“The impacts of dyslexia and
dyspraxia on medical
education”
Sebastian Charles Keith Shaw

August 2021

Submitted in partial fulfilment of the degree of PhD by
Published Work, awarded jointly by the University of
Brighton and the University of Sussex for a programme of
study undertaken at the Brighton and Sussex Medical
School

Abstract

Introduction
Dyslexia and dyspraxia are categorised as specific learning difficulties (SpLDs). Dyslexia
impacts upon reading and writing. Dyspraxia is concerned more with hand-eye coordination. However, each of these conditions carries a variety of strengths and
weaknesses. Universities and employers in the United Kingdom are required by law to
make reasonable adjustments for these individuals.
I was diagnosed with dyslexia at medical school. This diagnosis led to both a sense of
realisation and also a variety of negative emotions. Literature searches revealed no
published research on the experiences of dyslexic medical students or doctors at the
time. Some studies of nursing students revealed issues with stigma and discrimination.
They also explored coping strategies in clinical settings. No such pre-existing data were
available concerning dyspraxia. This series of research aimed to explore the impacts of
dyslexia and dyspraxia on medical education, with a particular focus on experience. The
following publications are included:
• Shaw SCK, Malik M, Anderson JL. The exam performance of medical students
with dyslexia: a review of the literature. MedEdPublish. 2017;6(3):2.
• Shaw SCK, Anderson JL, Grant AJ. Studying medicine with dyslexia: a
collaborative autoethnography. The Qualitative Report. 2016;21(11):2036-54.
• Shaw SCK, Anderson JL. The experiences of medical students with dyslexia: an
interpretive phenomenological study. Dyslexia. 2018;24(3):220-33.
• Anderson JL, Shaw SCK. The experiences of medical students and junior doctors
with dyslexia: a survey study. International Journal of Social Sciences &
Educational Studies. 2020;7(1):62-71.
• Hennessy LR, Shaw SCK, Anderson JL. Medical students’ attitudes towards and
beliefs about dyslexia: a single-centre survey study. International Journal of Social
Sciences & Educational Studies. 2020;7(4):69-79.
• Walker ER, Shaw SCK, Price J, Reed M, Anderson JL. Dyspraxia in clinical
education: a review. The Clinical Teacher. 2018;15(2):98-103.
• Walker ER, Shaw SCK, Anderson JL. Dyspraxia in medical education: a
collaborative autoethnography. The Qualitative Report. 2020;25(11):4072-93.
• Walker E, Shaw SCK, Reed M, Anderson JL. The experiences of foundation
doctors with dyspraxia: a phenomenological study. Advances in Health Sciences
Education: Theory and Practice. 2021. Online ahead of print.

Methods
This research adopted a mixture of approaches, comprising two literature reviews, two
autoethnographies, two interpretive phenomenological studies and two survey studies.
Data collection methods included literature searches, autobiographical accounts,
interviews and online surveys. Data were subsequently analysed using thematic
analyses, descriptive statistics and inferential statistics where appropriate.
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Results
A variety of findings emerged across the included works. With reasonable adjustments in
place, dyslexic medical students performed as well as their peers in exams. However,
being dyslexic or dyspraxic came with an emotional burden. The medical school ranking
system and the competitive environment were particularly challenging. Dyslexic medical
students encountered bullying and feelings of isolation. This inhibited disclosure. Both
dyslexic and dyspraxic medical students / doctors felt that stigma existed concerning
their labels. Both developed a variety of personal coping strategies and reported
subsequent strengths in other areas. Interestingly, the majority of dyslexic doctors were
diagnosed at or since medical school. High proportions reported feelings of stupidity,
inadequacy, anxiety and shame as both students and doctors. Furthermore, a minority of
non-dyslexic students confirmed negative attitudes towards dyslexia – seemingly
stemming from jealousy of supports.

Conclusions
The inspiration for this series of research was grounded in my own experiences as a
dyslexic medical student and those of a dyspraxic colleague. The included studies
advanced knowledge in a variety of ways. For example, the confirmation that, in a small
number of cases, non-dyslexic medical students did seem to hold negative views
regarding their dyslexic peers. These studies have also paved the way for future areas of
research, some of which are highlighted in the critical appraisal.
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Critical Appraisal Chapter
Contextualisation of the published works
Introduction to me
One might say that I had a less than conventional childhood. My parents had issues with
substance abuse. I was raised in a mother and child drugs rehabilitation centre for a
time, before being raised by my grandmother under a residency order during my later
childhood. When the time came to start at my new school at the age of 6, I was the only
child in my class who could not read. No one thought this odd, however, as this could be
explained through poor schooling and neglect. I was always considered a ‘bright’
student, but never excelled in the written form. Due to the stigmatising label of my birth
circumstances, early teachers did not consider a cause for my struggles beyond this. One
schoolteacher told my grandmother that “children like him don’t fit in and don’t do
well.” As I aged, I managed to shed the ‘child of a drug addict’ label. My weakest subject
at school was always English, and my grades in written exams never did my level of
knowledge justice. This continued through secondary school and into college, where I
had to sit retakes of retakes in order to gain entry into medical school. Despite
acknowledgement of this discrepancy, I was labelled as lazy by some teachers, and none
considered that I might have a learning difficulty.
It was not until I started at medical school that I was diagnosed with dyslexia. Looking
back, this had silently shaped my life and schooling up to that point. Combined with my
early childhood experiences, this had given me the drive to prove to myself that I could
not only survive, but also flourish academically. That said, studying medicine was not
without its challenges. Those with dyslexia were singled out for exams – whilst this
allowed us to be given extra time, this also acted to highlight that we were ‘different’
from the rest of the cohort. It also transpired that, despite not being diagnosed until my
second year, no retrospective support or acknowledgment of low grades in my first year
could be made, resulting in a significant pull down on my graduating average scores –
something that had the potential to have disastrous impacts when it came to entering
work through the national application/allocation system for first year doctors in the
United Kingdom (UK). This contributed significantly to my anxiety.
Between my third and fourth years of medical school, I took a year out to study a Master
of Science (MSc) in Medical Education. I looked into dyslexia when considering potential
dissertation topics. I was astounded to find that there had been no studies exploring the
experiences of dyslexic medical students or doctors. I subsequently undertook an
interpretive phenomenological study into the experiences of dyslexic medical students.
During this time, I developed a close working relationship with my supervisor. He
became my mentor and, later, a good friend. We have continued working on this topic
together in the years since this, building upon the scarcity of literature – not only
concerning dyslexia, but also dyspraxia.
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Disability and medical education
Equality and diversity are not new concerns. However, discourses surrounding this area
have evolved through time, influenced by cultural and political factors (1). It was not
until the 19th century that society began to recognise the importance of supporting
disabled individuals (2). For example, in 1864, President Lincoln authorized the creation
of the National Deaf-Mute College in the United States (3). However, the concept of a
‘disability’ generally remained physical or visible in nature, such as blindness or
‘madness’, and great societal disparities remained (2). It was not until the 1980s that
disability studies emerged as a discipline, following the birth of the disability rights
movement (1). This academic discipline subsequently began to document the challenges,
discrimination and abuse that disabled individuals faced in their lives (1). This era also
saw the rise of challenges to the traditional, medical view of disability as something to be
cured (1). In modern times, there exist a variety of definitions for disability. For example,
the UK Equality Act (2010) defines one as “a physical or a mental impairment” which
“has a substantial and long-term adverse effect on a person’s ability to carry out normal
day-to-day activities” (4). As such, this protective legislation covers the traditionally
‘invisible’ Specific Learning Difficulties (SpLDs) such as dyslexia and dyspraxia.
There exists a drive within medicine to create a workforce that is representative of the
population it serves (5). As such, equality and diversity have become key considerations
over recent years. In 2018, the UK Medical Schools Council reported that the proportion
of entrants to medical school disclosing a disability “closely mirrors the proportion of
applicants to higher education with a declared disability” (6). Whilst gradually increasing,
this prevalence remained at only 10% in their 2016 data (6). Furthermore, in 2020, the
UK Office for National Statistics reported that “23.0% of disabled people aged 21 to 64
years in the UK had a degree as their highest qualification compared with 39.7% of nondisabled people” (7). Whilst it may be true that some disabilities may preclude access to,
or successful completion of higher education, the disconnect between these data may
also imply lingering issues – i.e., whilst we may be on par with higher education in terms
of admissions, we may not yet have reached our goal of overall inclusivity.
Guidance such at the General Medical Council’s ‘Welcomed and Valued’ promotes
widening access and inclusive approaches. This states that “a diverse population is better
served by a diverse workforce that has had similar experiences and understands their
needs” (8). However, in a 2020 survey, the British Medical Association found that “there
is a widespread belief that medicine does not have a disability inclusive culture” (9). They
also identified many experiences of bullying/harassment, a fear of disclosure, and
difficulty obtaining reasonable adjustments (9). Therefore, whilst efforts to widen access
may have improved admissions to medical schools from those with disabilities, their
subsequent educational and work experiences do not seem to reflect this ethos. Given
that a commitment to inclusivity means more than diverse recruitment, the experiences
of those with disabilities is an area of high importance for research in medical education.
In order to best support, we must first understand.
Social role valorisation and the looking glass self
Wolfensberger introduced the theory of social role valorisation (SRV) (10, 11). As human
beings, we characteristically define ourselves and others by our roles within society (11)
– I am a doctor, I am dyslexic, I am an academic, to name but a few examples. SRV
outlines how society assigns value to its members based upon their perceived roles (10).
10

As such, “people’s welfare depends extensively on the social roles they occupy” (11).
Those holding roles deemed to be of less value (e.g., disabled, poor or elderly
individuals) are vulnerable to marginalisation and ill treatment (12). This, in turn, may
lead to systematic experiences of abuse, rejection or segregation (12). This macro level
social devaluation is therefore likely to be reflected in micro level social interactions. This
could, in turn, impact on the self-perception of these individuals, further impacting on
their wellbeing. Cooley introduced the concept of ‘the looking glass self’ in his book
“human nature and social order” (13). This proposes that our sense of self is grounded in
our relational interactions with others. Cooley proposed that the development of our
sense of self is a three-stage process. Firstly, we imagine how we appear to others (13).
Secondly, we imagine how others judge us based upon this appearance (13). Finally, we
consider how this makes us feel about ourselves (13). Our sense of others’
perception/judgement, such as that potentially perceived through social devaluation, is
therefore pivotal to of our sense of self and subsequent wellbeing. This may be key to
understanding the wider impacts of the dyslexic/dyspraxic label.
Over time, SRV has also attracted criticism for several limitations. For example, Elks
argued that this theory overlooks the role of the individual in the social determination of
their worth (14). As such, they proposed that ‘social valorisation’ may be a more holistic
term (14). Furthermore, SRV has been criticised for being both too conservative and too
liberal in its approach by individuals at each end of the political spectrum (15).
Neurodiversity and the social model of disability
The neurodiversity movement was born in response to the tragedy narrative
surrounding autism (16). Jim Sinclair’s 1993 essay “don’t mourn for us” formed a
cornerstone to this (16). He challenged us to reframe our perceptions of autism through
the ownership and humanisation of diversity (17). The term ‘neurodiversity’ was
subsequently coined in 1998 by Judy Singer (18). The movement aims to celebrate
diversity and challenges us to reframe our societal view of neurocognitive disability away
from one of disorder towards one of difference (19). The term ‘neurodivergent’ refers to
individuals “with a condition that renders their neurocognitive functioning significantly
different from a “normal” range” (18). Whereas the term ‘neurotypical’ refers to
individuals “within that socially acceptable range” (18). Singer has argued that, rather
than being synonymous with neurological disability, neurodiversity is “an analytical lens
for examining social issues such as inequity and discrimination” (20). Whilst the
movement was originally created in the context of autism, it has since branched out to
encompass SpLDs (19). Neurodiversity ties in well with the social model of disability,
which argues that societal, cultural and environmental factors act to disable individuals
who might not be considered disabled in other settings or times (21). This theoretical
framework again challenges us to view disability as a sociocultural construct.
Another important concept brought to the forefront of debate following “don’t mourn
for us” is the nomenclature used to discuss neurodivergent conditions (17). In particular,
the use of identity-first language (“autistic person”) versus person-first language
(“person with autism”) (22). Whilst I was unable to locate any direct research on this in
the context of dyslexia or dyspraxia, a survey of the UK autistic community and
corresponding professional and support networks found that the majority of autistic
individuals preferred identity-first language (23). However, the same study found that
most professionals use person-first language (23). This is an interesting disconnect. I too
use person-first language throughout my works. When I first began this research
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journey, I did use identity-first language. However, I received negative peer reviews from
journals, telling me that “dyslexic medical student” sounded colloquial. I was instead
advised to use “medical student with dyslexia”, and this is a habit that has since stuck
with me – something I intend to counteract within this chapter. I have since co-authored
a short paper on this with regards to SpLDs with a dyspraxic colleague, discussing some
of the background and contrasting our personal preferences (24).
Neurodiversity is not without its criticisms. For example, Nelson argues that, whilst its
political commitments and its challenge to overmedicalisation are valuable,
neurodiversity fails to accept that some individuals are inherently impaired/disabled –
instead promoting an overly simplified view of pure, unimpeded diversity (25). Similarly,
the social model of disability could also be criticised for the opposite reason – because it
proposes that impairment does exist, which then becomes a disability due to societal
demands. However, Oliver argues that a primary focus on impairment itself acts to
politically sabotage the social model’s aims/ethos (26).
Dyslexia, dyspraxia and social constructionism
There is no set consensus on defining dyslexia or dyspraxia. Shrewsbury outlines how
social, cultural and political influences may impact on the discourse surrounding dyslexia
over time (27). As such, key aspects of definitions also differ between different
stakeholders, such as the British Dyslexia Association or the International Dyslexia
Association, for example (27). Most definitions, however, seem to centre around
reading/writing difficulties and issues with phonological processing. Similarly, definitions
of dyspraxia vary between different sources (28, 29). To that end, there is potential
contention as to whether dyslexia or dyspraxia truly exist as objective, measurable
entities. This ties in with the theory of social constructionism (SC), which is a welldocumented lens through which to view social inequalities (30). SC argues that our
understanding of reality is assembled through social interaction (30). That is to say that
we assign meaning to our experience and knowledge of the world through relational
interaction with others (30). SC is, therefore, an epistemological concept, which
concerns itself with the nature and acquisition of knowledge (31). As such, rather than
concerning itself with the nature of reality, it instead scrutinises the way in which we
perceive and interpret it (31). In Transactional Analysis (TA) terms, it has been argued
that we lose true awareness of our surroundings as young children (32). Stewart & Joines
explain that “as we grow up, most of us are systematically trained to deaden our
awareness” (33). This is because we are indoctrinated into automated attempts at
interpreting the world in the context of parental definitions (33). This supports the
theory of SC and, potentially, challenges the traditional, medical model of disability,
which views disabilities as objective problems, which are intrinsic to individuals and
therefore promotes a focus on diagnostics and treatments (34). In other words, might
dyslexia and dyspraxia as diagnoses in fact just be socially constructed labels? McKinlay
et al call this the “fallacy of misplaced concreteness” (35). This relates to the
aforementioned social model of disability, which argues that impaired individuals are in
fact disabled by societal and environmental factors (26). Through promoting a reframed
discourse on the topic, we may gradually strive to reclaim the disability concept and
promote a change in our socially constructed knowledge – i.e., the views that society
accept and promote as truth.
Within each of my included original research studies, participants’ knowledge,
experiences and perceptions were moulded in the context of their sociocultural
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environment. SC is well associated with an autoethnographic approach given its
inherently cultural focus (36). Its application to interpretive phenomenological work is
also clear – acknowledging and embracing this view on the nature of knowledge in our
co-constitutional approach to analytic interpretation. In fact, the philosophical works of
both Husserl and Heidegger formed part of the basis for SC (35). SC challenges
traditional, positivist thinking (35). For example, McKinlay et al argue how prevalence
data are not the simple, objective entity that they appear to be under a positivist lens
(35). These are in fact socially constructed entities secondary to the diagnostic reasoning
processes of physicians (35). Much like all human knowledge, these cannot be known in
isolation from the sociocultural context in which their meaning was constructed (35).
The same mindset can be applied to my own surveys. Whilst they sought to quantify our
prior, exploratory findings, they do not lack in social grounding. The reported
experiences will inevitably be embedded in the social and cultural realities of
participants – and in those of ourselves as researchers and readers. As such, wider
sociocultural meaning should be considered in the interpretation of these. For example,
within “medical students’ attitudes towards and beliefs about dyslexia”, what might have
led to the negative views held by some participants? Could the view of dyslexia as an
“excuse for stupidity” be the consequence of educational or cultural background? Could
it stem from the hidden curriculum within medical school, whereby it might be
unknowingly passed down from teaching staff or clinicians? Potential sociocultural
interpretation such as this is not only important in seeking understanding within the
results, but also in generating insightful areas for future research.
Personal troubles and public issues
C. Wright Mills discussed the relationship between individual experience and wider
societal structure (37). Within this, he coined the terms ‘personal troubles’ and ‘public
issues’ (37). He argued that the role of the social scientist is to explore these personal
troubles, in relation to research participants, and to use these to shed light on wider
public issues (37). This argument was based on the belief that personal troubles exist
only within the sociocultural settings of the individuals in question. As such, they cannot
and should not be viewed as completely distinct of one another (37). To that end, in
order to understand the wider public issues at play, it is important to first explore the
personal troubles of individuals in-depth. In keeping with this, within my original
research works, we explored the personal troubles of our participants – including
ourselves within our autoethnographic studies. We then considered these in the context
of the wider medical education system at both undergraduate and postgraduate levels.
Another area deemed important by C. Wright Mills was the historical context at play
(37). Interestingly, within some of our works, even our participants made this link
through discussing the negative impacts of tradition on the medical education system in
the UK. We did not, however, typically consider wider historical context.
Discipline-specific literature
When my series of research began, in 2014, there were only five studies published
concerning dyslexia in medical education. Three compared exam results between
dyslexic and non-dyslexic medical students (38-40). These have been reviewed in-depth
in my included paper “the exam performance of medical students with dyslexia” and are
subsequently not re-discussed here (41). The remaining two were older (1988 and 1995)
and carried limited relevance to my area. No studies had focused directly on dyspraxic
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medical students or doctors prior to our own work. Searches have also identified no
other research concerning dyspraxia in medical education since our own projects. Table
1 summarises the current original research concerning dyslexia and/or dyspraxia within
medical education, excluding my own works and the exam performance studies.
Author
(year)
(reference)
Dyslexia
Guyer
(1988)
(42)

Newlands
et al (2015)
(43)

Methods

Key findings

Comments

Case study of a
single medical
student referred for
a dyslexia diagnostic
assessment.
Quasi-grounded
theory. Semistructured
interviews with
dyslexic foundation
year one doctors.

•

•

Does not discuss wider
sociological theory /
philosophical
underpinnings.

•

Does not discuss wider
sociological theory /
philosophical
underpinnings.

•

Briefly mentions the
social model of
disability.
Does not discuss wider
sociological theory /
philosophical
underpinnings. This is,
however, in keeping
with the focus of the
journal.

•

•

•
•
•

•

Locke et al
(2016)
(44)

Qualitative (specific
approach not
stated). Semistructured
interviews, in situ
interviews, and an
online survey with
dyslexic doctors.
Semi-structured
interviews with
other key
informants.
Freedom of
information
requests for support
policies.

•

•

•
•
•
•

Dyslexic individuals should be
allowed to study medicine.
There are some advantages of being
dyslexic, including creativity and
verbal skills.
Dyslexic doctors struggled with
various tasks related to reading and
writing. They also reported issues
with concentration, time
management and keeping up with
fast-paced ward rounds.
Dyslexic doctors struggled with
stress and performance anxiety in
work.
Dyslexic doctors used double
checking and safety-netting to aid
coping in clinical settings.
Dyslexic doctors used a variety of
technological aids, including smart
phone apps to cope. However,
these did not provide solutions.
Some dyslexic doctors opted not to
disclose through concerns that this
may be viewed as help-seeking
behaviour or may result in bullying.
Dyslexic doctors struggled with
weak short-term memory, leading
to struggles remembering patient
names, for example.
They also highlighted the individual
nature of strengths and weaknesses
between these individuals, whereby
some participants’ strengths were
others’ weaknesses.
Some dyslexic doctors felt
embarrassed about seeking help.
Difficulties in dyslexic doctors were
“exacerbated by time pressure.”
Some dyslexic doctors reported
strengths with oral presentations.
Dyslexic doctors made use of
assistive technologies, such as
dictaphones, speech recognition
software and online spellcheckers.

•
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Shrewsbury Interpretive
(2018)
phenomenology.
(27)
Semi-structured
interviews with
dyslexic doctors.

Dyspraxia – none published
SpLDs in general
Banks et al Cross-sectional
(1995)
study. Outcomes of
(45)
medical students
and doctors (n=86)
referred for
diagnostic
assessments after
under-performing in
their medical
studies.
Musto
Mixed methods.
(2013)
Qualitative
(46)
interviews, a pilot
survey and a main
survey study.

•
•

•

•

•

•

Qualitative (specific
approach not
stated). Semistructured
interviews with
medical students
with SpLDs.

•
•

24% were diagnosed with “a
reading disability” following
assessment.

•

•

•

•

Rowlands
et al (2013)
(47)

Dyslexic doctors may find it harder
to take feedback on board and to
integrate into wider medical teams.
There exists a need to help dyslexic
doctors to develop self-compassion.

•
•
•

Doctors with SpLDs, including
dyslexia and dyspraxia, struggled
with their short-term memory,
leading to difficulties learning and
remembering new information.
Doctors with SpLDs reported
strengths in relation to empathy
and communication skills.
In the case of doctors with SpLDs,
coping strategies included writing
out new words repeatedly to
memorise spelling and using their
watch arm to tell left from right.
Doctors with SpLDs were
embarrassed and ashamed of their
SpLD. Some were made to feel like
“idiots” and feared being treated
negatively by others. Some had
experienced direct discrimination
from tutors in their medical studies,
leading to fears in working life.
The medical school setting may
overwhelm pre-existing coping
strategies.
Dyslexic medical students may
worry about discrimination.
Clinical placements lacked supports
for dyslexic medical students.

•
•

•

•

•
•

•
•

Doctoral thesis.
Provides a detailed
exploration of theory
and philosophical
underpinnings.
No peer reviewed
publication(s) found.

Does not discuss wider
sociological theory /
philosophical
underpinnings.
It did not report on
dyspraxia.

Doctoral thesis.
No peer reviewed
publication(s) found.
Thus, when my own
works began, we were
not aware of it.
Does not differentiate
many of the findings
between different
SpLDs.
Uses the models of
disability as a
theoretical framework.

Does not differentiate
between different
SpLDs.
Interviews were
notably short (about 15
minutes each). This
may restrict the data.
Briefly discusses the
social model of
disability.
Explores reframing of
SpLDs to provide a
theoretical framework.
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•

Does not discuss
philosophical
underpinnings.

Table 1: Literature overview.
Given that most of the literature was published after my own works began, it did not
have a large role in shaping my early work. However, there were studies published in the
wider literature that helped to frame our views and research design. For example, there
were several pre-existing studies on the experiences of dyslexic nursing students or
dyspraxic higher education students / adults (48-53). Studies such as these helped us to
consider some of the challenges that dyslexic and dyspraxic individuals might encounter
in university and clinical settings. They also introduced us to the concept of coping
strategies/mechanisms. As time has progressed, more studies have been published
(table 1). These have helped to refine our understanding and arguments. Some studies
have, however, conflated dyslexia and dyspraxia by studying SpLDs in general. Whilst
these have provided some insight, I feel uneasy about this lack of differentiation. Each
SpLD presents with different impairments and, as such, introduces different issues.
Conflation of these into a single entity may, therefore, not be a helpful way of advancing
knowledge. I have already discussed SC and the issues surrounding diagnostic labelling in
relation to this. Further abstraction may limit the usefulness of generated data and act
against the individual nature of difficulties and supports, both between specific SpLDs
and individual people.
Collaboration and insider research
Louis & Bartunek discuss the concepts of ‘inquiry from the inside’ and ‘inquiry from the
outside’, in relation to the life positioning of researchers (54). The distinction between
these approaches relates to the distance between researcher and participant, be that
psychological or physical. In particular, insider researchers are likely to be members of
the group under scrutiny (54). Traditional, outsider research stems from positivist
traditions (54). Insider research, however, better aligns itself with an interpretivist
paradigm (54). Insider research, therefore, carries obvious, interpretive and contextual
benefits (54). However, it also carries certain limitations. For example, issues with role
conflicts (55).
Collaborative research has the benefit of utilizing the different skillsets of each
researcher (56). However, this brings with it the potential for conflict within teams (56).
In particular, mixed insider-outsider (IO) research teams have a longstanding place in the
social sciences (54). Collaborative work of this nature carries certain advantages over
insider teams. For example, it can be difficult to “see the obvious” as insider researchers
(57). As such, an IO team can help to overcome this. Insider researchers also embark on
a necessary journey of reflection throughout their work (57). Outsider colleagues can
provide an external perspective and grounding for this and, where necessary, suggest
supports are sought. This could be of particular importance for sensitive research topics
like my own. Furthermore, Lapadat outlines how IO teams can prevent
misrepresentation of research (58). My included works hold true to this collaborative
ethos. Each paper includes mixed IO teams. I did not personally experience the known
risks of conflicts or power imbalances within such teams. On reflection, the most notable
limitation introduced by the collaborative approaches were delays in submission for
publication. Where multiple colleagues needed to review and approve draft
manuscripts, this resulted, in some cases, in delays of many months. This was, however,
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far overshadowed by the wealth of experience and different skillsets that each
collaborator brought. For clarity, table 2 summarises my own involvement in my
included works.
Shaw SCK, Malik M, Anderson JL. The exam performance of medical students with
dyslexia: a review of the literature. MedEdPublish. 2017; 6(3): 2.
Conception /
I was fully involved in the conception and design of this study,
design
alongside John Anderson.
Data collection
I gathered the data for this study in its entirety.
Analysis
I was fully involved in the analysis of the data. I undertook the
meta-analysis with Muzaffar Malik, and the narrative synthesis
with John Anderson.
Write-up
I was fully involved in the write up. I was the main author writing
up the initial draft of the paper.
Other comments I am the corresponding author.
Shaw SCK, Anderson JL, Grant AJ. Studying medicine with dyslexia: a collaborative
autoethnography. The Qualitative Report. 2016; 21(11): 2036-54.
Conception /
I was fully involved in the conception and design of this study,
design
alongside John Anderson.
Data collection
I gathered the data for this study jointly with John Anderson.
Analysis
I was fully involved in the analysis of the data. I led the analysis.
This was then verified by John Anderson.
Write-up
I was fully involved in the write up. I was the main author writing
up the initial draft of the paper.
Other comments Shaw SCK, Anderson JL. The experiences of medical students with dyslexia: an
interpretive phenomenological study. Dyslexia. 2018; 24(3): 220-33.
Conception /
I was fully involved in the conception and design of this study,
design
alongside John Anderson.
Data collection
I gathered all of the data for this study.
Analysis
I led the initial analysis. This was then verified by John Anderson. I
then led the re-analysis 2 years later for the publication version of
the research, again verified by John Anderson.
Write-up
I was fully involved in the write up. I was the main author writing
up the initial draft of the paper.
Other comments This paper was based on research undertaken for my MSc
(Medical Education) dissertation. However, the publication itself
has not been submitted for a previous degree. I am the
corresponding author.
Anderson JL, Shaw SCK. The experiences of medical students and junior doctors with
dyslexia: a survey study. International Journal of Social Sciences & Educational
Studies. 2020;7(1):62-71.
Conception /
I fully involved in this equally with John Anderson.
design
Data collection
I fully involved in this. We jointly constructed the survey and I led
on recruitment.
Analysis
I was fully involved in the analysis jointly with John Anderson.
Write-up
I was fully involved in the write up jointly with John Anderson.
Other comments I am the corresponding author.
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Hennessy LR, Shaw SCK, Anderson JL. Medical students’ attitudes towards and
beliefs about dyslexia: a single-centre survey study. International Journal of Social
Sciences & Educational Studies. 2020;7(4):69-79.
Conception /
I was not involved in this stage.
design
Data collection
I was not involved in this stage.
Analysis
I was fully involved in the analysis. I led on the final analysis for the
publication version.
Write-up
I led on the write up of this research for publication. However,
Laura Hennessy had previously written up a different version for
her individual research project.
Other comments Laura Hennessy used this research to contribute towards her
medical degree at Brighton and Sussex Medical School. I
collaborated but was not a supervisor. I have not submitted the
work towards any degrees of my own (and no one has used the
published version). I am the corresponding author.
Walker ER, Shaw SCK, Price J, Reed M, Anderson JL. Dyspraxia in clinical education: a
review. The Clinical Teacher. 2018;15(2):98-103.
Conception /
I was fully involved in the conception and design of this literature
design
review.
Data collection
I assisted Eleanor Walker with the searching and filtering process.
Analysis
I was fully involved in the narrative synthesis of the data, which
was led by Eleanor Walker.
Write-up
I jointly wrote up the initial draft of this paper with Eleanor
Walker.
Other comments Eleanor Walker used this research to contribute towards her MSc
(Medical Education) at Brighton and Sussex Medical School. I was a
collaborator – not a supervisor. I have not submitted the work
towards any degrees of my own (and no one has used the
published version).
Walker ER, Shaw SCK, Anderson JL. Dyspraxia in medical education: a collaborative
autoethnography. The Qualitative Report. 2020;25(11):4072-92.
Conception /
I was fully involved in the conception and design of this study –
design
alongside Eleanor Walker and John Anderson.
Data collection
I gathered the data for this study jointly with Eleanor Walker and
John Anderson.
Analysis
I was fully involved in the analysis of the data. I jointly analysed
the data with Eleanor Walker and John Anderson.
Write-up
I jointly wrote up the initial draft of this paper with Eleanor
Walker.
Other comments Eleanor Walker used this research to contribute towards her MSc
(Medical Education) at Brighton and Sussex Medical School. I was a
collaborator – not a supervisor. I have not submitted the work
towards any degrees of my own (and no one has used the
published version).
Walker ER, Shaw SCK, Reed M, Anderson JL. The experiences of foundation doctors
with dyspraxia: a phenomenological study. Advances in Health Sciences Education:
Theory and Practice. 2021. Online ahead of print.
Conception /
I was fully involved in the conception and design of this study –
design
alongside Eleanor Walker and John Anderson.
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Data collection
Analysis

N/A – data were collected entirely by Eleanor Walker.
I conducted the analysis alongside Eleanor Walker and John
Anderson in an iterative process. Eleanor Walker led this process.
Write-up
Eleanor Walker created a draft paper for her MSc dissertation. I
then worked on this to refine it into a formal manuscript. We then
all jointly refined this further for submission.
Other comments Eleanor Walker used this research to contribute towards her MSc
(Medical Education) at Brighton and Sussex Medical School. I was a
collaborator – not a supervisor. I have not submitted the work
towards any degrees of my own (and no one has used the
published version). I am the corresponding author.
Table 2: Overview of my role in my published works.

