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Abstract
How common are mental-health difficulties among applied psychologists? This question is paradoxically neglected,
perhaps because disclosure and discussion of these experiences remain taboo within the field. This study documented
high rates of mental-health difficulties (both diagnosed and undiagnosed) among faculty, graduate students, and others
affiliated with accredited doctoral and internship programs in clinical, counseling, and school psychology. More than
80% of respondents (n = 1,395 of 1,692) reported a lifetime history mental-health difficulties, and nearly half (48%)
reported a diagnosed mental disorder. Among those with diagnosed and undiagnosed mental-health difficulties, the
most common reported concerns were depression, generalized anxiety disorder, and suicidal thoughts or behaviors.
Participants who reported diagnosed mental disorders endorsed, on average, more specific mental-health difficulties
and were more likely to report current difficulties than were undiagnosed participants. Graduate students were
more likely to endorse both diagnosed and undiagnosed mental-health difficulties than were faculty, and they were
more likely to report ongoing difficulties. Overall, rates of mental disorders within clinical, counseling, and schoolpsychology faculty and trainees were similar to or greater than those observed in the general population. We discuss
the implications of these results and suggest specific directions for future research on this heretofore neglected topic.
Keywords
clinical psychology, mental health, psychopathology, mental illness, prevalence
People working in applied1 fields of psychological science (such as clinical, counseling, and school psychology) strive to understand and alleviate suffering due to
mental disorders (Kazdin & Blase, 2011). Psychologists
have played instrumental roles in documenting the
ubiquitous nature of mental disorders across sociocultural groups (Chou et al., 2012), developmental periods
(Caspi et al., 2020), and professions (Campbell et al.,
2018). Indeed, nationally representative data suggest
that anywhere from 33% to 86% of people will experience mental disorders in their lifetimes (Caspi et al.,
2020; Kessler et al., 2005; Statistics Canada, 2014). Yet
this article is motivated by a peculiar gap: Remarkably
little is known about the prevalence of mental-health
difficulties among faculty or trainees within applied

clinical psychological science. In this article, we discuss
why this gap is both paradoxical and harmful. Logically,
achieving the mission of applied psychology requires
extending its knowledge and paradigms to those within
the field.
The striking absence of research on the prevalence
of mental-health difficulties within the field of clinical
psychological science is particularly notable with
respect to faculty, for which there are virtually no data.
It is unlikely that applied psychologists are inoculated
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from the phenomena that they study and treat. Although
educational attainment has been negatively associated
with mental disorders in the general population (Breslau
et al., 2008), surveys of graduate students indicate elevated rates of current mental disorders (Evans et al.,
2018). For example, a national survey of U.S. graduate
students found that more than a quarter met criteria for
a current or recent mental-health difficulty (Lipson et al.,
2016). Among Canadian psychology graduate students,
one third reported current clinically significant symptoms
of depression (Peluso et al., 2011). Furthermore, data
from a large Belgian study suggest that rates of mental
disorders appear to be significantly greater among graduate students than among other highly educated community members (Levecque et al., 2017). However, data
specific to the prevalence of mental-health difficulties
among trainees and faculty within clinical, counseling,
and school psychology are missing.
The lack of attention to mental-health difficulties
within these fields stands out, given that people working in clinical, counseling, and school psychology
engage in self-study and reflection in other domains.
For example, ample research has been conducted by
applied psychologists with respect to training health
professionals (Benuto et al., 2018) and conducting scientific research (Royalty & Reising, 1986). Applied psychologists regularly emphasize the importance of
improving the field from within, for instance, with
respect to replicability (Asendorpf et al., 2013); open
science (Washburn et al., 2018); and diversity, equity,
and inclusion (Neblett, 2019). Inattention to mentalhealth difficulties within the field is also potentially
hypocritical, given that applied psychologists have been
known to examine the prevalence of mental disorders
in other professions, such as policing (Angehrn et al.,
2021) and the military (Campbell et al., 2018), and make
impassioned arguments for decreasing stigma toward
mental disorders (Maranzan, 2016). These outreach
activities render the lack of research on mental disorders and difficulties within the professions of applied
psychology all the more perplexing.
This lack of self-study may also curtail the personal
and/or professional development of those within these
disciplines. Evidence suggests that faculty with mental
disorders struggle to obtain necessary accommodations
and professional supports (Price et al., 2017). Although
data on psychology trainees are lacking, mental-health
accommodations and supports are likely to be even
more important at earlier stages of one’s career, when
students may face additional barriers to accessing care,
and may have more limited financial and support
resources, which may make coping with mental disorders more difficult. Further, lived experience of mental
disorders within the psychology workforce is typically

Victor et al.
not included in discussions of diversifying psychological
science (Stewart et al., 2017). In this sense, the omission
of consideration of lived experiences of mental disorders among psychologists may end up perpetuating the
very stigma that applied psychology purports to combat. This omission stands in stark contrast to broader
conversations about the need to improve inclusive practices to support people from diverse backgrounds
within our fields (Neblett, 2019). Lack of consideration
of the ways in which people with mental-health difficulties may be excluded parallel the ways in which
people with disabilities have also been marginalized in
psychological science, including with respect to efforts
to enhance diversity (Andrews & Lund, 2015). These
consequences underscore why we urgently need
research examining mental-health difficulties within the
profession of applied psychological science.

