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Abstract
Many leaders in medical education have called for the inclusion of students with disabilities. Yet, a small
number of review articles have been written summarizing the key literature addressing this topic. This
review focuses on literature published between 2000-2021 that discusses medical education disability-
speci�c barriers, student disability prevalence, and available institutional disability resources. Barriers
include lack of procedure for students with disabilities to access services, delays in education to address
disability needs,  identi�ed institutional disability resource professional (DRP), structural and physical
barriers, outdated policies, and lack of understanding of accommodations needed in all educational
settings, especially clinical. Medical school stakeholders must clearly understand the published literature
on this topic to promote the full inclusion of students with disabilities.

Introduction
Over the past few decades, many leaders in medical education have called for the full inclusion of
students with disabilities (11). Surprisingly, although many articles have been written, no review has been
published in a journal that summarizes this topic's critical literature. This review focuses on literature
published in journals between 2000–2021 that discuss medical education disability-speci�c barriers,
medical student disability prevalence, and available institutional disability resources. The number of
medical students disclosing disabilities to their institutions increased from roughly 2.7% in 2016 to 4.6%
in 2019 (9). Alongside this increase, resources provided to include those with disabilities also need to be
enhanced (1) (11). However, for stakeholders to understand the resources required to support students
with disabilities (SWD), they must become familiar with the literature that has been published that
enumerates barriers facing this speci�c population. Therefore, a scoping review was conducted by
searching for speci�c criteria such as disability prevalence, barriers to institutional support programs, lack
of understanding of accommodation needs, and the need for more research, all presented in Table 1
using EBSCO host, Google Scholar, Pubmed, and the Coalition for Disability Access in Health Science
Education website for papers that speci�cally address barriers facing SWD. Overall, 30 scholarly papers
were identi�ed as published bodies of work on medical students with disabilities; 28 of these papers met
the criteria for this scoping review.

Throughout the literature, four common themes were presented: a noticeable increase in the prevalence
of students with disabilities in medical education, institutional support program barriers, the need for all
who interact with students to understand accommodation needs, and the need for more research to
understand best practices to support this population of learners. One main concern is a de�cit in model
support programs to support learners with disabilities across the medical education spectrum (2).
Barriers have included structural barriers, including restrictive or outdated policies and procedures (11), a
poor understanding of clinical accommodations (11), a gap between disability and wellness support
services (11), and a physical environment that limits accessibility, often resulting in very immediate,
speci�c, and practical implications for trainees (2).
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Table 1
Summary of literature discussing medical students with disabilities using four criteria

Study Disabilities
Prevalence
(National and
International)

Barriers to
Institutional
Support
Programs

Lack of
Understanding
of
Accommodation
Needs

Need for
More
Research

Journal
Presented
or Source

Meeks, L.M. &
Jain, N. (2018)

No Yes No No Disability
Compliance
for Higher
Education

Meeks, L.M. &
Jain, N. (2018)

Yes Yes Yes Yea AAMC call
for action
report

Blacklock, B.
(2015)

Yes Yes Yes No Disability
Compliance
for Higher
Education

DeLisa, J &
Thomas, P
(2005)

Yes Yes Yes Yes Journal of
PMnR

DeLisa, J &
Lindenthal, J
(2016)

Yes Yes Yes Yes JAMA
Ethics

Donlan, M.
(2016)

Yes Yes Yes Yes Dissertation
Defense

Eickmeyer et
al., (2012).

Yes Yes Yes Yes Academic
Medicine

Javaeed, A.
(2018)

Yes Yes Yes Yes MedEd
Publish

Kezar et al.
(2019).

Yes Yes Yes Yes Academic
Medicine

Laird-Metke, E.
(2016).

No Yes Yes Yes Disability
Compliance

McKee et al.
(2016).

Yes Yes Yes Yes AMA
Journal of
ethics

Meeks et al.
(2019).

Yes Yes Yes Yes JAMA

Meeks, L &
Herzer, K
(2016).

Yes Yes Yes Yes JAMA
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Study Disabilities
Prevalence
(National and
International)

Barriers to
Institutional
Support
Programs

Lack of
Understanding
of
Accommodation
Needs

Need for
More
Research

Journal
Presented
or Source

Meeks, L.,
Herzer, K &
Jain, N (2018).

Yes Yes Yes Yes Academic
Medicine

Meeks et al.
(2018).

Yes Yes Yes Yes Educational
Advances

Meeks, Lisa &
Jain, Neera.
(2016).