Methodology and methods
Research can be a messy process (59). For example, Mellor recalls how, for much of his
PhD, he had no clear method or research question (60). Despite this, Clark et al discuss
how this messiness is often overlooked within published outputs, in favour of a polished
account (61). Such accounts overlook the resilience and personal learning journeys that
so often seem to drive research projects.
First and foremost, I consider myself a qualitative researcher. Denzin & Lincoln discuss
how a qualitative researcher is a ‘bricoleur’ (62). Levi-Strauss defines this as a “Jack of all
trades” who undertakes a “kind of professional do-it-yourself” (63). This emphasises the
wider, sociologically inclined goals of qualitative research over the individual methods
employed. My wider readings have led me to reflect on this. It seems to me that, in
much of modern qualitative work, we forget these unifying principles – the artistic and
adaptable nature of our approaches – in favour of a focus on methodological purity and
rigidity, which borders on the positivist. This seems particularly prevalent within my own
field of medical education, whereby many seem to hold strong views on what are
deemed acceptable methods of inquiry. This is supported by Denzin, who discusses how
ever-increasing “restraints are being applied to qualitative, interpretive research” (64).
This has been described by some as the ‘tyranny of method’ (59, 60). The ethos of
approaching research with the wider goals in mind is reflected in my included works.
Their central focus is one of subject matter rather than one of methodology. To that end,
overall, they pragmatically employ a variety of different methodological approaches to
best suit their individual needs. Naturally, this introduces challenges in succinctly
outlining contextualisation and unity, given the different philosophical alignments of
different research approaches. For example, the post-positivist approach of the surveys
compared to the interpretivist focus of the autoethnographies and phenomenological
studies. This also opens the door to a variety of paradigmatic critiques. Those from
positivist research backgrounds may critique the sample sizes within my qualitative
papers – drawing on principles such as reliability and generalizability. For example, under
a positivist paradigm, my autoethnographic work would be considered lacking – the
story of one individual could be considered a weak approach that does not progress
knowledge towards accessing the one true reality. Similarly, those from
interpretivist/constructivist backgrounds may view survey work as reductionist in its
approach to generating knowledge. Personally, I take a subjective view on the nature of
reality and knowledge. I believe that there are multiple realities for multiple people,
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born of our own interpretations of the world – and that our meaning making cannot be
viewed independently from our historical, social and cultural context.
As an autistic individual, I cherish structure and predictability. Without this, I find myself
slipping into panic through over-awareness of disorganisation and chaos – both at a
personal and wider, societal level. This insight, alongside its impacts on me, could be
considered both a strength and a hindrance. It does seem to grant me unique insights
into societal structures and individual behaviours – a useful trait within qualitative
approaches. However, it also induces high levels of stress and anxiety. As such, in my
early works, I was highly focussed on the ‘correct’ way to approach all aspects of my
research. This created a form a blindness to wider goals. In essence, I longed to be a
wilful participant in the aforementioned tyranny of method. My supervisor at the time,
John Anderson, helped me to overcome this narrow mindset. He gradually enlightened
me to the adaptable, pragmatic artform of qualitative work – helping me to overcome
my need for such rigid structures in research settings. Over time, I have therefore been
able to relinquish some of this sense of control and embrace the beauty of adaptability.
Throughout this section I will discuss and critique my approaches throughout the
included works. I will also touch upon my own learning as best I can within the word
limits.
Literature reviews
This series of research began with my research into dyslexia. The first venture was to
explore the existing literature. Following searches, it became apparent that there was
almost a complete dearth of literature in this area. In the first instance we tried to
publish a review with a broader focus than the published version – concerning wider
issues, such as lived experiences, and drawing upon existing literature in nursing
education. However, journals did not like that we drew on transferable concepts in the
absence of discipline-specific research. This lack of prior publications proved to be a
significant hinderance to the earlier work in terms of background references that could
be applied firmly to the discipline of medical education. When combined with the
concurrent publication bias, this was a real challenge for the early years of my research.
We therefore adapted our research question and began again. We re-reviewed, focussed
purely on exam performance for the purpose of our review. The final published version
was the first published systematic review on the exam performance of dyslexic medical
students. However, I am first and foremost a qualitative researcher. This paper therefore
provided me with a good opportunity to leave my comfort zone and to learn about the
basics of meta-analysis. However, due to the way the data were presented in the
included papers, we were only able to analyse for one exam type. Strikingly, this
revealed a very high level of heterogeneity (I2 = 92%). According to the Cochrane
Collaboration, an I2 value over 75% may be classed as “considerable” heterogeneity (65).
This proved to be a fatal flaw in the application of meta-analysis to the problem. Given
there were only 3 studies from which to extract data, we were also unable to undertake
any subgroup analyses. As such, to ensure we did not mislead our readers, we chose not
to include our direct findings from the meta-analysis. We felt this to be the most
ethically appropriate way forwards in the dissemination of our findings. Given its
quantitative nature, this paper was a real challenge for me and my heavily interpretivist
leanings. Whilst the approach was at odds with my interests and strengths, it was
important for me to develop the skills to be able to pragmatically solve research
problems that are not purely limited to the interpretivist paradigm. However, given my
own philosophical stance, I was able to see some clear weaknesses in the approach. For
20

example, whilst the narrative summary revealed positive findings with regards to exam
performance, they overlooked the subjective experiences of these students – something
that I feel is vitally important. For example, short of speculation, we cannot understand
the lack of equal performance in first year students without the meaning and
understanding provided by an exploratory, qualitative approach.
The second arm of this thesis concerns the impacts of dyspraxia on medical education.
This series of research was undertaken alongside a dyspraxic medical student. This began
with a literature review, which highlighted even less research than the initial scoping
review for dyslexia. Unlike the dyslexia review, there was no cross-sectional work to
compare – nothing to meta-analyse. In fact, there were no published studies that were
specific to dyspraxic medical students or doctors. Instead, we found a small number of
studies that carried transferable messages. Looking back, the biggest issue within our
work here was the lack of a structured appraisal of included articles. At the time, we
took the stance that all relevant papers should be included due to the scarcity of existing
work. This mentality was aimed at beginning to fill the void of publications in the area to
inspire more, high quality work. However, in retrospect, I can now see how this may risk
presenting potentially flawed evidence as truth. In turn, this could negatively impact the
discourse surrounding dyspraxia in medical education and potentially degrade the
research area as a whole. This has been a good learning point for me in the years since
this review was undertaken. This was the first literature review published concerning
dyspraxia in clinical education. However, if I were to have the opportunity to do it again,
I would give more attention to the methods – in particular, to the quality assessment of
articles.
Autoethnographic work
Autoethnography felt like a natural progression from our attempts at broad literature
reviews of potentially transferable issues. Autoethnography refers to the study of a
cultural group to which the researcher belongs (66). It straddles the disciplines of
creative writing and the social sciences (67). This approach strives to view researchers’
own, culturally grounded experiences through an ethnographic lens. Denzin has argued
that autoethnography is both born of and the future of ethnography (64). In relation to
traditional ethnography, Lapadat explains that “in maintaining the fiction of objectivity,
researchers failed to place themselves in the study or to acknowledge their own motives,
perspectives, emotions, and status” (58). Therein lies the value of autoethnographic
inquiry.
Ethnography itself has long been assimilated into medical education research, inspired
by early works such as Becker et al’s “boys in white: student culture in medical school”
(68). Autoethnography, however, remains in its infancy within this field, despite having
much to offer medical education (69). The beauty of autoethnography lies in the
recognition that, as true insider researchers, our entire lives can be viewed as rich, sociocultural immersion. This replaces the traditional ethnographic approach of participant
observation, whereby an outsider researcher immerses themselves in another social or
cultural group of interest for a period of time (70). During this period of observation,
ethnographers traditionally take field notes, which may be supplemented by focussed
interviews (71). These data sources are later analysed in order to generate an
understanding of the social or cultural group under scrutiny (71). However, unless the
researcher is a full member of the group under study – a “complete participant” (70) –
one could argue that this approach lacks the true insight that stems from insider
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research. That brings me nicely on to one of the main critiques of the autoethnography
movement – having only a single participant. I have had autoethnographic studies
rejected from journals because editors have felt the experiences of a single individual
were not a useful study type for generating knowledge. However, not only does this
conflate ethnographic and phenomenological aims, but I would argue that this belief
demonstrates an oversight of one of autoethnography’s most innovative factors. I argue
that an autoethnography should not be viewed as a qualitative case study of one
participant. It should instead be considered a window straight into the cultural world
under study. In essence, the participants are every individual, every group and every
environment with which the researcher has ever interacted in order to construct their
sense of reality. This is because we are our culture. We live and breathe this culture
through our true, insider participation. It shapes who we are, our experiences and our
world views. This, however, introduces ethical challenges. These ‘others’ who may be
implicated in autoethnographic works are not ‘participants’ in the traditional sense. They
are not consented, and they are not sought after to gather data. However, they are
discussed in the researcher’s account of their own interpretation of their world. By
virtue of our own, constructed selves in the context of our milieux, these interpretations
and memories will almost certainly differ between individuals. This is a dilemma for
autoethnographic researchers – how best to tell the story without upsetting or
negatively implicating specific others. I have previously discussed the importance of
adopting a relational ethical approach in such works (72). Dauphinee outlines how
researching the limited (single) reality of the researcher may be an ethical issue in itself
(73). Within the analytic sphere, I feel that acknowledging this and seeking to uncover
possible wider issues within the relevant sub-culture is a test of researcher integrity to a
relational ethical approach. Furthermore, Lapadat argues that autoethnography in itself
promotes “ethical social change in the interest of making the world a better place” (58).
This may be achieved through its commitment to challenging dominant norms in the
strive for social justice (58). Grant explains that, “grounded in the ontological assumption
of the ‘self’ as a socio-cultural entity, autoethnography interrogates and critiques
practices and power imbalances in order to make advances in social justice” (67). To me,
this demonstrates the power and influence that this relatively modern research
approach can bring. However, this approach requires researchers to reveal a degree of
personal rawness and vulnerability to the world. To this day, I remember how
challenging I found my first autoethnography. I would sit at my desk, frustrated at my
struggles with writing, but also torn between my desire to advance knowledge in this
area and the associated ‘outing’ that would come with this approach. This emotional
turmoil made for a turbulent process across the write up. I have since published an
educational resource with SAGE, which outlines the process, strengths and risks
associated with this research approach (74).
Within the autoethnography movement, there are two schools of thought, which
influence our approach to the research. Firstly, there is the school of evocative
autoethnography. This draws on an epistemology of emotion (36). This argues that
emotional impact and development is in itself a form of knowledge and, as such,
promotes the telling of pure, richly detailed stories. These can take the form of short
stories, without any form of analysis or methods discussed (75, 76). This approach
embraces defiance in its divergent path from traditional social science research. The aim
of such studies is to immerse readers in the emotional, culturally grounded life story of
the researcher. However, in contrast to this, analytic autoethnography more closely
aligns itself with mainstream social sciences (36). This takes the stance that certain
mainstream research principles should not be overlooked – the transparency of clear
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and appropriate methods, for example. It also strives for analytic interpretation of the
experiences reported, rather than descriptive storytelling (36).
Given our own philosophical beliefs and aims, we adopted analytic autoethnographic
approaches in our studies. Denzin & Lincoln outline how part of the role of a qualitative
researcher is to adapt their approach to the needs of the project (62). They discuss how
this relates to the context, the available tools and what the researcher is able to do in
the given setting (62). In our case, we chose to include in-depth interviews. These, in
part, helped to overcome our literary difficulties, which could be reflected in our written
accounts. They also allowed emotional aspects to be probed more deeply. The resulting
transcripts were then combined with autobiographical accounts to add a further richness
to the data and to provide a source of triangulation. Adopting an analytical approach
allowed us to consider potential issues and to highlight multiple areas for further
research/exploration. That said, our choice of approach is not universally accepted as
best practice. Ellis & Bochner heavily critique analytic autoethnography in their
“autopsy” of the approach (77). They argue that the power and poetry of the story is lost
in this approach and that readers, therefore, become detached spectators (77). They
explain that, as evocative autoethnographers, they “want to dwell in the flux of lived
experience” whereas, in the analytical approach, others aim to “to appropriate lived
experience for the purpose of abstracting something they call knowledge or theory”
(77). This debate is interesting. Whilst I understand Ellis & Brochner’s stance and its
epistemological defence, I feel that the analytic approach is important for extrapolating
wider understanding and promoting change. That said, I agree that overly complex
debates of theory or philosophy act to alienate and disengage readers – especially those
who may struggle with reading. Such approaches may therefore promote distance
between researchers and participants / wider society.
A large focus of mine in the dyspraxia autoethnography was also teasing out the
culturally relevant information in order to step beyond description of experiences and
into the ethnographic sphere. This was something that I was able to do by drawing on
my experience over the years since my original autoethnography. For example, I added
the section on considering disability as a sociocultural phenomenon and I also helped to
explore some of the cultural considerations in the discussion. This was the first
autoethnographic study concerning studying medicine with dyspraxia to be published.
Phenomenological work
This then led naturally into my MSc dissertation project (2014-15) – an interpretive
phenomenological study of the lived experiences of dyslexic medical students.
Phenomenology refers to the study of lived experience (78). There are two schools of
phenomenology – interpretive (also known as hermeneutic) and descriptive (table 3)
(79). Loosely speaking, these could be considered comparative to evocative and analytic
autoethnography in their different aims.

Ontology

Descriptive
There is a true, objective
reality.

Interpretive
Reality is subjective. It is
interpreted according to the
experiences/beliefs that
influence us in our society and
culture.
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Epistemology

Reality is accessed by an
Reality is accessed by
unbiased researcher who
researchers admitting and
“brackets out” their
embracing their preconceptions.
preconceptions.
Methodology
The researcher begins with a
The researcher can use prior
blank canvas and should not
knowledge/experiences to
attempt to anticipate or shape inform the development of the
the data collection.
study.
Results
Transparency and openness allow participants’ experiences to be
accurately reported.
Interpretation? Interpretation corrupts
The researcher must search for
participants’ accounts and
meaning and, as such, should
should therefore be avoided in interpret the results.
favour of pure description.
Table 3: Descriptive versus interpretive phenomenology. Adapted from my own previous
published work on the topic with John Anderson (78).
Descriptive phenomenology (DP) originates from the work of Edmund Husserl (80).
Husserl described how, in order to access participants’ true experiences, one must first
consider and negate one’s own prior experiences, beliefs and prejudices (78). This
process is known as transcendental subjectivity, and is commonly achieved through the
process of “bracketing” out prior preconceptions and beliefs (79). This was argued to
create a state of “presuppositionlessness” (78). In essence, the researcher should remain
a blank slate in order to not influence the design, data gathering or analysis. For
example, it has been argued that researchers should not conduct a literature review in
advance of such studies (79). One might argue that DP therefore applies a somewhat
more objectivist lens to qualitative research. Given the aim of total
presuppositionlessness, it would also be ill advised, and fundamentally impossible, for
insider researchers to undertake such studies. Therein lies the birth of interpretive
phenomenology (IP). IP originates from the work of Martin Heidegger, who was a
student of Husserl’s (79). Heidegger argued that merely describing phenomena without
some element of interpretation was impossible, and thus he founded IP (80). Within this
approach, researchers’ own experiences, beliefs and preconceptions are embraced
throughout studies (78). These can be useful for building a sense of camaraderie with
participants during recruitment and data collection (78). Furthermore, they are used to
seek a deeper level of understanding within the data – a sense of ‘meaning-making’ that
may not even be obvious to the participants (80). This could be considered comparative
to tapping into the unconscious. TA theory can be used to frame this concept another
way. Within TA it is recognised that the world we experience may be outside of our
direct awareness – for example, through the impact of ulterior transactions. Within TA a
transaction is a unit of communication – an “exchange of information” (81). For example,
“good morning Seb, how are you?” This would be a transaction between the speaker and
myself. An ulterior transaction refers to a situation in which a seemingly simple
transaction actually carries a hidden, different meaning (82). This is, in itself, out of the
awareness of both parties. In TA terms, we call this outside of Adult awareness (83). As
such, whilst the direct awareness of this transaction might appear to be a simple “good
morning”, there may be a secret, “ulterior” meaning to be deciphered (82). Therein, I
argue, lies the importance of interpretation within in-depth qualitative research –
embodied within the IP approach. Whilst participants may be aware of surface level
experiences and their own subsequent interpretations, there may be more to uncover
outside of their Adult awareness. This ties in well with another tenet of IP, co24

constitutionality. This refers to the way in which we as researchers reach our analytic
conclusions – the combination of participants’ reported experiences and our own
meaning-making of these in the context of our prior knowledge (84). This embraces a
true sense of intersubjectivity in its approach (79).
It has been argued that, within the publication of phenomenological research,
knowledge is advanced in two distinct ways – through the imparting of both cognitive
and non-cognitive meaning (84). Cognitive meaning refers to the advancement of our
direct understanding of the phenomena under study (84). In contrast, non-cognitive
meaning refers to the poetic and emotional impacts of reading the research output and
participant stories (84). Therefore, this combination of cognitive and non-cognitive
meaning holistically enriches our broad understanding of life (84).
The dyslexia autoethnography had presented a structured opportunity to consider my
own stance on this topic in depth, as is an important step within IP. This allowed me to
then confidently progress onto the next stage. This was the first qualitative study to
explore the experiences of dyslexic medical students (other than my autoethnography) –
although one had recently been published looking at its impacts on the working lives of
foundation doctors (43). In the report, we stated that I gathered data using unstructured
telephone interviews with dyslexic junior doctors. However, in reality, these were
loosely structured interviews (see table 4). This is something I have come to realise in the
years since the project. Whilst I had no set questions to explore, I certainly did have
loose topic areas in mind based on my own experiences – an important aspect of the IP
approach. The interviews made me think about the level of trust that qualitative
research participants place in us as researchers, and the privileged position we are in to
be able to hear and give voice to these. In that sense, it reminded me of the push for
social justice that can be achieved through in-depth qualitative methods. Here, I would
also like to critique our choice of telephone interviews. Personally, I find these more
comfortable to undertake than traditional, face-to-face interviews – possibly due to
being autistic. However, these would not universally be considered gold standard. Block
& Erskine explain how these may lack important, non-verbal cues within the
communication (85). However, Musto outlines how they may be logistically more
feasible when studying doctors due to their busy schedules and often wide geographical
dispersion (86). Furthermore, they may promote a deeper sense of anonymity for
participants and may also be more cost effective (85, 86). These considerations were
paramount to our choice of approach in our studies. Since this study, we have also
published another educational resource with SAGE, which outlines the philosophy,
approaches and conduct of phenomenological research in medical education (78).
Type of interview
Structured
Semi-structured
Loosely structured
Unstructured

Meaning
Set questions, covered in a set order.
Set questions, flexible wording and order.
Guided by a set of topic areas, but no set questions.
No set questions or topic areas. Maximum flexibility
within the interviews.
Table 4: Types of qualitative interviews. Adapted from my own previous published work
on the topic with John Anderson (78).
Once again, this publication has a sister study in the dyspraxia arm of the thesis. This was
an interpretive phenomenological study of foundation doctors with dyspraxia. Much like
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between the autoethnographies, this study allowed me to make use of several years of
wider reading and work in its conduct. For example, we incorporated more of a
theoretical framework through the application of the medical and social models of
disability. This allowed for an improved analysis of potential socio-cultural issues.
However, in doing this, it was important to walk a fine line so to not cross over into
ethnographic territory. In keeping with this, another learning point for me since the first
phenomenological study was the consideration of analysis methods. For the included
studies we used a general thematic analysis to generate our results. Whilst this was not a
weakness, it did lead to the generation of some themes that were not strictly
phenomenological in nature. This was reflected in the initial peer review of the dyslexia
phenomenological study, which largely related to teasing out the actual experiences
rather than including some data that were purely relating to thoughts and opinions (i.e.,
potentially stepping more into the ethnographic sphere). Spiers & Riley discuss how
thematic analysis and Interpretive Phenomenological Analysis (IPA) can both have their
place in such studies (87). Whilst thematic analysis can be a useful method for exploring
and comparing experiential data within IP studies, IPA differs in that it “is designed to
focus on existential, idiographic elements by unpicking individuals’ meaning-making
about their experiences” (87). This comes back to one of the aforementioned tenets of
IP regarding the search for meaning that may not even be known to participants.
However, neither analytic approach is incorrect (87). Thematic analysis provides a more
structured approach to the overall analysis (87). On a personal note, this sense of
structure makes the process much more accessible to me as a neurodivergent individual.
Thematic analysis is therefore my preferred analytical method for overcoming my own
dyslexic and autistic difficulties. This is particularly true when facilitating thematic
analysis through the incorporation of a template analysis, as I did in the dyslexia IP study.
Survey work
Throughout the dyslexia phenomenological study, it became clear that participants
reported a variety of troubling and unexpected experiences. We therefore realised that
there was a need to assess the generalizability of our findings. As such, we then designed
and undertook a survey study to assess just this – a non-comparative, cross-sectional
study. The survey itself was grounded in participants’ reported experiences from the
initial, phenomenological work and produced some interesting findings that helped to
advance knowledge in this area. For example, prior to this study, there were no
published data regarding the life period in which dyslexic doctors were diagnosed – i.e.,
before medical school, during medical school or thereafter. These data have since
opened the door to further research in this area. In terms of the survey itself, we could,
perhaps, have asked some of our questions in different ways to extend the scope for
possible analyses. For example, variables such as age were asked in a categorical way.
Perhaps, on reflection, this might have been useful to ask as a continuous scale.
Laura Hennessy and John Anderson then used our earlier work to design and run a
survey exploring non-dyslexic medical students’ attitudes towards and beliefs about
dyslexia. This research was conducted as Laura’s individual research project as part of
her medical degree at Brighton and Sussex Medical School. Following this, I was brought
onto the team to assist in analysing and writing up the research for publication. As such,
whilst I was not involved in the design or data gathering, I was heavily involved in the
analysis and write up. Through studying non-dyslexic medical students, this paper
provided fascinating local insights into the issues previously highlighted by dyslexic
participants with regards to interactions with their non-dyslexic peers. Part of the
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innovation in this approach was my co-researchers’ choice of an online survey as the
data collection tool. At first glance, this might seem at odds with somewhat exploratory
work such as this, which would more often adopt a qualitative approach in the first
instance. However, given the sensitive nature of the topic, and the expectation that
some participants may hold controversial views, a survey design allowed for a sense of
total anonymity, which may have acted to reduce social-desirability bias. This belief is
supported by Duffy et al, who discuss how participants may be more likely to report
“undesirable behaviour” in an online survey than directly to a researcher (88). It is
possible that we may undertake a larger, multi-centre survey in the future.
An important area to consider for survey papers is validity and reliability. Within these
studies we did not undertake statistical testing of validity or reliability. This was, in part,
because we were not attempting to create a diagnostic scale. As such, concurrent and
discriminant validity testing, for example, would have been inappropriate for our aims.
Furthermore, we lacked both the time and resources to undertake formal content
validity testing. We followed a similar precedent to that set by Musto in her doctoral
thesis exploring the coping strategies in doctors with SpLDs (46). Her survey was
constructed from exploratory, qualitative data, in much the same way as our two. Whilst
face validity was loosely checked, like ours, Musto did not include statistical validity or
reliability checks. She did, however, include two informal cognitive interviews, which we
did not. These were, however, with fellow PhD students rather than members of her
target population. In that sense, her PhD adopted a similar approach to my own included
surveys. At the time of undertaking these studies, which was several years before they
were published, I had developed a firm interest and skillset in qualitative methods but
was encouraged by my supervisor to push myself out of this comfort zone to further
advance dyslexia research in medical education. As such, I was learning on the go under
the supervisory guidance of John Anderson, who had been working with survey methods
since the 1970s. This post-positivist research paradigm was new and alien to me. As
such, in retrospect, I can see several areas for improvement if I were to undertake survey
research again in the future. Firstly, it may be worth giving more thought to content
validity checks in the design of questionnaires, should time and resources allow for this.
Secondly, I would pilot surveys externally to the research team. I would also consider
using cognitive interviews to more deeply explore face validity and to confirm participant
understanding of the questions being asked. These can be particularly useful when
researching sensitive areas such as this (89). Finally, I would also consider assessing their
test-retest reliability.
Another important area to discuss here is sample size calculations. These are often
considered to be an important aspect of gold standard cross-sectional research (90).
However, opinion is divided. It has been argued that a sample size calculation is nothing
more than a “guess masquerading as mathematics” (91). Furthermore, Machin has
argued that multiple smaller studies meta-analysed would be more generalizable than a
single, large study anyway (92). Whilst I can see that this may hold obvious ethical
dilemmas for interventional research, I am inclined to agree in the context of
observational studies such as the included surveys. I do, however, concede that this
carries the risk of overpowering studies and therefore producing statistically significant
results in the absence of a large effect size (93). However, given the low estimated
prevalence of dyslexia in medicine, a low number of respondents were anticipated,
regardless of recurrent recruitment waves. In reality, the true prevalence of dyslexia in
the medical workforce also remains unknown to this day. This would have reduced the
accuracy of any attempt at a sample size calculation, as it would be based upon non27

evidenced guesswork. Furthermore, from a reflective, pragmatic perspective, online
surveys as a data collection method do not afford researchers tight control of participant
numbers in the way that other approaches can.
My main co-author across my included works, John Anderson, has recently written a
research methods textbook (90). Within this he includes a chapter on the use of survey
methods in health and social care research, citing a variety of studies over the past fifty
years (90). Table 5 outlines my included surveys against his 8-stage approach to survey
research.
Step
The issues
and research
question
The
population
Sample size

Sampling
approach

Piloting
The study
itself
Analysis

Experiences survey
Detailed using our prior exploratory,
qualitative work.

Attitudes and beliefs survey
Detailed using our prior exploratory,
qualitative work.

Dyslexic junior doctors, providing an
overview of experiences in medical
school and work.
No calculations. Pragmatically
speaking, researchers do not have
tight control over participant
numbers in online surveys.
Online survey. Non-probability,
purposive sampling. Multiple
foundation schools and a Deanery.
Therefore, also representing
multiple medical schools.
Piloted by myself but not outside of
the team. This is a limitation.
As described.

Non-dyslexic medical students,
providing current views regarding
dyslexia and dyslexic peers.
No calculations. Pragmatically speaking,
researchers do not have tight control
over participant numbers in online
surveys.
Online survey. Non-probability,
convenience sampling. Single medical
school.
Piloted by Laura Hennessey but not
outside of the team. This is a limitation.
As described.

The main statistics were descriptive.
Inferential statistics were used to
compare gender differences – e.g.,
the test of the significance of the
differences between proportions.

The main statistics were descriptive.
Inferential statistics were used to
compare gender and year group
differences – e.g., the Chi squared test
of association and the Mantel-Haenszel
test of linear-by-linear association.
Write up
As seen.
As seen.
Table 5: My included survey works compared to an adapted version of John Anderson’s
8-stage approach (90).

Overall contribution to knowledge
My combined works unify to shed light on the experiential, social and cultural world of
studying medicine or working as a doctor as a dyslexic individual. This spans from
measures of exam performance to detailed accounts of personal, lived experience. The
variety of methodological approaches used allowed for a broad exploration of the topic
area. In keeping with C. Wright Mills’ aforementioned work, personal troubles, located
within participants’ individual milieux, were used to consider and critique potential
public issues within the sub-culture of medical education in the UK.
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Direct contributions to my field
The structured approach to this series of research lends itself well to discussion of its
coherent contribution to the field. The initial literature reviews highlighted a general
dearth of research in the area. The autoethnographies began to fill this void by
considering the vital socio-cultural aspects in the context of our own experiences. The
phenomenological studies then provided a wider view on the experiences themselves
and related these back to the slowly growing body of the research in the area. The first
survey study was able to then assess the generalizability of our findings about the lived
experiences of dyslexic medical students and junior doctors, and also provided some
useful data regarding their dyslexic difficulties and diagnostic timeline. These data have
then inspired and informed on-going future works, as I will outline below. Finally, the last
survey study was grounded in the data from our phenomenological work. This then
provided insight into the other side of the coin. Until this point, we knew only the
perspectives of those with dyslexia – this provided a perspective from the outside
looking in. Table 6 provides an overview of each paper in terms of what it adds to the
literature.
Paper
The exam
performance of
medical students
with dyslexia: a
review of the
literature
Studying medicine
with dyslexia: a
collaborative
autoethnography

How it leads on from
the previous study
N/A

What it adds
•
•
•

Nothing at all was
known about the
experience of studying
medicine with dyslexia.
This study began to fill
that void.

•
•
•
•
•

The experiences
of medical
students with
dyslexia: an
interpretive
phenomenological
study

My own experiences
had been reported.
Now there was a need
to explore the
experiences of others.
This study did that.