Prior Research on Mental Health Among
Psychology Students and Faculty
Most research on professional experiences with mentalhealth difficulties examines experiences with psychotherapy and/or factors that influence willingness to
seek psychological help. Although this work suggests
that mental-health difficulties may be prevalent among
practitioners, it does not directly address the prevalence
of such experiences within trainees and/or research
psychologists in the field. In two U.S. studies with relatively small samples (Ns < 300), rates of psychotherapy
utilization were high among practicing psychologists
(86%; Bearse et al., 2013) and psychology trainees
(70%; Dearing et al., 2005) compared with the general
population (Gonzalez et al., 2013). Unfortunately, few
data were obtained on the types of mental-health difficulties (if any) that led to therapy attendance. Likewise, in a U.S. sample of practicing counseling
psychologists (N = 425), 60% reported major depression, but other types of mental disorders were not
assessed (Gilroy et al., 2002). In perhaps the largest
survey of American psychologists’ experiences with
psychotherapy, conducted more than 25 years ago (N =
476; Pope & Tabachnick, 1994), 84% of respondents
reported having attended therapy as a client, most commonly for self-reported depression. In research from
the United Kingdom, 63% of registered psychologists
and 67% of psychology trainees reported lifetime histories of mental difficulties (Grice et al., 2018; Tay et al.,
2018). These studies provide preliminary evidence that
mental-health difficulties are prevalent within the profession of psychology, at least with respect to practitioners. Many such studies have narrowly focused on
the possibility of professional impairment (e.g., Smith
& Moss, 2009; Thoreson & Miller, 1989), which is clearly
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worthy of consideration, but data from this context may
have little bearing on whether individuals with mental
disorders who pursue research careers can succeed.
As noted previously, there is a tension in the field
between public-facing efforts to reduce and combat
stigma toward mental disorders and the limited efforts
to address this stigma within the profession. Although
mental-health professionals, on average, endorse less
stigmatizing views of people with mental disorders than
the general public, they still commonly report negative
views overall (Wahl & Aroesty-Cohen, 2010). American
clinical psychologists, for instance, rate people with
mental disorders as more ineffective, incomprehensible,
dangerous, unworthy, and undesirable than they rate
themselves (Servais & Saunders, 2007). A classic and
oft-cited article described disclosure of an applicant’s
mental-health difficulties as a “kiss of death” in psychology graduate school admissions (Appleby & Appleby,
2006); the advice to avoid disclosure of mental disorders is now commonly repeated in graduate-school
admissions guides (Devendorf, 2022). This and other
well-intentioned advice likely causes harm by perpetuating stigma and suggesting the unacceptability of lived
experience within academic and professional psychology. This messaging may even decrease willingness
among trainees to seek help from professional mentors
following graduate school admission. For example, a
survey of British trainee psychologists with mentalhealth difficulties found that odds of disclosure were
lowest for supervisors and instructors compared with
family, friends, and health professionals (Grice et al.,
2018). Furthermore, a recent study on the psychology
faculty hiring process did not explicitly assess mental
disorders but identified “exhibiting difficult personality
traits” as the most strongly endorsed “kiss of death,”
highlighting how interpersonal perceptions continue to
play a critical role even at the level of faculty selection
procedures (Boysen et al., 2019). Anecdotal data highlight the urgency of systematically examining disclosure
of mental-health difficulties in academic settings,
including whether disclosures may be disincentivized
as a result of fears of negative professional consequences, such as failure to obtain funding, promotions,
and/or admission to graduate school (Devendorf, 2022;
Joseph et al., 2022; Vierthaler & Elliot, 2020).
Given the limited nature of prior work, and the need
for systematic, empirical investigation, we developed a
cross-sectional study designed to estimate the prevalence of reported diagnosed and undiagnosed mentalhealth difficulties among applied-psychology faculty
and trainees in the United States and Canada. We
focused specifically on clinical, counseling, and schoolpsychology doctoral programs and internships because
these fields inform the public’s wider perceptions of
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psychology and are accredited by major national bodies,
allowing us to obtain complete information on eligible
programs and to gather contact information from program affiliates in a replicable and comprehensive way.
Our primary goal was to provide estimates of prevalence and correlates of reported formally diagnosed
and undiagnosed mental-health difficulties among psychology graduate students and faculty. Indeed, one key
strength of this project was the ability to differentiate
between individuals who reported mental-health difficulties, broadly defined, and those who had been
diagnosed with a mental disorder by a professional. To
our knowledge, prior survey research in this area has
exclusively relied on self-reported mental-health difficulties, without asking about formal diagnoses (Gilroy
et al., 2002; Grice et al., 2018; Pope & Tabachnick, 1994;
Tay et al., 2018). This approach has several benefits,
given that a large proportion of people with diagnosable mental disorders do not receive treatment or a
formal diagnosis (Wang et al., 2005). This may be particularly true for people who experience barriers to
help-seeking, such as psychologists and trainees (Elliott
& Ragsdale, 2020; Tay et al., 2018), and members of
minoritized groups, who often face additional obstacles
to mental-health care and whose experiences may not
be adequately conceptualized in diagnostic classification systems (Cook et al., 2017; Gray-Little, 2009). In
addition, some clinically significant mental-health difficulties are not presently categorized as mental disorders (e.g., nonsuicidal self-injury, suicidal thoughts and
behaviors), and thus may be missed by sole reliance
on diagnostic history, as would subthreshold mentalhealth difficulties, which are often clinically significant
and impairing (Forsell, 2007; Kotov et al., 2017). However, reliance on self-report can muddle consideration
of whether described mental-health difficulties necessarily meet diagnostic thresholds for clinical severity
and impairment, and therefore a stricter approach, relying on receipt of diagnosis from a professional, may
provide uniquely valuable information. Thus, we gathered data on diagnosed and undiagnosed mental-health
difficulties in this sample, to facilitate comparisons
between those with and without diagnoses on correlates, clinical features, and professional problems.
Although experiences of mental-health difficulties
are likely to be nuanced, variable, and influenced by
key contextual factors, our primary aim herein was to
obtain representative data on these experiences broadly,
which may then inform future studies using more intensive data-collection methods to dive deeper into questions that do not lend themselves to self-report survey
methodologies (e.g., temporal ordering of experiences
relative to professional development, specific diagnoses
as they relate to domains of professional problems,
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operationalization of recovery and remission from mental disorders). As the first comprehensive data collection
in this area, our investigation was preregistered with
the goal of characterizing the sample rather than testing
specific hypotheses. The larger survey from which these
data are derived included several other topics that, for
reasons of space, are not reported here.