Yes Yes Yes Yes Book:
Springer
Publishing

O'Callaghan, P
& Sharma, D.
(2014).

Yes Yes Yes Yes Journal of
Attention
Disorders

Ricketts, C.,
Brice, J &
Coombes, L.
(2010).

Yes Yes Yes Yes Advances
in Health
Sciences
Education

Romberg, F.,
Shaywitz, B., &
Shaywitz, S.
(2016).

Yes Yes Yes Yes AMA
Journal of
Ethics

Rosebraugh, C.
(2000).

Yes Yes Yes Yes Medical
Education

Schwarz, C., &
Zetkulic, M.
(2019).

Yes Yes Yes Yes Academic
Medicine

Searcy et al.
(2015).

Yes Yes Yes Yes JAMA

Swenor, B &
Meeks, L
(2019).

Yes Yes Yes Yes New
England
Journal of
Medicine

VanMatre et al.
(2003).

Yes Yes Yes Yes Journal of
PMnR

Teherani et al.
(2013).

Yes Yes Yes Yes JAMA

Lin, J., &
Oransky, I.

Yes Yes Yes Yes PULSE

Zazove, et al.,
(2016).

Yes Yes Yes Yes Academic
Medicine
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Disability Prevalence
Many of the studies within this review discuss medical students with disabilities, yet not all the studies
specify disability prevalence (Table 1). In 2012 Eickmeyer and colleagues reported a 0.3 to 0.6%
prevalence of North American medical students with disabilities (8). The U.S. population has been
reported to have 19% of persons with sensory disabilities (such as deafness or di�culty seeing). Yet less
than 1% of medical students and 2–10% of practicing physicians represent that population (7). In the
past 3–5 years, quantitative data has been collected to demonstrate the rise in students disclosing
disabilities in medical education. Meeks and colleagues (2019) reported that between 2016 and 2019,
there was an increase in medical student disclosure to their institution from 2.7–4.6% overall (8, 9, 11).
The top categories reported were ADHD/DD at 30.4% and psychological disabilities (Adjustment, anxiety,
obsessive-compulsive, post-traumatic stress, and bipolar disorder, to name a few) at 32.3% (8, 9, 11).
Learning disabilities, chronic health disorders, physical and sensory disorders make up 18%-1% (8, 9, 11).
Some of the students who disclosed also have more than one of the high-pro�le category disabilities,
which is why if one were to add up the percent numbers, there would be a total of over 100% (Haque et al.,
2021). As attention towards this subject grows more substantial, internal, and national processes are
necessary to facilitate reporting medical student disability data, including psychological disabilities (8, 9,
11). Although an increase in medical students disclosing disabilities has been reported, there are gaps in
available information regarding the experiences of these students and their retention in the training and
career pipeline (8, 9, 11). Currently, it is suggested that 1% of medical students disclose major depressive
disorder because of structural barriers such as discrimination and judgment (5, 8, 9, 11). Two-thirds of
medical students who disclosed their disability had psychological or learning disabilities (5, 8, 9, 11).

Student’s fear disclosing due to the risk of their con�dentiality being exposed, which increases the need to
continue reducing stigma and improving support programs around disclosure (5, 8, 9, 11). Studying the
academic performance of medical students with disabilities is new and requires a better understanding
of the prevalence of students within various categories of disabilities (8, 11, 12). Medical schools are
required under federal mandate to document any communication and decision-making regarding
students with disabilities (9), and yet no centralized system currently exists to track this data nationally. A
recent 2021 study by Meeks et al. addressed the lack of information about whether or not
accommodations on USMLE Step 1 impact performance, time to graduation, and match rates. The
information discussed in the Searcy and Tehrani articles left the area of students being accommodated
within the medical school and on USMLE Step exams open for more investigation (14, 22, 25). Within the
study, 69% of students were identi�ed as having cognitive/learning disabilities (14). Although these
students had lower Step 1 scores and were less likely to graduate on time, no accommodated SWD Step
1 scores were lower than the rest of the population. When SWD are accommodated, they perform better
than their no accommodated SWD peers, which indicates that barriers remain, and students are not being
rightfully accommodated (14).

