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ABSTRACT

There have been a small number of studies conducted with qualified nurses and
nursing/medical students with Specific Learning Difficulties (SpLD), showing that SpLD
may affect those in the medical profession in relation to clinical tasks, career choices
and success. There has been an increase in the number of medical students with
SpLD (Gibson and Leinster, 2011) entering the medical profession, yet there is very

limited research available regarding doctors who have SpLD.

This research aimed to explore how doctors with SpLD are coping in the workplace, the
coping strategies used, any perceived possible areas of strength or weakness, and any
practices for ensuring patient safety. It also explored the perceptions held by doctors
with SpLD about the impact this has on their working life, and factors that could
influence their career choice and success. These areas were also explored in relation

to medical students.

A mixed methods approach was used for this project, consisting of 3 studies
incorporating quantitative questionnaires with 129 doctors (Study 1) and 74 medical
students (Study 3) with and without SpLD and qualitative telephone interviews with 11
doctors with SpLD (Study 2).

The results showed that the main difficulties participants with SpLD experienced were
in relation to written work and associated tasks, such as spelling. These were often
overcome through the use of coping strategies. The doctors rated their clinical skills
highly and described strengths such as communication skills and empathy. The doctors

were selective when deciding who to disclose their SpLD to.

In conclusion this project showed that SpLD do have a number of effects on doctors in
the workplace. Through the implementation of coping strategies and support doctors
were able to successfully overcome any difficulties experienced, indicating that having

SpLD did not prevent individuals from becoming successful doctors.
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PRESENTATION OF THESIS

This thesis explores the ways in which Specific Learning Difficulties (SpLD), such as
dyslexia, can affect medical doctors when in employment in the UK and how they may
cope with such effects. The first 3 chapters are concentrated on giving background
information and exploring the literature and previous research conducted in this area.
An introduction is given regarding the models of disability, SpLD generally and dyslexia
specifically and the policies that surround these in employment and education in
relation to medical students and doctors. A literature review has been conducted to
give a wider insight to previous research conducted in the area of health professionals
with SpLD and a structured review has been conducted showing the need for further

research.

The next 5 chapters then progress on to detail what this project hoped to achieve and
how it was going to do this, the studies conducted for this thesis and the research
methods used. The aim of this project was to collect information from medical doctors
in the UK via a questionnaire (Study 1) followed by semi-structured interviews with
medical doctors with SpLD (Study 2). In order to do this a questionnaire had to be
developed so pilot interviews were conducted with General Practitioners, with the
findings from these interviews aiding in the design of a questionnaire which was then
piloted. A further questionnaire study was subsequently completed with medical
students (Study 3) as initial results from Study 2 suggested that they were potentially a
particularly vulnerable and important group in terms of the overall impacts on having

SpLD as a doctor.

The final chapter discusses the overall results of this project and the significance of
these results for current and future doctors, provides suggestions for further research

and outlines final conclusions.

For the purposes of this project, the term ‘Specific Learning Difficulties’ (SpLD) is being
used to describe a person who has a specific difficulty with cognitive functioning
affecting their ability to learn. Therefore this will include someone with dyslexia if they
have difficulties with written language, dyscalculia if they have difficulties with numbers,
dyspraxia if they have weaknesses in co-ordination and organisation, or a person with
attention deficit hyperactivity disorder (ADHD) who has weaknesses with attention and

concentration.
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CHAPTER 1
INTRODUCTION

This chapter provides an overview of background information relating to this project,
including information on the policies and legislation in place to protect those with
disabilities. Details about the models of disability and Specific Learning Difficulties

(SpLD) including dyslexia are also provided.

As will be detailed in Chapters 2 (a literature review) and 3 (a systematic review), there
is currently very limited information or literature available relating to how doctors with
SpLD cope in the workplace. Changes in legislations mean that those with SpLD
cannot be discriminated against and have the right for ‘reasonable adjustments’ to be
made not only whilst in education but also in the workplace. Many people with SpLD
develop compensatory coping strategies to help in overcoming any difficulties
experienced, however the suitability of these for doctors in a clinical environment and
their successfulness has yet to be determined. Additionally, there are a number of
factors that could increase stress and anxiety which, in an already stressful position,
could have negative results on doctors’ ability to cope and possibly affect their fitness
to practise. Thus, there are a number of potential factors that could determine the

success of a doctor with SpLD, which will be discussed in detail below.

This project aimed to explore how medical doctors (who are registered to practice in
the United Kingdom (UK)) with SpLD are coping in the workplace and to identify any
coping strategies used by such doctors. It also aimed to establish attitudes held by
doctors with dyslexia about the impact this has on their working life and whether this
has influenced their career choices and perceived success as a doctor. Having a better
understanding of how qualified doctors with SpLD cope in the workplace may benefit
medical students with SpLD and improve awareness for peers and colleagues, thus,
benefiting doctors and their work. Effective coping strategies used by doctors can then
be applied to medical students with SpLD, to aid their learning and develop

transferable skills from university to clinical practice.
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Disabilities in the workplace and the Equality Act 2010

The Equality Act (2010) defines a disabled person as someone who has a mental or
physical impairment that has a substantial and long-term adverse effect on the
person’s ability to carry out normal day-to-day activities. In the UK there are laws and
acts in place to protect people within the workplace. For disabled people, there were
two acts in place to aid in ensuring that discrimination is prevented: the Disability
Discrimination Act (DDA, 1995) and the Disability Rights Commission (DRC, 1999).
These were then incorporated into the Equality Act (2010) which came into effect in
October 2010. The aim of the Equality Act (2010) was to simplify the law by combining
numerous anti-discrimination legislation; such as Disability Discrimination Act 1995,
Equal Pay Act 1970, Sex Discrimination Act 1975 and the Race Relations Act 1976.
This has resulted in the UK having a single Act of Parliament that necessitates equal
treatment of individuals in access to employment and both private and public services.
A number of personal characteristics are now protected under the Equality Act 2010.
There are 9 ‘protected characteristics’ including Race, Sex, Religion, Age and Disability
(The Equality Act 2010). The Equality Act 2010 covers a range of disabilities, including

physical, mental and developmental disabilities such as dyslexia.

Itis illegal for an employer to discriminate against a disabled person when recruiting for
a job or when considering people for promotions, redundancies or dismissals. As part
of the Equality Act employers must make ‘reasonable adjustments' to their premises or
employment arrangements if the current arrangements or premises substantially
disadvantage a disabled employee, or prospective employee, compared to a non-

disabled person.

Over recent years, studies have shown that people with a disability have a significantly
increased chance of being without paid work (Miller and Gardiner, 2006), to be
completing less skilled work, to be on lower wages, and to leave the labour market
earlier than those without a disability (Cabinet Office, 2005). Roulstone and Warren
(2006) reported that there is a large amount of evidence to suggest that when disabled
people are in employment they are hard working and adaptable. Although there are
many barriers in their way, there are organisations that have developed effective
initiatives that are trying to disperse the notion that disability is intrinsically linked with

inability and low productivity. An early example of this can be seen in 2002 by the
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British Broadcasting Corporation (BBC) where they developed an annually reviewed
Action Plan which involves a number of set targets to increase the number of disabled
people working within the media and cultural industries.

In April 2011 the Public Sector Equality Duty (PSED) came into force. This is part of the
Equality Act 2010 requiring all public bodies, such as the National Health Service
(NHS), to ‘eliminate unlawful discrimination, advance equality of opportunity, and foster
good relations’ (NHS, 2013a). The PSED supports public bodies to consider how
people will be affected by their activities in order to create policies and services that are
fitting and accessible to everybody as well as meeting the needs of different people.
‘The duty (PSED) has a key role to play in making sure that fairness is at the heart of
public bodies’ work and that public services meet the needs of different groups’ (NHS,
2013a).

The NHS was founded in 1948 and now employs 1.7 million people, making it the
world’s largest publicly funded health service. In 2013, this included 147,087 doctors,
371,777 nurses, 18,687 ambulance staff and 105,711 hospital and community health
service (HCHS) medical and dental staff (NHS UK, 2013b). As part of complying with
the PSED, NHS organisations have to purposely consider the three aims of the PSED,

outlined below, when developing polices and services etc.

1. Eliminate discrimination, harassment and victimisation and other conduct
prohibited under the Act.

2. Advance equality of opportunity between persons who share a relevant
protected characteristic and persons who do not share it.

3. Foster good relations between persons who share a relevant protected

characteristic and persons who do not share it. (NHS, 2013a)

Having SpLD is considered a disability under the Equality Act (2010). A person is
considered to have SpLD when their ability in a specific area (for example, reading) is
significantly lower than would be expected for their overall cognitive ability (Hall, 2008)
despite having the opportunity to learn (Snowling and Stackhouse, 2006). SpLD
represent a range of learning difficulties including dyslexia, dyspraxia, dyscalculia,
dysgraphia, attention deficit hyperactivity disorder (ADHD) and Asperger’s Syndrome.

One commonality between SpLD has been found to be weaknesses with short term

19



memory and working memory (Dighe & Kettles, 1996; McLoughlin et al., 1994, Jeffries
and Everatt, 2004). There is often co-morbidity between these conditions (people can
have more than one), with individuals being effected in different ways and varying
severity. The effects of SpLD can also alter depending on the life circumstances of the
individual (Kong, 2012). Further information about SpLD and dyslexia are detailed

below.

Models of disability

During the 1960s to be disabled was considered to be a ‘personal tragedy’ and often
led to a life of exclusion and dependency on others (Barnes et al., 1999). However in
recent times the definition of disability and the implications of having a disability have
developed. There are now a number of different perspectives of disability, and the
perspective taken can influence how disability issues are dealt with

The Medical Model

The Medical Model of disability is one of the oldest models of disability and it regards a
‘person's functional limitations (impairments) as the root cause of any disadvantages
experienced and these disadvantages can therefore only be rectified by treatment or
cure’ (Crow, 1996, p.57). In this model disability is seen as the result of a biological
impairment and it does not take into account any social or environmental factors which
could contribute to an individual’s disability (Chan et al. 2009). According to this model
it is the medical profession who have the power to define, control, treat and cure
disabled people (Oliver, 1996).

The Social Model of disability

One of the most influential models of disability is the social model of disability, with this
perspective often being ‘taken as the explicit or assumed frame of reference in national
and local government policy documents across the UK’ (Read et al., 2012, p.225). The
social model was developed by disability activists in the Union of Physically Impaired
Against Segregation (UPIAS) during the 1970s (Shakespeare and Watson, 2001).

Lang (2001) described how ‘the social model of disability should not be considered as
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a monolithic entity, but rather as a cluster of approaches to the understanding of the
notion of disablement’ (Lang, 2001, pp.2). This model is moving away from the more
traditional biologically medical model of disability where it is the person and their
individual impairment which is seen as the barrier. The social model understands the
person to be disabled by barriers in society and that it is not the disabled impairment
that is causing difficulties (ODI, 2010). Lang (2001) stated that it is the unsuitable
physical environments and negative social attitudes that disabled people experience
which result in the oppression, exclusion and discrimination of those with a disability.
This, therefore, implies that it is the environment that needs to be modified in a
sufficient way to support the disabled person. The barriers to disability in society relate

to the following:

e The physical environment — relating to the accessibility of buildings/services
o People’s attitudes — relating to stereotyping/discrimination/prejudice
¢ Organisational — relating to rigid policies, practices and procedures
(ODI, 2010)

As opposed to trying to fix/cure the person, as the medical model would prescribe, by
using the social model of disability, organisational policies, attitudes and physical
accessible solutions can be developed to create a more inclusive society (Hughes,
2012). Oliver (1986) argued that disability should not be viewed as an individual
tragedy but as a form of social oppression. The move towards the social model of
disability has meant that, as opposed to viewing disabilities as a limitation in performing
a day to day activity, the individual is disabled by the barriers in society; whether these
barriers are people’s attitudes and prejudice, environmental factors or organizational
factors. Following this model, the way to support those with disabilities would be to
adjust attitudes, not just at a societal level but also at an institutional and individual
level (Bowater and Gibson, 2013). At the heart of the social model are its definitions
and distinctions between disability and impairment; which distinguishes it from social
contextual approaches to disability (Shakespeare, 2013). Hughes and Paterson (1997)
argue that the best definition of these two vital concepts of the social model comes
from UPIAS.

e ‘Impairment — lacking part or all of a limb, or having a defective limb, organism

or mechanism of the body.
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o Disability — the disadvantage or restriction of activity caused by a contemporary
social organization which takes no or little accounts of people who have
physical impairments and thus excludes them from the mainstream of social
activities.’

(UPIAS, 1976, p. 3-4).

Despite the successes of the social model in promoting disability as a civil rights issue
and aiding in developing schemes for disabled people enabling more independence
and control (Oliver, 1996), some have begun to question its use. Although the social
model of disability moves away from the medical model, it does not take into account
the ‘lived experience’ of impairment (Crow, 1996). It has been argued that the social
model has hardly evolved over the last thirty years and has become a hindrance in
trying to further disability studies and movements (Shakespeare, 2013). Central to the
development and progression of the social model of disability is disabled people’s own
interpretation of their experiences (Barnes et al., 1999). Shakespeare and Watson
(2001) critiqued the social model finding fault with its conceptual division between
impairment and disability and the idea that it is society alone that disables people with
impairment. Crow (1996) suggested the difficulties experienced by those with
disabilities cannot be removed by merely adjusting environmental or social factors.
Shakespeare and Watson (2001) also argue how it may not be possible to create a
‘barrier free environment’ as removing barriers for one person with an impairment may
then create a barrier for a person with another impairment, and that it is a person’s
impairment together with social barriers of society that are involved in causing
disability. As opposed to maintaining that disability is either the result of social or
medical factors, Shakespeare and Erickson (2000) believed that a more appropriate
social theory of disability would take into account social dimensions as well as personal

and physical experiences of disability.

World Health Organization (WHO) ICF model of disability

The World Health Organization (WHO) ICF Classification (International Classification of
Functioning, Disability and Health) also notes the difference between impairment and
disability in their definition of disability and takes into account social aspects. From this
perspective disability is viewed as a more multifaceted phenomenon and not a health

issue. This definition acknowledges that there is an interaction between the elements of
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a person’s body and the elements of their society. Therefore to be able to overcome
the difficulties encountered by those with a disability, social and environmental barriers
need to be removed (WHO, 2014).

o ‘Disabilities is an umbrella term, covering impairments, activity limitations, and
participation restrictions.

¢ Animpairment is a problem in body function or structure.

¢ An activity limitation is a difficulty encountered by an individual in executing a
task or action.

e A patrticipation restriction is a problem experienced by an individual in
involvement in life situations.’

(WHO, 2014)

Chan et al (2009) stated that this ICF model incorporates all key concepts of the
medical, functional and social disability models and has become one of the most
frequently used frameworks for disability research.

Relational model of disability

Following from the UK Social Model of disability, there are other social approaches to
disability have been developed, for example in the Nordic countries a relational model
of disability has been devised. This approach considers disability to be ‘situational
rather than an always present essence of the person’ (Tgssebro, 2004). This approach
describes how disability is the result of a 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 (Barnes and Mercer, 2010). This approach also
emphasizes the importance of complex interactions between individual and
environmental factors and how whether a specific impairment is disabling depends
upon the environment or context that a person is in (Arnard6ttir and Quinn, 2009). Even
though this is not a singularly agreed on approach, this understanding of disability has
been widely adopted through Nordic countries and used in government policies and

social science literature (Arnardéttir and Quinn, 2009).
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Dyslexia

The word dyslexia comes from two Greek words, ‘dys’, meaning abnormal or impaired,
and ‘lexis’, which refers to language or words (Gabor, 2010). The notion of ‘word
blindness’ was first introduced in 1885 in a paper by a British ophthalmologist James
Hinshelwood when describing acquired cases in the loss of ability to read, with
reference to Kussmaul (1877) who supposedly developed the term ‘word-blindness’
when working with brain damaged patients who were experiencing reading difficulties
(cited in Beaton, 2005). It was a German ophthalmologist Professor Rudolf Berlin in
1887 who first used the word dyslexia for reading difficulties caused by brain damage
(cited in Beaton, 2005). In response to one of Hinshelwood’s papers, WP Morgan
(1896) a general practitioner from the UK, replied with an account of a patient with no
brain damage who still had reading difficulties. This was the first time a description of
developmental dyslexia, or what he referred to as ‘congenital word-blindness’, was

reported in medical and academic literature (Beaton, 2005).

There is no agreed upon definition of dyslexia and the term has been the focus of
controversial debate, in relation to whether having dyslexia was any different from
having general reading difficulties (Snowling and Stackhouse, 2006). The main
consistently mentioned indicators in the varying definitions of dyslexia were found to be
difficulties with reading, writing and spelling (Gabor, 2010). The World Federation of

Neurology defined dyslexia as follows:

‘Specific developmental dyslexia is a disorder manifested by difficulty learning
to read despite conventional instruction, adequate intelligence, and adequate
socio-cultural opportunity. It is dependent upon fundamental cognitive
disabilities that are frequently of constitutional origin.’

(Rutter and Yule, 2006, p.183).

The British Dyslexia Association (2010) defined dyslexia as:
‘A specific learning difference which is constitutional in origin, independent of
socio-economic or language background and can occur at any level of

intellectual ability. It can cause unexpected and persistent difficulties in

acquiring certain skills in one or more of the following areas: reading, writing
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and sometimes numeracy and spoken language. There may be accompanying
weaknesses in the skills that support personal organisation, for example, speed
of processing, short term memory sequencing and possible weaknesses in

auditory and/or visual perception skills.’

Dyslexia is stereotypically thought of as a condition where a person has severe
difficulties with reading, spelling and writing and is not associated with level of
intelligence (Murphy, 2010). However, it could also include a number of difficulties
involving more than reading and writing, such as difficulties with short-term memory,
auditory processing, motors skills and co-ordination and visual processing (Roberts
and Mitchell, 2005).

There have been many researchers who have tried to establish the etiology of dyslexia
and what dyslexia precisely is over the last century. The cause of dyslexia is still
debated and each different theory often has several versions (Ramus et al., 2003). One
theory is the Evolutionary Theory of dyslexia which suggests that reading is an
‘unnatural’ thing for human beings to do and that it has only been a part human of
evolutionary history for a short time (Dalby, 1986). It has only been over the last
century that reading and writing has been encouraged throughout the western world,
therefore implying that perhaps the skills and abilities necessary for reading have not
had the time to fully develop yet. Dalby (1986) proposed that the cause of dyslexia lay
in cerebral variation or differences and that it is these that are strained when

completing the ‘unnatural’ task of reading.

Another theory of the cause of dyslexia is the Phonological Deficit Theory. When a
person is learning to read using the alphabetic system they are required to pair a letter
with the related sound of language; this is a grapheme/phoneme correspondence. This
theory proposes that there is a deficit in the left hemisphere of the brain, more
specifically, an impairment in the representation, storage and/or the retrieval of sound,
which affects grapheme/phoneme correspondence (Brady and Shankweiler, 1991).
Dyslexia has also been theorised to be caused by a visual impairment, which causes
difficulties in processing text. This theory does not imply that it is a visual deficit alone,
but that a visual impairment could contribute along with a phonological deficit theory
(Stein and Walsh, 1997).
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In contrast as explained by the Cerebellum Theory, dyslexia is thought to be the result
of a defect in the brain’s cerebellum, which results in the person having a number of
cognitive difficulties, as this part of the brain plays an important role in motor control,
cognitive, and phonological tasks. It is also involved in the automatisation of learned
tasks, like reading, so if this is defective then the grapheme/phoneme correspondences
could be affected (Nicolson and Fawcett, 1990). The Magnocellular Theory builds on
these theories combining aspects of various dyslexic theories to suggest that the
‘magnocellular dysfunction is not restricted to the visual pathways but is generalized to

all modalities (visual and auditory as well as tactile) (Ramus et al., 2003, p.842).

Despite arguments around the actual cause of dyslexia, it is estimated that around 10%
of the UK population have some sort of dyslexia and that 4% are severely affected
(BDA, 2013). Typical dyslexic difficulties (such as reading, writing, spelling, verbal
expression, short-term memory, information processing, organisation) can be
exacerbated when completing certain tasks in the workplace (Bartlett and Moody,
2000). People are affected by dyslexia in different ways and each can vary in severity.
Below are some general difficulties that someone with dyslexia or SpLD may
experience in the workplace (Meehan and Tutor, 2007; White, 2007; BDA, 2013).

o Literacy skills — difficulties with reading, writing, spelling, expressing themselves
on paper.

e Memory — difficulties in retaining information, instructions, processes.

e Sequencing ability — difficulties in completing a task that requires various stages
to be completed in order.

¢ Visual orientation — difficulties in distinguishing between left and right, up and
down.

¢ Hand to eye co-ordination — difficulties in completing intricate, physical tasks or
poor handwriting skills.

e Speech — difficulties in expressing thoughts verbally or mixing up words when
talking.

e Organisational skills — difficulties in organising themselves or their workload.
May experience difficulties with prioritising their work or with time management.

¢ Emotional factors — studies have shown that those with SpLD have lower self-

esteem and are often more anxious than those without SpLD.
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Models of disability relating to SpLD/dyslexia

The most dominant models of dyslexia are the medical and educational models; these
are often used by psychologists and educationalists (Riddick, 2001). The medical
model approach to dyslexia regards a person with dyslexia as being restricted by a
neurological dysfunction. The educational model expands on this slightly as, although it
does also refer to cognitive factors such as the phonological deficit theory (described
below), it also recognizes the potential effects of education interventions (Macdonald,
2009). The educational model of dyslexia notes that potential deficiencies in
environments such as poor teaching can exacerbate dyslexic difficulties (Riddick,
2001).

The social model of disability is illustrated in the way in which dyslexia has been
brought about, as it is only since there have been societal changes resulting in an
increase in literacy that dyslexia has been brought to the forefront (Riddick, 2000).
Elliot and Gibbs (2008) argued that dyslexia is a complete social construct. However
Riddick (2000) described how dyslexia can be thought of as both a social construct and
medical condition, as it is the literacy-based society that has caused those with
dyslexia to be restricted but support/adjustments cannot be implemented until there
has been a diagnosis. Macdonald (2012) also explained that not being diagnosed is in
itself a barrier to gaining support. In line with the social model of disability, individuals
may have impairments such as dyslexia, however it is the negative attitudes of society
and the negative connotations associated with being illiterate that have transformed
dyslexia into a disability (Riddick, 2001).

The social model dictates that the impairment of dyslexia will only be considered a
‘disability’ when cultural norms demand literacy. However some researchers have
found that different languages could vary the level of difficulty that they impose on
someone with dyslexia and could potentially alter whether dyslexia is a ‘disability’
(Riddick, 2001). Some have suggested that different European languages have a scale
of difficulty for those with dyslexia with phonetically transparent languages (apparent
letter-sound association) like Hungarian and Italian, being easier than languages like
English which are not phonetically transparent (Miles and Miles, 1999; Gyarmathy,

2011). In line with the social model, making alterations to the English language to make
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it more phonetically transparent (like the Italian language) would remove some of the
barriers that English speaking dyslexics have to face (Riddick, 2001).