Method
Study methodology, recruitment,
and sampling
Contact information (i.e., email addresses) was collected for faculty, graduate students, and postdoctoral
trainees affiliated with accredited U.S. and Canadian
doctoral training programs in clinical, counseling, and
school psychology, as well as for directors of clinical
training (DCTs) at accredited doctoral internship programs in the United States and Canada. A recruitment
email was sent on January 24, 2021, and a reminder
email was sent on February 1, 2021. The survey remained
open until March 1, 2021. Participants were eligible to
enter a drawing for one of several $50 Amazon gift cards
(U.S. or Canadian dollars, as applicable), which were
awarded at a ratio of 1 per 100 participants or fraction
thereof. Ultimately, 21 Amazon gift cards were distributed in the 2 weeks following survey closure. All study
procedures were approved by, and conducted in accordance with, the principal investigator’s institutional
review board (IRB) at Texas Tech University. The study
design and methodology were preregistered at OSF
(https://osf.io/vtxa2/).
Diligent efforts were made to ensure representative
sampling and recruitment. First, a comprehensive list
of websites of doctoral programs accredited by the
American Psychological Association (APA), the Canadian Psychological Association (CPA), or the Psychological Clinical Science Accreditation System was
obtained from web repositories in summer 2020. If a
web link was outdated or did not work, a web search
was initiated to find the current website for each program. Then, trained research assistants obtained publicly available email addresses for faculty (including
DCTs), graduate students, and postdoctoral scholars
affiliated with each accredited program. Research assistants were trained using standardized video training
materials developed by S. E. Victor, and a subset of data
were double entered by a graduate student to ensure
accuracy. Research assistants were advised to err on the
side of overinclusion, such that listed email addresses
for adjunct faculty, clinical affiliates, and retired faculty
were included if available. A comprehensive list of doctoral internships that are members of the Association

of Psychology Postdoctoral and Internship Centers
(APPIC) was simultaneously obtained from the APPIC
internship directory. Because internship websites provide
far less accessible contact information (on average) than
departmental websites, we chose to limit contacts for
internship programs to the DCTs whose emails were listed
in the APPIC directory. For emails to which messages were
undeliverable, addresses were inspected manually, corrected if erroneous, and otherwise retried at least twice.
Emails that were invalid at both attempts were removed
from the total count of distributed emails; thus, the number of emails sent reflects emails actually delivered. If an
individual responded to state that they were not affiliated
with an accredited program, the email was removed from
the contact list, and no reminder was sent.
A set of advertising emails were developed that varied on the basis of what information was publicly available on a program’s website. For instance, if a program
listed email addresses for faculty but not students,
emails sent to faculty explicitly asked them to forward
the email to students. In advertisements and the consent
form, the study was described as focusing on “research
and clinical interests,” and there was no mention of
personal mental-health conditions. Emails were distributed as being “from” S. E. Victor, unless there was a
potential conflict of interest, in which case they were
sent as “from” another member of the research team.
The exact text of study advertisements is available at
https://osf.io/vtxa2/.

Survey instrument
Most survey items were developed specifically for this
project in consultation with coauthors and reviews of
prior literature. The overall goals of the survey were
threefold: (a) Characterize prevalence and characteristics of undiagnosed mental-health difficulties and diagnosed mental disorders among psychology faculty and
trainees; (b) characterize prevalence and characteristics
of research on personally relevant topics (self-relevant
research); and (c) examine perceptions of the acceptability of self-relevant research using experimentally
manipulated vignettes. The current study focuses only
on the first aim. To address the first goal, we asked
participants to respond (in addition to providing demographic characteristics) to two yes/no items assessing
experiences of mental-health diagnosis (“Have you ever
been diagnosed with a mental health condition by a
professional?”) and mental-health difficulties (“Have
you ever experienced mental health difficulties?”). The
terminology used for this second question was intentionally broad, consistent with prior work (e.g., Grice
et al., 2018; Tay et al., 2018), to allow for examination
of differences between individuals with self-reported
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mental-health difficulties only and people with formally
diagnosed mental disorders (see above for further rationale). For participants who endorsed either or both of
these items, follow-up items were provided to assess
onset, offset (recency), perceived professional problems, and type of difficulty experienced.
The survey was distributed via Qualtrics and took 15
to 30 min on average to complete. Beyond the consent
form, all survey items could be skipped. Participants
who wished to enter the drawing for an Amazon gift
card were directed to a separate survey to provide their
contact information, and those responses could not be
tied to actual survey responses. After data collection,
quantitative and qualitative data were separated, per
IRB guidelines, to avoid accidental reidentification of
respondents.

Data analytic plan
Descriptive analyses (n and percentage, means and standard deviations) were used to characterize the sample
and prevalence of mental-health difficulties and diagnoses. Second, we planned to compare variables of interest
across relevant groups for those with cell sizes of five or
greater. Potential group comparisons were examined on
the basis of the following characteristics: gender, race/
ethnicity, age, professional status (e.g., faculty, graduate
student), accrediting body (e.g., APA, CPA), training
model (e.g., scientist-practitioner, practitioner-scholar),
program type (e.g., PhD, PsyD), and professional areas
of study (e.g., clinical, counseling, school). Group comparisons for dichotomous variables were conducted using
χ2 tests, whereas comparisons for dimensional variables
were conducted using independent-samples t tests or
one-way analyses of variance (ANOVAs).

Results
Survey distribution and sample size
A total of 8,952 emails were distributed (delivered) across
accredited doctoral training programs and internships. In
the case of training programs (N = 433), emails were sent
to 432 DCTs (the remaining DCT being a coinvestigator),
4,791 faculty, 2,949 students, and 100 postdoctoral trainees. Programs were primarily APA-accredited (n = 395),
offered training in clinical psychology (n = 270), were
located in the United States (n = 395), and offered a PhD
degree (n = 339). In the case of internships (N = 680),
emails were available for all but two programs, the majority of which were APA-accredited (n = 642).
A total of 2,045 people consented to participate
(22.8% of emails distributed, a response rate similar
to that from prior work; Tay et al., 2018). Forty-two
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responses were removed because the participant was
pursuing a Bachelor’s degree (n = 3), was in a non
accredited program (n = 9), or program accreditation
was marked as “not relevant” (n = 30). An additional
44 responses were removed because no items were
completed beyond the consent form. This left an analytic sample of 1,959.