There are many bene�ts to increasing the representation of medical students with disabilities, thereby
increasing the number of physicians with disabilities. These include the idea of patients feeling more
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comfortable with a physician who has a disability (2). One statistical comparison indicated that
nondisabled physicians have a disadvantage because they are unable to better understand a patient's
feelings who are disabled. One who does understand disability can better empathize—disabled
respondents were much more likely to react positively. Increasing meaningful reporting relationships with
DRPs for students with disabilities and dedicated disability awareness training is vital for challenging
existing beliefs and recognizing individuals with disabilities' full potential to become health care
providers (10). Meeks and colleagues (2018) found that of students who disclosed their disability, 10%
had apparent disabilities such as visual, mobility, and auditory disabilities (10). Students with invisible,
less noticeable disabilities, such as attention, learning, psychological, and chronic health disabilities,
make up the remaining 90% (10).

Barriers To Institutional Support Programs
Numerous articles demonstrate that the social construction of the medical school environment presents
considerable barriers for individuals with physical disabilities (Table 1) (2). Broader advocacy is needed
to align the institution's technical standards with an inclusive message (25). The practice of regularly
updating technical standards is likely to address some barriers facing medical students with disabilities
(1), including allowing the use of new assistive technologies (3) (8).

Physicians with disabilities are more likely to commit to fostering an accessible and supportive
environment for patients (1). When the population of physicians includes those with hearing loss, this
can support patients who experience hearing loss as part of the aging process (11).

Medical school stakeholders can support students and practicing physicians with physical disabilities by
using creative approaches to clinical work (15). Acceptance can be achieved by not promoting ideology
but, preferably, making systemic changes to create better opportunities and sustain individuals with
disabilities to pursue careers in medicine (15). From a student services perspective, a collaborative
approach that facilitates access to the program normalizes a student with deafness presence and
contributes to an inclusive and non-marginalizing experience is exceptionally appropriate in this situation
(10).

Students with Learning Disabilities (LD) accounted for 6% of students entering higher education in 2010
(12) (4). Within a particular group of medical students, a learning disability may be unknown and is only
discovered when a student faces barriers as the volume and pace of medical school curricula increases
(4). A study from 2000 revealed that almost 66% of the students surveyed were not aware that they had a
learning disability when they entered college (14) (4). Early recognition of these learning disabilities and
proper accommodation can dramatically change these students' learning processes and academic
outcomes (4). The theme of creating a more accessible environment to allow for disclosure can aid in
breaking that stigma.

Having routine identi�cation of barriers so there can continue to be creative, appropriate
accommodations and plans to continue to make students aware that these supports are in place (4). This
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requires that students disclose their disability and related needs to the institution. Within the �rst year of
medical school, self-referral and academic failure have been the most common means of identifying
students with learning disabilities (Rosebraugh, 2000) (4). A consistent discrepancy between a student's
academic performance and their understanding of the subject matter must be considered a warning sign
to probe further (4). Late diagnosis is further complicated by issues related to intersectionality-
socioeconomic and educational backgrounds (3). Those who work with medical students understand
that students may be diagnosed with language and reading disorders following admission to medical
school (3). 2.86% of U.K. medical students disclosed having a disability in 2005 upon matriculating into
medical school (12). Students with impairments such as ADHD and Learning Disabilities may �nd their
previously adequate coping strategies ineffective when studying medicine, leading them to seek a
diagnosis (5). Medical students in general often do not seek help, especially those presenting with
disabilities, because there remains the fear of being "outed" or ostracized within the medical education
system even though they are within their rights to receive the accommodations entitled by federal law
(13). Having medical students become con�dent in disclosing disabilities can be done by creating safe
environments for them to do so. Providing a safe and knowledgeable environment can change students'
attitudes and perceptions towards their peers with disabilities. The American association of medical
colleges (AAMC) also requested that LCME accredited medical schools employ structures to allow for
more disability disclosure (7). As of now, 35% of North American medical schools do not have
environments that support access for students with disabilities (7). This continues to be a structural
barrier for medical students to not access accommodations and therefore deter disability disclosure (7).

In Javaeed (2018), it was demonstrated that with proper accommodations for multiple choice question
exams, students with learning disabilities could perform at a satisfactory or exceptional level (5).
Javaeed observed two groups of students; those that disclosed their disability and those that did not.
According to the article, students who did not disclose had poor knowledge of accommodations and an
overwhelmingly negative view of their disability (5). Though they seemed self-aware, this awareness was
considered "faulty." The students reported that they did not think they needed the accommodations and
were apprehensive about avoiding damaging comments/remarks from peers (5).