Coming from the social model of disability perspective, individuals with dyslexia have to
prove that they have a genuine impairment before it is possible to consider how cultural
expectations and norms have impacted on their impairment (Riddick, 2001). In relation
to disability rights, it is very important that having dyslexia/SpLD does not stop anyone
from achieving educational or vocational success (Riddick, 2001). Macdonald (2009)
stated that theoretical frameworks like the medical, educational and social models of
dyslexia provide an effective analytical tool, however he advised that caution should be

taken if trying to use just one theoretical category to fit all knowledge of dyslexia.

Diagnostic approaches used in professional practice

SpLD is an ambiguous umbrella term used to include a number of learning difficulties,
with dyslexia being the most common of these. In UK education services, the term
‘specific learning difficulties’ is often preferred over the word ‘dyslexia’ (Thambirajah,
2010). As described above, there is no agreed single definition of dyslexia, which could
be why the prevalence is uncertain (Démonet et al., 2004; Snowling and Stackhouse,
2006). Some have even disputed that there is such a thing as dyslexia (Elliott and
Gibbs, 2008) especially as there is no specific way to test for, or get a diagnosis of,
dyslexia. Dyslexia is considered a spectrum disorder; the assessment for dyslexia
should measure spelling, arithmetic and reading skills. However, there is an issue with
assessing, in that reading is measured on a continuum and there is no cutoff score to

determine whether a person has dyslexia or not (Siegel, 2006; Elliott and Gibbs, 2008).

Most assessments for dyslexia have involved establishing a person’s intelligence level
or 1Q (intelligence quotient) score and ascertaining if their reading score is reflective of
this. If a discrepancy is found i.e. a person’s IQ score was found to be significantly
higher than their reading score, this was used to indicate dyslexia. Both the psychiatric
classifications ICD-10 (World Health Organization, 1992) and DSM-IV (American
Psychiatric Association, 1994) use this ‘discrepancy definition’ of dyslexia for gaining
the criteria required for diagnosis, i.e. a reading level that is significantly lower than
expected for a person’s |Q score, age and age-appropriate education (Thambirajah,

2010). However this method of testing has been questioned as 1Q tests contain
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measures that maybe deficient in those with dyslexia, such as verbal memory and
vocabulary and so the outcome score would not be an accurate account of their
intellectual potential (Siegel, 2006). Also intelligence is an ambiguous concept and
studies have found that poor readers with both high and low IQ scores have shown
similar reading patterns (Gustafson and Samuelsson, 1999) suggesting that a
discrepancy between a person’s low reading score and higher 1Q score may not be an
indication of dyslexia but of a reading difficulty (Siegel, 1992; Samuelsson et al., 1999).
Some researchers have even argued that there are no differences between those with
general reading difficulties and those with dyslexia (Rice and Brooks, 2004). Elliot and
Gibbs (2004) claim that some symptoms of dyslexia have no medical validity, for
example letter reversals, clumsiness and short term memory deficits, and that any child

put under inspection would display such symptoms.

Labelling of SpLD

There is an ongoing debate concerning whether individuals should be given a
diagnostic label for a disability/impairment/difference or not, and the potential
advantages and disadvantages of being labelled. Previously Gallagher (1976)

summarised the potential positive results of being labelled as dyslexic as:

¢ It will give an individual a diagnosis, with possible treatments and/or alterations
to their environment then being possible.

¢ It could enable further research, possible resulting in a better understanding,
prevention and/or treatment.

e |t could be a positive way to increase awareness of a difficulty, potentially

causing an improvement in resources through funding and legislation.

Kirby and Kaplan (2003) argued that labelling is necessary in today’s world, and that

the advantages of using diagnostic labels for SpLD with children are as follows:

e |t could make parent’s concerns over their children more legitimate and prove
there is a reason for their concern and it is not just them being overly anxious
parents.

¢ It enables children to be included in research projects.

e It can legitimise a genuine condition.
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e |t can enable funds and services to children.

e |t can aid in establishing the appropriate type of intervention/support.

In line with the medical model of disability, Elliott and Gibbs (2008) argued, individuals
will often seek out a diagnostic label in the hope that this will enable them to find the
most effective solution. Macdonald (2010) also argued that labelling can lead to an
increase in support for certain groups, meaning that they are able to successfully
overcome the social barriers that they face. Riddick (2000) explained how those with
hidden disabilities (disabilities that are not visible or obvious to others), such as SpLD,
may want to have a label in order to prove that they actually have a disability. Those
with disabilities are often aware of the environmental factors which aid in constructing
difficulties for them; however in relation to those with hidden disabilities, they have to
prove that they have a disability first before they start to confront the environment that
is exacerbating their difficulties (Riddick, 2000). Although it has medical roots, Riddick
(2000) reports how the term ‘dyslexia’ is viewed by dyslexics as a socially valid label

enabling them to have access to specialist support, societies and role models etc.

Gaining a diagnostic label of dyslexia, rather than being seen as a non-dyslexic poor
reader, is often regarded as a way of gaining additional support or help (Elliot, 2005).
Ho (2004) argued that for parents, having their child labelled as dyslexic enables the
child to have access to additional support and technology that they would not receive if
they were just a low achiever, and additionally it takes the blame for the difficulties
away from the parents. Elliot (2005) argued that another reason why parents may want
their children to be labelled as dyslexic, as opposed to having a general reading
difficulty, was because parents thought that dyslexia was linked to stereotypes of being
particularly intelligent. Although a study in America found that half of their general
public felt that dyslexia was the result of laziness (Roper Public Affairs & Corporate

Communication, 2010).

However, Gallagher (1976) explained that by labelling a child as ‘dyslexic’, the attention
is focused on cognitive differences within that child, rather than tackling the potential
environmental factors which could have caused or exacerbated the problem. Likewise,
Riddick (2000) thought that by labelling children as dyslexic, parents would see their
children’s difficulties as a medical as opposed to a social problem. Furthermore, Elliot

(2005) argued that the label of dyslexia is unnecessary in education as the support or
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interventions used with these students are essentially the same as those provided for
the students with general reading difficulties.

Gaining a diagnostic label of dyslexia can have a direct impact on the individual
involved both positively and negatively. Macdonald (2010) explained that labelling
someone as dyslexic can become counterproductive if no other additional support is
given. Macdonald (2010) found that gaining a label of dyslexia early enough within their
education allowed individuals to get additional educational support and use of assistive
technologies, which they found extremely beneficial and enabled them to cope better in
future employment when literacy skills were needed. The participants in this study also
explained that gaining a diagnosis had helped them gain confidence to face their
difficulties and to change their identities from a negative label of low intelligence to a
more positive identity based on difference (Macdonald, 2010). Riddick (1996) also
reported that individuals found gaining a diagnostic label of dyslexia valuable in
establishing a more positive identity and for preventing negative attributions such as
lazy and careless. However for some individuals being diagnosed with SpLD or
dyslexia could make them vulnerable to being stigmatized and Riddick (2000) noted
that some educationalists fear that labelling will lead to stigmatisation (discussed

below).

Stigma

Gaining a diagnosis or label may have a negative impact on an individual’s life due to
stigmas. ‘A person who is stigmatised is a person whose social identity, or membership
in some social category, calls into question his or her full humanity — the person is

devalued, spoiled, or flawed in the eyes of others’ (Crocker et al., 1998, p.504).

People in society often like to categorise people based upon their social interaction with
them, with any deviation away from what society classes as ‘normal’ providing the
foundation for stigmas (Goffman, 1963). Nalavany et al. (2013) argued that stigmas are
socially constructed and often provide a foundation for prejudice, stereotypes and
discrimination. The term ‘stigma’ was used by Goffman (1963) ‘to refer to an attribute
that is deeply discrediting’ (Goffman, 1963, p13). Goffman (1963) distinguished
between the experiences of those with a hidden disability versus those with a physical

disability in relation to stigmatization. Goffman (1963) suggested that those with a
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physical disability were already discredited in relation to stigmatization where as those
with a hidden disability were potentially discreditable if their disability was found out.
Goffman (1963) also commented on how those with hidden disabilities will have to
think about how to control information about their differences from the ‘norm’ and
consider whether they should disclose their hidden disability. They may have already
been discredited in some situations, which could result in them facing issues when

considering disclosing their disability.

More recently the term stigma has been expanded, to include not just the reactions of
others but also behaviours and attitudes of both those with and without stigma (Gray
(2002). Scramber (2004) referred to two different types of stigma, termed ‘felt’ and
‘enacted’ stigma. Felt stigma is the ‘internalized perception of being devalued or “not as
good as” by an individual’ (Stuenkel and Wong, 2012, pp.53). Felt stigma can refer to
feelings of shame, discredibility or fears of being treated differently or being
stigmatized, despite perhaps the stigmatizing attribute being hidden or not obvious.
This can potentially cause feelings of anguish and unhappiness (Jacoby and Austin,
2007) and can prevent seeking help (Gray, 2002). Enacted stigma refers to the
experience of attitudes, perceptions, behaviors and responses of others towards the
person who is believed to be different or deviating from the ‘norm’ (Stuenkel and Wong,
2012).

Goffman (1963) explained how people will often change their behaviors, act out roles
or try to create certain impressions so that others will interpret their behaviors the way
they want them too, and thus the person will avoid being stigmatized. These changes
in behaviors can also be due to dilemmas in how to deal with the tensions caused by
social interactions with others. Goffman (1963) explained that when others believe a
person is acting in a ‘normal’ manner, they too will act normally. It is this ‘acting normal’
that Goffman (1963) described as a key element in effective impression management.
Impression management is an “act presenting a favorable public image of oneself so
that others will form positive judgments” (Newman, 2009, p.184). Therefore someone
with SpLD may wish to use impression management as a way of hiding their SpLD in

order to avoid possible stigmatization.

Riddick (2000) commented that there is often the assumption that labelling will

automatically lead to stigma, however stigma can occur when there are no formal or
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diagnostic labels. The anti-labelling perspective assumes that stigma can only occur
after a person has been labelled as dyslexic; however a study by Macdonald (2010)
showed that participants felt that they were stigmatized in relation to intelligence levels
before being given a label of dyslexia. Macdonald (2010) found that stigmas were not
just attached after being labelled but that there are certain symptoms that can be
stigmatized regardless of labelling. A study by Riddick (2000) found that even though
their label of dyslexia was not public knowledge, children described feeling stigmatized
by other children because of visible factors such as poor spelling or finishing their work

last.

Educational and occupational success with literacy are associated with measures of
achievement in today’s society which could make life rather emotionally challenging for
adults who are dyslexic (McNulty, 2003). As highly regarded members of society
doctors may wish to keep their hidden disability ‘hidden’ as a means of avoiding
stigmatization and preserving the image given to them by society of high intelligence
and social ranking. This behavior to conceal a disability to avoid potential stigma and to

be perceived as ‘normal’ is what Goffman (1963) described as ‘passing’.

Reasonable adjustments

As part of the Equality Act 2010, which is in line with the social model of disability, if a
disabled person is experiencing difficulties in employment, education or when using
services, then it is the legal responsibility of the employer, education provider or service
provider to ensure that reasonable adjustments are made in order to reduce these
difficulties i.e. removing disabling barriers. Adjustments can involve adjusting work
tasks or hours, providing supportive equipment or software, and changing the
workstation to suit physical needs. Failure to make reasonable adjustments can be a
form of discrimination. The main aim of these reasonable adjustments is to avoid a
disabled person being disadvantaged compared to a non-disabled person (EHRC,
2013).

There are schemes and support in place within the UK to aid people with disabilities in
employment. The Job Centre Plus (a government run agency providing working-age
support services) has a scheme called ‘Access to Work’ where it provides help and

support to individuals with disabilities in employment and also provides support for their
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employers. Access to Work also offers financial support towards equipment, adapting
premises or supporting workers and it is available to anyone who is directly affected by
their health or disability in employment (Gov UK, 2013).

Reasonable adjustments for SpLD

Many people with dyslexia develop compensatory coping strategies (establishing
alternative ways/methods of doing things) to help them overcome SpLD related
difficulties. If these are not effective or need supporting, then those who disclose their
disability can seek support and reasonable adjustment in the workplace. Brice and
Craik (2004) highlighted the necessity for students and employees to be open and
honest in informing people about their disability and special needs. This is especially

important as it allows the opportunity for reasonable adjustments to be made.

Types of formal support often provided to individuals with SpLD include assistive

software such as:

e Voice recognition software can be used as an alternative to typing on a
computer keyboard. Through the use of a microphone individuals can dictate
verbally directly on to their computer, eliminating the need to type and spell.
This can be useful for producing written work, documents, letters etc.

e A screen reader is a programme that will read aloud what is written on the
computer screen. This can be useful for reading large amounts of text and proof
reading.

¢ Mind mapping helps to express thoughts and ideas on the computer and create
relationships between thoughts, concepts and ideas. This can be useful for
planning documents, ordering thoughts and information and taking notes.

e A spell-checker that works on phonetic spelling. Often using a version more
suited to their areas of expertise (medical/legal). This can be useful when there
is no spell-checker available or the facility on the individual’s word processor is

not sufficient.
Other assistive aids often provided to those with SpLD include the provision of a laptop,

so people can have easy access to assistive software, and printers to enable them to

print their work off to read/make notes on/highlight sections. Other aids include
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Smartphones for help with organising and planning work, and digital voice recorders to

record information, sequences, meetings etc. instead of having to write notes.

It is not just physical aids that can be part of reasonable adjustments. Adjustments can
also be made to job roles and responsibilities, or additional time can be allowed for
tasks. Other support such as training sessions to help individuals develop coping
strategies to overcome their difficulties can be offered, such as training on creating
check lists, colour coding systems, study skills, memory techniques and mind mapping

techniques.

There are many types of support, adjustments and coping strategies that can be
developed to help someone with SpLD in their work. Often these are individually
designed to suit a specific need of the individual, depending on how their SpLD affects

them and their work.

Doctors with SpLD and fitness to practise

Through history there have been many kinds of healers but not a single occupation that
was defined as ‘medicine’ (Freidson, 1970). Medicine only became a primary learned
profession after the development of the universities in Europe (Freidson, 1970). In
today’s modern society the profession of medicine has continued to change due to
factors such as the creation of the UK National Health Service (NHS), development of
the social model of disability, societal changes in the role of women and, increases in
multicultural societies (Bowater and Gibson, 2013). The demographics of those
studying medicine and working as doctors has also changed due to changes in UK
population, legislation and policies and the increase in the number of medical

specialties (Bowater and Gibson, 2013).

Freidson (1970) explained how ‘preeminence’ is considered a major characteristic of
the medical profession in terms of both prestige and authority of knowledge. Today
those who are qualified to practice medicine are thought to have the authoritative and
definitive knowledge regarding the illness and its treatment and are highly regarded in
society (Freidson, 1970). There is also a commonly held perception that doctors should
be the essence of health and fithess. However those doctors who do not meet these

perfect standards, for example if they have a disability such as SpLD, could be
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susceptible to discrimination from both their colleagues and their patients (Bowater and
Gibson, 2013).

From a historical perspective, there are reportedly several highly regarded successful
doctors who have had SpLD, such as John Hunter (founder of scientific surgery), Sir
Arthur Conan Doyle (physician and writer), Carl Gustav Jung (founder of analytical
psychology) and Harvey Cushing (pioneer of brain surgery), demonstrating that it is
possible to be a doctor with SpLD (Accardo et al., 1989; Majumder et al., 2010).

The first step towards becoming a doctor is being offered a place at medical school. In
order to be accepted on a medical course students must have the potential to become
fit to practise’, as patient safety is the top consideration for the General Medical
Council (GMC, 2009). The GMC states that a doctor is considered fit to practise if they
can be competent in what they do, develop effective relationships with patients and if
they act responsibly in their work. The GMC emphasises the importance of
responsibility for doctors in relation to professional conduct and their respected position
within society (GMC, 2009). For the majority of medical school applicants, disabilities
and health conditions will not cause fitness to practise concerns ‘provided the student
receives the appropriate care and reasonable adjustments necessary to study and

work safely in a clinical environment’ (GMC, 2009).

Upon qualifying from medical school, all graduating students need to have
demonstrated the outcomes outlined in Tomorrow’s Doctors (GMC, 2009), as these
standards form the basis of whether a student is fit to practise and become a safe and
successful doctor. However Fielder (2003) noted that once qualified some of these
competencies may not need to be maintained by practitioners therefore ‘disability can
preclude the study of medicine but not it’s practice’. This led to Fielder (2003)
suggesting that a more flexible approach to training or even introducing different types
of registration would offer a wider choice for potential medical students with a disability.
However the GMC made a statement on disability in medical education and training in
May 2012 and explained how, although some specialties do not involve all the
competencies set out in Tomorrow’s Doctors, medical students still need to have
demonstrated these when they graduate to make sure graduating medical students
practise in a way that maintains patient safety, and have sufficient competencies and

skills to meet employers’ service needs (GMC, 2012).
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Studying medicine with SpLD

As described above, The Equality Act (2010) applies to education providers and
therefore disabled students cannot be discriminated against and have the right to have
reasonable adjustments made whilst they are studying. It is the institution’s
responsibility to anticipate the needs of disabled students and to ensure that all

students are able to make use of all the facilities and services provided.

There is no legal obligation to disclose having a disability when entering clinical
practice, except if there are any potential Health and Safety issues to the individual or
their colleagues caused by the individual’s condition. In relation to the issues around
disclosure and the safety of individuals, colleagues and patients, the GMC developed
the Good Medical Practice guide (GMC, 2013a). This guide details how a suitably
qualified colleague must be consulted if a person feels that they have a
disability/condition that may affect their judgement or performance in the workplace.

The number of students with SpLD in further education has increased (Wray et al.,
2012). According to Shrewsbury (2012) SpLD affects up to 1.9% of medical students
and a proportion of doctors in speciality training. The BMA (2009) also reported that
accepted applicants for medicine with SpLD increased from 1.2% in 2004 to 1.7% in
2009. It is not compulsory for a student to disclose having a disability when applying to
a higher education institution; however it would need to be declared if individual
support was required.

A report by Swan (2007) for the Medical Schools Council (MSC) found that out of the
31 medical schools in the UK, the median rate for any disability or illness requiring
support reported to the department was 3.4%, with over 50% of those cases having
dyslexia. There has also been a rise in the number of medical students being
diagnosed with dyslexia during their training. Previous research has concluded this is
due to an increase in study demands during medical training and students’ previous
coping strategies not being adequate to deal with this intensification (Ricketts et al.,
2010; Rosebraugh, 2000).

Completing a medical degree requires an extremely high level of commitment and

dedication and is a mixture of academic and clinical practice. Styles of medical degree

course can vary with some institutions having a traditional, lecture-based approach to
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training whereas other institutions offer problem based learning (PBL) courses where
independent learning in small groups is emphasised. Gaining entry into one of the 31
undergraduate medical schools in the UK is highly competitive (MSC, 2013a) and so a
potential student maybe hesitant about disclosing SpLD, even though this should not
affect their chance of being accepted. Guidelines for medical school admissions have
been developed by the MSC (2005) as admissions staff do need to consider the impact
of the applicant’s SpLD to ensure that they will be able to meet the requirements of

being ‘fit to practise’.

As the course structure can vary greatly, so to can the forms of support offered to those
students with SpLD. With more lecture-based traditional courses, giving advanced
copies of the lecture notes or providing a digital voice recorder to record the lecture
may be appropriate; while with PBL courses, support with organisational skills might be

beneficial.

There is support and advice available from the British Medical Association (BMA) for
students with a disability attending medical school, which emphasises that ‘it is
important to remember that dyslexia is not a barrier to becoming a doctor and these
difficulties can be overcome with appropriate support’ (BMA, 2013a). Although there
maybe elements to a medical degree that a student with SpLD may find more difficult
than those students without SpLD the BMA, along with previous research, highlights
some of the positive aspects that medical students with SpLD may have, such as being
creative, good verbal communicators, innovative thinkers and demonstrating good
practical skills (BMA, 2013a; Sanderson-Mann and McCandles, 2005). Relevant
research and literature relating to SpLD and medical students is detailed in Chapter 2.

The GMC (2008) devised ‘Gateways to the Professions’ which contains suggestions
and advice for medical schools to help ensure that medical students with disabilities
are not confronted with unnecessary barriers when establishing their medical careers.
Medical students with disabilities, including SpLD are entitled to ‘reasonable
adjustments’ during medical school. Reasonable adjustments cannot be made to the
competencies that a medical student has to achieve. However adjustments can be
applied to the way in which a medical student demonstrates these competencies,

through adjusting methods of learning and assessments.
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Medical schools use a range of exam styles to assess medical students. There have
been some concerns that medical assessments, especially multiple choice style
exams, may disadvantage those students with SpLD. However research has shown
that with appropriate test accommodations (such as extra time) there is no difference
between the results gained from those students with SpLD compared to those without
when completing an appropriately designed medical multiple choice test (Rickett et al.,
2010). A further study by McKendree and Snowling (2011) exploring a range of
assessments on medical students with dyslexia (who were given 15 minutes extra per
hour of written testing) also concluded that there was no evidence that the assessment

styles used in medical schools disadvantage students with dyslexia.

Along with extra time during exams, other types of support and reasonable adjustments

that could be suitable for a medical student (depending on their SpLD) include:

e Providing course materials ahead of lectures

e Ensuring buildings and facilities are accessible
e Providing student support

e Providing additional time for course work

e Providing assistive software

e Providing note takers and scribes

In conclusion, this chapter has discussed The Equal Act (2010), models of disability,
models of SpLD, dyslexia, labelling, stigmas and reasonable adjustment and has
highlighted some of the potential issues surrounding healthcare professionals/students
with SpLD. The next chapter will continue on to examine current research and literature

in relation to SpLD and the medical profession.
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CHAPTER 2
LITERATURE REVIEW

This chapter will focus on the current literature regarding medical professionals with
disabilities and SpLD. The majority of the research conducted thus far concerning medical
doctors with disabilities has concentrated on mental health problems, with many studies
focusing on mental health issues such as stress, anxiety and depression caused by the
nature of their work. Morgan and Chambers (2004) noted that there was a lack of research
in relation to working doctors and hidden disabilities (hidden disabilities refer to those that
are not easily recognised/seen by others). Of the research that has been conducted
regarding SpLD and the health profession, the majority of it has been focused on qualified
nurses, and nursing and medical students; research with doctors is currently

underrepresented in the literature.

There is a debate within medical education concerning ‘the suitability of individuals with
dyslexia to study for and practice as safe and effective doctors’ (Gibson and Leinster, 2011,
p395). Concerns have been expressed over the suitability of those with SpLD to work in the
clinical environment due to concerns over error rate and patient safety (Wright, 2000). The
debate about healthcare professionals with SpLD is not exclusive to academics and
members of the healthcare profession. There have been a number of instances of the
media giving less than favourable accounts of healthcare professionals or students with
dyslexia, which can taint perceptions and understanding about what SpLD are (Murphy,
2010). An example of this can be seen in The Times (July 2008), when discussing
allowances for dyslexic medical students in relation to multiple choice examination papers,
the article read “To be blunt: someone who can't be sure to read 18mg rather than 81mg
and who mistakes peroxone for paracetamol is not someone I'd want practising medicine
on me - even if they had a wonderful bedside manner and a passion for medicine’. It is
important to note however that the validity of these fears cannot be proven by existing

research.