Sample characteristics
Respondents were primarily graduate students (59.83%)
or faculty (27.62%); smaller percentages of respondents
indicated their primary professional status as clinician
(7.76%), postdoctoral trainee (3.06%), or other (1.68%).
Responses were primarily from affiliates of APA-accredited
programs (87.02%) and programs that grant PhD degrees
(71.84%), which was similar to the distribution of delivered emails (APA = 88.93%; PhD = 79.71%). Detailed characteristics of respondents’ professional statuses and
affiliations are available in Table S1 in the Supplemental
Material available online.
Participants were primarily cisgender women
(77.94%) or cisgender men (20.16%); mean participant
age was 34.2 years (SD = 11.7). Most participants were
non-Hispanic/Latinx White (75.94%) and heterosexual/
straight (78.82%). Relative to graduate students, faculty
were, on average, older, t(565.6) = 35.1, p < .001, and
more likely to be cisgender men, non-Hispanic/Latinx
White, and heterosexual/straight. The sample overall
included a higher percentage of cisgender women and
non-Hispanic/Latinx White individuals than the population of graduate students and faculty in U.S. clinical,
counseling, and school-psychology programs (Page
et al., 2017). Additional demographic characteristics and
comparisons are provided in Table S2 in the Supplemental Material.

Mental health characteristics
The overwhelming majority of respondents (n = 1,395;
82.20%) reported experiencing a mental-health difficulty, and almost half (n = 803; 47.53%) of respondents
reported having been formally diagnosed with a mentalhealth condition. Participants were thus divided into
three groups: no mental-health difficulties or diagnoses
(n = 295; 17.51%), mental-health difficulties without a
diagnosis (n = 587; 34.84%), or reported mental-health
diagnoses (n = 803; 47.66%). When referring to the
broad group of respondents who report mental-health
difficulties with or without diagnoses, we use the term
“mental-health difficulties”; when we refer specifically
to participants who report mental-health difficulties
without a formally diagnosed mental disorder, we use
the term “undiagnosed.”
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Table 1. Group Comparisons on Characteristics of Mental-Health Difficulties and Diagnoses
Characteristic
Onset
Before graduate school
During graduate school
After graduate school
Offset
None (current)
Within the past year (not current)
Within the past 5 years (not past year)
Before 5 years ago
Professional problems
None
Mild
Moderate
Severe
Domains of professional problems
Clinical practice
Clinical supervision
Research
Coursework (as a student)
Teaching (as TA or faculty)
Other

Undiagnosed mentalhealth difficulties

Diagnosed
mental disorders

427 (73.24)a
125 (21.44)a
31 (5.32)a

718 (90.31)b
61 (7.67)b
16 (2.01)b

173
141
124
144

(29.73)a
(24.23)a
(21.31)a
(24.74)a

435
155
110
95

(54.72)b
(19.50)b
(13.84)b
(11.95)b

351
208
23
3

(60.0)a
(35.56)a
(3.93)a
(0.51)

319
350
104
23

(40.08)b
(43.97)b
(13.07)b
(2.89)

56
21
141
129
42
34

(23.93)
(8.97)
(60.26)
(55.13)
(17.95)
(14.53)

147
58
294
262
101
67

(30.82)
(12.16)
(61.64)
(54.93)
(21.17)
(14.05)

χ2 (df, N)
69.80 (2, N = 1,378)*

93.74 (3, N = 1,377)*

63.67 (2, N = 1,355)*

3.65 (1, N = 711)
1.61 (1, N = 711)
0.13 (1, N = 711)
0.003 (1, N = 711)
1.02 (1, N = 711)
0.03 (1, N = 711)

Note: Values are ns with percentages in parentheses. Domains of professional problems were assessed only for respondents
reporting at least mild problems (n = 711), and participants could mark multiple problem domains. Values sharing a common
subscript are not significantly different from each other; cells without subscript letters were not included in omnibus χ2 tests
because of small cell sizes. TA = teaching assistant.
*p < .05.

Among all participants with mental-health difficulties, reported onset was most common before graduate
training (83.07%), and a majority reported past (rather
than current) difficulties (55.85%). Professional problems related to mental-health difficulties were reported
by just over half of these participants (51.48%) and were
typically mild (78.48%). Onset before graduate school,
current (versus past) difficulties, and professional problems were significantly more common for diagnosed
participants relative to participants with undiagnosed
mental-health difficulties. Among participants who
reported professional problems, those with and without
diagnoses did not differ in the domains of problems
reported (see Table 1 for further results).
Participants with both diagnosed and undiagnosed
mental-health difficulties reported an average of 3.3 specific mental-health difficulties in their lifetimes (SD = 2.2)
and 1.1 currently (SD = 1.3); formally diagnosed participants reported higher numbers of lifetime difficulties,
t(1372.63) = 14.91, p < .001, and current difficulties,
t(1366.39) = 11.08, p < .001, than participants with undiagnosed mental-health difficulties. Depression, generalized anxiety disorder, and suicidal thoughts or behaviors

were the three most common difficulties for both participants with undiagnosed mental-health difficulties and
diagnosed mental disorders. In examining rates of specific
difficulties, we controlled for total number of difficulties
and used an adjusted p-value threshold of .01 because of
multiple comparisons. Analyses indicated that rates of
depression, generalized anxiety disorder, and attentiondeficit/hyperactivity disorder were higher among participants with diagnosed mental disorders relative to
participants with undiagnosed mental-health difficulties.
Furthermore, rates of social anxiety disorder, specific phobia, and “other” conditions were lower than expected
among participants with diagnosed mental disorders relative to participants with undiagnosed mental-health
difficulties (see Table S3 in the Supplemental Material).