•

•
•
•

Highlighted a lack of literature.
Highlighted high heterogeneity between
existing studies.
Suggested, with noted limitations, that the
exams studied so far may be fair for
dyslexic students.
The first study to report any experiences of
studying medicine with dyslexia.
The dyslexia diagnosis brought with it an
emotional burden.
Provided cultural insights – for example,
the possible impact of student ranking
systems.
Teaching may be a strength for dyslexic
individuals.
Added a rich story to the existing literature
(in keeping with an epistemology of
emotion).
The first published study to more widely
explore the lived experience of studying
medicine with dyslexia. However, some
others had considered experiences in work.
There may exist issues with regards to
stigma, disclosure, isolation and bullying.
Participants reported difficulties with
essays and objective structured clinical
exams.
Abstract thinking, practical skills and
supporting students were felt to be
strengths.
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•
•
•
•
The experiences
of medical
students and
junior doctors
with dyslexia: a
survey study

We now had an
overview of the
experiences of a few
individuals. This study
quantified these
previous findings.

•
•
•
•

•
•
•
Medical students’
attitudes towards
and beliefs about
dyslexia: a singlecentre survey
study

We had an overview of
the experience of
studying medicine and
entering work with
dyslexia. This was,
however, one sided.
This study assessed the
situation from the
perspective of nondyslexic medical
students.

•

•
•
•

•
•
•

Dyspraxia in
clinical education:
a review

We had begun to
document the
experiences of dyslexic
medical students and

•
•

Dyslexia support groups were desired.
Pastoral support seemed to be lacking.
Some held a sense of pride for surviving
medical school.
Some reported being accused of faking
their dyslexia.
The first published survey to explore the
experiences of dyslexic medical students
and junior doctors.
We reported their range of dyslexic
difficulties.
We documented their time of diagnosis –
e.g., before medical school versus at
medical school versus after medical school.
High proportions of participants recalled
feelings of stupidity, inadequacy, anxiety,
shame as both medical students and junior
doctors.
Bullying did seem to be an issue, albeit not
universally experienced.
Some felt that being dyslexic impacted on
their selection for medical school.
Almost all felt that dyslexia impacted on
their achievement at medical school.
The first published survey to explore nondyslexic medical students’ attitudes
towards and beliefs about dyslexia (and
dyslexic peers).
Most participants agreed that dyslexic
peers should be supported.
A minority resented dyslexic peers for the
support they received and felt it was unfair.
Nearly 1/3 thought a dyslexic peer was
faking it, and nearly 1/2 thought a dyslexic
peer might be exaggerating or exploiting
their diagnosis.
Bullying was only witnessed by 7% of
participants.
Almost all felt they knew what dyslexia
was. However, their subsequent attempts
at defining it showed a lot of variation.
We identified a significant association
between participants’ year-group and the
belief that extra supports (beyond extra
time in exams) for dyslexic peers was
unfair.
The first published review of dyspraxia in
clinical education.
There was a lack of research in this area.
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Dyspraxia in
medical
education: a
collaborative
autoethnography

junior doctors.
However, nothing was
known about dyspraxic
students. This review
explored the wider
literature for
transferable concepts.
The review highlighted
a total dearth of
research on the
experience of studying
medicine with
dyspraxia. This study
began to fill that.

•
•

Some transferable insights could be taken
from other disciplines.
Research was needed.

•

The first published study to report on
experiences of studying medicine with
dyspraxia.
• Cultural insights – once again, for example,
competitive student ranking was an issue.
• Dyspraxia carried a heavy emotional
burden and impacted negatively on her
happiness in her medical studies.
• She worried that a dyspraxia label might
prevent her entering a surgical career.
The experiences
We knew my co• The first study to more widely explore the
of foundation
researcher’s experience
lived experiences of studying medicine and
doctors with
of studying medicine
transitioning into work with dyspraxia.
dyspraxia: a
with dyspraxia. There
• Getting diagnosed was felt to be a benefit
phenomenological was now a need to
by all.
study.
explore the experiences • Two of the three participants were
of others. This study did
diagnosed before medical school.
that, using dyspraxic
• In contradiction to the findings of the
junior doctors.
previous autoethnography, all felt able to
pursue a surgical career.
• All felt that a lack of understanding of
dyspraxia drove the existing stigma.
• Coping mechanisms included avoidance of
multi-tasking, reflection and repetition.
• Strengths were felt to include
determination to succeed, resilience, and
social skills.
• Supportive mentors/supervisors were vital.
• Stigma regarding dyspraxia may exist.
Table 6: A brief overview of how each study advances knowledge.
Throughout many of my included works, dyslexic/dyspraxic individuals feared judgement
from their neurotypical peers. In keeping with the looking glass self, this seemed to
negatively frame their own self-perceptions and subsequent interactions with others.
These experiences also seemed to reflect the negative labelling effect that is their social
role (e.g., ‘the dyslexic’) within medical education. However, interestingly, our survey of
non-dyslexic medical students did not confirm this – finding that, in fact, only a minority
reported holding this negative view. This perceived fear of judgement is therefore an
interesting area requiring further research.
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Wider impacts within medical education
In addition to the academic contribution of the studies themselves, these works also had
some wider impacts on a local, national and international level. On a local level, it has
triggered the introduction of formal teaching on dyslexia on our postgraduate medical
education courses. It has also triggered the re-formatting of several colleagues’ teaching
materials to be more inclusive for dyslexic learners. This has also been reflected at
medical education conferences (such as the Association for the Study of Medical
Education Annual Scientific Meetings), where senior educationalists have said that
presentations of this work have changed their views or practice – their choices of font
and slide colours, for example. This has also led to the development of an advice article
about teaching dyslexic medical students. This was published by John Anderson and I in
Medical Teacher (94). Whilst this was published before much of the research, this was
due to write up and peer review times. The article was written following the dyslexia
literature review, autoethnography and phenomenological study.
My published works have also formed part of the basis for Professor Satendra Singh’s
fight for inclusivity in medical education in India – where, at the time, students with
SpLDs were precluded from studying medicine (95). Over the years, the included
publications have also been read by countless dyslexic medical students and junior
doctors. I subsequently receive many emails thanking me for the work and/or asking for
support/advice. The dyslexia autoethnography in particular provided others with a form
of validation for their experiences and helped to reduce a sense of isolation. Similarly, I
am aware that Eleanor Walker has received such emails regarding the dyspraxia
autoethnography. The emails we receive with regards to this, whilst sometimes
upsetting to read, act to validate the research’s real-life impacts to me.
Finally, this section could not be complete without also discussing the impacts of the
research on the participants themselves. Within the autoethnographies, we discussed
the therapeutic aspects of the autoethnographic work on researchers. However, we
must also consider the participants in the phenomenological works. It felt surprisingly
common for participants to discuss how useful and interesting they found the interviews
after the recordings stopped. Furthermore, I was also re-contacted several years later by
one of the participants from the “experiences of medical students with dyslexia” study.
She wanted to let me know that the interview had really helped her to see her troubles
in a different way, and that it had led to her overcoming her difficulties and ‘coming out’
to her family.
Future research
Following on from the included works I have begun undertaking several more, relevant
projects. I recently conducted another autoethnographic study, using my own
experiences to explore the impacts of dyslexia on the prescribing of medicines. This is
currently under review with a journal. This may yet progress to a phenomenological
study of dyslexic doctors in the future. In turn, that could be followed by another survey,
incorporating my prior learning points.
I also recently undertook another phenomenological study of the learning experiences of
dyslexic medical students during the COVID-19 pandemic. I was the Principal Investigator
for this study, which is also under review with a journal. I have also recently supervised a
student undertaking her own autoethnographic journey, exploring the impact of having
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undiagnosed dyslexia on the medical school admissions process. One of the inspirations
for this was the prevalence discrepancy between medical students (1.7%-7%) and the
general population (10%) (96-98). One of my aforementioned survey studies also
highlighted that most of the dyslexic doctors were diagnosed at medical school or later
(99). Therefore, this led to us wondering if the secondary/further education systems and
the medical school application process might be inadvertently weeding out undiagnosed
dyslexic individuals. This is currently being written up.
This series of research has also inspired research in other, related disciplines. Another
student I have recently supervised has been researching the experiences of dyslexic
pharmacy students using an interpretive phenomenological approach. This was an area
ripe for exploration, as there was nothing previously published. This is currently in the
write up phase. It is possible that this could lead on to a survey study in the future to
consider the generalizability of some of its findings. Furthermore, a qualitative study of
the development of coping strategies in dyslexic nursing students has recently built upon
and referenced my work (100).
Another area of growing interest is assessment. I had initially intended to undertake a
project exploring performance in the national prescribing safety assessment. However,
during planning, an equivalent paper was published by another team, which found that
there was a statistically significant difference in score between candidates with and
without reasonable adjustments (101). However, one thing that struck me was the small
effect size, which should influence our interpretation of the results. Other teams have
also now explored the impacts of dyslexia in the general practice training exams (102,
103). However, there remains work to be done with regards to medical student exams
and those of other specialty training pathways.
There is also scope to continue the dyspraxia research. The obvious first step would be a
sister study to the first dyslexia survey, aiming to assess the generalizability of the
phenomenological findings.

Concluding statement
When I first started this research journey, little was known regarding the experience of
studying medicine and entering training with dyslexia or dyspraxia. This series of
publications has been grounded in my own experiences as a human being and as a
dyslexic doctor. As such, they have primarily embraced an interpretivist approach
throughout. It has been a steep learning curve and a journey of personal growth. It has
required me to develop a strong sense of self, a reflexive approach, and an emotional
resilience to the difficulties of my research participants. It has also required me to face
some of my own inner demons – re-surfacing through the on-going reflection on my
experiences. It has given me the opportunity in particular to explore qualitative research
methods in-depth, and to apply them to an area of strong personal interest. I am also
now proud to see that the resulting papers currently form a significant chunk of the main
body of literature internationally on this topic. That said, there remains much more
research to be done in this important area, which I continue to contribute towards in my
on-going academic career. In order to nurture and support, we must first understand.
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Abstract
Introduction:
Dyslexia is a common condition. Estimates suggest it effects approximately 10% of the worldwide population, and 1.7% of UK medical
students. This review aimed to explore the existing literature concerning the exam performance of medical students with dyslexia.
Methods:
A Review of Medline, ERIC, PsychInfo, The Cochrane Library, and Google Scholar was conducted in accordance with the PRISMA
checklist. Papers were accepted if they concerned the exam performance of medical students with dyslexia.
Results:
Three papers were selected for review. These were all cross-sectional studies comparing exam results in students with dyslexia and without
dyslexia – and the impacts of extra time in exams. A risk of bias assessment determined that all three were appropriate to include in this
review. A meta-analysis was planned but could not be performed because the number of studies was low and heterogeneity between the
studies too high.
There was consensus that Multiple Choice Question exams were fair for students with dyslexia, when extra time was allowed. Essay type
exams were found to be particularly challenging for students with dyslexia. Students with dyslexia were also found to be at a disadvantage in
their first year.
Discussion:
Overall, the evidence suggests that medical students with dyslexia are slower to adapt to medical school and under-perform early in the course.
However, with appropriate supports, they appear to perform on a par with their non-dyslexic peers as they progress through their course.
Our review highlights the need for more research in the medical student population.
Keywords: Dyslexia, Specific Learning Difficulties, Neurodiversity, Literature Review, Medical Students

Introduction
Dyslexia can be defined as “a learning difficulty that primarily affects the skills involved in accurate and fluent word reading and spelling... It
is best thought of as a continuum, not a distinct category, and there are no clear cut-off points” (Rose J, 2009). It is classified as a Specific
Learning Difficulty (SpLD) (Wray et al., 2012). In accordance with the Equality Act (2010), employers and educators therefore have a duty to
make ‘reasonable adjustments’ to ensure that people with dyslexia are not unfairly disadvantaged or discriminated against (Great Britain,
2010).
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Dyslexia is a common condition within the United Kingdom, and estimates indicate that up to 10% of the worldwide population have dyslexia
(Siegel, 2006). As medical schools strive to admit students from a wider, more representative, spectrum of society, it is not surprising that
students with dyslexia (SWD) would be joining their ranks.
In 2009, the British Medical Association (BMA) estimated that 1.7% of medical students reported having an SpLD and that this number may
be on the increase (British Medical Association, 2009). A recent report suggested that, in Brighton and Sussex Medical School, 10% of their
medical student population have SpLDs (Mason et al., 2013). A commitment to Widening Access may have increased the prevalence over the
past five years.
Our aims were twofold. Firstly we aimed to explore the effect, if any, of dyslexia on the exam performance of UK medical students.
Secondly, we aimed to identify whether supportive measures made a difference on exam performance.

Methods
In order to identify relevant research, Medline, ERIC, PsychINFO, The Cochrane Library and Google Scholar were searched. No time,
language or location restrictions were used. Reference searching was also conducted in an attempt to identify further relevant studies. In an
effort to ensure that relevant studies were not missed, search terms were kept broad. Combinations of “medical students”, “healthcare
students”, “medical school” and “dyslexia” were used – along with wildcarding and MeSH Terms. Searches were performed up to February
2017. Using the PICOST criteria, our inclusion criteria were as follows (Ho et al., 2013 May):
Population – medical students with dyslexia;
Intervention – N/A;
Comparison – none, or medical students without dyslexia;
Outcome Measures – exam performance;
Study design – any;
Timing – no restrictions.
Our exclusion criterion was studies not matching the above inclusion criteria. The PRISMA checklist was used to facilitate the production of
this review (Moher et al., 2009). Our PRISMA flow diagram can be seen in Figure 1 (Moher et al., 2009).

Figure 1: Study Flow Diagram

The authors developed a standard data extraction form. Data extraction was carried out by two of the authors independently (SS & JA) and
cross-checked for concordance. Papers were assessed for risk of bias independently by two authors (SS & MM), using the Crowe Critical
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Appraisal Tool (CCAT) (Crowe and Sheppard, 2011). RevMan was used to carry out a limited meta-analysis. A narrative analysis was then
performed to compare the data from the three studies.

Results
Data Extraction
Three published (UK) studies were identified (Table 1). Their References were searched, but no additional relevant studies were identified.
Two (US) papers concerning medical students with dyslexia were rejected following quality assessment. A third study was rejected, as it
concerned the lived experiences of junior doctors with dyslexia.
The three selected papers all adopted cross-sectional approaches and were conducted in the UK. They focussed on exam performance in
medical students and the impact of remedial measures to support SWD within these exams. They analysed different exams, with different
supportive measures, in students from different mixtures of academic cohorts. They were all single-site studies. Table 1 summarises the data.

Study
Ricketts et al.

Gibson & Leinster

McKendree & Snowling

(2009)

(2011)

(2011)

Medical School

Peninsula

East Anglia

Hull York

Condition

Dyslexia & other SpLDs

Dyslexia

Dyslexia

Number with
Dyslexia/SpLD*

50 & 40

91

36

Other Students

706 & 796

777

544

Percentage with
Dyslexia*

7% and 5%

12%

7%

Years of study

1-5

1-4

1-2

Exams Included

MCQ

-

MCQ/EMQ combined

-

EMQ

As above

-

-

MEQ

-

SAQ

-

-

OSCE

OSCE

Allowances made

25% extra time

25% extra time for written exams

25% extra time for written exams

Type of study

Cross-sectional

Cross-sectional

Cross-sectional

Method

Review of exam scores

Review of exam scores

Review of exam scores
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Aims

To investigate the impact of
dyslexia on medical school
performance, and whether the 25%
extra time adequately compensated
for disability-specific difficulties

To examine:
The impact of SpLDs on different
assessment types (written and skillsbased);

To study the impact of dyslexia on
performance in different exam
formats.

The impact of dyslexia on
performance;
The difference made by adjustments
(25% extra time).

Main Results

The extra time in MCQs allowed
students with SpLDs to perform as
well as others.

Without adjustments, SWD did less
well (especially in SAQ) than others.
Adjustments did not influence
dyslexic students’ results in 1st year
EMQs.
SWD did less well in OSCEs in 1st
Year but did as well later.

All of the exam types studied could
be completed (with adjustments)
just as well by SWD as others.
A variety of assessment types
should be included in medical
student assessments.
No differences in scores on
performance-based OSCEs.

Giving extra time in written exams
had a positive effect.

Additional Issues
Highlighted

In addition, MCQs are acceptable to It is important to conduct research into
most students with SpLDs and
students’ attitudes to assessment types.
seemed fair.
Further research is needed into the
suitability of support packages.

Although high performing SWD –
“compensated dyslexics” – have
developed some coping skills, they
may be more anxious than others
and require extra emotional
support.

Table 1: Data Extraction.

Risk of Bias Assessment
In selecting the tool for a risk of bias assessment for cross-sectional studies, we browsed NICE guidelines, Cochrane guidelines, Evidence
Based Medicine, the Critical Appraisal Skills Programme tools, and other tools for risk of bias assessment. No tools were available from these
sources. We then looked at other sources and were only able to identify one. This was the CCAT from Dr Michael Crowe at James Cooke
University, Australia (Crowe and Sheppard, 2011). Using this tool we assessed the risk of bias within the papers and found the following.
Two assessors independently agreed that all three studies were deemed sufficiently rigorous to review.
Ricketts et al’s abstract was vague about the number of separate participants within their study – “over 900” (Ricketts et al., 2010). This was
not clarified within their full text, instead referring to the figures highlighted above in Table 1. In order to gain a full understanding of the
paper, the full text had to be read. The full text itself was clear, with a good search and presentation of the background literature and a good
discussion of where their study fits into the existing literature. Ethical approval was “covered by a general ethical approval for medical
education research granted by our medical school’s Research Ethics Committee” (Ricketts et al., 2010). The discussion was logical and
insightful. Clear and accurate conclusions were drawn. Study limitations were clearly discussed.
Gibson & Leinster’s abstract made no reference to the methodology or exact methods of the study. The full text, however, was sound.
Background literature was appropriate; clear aims were stated, methods were well explained and appropriate statistical tests were applied. The
discussion was easy to read and was appropriate. Study limitations were clearly discussed. Ethical approval was appropriate.
McKendree & Snowling’s abstract was clear and well subheaded. All sections of the abstract were well explained and logical. They contained
appropriate background literature and stated clear aims within the introduction. Methods were explained in an overly complex way that made
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them difficult to understand. However, after detailed scrutiny, these were logical, and appropriate statistical tests were employed. Some data
referred to within their report were, however, not presented within their tables. The discussion was appropriate, but lacked much reference to
the wider literature. There was no clear discussion of study limitations. Ethical approval was appropriate.
Meta-analysis
We planned to perform a meta-analysis of the comparable papers, for Multiple Choice Question (MCQ) and Extended Matching Question
(EMQ) exams, from Ricketts et al. and Gibson & Leinster’s studies. However, the level of heterogeneity was found to be very high (I2 =92%)
indicating that any meta-analysis could be misleading. We could not see any obvious causes for this difference, nor could we carry out any
subgroup analyses, because there were only two studies. Likewise, we were unable to perform a meta-analysis for Objective Structured
Clinical Examinations (OSCEs), as Gibson & Leinster did not provide their data on this assessment method. We therefore report a narrative
summary below.
Narrative Summary
Ricketts et al. (2009, N = “over 900”) found that SWD or other SpLDs performed equivalently to other students within MCQ exams when
special adjustments were in place (Ricketts et al., 2009). They only included data from students with “a complete assessment record across the
academic year…” and did not restrict the data to dyslexia-only, but presented them as “dyslexia / other SpLD” (Ricketts et al., 2010). It is
therefore unknown if poorer performing SWD dropped out or did not complete the academic years, or if the results were indeed representative
of dyslexia as a stand-alone condition – as opposed to SpLDs in general. This may have altered the final results. It is also unclear why they
chose to remove participants who had not declared their ethnicity from their analysis. Their aim was to explore the effect of dyslexia/SpLDs,
not ethnicity.
Gibson & Leinster (2011, N = 777) compared the performance of medical SWD and medical students without dyslexia in EMQs, Short
Answer Questions (SAQs) and OSCEs (Gibson and Leinster, 2011). Their findings supported those of Ricketts et al. – finding similar
performances between SWD and students without dyslexia in MCQ exams (Gibson and Leinster, 2011). They, however, found that SWD
tended to under-perform within both EMQs and SAQs (Gibson and Leinster, 2011). This underperformance was only present within the firstyear students, suggesting that SWD may just take longer to adapt to the academic requirements of the degree (Gibson and Leinster, 2011). It is
interesting to note that the poorer performance of SWD, compared to the rest of their cohorts, was also apparent in OSCEs (ANOVA, P <
0.05) (Gibson and Leinster 2011). They found that SWD performed more poorly in data interpretation stations, and stations requiring the
interpretation of clinical imaging (chi squared, P < 0.01) (Gibson and Leinster 2011).
McKendree & Snowling (2011, N = 544) studied the impact of dyslexia on student performance within MCQs, EMQs, Modified Essay
Question (MEQs) and OSCEs (McKendree and Snowling, 2011). They found that SWD with special support measures currently in place –
extra time in written assessments – did not under-perform in any of these assessments and, therefore, did not require further adjustments
(McKendree and Snowling, 2011). They also acknowledged the current lack of research into the effectiveness of non-MCQ assessment
methods for SWD: “we hope that this study will be the first of many to look at a wider range of examination types” (McKendree and
Snowling, 2011).
McKendree & Snowling’s statement, “…if students with dyslexia are at a disadvantage, this should show up in the early years of the
curriculum”(McKendree and Snowling, 2011) could, possibly, reflect an outdated view of the struggles associated with dyslexia and the
settings in which these students under-perform. Their study excludes the later, clinically oriented years, thus, possibly excluding important
aspects of SWD’s educational experiences.
The above studies all draw conclusions from performance within summative examinations. Little reference is made to performance within
clinical settings or across courses in their entirety.

Discussion
We identified three papers, which studied medical students with dyslexia in the UK. These all examined the impacts of allowing extra time
(“compensations”) for SWD in examinations. It was not possible to conduct a meta-analysis of their findings because of the low number of
studies and the high level of heterogeneity between them. Thus we summarised and reported their findings.
MCQ: Ricketts et al and McKendree & Snowling agreed that 25% extra time in MCQs allows students with dyslexia/SpLDs to perform as
well as other students.
EMQ: Gibson & Leinster and McKendree & Snowling agreed that 25% extra time helped compensate for dyslexia. However, Gibson &
Leinster noted that this did not help First-Year students in EMQs.
SAQ: Gibson & Leinster reported that SWD were particularly disadvantaged in SAQs without the extra 25% time.
Page | 5

Shaw S, Malik M, Anderson J
MedEdPublish
https://doi.org/10.15694/mep.2017.000116

MEQ: McKendree & Snowling reported that 25% extra time allowed SWD to perform equally well in MEQs.
OSCE: Gibson & Leinster reported that 25% extra time allowed SWD to perform equally well in OSCEs. However, McKendree & Snowling
found no differences between SWD and students without dyslexia in their scores on performance-based OSCEs.
Within the wider literature concerning dyslexia in medical students there are also some notable gaps. There were no published studies on the
emotional impacts of studying medicine with dyslexia. As a potentially stigmatising condition, this is an important area. Studies of nursing
students have explored this area and found disturbing results – for example, that students felt stigmatised and unwanted on clinical placements
(Morris and Turnbull, 2006, Child and Langford, 2011). Whilst there are no similar published studies of medical students, this does
correspond with our own findings on the experiences of UK junior doctors (Shaw & Anderson, 2017). Another area lacking in research is the
disclosure habits and beliefs of medical SWD. It is known that medical students tend not to disclose “disabilities” in general (Miller et al.,
2009). Many medical students are, in fact, not aware of their learning difficulties until they arrive at medical school (Rosebraugh, 2000).
Whilst dyslexia in itself may not be considered a disability, it is possible that SWD may still be emotionally adjusting to their new label when
they first enter the clinical setting. The workloads and assessment burdens within medical schools emphasise the importance of further
investigation to explore the experiences of medical SWD and how educational supports may impact upon their performance.
There were also no studies investigating how SWD perform within medical school entrance examinations, or how Widening Access
programmes may effect their participation within medicine. Nor could we find any studies relating to performance across medical school in its
entirety.
Finally, our discussion could not be complete without the reference to the support of medical SWD. There is currently no research into what
supportive measures medical SWD would value, nor what proves to be most effective. The studies we found concluded that extra time in
exams may be effective at removing any disadvantage caused by dyslexia. But there is still a need for further studies of different exam formats,
and different supportive measures.
Limitations
We did not locate or review any unpublished data. It is possible that some unknown studies are missing from this review. The shortage of
research in this area also limits the topics discussed. This is reflected by our inability to conduct a meta-analysis and the high level of
heterogeneity between studies. Finally, the first author of this review has dyslexia. This may have unknowingly introduced bias into our
interpretation of the existing research.

Conclusions
Medical SWD may underperform early within the degree, but their performance has been shown to equalise with other students as the course
progresses – particularly as compensations are applied. Exams have been shown to not disadvantage medical SWD, so long as extra time is
allowed. These statements are, however, based on 3 single-centre studies.
There is a paucity of research in this area. There are only three recent high quality quantitative studies. There are two other (American) studies
– one idiosyncratic, and a single-case study – exploring the diagnostic rates and procedures for medical students and doctors referred for
dyslexia assessments (Banks et al., 1995, Guyer, 1988). There is a need for studies of admissions procedures, exams and supports for SWD
within medical education. The studies reviewed here are a start, but one must bear in mind the relatively small numbers of SWD included in
them.
We are in the process of conducting research in this field. Our first step was an autoethnographic study, published elsewhere (Shaw et al.,
2016). This was followed by a phenomenological study into the lived experiences of medical students and junior doctors with dyslexia – the
results concerning the experiences of junior doctors have recently been published (Shaw & Anderson, 2017). This led to the development of
an online survey questionnaire to test the generalizability of those findings (on-going).