Fielder (2003) argued that the attitudes of some within the medical field towards their own
members who have a disability is outdated and warrants debate. There has been a
propensity to generalise about the overall effects of having a disability and the potential

effects that this could have upon a medical professional, resulting in both under- and over-
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estimating these potential effects (Fielder, 2003). Fielder (2003) also argued that ‘many
disabling effects are societal and a result of our arrogant presumption that we fully
understand the functional effects of impairment’ (Fielder, 2003, p.1305). There is thought to
be a significant amount of underreporting of hidden disabilities amongst doctors in the
medical profession (Morgan and Chambers, 2004). Reasons for this could include concerns
that their disability could undermine patients’ confidence in their abilities to practise
medicine and concerns expressed by others around dyslexic doctors prescribing
medication (Robert et al., 2004).

As discussed in Chapter 1 there is legislation in place to protect those with disabilities,
including SpLD, from being discriminated against in the workplace and during education.
However research has shown that fears of stigmas and discrimination still have an impact
on those with SpLD. Research by the Office for Disability Issues (ODI, 2013) which is part
of the Department of Work and Pensions (DWP), found that there was an increase in the
general population’s awareness of Disability Discrimination Act (DDA) and/or the Equality
Act between 2005 and 2008 however this then decreased in 2011. This could be due to the
changes in equality legislation happening in 2010.

Nurse participants in a study by Crouch (2008) described their colleagues as having
negative attitudes towards dyslexia; furthermore, participants never referred to the
strengths of dyslexia, only the weaknesses. lllingworth (2005) observed that dyslexic
nurses often expressed feeling stigmatised in life, not just within the NHS or their working

environment, but they did not want to be viewed or judged as different.

Miller et al. (2009) reported how 19 out of 288 medical students commented that they
believed that having learning difficulties would prevent someone from working as a doctor
and they would be concerned about doctors with learning difficulties having a limited
professional career. A possible explanation for some of the stigma within medical schools
could be due to medicine being such a demanding subject, such that those who do not
have a disability cannot imagine how a person could cope with these demands if they had a
disability (Kahtan, 1999). Awareness of disabilities within the medical profession is
generally considered to be low and Roberts et al. (2004) argue that greater awareness of
disabled students’ specific needs is required to ensure appropriate support is given and to

help guarantee patient safety.
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As described in the previous chapter, there is no legal obligation to disclose having a
disability, except if the individual’s condition leads to any potential Health and Safety issues
for the individual or their colleagues. There are many factors that play a part in whether
someone decides to disclose their SpLD. A report conducted for the British Medical
Association (BMA, 2007) found that stigmas attached to having a disability and
unsympathetic colleagues were common reasons for doctors not disclosing their

disabilities.

In a study with nurses (Morris and Turnbull, 2007a) the participants appeared to be
selective in who they chose to disclose information to. Participant’s perceptions of their
mentor’s professional and personal qualities influenced their willingness to disclose their
disability to that mentor. If there was a trusting and supportive relationship nursing students
were much more likely to disclose, as opposed to those who had overly critical mentors and
believed their mentor to be patronising and uncaring (Morris and Turnbull, 2007a). This
study also found that for some nurses disclosure of their SpLD was dependent upon their
perception of possible supposed benefits, such as extra tutor support and additional exam

time.

Other factors such as the length of students’ placements effected disclosure rates, as those
in longer placements were more likely to disclose their disability. Some students with
dyslexia expressed concerns that disclosing their disability to a mentor could impact upon
their future career and progression (Morris and Turnbull, 2007b) and there was often a cost
versus benefit analysis conducted to establish whether it was in the participant’s interest to
disclose (Morris and Turnbull, 2007a). Staff tensions could be high in stressful, chaotic
areas such as intensive care which might reduce nurses’ willingness to disclose (White,
2007).

lllingworth (2005) explored the effects that dyslexia could have upon nurses and healthcare
assistants (HCA) and ways to improve their working lives and to create a ‘dyslexia—friendly’
environment and organisational culture to enable those with dyslexia to achieve their full
potential. This study emphasised the importance of support from colleagues and employers
and found that, although dyslexia can affect the work of nurses and HCAs, they can make a
make a significant contribution to the care of the patients. In another study, there was a
strong fear of ridicule, job loss, unfair judgements, victimisation, discrimination amongst

some dyslexic nurses, and the belief of a lack of understanding from their
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peers/colleagues/others (Morris and Turnbull, 2007b). Many commented on a fear that
others would laugh at them when they made a mistake and have a lowered expectations of
their abilities (Morris and Turnbull, 2007b). Madaus et al. (2002) explored the number of
graduates with SpLD from a large educational institute in America who had self-disclosed
their SpLD to their current employer. Despite nearly 90% of their respondents stating that
having SpLD affected their work, only 30.3% had actually disclosed their SpLD to their
employer; with 46.1% stating they had not due to concerns about negative repercussions,

such as stigmas and concerns for job security.

Dyslexic nurses have been found to use ‘impression management’ when disclosing and
choosing carefully who they decided to disclose information to and the amount of
information disclosed in order to be viewed in a positive way (White, 2007). This study by
White (2007) also reported that there was a general agreement that SpLD and other
disabilities in general should be disclosed when working in the medical profession in order
for appropriate adjustments to be made, but that the person disclosing should be aware of
possible negative consequences. Morris and Turnbull (2006) found that dyslexic nurses felt
they had a responsibility to disclose any disability they had in an attempt to minimise risk to
patients. If disabilities are not disclosed to relevant members of staff, then people with a
disability may not be receiving the support or adjustments that they perhaps require to work
to the best of their ability and ensure that they are fit to practise.

One of the first papers to report on the issues experienced by dyslexic doctors was Guyer
(1988) who commented that many people with dyslexia have made valuable contributions
to numerous fields including medicine. The paper went on to emphasise that when
receiving the appropriate assistance (with study skills, academic tuition and extra time)
dyslexic medical students can become ‘competent, creative professionals’ (Guyer, 1988,
p.1151). Under the Equality Act 2010, individuals in both the workplace and education are
entitled to ‘reasonable adjustments’ to support them in the tasks. Such adjustments for
individuals will vary according to their specific needs. But it is important that adjustments for
healthcare students do not compromise any of the competency standards set by their
professional bodies. Also, for healthcare students, adjustments to their university education
environment can often be easy but adjustments for the clinical placement environment are

not always employed (Morris and Turnbull, 2006).
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Difficulties described by some medical students include written work, note taking, poor
concentration, spelling of medical terms, and filtering out distractions when on wards (Miller
et al., 2009). A study by Millward et al. (2005) explored a number of different tasks,
including student and qualified nurses completing cognitive tasks simulating one of the key
skills involved in drug administration. The results for this study showed ‘tentative evidence’
that certain skills involved in completing drug administration may be problematic to those
with dyslexia. This is supported by Morgan and Chambers (2004) who found that during
interviews with nurses with dyslexia, drug administrations and calculations were stated as
common aspects of medical tasks affected by SpLD. Similarly, research with student
nurses conducted by Sanderson-Mann et al. (2012) revealed that the tasks areas deemed
to be the most problematic were drugs calculations, handovers and dealing with
documentation. They also reported that all students, irrelevant of whether they had a
disability of not, reported experiencing difficulties with both drugs calculations and handover

procedures (Sanderson-Mann et al., 2012).

While on clinical placements, student nurses with SpLD reported that dyslexia had affected
their practice, for example difficulties with spelling, short term memory. They also required
additional time to complete tasks and had lower confidence levels due to their reading and
pronunciation difficulties (Child and Langford, 2011). Other student nurses claimed that they
were uncomfortable in expressing their opinions and felt uneasy when they had to read or
write in front of others (Wray et al., 2012). Other difficulties experienced by nursing students
reported by Miller et al. (2009) included taking notes during lectures, written work, written
exams, spelling medical terms, low levels of concentration and being able to hear

information when on busy wards.

To summarise, the most frequently reported areas that have been identified where

healthcare professionals with dyslexia may have difficulties are:

e Prescribing skills e Handwriting

¢ Note taking e Multi-tasking

e Dealing with medical terminology e Reading information

¢ Completing written documentation ¢ Remembering information and
e Patient notes names

(Millward et al., 2005; Morgan and Cambers, 2004; Illingworth, 2005; White, 2007; Crouch,
2008; Miller et al., 2009).

44



Millward et al. (2005) noted that as a result of experiencing these difficulties, individuals
with SpLD can experience high levels of stress and frustration; additionally people’s
reactions when they disclose their SpLD can lead to feelings of anxiety and low levels of
confidence. This stress can also lower people’s confidence in their ability to learn (Child and
Langford, 2011).

Research has suggested that a higher numbers of individuals with SpLD may be in the
caring and healthcare fields as they may have particular strengths to bring to these
professions (Taylor and Walter, 2003). Wiles (2001) stressed that a person with SpLD could
be a valuable asset to nursing due to bringing positive skills to the role such as being highly
intuitive and insightful, using their creative imagination and curious personalities. Wiles
(2001) also argued that the level of creativity potential of those with SpLD should be

harnessed and utilised in the nursing and other professional fields.

General positive aspects of having SpLD include having good interpersonal skills, problems
solving skills and creative skills and having higher levels of compassion and empathy (Dale
and Aiken, 2007). Other positive qualities in dyslexic nurses include being insightful and
intuitive, creative and innovative and good problem solvers (Sanderson-Mann and
McCandless, 2006). Other researchers have found that nurses with SpLD felt they were
able to be more empathic with their patients, were more diligent and were lateral thinkers
(Morris and Turnbull, 2007b; White, 2007).

Murphy (2008) highlighted the fact that although universities and higher education
institutions are now much more active in providing support for disabled students while they
are in education, this is not the case when in clinical environments. One of the major
concerns regarding healthcare professionals having SpLD is related to the notion that their
SpLD may affect their competency to practise when in the clinical environment (Sanderson-
Mann et al., 2012). Everyone has the potential to make an error or have uncertainty in the
decisions they make and healthcare professionals are no exception (Child and Langton,
2011). Millward et al. (2005) explained that dyslexic nurses often go to great lengths to
ensure patient safety, creating strategies to check their work is correct and to avoid errors,
especially in areas such as drug administration and clinical procedures. This is supported
by interviews conducted by Crouch (2008) with dyslexic nurses who also reported extra

efforts to ensure that they did not make mistakes and were fit to practise. However some
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professionals avoided dealing with certain situations, such as not answering telephone calls
in case they forgot an important message, which could result in the patient being put at risk
(Crouch, 2008).

Difficulties experienced by healthcare professionals, as described above, can be
exacerbated when stressed (lllingworth, 2005). Burd (1990) suggested that when someone
with dyslexia is experiencing high levels of anxiety and stress, their work performance will
be affected, which could negatively impact patient safety. The ability to cope with difficulties
and stress due to having SpLD at work often depends on strategies employed to deal with
these situations, however sometimes stressful situations can weaken the effectiveness of
strategies, exacerbating the person’s difficulties (lllingworth, 2005). This is supported by
Hulatt (2009) who reported if someone with dyslexia does not receive the correct support
then this results in an increase in stress, which if experienced for a prolonged amount of
time could lead to the development of strong feelings of insecurity, which will be reflected in
their work performance. Hulatt (2009) believed that the possible success of a dyslexic adult
is connected to their ability to identify and adapt their weakness caused by dyslexia and

develop their strengths in order to create effective compensatory coping strategies.

People with dyslexia establish a range of coping strategies to overcome the various
difficulties they experience. Individual coping strategies developed to help in the workplace
include carrying a phrase book/dictionary, asking patients to help, rehearsing handovers,
and using shorthand for notes or having printed out documentation (lllingworth, 2005).
Many nurses commented that strategies were designed to reduce error rates and ensure
patient safety, many of which involved checking and rechecking their work (White, 2007).
Murphy (2008) also found that healthcare students kept shorthand notes and lists, used
proof readers, technology and rehearsing instructions; many difficulties can be simply

overcome by small adjustments.

For medical professionals with SpLD, achieving success in the clinical environment seems
to depend upon effective coping strategies and support being in place, which depend upon
the individual disclosing their disability and their manager/mentor having enough awareness
and the ability to support them (Morris and Turnbull, 2007a). As noted previously, the
diagnosis of SpLD can carry a stigma (Morris and Turnbull, 2006), leading some people to
rely more on informal methods of support through help from friends and family members,

therefore limiting the number of people they disclose to and keeping it away from their
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working environment (White, 2007). Other factors such as the working environment and
attitudes towards disabilities also have a significant effect upon people with SpLD in the
medical professional affecting their willingness to disclose.

Jamieson and Morgan (2007) reported that if an individual had successfully established
appropriate coping strategies in their previous education to overcome any difficulties that
they were experiencing then they may decide not to disclose their SpLD when starting a
new educational course. However if a person does not disclose their disability then they are
not covered by the Equality Act. Therefore if individuals experience increased academic
pressure later on in their course that exacerbates the impact of their SpLD, they may find

they need to disclose their disability in order to receive additional support.

A study of medical students by Gibson and Leinster (2011) found that those students with
dyslexia who received additional time for their written work from their first year did better in
the later stages of their course than those with SpLD who did not receive any written
concessions. Miller et al. (2009) also found that many dyslexic student nurses were given
extra time during examination, however some patrticipants commented that they believed
this type of support to be inappropriate as it was not reflective of the clinical environment.
Therefore these students felt it would be better to get used to working in a time-bound
environment. This notion was also reflected in the finding that medical students had not
sought any other support while on clinical placement (Miller et al., 2009). Wray et al. (2012)
explained how although students may develop coping strategies in their educational
environment, when placed in a diverse clinical setting, these strategies can often be difficult

to transfer or become obsolete.

Provisions that were considered more appropriate forms of support included having better
access to handouts and lecture slides prior to a lecture/seminar and being more aware of
who to contact to discuss any issues with disability (Miller et al., 2009). Thus it is important
to consider not only what support can be offered, but whether such support is actually
useful. The use of technology (laptops) was also deemed unsuitable for use in the clinical
setting, mainly due to fears over the equipment’s safety, resistance from staff and the users
not being trained sufficiently (White, 2007). A study into the use and preference for
computer devices in hospitals by Andersen et al. (2009) found that space and the layout of
hospital wards limited when and how computer devices could be used and that mobile

devices sometimes limited the nurses’ mobility. The nurses reported writing information
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down from the computer instead of carrying the device around with them (Andersen et al.
2009). This could therefore increase the level of written work required by nurses, which for
a nurse with SpLD could cause difficulties and they may have to find another way to cope.

Another support strategy found useful to nursing students with SpLD by Wray et al. (2012)
was offering additional specialist study skills sessions, involving areas such as support with
study skills and learning techniques, essay writing, numerical skills and revision techniques.
These sessions were focused on the areas that represent weaknesses to a nurse with
SpLD and focused on supporting them and where possible using a strength to help
overcome the difficulty. For example, working on creating effective reading and note taking
methods as these can be particular weaknesses for those students with SpLD, and
focusing on using strengths for revision skills as exams are often times of stress for
students which could exacerbate their weaknesses. It was found that providing these
additional sessions actually increased the possibility of progression for students and also
increased the chance of them contacting the Disability Services. Wray et al. (2012) went on
to suggest that providing this support to all nursing students, and not just using it as a
reasonable adjustment, would benefit not only the students but also the institution in terms

of time and resources.

Support from managers and mentors has been found to be an important factor in success
when exploring how nurses cope with SpLD (Child and Langford, 2011; Crouch, 2008;
Morris and Turnbull, 2007b; Morgan and Chambers, 2004). Overall the studies showed that
many nurses with SpLD received low levels of support or no support at all from their
managers, while support gained from colleagues was found to be much higher (Morris and
Turnbull, 2007b). When looking at mentors, some participants commented on how their
mentors had shown them finished paperwork so they had an example to work from or had
asked them to observe procedures as a way of providing effective support (Crouch, 2008).
Child and Langford (2011) concluded that nursing students with SpLD were more likely to
benefit in the clinical environment from having mentors who were aware of and understood
the issues surrounding SpLD. During interviews even those students without a known
disability who reported experiencing difficulties during clinical placements placed a large

emphasis on the importance of clinical mentors (Child and Langford, 2011).

Adults with SpLD may have certain strengths and weaknesses that may influence them

towards specific occupation choices (Hartley, 2006). Taylor and Walter (2003) found that

48



adults with dyslexia are more drawn towards people-oriented professionals such as
nursing. Research into hidden disabilities, specifically dyslexia, has shown that it does have
effects upon on individual’s career progression and development. Research into nursing
careers of dyslexic adults by Morris and Turnbull (2007b) reported that participants believed
that promotions and progressions within their careers was attainable but that it was likely to
take longer than their non-dyslexic colleagues. This study also found that for nurses,
having dyslexia caused a lack of confidence in completing further academic study (Morris
and Turnbull, 2007b).

Whilst career progression is dependent on the characteristics of the individual, lllingworth
(2005) suggested that doctors with SpLD might want to avoid high paced and
unpredictable, pressurised environments (such as intensive care or operating theatre) as
these could cause high levels of stress and tensions between staff resulting in an
unsupportive environment. Also areas with a quick turn over of patients, such as the
operating theatre, were found to be particularly challenging due to difficulties reading and
remembering patient names and information (lllingworth, 2005). Morris and Turnbull
(2007b) found that some nurses preferred acute clinical areas, whereas others favoured
much slower paced areas with more relaxed environments that involved smaller teams of
staff and lower patient turnover rates. These nurses believed that the higher paced areas
would only emphasise their difficulties. Nurses also reported preferring to work on night
shifts as this gave them more time to complete written work (Morris and Turnbull, 2006).
Post-operative recovery or stroke rehabilitation units were suggested as suitable areas for
dyslexic nurses due to having structured care routines, as were areas involving one-to-one
patient care such as community nursing (White, 2007). Medical specialties such as General
Practice and Dermatology were considered good areas for doctors with SpLD (Roberts et
al., 2004).

Conclusion

Despite an increase in the attention given to those with SpLD in the medical profession, the
majority of the research literature has focused on nursing with much less attention being
paid to medical doctors. Also a large amount of published literature in this area are reports

and papers based upon opinion and policy, with few actually conducting any form of study.

Research that has been conducted thus far suggests that SpLD do have an effect upon

clinical performance but that this effect can vary significantly between individuals. Some
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examples of difficulties include completing written documentation, notes, reading
information, remembering information and names, multi-tasking and handwriting. Achieving
success in the clinical environment for those with SpLD seems to depend upon having
effective coping strategies, support being in place, the individual disclosing their disability
and their manager/mentor having enough awareness of SpLD and the ability to support
them (Morris and Turnbull, 2007a). Whilst the majority of research conducted involves
nurses and nursing students, this does provides valuable information and a basis for further

research; however more needs to be established specifically relating to doctors.

This chapter has provided details of the key research literature and provides background to
the research studies of this project. The next chapter of this project involves a structured
review of the literature specifically concerned with SpLD and members of the medical
profession.
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CHAPTER 3
STRUCTURED REVIEW

This chapter is a structured review focused on the impact of specific learning difficulties
(SpLD) on medical doctors, how SpLD may affect doctors and how they cope in a
clinical setting. The review also tried to establish the impact having SpLD has on
doctors and their working life, and what factors could influence their career choice and

Success.

The overall aim of this project is to develop an understanding of how doctors with SpLD
are coping in the workplace. This structured review has been completed to
systematically review the primary research that has been conducted in relation to
doctors with SpLD, to explore the differences amongst studies and to synthesize the
data for the relevant studies that address the same areas. Searches of the Cochrane’s
Library and The Database of Abstracts of Reviews of Effects (DARE) showed no other
systematic reviews or structured reviews regarding doctors, or indeed any members of
the medical profession, and the effect of SpLD. This confirmed that a review was
required in order to establish what research has been conducted and potential areas of

further research.

Review question

Deriving from the overall aims of this project, the main research question for the

structured review was:

‘Are there any effects of SpLD on doctors in a clinical setting/workplace setting in
the UK?’

However this review question was revised very early on in the process of identifying
suitable studies for the review (during the scoping search) due to an apparent lack of
studies including doctors. Therefore the review question was revised to include other

healthcare professionals and students, as well as qualified doctors:

‘Are there any effects of SpLD on doctors and other healthcare professionals or

students in a clinical setting/workplace setting in the UK?’
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Once relevant and appropriate studies were selected for the review, the information
extracted was synthesised in order to address the following questions:

1) Do healthcare professionals/students with SpLD have any difficulties with
clinical work?

2) Do healthcare professionals/students with SpLD disclose their difficulties?

3) What support/coping strategies do healthcare professionals/students with
SpLD use?

4) Are there any effects of SpLD on a healthcare professionals/students career
and progression in the workplace?

5) What are the attitudes towards healthcare professionals/students having
SpLD?

Methodology

The review methodology and areas of examination were as follows:

The key terms for the purpose of this review were: ‘Specific Learning Difficulty’ and

‘Healthcare Professional/Student’; these were defined as follows:

e Specific Learning Difficulty (SpLD) included dyslexia, dyspraxia, dyscalculia,
dysgraphia, attention deficit hyperactivity disorder (AHDD) and Asperger’s
Syndrome.

eHealthcare Professional/Student: Is a person who is a qualified or student: doctor,
nurse, midwife, radiographer or dentist. These healthcare professionals were
selected as they were considered the ones mast similar to doctors, in relation to

training, patient contact and workplace setting.

Method of search

The parameters for the structured literature review were set out, and the main question
of the research and the inclusion and exclusion criteria for the review were established.
The sources that were to be searched were also decided upon. After completing an
initial scoping search these results suggested that there should be no time limit set as it
was predicted that there would be limited papers that would qualify for inclusion. There
were also no language restrictions in place. As stated above, when defining the

population to be searched, it was clear from an initial scoping search that there was
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little published relating to doctors/physicians so the search was broadened to include

other healthcare professionals and students of nursing, medicine and dentistry.

Searches of literature then took place between January 2011 and February 2011, both

electronically and by hand, exploring a wide range of journals, reports, books and other

formats (see Search strategy below).The criteria for considering studies for this review

was developed using the PICO framework (Population Intervention Comparison

Outcome). The inclusion criteria for studies for the review were as follows:

e Types of participants: any healthcare professional or student with SpLD.

e Types of studies (study designs): any primary empirical study designs were

acceptable.

e Type of intervention: no particular interventions were being examined.

e Type of outcome: studies were included if they contained primary research

about effects, attitudes, opinions, comments or statistical or descriptive

information regarding SpLD from healthcare professionals/students with SpLD

based in the UK.

The criteria for excluding studies for the review were as follows:

student with SpLD, such as children.

e Types of studies (study designs): any study that was not primary research.

e Type of intervention: no exclusions, all interventions were examined.

e Type of outcome: studies were excluded if they did not contain primary

Types of participants: Anyone who was NOT a healthcare professional or a

research about effects, attitudes, opinions, comments, statistical or descriptive

information regarding SpLD from healthcare professionals/students with SpLD

based in the UK.