Group comparisons
There were significant differences between the groups
with respect to demographic characteristics (see Table
2). Consistent with extant data on gender differences in
mental illness (Kessler, 2004), cisgender women were
more likely than cisgender men to have a mental-disorder
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Table 2. Group Comparisons on Demographic Characteristics

Characteristic
Gender
Cisgender woman
Cisgender man
Nonbinary/gender nonconforming
Other
Transgender man
Transgender woman
Race/ethnicity
Non-Hispanic White
Hispanic/Latinx
Multiracial/Biracial/other
Asian/Asian American/Canadian
Black/African American/Canadian
Middle Eastern/North African
Native American/First Nations/
  Alaskan Native
Native Hawaiian/Pacific Islander
Sexual orientation
Heterosexual/straight
Bisexual
Homosexual/gay/lesbian
Other
Pansexual
Asexual

No mentalhealth difficulties

Undiagnosed
mental-health
difficulties

Diagnosed
mental
disorders

χ2 (df, N)
28.14 (2, N = 1,649)*

92
202
0
0
0
0

(27.38)a
(15.38)b
(0.0)
(0.0)
(0.0)
(0.0)

115
468
3
1
0
0

(34.23)a
(35.64)a
(12.50)
(20.0)
(0.0)
(0.0)

129
643
21
4
3
1

(38.39)a
(48.97)b
(87.50)
(80.0)
(1.0)
(1.0)

223
20
7
21
19
1
1

(17.38)a
(18.52)a,b
(6.36)b
(21.88)a
(31.15)a
(5.26)
(50.0)

429
37
46
43
17
13
0

(33.44)a
(34.26)a
(41.82)a
(44.79)a
(27.87)a
(68.42)
(0.0)

631
51
57
32
25
5
1

(49.18)a
(47.22)a,b
(51.82)a,b
(33.33)b
(40.98)a,b
(26.32)
(50.0)

26.92 (8, N = 1,658)*

0 (0.0)

1 (1.0)

0 (0.0)
73.10 (4, N = 1,578)*

270
9
7
0
2
0

(20.56)a
(5.20)b
(7.61)b
(0.0)
(4.76)
(0.0)

491
39
26
16
11
1

(37.40)a
(22.54)b
(28.26)a,b
(39.02)
(26.19)
(12.50)

552
125
59
25
29
7

(42.04)a
(72.25)b
(64.13)b
(60.98)
(69.05)
(87.50)

Note: Values are ns with percentages in parentheses. Values sharing a common subscript are not significantly different from each other;
cells without subscript letters were not included in omnibus χ2 tests because of small cell sizes.
*p < .05.

diagnosis and less likely to have no reported mentalhealth difficulties. This was also the case for bisexual and
homosexual participants relative to heterosexual/straight
participants. A one-way ANOVA predicting age demonstrated significant group differences, F(2, 1656) = 45.73,
p < .001, such that participants with no mental-health
difficulties were, on average, older than participants with
both diagnosed mental disorders and undiagnosed
mental-health difficulties. Hispanic/Latinx participants
were overrepresented compared with biracial, multiracial,
or “other”-identified participants among participants with
no mental-health difficulties; among participants with a
diagnosed mental disorder, non-Hispanic/Latinx White
participants were overrepresented relative to participants
of Asian descent.
There was no significant relation between group and
program type or area of study (see Table 3). Respondents from APA-accredited programs were overrepresented among participants with diagnosed mental
disorders and underrepresented in the undiagnosed
mental-health difficulties group relative to respondents

from CPA-accredited programs. Group status was significantly associated with program training type, which
was driven by differences in rates of diagnosed mental
disorders across programs; participants from clinicalscience programs were overrepresented in this category relative to participants from scientist-practitioner
programs.
There were significant group differences based on
professional status (faculty, postdoc, graduate student,
clinician, other; see Table 3). Graduate students were
underrepresented among participants with no mentalhealth difficulties relative to all professional groups and
overrepresented among participants with diagnosed
mental disorders relative to faculty. In addition, postdocs were underrepresented among participants with
no mental-health difficulties relative to faculty and
“other” respondents. On the basis of the above results,
and the comparatively small samples of clinicians, postdocs, and “other” professionals, we focused the remainder of the analyses on comparisons between faculty
and graduate students (87.49% of the full sample).
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Table 3. Group Comparisons on Professional and Program Characteristics

Characteristic
Primary status
Graduate student
Faculty
Clinician
Postdoc
Other
Program accreditation
APA
CPA
Program training model
Scientist-practitioner
Clinical science
Practitioner-scholar
Other
Program type
Doctoral (PhD)
Doctoral (PsyD)
Internship
Postdoctoral
Other
Master’s
Doctoral (EdD)
Bachelor’s
Area of study
Clinical
Counseling
School
Combined (more than one of
  the above)
Other (none of the above)

No mentalhealth
difficulties

Undiagnosed
mental-health
difficulties

Diagnosed
mental
disorders

χ2 (df, N)
91.58 (8, N = 1,685)*

115 (11.14)a
132 (29.20)c
33 (26.40)b,c
5 (10.20)a,b
10 (37.04)c

377
137
40
23
10

246 (17.05)a
41 (20.30)a

485 (33.61)a
89 (44.06)b

712 (49.34)a
72 (35.64)b

189 (18.69)a
37 (12.94)a
47 (18.36)a
9 (17.31)a

373
93
73
17

(36.89)a
(32.52)a
(28.52)a
(32.69)a

449
156
136
26

(44.41)a
(54.55)b
(53.13)a,b
(50.0)a,b

205 (16.90)a
38 (16.52)a
28 (21.71)a
5 (13.16)a
12 (30.77)a
6 (20.0)a
0 (0.0)
0 (0.0)

441
68
36
17
15
10
0
0

(36.36)a
(29.57)a
(27.91)a
(44.74)a
(38.46)a
(33.33)a
(0.0)
(0.0)

567
124
65
16
12
14
2
1

(46.74)a
(53.91)a
(50.39)a
(42.11)a
(30.77)a
(46.67)a
(1.0)
(1.0)

203 (16.71)a
24 (13.79)a
32 (24.06)a
18 (23.38)a

431
56
49
19

(35.47)a
(32.18)a
(36.84)a
(24.68)a

581
94
52
40

(47.82)a
(54.02)a
(39.10)a
(51.95)a

(36.53)a
(30.31)a
(32.0)a
(46.94)a
(37.04)a

540
183
52
21
7

(52.33)a
(40.49)b
(41.60)a,b
(42.86)a,b
(25.93)a,b

13.59 (2, N = 1,645)*

15.72 (6, N = 1,605)*

16.64 (10, N = 1,679)

14.67 (8, N = 1,685)

18 (20.93)a

32 (37.21)a

36 (41.86)a

Note: Values are ns with percentages in parentheses. Values sharing a common subscript are not significantly different from
each other; cells without subscript letters were not included in omnibus χ2 tests because of small cell sizes. APA = American
Psychological Association; CPA = Canadian Psychological Association.
*p < .05.

