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T he term “ableism” can be defined 
as practices or policies that treat 
people with disabilities as if they 

were invisible, disposable and less than 
human, while taking for granted able-
bodiedness as humanity’s default state.1 
Ableism is a force I have had to negotiate 
and resist all my life, even though I wasn’t 
fully aware of it as a form of oppression 
until I entered a PhD program in English 
and Cultural Studies at McMaster University 
at age 39. There, I completed a dissertation 
on the representations of somatic pain 
within settler- and Indigenous-authored 
fictional texts.2 Guiding my thinking while 
I wrote the dissertation was not only an 
archive of biomedical sources that in-
cluded Ronald Melzack,3 a name I knew 
from my training as a medical doctor 
almost 2 decades earlier, but also giants in 
the field of disability studies like Lennard 
Davis,4 Petra Kuppers5 and Tobin Seibers.6 
After investing in this new learning, I capi-
talized on a lifetime of exclusion and deri-
sion and became politically active seem-
ingly overnight, engaging in a host of 
activities designed to promote and assist 
the fates of my people, the mentally ill.

I did not expect to be able to promote 
this kind of activism within medicine 
itself, but early in 2019, I was asked to 
participate on a panel organized by the 
Ontario Medical Association’s Physician 
Health Program (PHP), the professional 
body that is responsible for the welfare of 
ill and addicted physicians.

Being asked to participate made me 
reflect on my own lived experience as a 
chronically ill person. Two large points 
seemed irresistible to bring to a medical 
audience: I wished to sketch different sys-
tems of knowledge, biomedicine and disabil-
ity studies; and I wanted to talk about how 
biomedicine is poorly serving not only dis-
abled people, but also disabled physicians.

Medicine is, at bottom, a discipline that 
thinks pathologically. According to a 
velocity of knowledge that has exponen-
tially increased since the 18th century via 
scientific experimentation and techno-
logical advance, medicine functions 
according to the basic idea that “healthy” 

is “normal” and “unhealthy” is “abnor-
mal.” The information medicine vends as 
truth is predicated on this distinction. In a 
recent piece in CMAJ, Heidi L. Janz writes 
that disabled people “remain subjected to 
ableist attitudes in many sectors, includ-
ing — often especially — the health care 
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system.”7 The reason, as Janz correctly 
identifies, is based in medicine’s presump-
tion that “not normal” is the same as 
“unhealthy.” I wish to include ill phys-
icians in Janz’s formulation, for the same 
oppressive forces medicine wields against 
its subjects, it also wields against itself.

In medical school, I experienced the 
distinction personally: I was mad, but des-
perately trying to pass. I can recall staying 
in a bed for days, becoming vertical only to 
use the bathroom, and then, after such 
down periods, working furiously to catch 
up with other students — all because I 
wanted to be a good doctor. Despite the 
intense bursts of work, I received the pre-
dictable feedback applied to a student 
looking and sounding like me in that era in 
which the rise of professionalism meant 
that I was characterized as bad, a problem 
student. Not one who was, constantly, 
thinking I should die, that I should do as 
the world, as the profession, seemed to 
want. I even did my unwitting best to be 
recognized as bad because it was some-
how better to be dysfunctional than sick.

Faculty otherwise inclined to treat ill-
ness in people dealt with me accordingly, 
and under the sign of “unprofessional 
behaviour” I was assigned remedial activ-
ities that put additional strain on my 
health. But I preferred those to acknow-
ledging — as per the paradox — something 
I didn’t understand myself, and for which I 
couldn’t give voice, having no words to do 
so other than words provided to me as 
part of a training process designed to 
diagnose others. I knew, somehow, that I 
was, indeed, a bad medical learner, an 
unprofessional student who could never 
meet the expectation of perfect health in 
medical culture. I knew this inside, though 
I didn’t have words for that knowledge; 
and I was confused, because I also felt this 
knowledge as proof of unsuitability, of 
badness. Though I rejected the prospect of 
being a good biomedical drone because I 
couldn’t be one, I also felt the dissonance 
of not being able to be one.

As Delese Wear and Julie Aultman write 
in their Introduction to Professionalism in 
Medicine: Critical Perspectives, profession-
alism has been uncritically “accepted as 
an absolute good” which falls under the 
“steering mechanism” of “assessment” 
that results in a flattening of the “richness, 

complexity, and contradictions of profes-
sionalism in medicine.” For anyone with 
an invisible disability such as mental ill-
ness, the consequences are obvious: 
“every individual is made acutely aware 
that [his] conduct and performance is 
under constant scrutiny.”8 But what of 
those with an innate skepticism of institu-
tional power and norms based on their 
lived experience of oppression? How 
could professional norms change for the 
mentally ill to prevent that harmful nar-
rowing described by Wear and Aultman? 
Physicians implicitly experience revulsion 
at illness among their colleagues because 
they are trained to see abnormal as 
unhealthy. Yet, according to professional 
ethics, physicians are supposed to offer 
their very best to patients, which is just 
another one of perfectionism’s toxic vari-
eties. It’s a perfect storm of norms.

In solidarity with that self of more than 
20 years ago, I sketched the above story in 
as nonlinear a fashion as possible to the 
PHP audience. I tried to convey the bind my 
21-year-old self was in, acutely ill and 
encouraged to think of myself as bad by 
medicine, while society and its default able-
ism — the daily, small reminders from 
friends, family and strangers that I didn’t 
talk normal, look normal, act normal — had 
already provided the basic program long 
before. Looking out at them, I felt as if I had 
jumped off a building late one night in the 
South End of Halifax to say to medicine, and 
to society, “We must all take care with one 
another; we all have so little time together.”

As it happens, burnout was the topic du 
jour for the PHP. If we are to consider the 
category of burnout (a new member in the 
family of mental illness), shouldn’t scholars 
of disability studies contribute to the formu-
lation? The medical literature is beginning 
to include articles and accounts of disability 
within the profession, like those by Laura 
Bulk and colleagues9 and Neera Jain,10 but 
as of yet no one seems to have taken on the 
idea that the present crisis of burnout 
within medicine has something to do with a 
toxic culture of professional surveillance. 
Scholars of disability studies could do this.

To the audience of fellow physicians, I 
said, “I have always been ‘ill.’ And this is, 
to me, ‘normal.’ There is no origin story to 
be found, or overcoming narrative I have 
to provide.” I asked, “What can you do to 

address this problem? I address it every 
day by subsisting in the clinic, but also 
through a host of activist organizing 
designed to improve the plight of my peo-
ple, the mentally ill.”

And so I ask you, too, reader: What can 
you do? If I could make 2 recommenda-
tions, the first would be that change starts 
at home: be kind to a suffering physician 
today. We’re surrounded by them. The 
 second is to consider that disability is a 
productive status, not something to be dis-
missed as merely pathological. Even the 
heartiest and most hale among us are 
able-bodyminded only temporarily, and as 
such, we live on a continuum. If medicine 
were to understand the independence of 
disability as a state of being, distinct from 
categories of normal and pathological, 
then perhaps the profession could heal 
from its self-injurious tendencies.
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