactions with people with disabilities in health care 

86 as health professionals may significantly reduce negative stereotypes. Interactions between 

87 physicians, health care providers, and researchers with disabilities in the health care workforce 

88 might correct assumptions about disability that are critical to reducing the health care disparities 

89 caused by stigma and stereotype. If this occurs, it could create a positive outcome pathway [see 

90 figure 1.0].
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91  [Figure 1]

92 Creative Inclusion 

93 Medical education is becoming more inclusive, with schools revisiting their previously restricted 

94 views of what it means to be a physician with a disability. This is no doubt sparked, in part, by 

95 the increased national and international focus on disability inclusion, and the sharing of personal 

96 accounts and successes by physicians, trainees and students with disabilities.43-51 

97 Jauregui and colleagues demonstrate the relative ease of inclusion when teams work together and 

98 are creative in their solutions for removing barriers. In this case, a student with a physical 

99 disability was faced with barriers in the environment that impacted his ability to take notes, and 

100 meet standard clinical requirements.  This model leveraged existing students in a creative manner 

101 that also provided educational benefits to second year students. An unintended, but impactful 

102 benefit of this model was the opportunity for close interaction with a person with a disability, 

103 potentially reducing stereotypes through shared experiences and peer-to-peer and student-to-

104 faculty contact through the pathways mentioned above.  

105 This model reduced the need for a full-time scribe or intermediary, which resulted in significant 

106 cost savings. It also fostered a sense of community and connection, which has been shown to 

107 reduce burnout.52  Jauregui and colleagues model, while applied to a specific rotation, holds 

108 promise for scalability to an entire clerkship year, residency, and into practice. Indeed, own case 

109 report shows how these models can be scaled in clinical practice providing benefit to the medical 

110 education pipeline (See case report).

111 Case Report of Resident with Physical Disability 

112 A gastroenterology fellow sustained a C3-C4 incomplete spinal cord injury.  As a wheelchair 

113 user with limited hand function, he sought a path to practice in a non-procedural specialty. With 

114 technological advances, such as Picture Archiving and Communications Systems (PACS), 

115 diagnostic radiology was increasingly computerized. Provided one could meet the ACGME core 

116 competencies, and pass the licensing exams, the essential tasks of viewing and reporting imaging 

117 examinations was within his ability. 

118
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119 While radiology appeared promising, the doctor would need to complete a  new residency in 

120 radiology, four more years of training, and possibly an additional year of fellowship. The fellow 

121 matched into a residency in radiology. The program director worked closely with the him to 

122 create an environment and structure where the resident could thrive. He was not required to 

123 perform procedures, but was expected to know their indications, contraindications, 

124 complications, and to describe how to do them. The program created a strict schedule that 

125 allowed the resident to perform necessary self-care. In lieu of weeks of night call (night float), 

126 the resident took once weekly call from 5 PM until 10 PM. In this way, he completed 

127 approximately the same number of hours as his peers, but in a modified schedule. Finally, the 

128 resident was always on call with a second resident in the event that a procedure was required 

129 (e.g., ultrasound, place an IV, or do a fluoroscopic procedure). The resident utilized dictation 

130 software to record impressions and was able to review the same number of images as his peers.

131

132

133 Cautions when Creating a Model for Inclusion 

134 There are several cautions for creating a model that includes students as scribes and assistants. 

135 First, language is a crucial equalizer, and careful attention should be paid to the terms used to 

136 describe disability and the position (see table 1). 