Group comparisons of faculty and
graduate students
Compared with faculty, graduate students were overrepresented among participants with undiagnosed
mental-health difficulties (students = 36.53%; faculty =
30.31%) and diagnosed mental disorders (students =
52.33%; faculty = 40.49%) and underrepresented among
those with no mental-health difficulties (students =
11.14%; faculty = 29.20%). Among participants with any
mental-health difficulties (diagnosed or undiagnosed),
graduate students were more likely to report onset
before graduate school, relative to during graduate
school, compared with faculty, which may be an artifact
of the reality that current students have spent fewer

years in graduate training (being currently enrolled)
compared with faculty (who have completed graduate
training). Among faculty and graduate students with
undiagnosed or diagnosed mental-health difficulties,
graduate students were also more likely to report current mental-health difficulties and less likely to report
offset of mental-health difficulties more than 5 years
ago than were faculty (see Table 4). On average, graduate students also reported more specific lifetime mentalhealth difficulties, t(644.48) = 6.44, p < .001, and current
mental-health difficulties, t(693.32) = 8.30, p < .001,
than faculty.
Faculty were more likely than graduate students to
report that their mental-health difficulties caused no,
or mild, professional problems. Graduate students were
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Table 4. Group Comparisons Between Students and Faculty on Characteristics of Mental-Health
Difficulties and Diagnoses
Characteristic
Onset
Before graduate school
During graduate school
After graduate school
Offset
None (current)
Within the past year (not current)
Within the past 5 years (not past year)
Before 5 years ago
Professional problems
None
Mild
Moderate
Severe
Domains of professional problems
Clinical practice
Clinical supervision
Research
Coursework (as a student)
Teaching (as TA or faculty)
Other

Student

Faculty

807 (88.48)a
105 (11.51)a
0 (0.0)

231 (71.73)b
52 (16.14)b
39 (12.11)

480
203
158
69

(52.74)b
(22.30)a
(17.36)a
(7.58)b

82
61
48
132

(25.38)a
(18.88)a
(14.86)a
(40.86)a

409
395
90
20

(44.74)b
(43.21)b
(9.84)a
(2.18)a

175
109
34
6

(54.01)a
(33.64)a
(10.49)a
(1.85)a

153
54
317
332
81
51

(30.29)
(10.69)
(62.77)
(65.74)
(25.0)
(15.74)

34
21
98
37
56
31

(21.47)
(14.09)
(65.77)
(24.83)
(37.58)
(20.80)

χ2 (df, N)
8.91 (1, N = 1,195)*

203.35 (3, N = 1,233)*

9.97 (3, N = 1,238)*

3.15
1.31
0.45
78.32
32.25
12.03

(1,
(1,
(1,
(1,
(1,
(1,

N
N
N
N
N
N

=
=
=
=
=
=

654)
654)
654)
654)*
654)*
654)*

Note: Values are ns with percentages in parentheses. Domains of professional problems were assessed only for
respondents reporting at least mild problems (n = 654), and participants could mark multiple problem domains.
Values sharing a common subscript are not significantly different from each other; cells without subscript letters
were not included in omnibus χ2 tests because of small cell sizes. TA = teaching assistant.
*p < .05.

more likely to report problems with coursework, which
may be more salient or easily recalled for graduate
students, whose enrollments are much more recent.
Faculty were more likely to report problems with teaching and in “other” domains, which may be attributable
to the greater expectations in these areas among faculty
relative to graduate students. There were no faculty/
student differences in perceived problems in other
domains (see Table 4).
Given possible differences across participants with
undiagnosed versus diagnosed mental-health difficulties, we subsequently reanalyzed the above comparisons
in each group separately, which yielded an overall consistent pattern of findings. For example, among those
with undiagnosed mental-health difficulties, graduate
students reported significantly more lifetime and current
mental-health difficulties than did faculty—lifetime,
t(275.79) = 2.66, p = .008; current: t(433.30) = 7.89, p <
.001—and this was also true for participants with diagnosed mental disorders—lifetime: t(346.37) = 5.96, p <
.001; current t(344.19) = 5.55, p < .001. In some cases,
statistically significant results fell below the threshold
of p < .05 in subgroup analyses, which is likely to be
due to decreased statistical power as a result of smaller

sample sizes. Full results are provided in Table S4 in the
Supplemental Material.
Because graduate students reported more lifetime
mental-health difficulties than did faculty, comparisons
of prevalence of specific mental-health difficulties were
conducted with partial ϕ coefficients and by controlling
for total lifetime mental-health difficulties using an
adjusted p value of .01 for multiple comparisons (see
Table 5 in the Supplemental Material). Generalized anxiety disorder was more common than expected among
graduate students, whereas substance use disorder and
specific learning disorder were more common than
expected among faculty.