Take Home Messages
There has been little research into medical students with dyslexia.
Medical students with dyslexia may perform on par with their non-dyslexic peers in exams, when supportive measures are in place.
Medical students with dyslexia may, however, be slow to adapt to the medical school environment and struggle early on in their studies.
The evidence on which this review is based is, however, limited. A useful meta-analysis was also not possible.
There is a need for further research into the impact of dyslexia on medical studies in general.
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The topic of this article is the experience of the impact of dyslexia on medical
studies, explored using a collaborative autoethnographic methodological
approach. The study was prompted by an initial and ongoing full search of the
literature, which revealed an absence of autoethnographic research into the
experiences of medical students with dyslexia. It has four aims: to provide an
in-depth, multi-layered account of the impact of dyslexia on a UK
undergraduate medical student; to help other students and academic support
staff in similar situations; to outline improvements that could be made to
medical and other educational curricula and examination procedures, globally;
finally, to call for further qualitative research to test out, possibly enhance, and
qualify the cultural transferability of our study. Keywords: Dyslexia, Medical
Students, Collaborative Autoethnography, Undergraduate Medical Education,
Medical Curriculum
28th October 2014
John: How do you see yourself?
Seb: I think… when I’m supported appropriately… I think I’m pretty good. I
tend to think outside the box. I can come up with answers to things that other
people can’t… because I’m able to verbally communicate and think things
through, and have my methodical structure… But I think, if I’m not supported…
If I wasn’t supported, I would have been long gone by now…
***
A Brief Introduction to Dyslexia
Dyslexia is a well-known Specific Learning Difficulty (SpLD) that impairs people’s
abilities around reading texts despite them having normal intelligence (National Institute of
Neurological Disorders and Stroke, 2011). There is no universal consensus in defining
dyslexia; however, there is agreement that it is a learning difficulty that primarily affects the
skills involved in spelling, and accurate and fluent word reading. Best conceptualised as
occurring in terms of a continuum rather than as a distinct category of learning difficulties,
there seems to be an absence of clear cut-off points in the demarcation of dyslexia (British
Medical Association, 2009). Its prevalence among medical students was given by the British
Medical Association (2009) as 1.7%.
Our review of the existing international literature found five research articles about
medical students with dyslexia. Two studies compared exam scores of those with and without
dyslexia (McKendree & Snowling 2011; Ricketts et al., 2010). Another focused on the
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diagnostic rates of medical students and physicians referred for assessment (Banks et al., 1995).
One case study discussed a medical student referred to its author for dyslexia diagnostic
assessment (Guyer, 1988), and the final article focused on dyslexic medical students’
performance in written compared with clinical performance examinations (Gibson & Leinster,
2011). No work was found that described the subjective lived-experiences of medical students
with dyslexia, and so our current study addresses this significant gap in the literature.
Method
In the context of an absence of autoethnographic research in this topic area, we
employed a multi-stage collaborative autoethnographic approach in the preparation of this
article. First, Sebastian (Seb), a UK student with dyslexia in his penultimate year of studying
medicine, wrote a 3000 word autobiographical account of his experiences of the impact of
dyslexia on him and his studies, in September 2014. He re-called those experiences from
memory as a medical student over the previous four years, from first applying to enter
undergraduate medicine through to his clinical years of study.
His initial purpose in writing this account was to complement his MSc dissertation
study, which used interpretive phenomenological methodology to explore the topic of dyslexia
impacting on medical studies more generally. On the basis of the account, John, his dissertation
supervisor, then explored these experiences with him further in an in-depth recorded interview,
which was transcribed verbatim (quotations from this interview appear throughout this article
in italicised type, either as a dialogic exchange between John and Seb or as a response from
Seb taken out of its dialogic context for narrative impact).
Then, Seb and John subjected the autobiographical account and interview transcripts to
thematic content analysis. This revealed the following theme clusters: My Dyslexia; Coping
Strategies; Awareness and Realization; Diagnosis; Emotional Impact; Impact on Studies and
Career; and Unexpected Strengths. They subsequently added thematic narrative content to the
emerging manuscript over six increasingly refined drafts, on the basis of supplementary
discussions between them, which took place over a year, from October 2014 to November
2015.
John then approach Alec, because he was the most experienced autoethnographer, in
early February 2016. Alec agreed to work with the manuscript-in-progress, to further develop,
shape and expand it through regular dialogue with Seb and John. Alec’s aims were to help Seb
expand more on the emerging themes, in emotional and embodied rather than overly-rational
ways. Alec also took overall responsibility to shape the structure of the article and Seb’s
narrative (and to a lesser extent John’s), which is organised in the theme clusters. Finally, he
aimed to help Seb develop the levels of reflexivity, cultural critique and thick description in his
narrative; and position the study in its critically reflexive autoethnographic genre context.
We shared the developing manuscript regularly among all of us. This resulted in
successive, developing iterations, to the point at which we agreed that it was ready to submit
for peer review for publication.
Ethical Issues
We have shown above how we observed relational ethical principles In the methods
section above. Procedural ethical approval from the Brighton and Sussex Medical School
Research Governance and Ethics Committee was secured for the study before its
commencement in 2014.
***
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Seb
I have always struggled with reading and writing, from a young age. For example, at
the age of five, when starting Year 1 of Primary School, I was the only person in my school
year who could not read. My grandmother helped me to overcome this hurdle by visualising
the process for me. What I mean by this is simple: she taught me to see images within the
words. For example, the first word that learnt to read was "look," because it had two eyes in
the middle of the word, looking out of the page at me.
As the years progressed, I became increasingly good at school work. Whilst I always
disliked reading (largely due to being so slow at it), I became accustomed to achieving the
highest grades in all examinations. This continued unchallenged until I reached the age of
sixteen, when I was revising for my GCSE (the UK’s General Certificate of Secondary
Education) exams. I found that I would struggle to understand what the exam questions were
asking of me. Because of this, I would write information that was correct but did not answer
the particular question. I found that this, along with a strong dislike of reading, lowered my
grades relative to those I had expected.
When I progressed onto sixth form college at the age of sixteen (where UK students are
prepared for “A” or Advance Level examinations, necessary for applying for entry to
university), I found myself having exactly the same problem within exams. This resulted in me
having to engage in multiple retakes to get the three A levels required to get into Medical
School. To this day, that is the hardest I have had to work - fighting to overcome my, as then,
undiagnosed dyslexia.
I did, thankfully, achieve the grades required to get into medical school. I then found
myself struggling, but surviving. When I was diagnosed with dyslexia in my second year, this
came as a big relief.
I successfully completed my "Academic Years" - the first two years at Medical School,
which are primarily spent in a lecture theatre learning theory. I subsequently progressed into
my "Clinical Years" - years three, four and five. In these years, medical students are primarily
based within clinical settings - learning on the job. Between the third and fourth year, I was
allowed to take a year away from the medical degree to study a Master of Science degree (MSc)
in Medical Education (September 2014-August 2015).
During this year, I came into my own. I found a supportive supervisor (John), whom I
met on the Research Methods module in my MSc. His teaching style resonated with me and I
experienced him as engaging and facilitating in a way no other tutor had been. I asked him to
supervise my dissertation and he agreed. I felt that I had I found my current and future place
within my profession – as a researcher and educator. This year was a challenge, but also highly
enjoyable and rewarding. It consisted of a 16,000 word phenomenological research dissertation
("The experiences of medical students with dyslexia") and four 3,000 word essays. Due to
adequate support, I found this year significantly less challenging than the more general stress
of medical school, despite the heavy reliance on essays and written work.
Following my MSc, I returned to medical school and, in June 2016, am now my last
month of my fourth year of studies. I will then progress into my final year of my medical degree
in September, and on into the working world from August 2017.
John
When I met Seb on the Research Methods module I teach, he impressed me with his
open-ness and enthusiasm. In retrospect, I also probably responded to a vulnerability which
hooked into the Rescuer in me (Stewart et al., 2012). There was a meeting of minds. I liked
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Seb’s ideas and introduced him to appropriate approaches. I am a fan of Interpretive
Phenomenology and Autoethnography (which Alec introduced me to).
Working with Seb is like being on a roller coaster. I was bombarded by ideas, projects
and drafts. The autoethnographic focus grew out of the deep reflexive aspect of the
phenomenological study – it was a natural extension of it and Seb took to it immediately.
Because of my training is Transactional Analysis psychotherapy, I felt confident to help Seb
deal with any demons from the past and refer his to Student Support if necessary – it wasn’t.
My suggestion to conduct an interview with Seb to facilitate the introspective process
was probably informed by both the researcher and the therapist in me.
It was both fascinating and harrowing – for both of us. Seb has lived with his dyslexia
long enough to have come to terms with it – but I had not. I found myself getting enraged on
his behalf at some of the ways he had been dealt with by “the system” and by other people. The
academic setting provided a defence – more tissues would have been necessary in therapy! It
is difficult not to get caught up in the intensity of the experiences Seb was re-visiting. I was
aware that I could escape by letting him get on with his tasks, but maintained close contact
during the study. We met several times each week. I believe that there was a high degree of
therapeutic benefit for Seb as he went through the process of expressing and documenting his
experiences from the past.
I was crucially aware of the potential conflicts in my role as we worked very closely
together through this journey. Was I teacher, mentor, therapist, colleague, father-figure, or
friend? All of these, I guess. It was a very intimate process which demanded an engagement in
which I believe we truly fulfilled Rogers’ “core conditions” of honesty and open-ness, positive
regard, and empathic understanding – on both our parts (Rogers, 1967) I saw Seb grow and
change as a person. He responded to events and other people in a more genuinely “Adult” way
(Stewart et al., 2012)). He seemed to me to grow in confidence in relationships with other
people. I maintained appropriate professional boundaries – these, to me, do not mean being
cold and aloof, but we kept to task. We only met in the office, and I did not attempt to therapise
Seb! Now I warmly view him as a protégé, a colleague, and a friend.
The work was demanding for both of us and we each had to deal in our own way with
the emotional and academic issues involved. We supported each other.
Alec
I was very pleased when John approached me to ask if I would join the author team to
craft this autoethnography. I have co-researched aspects of social and cultural life using the
autoethnographic approach over the last two decades. Autoethnography is a contemporary
qualitative research approach that combines first person autobiography with cultural critique,
given that the researcher/s and the researched are normally the same people (Grant et al., 2013;
Holman Jones et al., 2013).
A longstanding attraction of the approach for me is that it demands unusually rigorous,
multi-layered levels of strong researcher reflexivity (Grant et al., 2013; Sparkes, in press;
Turner et al., in press). “Strong reflexivity” can be understood as a deeper, more explicit and
obviously self-consciously displayed form of the level of reflexivity conventionally associated
with ethnographic and other qualitative research approaches (Anderson & Glass-Coffin, 2013).
The conventional use of reflexivity in qualitative inquiry describes the reciprocal ways
in which knowledge of, and experiences among, participants is employed to expand the selfknowledge of researchers, in turn conveyed in their writing. In this context, the identities of
participants and researchers are often regarded as coherent, complete and faithfully captured
and represented. In contrast, in my own work and the work of many other autoethnographers,
particularly those with critical and poststructural paradigm leanings (Grant et al., 2013;
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Sparkes, in press), the use of strong reflexivity undermines assumptions of representational and
identity coherence and completeness. (These abstract concepts will be clarified in more detail
below).
The production of strong reflexivity can be achieved in a number of ways. A common
strategy, and one used by Seb in this study, is to describe and reflect on one’s shifting and
emerging experiences of self-in-culture at different points in time and place, not necessarily in
chronological sequence. Seb does so while using “thick description,” to vividly tell description,
context-, detail- and emotion-rich stories as a series of illustrative vignettes, common to the
practices of autoethnographic writing (see e.g., Holman Jones et al., 2013; Short et al., 2013).
Along with others, I have argued recently that autoethnography informed by strong
reflexivity achieves its critical edge through such challenging of mainstream, normative
qualitative research assumptions and practices (Grant et al., 2013; Kincheloe & McLaren,
2008; Sparkes, in press). The criticality of such work is further underscored in the assumption
that co-researcher subjectivities are always intimately connected with, and often pitted against,
dominant cultural norms.
This facilitates the inter-subjective development of collaborative autoethnographies,
such as this one, which are based on each author’s relevant and accumulated lived experiences.
These experiences are valued, privileged and explicitly connected with cultural practices
(Grant et al., 2013; Sparkes, in press). In this context, I have defined “culture” as broadly
referring to mundane and taken-for-granted, time- and place-specific socially constructed
meanings and practices (Grant et al., 2013).
From a poststructural perspective, the production of culture is immanent in life and
relationships because people are simultaneously constituted by and constitute culture, and can
never occupy a position outside of it,. Cultural production thus constitutes a perpetually enacted
performance of, often mutually contradictory, discourses – time and place bound meanings and
related practices – within which people are simultaneously inscribed and help shape in dynamic
and nuanced ways. In writing, speaking and doing, our interpersonal exchanges accord us
subject positions within these discourses, and these serve to guide the moral direction of our
individual and relational lives (Davies & Harré, 1990; Harré, 1991). In this context, all three
of us have written this collaborative autoethnography in keeping with what we regard as the
moral purpose of our lives. For Seb and John, this has been to find a way through the problems
of dyslexia, to benefit them as student and tutor respectively, consolidate and deepen their
working relationship, and to help current and future dyslexic medical and other students. For
me, it is to use my autoethnographic expertise helpfully in this endeavour.
As critically engaged writing, autoethnographic work aims to unite its authors with its
readers in the following ways: in challenging received, dominant, and often insufficiently
unscrutinised aspects of culture, autoethnographers compel responses from their audiences
(Holman Jones et al., 2013). These shifting and dynamically developing writer provocations
and reader responses thus extend the dialogue around the autoethnographic topic, as a
perpetually open-ended conversation.
Since autoethnographic inquiry is a vitally important resource for tackling insufficiently
scrutinised aspects of cultural life, it is eminently suited to an in-depth inquiry into the lived
experience of a student of medicine who has dyslexic problems. In this regard, a key purpose
of our study is to speak truth to power (Holman Jones et al., 2013; Sparkes, in press) through
displaying Seb’s dyslexic subjectivity in thematic narrative form. By this means, and with a
focus on one site of UK undergraduate medical education, we hope to make a small but
significant contribution to troubling the silence that normally attends such a hidden and
sensitive cultural topic.
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Seb’s Themes
My Dyslexia
28th October 2014
John: OK. I’m going to ask you to complete a sentence. “Dyslexia is…”
Seb: Quite an integral part of me… that causes me to struggle with academia…
but… allows me to make use of diagrams, and unexpected methods… to let me
flourish in other areas…
2nd March 2016
On several occasions in my medical degree, I have been left feeling stupid, slow,
stressed… and eventually depressed. Throughout this time however, the educators and support
staff at my university have been incredibly helpful. Some have even acted as rocks for me when
times were hard.
When you are struggling with academic requirements, your self-image and your very
brain, it is easy to feel like the world is against you. Throughout my first three years at medical
school, I often found myself low or even crying about this. I felt that those around me were fed
up with me, thought I was inept or, even, hated me. My continuing isolation (to keep up with
work) fed this situation, separating me from my peers. This remains a struggle for me to this
day. My segregation from my peers has never been greater. Having focused so hard on survival
and keeping up with work, I find myself able to talk to less than 10% of my cohort. For this
reason, I often look at university timetables and panic when I see that I will be “alone,” with
people I never took the time to get to know or maintain friendships with. Their collegiate and
social groups have already formed and solidified.
For this reason, in a roundabout way, my dyslexia has led to me being "the grey man"
- the person in the room who people don't really know, or perhaps don't really like. While this
upsets me greatly, I find my studies are becoming increasingly challenging as final exams
approach. This means that I cannot rectify the consequences of my work-life balance mistakes
made in the earlier years. It is never the right moment, as there is never complete "down time."
Due to a troubled home life, I also find added stresses from current family situations
regularly impacting and adding to my emotional workload. Throughout my time at the medical
school, the Student Support department has kept me level headed and allowed me to see the
sense in carrying on, in graduating. They have been there for me when I was struggling to
confide in others about my academic struggles.
Unfortunately, this has not always been the case with regard to clinicians or allied health
professionals. Due to the apprenticeship-style education of healthcare, we are regularly
attached to healthcare professionals who have nothing to do with the university or education.
They are simply doctors, nurses, pharmacists or other healthcare workers who are asked to
teach us on top of their already manic schedules. Whilst the majority are beyond lovely and
helpful, some may not be. This is a difficult situation to tackle, as medicine is, at its very core,
an apprenticeship.
In retrospect, I am now confident that my dyslexia played a part in the development of
these feelings. In the following few paragraphs, I outline and comment on two examples – to
allow you, the reader, to see, and perhaps feel, things from my point of view.
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18th April 2012
It’s a warm spring morning in sunny Sussex, in the south of England. I am sitting
at a long table in the large-windowed medical school foyer. My friends – fellow
medical students – are with me and we are anxiously awaiting our exam results
from the last term to be emailed to us. I am feeling confident for the first time,
but do not want to get my hopes up too much. The last term focused on
endocrinology, a subject that I was especially interested in, so I had found it
much easier to learn. I am hoping to (finally) be “above average” on this exam.
The email arrives. I read that my grade is “B” and am excited. We discuss our
results – slowly exploring the willingness of the others to impart more
information. We all leave this conversation feeling fair happy with ourselves.
Getting a “B” is not bad, I think to myself. Later, and now alone, I glance back
down at the email on my phone to read the additional information to see that,
like usual, I fall well below average. My heart sinks and my stomach tightens…
it’s happened again… My best simply wasn’t good enough…”below average,”
despite working for weeks longer than many of my peers. I know that the longer
this pattern goes uninterrupted by success experiences the more I have to fight
an internal battle to not let negative thoughts take-over and demotivate me
entirely. These go through my mind over and over, and I obsess and worry about
what this will mean for my future career and my overall grade decile profile
(this term refers to the ten, percentage range categories, where the first decile
contains students graded overall in the top 10%, with the tenth graded in the
bottom 10%).
26th July 2015
It is late at night and I am sitting alone in my grandmother’s countryside kitchen,
preparing to move back to medical school, working on my laptop. I am flicking
through the “Virtual Learning Environment” – an online website used in my
university, where students can access lecture content, module information and
general course information – when I stumble across an un-advertised
questionnaire in my announcements. This is in the form of a Word document
template – to be downloaded, filled-out and emailed to our exams office. I notice
that it is about medical students with SpLDs, but also aimed at those without
them. Naturally, this intrigues me, so I download the document to have a read.
Downloading… Opening… Question one asks whether or not I have a Learning
Support Plan (which is essential if, like me, you have an SpLD). It invites me
to continue, regardless of my answer… Question two asks if I feel that students
given support in practical exams might have an advantage over other students…
At this stage I being to feel uneasy, maybe even hurt. I feel winded in my
stomach and my face drops. How can someone who is at a natural disadvantage,
who is simply supported, have an “advantage”? Nevertheless, I read on…
Question 3 asks me if I think that students with an agreed learning support plan
should have adjustments made to practical exams. At this point I despair. All of
these questions in combination evoke in me a sense of utter betrayal by those
who would claim to support us. After all, surely they cannot revoke all support
on the grounds that students without SpLDs do not like us receiving it – through
jealousy, innocent ignorance or any range of reasons.
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People all have preconceptions and fantasies about dyslexia. With my dyslexia, my
spelling is often as accurate as anyone else’s. My weaknesses can be summarised within four
domains: slow reading speed; slow writing speed; difficulty in assimilating large chunks of
verbal information; and an inability to retain written information if attempting to read quickly.
If I read something slowly I’ll take it in, but it’s insanely slow. If you want me to read
out loud, I can read at the speed of a normal person… If you ask me what I just read, when I
read at that speed, I wouldn’t be able to tell you if it was about astrophysics or gardening.
I have, however, one blessing – I am, thankfully, a very fast typist.
Coping Strategies
I have been able to compensate by adding my fast typing to the additional ways of
working I have serendipitously discovered, which I use to bolster my own coping strategies,
and which I rely heavily on to this day. These includes techniques such as talking concepts
through with teachers on a 1-on-1 basis, driven by an absolute need to know the grounds on
which information presented to me was factual. In doing this, I was able to make use of my
non-written learning skills to gain a deeper underpinning of the knowledge. If I can create
logical explanations and chains within my head, I can make myself retain the information.
People with dyslexia often develop other abilities in much the same way as I have done
(Guyer, 1988; Rosebraugh, 2000). I felt challenged to the limit by the demanding environment
of medical school. On the basis of my anecdotal impressions, I believe that such constant
pressure pushes us dyslexic medical students to adapt and develop these compensatory skills
at a significantly faster pace compared with dyslexic students in less-pressured degree
programmes. After my first week I knew there was too much content, and I’d never been taught
using PowerPoint before. I always had a teacher with a whiteboard and a marker pen. That’s
how I was taught and that’s how I learn better, now, still – with diagrams, and with teachers
who can talk you through things.
Throughout my time at primary and secondary school, teachers would stand in front of
the class and write on a whiteboard as they explained information. I experienced this as helpful,
and not resulting in me wasting time working out where we were had they been using slide
presentations. I also found the adaptability of the more traditional whiteboard method
beneficial in enabling visually-assisted additional time for discussion. Since commencing
university, I have noticed that almost every single large-group teaching session in the past five
years has consisted of a PowerPoint with overlying discussion. Generally speaking, this is
simple, cheap and gets the job done. In contrast to this, however, I teach a research methods
lecture using no PowerPoint at all. This is consistently praised in my feedback – medical
student learners are even shocked by it, reflected in the comment "wow! No PowerPoint!"
One of the strategies I used during my early years at medical school was to create a
“backbone” of knowledge to attach information to (Figure 1, below). The academic modules
contained a daunting quantity of relatively abstract information to memorise. I handled this by
learning the relevant “core drugs” used to treat the anatomical systems in question – creating
my “backbone.” I then used this structure to attach clinical conditions, and then I attached
symptoms and diagnostic tests relevant to those conditions.
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Figure 1: SS’s method for learning systems-based, academic medicine.
By doing this, I managed to assimilate sufficient information during the non-clinical
years of the course… and survive!
Awareness and Realization
My family background was far from normal. I was taken into care by the age of four.
After leaving care, I was called to interview by every medical school I applied to – contrary to
what I believe is the norm. I have constantly been told over the years that it is rare to see
someone from that type of background applying to university at all, let alone medical school.
Because of the need for UK universities to fill their quota of positive discrimination
tick boxes, and because competition for university places is so great, most applicants from
settled, non-separated families wouldn’t get interviewed by more than one university. These
interviews allowed me to show my passion for medicine without the daunting constraints of
doing so in written form. Had it not been for my troubled childhood, I might not be here today.
Having had to retake many exams in the past, I had always known there was something
holding me back. I realise this is often the case with dyslexic peers, many of whom, like me,
were diagnosed during the medical course. As a secondary school student, I used to regularly
misunderstand questions and subsequently performed poorly in exams. I had, however, never
explored or considered the reason for this. This was particularly evident within my A-Level
Mathematics exam, where my mathematic ability was sound, but unfortunately did not match
what questions were asking of me.
I would put flawless mathematics, that wasn’t in the slightest related to what the
question wanted.
I strategically chose to apply to medical schools with an entrance assessment that I
hoped would not highlight my poor literary skills. I chose medical schools making use of the
UK Clinical Aptitude Test (UKCAT). This is a multiple choice on-line test, which was
different from other tests that might require me to write answers or even essay sections.
Although I performed weakly within the literacy section, my other strengths allowed me to
achieve a reasonable score overall. I had a particular love for biology. This spurred me to keep
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working and my success in this topic led to me applying to medical school. (In the UK, medical
undergraduate studies do not require applicants to have a prior first degree.)
Diagnosis
In my first week at medical school, a member of the Student Support department gave
a brief talk on the symptoms of dyslexia and other SpLDs (Specific Learning Difficulties), and
explained that it may be common for people to get as far as medical school without knowing
they had these difficulties. We were told that these difficulties were common among medical
students, and it was suggested that if any of us felt that we might have them we should contact
the Student Support department and not feel ashamed to ask for help. Subsequently, I selfreferred to them, after realising that the symptoms list they described largely applied to me.
They arranged for me to be screened and subsequently tested for dyslexia.
When first tested, the educational psychologist who tried to diagnose me told me that
it was unclear whether or not I was dyslexic. She said: “you are so borderline, I need to think.
I don’t know what to do with your results”… She looked at me and asked “do you want to be
dyslexic?” despite knowing I was desperate for support, because I was finding myself falling
behind more and more with the sheer content that I was expected to be learning. I said “no, I don’t
think I need the stigma”… She then went away for a few weeks and this left me kind of stewing.
This neutral result left me confused. The Disability and Dyslexia Team and the
university interpreted this to mean that I was not dyslexic. This left me without the answers I
needed, which were if I had dyslexia, or whether it was just me – stupid, thick and slow, and
beyond help. I challenged the result. The second assessor confirmed I was “very dyslexic” and,
following my formal diagnosis on the 26th July 2012, I was given explanations to help me
understand my problems and how they might differ from what is considered normal for people
without dyslexia.
Emotional Impact
I decided “I absolutely don’t want to be dyslexic.” I was sort of afraid of the
stigma and what people would think...
The thought of being diagnosed with a condition that is not immediately visible to
others was abhorrent. I was concerned that people, even friends, might think less of me if they
found this out.
I might not necessarily want you to be my doctor if you can’t read the drug
chart.
My uncle said this to me in a light-hearted joking manner at one point, but it made me
worry that others might genuinely feel that way about me. It was not until I thought logically
about the situation that I appreciated the benefit of the diagnosis. I realised that, with or without
the label, the problem would still be there, but, with the label, I could receive appropriate
support to help me deal with it head-on.
…But when I actually got the diagnosis… I think I was relieved… I knew that
I wasn’t just stupid.
A strong theme that runs through my story – as can be seen from the preceding text –
is that of negative effect, exemplified by expressions such as “depressed,” “disadvantaged,”
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“disappointing,” “disheartened,” “hopelessness,” etc. This is accompanied by my sensitivity to
stigma – being suspected as or identified as somewhat “freaky” by others.
25th May 2011
It is the second year of my medical degree, and I am sitting at my desk trying to
revise biochemistry and metabolic medicine – definitely not the part of medicine
that I eagerly signed up for. This consists of rote learning long cycles and
flowcharts of complicated words and letters – “beta hydroxybutarate,” for
example. These are completely mind-boggling and are making me extremely
frustrated with myself.
As I sit reading the words, one syllable at a time, I get more and more annoyed.
I have to put so much time into just reading each word that I lose sight of the
bigger task at hand. At the same time, I hear my flatmates leave to go shopping
in town. They ask me to go with them, but I can’t – I’m not efficient enough.
As this progresses for several hours, I become extremely upset and just want to
crawl into my bed, switch the lights off and cry as a result of my ineptitude, my
stupidity.
Impact on Studies and Career
I wouldn’t change where, or what I study for the world. We have a small year size, a
modular-based structure and follow a systems-based programme A modular-based structure
means that we are assessed internally within modules, or discrete topic-specific courses,
throughout the year, rather than in exams at the end of a year. In a systems-based programme
students learn all about the system in question (for example the cardiovascular system), in terms
of its anatomy, physiology, associated clinical conditions and diagnostic and treatment
procedures. This contrasts with programmes where students learn all the anatomy of the body
at once, then all the physiology, then all the conditions, diagnoses and treatments. So a systemsbased syllabus is more integrated, with students learning a little of everything at once, to match
a specific part or system of the body. All this has made studying here a wonderful experience.
The small year size, combined with the approachable demeanour of the staff, has meant that I
have rarely felt lost.
I found that the early clinical integration within my course allowed me to continue to
build upon my compensatory learning strategies. I honestly believe that, without the regular
exposure to clinicians in a clinical setting, I would not have been able to complete the first two
years. I used my monthly visits to a General Practitioner (GP) surgery to talk through the basic
concepts of my academic modules with the GP – much like at school, with teachers who knew
me personally and had the time to talk things through with me. This provides me with enough
of a clinical perspective and overview to be able to slowly build my other learning around this.
At the point at which I was formally diagnosed with dyslexia, I was a full year into my
degree – an essay-heavy year, full of low scores and disappointing grades.
I am really decompensating. Things are going to hell.
I was disheartened to hear that there was nothing anyone could do to compensate for
my uncharacteristically poor grades in this year. This made me feel helpless, but what was
done was done. It is only through sheer determination that I keep working as hard as I do.
Otherwise, I would let this upset me even more and likely give up and quit while I am behind.
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I knew this would always depress my overall position within my year-group and disadvantage
my chances of getting a good work placement when I qualify.
Unfortunately, we are assessed overall in a complex ranking system and it was deemed
unfair on those without disabilities to adjust the marks of those with them retrospectively. This
was, a local, medical school decision; internal ranking policy is done differently between
different institutions. It was deemed that no change could be made within our system and many
of my dyslexic peers were diagnosed while at medical school. This left me feeling both upset
and defeated. I was extremely anxious about the effect this would have on the rest of my career.
This led to me obsessing over my decile ranking for years – kind of ageing me. My peers
developed (and still maintain) the joke of "grandpa Seb."
Some of us dyslexic medical students have experienced a sense of hopelessness towards
our already disadvantaged careers. If my decile is low, then I am less likely to be allocated a
good location in the UK for when I qualify. This may result in me having to work somewhere
far away for this time and would likely cause me to become very low and homesick.
Subsequently, this might impact on the next application hurdle, and the next...
15th April 2012: Conversation with Another Dyslexic Student
Seb: I’m getting really upset about my deciles now. I mean, I just don’t know
what I can possibly do to overcome this…
Peer: I know what you mean. I don’t even want to think about it. I can’t do
what you do. I can’t even try to plan to overcome it. It makes me to upset
thinking about any of it. I’ll just accept what’s coming to me I guess, as it lets
me avoid upset.
Seb: I know what you mean. Like, if I’d been diagnosed before I got here…
If I’d had the support in place… I don’t think I’d have done anywhere near as
badly last year. Like my current grades are testament to that I think.
Peer: Yeah, I totally agree. I mean, I got diagnosed more recently than you
did, so imagine how I feel – a whole extra term of poor grades to go against my
future career. (My grade is combined with other academic indicators, for
example, published papers in MedLine Indexed journals, to allocate me to
where I work in the UK for my first two year. I am then sent where I am sent.
So, in its own way, it has a huge impact on my career - geographically and
emotionally.)
Seb: Yeah, I can’t believe that of many of us have been left to struggle for so
long, only to be diagnosed whilst already here. It seems so unfair that, despite
struggling alone for longer, we don’t get any backdated help or consideration.
Peer: Yeah, but I guess there’s not much was can do about it now. We just
have to accept it.
For this reason, I believe our own procedures, and perhaps those in other institutions,
need reconsideration. I do however accept that, within the current system, retrospective
compensation cannot be awarded.
On receiving my report, the medical school implemented all the recommendations
made by the educational psychologist who formally diagnosed my dyslexia. These were extra
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time in exams, being allowed to audio-record lectures and take exams on a computer. I was
also allowed extensions for assignments and allowed access to a dyslexia tutor.
I now sit written examinations at a computer with 25% extra time. Since then, my
confidence and my attainment have greatly improved. This has helped me shift much closer
towards my true academic potential – and to come out of my shell personally. Although the
relationship between the medical school and myself may be different to that of a student
without a Learning Difficulty, I have never felt treated like “the special one.”
I do however feel that some areas are over-supported, whereas others may be lacking.
I feel over-supported in the provision of “dyslexia tutors” who have been very hard to get in
touch with and, because they did not know anything about our degree, really couldn’t help in
any case. A further example of over-support is in the provision of dyslexic support equipment
that isn’t necessary as it is not medicine-specific – for example dictionary software access. That
said, since receiving support, my grades within essays, for example, have increased from an
average of C to A-grades. But, because of my earlier grades, I am still located within the 7th
decile. This means that I remain in the bottom 30-40% of my year, based on the assignments
that my medical school chooses to include in their ranking system.
I have witnessed many of my non-dyslexic peers writing entire assignments just hours
before deadlines. I would work weeks ahead, carefully articulating my thoughts and
transcribing them into the essay. Even with this painstaking approach, I would usually get
lower grades. I found this extremely frustrating. The course relies heavily on written
assignments such as reflective essays. After many such disappointments, I expressed my
concerns and met with someone from the teaching staff. They highlighted issues in my writing
style and flow of thought. This helped me do further work to develop techniques to deal with
this.
However, my inability to work at the fast pace of my peers meant that I missed out on
some of the “university experience.” On many occasions I have found myself sitting in my
room writing essays whilst my classmates have been out living their lives. It is good to have
an extension, but this does not help much when assignments occur in quick succession. I have,
therefore, never requested an extension – to avoid the nightmare of a backlog of assignments.
I have struggled with the colour of PowerPoint slides and hand-outs. Both my speed of
reading and eyestrain are greatly improved when reading black text on a pastel yellow
background. I now own a yellow filter to place over pages that I need read. This helps me read
them at a pace more representative of “normality.” This issue appears to be poorly understood
by many educators who use a wide variety of colour schemes for both slides and text – making
it very difficult for me to read. (John has now changed all his beautiful dark blue slides to pastel
yellow!) Another difficulty I have is called Irlen Syndrome (Figure 2, below). This term refers
to the visual disturbances – colloquially known as “rivers” – that are experienced by 46% of
people with dyslexia (Uccula et al., 2014).
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Figure 2: My Irlen visual disturbance. Created using information from Uccula et al. (2014).
Even with all of the support in place, I still do not feel able to compete with ‘normal’
students within the current assessment methods. I have excelled on many occasions where we
were assessed practically or verbally. However, apart from Observed Structured Clinical
Examinations (OSCEs) which are graded, these assessments have all been formative, therefore
not graded. In the first two years of medical school, I often felt that the harder I tried, the more
I was told that I was “average” at best.
… That’s where I flourish... Academic areas I struggle more… Clinical areas is
my niche.
As I progressed into the clinical years, I have experienced a substantial improvement
in my medical knowledge. I have flourished in the practical environment where I have been
able to make use of my skills as a kinaesthetic (learning through doing) and verbal (learning
through talking and listening) learner. Not only this, but I have been able to make use of the
heightened communication skills that I had to develop whilst growing up. Over the years, I
became “a friendly face.” I have learnt what it is like to struggle, so am easy to talk to (so I am told)
and empathetic. My difficulty with reading and writing has also led to me having to focus more on
verbal communication - thus the development of this as a strength (much like using a muscle more leads
to it strengthening). I believe that all of this has helped me develop good relationships with my

patients – arguably more easily than many of my colleagues:
I’m so methodical, that my notes writing (writing within patient notes) is much
better than the average as well… because, although I’m a bit slower at it, I have
an exact system and I know what goes where…I keep everything very logical
and simple.
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22nd October 2013
It is a cloudy winters day, and I am on the wards. I am sitting with “Janet,” a 72
year old woman who is in hospital with diabetes. She has been struggling to
understand lots of the terminology used about her since her admission –
“thiazolidinedione… hyperglycaemic control…. “ She has asked me to help her
make sense of it all. As I sit with her, I can empathise with her situation. I too
know what it is like to feel lost in a sea of information, not really understanding
any of it enough to begin swimming my way to the top. As it sit with her, I am
able to discuss what everything means and to clarify the points that she did not
understand.
However, assessments that contribute towards my grades for this period are still
mainly essays and examinations based on reading and writing. So, however
much I have shone in the working environment, I continue to feel that I let
myself down with assessment grades. I have spent many hours along the way
emotionally “beating myself up” because my best was just not good enough.
For example, I regularly sit and think about my grades, stressing over why they
don’t correspond with the clinical feedback I’m receiving. This causes me to
become increasingly frustrated. Why am I not able to perform the way people
think I should? Why do I perform so badly at the time it matters? What am I
doing wrong? These thoughts often haunt me following results.
Unexpected Strengths
As described earlier, I took one year out to study for a Master of Science in Medical
Education during my studies. I could have gone for ether a Bachelors or Master’s degree
during this year, but chose to challenge myself with the latter. Achieving the qualification has
enabled me to regularly teach undergraduate medical students – primarily those in their first
clinical year. I repeatedly receive positive feedback about the way in which I am able to explain
difficult topics in simple and easy-to-follow steps. I have my dyslexia to thank for this strength.
Feedback from others through the years continually tells me that I explain things in simple
ways. I just teach things how understand them – which is in a simple and straightforward form,
because I have to find other ways of learning things. I thank my dyslexia for that!
I can teach things in such simple, methodical ways, which the students like…
that they don’t get from other people…
15th September 2014
It is a sunny afternoon, and I have been asked to meet with a student in order to
help them with their studies. "Michael" is wanting help with his dissertation. He
does not really understand the differences between Grounded Theory,
Phenomenology and Ethnography. While he knows that they are all qualitative
approaches, he does not know which he should use for his project. I sit and
explain, briefly, what each of the methodologies is, and how they differ. We
then discuss his project and what he hopes to achieve. By taking the time to do
this, and explaining everything in a simple manner, I am able to get him back
on track.