137 Table 1. Language/Terminology to Frame Student Positions

Terms to Use Term to Avoid

Student (Resident/Physician) with a disability

or the person’s preferred terminology

Student with special needs

Student with special accommodations

Student in wheelchair

Handicapped student

Scribe

Intermediary

Facilitator 

Special Assistant 

Care provider 

Medical Assistant (note, these are not medical 
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Volunteer assistants, they are merely facilitating the 

intellectual work of the physician)

138

139 It is vital for attendings, preceptors, and others in positions of teaching to model respectful and 

140 inclusive behavior and to assume competence. Assuming competence is the idea that medical 

141 students are presumed to be competent to learn a skill or to provide basic care for patients. When 

142 working with a student with a disability, many faculty presume incompetence and ask or require 

143 that the individual with a disability prove their ability in advance of any instruction and in 

144 advance of the same expectations of their peer group. Faculty and administrators can model 

145 appropriate interactions with students by assuming competence and treating the student in an 

146 equivalent manner to their peers.  Ensuring appropriate accommodations for students is also 

147 central to creating a model. 

148 Scaling Jauregui and Colleagues Model 

149 Programs may hesitate to attempt new models of inclusion at the undergraduate medical 

150 education (UME) level believing that the model is not scalable in training or practice. There is a 

151 concern that if a student graduates, they will face barriers in residency given the new 

152 responsibility of patient care, and that the model will not be sustainable in those settings. 

153 However, the resident from our case study created a model similar to Jauregui’s. And is now an 

154 associate professor of Radiology at an academic health system and co-author of this paper (PP). 

155 Working with volunteer Services, the faculty member created a model that addresses his 

156 professional needs for assistance in navigating the clinic, while also meeting two growing 

157 demands. First, the need for international medical graduates to engage with medicine while they 

158 study for boards and apply for residency in the US. Through this program, international medical 

159 graduates benefit from ongoing mentoring, exposure to the US medical system, assistance with 

160 the match and potential letter of recommendation for residency. This position also affords them 

161 the opportunity to study for their board exams, while staying connected to the hospital and 

162 medical care, keeping them engaged in the health care system.  Second, this program afford an 

163 opportunity for up to ten pre-health students to log hours shadowing for a physician, gaining 

164 exposure to radiology, and obtaining letters of recommendation. In addition to scribing, 
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165 volunteers answer the telephone, help manage meals for the physician, and ensure accessible 

166 pathways. The volunteer services office chooses appropriate volunteers, maintains a formal 

167 description of the job duties and handles all of the paperwork and training. 

168 This model serves a need in the community for students and international graduates in the 

169 pipeline to health professions school and residency, while simultaneously serving the needs of 

170 the physician to navigate his clinical day. Similarly, to the unintended benefits experienced by 

171 Jauregui, this model provides multiple points of contact with a person with a disability that serve 

172 as opportunities to combat stereotype. Importantly, the contact is between the physician with a 

173 disability and the students and residents who will enter the healthcare field and ultimately 

174 oversee the care of patients with disabilities. Through the tenents of contact theory and the 

175 pathway for positive outcomes (Figure 1), it may be that this early contact with a high 

176 functioning physician with a disability reduces stereotypes and assumptions about the abilities of 

177 individuals with disabilities. 

178 Crowd Sourcing Creative Inclusion

179 The authors applaud Jauregui and colleagues for their innovation, commitment to supporting the 

180 student, and their commitment to sharing this case in the literature. Through this 

181 “crowdsourcing” of information (including models for accommodation), we can collectively 

182 move towards greater inclusion. The inclusion of students in medical education necessitates not 

183 only informed processes and policies, awareness of law, and a desire for diversity; it requires 

184 creative thinking and a willingness to do things differently as displayed by Jauregui and 

185 colleagues and the University of Washington. When medical educators are committed to 

186 inclusion for qualified learner, and their actions match the spirit of the ADA, the solutions are 

187 often limitless.  

188 Conclusions 

189 To achieve greater inclusion of persons with disabilities in medicine, creative approaches to 

190 inclusion and accommodations are needed. Jauregui and colleagues have highlighted an 

191 innovative approach to accommodations during medical training, which leverages a dynamic 

192 model that benefits the student and their near peers. Additional innovative and successful 

193 examples of disability inclusion in medical settings are needed, as these approaches highlight 
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194 opportunities for enhanced inclusion and the potential for medicine to shift broader societal 

195 paradigms about disability. 
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