Search strategy

The databases and sources to be searched were:
¢ MEDLINE/PubMed
e Psycinfo (psychology literature)
e Web of Science

e ERIC (Education Resources Information Center)

53



e Academic Search Elite (EBSCO)

e The Cochrane Library

e CINAHL (Cumulative Index to Nursing and Allied Health Literature)
e Science Direct (Elsevier)

¢ Google Scholar

¢ Conference abstracts and other gray literature

e Reference lists in primary studies & reviews

e Guidelines, and other related articles

e Study authors, other experts, and manufacturers (to identify unpublished data)

Terms used included each of the following keywords: ‘doctor’, ‘nurse’, ‘physician’,
‘clinician’ ‘medical student’ and ‘nurs* student’. These were combined with the terms for
SpLD such as ‘learning difficult” and ‘dyslexia’. This was completed using all the terms
for SpLD and doctors and were combined in all possible combinations and were then
combined with the setting criteria (see Table 1) using Boolean operators (such as
‘AND’, ‘OR’ and ‘AND NOT’) and Medical Subject Headings (MeSH) were used for
PubMed.

Condition Population
Specific learning difficult* Doctor
Dyslexi* Consultant
Dyscalculia Practitioner
Dyspraxi* Physician
Learning difficult* Clinicians
Disabilit* General practitioner
Reading disabilit* Healthcare professional

Medical student

Nurse

Students nurse

Dentist

Dental students

Table 1: Search criteria for structured review

When completing the search in the electronic databases listed above 6,118 studies
were identified that were of possible relevance to the review. When looking at these

further, many needed to be re-searched using exclusion terms, as many involved
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children and medical professions dealing with those with SpLD (as opposed to having
SpLD themselves). Also studies written in English but based in other non-English
speaking countries were found however they did not fit in the search criteria, which was
limited to healthcare professionals/students with SpLD based in the UK.

This then dramatically reduced the number of studies to 133, which were then
screened and marked against the eligibility for inclusion criteria to establish those
which were relevant for the review. The majority of this ‘screening’ process was based
upon the abstracts provided in the databases and for those that met the criteria, 56 full
text papers were retrieved. Once all the full text studies had been gathered, they were
then screened and assessed against the eligibility criteria to ensure that they fully met
the inclusion criteria, and were actually primary research rather than reports based
upon policies or opinion. In addition to this, the reference lists of all the 56 retrieved
articles were hand searched for other potential papers, however no additions were

made.

Eligibility criteria

Questions If yes If no

Does the study involve healthcare professionals or students

with SpLD in the UK? Continue | Exclude

Is it primary empirical research? Continue Exclude

Does the study contain how the healthcare
professional/student functions in the workplace or, attitude, Include Exclude
opinions, comments or statistical or descriptive information?

Table 2: Eligibility criteria for structured review

Once all 56 full papers had been assessed against the eligibility criteria (see Table 2)
the final number of papers that qualified for inclusion in this review was 12. Many of
these excluded papers were identified as they contained the relevant terms, however
they did not have the correct association between them or a large proportion of papers
found were written about guidelines or policies around doctors with SpLD. Searches
were completed by the lead researcher and the primary supervisor and then a meeting
was held to make sure the same studies had been selected for inclusions based on the

eligibility criteria. Once any differences had been agreed upon the final 12 papers were
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then filed on an Excel spreadsheet for recording and extracting data which has
provided the basis for the in-depth review reported here.

An updated search was completed in May 2013 to check for relevant research that had

been published since the search was first completed. This led to a further 3 papers
being included, increasing the final total of papers included in the review to 15 (see
Table 3). Overall there were no studies found that had actually conducted research
involving doctors with SpLD.

Due to the methodological heterogeneity between the studies narrative summaries
were used to synthesis the data in a structured way to address the review questions

outlined above. Narrative summaries are the description and ordering of primary

evidence to develop a collective account of this evidence (Dixon-woods et al., 2005).

Results — Studies included
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Study . - Aim/Research -
Author Year Title Type of stud Participants . Findings
No. yp y P Question 9
. 16. NL.Jrsmg/ To evaluate the Difficulties with short term memory, literacy,
Needs/experiences of . midwife . :
: Semi experience, needs and | numeracy and speech were experienced by
dyslexic students + students . .
1 Crouch 2008 support in clinical structured support available to students and they often developed coping
pp. interviews nursing students with strategies in order to avoid making mistakes.
practice. 3 Staff .
dyslexia. Some of the students were very concerned
mentors i .
about disclosing.
Exploration of the .
experiences and needs To explore dyslexic
P . 7 dyslexic & students’ experiences Academic related difficulties were noted by
of dyslexic and non- .
. . . 15 non- of personal tutor dyslexic students although they were happy
dyslexic nursing and Semi . .
S dyslexic support and compare with the support they had. There were also
2 Crouch 2010 | midwifery students, how | structured i : .
. ) . Nursing/ to non-dyslexic differences noted between the support
their needs can best be | interviews L . o .
met by Personal midwifery students and provided from the midwifery and nursing
y . students improvements to be departments.
Academic Tutor made
Support? '
How do students with What impact does Medical students with dyslexia performed
dyslexia perform in 17 Medical dyslexia have on differently on the different types of medical
. extended matching . performance at assessments. Allowing extra time during these
Gibson & . Assessment of | students with . . ,
3 . 2011 | questions, short answer . medical school and do | had a positive effect on students’ results.
Leinster . exam records | & 74 without . . . . .
guestions and observed dvslexia adjustments to Medical students with dyslexia require
structured clinical y assessments affect the | individually tailored support to successfully
examinations? outcomes? meet their needs.
4 Nurses and HCAs work was affected in many
5 Nurses & 2 Establish the effects of | ways due to them having dyslexia, such as
The effect of dyslexia on - Healthcare being dyslexic on drug calculations, remembering names and
. Qualitative . . .
lllingworth 2005 | the work of nurses and ) ) Assistants nurses and HCA and form filing. To support them creating a more
. interviews ) , L , . .
healthcare assistants. (HCA) with see what can be done dyslexia friendly' supportive working
dyslexia to improve their environment would benefit and improve their

working lives.

work.
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Medical students'

Examines rates and

As a result of people not disclosing their

. 328 Medical types of disability in o
. attitudes towards . . yp ) y disability students were found to have narrow
Miller etal. | 2009 o Questionnaire | students (18 medical students and o A . .
disability and support for . . definitions for disability and negative attitudes
T - with SpLD) explore disclosure and L
disability in medicine. i towards disabilities.
their support needs.
Investigate the
Clinicians and Dyslexia - relationship between
Battery of . . o . L . .
a computer based : dyslexic traits and Clinicians with dyslexia might find certain
. computerised 40 Student & , oo . . .
Millward et assessment of one of o nurses’ performance tasks difficult relating to drug administration
2005 . ) tasks and self 6 qualified - . L
al. the key cognitive skills on clinical tasks however further research is required in order
. . report Nurses . . .
involved in drug . . designed to reflect to provide a more substantial base for
. ) guestionnaire .
administration those used when conclusions.
administering drugs.
- Nursing students with dyslexia develo
Explores the clinical 9 ) . y . P
. . personalised coping strategies to help
. - . 18 Nursing experiences of student cep .
Morris & Clinical experience of In-depth . . ) overcome the difficulties that they experience
2006 . . . . students with nurses with dyslexia . . . .
Turnbull students with dyslexia interviews . . in the clinical environment. These included
dyslexia and potential ) o .
. . voice recorders and writing in capital letters.
influences on practice.
A survey-based . . . .
exploration of the impact 116 To explore the effects Nurses with dyslexia thought having dyslexia
Morris & 2007 P . P . . Registered of dyslexia on the had had a negative effect on their career.
of dyslexia on career Questionnaire . . o .
Turnbull b . nurses with career progression of They did think that progression was
progression of UK . ] . .
) dyslexia nurses. achievable, just that it took them longer to do.
registered nurses.
The disclosure of Factors often related to whether a person
R . Explores the reason for | . . . .
. dyslexia in clinical 18 Nursing . . . disclosed their dyslexia were attitudes of co-
Morris & 2007 . ) In-depth . and against disclosing .
practice: Experiences of | . . students with S workers, concerns about patient safety,
Turnbull a . interviews . dyslexia in clinical . . o
student nurses in the dyslexia expectations of support, confidentiality issues

United Kingdom

practice

and potential discrimination.
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On being dyslexic:

Questionnaire

Questionnaire
with student
radiographers:
14 students
with dyslexia &

To explore the clinical
experiences of
radiography students

There was no difference found between
students with dyslexia and students without
dyslexia on a self reported scale of clinical
tasks. The students felt that support provided

10 | Murphy 2010 | Student radiographers’ and in-depth 23 without with dyslexia and the in university was much better than support in
perspectives interviews dyslexia potential impact of this | the clinical departments. This resulted in
disability on their students with dyslexia taking extra
Interviews with | practice. responsibility for their learning and coping
10 students strategies to overcome difficulties.
with dyslexia
Evaluative
) _ case sFud|es & i In order to implement adjustments in clinical
Being reasonable: analysis of 4 nursing To evaluate the practice to support disabled students and their
11 | Tee et al 2010 supporting disabled work by the students with support put in place for | mentors, a multi-disciplinary approach in
' nursing students in Student disabilities (1 disabled student required. Support is also required to help
practice Practice dyslexic, 1 nurses establish coping strategies to help overcome
learning dyspraxic) potential restrictions.
advisor
o 7 pre-
Quialitative p_ .
registration . . .
case study . e 1 Student nurses with dyslexia identified areas
Nursing Explore difficulties of e . i .
. . of difficulty as: dealing with information,
. . . students with student nurses with . o
Supporting nursing Semi- dvslexia dvslexia in clinical performing the role, and administering drugs.
12 | White 2007 | students with dyslexia in | structured y e)r:vironments and In order to develop successful clinical
clinical practice interviews competences, the type of environment and the

Questionnaire

11 Support &
Teaching Staff

9 mentors

identify any strategies
used.

students’ relationship with their mentor were
key.

Additional papers added after second search in May 2013




09

To examine the

6 Nursing learning experiences of | Sharing placement experiences with others
. : . students with nursing students with outside the clinical environment may benefit
. Exploring the learning Semi- . . . L . . : ;
Child & ) . dyslexia & 6 dyslexia during clinical | nursing students with dyslexia. Having a
13 2012 | experiences of nursing structured . .
Langford . . ) . nursing placements to placement mentor with knowledge about the
students with dyslexia. interviews . . . . .
students with establish ways of needs of those with dyslexia may also benefit
no disability improving support in students.
practice.
To enable support to be provided, an early
diagnosis of dyslexia is beneficial. Support
To explore the g Y L PP .
. . . X should be based on the individual and tailored
The experiences of Semi- 7 Nursing experiences of pre- .
. . . . . . . to their needs. For some students nurses,
14 | Ridley 2011 | nursing students with structured students with registration nursing . . . . )
dyslexia interviews dyslexia students with dyslexia disclosing their dyslexia can cause anxiety.
Y ' Y ) _y The attitudes of others (educators and clinical
at one university. . ,
colleagues) can affect the nursing students
experience.
9 interviews
with nursing
Mixed method i . .
( ) students with The difficulties reported by the students with
approach with | gyslexia : .
. . dyslexia varied greatly. Examples such as
An empirical exploration | 3 parts) X X .
, . . . handovers, dealing with documentation and
of the impact of dyslexia 7 interviews . . . .
. . . Explored the impact of | drug calculations and administration were
Sanderson- on placement-based Semi- with Nursing ) . . .
15 2012 . dyslexia on learning in | given. Drug calculations and handovers were
Mann et al. learning and a structured lecturer- ) ) . ) .
. . ) . .. the practice setting. difficult for all students with and without
comparison with non- interviews x2 practitioners . o
. dyslexia. Also all students similarly rated
dyslexic students. and L . ;
54 Student placement activities and their feelings towards
. . ; lacements.
questionnaire | Nurses with & P
52 without
dyslexia

Table 3: Summary of the 15 studies used in the structured review




Summary of study characteristics

Each of the study was assigned a number (see Table 3) which has been used to refer to

the studies throughout these next sections.

Sources of studies: All of the studies (n=15) used in the review are based in the UK and
they were all published between 2005 and 2012.

Samples: Some studies used a range of participants in their sample. Table 4 shows that
student nurses were the most commonly explored sample (n=10). Six of the studies
included interviews and questionnaires with other professionals: radiography students (10),
Healthcare Assistants (4), student mentors (1,12), midwifery students (1,2) and teaching
staff (12,15).

Most of the studies (n=10) involved only included one type of participant (i.e. nurses,
medical students) and three studies (1,8,10) also included: admissions staff, support staff,

clinical mentors, practitioners, lecturers and student practice learning advisors and staff

mentors.
Different participant samples used
) . Other Health
Doctors Nurses Medical Nursing Professionals
Students Students
or students

1,2,6,7,9,11,

Study ID Number - 4,6,8 3,5 12.13.14.15 1,2,4,10,12,15
Type of research method used with different participant samples

i 1,2,7,9,12,13,

Interviews - 4,8 - 1415 1,2,4,12,15
Questionnaire - 6 5 6,15 10,12
Assessment of
records/tasks ) 6 3 6 )

Case studies - - - 11,12 -

Table 4: The different participant samples and methods that have been used in the 15

studies
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Aims of studies: When examining the aims of the studies involved in this review, eleven
studies (1,2,3,4,7,8,10,12,13,14,15) stated that at least part of their aim was to determine
the ‘experiences’, ‘effects’ or ‘impacts’ of SpLD on healthcare professionals or student
healthcare professionals with SpLD in relations to their work, support or schooling. The
studies also aimed to examine the specific issues related to having SpLD such as
disclosing SpLD (9) and support (11) and impacts of SpLD on specific clinical tasks (6).

Methodology: The fifteen studies included in the review used both single research and
mixed research methods. Ten of the studies used semi-structured or in-depth interviews,
five used questionnaires, two were based on exams/tasks scores and there were two case
studies (Table 4). There were some variation in the types of methodology used in these
studies, however they predominately used single methods of interviews (n=7),
guestionnaires (n=2) or a mixed method combination of these (n=3), suggesting that these

have consistently been considered the most valid and reliable methods to use.

In relation to validity and reliability of data, only one study (7) discussed the validity of the
data coding for their interview transcripts and one study (6) using standardized tests as part
of their research did discuss their reliability and the alpha coefficient of reliability for their
sample. Pilot tests were completed for two studies (6,8) and one section of a study was
piloted in another (1). One study (5) had their colleagues (who were not involved with the

study) review the questionnaire prior to using it.

A weakness found in the reviewed studies was that thirteen only focused on one medical
school, institution or geographical area (1,2,3,4,5,6,7,9,11,12,13,14,15) making it difficult to
generalize the results to other related populations. Four of the studies (3,5,12,13)

commented themselves that this was a weakness of their study.

In addition to conducting research with participants with SpLD, seven of the studies
(2,3,5,6,10,13,15) had also completed research with participants without SpLD, which

enabled comparisons between those with and without SpLD.

The majority of the studies involved healthcare students and not qualified healthcare
professionals. Using this type of participant does have some similarity to qualified staff,
however there are also major difference between those who are qualified and those who

are still learning.
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Integration of findings by narrative

A narrative summary of findings of all the studies included in the review was completed and

then synthesised to provide an answers to the research questions.

1. Do healthcare professionals/students with SpLD have any difficulties with clinical

work?

One of the most regularly commented on themes throughout this review related to the
difficulties healthcare professionals/students experienced with clinical performance. This
was explored in thirteen (1,2,3,4,5,6,7,8,10,12,13,14,15) of the fifteen studies. The most
frequently reported difficulties were completing written documentation, spelling, notes,
reading information, remembering information and names, multi-tasking and handwriting.
The requirement for additional time was also a common factor and many participants in the
studies reviewed reported that their work took them longer to complete than their non-
dyslexic peers (1,2,4,7,8).

Related to clinical performance difficulties was the potential for errors. Six (1,7,8,10,14,15)
studies reported that participants were very aware of the possibility of making a mistake. In
eight studies (2,6,7,8,10,12,13,15) it was found that participants reported extensive
checking and rechecking of the accuracy of their work, to ensure it was correct and prevent

errors.

All of the studies concluded that SpLD did have some impact upon clinical performance or

work for healthcare professionals/students.

2. Do healthcare professionals/students disclose their difficulties?

The issues surrounding the disclosure of SpLD were reported in ten
(1,2,3,7,8,9,12,13,14,15) of the studies. A common theme that appeared regarding
disclosure was the issue of selectivity, with many of the reviewed studies reporting that

participants were selective in whom they disclosed their disability to (5,8,14,15).
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Throughout the studies, there appeared to be a large number of participants in each study
who for one reason or another, from different healthcare occupations, chose not to disclose
their disability. These participants held a belief that there would be a lack of understanding
from their peers/colleagues/others (13) and concern that they would be laughed at (8).

Research concerning nurses and students nurses, the relationship that they had with their
mentors seemed to play a significant role in their decision to disclose SpLD (1,9,12,14,1 5).
The participants were less likely to disclose if their mentor was found to be critical or
patronising (1,9) and some feared being treated differently (1) and students were
concerned about disclosing when on clinical placements (14). One study (13) found that
dyslexic nursing students would prefer their university to inform students’ clinical
placements about their SpLD before the student starts, so that they students does not have

to disclose it themselves and the placement has time to prepare.

Four studies indicated that the reason why most participants had disclosed their SpLD was
in order to receive support (1,7,8,9) or to reduce error risk and ensure fithess to practise
(9,7).

3. What support/coping strategies do healthcare professionals/students with SpLD

use?

A large number of the studies (n=14) reported on both support given to those with SpLD
and the coping strategies that people use in clinical and educational settings
(1,2,3,4,5,6,7,8,10,11,12,13,14,15). In three studies the level of support available was
affected by a lack of willingness to disclose the disability due to the stigma associated with
diagnosis of SpLD (1,4,7).

Studies involving students (1,3,5,7,10,12) found that in terms of support, many were given
extra time during examination and assignments; the reviewed studies indicated that this
was beneficial to students with SpLD. In one study (12) it was concluded that laptops were
not a suitable form of support in the clinical setting for reasons including worries over the
equipment’s safety and insufficient training. In contrast, another study (10) found
technology to be the best type of support, such as the use of iPods, spell-checkers and on-

line resources etc. In the clinical environment, clinical contracts were found to be a useful
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form of support in two studies (10,11); these outlined the expectations of students and staff
and any adjustments were formally noted, along with support groups.

Three studies (1,8,14) in the review found support from managers and mentors was weak
or lacking altogether. Healthcare professionals found their colleagues to be much more
supportive (8,12). Findings from three of the reviewed studies suggested that support from
mentors and tutors appeared to be an important factor in the success of coping strategies
employed by students and staff (2,11,13).

Many (1,2,3,4,7,8,10,12,13,15) of the studies found that people with SpLD develop
individual coping strategies to help them in the workplace. The following were strategies
reported in the reviewed studies: using a ‘reminder pad’, voice recorders for taping
handovers, practicing clinical skills out of hours, using coloured paper and overlays and
going to quiet environments to complete written tasks (4,7,10,12,13). Four studies
(4,8,12,13) found that stress could affect the successfulness of such coping strategies, in
addition to exacerbating participants’ difficulties in the clinical setting in the first place. Three
studies reported participants describing avoidance strategies (1,7,12) whereby participants
try to avoid aspect of their work where they have difficulties.

4. Are there any effects of SpLD on a healthcare professionals/students career and

progression in the workplace?

Three studies commented on the effects of SpLD on career progression on healthcare
professionals (4,8,12). Two of these studies (4,8) found that dyslexia did have an impact
upon career progression, with some participants in one study viewing this as a negative

impact due to causing a reduction in their self confidence (8).

In four of the studies (4,7,8,12) areas of work which those with SpLD might like to avoid
were explored. Studies found that those with SpLD suggested avoiding fast paced
unpredictable areas which might magnify their SpLD related difficulties (4,7,8,12). Three of
the studies (4,7,12) reported that areas considered more suitable to those with SpLD had
slower paced environments that involved smaller teams of staff with lower patient turnover
rates and had structured routines and protocols. One study (4) reported that healthcare

students preferred longer placements with minimum levels of written work.
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5. What are the attitudes towards healthcare professionals/students having SpLD?

Exploring the studies for data concerning attitudes to disabilities in the medical profession
and awareness of disabilities revealed that seven studies (1,5,6,7,10,12,14) had reported
such data. In one study (5) 75% of medical students respondents reported that some
disabilities would prevent the study of medicine and the 80% thought it would prevent
working as a doctor.

When examining how people felt about being diagnosed with dyslexia, three studies (1,4,7)
reported that participants felt that it had a negative impact on their confidence, self esteem
and self image which increased their stress levels and impacted on their clinical
performance. Two studies (4,12) found that creating or working in a ‘SpLD friendly’
environments was considered important for ensuring participants felt comfortable to ask for
help or support. A number of the reviewed studies (1,2,5,7,10) reported that those with

SpLD did not want to be seen as ‘different’.

Awareness of disabilities within the medical profession was discussed by three studies
(7,10,14) and all felt that greater awareness of disabled students was needed to ensure
appropriate support is given and to help guarantee patient safety.

Discussion

This review evaluated 15 primary studies involving professionals/students within the
healthcare profession with SpLD using a structured format. The findings of this review
indicate that there has been an increase in the attention given to those with SpLD in the
healthcare profession as all the studies eligible for this review have been completed within
the last 10 years. The majority of the research eligible for inclusion in the review has
focused on nursing students; none of the studies in the review had included doctors in their
sample. The majority of the papers identified that had been written about doctors with SpLD
were reports or based upon opinion and policy, with none actually conducting any form of

primary research; as such they were not eligible for inclusion in the review.
Only 2 of the research papers identified and eligible for this review involved medical

students. These explored issues of disclosure and support for students and also support

and attitudes towards medical students and doctors with SpLD. Despite the majority of
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research being conducted involving nurses and nursing students; this still provides valuable
information and a basis for further research with other healthcare professionals as there are
some similarities in their work. However there is a need to explore if the issues identified in
these papers are relevant for doctors, and what additional issues arise that are specific to
doctors.

Overall the studies in this review suggested that SpLD do have an effect upon clinical
performance, but that this effect can vary significantly between individuals. The studies
covered a number of areas effecting healthcare professionals/students. One of the most
reported areas was in relation to the support provided for, or coping strategies used by,
healthcare professionals/students with SpLD. The findings of the review indicated that
many of those participants with SpLD working in a clinical setting had developed personal
coping strategies to help them overcome any difficulties. Another frequently reported finding
was healthcare professionals and students reporting extensive checking and rechecking to
ensure the accuracy of their work. Several of the studies from the review reported on
support, particularly extra time during examination and assignments; which were concluded

to be beneficial to students with SpLD.

The majority of the studies had also addressed areas of disclosure with healthcare
professional/students with SpLD The reviewed studies suggest that decisions as to whether
or not to disclose SpLD are driven by a number of factors, including availability of support

from senior staff and colleagues.