Sebastian Shaw, John Anderson, and Alec Grant

2051

Over the years, I have been forced to learn concepts in inventive and unexpected ways.
In having to work around my dyslexia and find weird and wonderful approaches to learning
things, I consistently find that, after time has passed, I know everything I’ve learnt in great
detail, when others who cram for exams do not. The only downside of this is that, because it
takes longer to learn this way, I do not achieve the same exam grades. Thus, I develop a broader
understanding of Medicine as a whole. Outside of the examination-room, this has already
become strikingly apparent compared to some classmates who relied on “rote-learning” to gain
remarkable grades throughout the course. It is this broad and deep understanding that helps me
teach in an innovative and effective manner.
***
Seb, John, and Alec: Concluding Comments
Throughout Seb’s time at medical school he has been forced to accept his dyslexia in
several ways, including at the deep emotional level, as evidenced by the negative impact the
problem in its cultural context has had on him. However, he has developed strategies which
have helped him survive. As argued above, what he may lack in literary skills he gains in
practical abilities, problem solving and communication skills. Medical school is tough – for all
students – but being dyslexic has some positive aspects which are easy to overlook in an
exclusive focus on its negative effects as an SpLD.
A significant amount of effort is made to support dyslexic students in our local medical
school. However, this is sometimes misplaced – for example in providing expensive equipment
designed to overcome significant problems with the English language, while leaving other
potential problems for learning undergraduate medicine untouched. These include the
emotional problems that attend the experience of dyslexia; knowledge that is crammed rather
than retained in the long-term; and the fact that practical abilities, observed by ward teams in
mini-assessments, don’t count towards student grades.
This study also raises several other important issues not previously considered
anywhere within the medical educational literature. These issues speak to curriculum and
student support development in several ways. A strong, negative emotional reaction may
accompany a diagnosis of dyslexia in medical students. Therefore, formal or informal pastoral
support can be positively life changing. In this paper we have described the forms of such
support that were helpful for Seb. These included the constant availability of kind and caring
staff within the Student Support department, understanding friends and the support of John –
who took him under his wing for the past year.
We have suggested throughout this paper that both support and coping strategies are
personal to the individual. They should therefore be tailored and adopted on a person-by-person
basis. Support and coping strategies should, as in Seb’s case, both enhance existing strengths
and encourage creativity in seeking hitherto unexplored learning and adaptation possibilities.
In this regard, as evidenced in Seb’s narrative, dyslexic students may have untapped potential
and hidden strengths – for example as peer educators.
As also revealed in Seb’s narrative, dyslexic students may struggle with more than just
reading and writing. This has clear implications for course and curriculum design and
development. Arguably, students with SpLDs need to be more involved in curriculum design.
This has been a slightly contentious and sensitive issue locally over the past year, evoking
jealousy in non-dyslexic students over the support that dyslexic students receive, which has
been relayed to the medical school.
At a broader cultural level, this study raised the question as to whether the current
medical educational system in the UK and perhaps other countries is truly inclusive. In the light
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of the literature on dyslexia and our study, further consideration arguably needs to be given to
the training of dyslexic medical students around the issue of developing further an inclusivity
agenda that minimises the risks of segregation and stigma.
In summary, this study has highlighted the significant emotional burden that can result
when a student with dyslexia studies medicine. Conversely, it has also explored some potential
benefits of being dyslexic, as a peer teacher and clinician. These include the ability to develop
a clear, straightforward and accessible communication style, which benefits the development
of collegiate peer relationships and therapeutic relationships with patients.
A third important message emerging from this study is the insufficiently scrutinised
and questioned cultural norm of favouring written exams rather than clinical assessments, at
specific points in medical training. Although the effects of this are not known in a quantifiable
way, we have in this article highlighted the potential disadvantages of this for dyslexic students
in their clinical years of study.
The nature of autoethnographic inquiry allows readers to take what they will from this
paper. However, we propose that further research might build on our study. In keeping with
autoethnographic inquiry, we have used the particulars of lived experience to make critical
cultural comments and recommendations, but this strength is also potentially a limitation. Some
readers may well reasonably question whether these experiences are universal. Further
qualitative research might therefore usefully explore the extent to which this study is culturally
transferable, in terms of whether Seb’s experiences, thoughts and feelings resonate with other
medical students with dyslexia in the UK and internationally, and with their tutors. This
transferability question will also extend to whether the learning and educational support
initiatives undertaken by Seb individually, and Seb and John together, make sense in different
educational cultural contexts.
If our study is accepted as a reasonably convincing basis for further work, another area
for future inquiry might be in identifying how the ranking system within UK medical schools
might be made fairer to dyslexic students. Based upon Seb’s strength in this area, the use of
dyslexic medical students as medical peer educators might also be usefully explored. Finally,
further research could also focus on how the ways in which medical students are assessed
during their clinical years of study might be made fairer to dyslexic students, with consideration
given to a broader range of assessment methods. In the UK, the current focus of support
provided seems to be around trying to help dyslexic students cope with and adapt to assessment
methods that are at their core, and by their very nature, harder for them and disadvantage them.
This is in the face of the duty call for “Medical educators … to make sure that a handicapped
student is tested in a manner which will indicate what they know rather than what their handicap
is” (Rosebraugh, 2000, p. 999).
Our overarching hope is for medical schools and universities to sympathetically
respond to all of the above. Doing so will help dyslexic students to better understand and
manage their own practical and emotional issues, academic challenges and positive aspects of
having dyslexia in the unique and challenging environment of undergraduate medicine and
other, similar, professional learning cultures.
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Abstract: Little research exists concerning dyslexia in medical education. A qualitative study highlighted
issues such as bullying and a lack of support. This project aimed to quantify those findings. An online survey
was sent to junior doctors in parts of the United Kingdom. Seventy-five participated. Most (53%) were
diagnosed with dyslexia at university / medical school. Most reported that dyslexia impacted upon their selfimage (59%) and self-esteem (73%). Nearly half (46%) felt it influenced their career pathway choices within
medicine. Participants reported bullying at medical school – from peers (24%), from academic teachers
(14%), and from clinical teachers (27%); and also at work – from peers (25%), from academic teachers (13%),
and from clinical teachers (23%). 88% reported that foundation schools provided no support, 92% that NHS
Trusts provided none, and 90% that their deaneries provided none. The sorts of supports which seemed to be
lacking were “psychological” or “pastoral” supports.
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1. Introduction
Dyslexia has been defined as “…a continuum of difficulties in learning to read, write and/or spell, which
persist despite the provision of appropriate learning opportunities. These difficulties often do not reflect
an individual's cognitive abilities and may not be typical of performance in other areas.” (Dyslexia
Scotland, 2015). It is an often-misunderstood condition within medicine (Shaw & Anderson, 2017b). It is
primarily known to impact upon individuals’ speed and/or accuracy of reading and/or writing (Davis
Dyslexia Association International, n.d.; Moody, n.d.; Shaw & Anderson, 2017b; Shrewsbury, 2016;
Smythe & Everatt, 2001). However, it also impacts upon organisational skills, short-term memory, and
information processing abilities (Davis Dyslexia Association International, n.d.; Moody, n.d.; Shaw &
Anderson, 2017b; Shrewsbury, 2016; Smythe & Everatt, 2001).
Dyslexia is one of the Specific Learning Difficulties (SpLDs) as defined in the United Kingdom (UK)
(Siegel, 2006; Walker & Shaw, 2018). As such, it is protected under the UK Equality Act of 2010 (Great
Britain, 2010). Employers are therefore required to make any reasonable adjustments that are deemed
necessary to enable individuals with dyslexia to perform their role (Homer, 2017). Identifying potential
adjustments may however prove challenging (Shaw, 2018).
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Estimates put the prevalence of dyslexia at around 10% in the general population (Dyslexia International,
n.d.). In 2007 the BMA reported that 1.7% of new entrants to medical schools had SpLDs. It is known that
dyslexia is the most prevalent SpLD (Homer, 2017). Assuming success at medical school, these students
go on to work as junior doctors within the UK National Health Service. It is therefore imperative that these
doctors are both understood and supported in their clinical practice to promote both their successful
professional development and patient safety.
SS (the second author) has dyslexia. This is something that he is open and honest about with his peers and
his employers. His personal experiences formed the drive for an initial qualitative study of medical
students’ experiences of dyslexia (Shaw & Anderson, 2017a, 2018), and now for this study. There was
very little published about dyslexia in medical students or doctors. Searchers found three studies of the
impact of dyslexia on the performance of medical students in exams (Gibson & Leinster, 2011;
McKendree & Snowling, 2011; Ricketts, Brice, & Coombes, 2010), and one study of junior doctors lived
experiences (Newlands, Shrewsbury, & Robson, 2015). These studies showed the effectiveness of
compensations (such as extra time) in exams and showed that, with them, medical students with dyslexia
(MSWD) can perform as well as their non-dyslexic peers (Gibson & Leinster, 2011; McKendree &
Snowling, 2011; Ricketts et al., 2010; Shaw, Malik, & Anderson, 2017).
Several studies had reported on the experiences of other healthcare students (Child & Langford, 2011;
Morris & Turnbull, 2006; Murphy, 2009; Murphy, 2011). These studies of other healthcare students
highlighted difficulties encountered by students with dyslexia, including a lack of confidence, a lack of
perceived support, and feelings of low self-worth or sorrow (Child & Langford, 2011; Morris & Turnbull,
2006; Murphy, 2009; Murphy, 2011). These findings have also been reported in some of our own research
into the experiences of medical students and junior doctors with dyslexia (JDWD) (Shaw & Anderson,
2017a, 2018; Shaw, Anderson, & Grant, 2016).
We embarked upon a programme of in-depth qualitative research to elicit and report the lived experiences
of MSWD and JDWD. This began with an autoethnographic study of SS’s personal experiences (Shaw
et al., 2016), followed by a qualitative study of junior doctors’ experiences whilst at medical school (Shaw
& Anderson, 2017a, 2018). This study identified the following themes (Shaw & Anderson, 2018):







“Emotional impact” – including “isolation, self‐ consciousness, [and] hopelessness/helplessness”.
“Others' reactions” – including “bullying and rejection, stonewalling, [and the] impact on
disclosure”.
“The system” – including “stigmatization, competition, [and] pride”.
“Supports: the good, the bad, and the wanted” – including “pastoral support, paradoxical support,
[and] others to talk to”.
“Essays, exams, and exasperation” – including “dyslexia‐ friendly assessments, negative
assessments, [and a] lack of exam support”.
“Me, myself, and my dyslexia” – including the “positive aspects [of dyslexia], [and] the association
of dyslexia and the self”.

This survey aimed to quantify our earlier findings.
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2. Methods
The data from our initial qualitative (pilot) study (Shaw & Anderson, 2017a, 2018) informed the
development of a Surveymonkey ™ questionnaire. The survey was piloted by SS prior to being sent out.
It was then advertised (with a web link to the survey) in the eBulletins of five foundation schools in the
South of England and was emailed directly to all General Practice trainees within a single Deanery in the
South of England. This ensured a wide representation of medical schools. Interested JDWD were invited
to access and complete the online survey. Two reminders were sent out before the survey closed.
Here we present an analysis of the data relating to their reported experiences through medical school and
into work. When participants chose to skip some of the questions, these were omitted in calculations
involving the responses to those questions. The test of the significance of the difference between
proportions was used to check the significance between percentages in sub-groups in the survey (Bradford
Hill, 1977).
Data concerning the prescribing experiences and practices of our participants are to be analysed and
reported separately.
3. Results
Seventy-seven individuals responded. Two were discarded – a medical student and a fully qualified
General Practitioner. Most, (69%) were female. Most (87%) were from the UK with English as their first
language (97%). Most (80%) were aged between 21 and 30. Most (53%) had their dyslexia diagnosed
whilst at university. Interestingly, of those diagnosed before medical school (39%), most (88%) felt that
this early diagnosis was helpful.
3.1 Their Dyslexia
Their reported dyslexic difficulties are shown in Table 1. The most commonly-reported difficulties were:
slow reading speed (70%); poor spelling (61%); struggling to articulate thoughts accurately onto paper
(54%); problems with revising or working with distractions - e.g. music, other people or televisions (49%);
inability to retain spoken information e.g. lectures (46%); being easily distracted by noises and other
people (45%); slow writing speed (43%); confusion with 'Left' and 'Right' (43%); difficulty absorbing
spoken information in lectures (42%); missing out or repeating words when writing things (42%);
difficulty reading out loud (39%); difficulty reading from screens (36%); poor attention span (35%); taking
longer than others to grasp concepts (35%); thinking differently to other people (32%); struggling with
written material (32%); and difficulty remembering information given over the phone (30%). For most of
these, women reported them more often than men but only two - confusion with 'Left' and 'Right' and poor
spatial awareness - were significantly different.

64

IJSSES

International Journal of Social Sciences & Educational Studies
ISSN 2520-0968 (Online), ISSN 2409-1294 (Print), March 2020, Vol.7, No.1
Table 1: Difficulties experienced as a result of dyslexia, by gender

Difficulty:
Inability to retain spoken
information e.g. lectures.
Poor spelling
Difficulty reading out loud
Slow reading speed
Difficulty understanding spoken
information
Poor attention span
Difficulty reading from screens

Males
%
32

Gender
Females
%
53

All
%
46

68
32
77
18

57
43
66
17

61
39
70
17

36
23

34
43

35
36

Slow writing speed
Taking longer than others to grasp
concepts
Difficulty with calculations
Difficulty absorbing spoken
information in lectures
Easily distracted by noises and
other people
Struggling with written material

50
23

40
40

43
35

14
36

34
45

28
42

32

51

45

32

32

32

Struggling to commit things to
paper – e.g. sentences not phrased
as intended
Struggling to articulate thoughts
accurately onto paper

50

45

46

55

53

54

Missing out or repeating words
when writing things
Unable to learn from lectures and
any other forms of teaching – in
any circumstances

27

49

42

5

15

12

Problems with revising or working
with distractions
Confusion with 'Left' and 'Right'*

41

53

49

9

60

43

Poor spatial awareness*

0

28

19
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Thinking differently to other
people
Difficulty reading black text on a
white background
Difficulty reading certain fonts

45

26

32

9

21

17

14

6

9

Difficulty remembering
information given over the phone

18

36

30

Struggling to understand and
5
9
7
operate computers
Struggling to understand written
32
19
23
questions in exams
N (= 100%)1
23
52
75
* These differences were significant at the P<0.05 level.
1
NB – these are the total numbers in the sample but the actual totals answering each question may
vary.
3.2 Experiences whilst at Medical School
The most commonly reported reactions were feeling stupid (79%), a sense of inadequacy (78%) anxiety
(60%), shame (56%), depression (40%), and isolation (38%). Female students were more likely than males
to feel the impact of these (Table 2). We found no significant differences in the emotional impacts reported
when the results of those diagnosed with dyslexia before medical school were compared to the results of
those who were diagnosed at or since medical school.
Bullying was reported – from peers (24%), from academic teachers (14%), and from clinical teachers in
practice (27%). Women were significantly more likely to report bullying/ridicule from clinical teachers in
practice. Problems around disclosure were reported by 43%. Again, there were significant gender
differences.
Most reported that their dyslexia had an impact upon their self-image (59%). Self-esteem (73%) and peers’
reactions (55%). Almost half (46%) felt it had influenced their subsequent career pathway choices, whilst
32% felt it had affected personal relationships. Again, females were more likely to report such impacts
than males.
“Peers can think that you are not working hard or are stupid when you are unable to
remember things. It can also make people feel that you don't care if you don't remember
what they have said”
“Certainly I am wary of choosing psychiatry/ public health (both of which I enjoy) owing
to the very large time spent writing and reading long reports which I would find so
incredibly hard (even if to some degree find it satisfying). This fear is pushing me into
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'quick' reaction/ active medicine e.g. A&E which of course has a huge huge impact on my
future lifestyle. This is one of the main reasons I cannot decide on a career path.”
Fifteen percent felt that their dyslexia impacted upon their selection for medical school – none of the
comments reflected any thoughts of positive discrimination. Overall, 90% felt that their dyslexia had an
impact on their achievement at medical school – 22% to a large or massive amount. Comparatively, 75%
felt it had an impact on their transition to medical practice.
“I feel I worked harder than others to get to the level I did.”
Table 2: Effects of dyslexia whilst at medical school, by gender
Effect of dyslexia:
Shame
Inadequacy
Depression
Anxiety
Isolation
Feeling Stupid
Bullying/Ridicule from
peers
Bullying/Ridicule from
Teachers
Bullying/Ridicule from
clinical teachers in
practice

At medical school:
Male
Female
All
48
59
55
53
89
77*
19
47
38*
38
73
62
24
45
38
71
84
80
24
23
23

At/since foundation school:
Male
Female
All
28
63
52*
50
72
66
6
37
28*
33
70
59*
17
37
31
44
84
72
11
31
25

10

19

16

6

17

13

14

37

30*

6

31

23*

Issues of disclosure
14
57
43*
6
45
33*
1
N (=100%)
23
52
75
23
52
75
* These differences were significant at the P<0.05 level.
1
NB – these are the total numbers in the sample but the actual totals answering each question may
vary.

3.3 Supports at Medical School
A variety of supports were mentioned for different types of assessments. Extra time for exams was the
most commonly reported and was felt to be helpful by 52%. IT hardware (e.g. a laptop) was felt to be
helpful by 48%. Separate rooms for dyslexic students to sit their exams was appreciated by 37% - but was
felt to make them visible by 3%. The supports which respondents were most likely to have wanted were
peer support groups for dyslexia (33%), the facility to write things down in exams (OSCEs) (26%), other
aids in exams (28%), and pastoral Support (14%) – which has appreciated by 30%.
The following comments reflect respondents’ desires and satisfactions:
“Extra time for exams.”
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“I would have liked an opportunity for tutoring.”
“essay support and structure teaching.”
“Clinical teachers being aware and understanding what dyslexia is.”
“The student advice service encouraging me to take the test and help me get over the stigma
I felt surrounding my problems.”
Only 7% reported their level of support whilst at medical school to be “none at all”; 22% said it was either
“a large amount” (20%) or “hugely supportive” (2%).
3.4 Experiences as Junior Doctors
Most reported feeling stupid (72%), a sense of inadequacy (66%) anxiety (59%), shame (52%). Depression
(28%), and isolation (31%) were less common. Female participants were more likely than males to feel
the impact of these (Table 2).
Bullying was reported – from peers (25%), from academic teachers (13%) and from clinical teachers in
practice (23%). Issues around disclosure were reported by 43%. Again, Female participants were more
likely to report bullying from teachers and issues around disclosure. Most (84%) felt that their dyslexia
had continued to have an impact on their education.
3.5 Supports for Junior Doctors
In contrast to the supports provided to undergraduates, 88% reported that foundation schools had provided
“None at all”, 90% reported that their Deaneries provided “None at all”, and 92% that NHS Trusts has
provided “None at all”.
4. Discussion
4.1 Gender Differences
Female doctors were more likely to participate in this survey than males – two-thirds of our respondents
were female. This was anticipated from the results of earlier work. However, it was, perhaps, surprising
to note the differences in the impact and issues reported by females and males. Females tended to be
consistently more likely to report issues and the impacts of their dyslexia than males. This is worthy of
further research to ascertain the reasons for these differences.
The fact that most (58%) reported being diagnosed at or since university suggests that the BMA estimate
of 1.7% of new entrants to medical schools having SpLDs, is likely to be an underestimate of the
prevalence of dyslexia in medical students.
4.2 Effects of Dyslexia
The difficulties reported whilst at medical school which were associated with dyslexia included the
common ones such as poor spelling, slow reading and writing. They also included others which suggested
a more complex picture of dyslexia than is commonly thought of, and which illustrate the breadth of the
impact of dyslexia. These included things which impact upon the learning process such as an inability to
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retain or absorb spoken information e.g. in lectures; poor attention span; struggling to articulate thoughts
accurately onto paper; being easily distracted by noises and other people; and thinking differently to other
people.
Our participants also reported that there were negative impacts upon their feelings, resulting in a sense of
shame, inadequacy, feeling stupid, depression, anxiety, and for some – a sense of isolation. These, in turn,
impacted upon their self-image and esteem, their peers’ image of them and their own personal experiences.
They felt it had affected their academic performances, their career choices and their progression into work.
The effects of dyslexia whilst at foundation school mirrored their experiences whilst at medical school –
they did not disappear.
4.3 Bullying
It is a sad World in which people are bullied as a result of their disabilities. This is confirmed by our
respondents, 24% reported bullying by peers at medical school; 14% were bullied by teachers; and 27%
by clinical teachers. Female trainees were more likely than male trainees to report bullying from clinical
teachers. In a previous paper, we reported some accounts of students being accused of being “fake
dyslexics” by peers. We also reported the upset caused by clinical teachers bullying trainee dyslexics.
Again, it seems to be female students and junior doctors who bear the brunt of clinical teachers’ bullying.
The whole essence of bullying could benefit from a wider public debate.
4.4 Supports
A previous review of the literature showed that there was general consensus about the effectiveness of
providing “accommodations” for MSWD in different assessments (Shaw et al., 2017). The agreement was
that by providing such things as extra time in exams, MSWD performed on a par with other medical
students (Shaw et al., 2017). There seemed to be some variation in the provision of supports – something
which we are investigating in another study. Most participants reported extra time in MCQ, EMQ and
SAQ exams. Only 42% reported extra time for essays. About half thought that having a separate room for
exams was helpful – although some reported it increased their public visibility. Forty-eight percent thought
IT hardware was useful.
The sorts of supports which seemed to be lacking were “psychological” or “pastoral” supports. Along with
peer support groups, there seemed to be quite a demand for these. So, whilst we may be getting it right by
providing extra time in exams and providing special computer hardware, we may be letting students down
when it comes to providing therapeutic support. Where, for example, might someone go if they experience
negative feelings as a result of bullying? Where is the support for those 38% who reported depression as
a result of their experiences of having dyslexia in medical school?
4.5 Limitations
Due to the nature of this study – a survey without a control – it is not possible to conclude that dyslexia is
the causative factor of the experiences reported. It is also worth noting that our participants were all
working within the South of England (although they came from a wide variety of medical schools).
Experiences elsewhere may be different.
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5. Conclusions
In this survey of junior doctors, we asked about their experiences of having dyslexia in medical school
and in clinical practice. Our results give figures to what other (qualitative) studies have shown about
medical students’ experiences, and what other healthcare students have reported.
Of note are the reported gender differences. These show that our female respondents seem to have a harder
time with their dyslexia and perceived bullying than their male counterparts
Although there were some supports available, there seemed to be large variations in these. Extra time and
computer hardware were acknowledged as being useful. However, there was a “black hole” when it came
to pastoral support – it was almost completely missing. We are currently in the process of researching the
variation in supports offered for MSWD across the UK. More research may also be needed to identify the
most effective supports for medical students and junior doctors with dyslexia.
This is the first quantitative work of this nature. Additional research, on a national level would be
welcomed to corroborate our findings. We would welcome expressions of interest from other academics
in this field.
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Dyslexia impacts upon reading and writing, but not upon intelligence. Little research has explored dyslexia in
medicine. An online questionnaire was emailed to all medical students within a single medical school, inviting
them to participate. Results were analysed using descriptive statistics. Statistical significance was calculated
for any differences between gender, age group, or year-group cohorts. 123 individuals responded. Most
reported a good understanding of dyslexia, and feelings that their peers with it should be supported. However,
a minority reported feelings of jealously, and dissatisfaction – feeling that students with dyslexia should not
be supported, as this gives them an unfair advantage. In some, this seemed to stem from a belief that dyslexia
were not real, or that their peers were “faking it”.
“I think it is a poor excuse for students to be favoured advantageously and receive tremendous benefits. It is
certainly not a medical problem.”
Keywords: Dyslexia, Medical students, Medical school, Medical education, Mixed methods, Survey, Crosssectional

1. Introduction
Rose (2009) and the British Dyslexia Association (2019) define dyslexia as “a learning difficulty that
primarily affects the skills involved in accurate and fluent word reading and spelling.” They also
acknowledge that “dyslexia occurs across the range of intellectual abilities” and that “it is best thought of
as a continuum, not a distinct category, and there are no clear cut-off points” (British Dyslexia Association,
2019). Dyslexia encompasses a wide variety of difficulties/weaknesses, which include but are not limited
to “difficulties in phonological awareness, verbal memory and verbal processing speed” (Rose, 2009). It
is classed as a Specific Learning Difficulty (SpLD) and is thought to have a 10% prevalence in the United
Kingdom (UK) (Siegel, 2006; Walker & Shaw, 2018). Dyslexia International (N.d.) estimates that its
worldwide prevalence is also approximately 10%.
There is a drive in contemporary medical education to train a workforce that represents the populations it
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serves. There has therefore been an increasing focus on equity and widening access to medical education
(British Medical Association, 2020). “By supporting widening participation in medicine, we are also
ensuring that the NHS [National Health Service] is reflective and understanding of the needs of its patients
in the future” (British Medical Association, 2020). Thus, individuals with SpLDs should be welcomed
into the health professions. Around the World one can also find various examples of protective legislation
for individuals with disabilities. For example, in the UK the Equality Act (Great Britain, 2010) promotes
equity. Other examples of protective legislation include the Americans with Disabilities Act (1990) and
the Australian Disability Discrimination Act (1992) (Crouch, 2019). Following the introduction of the
Equality Act in 2010, UK educational providers and employers are required to make ‘reasonable
adjustments’ to working/educational environments to enable individuals with disabilities – including
dyslexia and other SpLDs – to perform their roles without undue disadvantage (Great Britain, 2010). There
is however no direct guidance on what a ‘reasonable adjustment’ might be. This raises some questions.
What may constitute ‘reasonable’? Could ‘reasonable adjustments’ be perceived as unfair by those who
do not receive them? And might they cause the individuals with SpLDs to stand out and thus, potentially,
become targets for bullying? For example, by providing separate exam rooms for learners with dyslexia.
Therefore, whilst the introduction of the Equality Act was indeed a positive step for those with diverse
learning/work needs, it may not present us with the perfect solution. Furthermore, in some countries there
are concerns around Individuals obtaining fake diagnoses to benefit from positive discrimination and
supports (Singh, 2018).
This study forms part of a programme of research into the impacts of dyslexia on medical education and
clinical practice from SS and JA. A systematic review highlighted three studies, which compared the exam
scores of medical students with and without dyslexia – and the impacts of compensations such as extra
time (Gibson & Leinster, 2011; McKendree & Snowling, 2011; Ricketts, Brice, & Coombes, 2010; Shaw,
Malik, & Anderson, 2017). This found that, whilst medical students may struggle in their early years, they
can perform on par with their non-dyslexic peers when special adjustments were in place (Shaw et al.,
2017). An autoethnographic study also explored SS’s experiences as a medical student with dyslexia –
highlighting several potential issues, including social isolation and segregation from his peers (Shaw,
Anderson, & Grant, 2016). This was then built upon by an interpretive phenomenological study of the
experiences of medical students and junior doctors with dyslexia (Shaw & Anderson, 2017, 2018). This
highlighted the heavy emotional burdens carried by those with the condition, along with potential bullying
from peers (Shaw & Anderson, 2017, 2018). Participants also reported difficulties regarding practical
exams, in which support is difficult to offer medical students with dyslexia (MSWD) (Shaw & Anderson,
2018). These findings led to the development of a survey to try to quantify, for the first time, the
experiences of medical students and junior doctors with dyslexia (Anderson & Shaw, 2020). This study
found that 24% of participants reported being bullied about their dyslexia by their peers at medical school,
and 25% reported being bullied about their dyslexia by their peers whilst working as junior doctors
(Anderson & Shaw, 2020). Reports of bullying such as this are frequent within medicine. For example,
the General Medical Council research “the state of play of medical education and practice in the UK”
annually, including issues relating to the wellbeing of doctors. Their 2019 report found that “negative
cultures enable unprofessional behaviour, such as bullying, harassment and discrimination, with
consequences for doctors’ wellbeing” (General Medical Council, 2019). They go on to explain that “in a
survey carried out in 2018, the BMA [British Medical Association] found that two-fifths of doctors felt
bullying and harassment were a problem in their workplace” (General Medical Council, 2019).
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These issues are not limited to medical education. Major & Tetley (2019a) found that some registered
nurses with dyslexia discussed negative experiences from the wider public, including teachers in their
younger lives: “I was told by teachers that I would stack shelves for the rest of my life, that I would never
amount to anything because I wasn't clever enough” (Major & Tetley, 2019a). One of their participants
reported judgment from an educational psychologist due to their high academic attainment: “I think she
was questioning both my dyslexia and my ability; then she started to question my qualifications” (Major
& Tetley, 2019a). In another paper, Major and Tetley found that some nurses with dyslexia reported
negative experiences with other nursing colleagues in clinical settings (Major & Tetley, 2019b):
“These included staff discussing how nurses who have dyslexia were unsafe and should not be allowed,
being treated as if they were stupid, other staff not believing that the nurse had dyslexia or others disclosing
that they had dyslexia too” (Major & Tetley, 2019b).
The current study was designed to fill an important knowledge gap. We became increasingly aware that
no study had investigated the views of medical students without dyslexia about dyslexia and MSWD. Was
the previously reported “bullying” intended as such? Could these interactions have stemmed from a lack
of understanding? Or from views passed down from medical educators? There were many unanswered
questions. As such, this study was conceptualised. The aims of this study were fourfold. We aimed to
investigate:
1.
2.
3.
4.