In contrast, the disclosure group had a more positive view of their disability, their experience with faculty
members, and their professors' experience (5). When the non-disclosure students enter medical school, a
pattern develops in which the increasing demand for academic coursework overwhelms them, and their
performance only continues to worsen. The student's struggle may become a vicious cycle until the
student loses self-esteem and sometimes even becomes clinically depressed (11).

Attention De�cit Hyperactivity Disorder (ADHD) in adulthood has been linked to severe functional
impairment in multiple domains, including academic underachievement (Antshel & Barkley, 2009; Kessler
et al., 2006; Miller, Nigg & Faraone, 2007). There is limited data available on the prevalence of ADHD
among higher education and medical students; Tuttle, Scheutich, and Ranseen (2010) found that 5.5% of
students reported being diagnosed with ADHD across all four years of education in U.S. public medical
college (13) (11). However, those with ADHD might �nd their previous coping skills ineffective in tackling
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medical school's demanding curriculum. Studies are starting to be published that highlight disability
category, such as ADHD (13). ADHD remains to make up around 30% of disclosed disabilities by North
American medical students, while psychological disabilities have increased from 20–32% of disclosed
medical students (13). Along with more prevalence studies being updated and published, the AAMC
graduate questionnaire (G.Q.), as of 2020, now reports disabilities of medical students by category.

Stakeholders face a struggle to support a student who does not self-identify, does not receive
accommodations, and will not have full access to demonstrate their knowledge (17). Unfortunately, as
students experience stigma, they are less likely to disclose and get the help they require. This culture of
lack of support was discussed in Romberg et al. when a faculty member accused a student of using
dyslexia as an excuse to receive special treatment (17).

Lack Of Understanding Of Accommodation Needs [
Medical school designees are charged with determining appropriate and reasonable accommodation
plans for quali�ed applicants with disabilities (1). There are many misconceptions about providing
accommodations for medical students; one of the most concerning is that incorporating
accommodations into licensure exam environments decreases exam e�cacy and presents concerns
about ensuring that performance standards are met (6). The principle of inclusive education dictates that
schools accommodate all learners in the classroom (4). An inclusive learning environment allows
students to celebrate each other's strengths and support each other as they improve weaknesses (4) (12).
The inclusive design incorporates the thoughts and principles of universal design for learning (UDL),
which places high value on diverse student learning and inclusion of learning differences (12, 13).
However, incorporating inclusive learning, students should still be referred so that their accommodation
needs are met (12, 13). In a 2014 study, medical students with ADHD receiving accommodations reported
signi�cantly more prominent symptoms than those not receiving accommodations, indicating that
students with the most severe cases of ADHD are receiving support; few investigations have looked at the
e�cacy of speci�c academic accommodations in this population (11). The 2014 study also con�rms
other reported �ndings (Searcy et al., 2005; Sharp and Earle, 2000), which suggest that test
accommodations, including extra time, allow students with speci�c learning di�culties and ADHD to
perform at the same level as their nondisabled peers [ref the 2014 study].

Testing accommodations are classi�ed as alterations such as extended time, extra breaks, private room,
and ability to bring snacks and medications are among some modi�cations to standard test
administration to allow test takers with documented disabilities to show their pro�ciencies rather than the
extent of their disabilities. Students whose MCAT scores were obtained with extra test administration
time demonstrated no signi�cant difference between these students matriculating into medical school
admission than students with standard administration time (16) (7). However, students who took the
MCAT with accommodations had lower passing the United States Medical Licensing Exam (USMLE) (16).
Students who don't pass USMLE on the �rst try take longer to complete USMLE Step examinations, often
resulting in delayed graduation (16) (12). For students with cognitive/learning disabilities who are unable
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to receive accommodations on the USMLE Step 1 exam, their scores are 12 points lower than the average
population.

In contrast, those who receive accommodations are 6 points lower than the average population (14). This
information further proves that barriers remain for competent students when not given their proper
accommodations (14, 16, 12). Therefore, there is a need to investigate the medical education learning
environment to ensure robust support systems for these students (16).