Within the studies included in this review the potential for bias should be noted, as often
those studies that have negative results will often not be published (Mulrow and Cook,
1998). In professions such as medicine and nursing, these roles are constantly changing
therefore it is important that the research studies chosen for this review mirror their current
working environment. Also all of the studies included in this review could be considered
relatively recent studies, with publication dates ranging from 2005-2012; this means that
they have all been published under the legislations of the Disability Discrimination Act 1995
— 2010 and then the Equality Act from 2010 onwards. However the dates of when the

studies were actually conducted is not given.
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The main limitations of the studies in terms of methodology was that the majority focused
on one location and the majority were conducted with nursing students; therefore, it is still
unresolved if the issues found in this review are also the same for doctors with SpLD.

When completing the initial searches for studies, it was found that very little research has
been conducted with medical students, and none with doctors. Thus, further research is
required to establish if doctors with SpLD are affected in the workplace and if they use
support, did they chose to enter certain specialties over others, if they had support during

medical school, what support is appropriate and if it does it affect their fithess to practise.

Conclusion

This chapter reports a structured review of all qualitative and quantitative research studies
involving healthcare professionals/students with SpLD. Published research has addressed
the areas of interest that this research project is exploring (i.e. the issues of disclosure,
coping strategies etc) however no primary research has been conducted with medical
doctors yet. Thus, the existing research can provide a basis for this research project, but
there is a need to explore whether the issues identified with other healthcare professionals
with SpLD are valid for doctors with SpLD and what additional areas exist that are specific

to doctors.

Also the above research indicates that where those in medical and nursing schools are
receiving some support for the difficulties, there is a fear of how they will cope when
qualified as some of the adjustments made for them are not reflective of a clinical setting.
Most research into SpLD shows that stress can exacerbate dyslexic difficulties, therefore as
being a doctor is one of the highest stress-related jobs, research into how doctors are
coping, what they are doing to cope, factors that influences disclosure and ways to

potentially improve this need to be identified.
Overall there is a distinct lack of research regarding doctors with SpLD and their fithess to

practise. The next chapters in this thesis move on to the studies conducted as part of this

project which aims to address some of the gaps demonstrated by this review.
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CHAPTER 4
OVERVIEW OF METHODS

The purpose of this research project is to explore how doctors with specific learning
difficulties (SpLD) are coping in the workplace. This has been completed by
investigating the impact of SpLD on the daily working practice and career choices of
doctors in order to broaden knowledge in this area and also to aid future medical
students and doctors with SpLD. The results from the literature review and the
structured review showed that there is a lack of existing research in this area; therefore
this current project is designed to address a gap in the literature and represents an

important area of work.

The overall aim of this project is to develop an understanding of how doctors with SpLD
are coping in the workplace. This aim was then broken down into the following sub-
aims:
1. To identify what difficulties doctor with SpLD may perceive they have in the
workplace.
2. To identify what strengths doctors with SpLD may perceive they have in the
workplace.
3. To ascertain what coping strategies and support doctors with SpLD have in the
workplace and how successful it is.
4. To explore perceptions of doctors with SpLD held by both doctors with and
without SpLD.
5. To identify reasons for and against the disclosure of SpLD by doctors to both
patients and colleagues/peers.

6. To establish if having SpLD has an effect doctors’ career choices.

In order to address these 6 sub-aims a combination of research methods was used in a
series of studies which formed the overall project. Mixed methods approaches are
being increasingly used in research and have been recognised as the third major
research approach after qualitative and quantitative approaches (Johnson et al., 2007;
Doyle et al., 2009, Creswell, 2013). This type of methodological approach involves the

collection of both quantitative and qualitative data in the hope that the combination of
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the methods will maximize strengths and minimize the weaknesses of each approach
in order to answer the research questions (Creswell, 2013).

The instrument development model (Schifferdecker and Reed, 2009) has been
employed in this project, whereby qualitative data (interviews) were gathered with the
aim of developing a quantitative measure (the questionnaire). This meant that the
guantitative measure is based upon experiences, views and language of participants,
as opposed to being based exclusively on the standpoint of the researcher.
Schifferdecker and Reed (2009, p637) stated that ‘when studying new questions or
complex initiatives in natural settings, mixed method approaches may prove superior in
increasing integrity and applicability of the findings’. Therefore pilot interviews were
conducted (Pilot A detailed in Chapter 5) in order to develop a questionnaire, which
was then itself piloted (Pilot B detailed in Chapter 5) in order to be used as a national
questionnaire in Study 1 (detailed in Chapter 6). The guestionnaire was then followed
by interviews with doctors with SpLD to further explore the findings of the questionnaire
from the perspective of doctors with SpLD (Study 2, detailed in Chapter 7). This then
led on to a follow-up questionnaire with medical students, as results from the first two
studies indicated that this was a population that maybe particularly affected by the
impact of SpLD (Study 3). A full breakdown of the project can be seen below in Figure
1.

A mixed methods approach was determined to be the best to address this project as
guestionnaires enable data collection from a large number of participants and enable
statistical comparison between different groups of participants (doctors with and
without SpLD). Questionnaires also offer an objective means of collecting information
about people's knowledge, beliefs, attitudes, and behaviours (Gilbert, 2001). Building
on from this, interviews provide more detailed and descriptive responses and also
enable the clarification of answers provided by participants (Gray, 2009). Semi-
structured interviews were used to enable participants with SpLD to discuss any issues
that they have had as a working doctor as a result of their SpLD in more depth and to
bring up any issues that may not have been adequately covered in the questionnaire.

More details of these methods are discussed in below.

Using different methods of data collection and from different medical groups has also

provided methodological triangulation of data, which helped validate the results found
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and helped in ensuring defendable and accurate data. Methodological triangulation
also helped to overcome any weaknesses that a particular research method had (Gray,
2009) and is based upon the assumption that any inherent bias in the research will be
‘neutralized’ when used in combination with other research methods (Creswell, 1994)
helping to increase the validity of the data and in ensure that the findings are true and

accurate.

Breakdown of project

f N f N f Y
Literature and Pilot A Pilot interview results
structured reviews help . . and current literature
develop interview Interviews with local used to create
questions General Practitioners electonric questionnaire
\ y \, y \ y
f N f N f N
Pilot B
Study 2 Study 1 Electronic questionnaire
Telephone interviews National electronic piloted for feedback via
with doctors who have questionnaire with all UEA doctors on
an SpLD doctors Recognised Teachers
Database
\ y \ y \ y
f N
Study 3

Electronic questionnaire
with UEA medical
students

\, y

Figure 1: Flow of the research project and the studies involved with it.

Overall project

The overall aim of this project was to investigate how medical doctors with SpLD
coping in the workplace and the possible effects this could have on their clinical

practice. This was completed through the use of an electronic questionnaire which was
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sent out to doctors nationally and interviews. To ensure that the questionnaire was
appropriate and would provide data that would answer the research aims, the
instrument development model described above was followed whereby pilot interviews
were conducted in order to help determine the content of the questionnaire. A
breakdown of the pilots and studies involved with the project are described below
followed by details of the methods used to conduct them.

Pilot A - Interviews

Examination of the literature indicated that an appropriate questionnaire for Study 1 did
not currently exist in the literature therefore one needed to be created. The first step
was to conduct pilot interviews. The pilot interviews helped to identify those areas
which were important, as well as those that were of value for further investigation in the
questionnaire being developed for Study 1. The pilot interviews were also a way of
establishing if there were any potentially sensitive areas for participants that would
need to be carefully handled in the questionnaire. Additionally, it acted as a feasibility
study to ensure that this was a viable study and worthy of research (Van Teijlingen and
Hundley, 2002). Researchers have been encouraged to report their findings from pilot
studies and in particularly to report the subsequent changes to their methodology as a
result of the pilot (Van Teijlingen and Hundley, 2002); this is discussed in the final

sections of Chapter 5.

Pilot B - Developing the questionnaire for Study 1

Along with information gained from a literature search, the results from the pilot
interviews were used to create the main questionnaire for Study 1. This questionnaire
was then itself piloted. There are a number of reasons why it is important to pilot a
guestionnaire before the actual study. Piloting can identify items that are potentially
ambiguous or lacking in clarity (Rattray and Jones, 2007) and enables changes to be
made where appropriate to improve validity of the questionnaire. It can also help to
identify misleading questions, and check if participants are interpreting the questions in
the way the researcher wants them to, thus helping to reduce bias (Gray, 2009). As
such, the questionnaire designed for use in Study 1 was piloted to ensure that it was

suitable for the potential participants and that the questions were appropriate and clear.

72



Study 1 - Online questionnaire

Following development and piloting, the new questionnaire was used nationally to gain
a wider perspective on how medical doctors throughout the UK are coping in the
workplace. This study extended previous research with other health professionals and
students, to examine the experiences of doctors. Unlike previous research it was not
limited to one location; instead it involved doctors from across the UK, which was
possible by having doctors complete the questionnaire online. Additionally, the study
involved both doctors with and without SpLD, so that comparisons between the two
groups could be made on various measures to explore if there were differences in their

views and experiences.

Study 2 - Interviews

Extending Study 1, semi-structured telephone interviews were conducted with medical
doctors throughout the UK who had been diagnosed with SpLD or suspected that they
had SpLD (Study 2). This study aimed to expand on the results that were gained from
the questionnaire (Study 1) in order to develop a deeper understanding of what it is like

to be a qualified doctor with SpLD in working in the UK.

Study 3 - Follow on gquestionnaire with UK medical students

Study 3 was a follow on study that was added to this project after the initial data for
Study 1 and Study 2 was obtained. The preliminary results suggested that SpLD do
have both positive and negative effects on doctors, with factors such as competitive
environments having a particular impact on these effects. These findings indicated that
those in the very early stages of their medical career or medical students maybe
particular effected by their SpLD. As a result of these findings, and because there is
currently no specific research available regarding how medical students with SpLD
cope in both in a classroom and in a clinical environment Study 3 was developed. This
used an electronic questionnaire (similar to that in Study 1) to explore how medical
students with SpLD are potentially affected by SpLD and to establish if there are any
differences between the views of medical students with and without SpLD regarding

how they are coping in a university and clinical setting.

73



Main Research Methods Used

Interviews

Interviews have been chosen as the most appropriate methods for Pilot A and Study 2;
the reasons for this decision will be outlined here. An interview is a style of
conversation between people where one is the researcher trying to find information
from others (Gray, 2009). Interviews are a widely used research method. Qualitative
interviews are often a successful way of gaining ‘rich, in-depth data that illuminates our
understanding of complex social, behavioral and education issues’ (Reeves et al.,
2006, p.291). Interviews offer flexibility and the opportunity to vary questions and follow
up on interesting responses given, and the chance to investigate underlying causes
and motives. They also give respondents the opportunity to clarify any queries or
misunderstanding that they may have, which they cannot do in a questionnaire.

Additionally, interviews provide the opportunity for participants to discuss their
responses to both pre-determined questions and other topics that may arise during the
course of the interview. Using interviews allows participants to express their views,
concerns or opinions as freely as possible without imposing the researcher’s view;
therefore avoiding bias and achieving greater reliability in the findings. Interviews can
also be used to obtain both qualitative and quantitative data as opposed to other
research methods such as observation where data would likely be qualitative (Gray,
2009).

Interview approaches

There are a number of different types of interview approaches, varying in the degree of
structure in which they are conducted. The choice of interview style depends on the

aims of the research.

‘Structured interviews’ involve the use of a rigid list of questions or interview schedule
where only the questions written on that sheet are asked and not deviated from. This
type of interview is often used for market research purposes where the same questions

in the same style are asked to different respondents (Fielding and Thomas, 2001).
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‘Semi-structured interviews’ or in-depth interviews have a highly specialised but more
conversational style (Howitt and Cramer, 2008). This style also uses an interview
schedule to keep some consistency during the interviews however there is more
flexibility in its use, also additional questions, use of probing and asking for
explanations of respondent’s answers are allowed. Having this flexibility in the use of
the schedule means that the researcher can ensure that the interview will cover the
content required, while also allowing for new themes and pathways to be discovered.

‘Unstructured interview’ or focused interviews are where a researcher will have a list of
questions that they would like to talk about, however the order in which they are asked
or how they are phrased is up to how the researcher deems appropriate at the time.

Respondents are encouraged to talk openly and freely, which can result in more varied

responses and data.

A semi-structured interview format was used to conduct the interviews in both Pilot A
and Study 2. Semi-structured interviews were determined to be the best type of
interview to use. Structured interviews do not have the flexibility to elaborate on
responses that come up during the course of the interview, and unstructured are often
conducted in naturalistic settings and are more like conversations, which may not cover
some of the areas highlighted during the questionnaires. In contrast, semi-structured
interviews contain some structure so that the researcher is able to ensure that certain
topics are discussed with all the participants, ensuring that all key areas are covered,
whilst allowing the interviewer the flexibility to expand on responses or explore any new
areas raised by individual participants. Gray (2009) explained how through this more
flexible interview process, participant’s responses may be probed which can enable the
discovery of new topics and areas not previously covered by the interview schedule.
This was particularly important for the Pilot A as the schedule was based on research
with other healthcare professionals, rather than doctors. Therefore allowing the
flexibility for participants to raise new topics meant that issues salient for doctors that
had not previously been noted in the literature could be raised in the interview.
Interview schedules (Pilot A) were utilised to structure the interviews and facilitate in-
depth exploration of the participants’ experiences and allow participants to talk as
openly as possible. The interview schedule for Study 2 was based on the results from
Study 1 and previous research. This helped ensure that the questions on the interview

schedule were appropriate for the study and would provide suitable data to answer the
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research question. Prompts such as ‘can you elaborate on that’ or ‘can you give an

example’ were used to help expand the details given by the participants.

Types of interview

Interviews for the pilot study were conducted using a face-to-face approach. This is
where the interviews are conducted in person with the interviewer and interviewee in
the same place. Face-to-face interviews were chosen as the most appropriate method
for the pilot study as this style of interview allows for all forms of communication to be
noted, including nonverbal cues, body language and subtle nuances. It was also
logistically possible for Pilot A as it only comprised a small number of interviews
conducted locally.

Whereas the interviews for Study 2 were conducted using the telephone as
respondents from across the UK were eligible to participate in this study. Thus,
telephone interviews ensured that anyone who wished to participate could, and they
were not excluded due to geographical location. It also enabled more flexibility in where
the interview could be conducted, as interviewer and interviewee did not need to get to
the same place at the same time, allowing respondents to participate more easily
around their other commitments. Telephone interviews were determined to be most
appropriate method of interviewing for Study 2 as they have been found to be an
effective method of gathering potentially sensitive data (Tausig and Freeman, 1988);
some participants feel telephone interviews increase the sense of anonymity especially
when discussing a potential sensitive topic and thus, may improve data quality (Sturges
and Hanrahan, 2004). They also enable the researcher to follow up on interesting
responses and to clarify points (Gillham, 2000), whilst still allowing access to potential

participants across the UK.

It has been suggested that during telephone interviews the interviewees tend to stay
more focused on the topic of research, resulting in more useable data in an effective
time period (Gilbert, 2001). Doctors are often very busy people, potentially working in
shifts and with a high work load. Using telephone interviews means that they could
choose a time and place that suited them without taking up too much of their time
organising a visit or location for the interview, as would have been necessary with face-

to-face interviews. It also meant that their location in the UK was irrelevant and that the
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researcher could be more productive as it would be possible, for example, to interview
a doctor in London in the morning and a one is Edinburgh in the afternoon. This was
also an important factor in trying to attain results that could be more generalisable to all
doctors throughout the UK and not just to those based in one institution or geographic
area. Telephone interviews will also increase researcher safety, and as there is no
need to travel to the participant’s location and it is also an efficient and cost effective
way of collecting data (Miller, 1995).

There are some disadvantages to conducting telephone interviews over face-to-face
interviews. One such disadvantage is that the interviewer cannot see the participant’s
nonverbal communication (Creswell, 1994). Gilbert (2001) stressed how it is important
for researcher to be able to keep an effective line of communication going without
having a personal face-to-face relationship and without being able to pick up on non-
verbal communication, such as face expressions and body language. Secondly, using
the telephone interviews enabled participants to pick a location where they feel safe
and comfortable, allowing them to talk freely in the interview environment; without this
freedom to speak the integrity and accuracy of data could have been compromised.
However this meant that the researcher had no real control over where the respondent
is when they are being interviewed. Thus it is difficult to account for environmental

factors, such as possible distractions and privacy issues.

Recording and transcribing data

When conducting interviews it is critical that data are recorded accurately. This can be
completed by taking notes, but this is time consuming and often is not a very accurate
process; so it is often better done in combination with another form of data recording
such as using a digital voice recorder (Gray, 2009). Recordings were taken during Pilot
A and Study 2, as opposed to note taking. Blaxter et al. (1996) explains that being able
to focus on asking the correct questions, while listening to the answers and responding
accordingly while taking notes can be a rather testing task. Using a voice recorder is
the recommended method for capturing accurate data (Gilbert, 2001; Gray, 2009). This
ensures that both sides of the interview are recorded accurately and enables the
interviewer to concentrate and focus on the interviewee and not worry about writing
copious notes. It is important to note that interview participants should always be aware

when they are being recorded (Gilbert, 2001).
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A disadvantage of using a recording device is that participants may feel anxious about
being recorded, which may mean they are more cautious when answering potentially
sensitive questions. As a way of helping overcome this disadvantage with the
participants in Pilot A and Study 2, the reasons behind using the recording device were
explained and assurances were provided during the initial introductions that in the long
term it would actually result in more accurate and detailed data and that it is quite
normal for people to feel anxious about being recorded. Also it was explained that after
the interview it would only be the interviewer, as the lead researcher, who would be
listening to the recordings when transcribing them and that the recordings would be
stored in a secure filing cabinet until they had been transcribed and analysed. At the
end of the research period all data would be archived for a period of 10 years, and then

securely disposed of after this time.

Transcription is another disadvantage of recording interviews as it is a very time
consuming process; although if the researcher transcribes the interviews themselves, it
does allow them to become very familiar with the data which is advantageous when it
comes to the analysis. It is important that transcripts are written as accurately as
possible to provide a full, detailed account of the interview where hopefully no data

have been lost.
Questionnaires

As part of this project a questionnaire has been develop for Study 1 in order to answer
aims set out above at the beginning of this chapter. The specific details of the
development and piloting of this questionnaire is discussed in Chapter 5. In this chapter

the questionnaire methodology will be discussed.

A gquestionnaire is a systematic instrument designed for ‘gathering structured
information about people’ (Coolocan, 1990, p.94). Questionnaires are widely used in
research; they can come in various forms and can be used for a variety of research
purposes, such as gathering information on experiences and opinions for market
research, or testing before and after effects for scientific research. Questionnaires can
be used as a single research method in a study or in combination with other methods

such as interviews or case studies.
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Questionnaires can be either ‘interviewer administered’, whereby the researcher asks
the participants the questions either via focus groups, structured interviews or
telephone questionnaires or they can be ‘self-administered’ (Gray, 2009). For ‘self
administered’ questionnaires the participants are given the questions to answer for
themselves; they are often completed by hand on paper via postal questionnaires, or
online to gain a range of information from various populations (Bowling, 2005). Self-

administered, online questionnaires were selected for use in this project.

There are many advantages to using questionnaires as a method for gathering data
and these advantages could account for their popularity in research (Gray, 2009;
Hunter, 2012). One of the main advantages of questionnaires is that they are low cost
in relation to both money and time (Wright, 2005). They can be sent to very large
samples of participants and do not require the researcher to be physically present
when the participants are completing them. This means that the participants can be
located anywhere in the world, and the use of questionnaires can result in gathering a
large amount of information from multiple participants rapidly. They are also potentially
more ‘participant friendly’, in that participants can complete them at a time and location
that best suits them, causing them as little inconvenience as possible (Gray 2009). This
also means that while the researcher is waiting for the responses for the questionnaires
they can be working on other research tasks, enabling them to use their time

effectively.

However a drawback to questionnaire use in this fashion could mean that data
collection appears slightly impersonal, particularly if the questionnaire concerns a
sensitive subject or asks particularly personal questions; under such circumstances the
questionnaire could be found to be quite cold, which therefore could result in
participants not completing it (Gray, 2009). However completing a questionnaire
without seeing the researcher also enables a stronger sense of anonymity and
therefore participants could be more likely to complete the questionnaire, provided that
it is designed and worded well (Gillham, 2000).

If the questionnaire appears confusing, unappealing or too long, then participants could

be apprehensive about taking part and reduce the likelihood of participants completing

it, which is why the design of the question is important (Gray, 2009). The
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questionnaire’s design is significant in ensuring that participants understand and
interpret the questions accurately, so that the responses are completed correctly and
valid data is obtained. Many people with SpLD do not like form filling (Lee, 2000), so it
is important that the design of the questionnaire is a good as possible, to encourage all
types of participants to participate.

Electronic questionnaires

With modern changes in communication, distributing questionnaires online is a growing
method of data collection (Buchanan and Smith, 1999; Greenlaw and Brown Welty,
2009; Hunter, 2012). Most organisations, groups, societies, affiliations and charities
now have some sort of online presence offering things such as information, news,
advice or guidance for its members. This is potentially a very quick way for researchers
to access and contact certain groups of people specifically related to their research and
ones that could otherwise be very difficult to access or those who may be more
reluctant to meet face-to-face with a researcher (Wright, 2005). Using the internet to
email potential participants is now a productive method of conducting questionnaires
and is much lower in both time and financial cost to the researcher (Wright, 2005).
Online questionnaires have been found to be equal to paper-and-pencil formats in

relation to both reliability and internal validity (Buchanan and Smith, 1999).

Furthermore there are now survey software and questionnaire templates available
online which means that it is quick and easy to transfer questionnaires online without
having to be particularly technically minded (Jones et al., 2008). Another benefit of
using online survey software is that it works in real time, so the researcher can see
results coming in and then export them in to their chosen statistical software
programme (Wright, 2005).

In order to ensure that the participants complete an electronic questionnaire, Hunter
(2012) suggested that it is important that the questionnaire itself should be simple to
gain access to and potential participants should be carefully selected and aware of
their value to the research. For this study participants were sent an email with a direct

link to the questionnaire, making it easily accessible.
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Using an online questionnaire in for Study 1 enabled doctors all over the UK to take
part if they wished, at a convenient time for them. Completing the questionnaire online
may heighten participants’ sense of anonymity, which could help increase participation
rates, in that participants may feel more comfortable answering personal questions
about their performance at work and how they feel they are coping and difficulties that
they may have than if the researcher were present.

One of the reported criticisms of using electronic questionnaires is that the results
gained from them will be less reliable and less generalisable, as they will only be
gained from respondents who are computer literate and so would not represent the
general population (Jones et al., 2008). However the sample required for this project
would all be required to be competent in using computers as part of their job role and

so this criticism does not really apply.

Another disadvantage of using electronic questionnaires suggested by Buchanan and
Smith (1999) is that there is no personal interaction between the researcher and the
participant, meaning that the participant’s status cannot be verified or the honesty of
their response calculated. Additionally, the environment in which they completed
guestionnaire cannot be controlled. However, this is also true for postal questionnaires
and if an online questionnaire had not been used a postal questionnaire would have
been the most viable alternative given the desire to recruit participants nationally in the
UK.