Discussion
Clinical, counseling, and school psychologists have long
failed to conduct rigorous assessment of their own
mental-health experiences. This neglect may be driven
(somewhat ironically) by explicit recommendations that
psychologists should avoid disclosing experiences of
mental-health difficulties (e.g., Appleby & Appleby,
2006), given that disclosures may be viewed as “unprofessional” or “inappropriate” (Devendorf, 2022). In addition,
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there are perceptions that lived experience can “bias the
objectivity” of a psychologist (Victor et al., 2022), which
may motivate individuals to hide their experiences and
to disincentivize psychological scientists from scrutinizing
the experiences of our own profession as we do others
(e.g., Angehrn et al., 2021; Campbell et al., 2018). Limiting
such open discussions has seemingly created the notion
that psychologists do not—or ought not to—experience
mental-health difficulties, which runs contrary to explicitly stated efforts to improve the field’s inclusive principles and practices to foster more diverse psychological
sciences (Neblett, 2019).
These data, drawn from nearly 2,000 trainees and faculty, provide strong evidence that mental-health difficulties are at least as prevalent in the fields of applied
psychology as in other professions. We found that 82% of
respondents reported lifetime mental-health difficulties,
and almost half reported formal diagnosis of one or more
mental disorders. The lifetime prevalence rates that we
observed in our sample of faculty and trainees are comparable to or greater than those observed in the general
population; data from rigorous longitudinal research
demonstrate that 46% to 86% of people meet diagnostic
criteria for a lifetime mental disorder (Caspi et al., 2020;
Kessler et al., 2005). Put simply, applied psychologists
are not immune to mental-health difficulties.
It is noteworthy that American/Canadian graduate
students in this sample reported nominally higher prevalence rates of mental-health difficulties (88.5%) compared with U.K. trainees (67%; Grice et al., 2018) and
American/Canadian faculty exhibited nominally higher
prevalence of mental-health difficulties (70.5%) compared with what prior research has found for clinical
psychologists registered in the United Kingdom (63%;
Tay et al., 2018). However, across these samples, the
overall distribution of specific difficulties was similar;
depression and anxiety were most common, and bipolar and psychotic disorders were among the least common (Tay et al., 2018). We found that nonsuicidal
self-injury and suicidal thoughts/behaviors, although
not formal diagnoses, were quite prevalent in this sample, highlighting the importance of understanding these
phenomena among applied psychology faculty and
trainees. Further, these data expand upon prior work
by allowing comparisons between individuals with formally diagnosed and undiagnosed mental-health difficulties, whereas almost no prior self-report research
has examined explicitly whether reported mental-health
difficulties were diagnosed by a professional.
The most reported specific mental-health difficulty
in this sample, depression, was endorsed by over half
of participants in the full sample, including respondents
with no reported mental-health difficulties at all. This
prevalence rate is notably higher than lifetime U.S.
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population prevalence estimates of major depressive
disorder derived from clinical interviews (21%; Hasin
et al., 2018). Because our use of the term “mental-health
difficulties” was intentionally broad, our depression
finding lends itself to several possible interpretations.
This may reflect improved accuracy in identifying mentalhealth difficulties such as depression by psychology
faculty and graduate students relative to the general
population, as our respondents are both trained to diagnose mental disorders and may encounter them more
regularly in their professional work than individuals in
other fields. Alternatively, it may reflect a reporting bias
such that applied psychologists view “subthreshold”
depression as noteworthy, given knowledge of the limitations of extant diagnostic frameworks. Finally, there
may be substantive interpretations. For example, experiences within applied psychology training and professional settings may contribute to depression, although
the vast majority (over 80%) of respondents reported
onset of mental-health difficulties before graduate training, so this possibility is not strongly supported by our
data. Alternatively, people with mental-health difficulties, such as depression, may be more likely to selfselect into applied-psychology training relative to the
general population, although further research is needed
to investigate this question.
Despite high rates of mental-health difficulties, more
than 95% of participants with undiagnosed mentalhealth difficulties and more than 80% of those with
diagnosed mental disorders reported “no” or “mild”
professional problems related to these experiences;
those reporting problems were most likely to have
experienced these in research and/or coursework. To
our knowledge, there has been no prior study of professional problems among psychologists across multiple
domains. These results contrast with earlier research,
in which more than 60% of surveyed U.S. psychologists
reported “working when too distressed to be effective,”
even though 47% of respondents in the same survey
felt doing so was “unquestionably not ethical” (Pope
et al., 1987) perhaps because distress that causes work
difficulties is not always the result of a mental-health
difficulty or disorder. It is noteworthy that our findings
suggest that mental-health difficulties do not invariably
or always prevent psychologists from being effective at
work. That said, one limitation of our study is that we
did not assess problems in other important domains of
functioning, such as interpersonal relationships; thus,
it is possible that mental-health difficulties among psychologists cause more significant problems outside of
work contexts.
Overall, the significant rates of both diagnosed and
undiagnosed mental-health difficulties among psychologists warrant a call to accept, advocate for, and ultimately
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incorporate these lived experiences in discussions about
diversity and inclusivity within clinical psychology. Just
as psychologists are (rightly) advocating for increased
racial, ethnic, gender, and sexual orientation diversity
within our ranks (Gruber et al., 2020; Henrich et al.,
2010), so too should psychologists be concerned about
inclusion of people with lived experience of mentalhealth difficulties as a matter of equity and justice. Leaders in disability advocacy have long argued “nothing
about us without us” (Charlton, 1998), and yet psychologists have failed to consider how the exclusion of people
who have experienced mental disorders may harm not
only the professional and educational goals of those
individuals but also the progress of mental-health
research as a whole ( Jones et al., 2021). Psychological
science benefits from the inclusion of both scholars and
practitioners with varied experiences and identities,
which not only fosters diversity of thought and inquiry
but also ensures that the application of our work is
inclusive and equitable. Given that clinical, counseling,
and school psychology in particular explicitly seek to
understand and support people with mental-health difficulties, further discussion of this data set—the strongest evidence to date that mental-health difficulties are
fairly widespread among applied psychologists—could
be an important catalyst for a needed conversation that
allows the field of applied psychology to better fulfill
its mission.
In our study, graduate students, compared with faculty, were more likely to report both diagnosed and
undiagnosed mental-health difficulties and to show
markers of higher severity, including earlier onset,
greater number of difficulties, and higher likelihood of
professional problems associated with these experiences. There may be several reasons for these results.
First, there are significant time and cohort effects with
respect to mental-disorder prevalence (Twenge et al.,
2019) and willingness to seek diagnosis and treatment
(Chiu et al., 2020). Second, because graduate students
are younger and thus closer to the typical age of onset
for many mental disorders, less time has elapsed for
symptoms to remit, thus making mental-health difficulties more salient; the fact that current (vs. past) prevalence rates were also higher among graduate student
respondents is consistent with this hypothesis. Further,
acute stressors associated with doctoral training, such
as limited financial resources, moving away from family
and friends, and job insecurity, may exacerbate mentalhealth difficulties in graduate trainees (Eleftheriades
et al., 2020; Hyun et al., 2006), and/or faculty may have
developed effective coping strategies to curb the impact
of mental-health difficulties on their professional lives.
It is also possible that graduate trainees with mentalhealth difficulties are less likely to ultimately become
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faculty members, although longitudinal research is
needed to empirically test this possibility.