In Searcy et al. (2015), mean MCAT scores and acceptance rates were not signi�cantly, 43.9% of students
who received extra time vs. 44.5% of those who had standard time and were accepted into medical
school, different among those who received extra time compared to those who did not (16). Yet, students
who tested with extra time performed less well on the USMLE Step examinations or repeated the exam
and graduated at signi�cantly lower rates. A recent study looked at MCAT vs. USMLE performance within
cognitive (psychological, learning disorders, and ADHD) and noncognitive groups (physical disabilities,
deaf and hard of hearing (DHOH), and others in this category) (12). Students with noncognitive
disabilities scored lower on Step 1 than their non-disabled peers, yet their Step 2CK scores are within the
same range as the nondisabled group (12). Students with cognitive disabilities score lower on both Step
1 and Step 2CK compared to students with noncognitive disabilities and students without disabilities
(12). The reason behind this discrepancy is unknown and requires further investigation (12). Medical
school educators and administrators need to better understand potential barriers to medical education for
students with disabilities to develop evidence-based policies, procedures, and resources (16) (12).
Academic measures, which count for numerical scores on in-house and standardized exams, for students
with disabilities were lower and less likely to graduate. Yet, students' clinical performances were
comparable to those without disabilities (16) (12). Current research also found that the magnitude of
differences in clinical performance varied by type of disability (16) (12). For example, students presenting
with psychological disabilities tended to perform lower clinically than others (20). To have a better
understanding of how to support student performances with varying disabilities, more research is needed
to understand the interplay between disability and performance differences to improve the medical
education process for students with disabilities and information about the accommodations provided on
the USMLE Step examinations and compare them with MCAT accommodations (16) (12). In Purkiss' et
al.'s (2021) study, USMLE scores were compared to MCAT scores, yet whether those students receive
accommodations on the USMLE exam is unknown (12). What was found was that student from the
noncognitive disabled group (which encompass mobility, physical, chronic health, deaf and hard of
hearing, and low vision) did score lower on USMLE Step 1 compared to the global population but
performed the same on USMLE Step 2CK (12, 13). The cognitively disabled group (psychological,
learning, and ADHD disabilities) scores were lower on USMLE Step 1 and Step 2CK than the global
population (12, 13). There is a positive correlation between MCAT scores vs. USMLE scores, yet the study
did not indicate whether the students studied did receive accommodations on that standardized exam
(12, 13). Knowing this limitation could be helpful in narratively explaining why students with disabilities
struggle on these exams.
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In a study from 2013, clinical clerkship performance of students with protected disabilities from a mental
impairment, but not from physical impairment, was below that of students without protected disabilities
(20). However, the magnitude of the differences was small, and whether these differences present
di�culties in practice is unknown (20). It is also important to note that early research from the 2000s
focused on academic performances from a numeral standpoint (letter grades, step 1 scores) rather than
clinical abilities. Studies indicate that care by physicians with disabilities allows for greater empathy of
patients (2). While the difference in graduation rates between students with and without protected
disabilities was more apparent than those without, the statistical signi�cance was limited since the study
was performed at a single institution and the student population was small (20). Reasons for differences
during medical school and subsequent performance during and beyond residency training should be
further assessed. As a starting point, as suggested by the Purkiss 2021 article, to continue to look at the
association between MCAT and USMLE scores may better inform admissions committees with concerns
regarding the academic performance of applicants with disabilities (12). Since the model conducted had
a signi�cant disability by MCAT interaction, showing that MCAT scores were related with similar changes
in USMLE scores regardless of disability status (12).

The Need For More Research
It is critical to further research barriers facing people with disabilities in medical school and postgraduate
training programs to understand better ways of mitigating those barriers. (1). More research is also
needed to determine the number of people with disabilities applying to medical school and their
admission rates, graduation rates, and professional experiences (1). Because of the absence of medical
literature in this �eld, physicians and medical students with disabilities should be encouraged to
document their own experiences and practice strategies to develop successful models (1). The stigma
around disclosing disabilities is still prominent yet providing anonymous spaces more self-disclosure if
shown to occur (15). Such documentation would help medical educators construct plans and
modi�cations to address barriers facing medical students with disabilities (1). Transparent policies
around disability disclosure can be produced to allow students to safely request accommodations
without fear of stigma (15).

One study examined the prevalence of sensory impairments in medical students and whether medical
schools used best practices to set admissions criteria (3). Students with Physical and Sensory
Disabilities (PSDs) were reported to be accepted into and graduating medical school at low rates
compared to the general medical student population (3). Additional studies are necessary to understand
why lower graduation rates occur for those with PSD (3).