The knowledge of non-dyslexic medical students about dyslexia and MSWD.
The attitudes of non-dyslexic medical students towards MSWD.
The behaviours of non-dyslexic medical students towards MSWD; and
Non-dyslexic medical students’ views on the compensations (reasonable adjustments) provided
to MSWD in the UK under the Equality Act (Great Britain, 2010).

2. Methods
2.1 Conception and Design
We felt that there was sufficient data from the previous qualitative work (Shaw & Anderson, 2017, 2018;
Shaw et al., 2016) to be able to develop a questionnaire to explore our aims. This study took the form a
single-centre, cross-sectional survey using an online platform – SurveyMonkey™. This platform was
chosen due to its ease of use, familiarity to our target participants, and the ease of data analysis. The
questions used were generated by LH and JA, based upon the findings from the previous qualitative
studies. The questions included sections about knowledge of dyslexia, views about supports provided for
MSWD, and behaviours towards MSWD. The questionnaire also contained free comment boxes –
allowing for richer qualitative data to be obtained, to grant the researchers a greater understanding of the
participants’ attitudes and beliefs. Once the construction of the online survey was complete, it was piloted
by LH to assess functionality, accessibility, and face validity. The survey was reviewed by our institutional
ethics committee, who approved the questionnaire for use in the survey.
2.2 Ethical Review
The Brighton and Sussex Medical School Research Governance and Ethics Committee approved this
study.
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2.3 Sampling and Data Collection
A letter explaining the purpose of the survey, enclosing a link to the online questionnaire was emailed to
all medical students studying within a single UK medical school – spanning all five year-group cohorts –
inviting them to participate if they did not have dyslexia themselves. The first page of the survey was a
Participant Information Sheet. Participants were required to confirm their agreement to take part on this
page before progressing onto the main survey. A reminder email was sent out to all students after two
months to maximise response rates.
2.4 Data Analysis
A scrutiny of all completed questionnaires was undertaken to check that they had been fully completed.
The raw data were then descriptively analysed using the SurveyMonkey™ inbuilt facilities for this.
Participants skipping questions were omitted from the analyses of those questions. Data were then
analysed by the following categorical variables: gender, age group, and year-group cohorts. Statistical
significance was calculated using SPSS for any observed differences using Pearson’s Chi-square test and
the Mantel-Haenszel test of linear-by-linear association where appropriate (Field, 2009; IBM Support,
N.d.). Data were analysed and verified independently by SS and JA in order to reduce the risk of error or
bias.
3. Results
3.1 Participant Demographics
A total of 123 individuals responded to the survey – 67% (82) female and 33% (40) male. Twenty-three
percent (28) were from 1st year, 19% (23) were from 2nd year, 18% (22) were from 3rd year, 29% (35) were
from 4th year, and 11% (14) were from 5th year students. Forty-six percent (56) were aged 17-21, 43% (53)
were aged 22-26 and 11% (13) were aged 27 or over.
3.2 Understanding Dyslexia
Most (94%, 116) reported personally knowing someone with dyslexia. Almost all (97%, 118) participants
indicated that they knew what dyslexia was. However, their free comments showed some variability in
their understanding:
“I think people often misunderstand dyslexia and do not recognise that different people with the
condition have different abilities just like everyone else has. They may take more time to process
information, but their actual intellectual ability can still be excellent.”
“It is a condition of unknown aetiology which is characterised by difficulty spelling or reading
words. I think it's cureable in the sense that if you work extra hard to remember spelling and
practice reading you can overcome any difficulties.”
“I think it is a poor excuse for students to be favoured advantageously and receive tremendous
benefits. It is certainly not a medical problem.”
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“It’s a learning difficulty related to reading writing and spelling, it can variably affect people’s
day to day lives so should be taken seriously.”
3.3 Supports and Their Perceived Fairness
All participants were aware that MSWD might receive extra time for written exams, and 95% (115)
thought this was fair.
“I think it's about equality and allowing them the time to understand the questions and write a
response because they struggle with it more.”
“… In some cases, I do think it is fair, but in 'real life' circumstances such as an emergency
department, there would be no extra time.”
“To a degree, in written exams I think a little bit of extra time is fair (although sometimes it
seems excessive). Its practical exams I think extra time is unfair as one of the points of the exam
if working under time pressure”
“Absolutely not [fair]. A dying patient will not give you extra time because you can’t spell
properly.”
Table 1: Supports and their perceived fairness
Were you aware that someone with a diagnosis of dyslexia might be given an extra
allowance of time in written exams?
Yes
No
100% (n=123)
0% (n=0)
Do you think this is fair?
Yes
No
95% (n=115)
5% (n=6)
Were you aware that someone with a diagnosis of dyslexia may receive other support such
as special computer software, etc.?
Yes
No
98% (n=120)
2% (n=3)
Do you think this is fair?
Yes
No
91% (n=111)
9% (n=11)
In addition, 98% (120) were aware that MSWD might receive other supports – special computer software,
for example – and 91% (111) thought this was fair. A minority (9%, 11), however, felt that the provision
of wider supports for MSWD was unfair:
“Some of my peers received hundreds of pounds of benefits such as smart pens, laptops and free
printing. How is this fair?”
“Bit ridiculous.”
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There was a significant association between year-group and the percentage who believed that provision of
extra supports was unfair. This varied from 0% in year 1 to 21% in year 5 (P=0.008).
3.4 Exploitation, “faking it”, and Bullying
Overall, 29% (36) thought that someone who said they were dyslexic might be faking it, and 44% (54) felt
that someone who said they were dyslexic might be exaggerating it or exploiting it unfairly. Comments
included:
“Some people fake it to get extra time and a laptop!”
“Why would you fake being less mentally able.”
“… I have heard that it would be easy to cheat the test if you wanted to.”
“I suspect it is quite hard to fake true dyslexia on a dyslexia test.”

Seven percent (9) reported witnessing MSWD being picked upon or bullied in medical school. In addition,
3% (4) reported that they themselves had picked upon or bullied MSWD at medical school.
Table 2: exploitation, “faking it”, and bullying
Have you ever felt that someone who says they are dyslexic is faking it?
Yes
No
29% (n=36)
71% (n=87)
Have you ever felt that someone who says they are dyslexic is exaggerating it or exploiting it
unfairly?
Yes
No
44% (n=54)
56% (n=69)
Have you ever witnessed anyone with dyslexia being picked upon or bullied in medical
school?
Yes
No
7% (n=9)
93% (n=114)
Do you think that you might have picked upon or bullied anyone with dyslexia in medical
school?
Yes
No
3% (n=4)
97% (n=118)
3.5 Witnessing Comments Regarding MSWD
When asked about witnessing people making positive or negative comments directly to MSWD, 50% (61)
of participants had witnessed a negative comment compared to 35% (44) who had witnessed a positive
one. Also, 49% (60) had witnessed a negative comment made in private about MSWD, compared to 31%
(38) who had heard a positive one.
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Table 3: Witnessing comments regarding MSWD
Have you ever witnessed anyone saying something positive or negative/derogatory to
someone with dyslexia about their dyslexia?
Positive
Negative
Both positive
Neither
comments only comments only and negative
comments
3% (n=4)
17% (n=21)
33% (n=40)
47% (n=58)
Have you ever witnessed anyone saying something positive or negative/derogatory about
someone with dyslexia to their friends or classmates in private?
Positive
Negative
Both positive
Neither
comments only comments only and negative
comments
1% (n=1)
19% (n=23)
30% (n=37)
50% (n=62)
Females were more likely to have heard no comments of any kind made to MSWD about their dyslexia
(54%, 44) than males were (35%, 14). Males were more likely to have heard a negative comment made to
MSWD about their dyslexia (60%, 24) than females were (44%, 36). Fifty-eight percent (23) of males had
heard a negative comment being made in private about MSWD compared to 44% (36) of females. These
differences were not statistically significant. Comments on this included:
“I have seen various cases of people with dyslexia being told they are definitely faking it and
abusing the system because their results are too good.”
“Quote from someone: ‘dyslexia is not a real thing. It is just an excuse for stupidity.’”
“People make fun of them for being dumb and slow.”
“Medical students tend to be very accepting generally.”
3.6 Other Issues
Participants were given the opportunity to add any other comments. Most (60%, 74) did not comment.
Some, however, commented that dyslexia “does not exist” or that it is unfair that MSWD receive extra
help. Such comments included:
“No such thing as dyslexia 50 years ago, excuse for extra privilege.”
“I’ve spent my whole life competing again(st) people with dyslexia who receive massive
advantages that aren’t fair and certainly aren’t realistic.”
Some who commented spoke about the medical school environment not being appropriate for MSWD, as
well as others (including peers) lacking understanding of dyslexia. These comments included:
“That a lack of knowledge on the full scale of abilities that can be affected is a probable factor
towards misunderstandings about dyslexia.”
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“Dyslexic students should be protected. I feel that having 'dyslexia' stamped on your file just
labels you for abuse/discrimination further down the line rather than highlighting a student in
need of support.”
4. Discussion
This single-centre survey explored medical students’ knowledge and understanding of dyslexia, and their
behaviours towards MSWD – thus presenting the case of a single UK medical school. Within the study
there were small disparities within the percentages of males and females answers to questions, which were
not statistically significant. Males were more likely to report having heard a negative comment and think
someone had exaggerated their dyslexia. These results need further study to determine if there is a true
difference.
As the year of study of participants increased it can be clearly seen that there is an associated increase in
the belief that the extra help (e.g. computer software) received by MSWD was unfair. Interestingly, there
was no such trend regarding their views on the provision of extra time in written exams. This may be since,
as students’ journey through medical school progresses, the work being undertaken increases in difficulty.
Therefore, those without the supportive software start to perceive that they could be helped by it and
subsequently determine that it is unfair that MSWD receive it for free. This trend could also be explained
by financial changes. As students’ progress through medical school they have less holiday and so less time
for a job and money to be earned. Therefore, comments such as: “As a low income student it can be
frustrating when I have to work all through summer to pay for a laptop which is needed for work or had
to spend all my time using library ones within the library never in the comfort of my house and some
students get it for free,” are made more frequently – potentially due to financial situations becoming
tighter.
Half of our participants had heard negative comments about someone with dyslexia either in general or in
private. One explanation for this could be that medical professionals are unaware of the positive aspects
of dyslexia. This may indicate that more education is required for both staff and students to reduce the
number of negative comments. Our previous studies of medical students’ and doctors’ experiences have
also reported negative interactions (Shaw & Anderson, 2017, 2018; Anderson & Shaw, 2020). For
example, “peers can think that you are not working hard or are stupid when you are unable to remember
things. It can also make people feel that you don't care if you don't remember what they have said”
(Anderson & Shaw, 2020). Or “I remember someone saying to me ‘oh you should just have cod liver oil
tablets’ ... The thing is, they obviously did not believe it is a real thing... It was really upsetting, honestly”
(Shaw & Anderson, 2018). Such experiences are also not unique to medical education. Ridley (2011)
found that nursing students with dyslexia were living in “fear of ridicule and discrimination.” Furthermore,
Morris & Turnbull highlighted the following experience from a student nurse: “I’ve listened to nurses
talking disrespectfully about others because they are slow. If they knew I was dyslexic, they would talk
about me behind my back” (Morris & Turnbull, 2006). This is again supported by the papers from Major
and Tetley (2019a; 2019b) on registered nurses with dyslexia. Whilst our findings represent the case of a
single UK medical school, they add further, important data to this on-going discussion and raise further
questions: Why do some medical students feel that MSWD have an unfair advantage? Are we adequately
educating medical students about individuals with diverse learning needs, such as those with dyslexia? Do
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the reported negative comments about/towards MSWD persist after graduation and entry into the working
world as doctors?
A disturbing thought is that individuals who publicly express negative feelings or beliefs about MSWD,
may be likely to express these thoughts strongly and be more influential in the student body. This might
account for the discrepancy in the reported experiences of MSWD and the reported behaviours in medical
students without dyslexia. It is possible that our participants may have been more sympathetic towards
MSWD than those who did not take part.
4.1 Limitations
Although the response rate was relatively high for a survey of students, sending another reminder might
have increased the number of responses. This was a single-centre study, which limits its national and
international generalisability. It is, however, a first step which may provide us with potentially transferable
insights for other settings. Further research in multiple centres, and with other healthcare students, would
be useful. Upon reflection, a fuller questionnaire with more detailed questions might also have been useful,
but experience with surveys indicates that lengthy questionnaires are less likely to be fully completed.
Selected in-depth interviews with a sub-sample of willing participants might also have yielded further
interesting insights.
“One could argue that any study, whatever the size, contributes information, and
therefore could be worthwhile and several small studies, pooled together in a metaanalysis are more generalisable than one big study” (Machin et al, 2007).
5. Conclusions
Most participants showed a reasonable awareness of what dyslexia is. Almost all were aware of the
supports made available to MSWD, and most thought these were fair. Many had witnessed negative
comments being made about MSWD and some (a very small minority) admitted to bullying MSWD
themselves. There remains work to be done in educating people about dyslexia and addressing some of
the prejudices demonstrated – at least at a local level. Our findings contribute further data to the wider
discussion on negative views towards, or bullying of, healthcare students/staff with dyslexia. Whilst this
study reflects the case of a single UK medical school, our literature searches identified no other studies in
this important area. These findings now need to be tested on a larger scale – e.g. involving multiple centres.
Another area yet to be explored concerns the knowledge attitudes and practices of academic and clinical
teachers towards MSWD and junior doctors with dyslexia.
“No research is ever quite complete. It is the glory of a good bit of work that it opens the
way for something still better, and this repeatedly leads to its own eclipse” (Mervin
Gordon).
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Appendix S1: PRISMA Diagram overview of search strategy.[15] The following databases
where searched with no restrictions; Medline, CINAHL, ERIC, PsychINFO, The Cochrane
Library and Google Scholar. The terms “dyspraxia” and “medical student” (and appropriate
synonyms, including “DCD”, student”, and “healthcare professionals”, in various
combinations) were used. All original papers exploring the experiences of HE students or
healthcare students/professionals with dyspraxia were included.
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In this paper we adopt an autoethnographic approach to explore the lived
experiences of a UK medical student with dyspraxia within the current culture
of UK medical education. An initial review of the literature revealed that there
is now growing evidence regarding the difficulties experienced by, and support
needed for medical students and doctors with dyslexia. However, no research
has been conducted concerning dyspraxia on its own in medical education.
Here we seek to provide an in-depth account of a UK undergraduate medical
student with dyspraxia. It is hoped that this will have three outcomes: to support
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Lucy: “So, a bad day is just a day when everything goes wrong. I cannot decide
whether to take the bus or cycle… I walk into things… I drop my knife on the
floor, which has tomato sauce, so I get a stain on the carpet… I lose my phone…
just days when things don’t go your way... And you can’t just pick up, pick up
the mood as much. And it is hard being self-motivated… Yeah, like that is just
my dyspraxic tendency. Just to lose things, to drop things, to forget things, like,
and although I do try to be over organised, and overcompensate, it just doesn’t
work…. I know everyone loses things, but I seem to lose things on a very regular
[basis]…”
Dyspraxia
Developmental Co-ordination Disorder (DCD), also known as Dyspraxia in the United
Kingdom (U.K.), is one of a family of Specific Learning Difficulties (SpLDs) that also
includes: dyslexia, dyscalculia and dysgraphia (Griffin & Pollak, 2009; Musto, 2013).
Dyspraxia was historically also known as “clumsy child syndrome” (Gibbs et al., 2007).
Dyspraxia has been defined as: “The inability to plan, organise and co-ordinate movement, it
results in fine and gross motor problems and/or speech difficulties” (Gibbs et al., 2007, p. 534),
although it is also associated with a number of wider academic, social and emotional
difficulties. Symptoms vary with age and development (Dyspraxia Foundation, 2012; Missiuna
et al., 2008).
Dyspraxia has an estimated UK prevalence of 6-10% with 2% having severe symptoms,
and it is more common in males than females with a ratio of 4:1 (Gibbs et al., 2007). Whilst
commonly documented in children, it is increasingly being diagnosed later in life (Kirby et al.,
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2008). The number of students with SpLDs at university is also increasing, and this is likely to
be the case in medical education (Kirby et al., 2008a).
A scoping review identified five studies relating to dyspraxia; four within higher
education (HE) and one of registered doctors (Griffin & Pollak, 2009; Kirby et al., 2008a;
Kirby et al., 2008b; Missiuna et al., 2008; Musto, 2013). The results of our literature review
are published elsewhere (Walker et al., 2018). In brief, this highlighted that students with
dyspraxia (SWD) had difficulty learning new skills, especially those requiring motor
coordination and manual dexterity (Musto, 2013). In addition, participants highlighted
concerns about disclosing their conditions to colleagues due to fear of future discrimination in
the workplace (Musto, 2013). We found no autobiographical or autoethnographic accounts in
this area.
Griffin and Pollak (2009) suggested that people may hold one of two perspectives on
their dyspraxia; a “difference” view, or a “medical/deficit” view. People who held a
“difference” adaptation emphasized their strengths, had higher career aspirations and were less
likely to seek help. Those with a “Medical/deficit” adaptation focused upon weaknesses and
were more likely to give up on challenges.
There is no research on the impact of dyspraxia on medical students and their
experiences. This study is a first step in addressing this deficit. We aimed to both explore the
lived experiences of a UK medical student with dyspraxia and to shed light on any associated
sociocultural issues.
Disability as a cultural phenomenon
Here we shall consider the question of “what is a disability?” In doing so, we will
introduce our readers to some of the models of disability – exploring the ways disabilities may
be viewed and defined by our society.
Bleakley et al. (2011) define a discourse as
a set of practices and associated structures of knowledge that are considered at
any one time in history to be legitimate, or claim “truth.” Once this discourse
becomes dominant, other views are marginalized (an effect of power), and the
dominant view is treated as if it were self-evident or transparent. (p. 4)
Within the medical model
a disability is seen as a problem with the individual in question, where their
difficulties prevent them from performing as expected by society. It is seen to
reduce their quality of life, and emphasis is placed on “fixing” the individual.
(Walker & Shaw, 2018, p. 98)
This may therefore be a comfortable view for those of us from healthcare backgrounds where,
by training, it has become our nature to “diagnose” and “treat” problems. Due to the more
traditional nature of this view, it is also possible that it may have influenced a longstanding
societal discourse regarding individuals with disabilities – that such individuals require fixing
in order to better comply with “normal” socio-cultural expectations.
A slightly more contemporary view is proposed within the social model of disability –
challenging the potential societal discourse. This states that “a disability stems from issues with
the attitudes of society, causing environmental, organisational and social barriers, which act to
‘disable’ an individual” (Walker & Shaw, 2018, p. 98). Building further on this, Musto (2013)
also outlines the relational model of disability. This “describes how disability is the result of a
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mismatch or “poor fit” between an individual and their capabilities and their environment or
society. In this view a person is considered to be disabled if an impairment (limitation, disease
or loss) results in them experiencing barriers in their life” (Musto, 2013, p. 23). This steps
beyond the social model to also consider disabilities as situation-specific, rather than typical of
life in general (Musto, 2013).
We therefore propose that our readers consider their views on the following questions:
Does “disability” actually exist? Or might It just be difference – whereby the expectations of
our society create the illusion of disability, reinforced by a longstanding discourse?
Everybody is a genius. But if you judge a fish by its ability to climb a tree, it will
live its whole life believing that it is stupid. (Albert Einstein)
Introduction to the Authors
Here we present an overview of the ourselves as the authors of this paper. We explore
our backgrounds, our academic interests, and our involvement with this study.
Lucy
Due to the competitive nature of medical studies and the inherent vulnerability induced
through autoethnographic enquiry, the pseudonym “Lucy” has been adopted throughout this
paper. Initially, this was intended to mask the author as, although I was ready to share my story
with strangers who were distant from the small bubble of my world, I was not ready to share
my experiences with those closer to me. This was partly as I felt those closer to me would be
more judgmental and subsequently treat me differently once they were aware of this side of
me, which I had long attempted to hide. Furthermore, I was worried that identifying my faults
so openly would affect future opportunities in my working life. Whilst I am now aware and
happy that my position as an author of this paper reveals my identity, I find the use of “Lucy”
in the body of text a comfort blanket when re-reading – and subsequently reliving – some of
the more negative experiences discussed in this paper.
Throughout my childhood and adolescence, I had various personal issues which I had
to come to terms with and which contributed to the impact of my dyspraxia. I have always been
known for being clumsy. My first recollections of this are at primary school where I had trouble
with learning to ride a bike. I was the only pupil that could not take my hands off of the bike
to cycle. My father was in charge of this class, and I could see that he was disappointed with
my poor performance. As I have grown, my difficulties have become more noticeable. I still
have problems with balance and am more likely to fall or trip over than my friends. In addition,
I lack spatial awareness and I constantly lose things.
My difficulties peaked in my last few years of secondary school during my GCSE’s
and A-levels (GSCE’s – General Certificate of Secondary Education taken at age 16 and Alevels, Advanced level education certificate taken age 18 in the UK). In retrospect, it was
increasingly obvious that I was “different” from my peers; but everyone put it down to “Lucy
being Lucy.” I was regularly told that I needed to “grow up,” “stop losing things,” “be tidier,”
and “do not work as hard.” Although I could see that all of these held some truth, I had no idea
how to go about rectifying any of these problems. The latter was my most regular reprimand;
I found learning difficult and therefore worked much harder than my peers – determined to
achieve my full academic potential. I found it frustrating when others could not see that I
needed to work so hard, and would pass judgment on me. However, it was this determination
to succeed that drove me to pursue a career in medicine - to prove that I was capable of
competing with the best [top 10% of people in the country].
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I thought that getting into Medical School would be the hardest challenge I was going
to face. At medical school I reverted to my old study habits. This was very time intensive,
working for 8 hours a day every day – unable to take an evening off to go for a meal with
friends or family. Several times, I experienced complete burnout, where I would end up
whimpering (literally) on my bed, unable to do anything else. Despite my mammoth effort, I
did not get my distinction that I craved.
During my third year, I took a more relaxed approach to learning the required
knowledge. I learnt through asking questions, letting my natural differences flourish. Through
this, I found friendship and finally my hard work paid off – I received a distinction.
Prior to this study I had given little thought to what my diagnosis of, “dyspraxic type
tendencies” and “problems with short term memory and phonological processing” actually
meant on a practical level. I had simply assumed my incompetence was a failing purely on my
behalf, and had used it as a convenient half-hearted excuse when needed. It is pertinent to note
here that I had requested they did not say I had “dyspraxia” or “dyslexia” in my formal report
(despite that being my diagnosis) as I felt this would preclude me from applying for a surgical
career in the future.
It is only through this research project that I have been able to understand the extent to
which my dyspraxia impacts upon my life. In that sense, this has been a journey of personal
exploration and discovery. It has facilitated my growth as a person, and my understanding of
what makes me who I am. Therefore, I have found the below diagram particularly helpful as a
formal and accepted explanation of my difficulties that complemented my medical studies.
Figure 1
Dyspraxic Difficulties. Information from the Dyspraxia Foundation (Dyspraxia Foundation,
2012).
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This illustration shows the wide range of symptoms that dyspraxia may present with [Figure
1]. As dyspraxia is a continuum, individuals will experience different degrees of these. All
these areas affect me to varying degrees.
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For any more medically minded readers, my dyspraxic difficulties can be neatly summarized
as:
1.
2.
3.
4.

Poor coordination;
Difficulty learning new skills;
Difficulty with planning, organization and time concepts; and
A heavy emotional burden.

As a UK medical student, I have a very varied timetable and, therefore, I have to
undertake a wide variety of activities. My difficulties with planning and organization therefore
present the largest challenges in my day-to-day life. Manual dexterity is also a problem in
medicine, due to the requirements of clinical and practical skills. My dyspraxia has given me a
unique experience of medical education, with its advantages (hard working and determined)
and disadvantages (organizational, emotional, in addition to being clumsy).
Because of my dyspraxia, I have become acutely aware of my limitations in order to
create robust coping strategies. This has had a secondary consequence of making me anxious
about the possibility of these coping strategies failing, and my limitations becoming exposed.
The resulting anxiety is the root of a number of problems discussed below.
On talking to my peers, those with dyspraxia seem to recall similar experiences to my
“unique” experience. Finding out that I am not alone in my struggles drove me to voice my
experiences through writing this autoethnography.
When I set out on this project, I had little understanding of what an autoethnography
would entail. I understood that I would be exploring my views and experiences but did not
fully understand the full analytical intimate process I would undergo. I therefore approached
Seb who I knew had previously conducted a similar project on his dyslexia. Seb (SS) is two
academic years ahead of me so I felt comfortable approaching him and he was able share his
experiences in a way I could relate to. I also contacted “John” (JA) who SS has worked closely
with, and who is also a qualitative researcher, and would be able to provide academic
supervision.
I found writing the autobiographical piece, and being interviewed, harder than initially
anticipated. However, it was the intimate nature of recording the analysis that I found most
uncomfortable. Having spent the majority of my life shielding my core principles from the
ridicule of prying eyes of others to prevent embarrassment, it felt unnatural to let others in to
my deeper levels and pick apart the details of the ideologies that I live by and have clung to for
the past 20 years. At times, I felt myself slipping into old habits as I attempted to distance
myself from the team – to shy away from exposing my imperfections. I am grateful to be
working with such an experienced team, who were able to support me both academically and
emotionally when necessary. Through drafting and re-drafting the manuscript I have been able
to develop further academically as well as maturing as an individual.
Seb (“SS”)
I am a medical doctor living and working in the UK. I am also an Honorary Clinical
Lecturer at Brighton and Sussex Medical School, where my teaching focusses mainly on
research methods and medical education. I have a particular interest in researching
neurodiversity (including SpLDs) in medical education, with the goal of promoting improved
understanding and a supportive, open culture. I tend to work almost exclusively with qualitative
approaches, and I teach postgraduate workshops on various aspects relating to qualitative
research – including analyzing qualitative data and interview skills.
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I was delighted when Lucy asked me to undertake this autoethnography with her. Due
to my familiarity with the methodology and experiences discussed, I felt well suited to assist
with the project. Although I do not have dyspraxia, I do know how it feels to undertake medical
studies in the UK with an SpLD – in my case, with dyslexia. John and I had previously
published a full autoethnographic study of my own experiences (Shaw et al., 2016). John and
I have also undertaken a wider programme of research into the experiences of UK medical
students and junior doctors with dyslexia. These prior experiences helped me to guide and
assist Lucy. Throughout this study, my role was also a supportive one – both academically and
emotionally. The initial interview facilitated Lucy’s reflection upon painful experiences. It
evoked unwelcome and intrusive thoughts. I helped Lucy to reflect positively and critically
upon these. As a near-peer who has experienced similar difficulties, I found myself able to
empathize and support her emotionally through both the interview and the analysis / write up.
It was a pleasure to watch Lucy’s academic and reflexive skills grow as she progressed
through this autoethnography. I made myself available at all times, should I be needed for
support or advice. I read multiple drafts and I helped Lucy to construct this manuscript over
several months. My own main writing focuses related to our exploration of disabilities as a
cultural phenomenon, our methods, our ethical approach, and our consideration of our study’s
limitations.
John (“JA”)
Working with Lucy on this project was my introduction to dyspraxia. I had worked
with Seb on his autoethnography and had found that an intense, intellectually and emotionally
challenging experience. It prepared me for this study, but I was still moved by Lucy’s story.
We are a larger team this time and Seb has adopted the main supportive role, which I had in
his study. So, whilst Seb was a “big brother” I felt more of a “grandfather-figure” and an
academic sounding-stone – with an overtone of concern about Lucy’s well-being. My interview
with Lucy probed further into the issues which were emerging and helped me double-check
with her which of these she was comfortable to share publicly. My training in TA
psychotherapy helps me maintain boundaries between the academic, personal and therapeutic
dimensions in this work. Yes – all three exist side by side, with a danger of overlap if one is
not careful. As the “old man” in the team, I guess I see my role as being something of a safe
person for Lucy to turn to for the validation of her ideas – something which I realise is
immensely important to her.
Methods
An autoethnography is a qualitative methodology that combines autobiography and
ethnography (Denshire, 2014). It enables researchers to use their personal experiences (the
autobiographical element), yet goes beyond pure introspection to explore and critique relevant
sociocultural phenomena (the ethnographic element). It challenges “traditional,” positivist
research methods where authors and participants have a “silent voice.” The autoethnographer
becomes vulnerable through disclosure and the often intimate, personal nature of the accounts
shared (Denshire, 2014).
In this study we adopted a collaborative autoethnographic approach. We as research
team explored the experiences of Lucy, a UK medical student with dyspraxia – alongside
potential cultural inferences (Denshire, 2014; Shaw et al., 2018). Wells et al. (2019) explain
that “successful collaborative autoethnography research occurs when research participants
establish an atmosphere of trust that allows members to be honest and vulnerable about their
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individual experiences.” The collaborative nature of this autoethnography was intended to
benefit from several aspects, including:
•
•
•

The previous research experience of Seb and John – allowing for a more
informed methodological approach and verification of the analysis.
The “insider” experiences of UK medical education of both Seb & Lucy –
enabling a wider view on potential sociocultural issues.
The confidence it gave Lucy to deeply explore her own experiences with
dyspraxia in a supported environment.