The following four chapters describe the pilot studies followed by the main research

studies 1, 2 and 3 that were conducted to address the research area.
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CHAPTER 5
PILOT A

The aim of Pilot A, in combination with information from the literature review, was to
identify key areas that should be included in the Study 1 questionnaire. Therefore semi-
structured pilot interviews with 3 General Practitioners (GPs) who had either been

diagnosed with SpLD or suspected that they had SpLD were conducted.

The interviews

A semi-structured interview style was used for Pilot A. An interview schedule
(Appendix 1) was utilized to facilitate an in-depth exploration of the participants’
experiences. This schedule contained 11 questions concerning areas of interest based
upon previous research literature (see Chapters 2 and 3) exploring how SpLD have
affected other healthcare professionals and students. The interview questions explored
areas including the affect of having SpLD on work with questions such as “Do you feel
like having SpLD, such as dyslexia, impacts on your work as a doctor?”, and “How
does it affect you in a workplace setting?”, and also disclosure of disability, e.g. “Have

you disclosed disability and why?”.

Recruitment

A recruitment email (Appendix 2) was written and sent to all those on the Recognised
Teachers mailing list at Norwich Medical School. This is a database of people who are
involved in teaching undergraduate medical students. The email informed recipients
about the study and invited them to contact the researcher if they were a qualified
General Practitioner (GP), who had or suspected that they had SpLD, and were
interested in participating in an interview. Attached to the email was a participant
information sheet (Appendix 3), which included full background information about the
purpose of the research and what would be involved in taking part. The participant
information sheet used the format recommended by the National Research Ethics

Service (2007) and was set out as a question and answer sheet such as:
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1. Who will be taking part in the study?

2. Do | have to take part?

3. If I do decide to take part, what will | have to do?
4. Are you testing my knowledge in some way?

5. Will my responses be kept anonymous?

6. What will happen to the results?

Detailed answers were then given under each of the questions and potential
participants were also asked to contact the researchers if they had any other queries or
concerns. It was recognised that participants may become upset or distressed through
participating in the interview as this could have been a sensitive subject for them that
they have not discussed before. As indicated by the findings from the literature review
regarding disclosure issues, their SpLD might have been something that they had
struggled with and tried to keep hidden due to feelings of embarrassment or shame.
Therefore information regarding dyslexia organizations and services were provided on
the invitation email and information sheet for participants if they wanted to seek advice

or support information.

Participants

Inclusion criteria: Anyone who had a diagnosed SpLD or suspected that they had SpLD
and was a fully qualified General Practitioner and had been employed for at least 6
months since qualifying. This was to ensure that the participant had the experience of

working independently in a medical setting to base their answers on.

Exclusion criteria: Anyone who did not have a diagnosed SpLD or suspected that they
had SpLD and who was not a fully qualified General Practitioner or who had not been

employed for at least 6 months since qualifying.
This project has included those doctors who suspect that they have SpLD, in addition

to those who had been diagnosed with SpLD. This has been done as there is no

consistency in testing or diagnosing dyslexia or SpLD, and this project is not concerned
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about whether or not dyslexia exists, or who fits in to one of many definitions for
SpLD/dyslexia or whether or not a person has a label of dyslexia. This project has been
based on the fact that there are a group of people who experience unique challenges
when faced with today’s literacy-based society (Tanner, 2010). Indeed, White (2007)
noted that a limitation of their work was that ‘it is likely that some individuals were
excluded because they chose not to disclose’ (White, 2007, p41). As a result of not
including those with suspected SpLD Ridley (2011) explained that in their study with
dyslexic nursing students there were no first year participants, potentially due to the
assessment processing taking so long to complete. Therefore for these reasons it was
considered important that those who suspected that they had SpLD were eligible for

inclusion in all three of this project’s studies. This is further discussed in Chapter 9.

Using both purposive (participants who would be most appropriate for the pilot) and
convenience (participants who are conveniently accessible) non-probability sampling
methods, GPs were selected for the Pilot A as the research team had access to a
suitable database and mailing list for recruiting participants and also held good
relations with local general practices. Additionally, some GPs are often on site at

Norwich Medical School, making it convenient for them to participate.

Ethics

For Pilot A ethical approval was applied for from University of East Anglia’s (UEA),
Faculty of Social Science, School of Education and Lifelong Learning Research Ethics
Committee. Once ethical approval had been obtained in June 2010 (Appendix 4), the

recruitment invitation email was sent out through the Recognised Teachers database.

Another benefit in using general practitioners in Pilot A was because they are not
employed by the NHS and therefore ethical permission gained from the UEA ethics
committee was sufficient to be able to conduct this pilot. At the time of this pilot study,
NHS ethical approval would have been required to involve any NHS staff including
secondary care physicians in a research study. Gaining NHS ethical approval can be
an extensive process and so for the purposes of a small scale pilot study, it was hoped

to be avoided (more information on this is given in Chapter 6).
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Procedure

Interview arrangements were made for those GPs who responded to the recruitment
email and wished to participate. Environmental factors, such as possible distractions
and privacy were taken into consideration when planning the timing and location of the
interviews. It was essential that the participant felt comfortable, secure and able to talk
freely in the interview environment, otherwise the integrity and accuracy of data could
have been compromised. Participants were invited to come to UEA where a private
room could be arranged. Alternatively, if they preferred or it was more convenient for
them, the interviews could be conducted at the participant’s own office if suitable.
Once participants had been recruited and arrangements had been made, the
interviews took place at the participant’s location of choice. All of the participants chose
to be interviewed at their place of work. The pilot interviews were conducted between
August and October 2010.

Participants gave fully informed consent prior to the interview. At the start of the
interviews the participants were verbally briefed again about the study by the
interviewer, given another copy of the participant information sheet (Appendix 3) to
ensure that they understand the project. They were also reassured of confidentiality
and asked if they had any questions. Then they were asked to sign two copies of the
consent form (Appendix 5), one for the interviewer and the second for them to keep.
Before the interview started, participants were asked to complete a participant
demographic sheet (Appendix 6) in order to gather demographic data and information
regarding their SpLD. A digital voice recorder was used to record the interviews as it
allowed the interviewer to fully engage with the participant and the process of the
interview, without the distraction of having to take notes. Participants were informed

when the recorder was being switched on and off.

The interviews were intended to last approximately 45 minutes. Blaxter et al. (1996)
argued that interviews lasting under 30 minutes would not produce anything of value,
however to go much over an hour could be placing unreasonable demands upon the
participant and result in a lower number of people being willing to participate. The
interviews lasted on average 45 minutes, which was sufficient to gain the data required

without demanding too much of the participants’ time.
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On completion of the interview, the participants were thanked for their participation,
reassured once more about confidentiality. They were also told that if they would like a
copy of the overall results for the study, to contact the interviewer with an email
address to send the report to. This was a way of keeping the participant involved with
the research and showing them that they were an important part of it and not just
discarded once the interviews were completed and the researcher has the data that
they wanted.

Data Analysis

Patton (1990, p139) states that ‘The period after an interview or observation is critical
to the rigor and validity of qualitative inquiry. This is the time for guaranteeing the
quality of the data’. Thus as soon as possible after leaving the interview, the researcher
needs to check that the recording is audible, make notes about the interview and the
participant and reflect upon the interview. This was completed after each of the
interviews with the GPs in order to capture this information as accurately as possible.

The data from the interviews was then transcribed by the interviewer into Microsoft
Word and the participants were assigned an identification number to replace their
names. The interview transcripts were checked for accuracy against the original
recording and then transferred into QSR International’s NVivo 9 qualitative data
analysis software, where the transcripts were analysed using thematic analysis. This
method of analysis was used to determine the existence of particular words, phrases or
concepts within the interview transcripts, which were then grouped in to suitable
themes. According to Alhojailan (2012) thematic analysis is an appropriate form of
analysis when wanting to explore possible influences of factors on the current practices
of an individual. This method uses an inductive approach whereby the themes are
derived from the data transcripts. This type of analysis was considered the most
appropriate for the interview data as, according to Boyatzis (1998), thematic analysis is
a systematic way of handling information that it is often found to be valuable in the
beginning stages of a research inquiry as pilot studies, as well as at later stages. The
same lead researcher coded the data on two separate occasions in order to establish
the consistency of the coding and reliability. The results from this analysis were used to
inform questions on a questionnaire which was developed and then used in the later

stage of this overall project (Study 1).
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When reporting the results people’s names have not been used at any time nor has
any other potentially identifiable data, such as their work location. During the interview,
confidentiality was ensured as no identifiable personal information was asked for.

Results

Overall 3 general practitioners agreed to be interviewed (see Table 5). Only one of the
participants was formally diagnosed with dyslexia, however the other two participants
both had children who had been diagnosed with dyslexia and described having many
of the traits of SpLD themselves. These 2 participants were in an older age group
where the likelihood of them being diagnosed with SpLD whilst they were younger

would have been reduced, due to lower levels of awareness and acceptance of SpLD

at that time.
Years ) o )
Gender Age . Disability Diagnosed
Qualified
o Dyslexia &
Participant 1 Male 41-50 17 _ Suspected
Dyscalculia
Participant 2 Female 36-40 10 Dyslexia Yes
Participant 3 Female 51-55 25 Dyslexia Suspected

Table 5: Participants for pilot interviews

Themes

Overall 9 themes were identified (see Table 6) and these will be described in more

detail below.
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Theme Label Sub-theme label

1 | Weaknesses

2 | Strengths

a | Support in the workplace

3 | Coping strategies
b | Support in medical school

4 | Impacts of dyslexia

5 | Error

6 | Hiding weaknesses

_ a | Awareness
7 | Disclosure

b | Attitudes and stigma

8 | Career influences

9 | Levels of dyslexia

Table 6: Table of themes from the pilot interviews

1. Weakness

One of the most common themes reported by all of the participants was connected to
weaknesses and the difficulties that they experienced in the workplace as a result of
having SpLD. The most frequently reported difficulty by all 3 participants was with
spelling and the consequential effects that this had upon their work. As a result of this,
tasks such as administration work, letters, prescriptions, patient notes and referrals
were described as difficulties and tasks that took a long time to complete. Interestingly,
the participants expressed often being able to spell medical terms and drug names,
whilst experiencing difficulties with everyday words. Other spelling difficulties described
included transposing letters in words and using the incorrect vowels. Participants
described often having to look up the spellings of words and having to use spell-

checkers and other aids as a way of helping to overcome these difficulties.
Another difficulty found with completing written work was with writing, both by hand and

on the computer, and with structuring words and sentences. These difficulties again

meant that these tasks took longer to complete and also increased the participants’
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levels of anxiety over making errors in their work, which is a separate theme discussed
later. Participants also explained that the lack of an available spell-checker in some
computer programs they were required to use often exacerbated their written
difficulties.

Although the main weaknesses highlighted by participants involved their written work,
other weaknesses that they commented on related to memory difficulties and their
learning styles, especially when compared to their peers. Two described difficulties with
learning new information and also in retaining information in relation to their short term
memory. One participant explained that remembering the range of things, such as
blood count was patrticular difficult for them, along with very specific facts. All of the
participants expressed a difficulty in relation to reading, such as reading from the
computer, reading blocks of text and indexes. Proof reading and picking up on their
own mistakes in their written work and often reading what they think is written as
opposed to what has actually been written were also common weaknesses. Other
weakness involved having the concentration and focus to be able to read information
and the additional time that it took to process and comprehend what they have read.
Two of the participants also reported learning to read later than their peers when they

were younger.

Other problems involved more general tasks including experiencing difficulties with
multiple choice exams, completing forms and following grids and tables. Other
weaknesses included distinguishing between left and right, time management, driving
directions even after multiple visits to the same place, map reading when out on visits,
and generally having a low attention span. All the participants remarked that their work
took them longer than their colleagues, often due to the additional time required to
overcome a particular difficulty that they were having with spellings for example, or just
because it generally took them longer to process the information that they were dealing
with.

2. Strengths
Interestingly all the participants described communication and patient contact as areas

in which they felt their particular strengths lay. They described often trying to ensure

that their patients understood what they were saying and they felt they may be more
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aware of people’s needs than their colleagues. However, participants also seemed to
try and account for this by explaining that it could be just a particular personality trait or
just as a result of practice over their professional years as opposed to being related to
them having SpLD.

Participants were aware that they did things differently to their colleagues and that they
have separate strengths when compared to them, such as being more visual in their
thinking. One participant talked about the differences in problem solving styles when
compared to those without SpLD and how they thought those with SpLD were perhaps
more intuitive when it came to these types of tasks. Overall though, communication and
empathy were described as the two main strengths that the participants felt they had

and that they thought a doctor would have as a result of having SpLD.

3. Coping strategies

All three participants described using various sorts of coping strategies to help them
overcome any SpLD type difficulties in their work. Strategies varied from spell-
checkers, voice activated software and other medical based computer systems, to
small informal strategies such as colour coding indexes and completing work out of
hours. All the participants described themselves as being particularly tenacious when it
came to handling and tackling some of issues that they found difficult and seemed to
believe that most weaknesses could be overcome by employing a coping strategy of

some sort.

Participants described their visual skills as being a strength and so they often used this
strength to develop coping strategies when studying or when dealing with new
information. It appeared that the participants were very aware of their skill sets and

were able to use these to their advantages.

3a. Support in the workplace

None of the participants had any formal support in place or had sought any formal
support for their work. One participant spoke about how they work in a generally
supportive environment anyway and believed that if they did need any support it would
be there for them. The participants felt that if they or another doctor with SpLD required

support in the workplace, then this would be reasonable and should not be seen as
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advantaging them over others. However, there did appear to be some uncertainty
about what support could actually be put in place in the clinical setting. The participants
believed that if a doctor knew his or her limitations then they would be able to find a
successful way to manage their difficulties. Despite none of the participants having any
official support they all commented on the benefits of having the use of computers and
relied on functions such as spell-check.

3b. Support at medical School

None of the participants had had any support during their medical degree and only one
of the participants had received any support during their ‘A’ levels, where they were
given additional time for their exams. This participant expressed that this additional
time was needed and helped to relieve the pressure and stress during the exam period.
The same participant explained that although they did not receive any support during
medical school, they felt that it would have been beneficial to have had additional time
for their exams and that it would have made a significant improvement to their final
exams experience. Another participant commented that when they were in school and
training to be a GP, support for students with SpLD just did not exist and that it has

only become an option for those who have been through more recent training.

4. Impacts of dyslexia

One participant reported that although they felt that having dyslexia had not had a
particularly strong affect on their work, they could understand how it easily could for
somebody else. Another participant commented that from talking during the interview
that they were becoming aware of the ways in which being dyslexic had affected them.
One participant explained that they were reluctant to acknowledge the impact of their
dyslexia as that would be admitting to weaknesses. This is also covered in the theme

‘hiding weaknesses’ below.

The participants seemed to have accepted any potential differences or affects of SpLD
on them and take it as part of who they are, and then develop coping strategies as and
when required. For all three of the participants this was one of the first opportunities
that they had had to discuss their SpLD and its potential influences. They noted that
they had not really considered it before the interview and therefore slowly through the
course of the interviews, the participants began to reflect and think more about the

effect on them and their working lives. One participant highlighted the point that the
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level of the effect SpLD would have on a doctor would depend upon the severity of the
SpLD and that those who have been successful in finding appropriate coping strategies
to deal with any effect might be unaware that they even have SpLD.

5. Error

Two participants stated that they thought they were more likely to make an error due to
the fact that they had SpLD. One patrticipant explained that it was when writing
prescriptions that they felt they were most likely to make a mistake, but computer
systems used today significantly reduce that rate and they also checked their work

numerous time to prevent errors happening.

When the participants were talking about the coping strategies that they use in the
workplace, they also seemed to imply that they had developed them because they
were aware that their weaknesses could result in them making an error in their work.
They described checking procedures and being thorough in their work in order to help

prevent the occurrence of errors.

6. Hiding weaknesses

All of the participants described not wanting to be seen as weak due to having
difficulties and not wanting to use being dyslexic as an excuse not to do things. One
participant went on to explain that doctors often hide common illnesses or conditions in
a competitive environment as showing a potential weakness is not good. This
participant continued on to explain how they hide some of their difficulties, for example
disguising poor spellings with bad handwriting. Hiding weakness appeared to be a
coping strategy employed by two of the participants to avoid embarrassment or

suspected judgement from others.

7. Disclosure
When talking about whether they would disclose that they had SpLD to people, the
participants appeared to be fairly relaxed and said that they ‘weren’t bothered’ about

their colleagues knowing; however none of the participants had actually disclosed their

dyslexia. One participant explained that they would not mind their colleagues knowing
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as they were now past the competitive stage in their career, perhaps implying that
previously they viewed it as having the potential to negatively affect their career.

When the topic moved on towards how they felt about patients knowing that they had
SpLD there was a mixed response. One participant was not particularly concerned
about whether their patients knew or not and felt that their abilities as a doctor were
judged on other factors such as communication skills and patient rapport. Whereas
another participant felt that this was personal information that should not be shared
with patients. The final participant explained that if it was appropriate in a given
situation then perhaps it would be reasonable to disclose the fact that they had SpLD to
a patient.

7a. Awareness

Awareness was a subtheme identified in relation to both others being aware of SpLD
and the participants having a sense self awareness. When discussing SpLD in relation
to others’ opinions and awareness of it, the participants believed that very little was
known about SpLD and that knowledge of SpLD by the general population was
generally low. One participant told a story where one of their neighbours had referred
to dyslexia as ‘the D-word’ which is a reference of how people sometimes refer to
cancer as ‘the C-word’. The participant explained how they were shocked at this
referral and that they could not believe that something that was so normal to them

could be viewed by someone to equal the severity of cancer.

Overall the participants actually seemed to be quite uninformed about SpLD in terms of
their own general knowledge about SpLD, but instead used personal experience on

which to base their knowledge.

7b. Attitudes and Stigma

The participants appeared to have positive attitudes when it came to their SpLD. The
participants described working hard to overcome their difficulties and developing
compensatory coping strategies where necessary. One participant explained that they
thought themselves to be ‘thick’ or ‘stupid’ as they experienced difficulties when
studying that their peers did not, and also described experiencing feelings of doubt
about having SpLD even after they were diagnosed with it. They felt it was an excuse

for being, what they considered, weaker.
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Participants also spoke about how when they were in school, teachers were unaware
about SpLD and that most people were thought of as just being ‘thick’ and placed in
remedial classes, and that even if someone was diagnosed with SpLD it was
considered an excuse or label for being unintelligent. Another participant expressed
how, because they did not feel that it was an issue or considered themselves to be any
different to anyone else, they could not comprehend that anyone would attach a stigma
to SpLD.

8. Levels of dyslexia

There was a general feeling that those with more severe levels of dyslexia would not
have made it through the ‘traditional’ teaching methods of medical school. It appeared
that the participants believed that the higher a person’s level of intelligence, the more
capable they would be of developing strategies to help them overcome any difficulties
encountered. One participant went on to explain that older doctors could be unaware
that they have SpLD as they would had to have the ability to find successful ways to
develop compensatory coping strategies for any difficulties or weaknesses that they

were experiencing.

9. Career influences

When deciding upon a specialty the participants seemed to have considered one that
was either best suited their strengths (e.g. those with higher levels of patient contact) or
were inspired by those already working in their specialty. Participants also said that
they felt having dyslexia would not have stopped them from choosing any specialty,
although they did think that specialties such a Public Health might be more problematic
due to it involving larger amounts of paper work. The participants also explained that
they felt coping strategies could always be developed to help overcome any difficulties
experienced in any particular specialty. In relation to choosing their specialty, the
participants described how they felt that they could have chosen any specialty that they
preferred and that as long as they were prepared to do the necessary work required for

that specialty, then they would have found a way to succeed.
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The outcome

Three interviews with General Practitioners in the Norfolk region were conducted with
the aim of providing a basis on which to create a questionnaire for the next stage of this
project. Results indicated a number of different themes and points of interest (Figure 2)
which, in addition to the existing research literature, helped to form the basis of a
guestionnaire (discussed below) and provided the foundation for the next stages of the

project.

Conducting the pilot study also enabled the lead researcher to practice interview skills,
test out equipment, practice interview procedures and work on skills such as building
rapport with participants and dealing with potentially sensitive subjects. The lead
researcher’s previous job as a disability workplace assessor had already provided
some experience of interviewing people; however the purpose of these interviews was
quite different. The interviews that were conducted in the larger later stage of this
project were completed over the telephone and so by completing these first pilot

interviews as face-to-face interviews it was a good introduction to qualitative research

interviewing.
( "\ ( Noneofthe participants\ - ,
- ; Participants discussed
Participants reported had any formal support in . . .
. . using various coping
negative stigmas and place or had ever sought . .
. strategies which were
general lack of awareness any kind of support when > .
. mostly limited to informal
about SpLDs from others employed or a medical . .
self instructed strategies
. J \ student J
Participants described ( Y( )
articipants describe Participants did feel that Participants described
using some of these ; - .
strengths to develop they were more likely to ways of hiding their
: make a mistake than their difficulties from their
successful coping X
) peers colleagues and patients.
strategies
/. / J
fParticipants did not seem ) (Participants did notwant Y )
concerned about to use dyslexia as an Participants described
disclosing their SpLD excuse for not performing some difficulties with
although none of them their job as well as they everyday tasks as well as
had actually disclosed to should or for getting out clinically based tasks.
\_ their workplace J L of doing something J y,

Figure 2: Key points taken from pilot interviews and incorporated into the

electronic questionnaire discussed in the next chapter.
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PILOT B

Developing the questionnaire for Study 1

The next section of this chapter outlines how the electronic questionnaire (for Study 1)
was developed and subsequently piloted (Pilot B). The aim of the piloting the
guestionnaire was to gather information about what the electronic questionnaire would
be like for participants to complete, to ensure that it was suitable for the participants
and that the questions were appropriate and clear. It was important to identify areas of
the questionnaire that pilot participants thought needed improving in terms of layout,
question style, guestion wording so that these could be improved before
commencement of Study 1. This was a key reason for discussing questions with other

PhD students when creating the questions and for piloting the questionnaire.

Materials - Developing the questionnaire

The instrument development model (Schifferdecker and Reed, 2009) was being used,
whereby qualitative data was gathered through pilot interviews with a small number of
doctors with SpLD in order to develop a quantitative measure (the questionnaire). As
such, the quantitative measure was based upon experiences, views and language of
participants, as opposed to being based exclusively on the standpoint of the
researcher. Previous research regarding healthcare professionals with SpLD was also

taken in to consideration when designing the questionnaire.

There were many factors to consider when developing this questionnaire in the hope
that it would result in valid and accurate data that answered the research aims. Foddy
and Foddy (1994) stated that when designing a questionnaire it is crucial that the
researcher is precise and unambiguous about the data wanted and ensures that the
questions asked in the questionnaire will result in these data. It is also important that
the questions are interpreted by the participants in the way the researcher meant and
their response in return is interpreted by the researcher the way the participant had

intended.
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Question types

When developing the questions and the response options, particular attention was paid
to the wording of the questions, as it was important to avoid any bias, offensive or
leading questions. It was also important that the wording was simple, concise and did
not contain any jargon or abbreviations (Drennan, 2003). Additionally, it was important
that only relevant questions were asked in the questionnaire and that each question
had its own value (Gray, 2009). This questionnaire contained various types of

questions:

¢ Classification questions — These questions are used to give the foundation for
analysing the association between the different types of variables. So for this

questionnaire it was the questions regarding the participants’ SpLD diagnosis.