A longitudinal study is needed and a detailed review describing successful physicians who have
navigated the work-life balance of utilizing accommodations. Such publications would provide much-
needed insight into modifying accommodations to best support this group of students (3) (12). In
addition, further research is needed to examine the impact of academic accommodations for medical
students with ADHD and other high-pro�le disabilities, investigating a possible relation between
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academic performance, symptom severity, and the granting of extended time on exams or providing a
limited distraction testing environment (12). A recent study from Purkiss et al. (2021) also indicated that
there needs to be a better understanding of MCAT performance in association with USMLE scores in
students with disabilities that can aid in making informed decisions about these students (12).

Discussion
Physician diversity improved care for underserved populations, yet relatively few physicians have
disclosed (15, 21). However, self-disclosure increases when there is an ability to report anonymously,
roughly a 5% difference in disclosure rates when reported anonymously (15). By creating a safe place
within medical schools to disclose disabilities without being anonymous, this practice could feed forward
into professional practice for better representation (15, 21). The underrepresentation of medical students
and physicians with disabilities is problematic because professional diversity improves patient outcomes
(21). However, as can be indicated from the Searcy (2015) article, there are additional barriers once
students are accepted (21) (12). Having better associations of MCAT and USMLE scores can inform
admissions committees about the academic performance of applicants with disabilities (12). Most U.S.
medical schools' technical standards do not adequately support accommodating students with
disabilities to represent new creative accommodation of many physical disabilities without risking
anyone's health or safety (21) (12). Findings suggest systemic exclusion by U.S. medical schools of
individuals with disabilities (21) (12). Second, the personal experiences and that of other faculty indicate
that those who integrate students with disabilities in their medical school classes better understand the
emotional reality of disabilities and become better able to care for patients with disabilities (21) (12).
Disability can be incorporated and be bene�cial at the highest professional work levels (21) (12). There is
a belief that the disability topic's investment will show that justice and fairness provide social bene�ts
worth the cost (21) (12). While still few, many physicians with disabilities serve in clinical, educational,
and research roles (21) (12). No studies detail the barriers for physicians with physical disabilities (21)
(12). Possible internal and external factors may contribute to these students' underrepresentation in
medical education (5) (7). These factors could include a lack of access to appropriate accommodation at
any point in the educational pipeline (5) (7). There is a lack of knowledge about accommodation
strategies, such as concerns about the institution's concessions cost (5) (7). Stigma, barriers to disclosure
(7). There is a possibility that a combination of the above factors contributes to underrepresentation (5)
(7). The rise of competency-based medical education has helped drive these changes. Broadening
medical education aims to integrate teaching in professionalism, learning, and improvement as part of
one's practice and �nally shifting focus from assessment to measuring performance rather than only
knowledge (5) (7). With this approach, schools can assess students with disabilities' understanding and
implement reasonable accommodations to allow students to utilize alternative assessments to
demonstrate their mastery of skills (5) (7).

Institutions do not have an obligation to provide accommodations that constitute a "fundamental
alteration" to the program or present an "undue burden" to the school (8). Many focus on technical
standards when discussing students with disabilities, which suggests a strong emphasis on technical
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skills (7). Several essential questions regarding the role of technical skills and their relative importance
should be addressed in the context of graduation competencies, such as knowledge/intelligence,
professional attitude, and the ability to communicate and interact effectively. [REF – see Curry et al.,
2020]. Technical standards are criteria and abilities required for students upon being admitted into
medical school (15). These standards are also expectations throughout and when students graduate
from medical school. Yet, these technical standards can remain a primary barrier for students entering,
during, and completing medical school (15). In addition, some schools' technical standards do not
comply with the ADA laws, and therefore frequent review should be conducted of these standards as
disability accommodations continue to evolve (15).

Providing better support and understanding of resources can aid the student and the faculty working with
these students. These supports can give evaluative assessments to �nd students with disabilities sooner,
which is costly but can be worth the �nancial gain in providing quicker resources for students and
educating faculty in these evaluations and disability types. Suppose schools offer these resources
instead of requiring a student's ability to pay for or increase their �nancial burden, which is why most
students do not know or have worked on their disability due to cost. In that case, these resources can
become part of the support of �nancial infrastructure. Continued support solutions need to include
creating an assessment team that ensures consistent treatment of students who present with a disability
and request accommodation. Continuing to develop a pool of resources including people quali�ed to
serve as assessment team members, recognizing that the most signi�cant number of accommodation
requests are related to learning disabilities, particularly students with academic di�culties. Ongoing and
continuous monitoring of requirements and functions is essential (technical standards) for each medical
school program's stage, as Kezar suggested (2019). Finally, continue to educate administrators, staff, and
faculty about learning disabilities.
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