Figure 2
Diagram of Methods

Autobiographical
account
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Our methods were based on a previous collaborative autoethnography Seb and John
authored (Shaw et al., 2016) – making use of both an autobiographical account and an in-depth
interview to generate our data. Here we present a step-by-step outline of our methods, as shown
in Figure 2:
1. Autobiographical account. Lucy began by writing an autobiographical
account of her experiences, reflecting on how dyspraxia had impacted on her
throughout her medical studies. As it was her first time attempting something
of this nature, it was lacking in emotional depth and only covered superficial
points that would have been clear to an outsider.
2. Unstructured, in-depth interview. This was then supplemented by an in-depth
interview, conducted by Seb, adopting the approach of Shaw et al. (2016). This
explored Lucy’s experiences in a greater depth and promoted a deeper level of
reflexivity.
3. Transcription. The interview audio-recording was then transcribed verbatim
by Lucy. This allowed Lucy to immerse herself well in this aspect data. At this
stage Lucy wrote down some initial thoughts and she began to record a dairy of
emotional and analytical ideas.

Eleanor Rose Walker, Sebastian Charles Keith Shaw, and John Leeds Anderson

4079

4. Thematic analysis. Lucy’s autobiographical account and interview transcript
were analysed together. Lucy used pens/paper and highlighters to generate
initial emergent themes. Mind maps were then used as a visual aid to generate
the final, analytical themes. This helped Lucy to better visualize the data and
the process as a whole.
5. Verification. Seb also independently analysed the data. Instead of mind maps,
he facilitated the process using a template analysis, where he placed his initial
emergent themes into a table. This is a method he has used before, as it allows
him to visualize the data in a structured way – helping with his dyslexia (Shaw
& Anderson, 2018). Seb and Lucy compared and contrasted their analyses.
Differences were discussed and re-analysed in an iterative process until the final
themes were agreed upon.
6. Triangulation John then reviewed the autobiographical account, interview
transcript, and audio recording alongside Lucy and Seb’s analyses. He identified
areas where he felt the Lucy had still not fully explored her complete feelings.
Due to John’s psychotherapy background, he was able to offer this expertise in
highlighting the areas that Lucy was still shielding to protect her inner most
insecurities.
7. Additional Interview. John then completed a further, unstructured interview
with Lucy to further explore and probe these areas. This was a more informal
“therapy session,” where John encouraged Lucy to open up and think about
these areas. Although were not directly linked to her dyspraxia on the surface
they were important to allow Lucy to understand other influences that had
shaped her life to this point.
8. Deeper Reflexivity. Although not formally analyzed, the further interview
allowed Lucy to return to the analysis with further understanding of Lucy’s
inner most insecurities and thus further deepen the finalized themes
9. Report. The final step was to document our study in the form of this report. Our
analysis is presented by Lucy, in the first person, in order to further humanize
her story.
Ethical Issues
This project received ethical approval from the Brighton and Sussex Medical School
Research Governance and Ethics Committee prior to its commencement. We also adopted a
relational ethical approach throughout the overall conduct of this autoethnography (Shaw,
2019). Relational ethics refers to the conduct of a research study in a socially and culturally
ethical way (Ellis et al., 2011; Shaw, 2019). This is particularly important in qualitative
research, which provides a window to the experiences, beliefs, thoughts or feelings of its
participants. Ellis et al. (2011) explain that “in using personal experience, autoethnographers
not only implicate themselves with their work, but also close, intimate others.” In practical
terms, this required us to pay special attention to the experiences discussed and the vignettes
presented throughout this paper. The aim of this was to ensure that the paper would not
negatively impact on other individuals in Lucy’s life – such as patients, colleagues or relatives.
Seb has elaborated thusly in a previous article:
We must remain true to our participants, our research questions, and ourselves
at all stages. And we must ask ourselves: is this the right thing to do? Is this the
right thing to write? And have I considered the wider implications of what is
done or written? (Shaw, 2019, p. 157)
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Collaborative Autoethnographic Analysis
My Dyspraxia / Being Different
***
October 2014
It is the start of my second year at medical school. I am sat in doorway of my small
messy bedroom, fiddling with a piece of string. I am, talking to my housemate as we wind
down from our first week of lectures after the summer holidays.
Lucy: *Rambles on about something*
Housemate: *laughs* “You are so weird Lucy.”
Lucy: *laughs* “Everyone is weird…”
Housemate: “Hmm… not really though Lucy. I don’t know how you think of some of the
things that seem to come into your head! They are just so bizarre.”
***
I have always been different. I think I have always known it too. However, I definitely
have not always embraced it. I used to want to be one of those cool kids, to be in the “popular
group.” All though my childhood and into my adult life I desperately tried to fit in; with what
I wore, with what I said, with what I thought. I foolishly thought that if I could fit in, it would
give me friends and make me happier. The more I tried, the less I fitted in.
I struggle with the basic skills of human interaction; I am constantly misinterpreting
verbal cues and accidently interrupting people when they are talking. This combined with my
easily excitable state means that I can come across as rude. Although it is possible to get used
to my manner, strangers can be affronted by it. This meant that I spent much of my adolescence
on the edge of the school cliques. It was a lonely existence – friends with everyone, but I had
no “best friend” to confide in. This meant I often-felt alone in a group. I would consciously try
to contribute but would end up interrupting inappropriately. The group would then shun me,
leaving me on my own once more. I suppose I got used to it after a while. I tried to stay positive
and think of the perks of having no strings attached when the drama got too much. But it was
lonely.
This made moving to medical school even harder. I suddenly had to build a new support
network away from my parents at home. I also expected university to be different, and I would
find the friendship group that I had longed for – the cliquey group of girls that I could do
everything with. I did not appreciate how difficult it would be until the first two people I spoke
two gave me three one-word answers before walking away.
Medical school is a very competitive environment. Individuals are expected to conform
to the perfect medical student persona, so I tried to hide my differences and quirks. But, I still
found it difficult to conform in the same way as my peers. I think this contributed to my ongoing
difficulty with finding a friendship group. At times I felt forgotten by my peers.
I over-compensated. I became known as the “keen” student in my cohort - known for
doing “too much” work and attending every timetabled session. This means that I bear the
brunt of people’s jokes as they try to “make me relax,” or they try to justify themselves missing
lectures. Often, I do not mind, as I have learnt to take this in my stride. However, sometimes
people go too far, and I feel humiliated and embarrassed. I have felt pressured to conform to
the stereotype that I have been assigned. I would often stay home instead of socializing, as I

Eleanor Rose Walker, Sebastian Charles Keith Shaw, and John Leeds Anderson

4081

felt I should be working all the time. So, people stopped asking if I would like to join them in
social activities. Thus, by the end of my second year I was an invisible entity within my cohort
– blending into the background. I ended up back in my cycle of overworking.
Medicine is a long, intensive, and demanding course. Therefore, if you are unable to
establish supportive social networks you may struggle with the constant competition and
emotional stresses of life in class and on the hospital wards. This becomes increasingly intense
in the later years of study (based primarily in the hospital, learning “on the job”) and you need
to find and maintain revision groups. During the first two years I had given up on making
friends. During my third year, however, I realized the importance of going out of my way to
create a friendship group – to ensure that I had people to enjoy downtime with, away from
work. This was a turning point in my life. I now have a lovely support network. It has also
helped me take time away from working without feeling guilty.
Pervasive Emotional Impact
My dyspraxia carries a huge emotional burden. It affects every thought and decision I
make. It is a driver for most of the choices in my life.
There are two sides to the emotional coin of dyspraxia. There are (a) my highly
excitable mood states, facilitated by my “little victories,” and (b) the panic states that happen
when I am asked to make a decision. During my first three years at medical school, the latter
unfortunately prevailed.
***
April 2015
It is heavily raining outside. I have to make a decision: do I cycle to university in the
rain or do I take the bus? The bus will take slightly longer and cost £3, whereas cycling is free.
If I take the bus I can bring my laptop and then work on campus, if I cycle however, I cannot
(in case I clumsily fall and break it). If I cycle then I can do more work in the day though,
because I won’t be waiting for the bus. It is a clinical day (where I get to interact with real
patients) so if I cycle in my smart clothes, they will get creased. Whereas if I take the bus, they
will be fine… the different arguments get louder and louder in my head until I start panicking.
I leave the house in a rush, marching to the bus stop. I turn around in tears after 10 meters;
maybe I should actually go and get my bike? I then run back inside to change, but once in my
room my head gets so loud, my thoughts are so all over the place – I am now becoming
hysterical. I crawl into bed and hope it all goes away.
My housemate walks out of her room: “Get a grip, girl, we need to go. We have lectures
in 40 minutes. You can’t just not go. You are getting the bus with me.”
She drags me out of the house towards the bus stop. That is it – the decision is made.
Now I have to try to recover my dignity, and be thankful for waterproof mascara.
***
This kind of emotional crisis was common in my first three years of medical school. I
found the stress of having to make any decision overwhelming and debilitating. Each outburst
was so exhausting and time consuming. This affected my work. I would often try to continue
to work whilst in hysteria. I was so convinced that I had to get eight hours of solid work
completely each day, that I would continue to work regardless of the state I was in. This work
was never productive, and proved to be self-destructive. It led me to burnout near the end of
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my second year – I crawled through the exams at the end of the year and, luckily, made it
through.
“I don’t seek support, I know I should, but I am far too proud to admit I have problems
most the time and go and seek support.”
At this point, I had considered seeking professional help. I had little knowledge of what
the Student Support department was at the time. I also was not sure that my problems were
significant enough for them to take any notice. I was concerned they would dismiss me an
emotional child and tell me I was not ready for a medical degree. In hindsight, this was exactly
why I should have gone to them. A friendly, generic email from student support at this time
would have prompted me to discuss my concerns.
On the flipside, there have always been the “little victories” in my life that keep me
going. They can be anything at all, such as taking blood, being useful or just making a decision.
They are the small things that most people can do and take for granted. But when I manage
them, I get an immense feeling of pride. I rely heavily on them when I am going through a
rough patch or having a bad day. They remind me that a bad day does not mean a bad life. They
have been a fundamental aspect of my success in my recent years of medical school. They spur
me on to keep going, to reach my goals. Although mostly these victories were self-driven,
doctors within the hospital often helped to facilitate them, through gently pushing me beyond
my comfort zone. They would give me opportunities to take blood, or to talk to patients. Each
of these was a little victory in itself – something I did not believe I could achieve at the start of
the year. I believe that everyone can benefit from “little victories,” but especially those who
struggle with work, such as others with Specific Learning Difficulties like dyspraxia. These
victories enable me to monitor progress and to see where I can improve.
Impact on Studies and Career
***
October 2015
It is a sunny autumn day in October. All twenty of my peer-group are arriving on mass
at the Gastroenterology ward. It is our first day on the hospital wards, and we have just had
lectures emphasizing the importance of using the wards as a resource at our disposal. There is
considerable nervous excitement in the air as we gathered. For some of my peers and myself it
was our first time on a hospital ward as students. We were finally going to put our clinical skills
and core knowledge into practice. Although I roughly understood the morning lectures, the
new terms had not made much sense to me. I had no idea of their context, and this meant I had
very little understanding of what was going to happen. I was anxious. I felt physically sick.
Lucy: “So what are we actually meant to do this afternoon again?”
Classmate: “It just says ‘ward clerking’ but I don’t really understand what that is?”
Lucy: “I have no clue either. So do we literally just walk on to the ward this afternoon?”
Classmate: “Apparently, so, we can go and ‘clerk’ or go to a clinic or shadow someone…”
Lucy: “Hmm, I am just nervous, I don’t want to be in the way…”
Classmate: “I suppose we just have to learn somehow though…”
***
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In our third year we were randomly split into small groups (not necessarily your friends)
who you then work closely with for ten weeks. This is good as it simulates starting at a new
hospital, as a newly qualified doctor, but it was particularly daunting as, although I do not
struggle with teamwork, I was nervous that I would end up with students who did not
understand my difficulties or anxieties.
During my first week on placement, I felt lost. I knew I was supposed to be able to go
and talk to patients, but I froze as soon as I got on to the ward. I found the new environment
overwhelming, and I left in tears after less than half an hour, having not spoken to a single
patient.
“I felt so awkward, I felt so out of place, all I wanted to do was run…”
On reflection, my difficulties talking to patients seemed to stem from low self-esteem.
I was concerned that patients would not want to talk to me and that I would be imposing myself
on them. I was also nervous about my usual problems with conversational cues and accidently
coming across as rude. This led me to continually come up with excuses (to myself) about why
I was not able to go and talk to a patient on my own. I therefore lived in a constant state of
disappointment where I didn’t manage to meet my own expectations, let alone the expectations
I believed others had of me. This was reinforced by well-meaning consultants and junior
doctors telling us to go and talk to patients when they had run out of jobs for us to do. I found
it very difficult to tell them that I was too nervous, and ended up slipping off into the
background and finding another task that I felt more comfortable with.
“I just felt completely inadequate. Like, maybe I shouldn’t be on this course if I can’t
function, if I can’t go and talk to a patient.”
I was lucky as, on each of my placements, after the first few days, I found more
confident students who were happy to let me tag along with them. This allowed me to relax
slightly more when I was practicing talking to patients, as I knew there was someone to take
over if I made a mistake. This helped me to develop my skills at a pace I felt comfortable with,
and to gradually settle into the role. However, as these students were not always on the ward
with me, I dreaded the days when I was left on my own. It was not until the end of my third
year that I began to feel comfortable on my own.
“I was fine if I was on a ward round because I had a purpose, I was following a structure.”
Due to my need for structure, I found that I thrived on ward rounds. Here I had a predefined role and I was able to undertake it successfully. Each time I completed part of the role
successfully it was a “little victory,” which promoted a cycle of achievement. I would then
want to complete the role again to experience the same buzz. Having this structure also
eliminated the pressure and anxiety of having to make decisions myself, I could just get on
with the jobs I knew I needed to do. The ward rounds were a useful experience – I found it
easier to learn within a structure.
I enjoyed having the ability to ask questions and to apply my knowledge in a clinical
environment. I found that the clinicians were normally helpful and happy to answer relevant
questions, even on a busy ward round. This surprised me as I had assumed that they would be
too busy to answer any of our questions.
Within the hospital, I ran into other unforeseen difficulties. The wards are large and
crowded. Simple things like navigating through the maze of people and trolleys were a struggle.
I was constantly accidently bumping into trolleys and people. I found it embarrassing when I
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had to keep on apologizing to people on the wards, because I had walked into them or their
bed. I also found it difficult when I was asked to help with practical skills and then dropped
something or managed to get in the way. I found this frustrating, especially when I got
disapproving looks from the staff. I always felt frustrated with myself because I had not
managed to overcome my difficulties.
I had the most difficulty on my surgical placement, due to my problems with manual
dexterity. This has now made me realize that it would be very difficult for me to pursue a career
in surgery. Whilst in the surgical operating theatre, I have managed to almost contaminate the
sterile field twice. Once I fell head first off my stool towards the patient, who was having open
abdominal surgery, and struck my head on the surgical lamp above the operation, before
bouncing back to safety. This was a very near miss, and the silence that followed felt like
eternity. But looking back, it can only have been 20 seconds or so whilst the room worked out
whether I had hit the sterile part of the lamp or not. Although I am fascinated with surgery, I
now stand well back so that there is no chance of me causing any further problems.
I observed a number of different operations with a number of different surgeons and I
was very appreciative when they would go out of their way to support my learning through a
number of different methods:
•
•
•
•

Placing a stool slightly away from the table so that I would be able to see
but not contaminate the area;
Talking through the operation beforehand so that I would be able to follow
it once the operation began;
Highlighting key points in the operation and indicating the anatomy;
Questioning my knowledge about the operation, so that I would be forced
to think and learn.

Determination
“…But if I think there is a hope in hell that I can get there, I want to prove them wrong”
***
“Resilience: The capacity to recover quickly from difficulties” (The Oxford Living
Dictionaries, 2017d).
“Determined: Having made a firm decision and being resolved not to change it” (The Oxford
Living Dictionaries, 2017b).
“Conscientious: Wishing to do one's work or duty well and thoroughly” (The Oxford Living
Dictionaries, 2017a).
These words are frequently used to describe my personality and work ethic. It is my
determination and conscientious nature, which has sustained me through medical school thus
far, and my resilience which allows me to get back up each time I struggle.
During the first two years, the course is lecture-based with very little clinical contact.
The only way I knew how to pass was to spend my eight hours per day working. This had to
be pen-to-paper hours, and all breaks were deducted from this. The time was spent copying the
content repeatedly until it was committed to memory. I simply accepted that this was how I
had to experience medical school, and although I became quite mentally fragile and very
isolated, I enjoyed the comfort of the structure that my small world provided. It never occurred
to me that I could have done less work, through adapting my study skills, and could have had
a life outside of anatomy and physiology during those years. At that time, I lacked critical
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appraisal skills – I was unable to filter the vast amount of information given in lectures and
believed I had to learn it all. I would have benefitted from having some guidance on alternative
study techniques (ways to learn) and study skills (when to use each technique) (Shaw, 2017;
Ferguson et al., 2002). If these had been given in a relaxed lecture or small group session, I
believe I would have benefitted a great deal. It would have allowed me to develop less timeconsuming patterns of work that gained better results earlier on in my studies.
This method of constant repetition of learning is one I still use for practical skills. I feel
that repetition is the best way for me to learn, so that methods and procedures become ingrained
in my mind. It also allows me to structure my work and revision in a clear and organised way,
which I need in order to function. I am able to channel my determination to keep practicing
and constantly improve my ability, using my generous boyfriend to practice my skills on.
“I always used to practice taking blood off of my boyfriend with an old fountain pen. We
would construct the fountain pen to take blood, and although obviously no blood would
come out, it is a fountain pen, it was realistic enough to go through the motions of
remembering to shake the bottle and all those things. I think it will probably be the same
[in final year] although I don’t think he will like it as much with a catheter…”
My determination was exemplified by my attitude to my third year. During the first few
weeks of my third year I had an emotional meltdown whenever I entered the hospital. However,
I persisted. I would go back into the hospital every day – even when we simply had “ward
clerking.” A number of my peers took to interpreting this time as “home study.” I was
determined to overcome my anxieties and to be able to approach patients confidently. Over the
year I persisted in going in, initially with colleagues and then on my own, taking baby steps –
one at a time. By the end of the year I received a letter of commendation from one of the
consultants for the standard of my ward work. For me this was the highlight of my third year.
It reminded me that hard work does pay off.
I think that I was only able to get by due to the support from the clinicians throughout
my placements. They were always welcoming and went out of their way to help me learn and
gain confidence – from watching my clinical skills to answering questions on ward rounds.
This enabled me to flourish. They were confident in my abilities, and therefore I became more
confident in my abilities too.
Coping Strategies
“I feel it is a challenge that I am facing mostly on my own.”
***
November 2016
Seb: “So what is it that makes you feel like you are, as you said, ‘inherently disorganized’?”
Lucy: “The little things, like, I have managed to lose my bike light, I have managed to lose my
[library] card. If you don’t remind me, if it is not in my diary, it doesn’t exist. And my life is
very much… a mess. And it is always very scatty because I really struggle with making sure
it’s neat, so I try to have a structure to overcome the natural mess of my life, to try and make it
so that it is functional to the same level that I see everyone else’s lives are functional.”
***
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My main coping strategy is overcompensation. I overcompensate to ensure that I am
never caught short of my peers, as a defense mechanism to ensure I seem competent. Areas
that I overcompensate for in particular are organization and timings, taking down and making
notes, planning and writing assessments, and learning new information.
I had always used a paper diary. However, two years ago I transferred to the Calendar
on my mobile phone. This has meant that I am now able to carry my diary in my pocket
wherever I go. This is particularly useful as I am able to edit and amend my diary wherever I
am, without making it look messy. I can also synchronize it to my laptop. Having an electronic
calendar like this has been particularly useful as it means I can plan in advance [Figure 3]. This
is an added “comfort blanket,” as it removes some of the unknown from the future. It also
allows me to visualize how my day is going to look, meaning I am less likely to book two
activities that overlap. It was particularly useful on clinical placements, where I had a number
of different aspects to my day: a ward round, lectures, bedside teaching, clinics, or ward
clerking. It also allowed me to easily swap sessions with colleagues when needed. Having this
diary, allows me to impose a structure on my life. Without a structure I fall apart, I have no
idea where to start, so tend not to start anything. I do not know how I would have survived
without it.
Figure 1
Typical week mapped using a Calendar application - you can see that on Friday there were 2
overlapping events
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I always misjudge timings when leaving to go to the hospital and clinics. I either leave
much earlier than needed or will leave in a huge rush and then panic about arriving on time. I
normally do arrive on time, however, due to rushing – albeit out of breath.
This could be a problem for me in my career, because it I am constantly cutting timings
very fine. When combined with my poor sense of direction, I may be late more often. This
would be unprofessional and affect not only me but also my colleagues. Another difficulty
could be meetings or other commitments during the day; having to work to time, so that I leave
one job at the right time to then start the next one. This could be very difficult for me. To help
with this problem the medical school made sure all my placements were at my local hospital,
rather than one of the hospitals further away. This removed all anxieties about buses. It also
allowed me to get used to the layout of one hospital rather than having to learn the layout of
several different hospitals. To this day, I am very grateful for this simple supportive touch. It
helped me to survive my clinical training to date.
Upon much reflection, I have found that using humour to lighten my problems has
become my overarching coping strategy not only for my clumsiness, but also the rest of my
difficulties. Outwardly, I am beginning to embrace my differences and make them into a
spectacle to make people laugh. Inwardly I am not yet fully comfortable with them and often
worry about what I have said and how others view me. However, through using these
differences to my advantage in a humorous way, it stops other people using them against me
behind my back. It is better for them to laugh with me than to laugh at me. In addition, taken
on face value, seeming to suddenly throw my phone on the floor out of the blue is quite
amusing.
The Importance of Others’ Reactions
“I wanted to prove something to somebody, something to anybody. That I could do what
everybody else can do.”
As mentioned above, I worry a lot about what other people think of me. My parents
always told me I was a “sensitive” child and took everything very much to heart. This may not
be directly due to my dyspraxia, but I do believe that it is linked in a number of ways.
Firstly, when asked to complete a task I inevitably end up needing to work harder than
most to complete it to the same standard, I therefore end up becoming more invested in it.
Consequently, when I get feedback I feel that they are bringing into question my very being
rather than just my performance on that task. This means that the feedback I am given, even if
unintended, impacts significantly on my personal identity (Table 1). For others, especially
those close to me, this can be frustrating, I constantly crave feedback and validation so that I
can be sure I am “doing okay,” but often react defensively regardless of the feedback they give.
However, since acknowledging this, I have become more aware of how I interpret feedback
and am now more able to separate myself from the task in hand.
Table 1
How I interpret feedback
Positive reaction
Negative reaction
No reaction

I am doing okay OR they are just saying it and really I am not good enough
I am not good enough
I am not good enough

The second way I believe it is linked is I constantly feel that I have something to prove.
I have often been told that I will be unable to achieve something due to my difficulties and I