Strengths and limitations
As with any empirical study, ours has several limitations
to consider. Although we attempted to gather the largest
possible representative sample of people affiliated with
accredited doctoral programs and internships, some eligible individuals may not have had publicly accessible
contact information and were thus not notified of the
study directly. To address this, we asked recipients of
the study advertisement to forward it to others within
their program; this expanded the reach of the study but
also hampered us from determining an exact response
rate. However, our apparent response rate was similar
to or greater other studies with overlapping aims (Tay
et al., 2018). Further, relative to graduate students
and faculty in APA-accredited programs, our sample
included comparatively more cisgender women and nonHispanic/Latinx White individuals than expected (Page
et al., 2017), which may have skewed reported prevalence rates relative to true population estimates. In addition, our study targeted only accredited programs in
school, clinical, and counseling psychology, so these
findings may not apply to psychologists in other areas
of psychology that do not engage in clinical care.
Further, our online survey design relied on participants’ self-report of mental-health difficulties and diagnoses, which may be incomplete or inaccurate. However,
given the professional and educational experiences of
the participants in this study, we expect these selfreports to be more accurate than those of the general
population. Because of time constraints and the limitations of self-report methodology, we could not assess
all aspects of mental-health difficulties, such as the chronology of onset/offset of multiple diagnoses, levels of
disclosure, and experiences with treatment. For instance,
participants with multiple reported difficulties may have
experienced onset earlier for some difficulties than others or may have experienced differing levels of professional problems related to these unique experiences.
Further, reported professional problems may not have
exclusively occurred during or after psychology graduate training and may not be directly comparable with
other studies that have focused on “impairment” as a
narrower construct.
Although we asked participants whether they experienced mental-health difficulties currently, some variability may exist with respect to how participants
operationalized their responses to these questions (e.g.,
whether they consider themselves in recovery, asymptomatic, or in remission, and how that relates to ongoing treatment, such as medications that ameliorate
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symptoms). Indeed, it is not uncommon for individuals
with lived experience of mental-health difficulties to
adopt an array of conceptualizations of recovery and
related terms (Drake & Whitley, 2014). Finally, although
our overall sample was large, we could not comment
meaningfully on some subgroups, such as postdoctoral
trainees or people with disorders uncommon in our sample (e.g., personality disorders, psychotic disorders).
Our study also has several strengths. To date, this is
the largest and most comprehensive assessment of
mental-health difficulties among applied psychology
faculty and trainees, both with respect to sample size
and types of difficulties assessed. Our study also
employed a systematic recruitment approach, in contrast to more commonly used referral or snowball
sampling methods (e.g., Hobaica et al., 2021); used
advertisements designed to avoid biasing responses in
favor of those with histories of mental-health difficulties; and made efforts to help encourage honest and
open reporting of these phenomena (e.g., ensuring
participant anonymity).

Future directions
These data, although critical to fostering discussion of
mental-health difficulties within psychological science,
are only a first step toward understanding these lived
experiences among trainees and faculty within applied
disciplines. Our work should spark greater effort to
fully understand the experiences of mental-health difficulties, professional problems, disclosure, stigma, and
professional success in psychological science and practice. In expanding upon this work, we suggest five key
areas to guide future investigation:
1.

2.

3.

4.

How do mental-health difficulties in clinical,
counseling, and school psychology compare
with those in other areas of applied psychology
that do not involve clinical practice? Or to other
mental-health professions, such as psychiatry
and social work?
How should mental-health difficulties be addressed
in clinical training and supervision and to what
extent do these experiences influence clinical
practice?
Why do some people with mental-health difficulties stay in academic psychology, whereas others
leave? How can trainees (if they so choose) and
faculty with mental-health difficulties be supported in pursuing academic careers?
How do personal experiences with mental-health
difficulties intersect with other identities that
have been historically marginalized and excluded
from academic spaces, such as individuals from

5.

minoritized racial/ethnic, sexual-orientation, and
gender-identity groups?
What strategies can be implemented at micro
and macro levels to increase equity and inclusion
for people with mental-health difficulties in psychological science, particularly individuals with
mental disorders that can cause significant professional problems?

Conclusions
These data provide the first large-scale empirical evidence of what many in the field have only discussed
behind closed doors: Psychologists have at least their
fair share of diagnosed and undiagnosed mental-health
difficulties. Although these experiences often have significant emotional, interpersonal, and professional
costs, our results also underscore that many people
with mental-health difficulties are successful psychology trainees and faculty. The common nature of these
experiences also underscores the need to finally root
out outmoded stigmatizing and silencing views toward
mental disorders within psychological science. As scientists, psychologists seek to gather as much data as
possible about phenomena of interest, yet we have
systematically excluded personal experiences of mentalhealth difficulties from consideration. These biases have
led to a disconnect between the experiences within our
own ranks and what we as a field espouse with respect
to valuing diversity, equity, and inclusion. We can, and
should, do better, not only to improve our professional
climate and training environments but also to strengthen
our ability to achieve the core mission of applied psychological science, which is to understand and alleviate
human suffering.
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Note
1. Beyond domains of psychology involving provision of clinical services, many, if not all, involve translation of science into
applied practice. Given this article’s focus on data derived from
clinical, counseling, and school-psychology programs, the term
“clinical” here may be erroneously interpreted to refer only to
a subset of these data, and thus we have elected to use the
term “applied” only for the sake of brevity. Consideration of the
implications of these results to other areas of applied psychology can be found in the Discussion section.
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