¢ Closed questions — These are where the question has a set number of
responses available for the participant to select, for example, ‘yes’, ‘no’ and
‘sometimes’. These questions do not give the detail of open questions but are

easier to analyse. These were used throughout the questionnaire.

¢ Open guestions — These types of questions do not have a defined response;
they enable the participant to have more freedom in their answers and they
provide richer information. Open questions have been used in this
gquestionnaire mostly to enable participant to expand on their answer from a

closed question.

e Filter Questions — When creating an electronic questionnaire filter questions
can be created that will alter the next question that participants are asked
depending on their answer to a particular question. This type of question has
been used to alter the questions given to those who say they have SpLD and

those who say they do not.
e Compulsory questions — Using an online tool such as SurveyMonkey allows

questions to be created that participants must answer before they can move on

to the next question. This can be useful if there is a crucial piece of information
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that is required. If the participant did not wish to respond to the question then
they cannot complete the questionnaire and it will end.

e Scale questions — The majority of the questions in the questionnaire are scaled
questions. These are a type of closed question for questions that require more
than a straightforward response; the participant will be asked to select the most

appropriate response using a 5 point Likert scale.

A 5 point scale has been chosen for a number of reasons. Many researchers have tried
to determine the optimum number of points to use in rating scale, with most current
practices for Likert type scales and attitude measures normally containing 5 or 7
response points (Bearden et al., 1993). It would seem that the best number of scale
points depends upon their purpose. Preston and Colman (2000) commented that under
a time restricted or pressurized environment using a lower number of points may stop
the participants from becoming unmotivated when completing the questions. Scales
with 5, 7 and 10 points were seen as easier to use by participants, where as those with
a smaller number of points where seen as quicker to use but very limited in expression.
Preston and Colmon (2000) concluded that participants perceive 5 points scales as
easier to complete and less time consuming than longer scales. This could be a key
point for the questionnaire as doctors are extremely busy people and if they perceive
the questionnaire to be vast, with many possible answers, then they may opt out of
completing it due to time constraints. Also being faced a large number of possible
outcomes could be particularly intimidating for someone with SpLD. Using 5 points will
still give a good range of options and should still hold a high level of face validity, which
is the degree to which a ‘measuring instrument appears to be measuring what it claims
to measure’ (Gray, 2009, p.576).

Questionnaire sections

There were two versions of the questionnaire, one for those with a diagnosed or
suspected SpLD and one for those without SpLD. The topics covered in the
guestionnaire were based upon important themes (see Figure 3) and findings from the
pilot interviews with GPs (such as stigmas, awareness, hiding errors, difficulties with
more everyday and clinical tasks and making errors) and the research outlined in the

literature review (Chapter 2). There were 13 different sections of the questionnaire. The
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first 8 sections of the questionnaire were the same for all participants, so that
comparisons could be made between groups. Those participants that responded ‘yes’
to either being diagnosed or suspected that they had SpLD in the disability information
section 9, as this was the criteria used when dividing the participants into groups,
continued on to sections 10, 11 and 12 of the questionnaire. One of the advantages of
using an online questionnaire with question filtering is that all the participants have to
do is answer the questions accordingly, the software will automatically determine the
next set of questions the participant will see, and so there is no need to have to write

instructions on how to complete it.

The different sections to the questionnaire are shown in Table 7. The order of the
sections and the questions within them was based on De Vaus (2002) in that those
questions which are easily answered should come first, then as participants become

more comfortable the questions can become more complex and detailed.

Related to
No. | Page Name Details Interview
theme

Question
Types

This was the first page that participants
saw and it gave a general introduction to
the study, the researcher’s contact
details and thanked the participants in
advance for their time. A link to an
electronic version of the ‘participant
information sheet’ was available if
Information | participants wished to read it again (it

1 for was also provided with the recruitment N/A N/A
participants | email). At the bottom of this page
information for any participants
interested in taking part in a telephone
interview (Study 2) was provided. Such
participants could either select the
‘contact details’ link on this page or leave
their details at the end of the

guestionnaire.
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This was the first page of questions for

the participants and asked about their ¢ Closed
Personal age, gender, medical school attended, N/A questions
information | year graduated, style of medical course, e Open
current position, and length of time in guestions
position.
This section asked participants to rate on (4) Impacts
a 5 point Likert scale the extent to which of
Coping in they agreed from ‘strongly disagree’ to dyslexia
the ‘strongly agree’ with a set of statements e Scale
workplace | about stress in the workplace and how questions
they felt that they were coping with their
work. (5) Error
In order to establish what participants felt
their strengths and weaknesses were (1)
General regarding more everyday tasks, they Weaknes e Scale
Skills were asked to rate themselves on a 5 Ses questions
point scale from ‘very poor’ to ‘very good’
on a set of 14 general skills. (2) Strengths
To establish what participants felt their
Work strerTgths and. weaknesses were in (1)Weaknes
elated medical practice and the workplace they ses e Scale
Skills were asked to rate themselves on a 5 questions
point scale from ‘very poor’ to ‘very good’ (2) Strengths
on a set of 26 clinical based tasks.
This section asked how participants felt
others would react to having doctors with (72)
SpLD and asked them to rate their Awarenes |® Scale
Perceptions | oinions on a 5 point scale from ‘strongly S questions
of SpLD disagree’ to ‘strongly agree’, on 10 e Closed
statements. guestions
(7b) Stigma
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This page asks about what, if any, kinds
of support do doctors use in the
workplace and how effective are they. It
asked about participant’s use of assistive

computer software and also if they used | (3)Coping

any informal coping strategies in their Strategies |e Closed
7 | Support work. Participants were asked to guestions
elaborate where possible on their e Open
o . . (3a) Support
responses in this section. It also asked if questions
at work

any issues had ever been raised due to
their work and how well they thought

they were coping in their job.

To establish if having SpLD has affected

career decisions participants were asked e Closed

to score 8 potential career influences on questions

a 5 point scale of importance from ‘ver
8 | Career _ _ _ Y (8) Career | ® Open
important negatively’ to ‘very important

questions
positively’. There were also open ended e Scale
guestions about their current specialty questions
and career.
o This page was where participants were
Disability e Filt
9 | _ asked about whether they had been N/A ler

information _ _ fi

diagnosed with SpLD or not. question

Those who responded ‘no’ to having or suspecting that they have SpLD at section 9, were
taken through to a final ‘Thank you page’ that thanked them for completing the study and
gave the researcher’s contact details in case they had any further questions.

The questionnaire was complete.

Those who responded ‘yes’ to having or suspecting that they have SpLD at section 9,
continued on to a further 3 sections.

11 | Overall (4) Impacts |e Open

effects of of questions

This section contained more questions
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SpLD regarding the impact of SpLD on dyslexia e Scale
participant’s lives in general and work as questions
(5) Error
a doctor. It also asked about how they
felt about having SpLD and if they ever (6) Hiding
tried to avoid areas of their work because weakness
of having SpLD. es
(9) Level of
SpLD
This page asked about whom ) e Scale
12 | Disclosure participants disclosed their SpLD to and Disclosur questions
if they had disclosed when applying for o « Closed
their current position. questions
A final ‘thank you page’ thanked them for
their participation in this study and asked
them if they would be interested in taking
part in a telephone interview to explore
the possible effects of SpLD on doctors
13 | Thank you N/A N/A

further, asking them to contact the
researcher for more information. The
details of The British Dyslexia
Association and Dyslexia Action were
also given for if participants wanted to

seek more information about SpLD.

Table 7: Sections of the questionnaire design for Study 2

Layout

The overall layout of the questionnaire is very important as it has been associated with

completion rates (Gray, 2009). SurveyMonkey already provides a layout template but it

does allow one to have more flexibility with the layout of the questions. Clear navigation

buttons were provided at the bottom of the page labelled ‘next’ and ‘previous’ for

moving forward and backwards a page respectively. There was also an ‘exit this

survey’ button on every page in the top right hand corner, in case at any point the
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participants wanted to stop completing the questionnaire.Aas some of the potential
participants would have SpLD it was important that the layout was simple, using a clear
font and the questions were clearly lined up with the possible responses.

Validity

As part of developing this draft questionnaire before it went out for external piloting, the
lead researcher asked two fellow PhD students to complete an informal version of
cognitive interview about the questionnaire. This was where the researcher asked
colleagues to go through the questionnaire and verbalise how they would answer the
questions and how they interpreted each question. This helps the researcher to try and
understand the questionnaire from the respondent’s perspective and then enables
them to see where any potential misinterpretation or confusion could occur (Drennan,
2003). This also helps with establishing validity by making sure that the participants
interpret the questions in the way that they are meant to be interpreted, therefore
providing responses that will answer the research aims. Cognitive interviewing has
been found to be extremely successful in developing questionnaires and it can be
particular useful when dealing with sensitive or complex issues (Drennan, 2003). This
provided the opportunity to go through and correct any errors before sending the

questionnaire out for the large-scaled pilot test.

Although only completed on an informal level, going through this process with
colleagues was very helpful. The PhD students voiced their thoughts clearly, giving
their overall opinion on the questionnaire when they had completed it, highlighting a
couple of areas that needed to be reworded slightly for clarity and commenting on a
few questions they felt were unnecessary. All of the responses were positive, with only

a couple of constructive criticisms which were addressed before further piloting.

Piloting the questionnaire

The questionnaire was developed in Microsoft Word, as this was easier for editing and
amendments while the questionnaire was still underdevelopment, then it was recreated
in SurveyMonkey (www.surveymonkey.com). SurveyMonkey was the online survey
programme selected to create the questionnaires for this study as it is simple to use

and it is possible to create a variety of different types and styles of questions in the
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guestionnaire. SurveyMonkey is compatible with assistive software such as screen
readers and voice activated software which some of the potential participants maybe
using. It is also simple to export data into Microsoft Excel or SPSS ready for analysis.

Sample - Recruiting pilot participants

Using both purposive and convenience non probability sampling methods, an invitation
email containing details of the pilot (Appendix 7) was sent on 3™ June 2011 to all
members of UEA’s Norwich Medical School’'s Recognised Teachers database. This
was considered to be a suitable pilot sample as it contained potential participants with
both medical and research knowledge. As only feedback was required about the
guestionnaire it did not matter whether the pilot participants had SpLD or not or even if
they were doctors or not so there were no restrictions imposed on who could reply;

everyone in this database could respond if they wished to

A link to online questionnaire was included in the invitation email sent to pilot
participants. All pilot participants were asked to review the questionnaire and give their
feedback about the design; they were not asked to answer the questions. At the end of
each page of the questionnaire additional textboxes had been added especially for the
pilot study, so that pilot participants could directly enter their comments, thoughts,
feedback into them. Although some of the pilot participants did choose to complete the
guestionnaire it was only the information written in these additional textboxes that was
collected online and used in analysis. After the pilot these textboxes were removed to
leave just the questionnaire questions. The questionnaire was available online for pilot
participants to complete for 6 weeks. All of the filters were disabled so that all pilot
participants could access all of the questions (including those questions only meant for

participants with SpLD).

Responses

Overall 41 people responded to the pilot questionnaire. The information from the
response textboxes was downloaded from the online survey software into Microsoft

Excel where it was assessed for constructive criticisms or comments.
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What first became apparent when initially examining the information provided by the
pilot participants was that there were quite a few contradictions between the responses
given. For some respondents questions were reasonable, understandable and
unambiguous, whereas the same questions for other participants were unreasonable,
confusing and ambiguous. It quickly became apparent that it would not be possible to
satisfy all of the comments made as they were often contradicted by other participants’
comments; therefore the most frequently reported comments were addressed, in the

hope that this would then suit the majority of future participants.

Comments made also varied from the more obvious errors, such as spelling and
grammatical mistakes, to suggested improvements on layout and wordings and also
more detailed thoughts and opinions about the questions and even sometimes the
research topic. Respondents made constructive comments on all pages of the
guestionnaire. One of the most frequent comments related to specific words used in
gquestions. When asking some of the more sensitive questions it was often a case of
trying to use words that carried the least negative connotations, while still trying to
obtain the data required. Other pilot participants highlighted issues of ambiguity in the
guestions, which were easily rectified by either changing the wording to be clearer or

adding in examples of what the question was referring to.

Occasionally participants seemed to perhaps ‘over analyse’ questions and appeared to
read quite deeply into rather simple questions. Reasons for this could be due to the fact
that they were asked to critique and give the opinions, so instead of taking it more at
face value and simply examining the questions, they began to deeply analyse the
whole content of the question and research aims. Others also made interesting
suggestions about adding certain types of questions and looking at other areas,
however they were not really relevant to the aims of this particular study so these
changes were not made. The overall aims of the questionnaire for Study 1 were
frequently consulted during review of the pilot participants’ comments, as Rattrey and
Jones (2007) argue that when revising a questionnaire it is important to refer back to
the original aims of the research to ensure that any amendments made will still

hopefully provide suitable data to answer these aims.

Another frequently suggested amendment was with the layout of the ‘work related

skills’ page, which was felt to contain too many questions and pilot participants found it

105



overwhelming. This was easily rectified by separating it out over two pages with 13
skills on one page and another 13 on the following page. Other layout comments
related to the spacing of particular question items, as some of the response boxes
were too far away from the statements or question that they were connected with.
These points were easily and quickly amended. Overall, the changes made to the

questionnaire were mostly minor amendments and adjustments.

Finalising the questionnaire

After piloting the questionnaire’s structural content did not change. The sections
remained the same (as outlined in Table 3) and no additional questions were added
nor were any guestions removed. The wordings of some questions or their responses
were adjusted to suit the majority of pilot participants’ suggestions and the layout for
some questions was amended. A final version of the questionnaire can be seen in

Appendix 8.

By going through this piloting process the questionnaire was developed and refined so
that hopefully it appealed to the majority of participants, thus helping to ensure the
maximum possible completion rate. Piloting also aided in creating a valid and detailed
guestionnaire that will obtain the important data required to answer the research aims.
Piloting the questionnaire was a key step in developing the Study 1 questionnaire and
ensuring that it is was suitable as possible for the next stage of the project. The next
chapter progresses on to Study 1 and explains how this questionnaire was used and

the results obtained.
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CHAPTER 6
STUDY 1 - QUESTIONNAIRE

This chapter details the first study completed for this project whereby, in order to gain a
wider perspective on how medical doctors throughout the UK are coping in the
workplace, a national online questionnaire has been conducted (Study 1). The
development of the questionnaire designed for this study was discussed in the previous

chapter.

Research Aim

The overall aim of Study 1 was to see to see if there was a difference between the
perceptions of doctors with and without SpLD regarding how they function in a clinical
setting.

A guestionnaire was designed and used to gain information from doctors throughout

the UK to meet the following aims:

1. To identify what difficulties doctor with SpLD may perceive they have in the
workplace.

2. To identify what strengths doctors with SpLD may perceive they have in the
workplace.

3. To ascertain what coping strategies and support doctors with SpLD have in
the workplace and how successful it is.

4. To explore perceptions of doctors with SpLD held by both doctors with SpLD
and without SpLD.

5. To identify reasons for and against the disclosure of SpLD by doctors to both
patients and colleagues/peers.

6. To establish if having SpLD has an effect doctors’ career choices.

Hypothesis

The research hypothesis for Study 1 was as follows:
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‘Having a specific learning difficulty will not have an impact on views of doctors

regarding functioning as a medical doctor in a clinical setting’

Method

The questionnaire

In order to meet the stated research aims, an online questionnaire was designed and
data were collected from doctors both with and without SpLD. As described in Chapter
4, the rationale for choosing an electronic questionnaire for this study was to enable
doctors all over the UK to take part if they wish and to participate at a convenient time
for them. The questionnaire was based on the findings of pilot interviews with 3 GPs
and the existing research literature. It included open ended and closed questions which
aimed to gather information on the following topics: personal information, coping in the
workplace, general work tasks and clinical tasks, perceptions of SpLD, career, support
and effects of SpLD; as detailed in Chapter 5. Details of the design and piloting were

described in full in Chapter 5.

Recruitment

In order to contact doctors throughout the UK about potentially participating in this
study, the original recruitment strategy involved contacting the medical Royal Colleges
to ask them to assist with recruiting qualified medical doctors (Appendix 9). The Royal
Colleges are responsible for different medical specialties in the UK and provide support
to their members and supervise training of doctors within a specific medical specialty.
Those Royal Colleges who agreed to assist with the research were asked to send an
invitation email on to their members who are qualified medical doctors. This email
contained information regarding the study (Appendix 10), a Participant Information
Sheet (Appendix 11), the contact details of the lead researcher and a link to the online
guestionnaire for them to complete if they wish. It was hoped that the Royal Colleges
would forward a reminder email 4 weeks after the initial invitation email (Appendix 12).
Recruitment for the Study 2 telephone interviews (further details are provided in

Chapter 7) took place alongside recruitment for the Study 1 online questionnaire.
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Potential interview participants were asked to contact the researcher to discuss the
interviews and to arrange a mutually convenient time for an interview if they were

interested in participating.

However, out of the 16 Royal Colleges sent an email asking them to help with
recruitment, only 3 Colleges responded positively. Although they were unable to send
out emails to their members, The Royal College of Surgeons of Edinburgh (UK) and
the Faculty of Pharmaceutical Medicine (UK) advertised the study on their website and
The Royal College of Surgeons of England (UK) placed an advert in their newsletters

about the study, all detailing contact information and a link to the questionnaire.

Due to low participation rate there was a recruitment drive in the local Norfolk region to
recruit doctors for Studies 1 and 2. For this, posters (Appendix 13) were placed in staff
areas of local medical institutions advertising the studies. In total 13 regional hospitals
were contacted to ask for permission to advertise the study and 6 of these hospitals

agreed to put up posters and/or advertise the study to help with recruiting participants.

An ethical amendment was also completed to widen recruitment to recruit via the newly
implemented clinician subset of the Recognised Teachers mailing list from the Norwich
Medical School at the University of East Anglia. This database section contains details
of clinically qualified staff who are involved in teaching undergraduate medical students
but who are not employed by the university. Ethical approval for the amendment was
obtained and the same recruitment emails as outlined above were sent out inviting

those on this database who were a medical doctor to complete the questionnaire.

In order to ensure that as many potential participants as possible were reached, emails
asking for help with recruitment were also sent to a number of medical-based
organisations in the UK: The Academy of Medical Educators (AocME), Doctor’s Net, the
British Medical Association (BMA) and The Association for the Study of Medical
Education (ASME). As a result, the Academy of Medical Educators posted a piece
about the study in their members’ newsletter with a link on the open part of their
website and Doctor’s Net also agreed to post an outline of the study on the
Doctors.net.uk forum with a link to the questionnaire. The BMA sent the recruitment
email around some of the internal BMA mailing lists and ASME circulated the

recruitment email to its members. An advert for the study with a link to the
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questionnaire was also posted on the Severn Deanery School of Primary Care’s

website. The recruitment sources can be seen in Figure 3.

Faculty of
Pharmaceutical Medicine
(UK) placed an advert
about the study on their
website

The Royal College of
Surgeons of Edinburgh
placed an advert about

the study on their website

The Royal College of
Surgeons of England
placed advert for study in
January newsletter

Recruit via UEA's
recognised teachers
database (clinican

ASME circulated the
recruitment email to its

subset) members
Advert and link to Recruitment posters and Doctor’s Net agreed to
guestionnaire on Severn adverts for the study post an outline of the
Deanery School of were put in 6 regional study and link to
Primary Care’s website. hospitals questionnaire on the
Doctors.net.uk forum
Academy of Medical The BMA sent the
Educators posted a piece recruitment email around
about the study in their some of the internal BMA
Members’ newsletters mailing lists

Figure 3: Sources used to recruit for Study 1 and Study 2.

Participants

Inclusion criteria: The inclusion criteria for the participants was anyone registered to
practice as a doctor with the General Medical Council (GMC), irrelevant of gender, age
and ethnic background, and who has been employed as such for a period of 6 months
or more in order to ensure that the person has adequate experience of working

independently in a medical setting to base their answers on.

Exclusion criteria: Any doctor who is not registered to practice as a medical doctor with

the GMC, or who has not been employed for at least 6 months since qualifying.

Using previous similar UK based studies, an approximate estimate of 70-120

participants was set for the overall questionnaire (Morris and Turnbull, 2007;
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Sanderson-Mann et al., 2012) including participants with both SpLD and without, in
order to enable statistical comparisons.

Ethical consent

Ethical approval was sought from the University of East Anglia’s (UEA) research ethics
committee. As such, an application for ethical approval and associated paperwork was
prepared for the Faculty of Health (as it was called at the time) Research Ethics

Committee for both Study 1 and for the follow up telephone interviews (Study 2, which

will be reported in Chapter 7).

The Research Ethics Committee required some initial amendments with the research
proposal. For example, they asked for adjustments to be made to the Participant
Information sheet so that it contained details about how long the questionnaire would
take to complete and so that Participant Information sheet could be printed out for
participants to keep a copy for their records. All of the amendments suggested were
simple to rectify and once they were completed full consent for the research to proceed
was given on 6th December 2011 (Appendix 14).

Procedure

The Royal Colleges were contacted in December 2011 and asked to send out
recruitment emails, where initially participants were asked to complete the

questionnaire within a 7 week period and 1 reminder was sent out during that time.

As a result of this, The Royal College of Surgeons of Edinburgh and the Faculty of
Pharmaceutical Medicine (UK) placed an advert about the study on their website in
December 2011 and The Royal College of Surgeons of England advertised the study in
their January 2012 newsletter. Local hospitals advertised the study in January 2012
and the clinician subset of the Recognised Teachers database at UEA were also
contacted in January 2012. Doctors.net.co.uk. ASME, BMA and AoME were contacted

in, and sent out recruitment information, in February 2012.

Overall data collection for Study 1 was started on 13" December 2011 and then was

extended to finish on 30™ March 2012 (i.e. when the survey closed).
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Potential participants were provided with a link to the questionnaire via recruitment
emails, newsletters and web pages, as outlined in the Recruitment section. This took
participants through to a ‘Welcome Page’, detailing the study. A further link was also
provided to a copy of the participant information sheet, should the participants wish to
read it again. The participants could then complete the questionnaire at their leisure

and once completed, selecting the ‘submit’ button saved their answers electronically.
Confidentiality

For the questionnaire data, participants were not required to provide their name and
each submission was given a unique code number; so there was no way to identify the
participant. As a result, there was no access to the potential participants’ email

addresses or any other personal information.