4088

The Qualitative Report 2020

see that as a challenge and make it my mission to achieve it. Although I recognize my
limitations, I feel the need to demonstrate that they do not define me and I am as capable as
everybody else in life. This had led me to become very competitive, not just in work but it all
areas of life. Again, a further reprimand – “not everything is a competition, Lucy.” However,
my competitiveness has been encouraged at medical school, as we are often competing against
each other in exams, and then later for places at foundation schools. I have found this difficult,
as I my strong desire to succeed is pitted against my need and want to be liked.
The third way it influences me is that I want to please everyone all of the time. This can
be related to the fact that I do not want other people to go through the experiences that I have
been through and, therefore, will do anything, at anytime, for anyone, to keep them happy. I
also feel that this will help me to make friends through proving that I am always around.
Through this, I also get praise and validation “I am doing okay.” I don’t want to be purely
reliable; I strive to be dependable. Constantly trying to please people has wider consequences
than people would imagine. Over and above generally being nice it means that I have developed
anxieties around interactions around other people and have become paranoid about doing
something interpreted as “not nice” or letting someone down. This means that I often place a
lot of emphasis on trivial decisions if they involve others. This can cause complications for all
associated – and more problems than solutions. This is especially difficult, as I then get upset
with myself for being indecisive, which adds to the complexity of the situation.
Discussion
Over the course of her medical education, Lucy has been able to identify a number of
difficulties that she attributes to her dyspraxia. She has struggled emotionally coming to terms
with them and has developed considerable anxiety in attempting to hide them from her peers
and educators. Nonetheless, she has developed numerous coping strategies to allow her to
succeed in this competitive environment. Through identifying her strengths and recognizing
the need to adapt, she has been able to flourish in what could have been a very difficult degree
and career choice.
Socio-cultural considerations
The underlying socio-cultural issues around UK medical education on a more general
level should now be considered. Although we present the experiences of a single individual,
underlying themes, curriculum issues and prejudices are all uncovered. More broadly this study
highlights a culture and experience that many medical students may recognise and relate to. It
is possible that learning points may be taken from this case for not only dyspraxic students but
also medical students in general. We wish to add at this point that Lucy’s medical school was
extremely supportive if and when a student approached them for help and support of any nature.
In Lucy’s experience, she highlighted that the competitiveness for grades, jobs and
educational experiences was a barrier in reaching out for help and support. This silent
competition between peers led to a large emotional burden. Competitiveness seems to be one
aspect that is common to medical schools in general (Dennis et al., 2012). Dennis et al. (2012)
found that anxiety was exacerbated by the competitiveness of the medical school environment
– participants feared that they would be considered weak by peers / faculty if they were seen
to need further support, and that this may lead to dismissal from the course if they were unable
to perform. This is exemplified here by Lucy, who felt that admitting to her difficulties, even
though formally diagnosed, would place her at a disadvantage. This is further supported by
Grochowski et al. (2014) who, in small group discussions, found that first year students
highlighted high levels of anxiety and a reluctance to seek help due to the competitive
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educational environment. Furthermore, Musto (2013) found that medical students chose not to
disclose their SpLD during the medical school admission process as they felt they would be
disadvantaged.
This study highlights how important the opinions and actions of others can be for an
individual with dyspraxia. Due to a lack of education there is still perceived to be a stigma
surrounding the condition, leading to a fear of negative judgment and discrimination (Griffin
& Pollak, 2009; Miller et al., 2009; Social Care Workforce Research Unit, 2007). This is tied
into the culture of medicine. Musto (2013) highlighted that doctors have an anticipated
stereotype of “being perfect,” and that admitting to having difficulties (such as an SpLD) opens
them up stigma from peers, colleagues and patients. Thus, if an individual highlights their own
difficulties and potential weaknesses, it can be felt that they will be an unsafe doctor (Musto,
2013). This has been documented in doctors with dyslexia by Shaw et al. (2017) and Musto
(2013). It has been further highlighted in doctors and medical students with mental health
difficulties (Winter et al., 2017). This is especially challenging as it may act as a barrier to
young doctors seeking help, as they may feel this will further discriminate them rather than
grant them access to the support they need (Musto, 2013). Dennis et al. (2012) highlight that
this can lead to a spiral of worsening anxiety as students realize they need further support but
feel unable to access it. It is therefore important that we being to consider how we can rectify
this malalignment in students’ perception of the consequences of help seeking behavior and
the reality of seeking help.
Through positive role modeling the opinions of prominent figures, such as support staff
and academic faculty, become influential in promoting an inclusive environment for students
with dyspraxia and other disabilities (Miller et al., 2009). Lucy’s story highlights how
important it may be for student support services to inform all students of the support they can
provide. Furthermore, they might consider helping dyspraxic students to better understand their
condition and how they might best approach self-management of their difficulties (Dyrbye et
al., 2005; Miller et al., 2009; Rowlands et al., 2005). Lucy’s medical school was active in
offering support based on feedback and suggestions. A recently implemented scheme was a
“buddy” scheme to allow students with an SpLD to have a near-peer role model with a similar
SpLD – to give advice on coping strategies. For Lucy, this may have helped to alleviate her
anxieties about beginning life on the busy wards. Simple, thoughtful measures like this can
have a large impact on an anxious student and may be simple to implement (Rowlands et al.,
2005).
The importance of regular feedback to support learning was shown to be crucial for
Lucy to maintain her motivation during her studies. This is something that both dyspraxic and
non-dyspraxic students may benefit from. Supportive clinical team members have been shown
to be important in maintaining motivation and preventing burnout (Dyrbye et al., 2005).
Oktaria and Soemantri (2018) found that students opted to approach mentors who they valued
the opinions and provided feedback. For Lucy, regular feedback, alongside the development of
her positive perception in the eyes of others, was important to her motivation. Urquhart et al.
(2014) found that, whilst there are some examples of high-quality feedback, many students
reported negative experiences of feedback within medical education. Medical schools may
therefore support students seeking feedback by providing clear expectations of their clinical
staff involved in teaching – to be supportive, constructive and adapt their feedback to the
student and situation (Dornan et al., 2005; Dyrbye et al., 2005; Urquhart et al., 2014).
This study highlights the difficulties students with dyspraxia may face with
organization and coordination in a clinical environment. It is important for educators to be
mindful of this and to be helpful in offering practical support. From a curricular perspective,
providing students with their timetables in advance, and making appropriate adjustments (such
as allowing them to be placed with a friend) are simple measures that might make a large
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difference for some. It is also important to recognize that supportive measures need to be
individualized and tailored to best compliment students’ strengths (Rowlands et al., 2005). In
this case, providing adequate time to adapt to the new surroundings was important. This may
hold implications for some clinical placements, where students may have as little as two weeks
within a new department before moving on.
Therapeutic impacts
The autoethnographic process in itself has been shown to be therapeutic (Cluster, 2014).
If the author allows themselves to be fully vulnerable and open, the healing nature of the
process becomes important for the researcher to allow themselves to fully accept their own
narrative (Cluster 2014). In this way, autoethnography allows individuals to gain a deeper
understanding of themselves, to develop themselves, and to move past their experiences
(Cluster, 2014). In the case of our collaborative autoethnography, this effect stemmed beyond
Lucy. Lucy, Seb, and John all found this a therapeutic process in their own ways. It allowed
Lucy to fully understand and come to terms with issues she had previously associated with her
sense of self – she learnt to accept that her difficulties do not define her, and that some of her
previous coping strategies may not have been healthy for herself or for those around her. For
Seb and John the benefits were more subtle. They came through watching Lucy develop as
both a researcher and an individual. Furthermore, Lucy’s experiences also helped Seb to reflect
further on his own experiences as a doctor with dyslexia.
Methodological reflections
Interestingly the autobiographical account focused more upon Lucy’s weaknesses – a
“medical/deficit” adaptation, whereas the interview gave a more optimistic account,
highlighting a “difference” adaptation. The interviews, although not part of the traditional
autoethnographic process, facilitated deeper levels of reflexivity (Denshire, 2014). In addition,
the interviews provided a source of triangulation to verify the data. Considering this point, it
may be noted that it is inherently easier to analyse negatives (where one could improve) than
positives (what one is already doing well) – especially given the above in-depth analysis of
Lucy’s mind-set on this. This has previously been highlighted by Hulsman and Vloodt (2014),
who found that students were more likely to give themselves negative feedback and often this
was more specific than positive aspects they identified.
Limitations
The concept of “generalizability” in research is an interesting and much debated one.
Traditional, positivist research uses statistics to draw its conclusions from numerical data. As
such, it strives to produce objective results from a representative sample that can be generalized
to the wider population of interest. Due to the comparatively low number of participants, the
lack of statistical analyses, and the embracement of subjectivity, many researchers may
traditionally consider qualitative research to not be generalizable. For example, it can be
argued that Lucy’s story lacks generalizability to other settings because it represents a single,
subjective case, at a single institution, during one period in time. Some qualitative researchers
have, however, argued that generalizability need not be tied to an objective view on the nature
of reality – that qualitative methods do indeed produce generalizable results in their own,
subjective way. In relation to autoethnography, Ellis et al. (2011) elaborate thusly:
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Generalizability is also important to autoethnographers, though not in the
traditional, social scientific meaning that stems from, and applies to, large
random samples of respondents. In autoethnography, the focus of
generalizability moves from respondents to readers, and is always being tested
by readers as they determine if a story speaks to them about their experience or
about the lives of others they know; it is determined by whether the (specific)
autoethnographer is able to illuminate (general) unfamiliar cultural processes.
(Ellis et al., 2011, para. 37)
Whatever our readers’ views on generalizability, important points can still be taken
from Lucy’s story. By critically analyzing her lived experience (and the “culture” of Lucy), we
may learn some valuable, transferable lessons. We hope that this will promote further research
in this area, which will build on the findings of this study. Through conducting further
qualitative and quantitative research in this area, both within the UK and globally, we may be
able to assess the transferability of the experiences discussed here. It would also be useful to
assess whether these experiences are transferable to different educational settings and cultures.
What this study adds
This study complements the findings of Shaw et al. who completed an autoethnography
considering “Seb’s” experience of dyslexia within medical education (Shaw et al., 2016). They
found that Seb had a number of emotional and social difficulties that extended beyond the
scope of his dyslexia, also struggling with isolation like Lucy (Shaw et al., 2016). Both pieces
have highlighted a range of strengths and coping strategies to deal with their problems,
influenced by their learning difficulties and the associated anxieties. This autoethnography also
compliments a study by Griffin and Pollak, who found marked similarities in the life
experiences between participants with a broad range of specific learning difficulties (Griffin &
Pollak, 2009).
Conclusions
Overall, we hope that medical educators, students, and others alike will read Lucy’s
story and be able to use it to inform their own practice. By doing so they may encourage the
acceptance of difficulties at a practical and emotional level. We also hope that qualitive
researchers will find our collaborative autoethnographic approach an interesting and helpful
way to support researchers new to the field or anxious about the in-depth nature of
autoethnographic enquiry. For the authors, the exploration and therapeutic nature of this work
should not be underestimated, and we thank you for giving us the opportunity to share it with
you.
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Abstract
Dyspraxia, otherwise known as Developmental Coordination Disorder (DCD), is a specific
learning difficulty (SpLD). Its main difficulties manifest as problems with motor coordination, organisation, academic and social difficulties. There are now more students arriving
at university with SpLDs, and, therefore, a similar rise may be expected within medical
education. There has been no previous research focusing on dyspraxia in doctors. An interpretive phenomenological approach was used. Six UK foundation schools disseminated
the announcements. Three participants took part in loosely structured telephone interviews
regarding their experiences of undertaking medical school and foundation school with dyspraxia. These were transcribed verbatim and then thematically analysed. The themes could
be split into two main categories: “Weakness and Coping Strategies” and “Perspectives of
Dyspraxia”. “Weakness” included: clumsiness, organisation and needing extra time. The
participants focused on their “Coping Strategies” that included: Ensuring safety, adapted
learning preferences and external support. “Perspectives of Dyspraxia” included: diagnosis, career choice, stigma, “normalisation” and the “difference view” or “medical deficit”
view of dyspraxia. Doctors with dyspraxia often mask their difficulties through sophisticated coping strategies. These were determined and hardworking individuals who believe
that their dyspraxia was a positive aspect of their identity, adopting a “difference view”.
They felt further education is needed about dyspraxia to change the perceived stigma.
There is now a need for further research in this area.
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Background
Dyspraxia is one of a family of Specific Learning Difficulties (SpLDs) that includes dyslexia, dyscalculia and dysgraphia (Gibbs et al., 2007). It is also known as Developmental Coordination Disorder (DCD) and historically as “Clumsy Child Syndrome” (Cantell
et al., 2003; Fitzpatrick & Watkinson, 1993; Geuze and Borger, 1993; Hellgren et al., 1994;
Losse et al., 1991; Missiuna et al., 2008; Skinner & Piek, 2001). Harris et al. discuss how,
in accordance with DSM-5 guidelines, an individual with dyspraxia may have “motor coordination below expectations for his or her chronologic age, may have been described as
“clumsy” and may have had delays in early motor milestones, such as walking and crawling” (Harris et al., 2015). Dyspraxia encompasses a wide range of features though, which
extend beyond the diagnostic criteria (Cantell et al., 2003; Geuze & Borger, 1993; Losse
et al., 1991; Skinner & Piek, 2001). The Dyspraxia Foundation outline a range of issues
that people with dyspraxia may have difficulty with (Fig. 1) (Foundation, 2012).
Dyspraxia has an estimated prevalence of 6–10%, with 2% having severe symptoms
(Gibbs et al., 2007). Its prevalence within medical education is unknown. A survey of medical schools conducted by Meeks and Herzer (2016) in the United States found that 2.7%
(n = 1547) of US medical students had a disability of some kind, including “learning disabilities” (Meeks and Herzer, 2016). Dyspraxia is more common in males than females

Fig. 1  Common difficulties for individuals with dyspraxia. Adapted from the Dyspraxia Foundation (Foundation, 2012)
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with a ratio of between 4:1 and 7:1 (Gibbs et al., 2007). This may be partially due to underdiagnosis in females due to there being less emphasis on sporting ability (Williams et al.,
2015). Childhood and adolescent studies have found that dyspraxia is associated with educational underachievement, lower levels of self-worth and increased anxiety (Cantell et al.,
2003; Fitzpatrick & Watkinson, 1993; Geuze & Borger, 1993; Hellgren et al., 1994; Losse
et al., 1991; Skinner & Piek, 2001).
The number of students with SpLDs in Higher Education (HE) is increasing, and we
might expect a similar increase within medical education (Kirby et al., 2008a, 2008b).
Therefore, having an understanding of SpLDs and how they affect medical students and
doctors is an important consideration for clinical educators. The General Medical Council (GMC) has placed an emphasis on supporting learners and trainees with disabilities,
and ensuring that they have access to support with reasonable adjustments (General Medical Council, 2019). Medical students with a SpLD may have navigated their previous education with difficulty. The pressures of medical school may exacerbate their difficulties,
prompting them to seek help and, subsequently, obtain a diagnosis at this stage in their
lives (Griffin & Pollak, 2009).
Dyspraxia has high comorbidity with other SpLDs, such as dyslexia and ADHD
in 35–50% of cases (Kirby et al., 2008a, 2008b). Issues with dyslexia have been better
documented within medical education. A review by Locke et al. highlighted a number of
support strategies that could be adopted to aid medical students with dyslexia, in accordance with the Equality Act (2010) (Great Britain, 2010). In addition, a paper by Shaw and
Anderson highlighted problems faced by dyslexic doctors (Shaw & Anderson, 2018b).
These included issues of bullying, feelings of isolation, and impacts on career pathway
decisions within medicine (Shaw & Anderson, 2018b). These findings combined with
EW’s personal experiences of dyspraxia (see ‘researcher backgrounds’) formed the drive to
undertake this study.
Although many authors conflate dyslexia and dyspraxia, there is little research considering the unique experiences of those with dyspraxia in medicine (Kirby et al., 2008a, 2008b;
Locke et al., 2015). This study aims to begin to fill this gap by addressing the following
research question: “What are the experiences of foundation doctors with dyspraxia through
medical school and foundation school?”.

Researcher backgrounds
Best practice in the reporting of qualitative studies requires that we as authors/researchers outline our backgrounds and skillsets (Patton, 1999). “Because the researcher is the
instrument in qualitative inquiry, a qualitative report must include information about the
researcher. What experience, training, and perspective does the researcher bring to the
field?” (Patton, 1999). This aids transparency and allows readers to confirm the credibility
of the research team (Patton, 1999).
EW is a foundation doctor currently working in the UK. She was initially diagnosed
with “considerable specific learning difficulties and dyspraxic tendencies” in her first year
of medical school, having requested that her assessor did not use definitive terminology.
Since this diagnosis, she has developed her research in this area, with the aim to support
fellow medical colleagues with this diagnosis and further understand the experiences of
other students and doctors.
SS is an Honorary Clinical Lecturer in the Department of Medical Education at
Brighton and Sussex Medical School. He is also a junior doctor working in the United
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Kingdom. His teaching and research interests centre on the theme of diversity in medical
education, stemming from his own experiences of studying and working with dyslexia. His
philosophical beliefs are aligned with an interpretivist paradigm (see ‘Methods’), and he
subsequently has a special interest in interpretive phenomenological and autoethnographic
research approaches—each of which he has engaged with for multiple previous studies. He
also currently teaches postgraduate workshops on qualitative interview skills and qualitative data analysis in health research.
MR is Dean of Brighton and Sussex Medical School, co-chair of the UK Medical
Schools Council and chair of the MSC Education Subcommittee. A practising breast surgeon his main area of focus in education relates to assessment and associated policies concerning adjustments for candidates with dyspraxia and related conditions.
JA is a medical sociologist by training. He is a Principal Lecturer in Postgraduate Medicine at Brighton and Sussex Medical School. He has extensive experience and publications in both qualitative and quantitative methods. He has taught about qualitative methods,
skills data analysis to postgraduate students or many years and has previously been the lead
for research in the Department of Medical Education.

Methods
Philosophical underpinning
A research methodology encapsulates one’s approach to a given research question (Kothari,
2004). It allows researchers to make use of a paradigm—a set of assumptions of the
world—to view the research through a “theoretical lens” (Creswell, 2013; Lavelle et al.,
2013; Tavakol and Sandars, 2014a). Each paradigm has different views on the nature of
reality (ontology) and knowledge (epistemology) (Cleland and Durning, 2015). Qualitative
approaches assume that the world is subjective, with multiple realities, experienced differently by different individuals. The interpretivist paradigm assumes that researchers actively
construct and interpret knowledge through social interactions to answer broad questions
(such as ours) (Creswell, 2013; Lavelle et al., 2013; Tavakol & Sandars, 2014a). This is
achieved through exploring the wider phenomena rather than trying to dissect it down to
its constituent parts (Creswell, 2013; Tavakol & Sandars, 2014a). Through the process of
hypothetico-inductive reasoning, the exploration of complex social phenomena may lead
to a fuller understanding and new hypotheses (Tavakol & Sandars, 2014a). A qualitative
approach, within an interpretivist paradigm, was therefore felt to be the most appropriate
way to answer our research question—providing us with the meaning and understanding
we required.

Methodological overview
An interpretive phenomenological approach was used for this study. Phenomenology is a
qualitative methodology, which explores the “lived experiences” of its participants (Tavakol & Sandars, 2014b). Phenomenology itself consists of two distinct schools—based
upon conflicting philosophical beliefs (Lopez & Willis, 2004; Mackey, 2005). Descriptive phenomenology stems from the work of Edmund Husserl—a German philosopher
(Shaw & Anderson, 2018a). This strives to access the untainted experiences of its participants, through minimizing researcher influences. This approach demands that researchers
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“bracket out” their existing beliefs, views and experiences so that they can approach the
research with a blank canvas. It is been suggested that such studies should not even begin
with detailed literature reviews, in order to minimize prior influences on the researchers
(Lopez & Willis, 2004). Shaw and Anderson (2018a, 2018b) have argued that this approach
may not be suitable or feasible for insider researchers (Shaw & Anderson, 2018a). Interpretive phenomenology, based upon the work of Martin Heidegger, requires that researchers’ prior knowledge/prejudices should be acknowledged and embraced throughout the
research. These are used to attempt to uncover an underlying meaning that may not have
been apparent to even the participants themselves (Lopez & Willis, 2004; Ng et al., 2013).
This approach lends itself well to researchers with personal experience or involvement in
an issue wishing to explore others’ lived experiences.

Insider status
At the time of this study, EW was a medical student with dyspraxia in the United Kingdom (UK). As such, she would be considered an insider researcher in this area. Interpretive
phenomenology helps us to embrace this, and to use her own experiences as a strength to
guide the planning, conduct, and interpretation of the overall study (Shaw & Anderson,
2018a). EW’s reflections on her own experiences, thoughts and feelings led to the initial
idea for this study and the generation of our interview topic guide (see attached supplement). Her insider status also enabled her to see links and trends within the data that may
not have been so obvious to the rest of the research team. EW also kept a reflective log to
record her own thoughts and feelings throughout the study.

Research Governance and Ethics
The Brighton and Sussex Medical School (BSMS) Research Governance and Ethics Committee granted approval for this study.

Recruitment
Six UK Foundation Schools disseminated an announcement inviting junior doctors with
dyspraxia (JDWD) to participate during the Spring of 2017. Foundation schools are UK
training bodies that train junior doctors for the two years between their graduation from
medical school and advanced training in their chosen specialities. Foundation doctors with
a diagnosis of dyspraxia by an educational psychologist or a doctor were eligible. Those
with only self-reported dyspraxia were excluded. Interested JDWD were contacted and the
study was explained to them. They were also sent a participant information sheet to read.
Mutually agreeable times were then agreed for informed consenting and the interviews.

Data gathering
Loosely structured telephone interviews were conducted by EW with each JDWD during
Spring 2017. At the beginning of each phone call, EW again explained the aims of the
study and received participants’ informed consent. The voluntary and confidential nature
of their participation was stressed. The process included explicitly asking for a positive
response to each section in the consent form. Only after informed consent was formally
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recorded did the interview begin. Each lasted for about an hour. Our interview topic guide
can be found as a supplement to this paper.

Data analysis
The interview audio-recordings were transcribed verbatim by EW, allowing for improved
immersion in the data (Cohen et al., 2007). These transcripts then underwent a thematic
analysis, using the approach of Cohen et al. (2007). The transcripts were first coded. This
was done using pens and highlighters. Thoughts and ideas were recorded in the margins
throughout this process. The generated codes were then entered into Microsoft Excel to
record and review them. These codes were then compared back to the original transcripts.
Particular attention was paid to codes generated towards the end of the process—ensuring
they had not been missed in the earlier stages. Codes were then grouped into descriptive
themes. As recommended by Cohen et al., codes and descriptive themes were then both
analysed for the frequency with which they appeared in the transcripts in order to aid the
identification of axial themes (Cohen et al., 2007). Concept maps were then used to visualize how the axial themes interlinked and formed the final, analytical themes. This was
an iterative process involving three members of the team (EW, SS, & JA), thus providing
investigator triangulation for the analysis (Patton, 1999).

Results
Three eligible JDWD participated. All three were male doctors in foundation training.
They were from three different foundation and medical schools. Table 1 provides a summary of their demographics.
The themes that emerged could be broadly split into two theme clusters (Fig. 2). Our
results are subdivided accordingly.

Perspectives of dyspraxia
Diagnosis
All participants reported that being diagnosed was useful as it helped explain their problems, even if it could not change them.

Table 1  Summary of
demographics
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Pseudonym

Year of training

When diagnosed/education to date

Joe

FY1

Secondary school (diagnosed)
Medical school

Nick

FY1

Andrew

FY1

Secondary school (diagnosed)
BSc
Medical school
Secondary school
BSc
Medical school
MSc (diagnosed)

The experiences of foundation doctors with dyspraxia: a…
Fig. 2  Emergent themes

“There is something really helpful to having a diagnosis… even if it doesn’t actually
fix that… something I have definitely benefitted from a lot in terms of my self-confidence.” Nick
The diagnosis also helped them to understand the coping strategies that they had already
put in place and to appreciate their current performance.
“I’ve got loads of different coping strategies that I didn’t know until I got diagnosed”
Andrew
They were able to use their diagnosis to access supports during medical school.

Career choice
They had all picked careers that they believed played to their strengths. Two had very
detailed plans of how they were going to achieve their goals. All believed that they had the
ability to undertake a surgical career path, although only Andrew had decided to pursue it.
"I will end up going into surgery mainly because it like, it is something quite like I
will get to use more than just a screen basically." Andrew

Determination to achieve
All were competitive and hard-working, especially in academic areas. They believed that
this was one of the key strengths resulting from their dyspraxia. All had a strong sense of
the importance of ‘proving others wrong’. For Nick and Andrew, this was directly related
to the perceived stigma surrounding their dyspraxia. This was a key motivator for them
to continually improve their skills rather than becoming complacent once they became
competent.
“Almost every step of my life I have been told I couldn’t do something… then I have
actually gone and ended up doing it… I am so much more resilient. I am so much
more hardworking… If something is competitive, I am not really fazed by it anymore!” Andrew
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Normalisation/“difference view”
Each had a different interpretation of how their dyspraxia affected them. Joe recognised
that he had learning difficulties but felt they did not affect his abilities.
“I don’t see my… disabilities as disabilities, I just see them as features.” Joe
Andrew and Nick felt their difficulties affected their daily lives, but that they were able to
overcome these with coping strategies.
“I would say nothing is disabling… but there are things that potentially like slow me
down.” Andrew
There was no consensus on which problematic areas were specific to their dyspraxia. All
three had a different view as to what is considered a “normal disadvantage” experienced by
everyone and what is unique to those with dyspraxia. This normalisation of certain traits
meant that they did not always recognise when they had developed coping mechanisms.
“It’s just well things that are like every day to me ends up not being normal for
like everyone else, it’s just because if I didn’t, I would have difficulty with things.”
Andrew

Stigma
They were unanimous in their belief that there is a negative stigma in relation to dyspraxia.
“I do feel bad about having [dyspraxia] because there is like a stigma attached to
it.” Andrew
Nick was concerned that other people would think that he was not good enough because of
his differences.
“If I know people are okay with it, I know people aren’t thinking ‘Christ, why is he
such an idiot not being able to do this… if I am not worried about what people are
thinking then I can focus more on actually writing things down and doing my job.”
Nick
This seemed to be the main driver for his consistent disclosure of his condition with his
colleagues. He felt that if they understood his differences, they would be more accepting
of them and less judgmental. He mainly reported positive experiences regarding disclosing
his dyspraxia to colleagues.
All three believed that the stigma was associated with a lack of understanding about
dyspraxia. Joe found the most common response to disclosing his dyspraxia was for people
to ask how it affected him. He felt that, through these discussions, they were able to highlight the differences and associated strengths.
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Weaknesses and coping strategies
The need for coping strategies
They highlighted the importance of coping strategies to manage the challenges their
dyspraxia caused. They seemed proud of their coping mechanisms, recognising them as
something that positively set them apart from their peers.
“I am definitely happy that I have got [diagnosed] and I am proud to say I have…
[SpLDs] but it is only because I have these mechanisms in… spite of all the difficulties I have.” Andrew
They also recognised that without their coping mechanisms it might have been difficult
for them to succeed in medicine.

Clumsiness
Participants described being clumsy since childhood and having continuing issues in
their adult life. They had all experienced minor incidents at work, however, felt, for the
most part, that it did not affect their daily performance.
“I was doing anaesthetics… I turned around and put a syringe on the desk, but I
actually smashed the drugs tray… the whole thing went spinning across the theatre…” Joe

Ensuring safety
All felt their coping mechanisms allowed them to perform safely on the wards. These
mechanisms included: extra vigilance, reflection, practice and repetition, appropriate
observation of challenging skills, strong verbal communication skills and avoidance of
multi-tasking.
“I am aware that I don’t do an LP every day so… asked one of the med regs… I
talked him through what I am going to do first and asked if… he would come and
observe me for that one.” Joe

Extra time
All participants felt they needed more time to complete tasks on ward rounds, undertake
clinical skills and ward tasks, and sit medical school examinations compared to their
peers.
"I got [extra time] there as well, those are the only two exams I feel like I have
gotten what I deserved on." Andrew
This caused frustration, as they felt there was a discrepancy between the ability needed
in real life and that needed to pass exams.
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“If someone has the ability and the know-how and they have got that sort of like
into medical school, why [would] you prevent him going any further when he has
obviously got the ability.” Joe
To create extra time participants described going on “pre-ward rounds” to try to get to
know patients before the ward round and thus make the ward round easier for themselves.

Learning preferences
All displayed strong preferences for learning in ways that they felt were best suited to their
difficulties. They emphasised the importance of having information in context to allow
them to develop a thorough understanding of the topic.
“I can’t just stare at a screen and learn things I need to sort of understand it or talk
through.”
Andrew
Nick had problems learning clinical skills. He found copying a demonstration in mirror image very difficult and needed the teacher to sit next to him to allow him to follow
properly.

Organisation
All cited what they felt to be “disorganization”—ranging from trouble organising themselves on a daily basis to multi-tasking whilst on the wards—as difficulties associated with
their dyspraxia.
“I feel like I am overcompensating in regards to organisation on my side but then
because of it I am doing okay…” Andrew

External support
All discussed the use of external support. Joe and Nick had both received extra time in
exams throughout medical school. Nick had attempted to access support in the hospital. He
cited a letter detailing support that he was offered, including a laptop and extra time. But
Nick felt that it had had very little practical impact.
"One of these things which become a bit laughable at this stage… the support,
because it becomes a bit pretend.” Nick
Andrew, having had no support earlier on, was still exploring the supports available to him
within the hospital environment.
"It’s just like last year I didn’t know these things were available, it’s just about me
going and seeing what is available now because I have found out the majority of
things have made a difference for me." Andrew
External support sometimes came in the form of supportive mentors and seniors within the
clinical environment.
"I have been really lucky to have… neurology mentors as well who have been really
supportive and helped me get through a couple of projects…” Nick
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Nick and Joe found that having supportive mentors encouraged them to continue to pursue
their goals as well as support their development as doctors. They found this support helped
to give them confidence in their abilities.

Discussion
The aim of this study was to examine the experiences of JDWD. The results show that
they had a mixture of positive and negative experiences related to their dyspraxia—through
medical school and into foundation school. Although the experience of dyspraxia was
largely individual, there were some common experiences. The overwhelming determination and resilience of these individuals was inspiring. It ran throughout all three interviews.
They felt that someone with more severe dyspraxic difficulties than them might be unable
to survive in a clinical environment.
Their strengths, such as determination and social skills, were similar to those reported
in previous studies (Griffin & Pollak, 2009; Kirby et al., 2008a, 2008b). Participants had
adapted their learning preferences around their strengths. This had not previously been
reported in relation to dyspraxia. They expressed the need to fully understand information
to be able to retain it; developing coping strategies such as practice and repetition; and the
use of a “structure” to learn information. Learning would often occur in their spare time
rather than during teaching—thus affording the extra time needed.
Nick discussed the relationship between disclosure and public education (see Fig. 3).
He felt the public tended to see the “problem cases” because individuals with dyspraxia are
more likely to disclose when they need support. Therefore, he felt others assume that all
those with dyspraxia have problems. This may contribute to the stigma that all the participants felt surrounds dyspraxia. Hence Nick’s belief that individuals with dyspraxia should
always disclose to others.
Andrew and Joe would only disclose when they felt it was relevant. They also
reported ongoing concern about the stigma coming from their colleagues. Musto (2013)
found that this sense of stigma led to concerns that disclosure would have a negative

Fig. 3  Relationship between Stigma, Disclosure, Medical/ Deficit View and Difference View
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impact on her participants’ careers—one participant actively avoided disclosing, due to
concerns of discrimination (Musto, 2013). On a positive note, Andrew was becoming
more confident in disclosing his dyspraxia, especially where it enabled him to access
supports. Joe also reported a generally positive response to disclosure. This contrasted
with Musto, who found that many of her participants recalled negative experiences of
disclosing their SpLD, which dissuaded them from doing so again. All of our participants felt that educating the public and other doctors about dyspraxia would be a positive step in reducing stigma and could make disclosure easier.
The finding that our participants had positive experiences of disclosure is important.
Musto found that, if participants felt able to disclose, it allowed them to create further
coping strategies within the hospital, such as asking colleagues for further support when
needed (Musto, 2013).
Our participants’ experiences can be further explored using the medical and social
models of disability. These can be defined thus:
“Within the medical model of disability, a disability is seen as a problem with the
individual in question… emphasis is placed on “fixing” the individual… Within the
social model of disability, it is believed that a disability stems from issues with the attitudes of society, causing environmental, organisational and social barriers, which act to
“disable” an individual” (Walker & Shaw, 2018).
Griffin and Pollak (2009) propose a “medical/deficit view” (medical model) and a
“difference view” (social model) of SpLDs (Fig. 4) (Griffin & Pollak, 2009). All our
participants fell into the “difference view” (social model), as they all had considerable
career ambitions and positive clear goals. Contrastingly people that had not overcome
these difficulties may not have believed they could complete medical school and may be
more likely to still have a “medical/ deficit view.”
Joe believed that his dyspraxia did not disadvantage him—he believed it had helped
him develop strengths. He felt that others, who have no experience of disability themselves, mistakenly make negative judgments. Nick and Andrew accepted that they had
difficulty, but also believed that there were associated benefits. After a period of adaptation to their difficulties (development of coping strategies) they considered themselves
to live similarly to those who are not “disabled.” All three of these are in keeping with
the social model of disability.

Fig. 4  "Medical/ Deficit view" and the "Difference View" Adapted from: Griffen and Pollak[15]
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It is important to note that these attributions are not permanent, and it is possible to
change over time. This is likely to have happened to all the participants in this study with
them progressing from a “medical/deficit view” to a “difference view”. Missiuna et al.
found that, as her participants entered adulthood, they underwent a “reframing of the diagnosis” and became more comfortable with their condition (Missiuna et al., 2008). Our findings echo this. Andrew and Nick found that, as they became more accepting of their condition, they felt that they had more control and influence over their surroundings.

Study strengths
This study has provided rich data about the experiences of UK foundation doctors with
dyspraxia. It adds to the existing literature concerning SpLDs in medical education and
provides some understanding of the experiences of foundation doctors with dyspraxia.

Study limitations
There are a number of limitations to this study. Patton states that “by their nature, qualitative findings are highly context and case dependent” (Patton, 1999). For these reasons,
plus the inherently small sample sizes, qualitative results are not considered generalizable
in the traditional sense. It is therefore important that readers understand our results reflect
the experiences of our participants and should not be taken as the experiences of all foundation doctors with dyspraxia in all medical and foundation schools. However, as with all
qualitative studies, the results of this study should be considered transferable. We can take
important lessons from these and apply them to others. Furthermore, the participants that
came forward had something to say or experiences to share. Those who were struggling, or
indeed those who may have felt indifferent about their dyspraxia, may have been less likely
to come forward. Finally, all of our participants had comorbid specific learning difficulties. Despite this, they always signposted which condition they were talking about, enabling us to identify issues that our participants’ felt were specific to dyspraxia. However, it
is worth bearing in mind that their views on which SpLD caused which experiences were
self-reported.

Considerations for further research
There are further areas in need of exploration. Research is needed to determine the prevalence of dyspraxia in UK medical schools. There is a need to explore whether the experiences reported here are specific to JDWD or are typical of junior doctors in general. There
is also a need to know if such findings are shared by other JDWD in the UK. We need to
develop a validated questionnaire, which could be used to expand our evidence-base. Additionally, nothing is known of the knowledge, attitudes and beliefs of doctors regarding their
colleagues with dyspraxia.
There is also a need to explore what supportive adjustments are currently offered to
JDWD across different foundation schools, and to consider which supports may be the
most appropriate. In our study, Nick felt that his support was “laughable” and impossible to be practically implemented. Andrew, although actively seeking support, was unsure
about what could be practically offered. Musto (2013) also found the process of seeking
support for SpLDs was lengthy and, once completed, the support was often impractical

13

E. Walker et al.

due to the ward environment (Musto, 2013). In contrast, several of her participants found
aspects of the support useful, especially “Dragon Medical” software to help dictate letters
(Musto, 2013).

Conclusions
JDWD report both strengths and weaknesses related to their dyspraxia. The signs of dyspraxia are often masked through overcompensation and sophisticated, practical coping
strategies that enable them to function on the wards. The JDWD we interviewed were
determined, hard-working, wanting to “prove others wrong”, and to excel in competitive
specialities. They felt that supportive mentors and seniors who encouraged them to use
their coping mechanisms were also helpful supports. There is still a perceived stigma that
surrounds dyspraxia. They believed this needed to be changed through education about the
reality of having dyspraxia. There is scope for further research here.
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