Those who answered “yes” to having SpLD were asked at the end of the questionnaire
if they would also like to take part in a telephone interview (Study 2). If they were
interested there was a link to a separate survey website where they were asked for
their name and a contact email address. The contact details of the lead researcher
were also provided so that interested participants could get in contact themselves
directly if they wished. The participant’'s name and email address were only asked for
so that the lead researcher could contact them about possibly participating in Study 2
(the telephone interviews). Participants only provided this personal data if they were
interested in participating and the survey used for participants to enter their details for
participation in Study 2 was not linked to the previous questionnaire and, as such,

participants’ details could not be linked back to their responses for Study 1.

All of the information obtained during this study was handled in accordance with the
Data Protection Act of 1998. Data obtained from all the studies was kept on a
password-protected computer and was only seen by the lead researcher and members
of the supervisory team for analysis. At the end of the research period all data will be

archived for a period of 10 years. After this time, all data will be securely disposed of.
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Data analysis

When the data collection period ended, the data were downloaded from the
SurveyMonkey website and inputted into SPSS version 19 to conduct analysis on the

data and gain a range of descriptive data and inferential statistics.

Using the data gathered from the questionnaire, general descriptive statistics (e.g.
percentages and means) were calculated separately for each of the two groups: (1)
those diagnosed with/have a suspected SpLD and (2) those without SpLD, for each of
the closed questions. Potential differences were explored between groups regarding:
the perceived ability to complete general tasks and work related tasks, differences in
perceptions of SpLD, differences in how well participants believe they perform their job
and future career aspirations. Comparative analysis was conducted to compare the
different results between the two groups using a 5% significance level. The data were
not normally distributed (Kolmogorov-Smirnov test p <0.005) so the requirements for
use of parametric tests were not met. Additionally, because the data from Likert scales
are considered ordinal data, the appropriate inferential statistics were calculated using
non-parametric Mann-Whitney U and Chi-square analysis tests (Field, 2000; Dancey &
Reidy, 2004; Jamieson, 2004). Mann-Whitney determines whether there is a
statistically significant difference between the mean ranked score for each group
(Dancey and Reidy, 2004).

Although this test uses the median, the mean scores have been used as a measure of
central tendency when reporting the data in the results tables. This is because the
mean gives an indication of what a typical score by a participant would be and is
calculated from the actual participants’ scores not from ranks, as the median is
calculated (Dancey & Reidy, 2004). Although a weakness of using the mean as
reported by Dancey & Reidy (2004) is that it can be sensitive to extreme scores or
outliers, because Likert scales were used the range of scores is only from 1 and 5, and
so the chance of scores being affected by an extreme score or outlier is unlikely.
Standard deviations have also been reported in the results tables to accompany the
means. For the open-ended questions, the data provided was reviewed and coded into
themes and any commonalities between the responses that had been given were
identified.
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Results

General description of the sample

There were a total of 145 responses to the questionnaire. When exploring the raw data
16 participants were removed as they failed to complete 70% of the questionnaire.
Thus, there were a total of 129 participants (46 were male and 83 female) whose
responses were used in the overall analysis. Out of these 129 total participants, 40 (11
males and 29 females) reported being diagnosed with or suspecting they have SpLD
(see Table 8). Most of the participants who had a diagnosis of dyslexia had been
diagnosed whilst attending university (32.5%, n=13) and only 17.5% (n=7) had been
diagnosed while at school and 12.5% (n=5) while at work. The remaining 37.5% (n=15)
of participants suspected that they had SpLD.

Eighty one percent (total n=105, non-SpLD n=77, SpLD n=28) of the participants had
completed a traditional medical degree course, with the rest being split between
problem based learning (PBL) courses (total n=12, non-SpLD n=4, SpLD n=8) and
other/not stated (Non-SpLD n=12). The majority of participants were over 41 years old,
with 20% of participants being over 56 years (see Table 8).
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Participants information No. of participants Percentage
Gender of all participants
Female 83 64.34
Male 46 35.66
Total 129 100.00
Age Range of all Participants

22-26 8 6.20

27-30 10 7.75

31-35 21 16.28
36-40 16 12.40
41-50 25 19.38
51-55 21 16.28
56+ 26 20.16
No response given 2 1.55

Total 129 100.00

Participants’ SpLD related information

Diagnosed SpLD 21 16.00
Suspected SpLD 19 15.00
No SpLD 89 69.00
Total 129 100.00

Gender of Participants included in the ‘with SpLD’ group

Females with SpLD 29 72.50
Males with SpLD 11 27.50
Total 40 100
Gender of Participants included in the ‘non SpLD’ group
Female 54 60.67
Male 35 39.33
Total 89 100.00

Table 8: Number of participants’ gender, SpLD and age related information
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The average length of employment in their current job for the participants was 9.2
years (ranging between 6 months to 32 years). The majority of participants were

employed at consultant level. The most popular specialty that the participants worked

in was General Practice, followed by Paediatrics. See Table 9 for a breakdown of this

information.

Current Level of Employment

No. Participants

No. Participants

With SpLD Without SpLD
Consultants 13 40
General Practitioners 9 24
SpR2/1 5 7
F1/2 5 2
Other 8 16
Total 40 89
Specialty participant is currently working in
General Practice 9 26
Pediatrics 3 7
Gastroenterology 2 0
Anesthesia 2 6
Geriatric medicine 2 3
Psychiatry 2 6
Public Health, 2 0
Occupational Medicine 1 1
Acute medicine 1 1
Emergency Medicine 1 6
Obstetrics & Gynaecology 1 1
Pharmaceutical Medicine 1 1
Radiology 1 1
Pharmaceutical Medicine 0 1
Internal medicine 0 1
Oncology 0 1
Surgery 0 4
Other 12 23

Table 9: Occupational details of participants
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Participant responses to questionnaire

The first section of the questionnaire asked participants to indicate on a scale

(1=Strongly disagree, 2=Inclined to disagree, 3=Neither, 4=Inclined to agree,

5=Strongly agree) how much they agreed with a set of statements relating to how they

felt that they were coping in the workplace and how stressed they were (see Table10).

When examining how stressed doctors felt they were, there was no significant

difference found between how stressful doctors with and without SpLD thought their job

to be, how they felt that they coped with stressful situations and how well they felt they

did their job. Although both sets of participants did rate their role quite stressful, results

also showed that they appear to agree that they cope with this stress well and believe

themselves to be successful in doing so.

Mean SD Mean SD Sig.
Coping in the workplace with with without | without (Mann
SpLD SpLD SpLD SpLD | Whitney U)
My work can be stressful 4.43 0.64 455 0.54 0.310
| cope well in stressful situations at
3.80 0.88 4.06 0.71 0.128
work
| use strategies to help me cope with
) 4.18 0.71 3.87 0.83 0.035*
stress in the workplace
I do my job well 4.18 0.81 4.24 0.50 0.913
| am often concerned that | will make
_ _ 3.93 1.07 3.34 1.18 0.005*
a mistake with my work
| have been made to feel
uncomfortable in my workplace due 3.48 1.47 2.49 1.22 0.000*

to difficulties at my work

Table 10: Participants’ rating of statement relating to coping in the workplace

Key:

* significant at p<0.05 SD=Standard Deviation

1=Strongly disagree, 2=Inclined to disagree, 3=Neither, 4=Inclined to agree,

5=Strongly agree

Interestingly doctors with SpLD were significantly more likely to agree that they used

strategies to help them cope with stress in their work and also reported being more
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concerned that they would make a mistake in their work and that they had been made
to feel uncomfortable in the workplace due to difficulties in their work than doctor’s
without SpLD.

General and work related skills

Participants were asked to rate their performance on 14 general everyday skills such
as reading, writing and listening (General Skills), and 26 clinical related workplace skills
(Work Related Skills) on a scale of 1-5 (very poor=1, poor=2, average=3, good=4, very
good=5). In order to determine if there was internal consistency within each of these
two sets (or scales) of the skill items (i.e. the items in the scale are all measuring the
same thing), Cronbach’s alpha was calculated. The ‘General Skills’ subscale consisted
of 14 items (a= .845) and the ‘Work Related Skills’ subscale consisted of 26 items
(0=.912). Both of these scales scored very highly and so confidence in their internal
consistency can be assumed. Those with SpLD scored significantly differently than
those without SpLD on 8 out of the 13 skills. For all of these 8 skills the participants
with SpLD rated themselves more poorly than those participants without SpLD (see
Table 11).

There were no differences in ratings of the two groups for the skills ‘remembering
information for long periods of time’, ‘typing on a computer’, ‘time management’,
‘processing visual information’ or ‘organising your workload’; but the latter was close to
significant, with participants with SpLD rating themselves as more poorly than those
without. The highest rated skill for those participants with SpLD was ‘processing visual
information’, and their lowest rated skills were ‘overall spelling ability’, ‘writing by hand’
and ‘writing legibility’. The highest rated skill for those without SpLD was ‘reading
comprehension’, with ‘writing legibility’ being rated as their lowest level skill; however
both of these were still significantly higher than the scores for the same skills given by
those with SpLD.
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Mean SD Mean SD Sig.
General Skills with with | without | without (Mann
SpLD | SpLD SpLD SpLD | Whitney U)

Remembering information for 3.28 1.15 4.15 0.75 0.000*
short periods of time '

Remembering information forlong | 355 1.09 3.75 0.80 0.300
periods of time )

Organising your workload 3.53 1.11 3.92 0.86 0.059
Overall spelling ability 2.70 1.27 4.27 0.91 0.000*
Writing legibility 2.78 1.12 3.47 1.14 0.003*
Typing on a computer 3.30 1.20 3.72 0.87 0.079
Reading 3.18 1.28 4.44 0.67 0.000*
Reading comprehension 3.58 1.11 4.47 0.69 0.000*
Processing information that you 3.53 1.15 4.08 0.82 0.013*
have heard '

Processing visual information 4.00 0.88 4.26 0.70 0.148
Expressing your thoughts verbally | 399 1.15 4.06 0.87 0.018*
Expressing your thoughts in 3.25 1.15 3.98 0.89 0.000*
writing )

Time management 3.30 1.11 3.69 1.00 0.092

Table 11: Participant rating scores for general skills

Key: *significant at p<0.05 SD=Standard Deviation
Statements scored on a 5 point scale where: 1=Very Poor, 2=Poor, 3=Average,
4=Good, 5=Very good

The participants were then asked to rate their performance, using the same 5 point
scale used for general skills, for clinical related workplace skills (shown in Table 12). In
contrast to the general skills (where there was a significant difference found between
the 2 groups of doctors on nearly all of the variables) when it came to rating the 26
clinical related skills, there was only a significant difference found between the two

participant groups for 2 of these skills.
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Mean SD Mean SD Sig.
Work related Skills with with | without | without (Mann

SpLD | SpLD | SpLD SpLD | Whitney U)
Completing clinical examinations 3.80 1.09 3.89 0.98 0.721
Diagnostic skills during consultation 4.03 1.14 4.07 0.75 0.537
Prescribing medication 373 | 118 | 3.62 1.02 0.284
Record keeping 3.58 1.01 3.89 0.73 0.088
Practical clinical skills 3.70 | 131 | 3.83 0.92 0.937
Taking patient information 3.95 1.18 4.09 0.79 0.881
Team working & relationships with staff 4.05 1.09 4.36 0.61 0.229
Being aware of your limitations 418 0.71 411 0.59 0.440
Responding effectively to emergencies 3.88 0.79 3.84 0.93 0.752
Following safe procedures 3.95 1.15 3.83 0.80 0.122
Being responsible for your own learning | 3.95 | 0.85 | 3.91 1.02 0.895
el isks and benefts, i patents | 38 | 116 | 420 | 002 | 00%
Explaining medicines to patients 3.78 1.17 3.82 1.01 0.969
Completing drug calculations 3.30 1.38 3.28 1.15 0.651
;m;;s;ﬁ?;mg with patient's 408 | 110 | 424 | o087 | 0490
Communicating with patients 418 1.13 4.37 0.86 0.393
Communicating verbally with colleagues 4.00 0.78 4.08 0.97 0.300
S;Egﬂ!gatmg In writing with 315 | 123 | 401 | o067 | 0.000*
:;r;ﬁjzriitgr:ilgﬁjdr:;?;g: ethical principles, 4.43 0.64 415 0.72 0.038*
Teaching colleagues/students 405 | 099 | 4.10 0.75 0.941
Ability to deal with own stress 348 | 093 | 3.60 0.77 0.584
Coping with responsibility 413 | 079 | 4.01 0.75 0.325
Coping with uncertainty 3.80 0.91 3.91 0.79 0.591
Working independently 4.23 0.70 414 0.80 0.571
Being empathetic 4.33 0.73 4.26 0.78 0.611

4.30 0.56 4.22 0.58 0.453

Supporting patients and colleagues

Table 12: Participant rating scores for work related skills

Key: *significant at p<0.05 SD=Standard Deviation
Statements scored on a 5 point scale where: 1=Very Poor, 2=Poor, 3=Average,

4=Good, 5=Very good
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Those doctors with SpLD rated themselves significantly lower than those doctors
without SpLD on ‘communicating in writing with colleagues’. However, doctors with
SpLD rated themselves significantly higher on ‘understanding medical ethical
principles, including confidentiality’ when compared to those without SpLD. The latter
was also the skill that doctors with SpLD rated themselves most highly on, followed by
‘being empathetic’ and ‘supporting patients and colleagues’; although there were no
significant differences found between the two groups for these two skills. For doctors
without SpLD their highest rated skills were ‘communicating with patients’ and ‘team
working and relationships with staff’, again there was no significant difference found

between the results for the two groups for these two items.

An average score was then calculated for both sets of skills for both groups of doctors.
The average score for everyday tasks for doctors with SpLD was 3.31 however this
score rose significantly higher (Related Samples Wilcoxon Signed Rank test p=<0.001)
to an average of 3.80 when rating clinical tasks. Whereas the average score given to
these two groups of tasks remained relatively consistent for doctors without SpLD

rating their general skills at an average of 4.00 and their clinical related skills at 3.99.

Perceptions

To establish doctor’s opinions and perceptions about doctors with SpLD practicing
medicine, all participants were asked to indicate their level of agreement, on a 5 point
scale ranging from ‘strongly disagree’ to ‘strongly agree’, with a list of statements that
covered possible views of doctors with SpLD (shown in Table 13). Participants were

also asked to indicate if they knew and / or currently worked with a doctor with SpLD.

The first statement given to participants to rate was ‘Overall having a disability would
impact negatively upon working successfully as a doctor’. Interestingly doctors without
SpLD agreed significantly more with this statement than those with SpLD. In contrast,
those with SpLD agreed significantly higher than those without SpLD that doctors with
SpLD would have more strengths in the workplace. Both groups agreed that someone
with SpLD could make a successful doctor and that they would not have concerns
about working with a doctor with SpLD. Both groups were inclined to disagree that
patients would have any concerns about being treated by a doctor with SpLD and that

other staff would treat such a doctor differently. In relation to whom should be told that

121



a practicing doctor has SpLD, on average all the doctors were incline to disagree that

doctor with SpLD should tell their patients they have SpLD, but they were unsure when

asked about whether a doctor with SpLD should tell their colleagues that they have

SpLD, and tended to select the middle ‘neither’ option rather than agree or disagree.

Sig.
Mean SD Mean SD
: . : : : (Mann
Perceptions with with | without | without _
Whitney
SpLD SpLD SpLD SpLD u)

Overall having a disability would

. . . *
impact negatively upon working 2.65 121 3.19 0.92 0.012
successfully as a doctor

A doctor with SpLD would have more 2.93 1.29 3.30 0.93 0.111
weaknesses in the workplace

A doctor with SpLD would have more 3.03 0.92 267 0.62 0.015*
strengths in the workplace

A doctor with SpLD would be more 2.90 1.11 2.90 0.84 0.784
prone to making errors
A person with SpLD could make a 4.50 0.68 4.23 0.85 0.075
successful doctor
A doctor with SpLD should tell their 1.98 1.10 2.16 0.81 0.124
patients that they have SpLD
A doctor with SpLD should tell their 3.08 1.16 3.17 1.12 0.628
colleagues that they have SpLD

Patients would be concerned about 245 1.30 264 1.04 0.278
being treated by a doctor with SpLD

Others members of staff would treat a 283 1.11 258 0.94 0.190
doctor with SpLD differently

| would have concerns about working 1.73 1.04 1.94 1.00 0.146

with a doctor who had SpLD

Table 13: Participants rating of statements concerning the perceptions of

doctors having SpLD
Key:

* significant at p<0.05 SD=Standard Deviation

Statements scored on a 5 point scale where: 1=Strongly disagree, 2=Inclined

to disagree, 3=Neither, 4=Inclined to agree, 5=Strongly agree
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When the participants were asked if they knew a doctor who had SpLD, 87.5% of the

doctors with SpLD said they did know another doctor with SpLD; which was

significantly higher than doctors without SpLD. Table 14 shows the exact percentages

of doctors who currently work with a doctor with SpLD where it is interesting to note

that whilst similar percentages of doctors in both groups had other doctors disclose

their SpLD to them, more participants with SpLD suspected their colleagues of having
SpLD than doctors without SpLD.

SpLD

Non-SpLD

Number

Percentage

Number

Percentage

Sig. (X2, Chi
squared test)

| currently know doctors with SpLD

Yes 35 87.50 54 60.67
0.002*
No 5 12.50 35 39.33
| currently work with doctors with who have SpLD.
Yes - they have
_ 9 22.50 20 22.73
disclosed to me
0.000*
Yes — | suspect | am 18 45.00 5 5.68
No not that I'm aware of 13 32.50 63 71.59

Table 14: Number of participants who know a doctor with SpLD

Key:

Support

* significant at p<0.05

The participants were asked to indicate any assistive software that they use. A higher

number of doctors with SpLD reported using assistive software (screen reading

software, mind mapping software, voice activated software and spell-checks) to help

them in the workplace, in comparison to those participants without SpLD. Spell checks

had the highest number of participants use them in both groups of doctors, followed by

mind mapping software for doctors with SpLD and voice activated software for doctors

without SpLD (Table 15). One of the participants who did not have SpLD explained that

they used voice activated software as their department was trying to introduce the use

of this software across their team. Text to speech/screen readers had the lowest

numbers of users in both groups.
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In response to a follow on question about support used, one participants with SpLD

explained how their work would be made significantly easier if there was a spell-check

facility on their clinical records system and how the lack of a spell-checker means that

they have to constantly be checking how to spell drug names and that they always try

to avoid writing prescriptions by hand.

SpLD Non-SpLD
Percentage Percentage
of total of total Non-
Number SpLD Number SpLD
sample sample

Do you use any assistive soft

ware? (Number of ‘Yes’re

sponses stated below)

Mind mapping 11 28 3 3.37
Spell Checks 30 75 41 46.07
Text to Speech/Screen readers 6 15 2 2.25
Voice activated 7 18 6 6.74
No (Do not use any) 8 20 42 47.19

Table 15: Participants’ use of assistive software

Key: Participants were asked to tick as many as applied

A significantly higher number of doctors with SpLD reported using informal strategies
as well to help them in the workplace (see Table 16). Out of the 30 participants with
SpLD who said that they do use or sometimes use informal strategies, 21 participants
responded to a subsequent open ended question regarding the types of strategies they
use. The most frequently stated were dictating written work (n=6) or using colleagues
to assist them in some form of support (n=5), asking colleagues to check their work
(n=4), or to double check their own work (n=3). This checking was also described more
as a constant process that applied to the majority of their written work including
referrals, prescriptions, letters and reports. One participant commented that they use
various coping strategies developed as a child and another relied on the support of
their team, explaining that their colleagues’ strengths help support some of their
weaknesses. A different participant also explained that they disclosed their SpLD to
their team as a form of coping strategy and another participant reported that they asked
others to complete jobs that they are less confident in and which they fear will ‘show

up’ their SpLD. Other participants mentioned using strategies such as:
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e Mentoring system — supportive colleagues (n=3)

e Taking work home or to a quiet place to complete (n=3)

e Making lists (n=3)

¢ Note taking (n=2)

e Taking extra time for work before and after shifts (n=2)

o [Effective use of secretarial support (n=2)

e Synchronisation of PDA (n=1)

e Completing dictation immediately after seeing patients before leaving clinic
(n=1)

e Using highlighters to make notes colourful (n=1)

e Developing standard formats and templates for written documents (n=1)

o Debriefing with colleagues (n=1)

o Keeping personal diary of tests requested and patients requiring follow-up (n=1)

e Making sure they are fully prepared in what they are doing and have completed

tasks in good time (n=1)

Out of the 40 doctors without SpLD who also reported using informal types of coping
strategies 22 doctors gave examples of these, with some being similar to those used
by doctors with SpLD such as making lists of tasks to complete (n=2) however only one
participants mentioned systems of checking for error. A frequently reported strategy
reported by these doctors was ‘discussing’ work with colleagues (n=8) or asking for

‘advice’ (n=3), while others reported using:

o Reference material, internet resources, patient.co.uk (n=3)

e Methods to enhance memory (n=2)

e Todo lists and making notes (n=2)

e Relaxation/yoga (n=1)

¢ Time management strategies (n=1)

e Methods to deal with stress (e.g. go for a run) (n=1)

e Counselling skills learnt during psychiatric work in the past, cognitive

behavioural techniques (CBT) etc (n=1)
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When participants were asked if any issues have ever been raised in relation to errors
or poor performance significantly more doctors with SpLD reported ‘yes’, although both

groups of participants reported coping well in their current roles to an equal extent (see

Table 16).

SpLD

Non-SpLD

Sig. (X2, Chi

Number

Percentage

Number

Percentage

squared)

Do you use any

informal strategies to help you do your job?

Yes 21 56.76 29 32.58
Sometimes 9 24.32 11 12.36 0.001*
No 18.92 49 55.06

Have any issues ever been raised in relation to errors or poor performance?

Yes 13 32.50 12 13.64
0.011*
No 27 67.50 77 87.50
Please indicate the extent to which you feel you are currently coping in your job?#
Mean SD Mean _ Sig.
_ . _ SD without
with with without (Mann
SpLD _
SpLD SpLD SpLD Whitney U)
3.68 0.94 3.74 0.70 0.847

Table 16: Participants’ responses to strategies in the workplace.

Key: * significant at p<0.05 SD=Standard Deviation
# Responses 1=Not at all, 2=Slightly well, 3=Moderately Well, 4=Very Well,
5=Extremely well

Career

The next section of the questionnaire covered career and specialty choices.

Participants were asked to rate how important each of a list of 8 factors were in

influencing their career choice on a 5 point Likert scale ranging from 1 (very important

negatively) to 5 (very important positively).
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Mean SD Mean SD
_ _ _ _ Sig. (Mann
with with | without | without _
Whitney U)
SpLD | SpLD | SpLD SpLD
How important were each of the following factors in influencing your career choice?
Personal Preference 4.75 0.44 451 0.68 0.056
Specialty Characteristics 4.60 0.55 4.48 0.55 0.231
Intellectual Content of Specialty 4.35 0.70 4.05 0.63 0.012*
Specialty Training Process 3.55 0.96 3.72 0.79 0.352
Intellectual Ability 3.95 0.82 3.69 0.62 0.099
Career Opportunity 4.00 0.78 3.91 0.76 0.621
Lifestyle After Completing Training 3.93 0.80 3.85 0.98 0.807
Role Models 3.90 0.90 3.95 0.79 0.769

Table 17: Participants specialty preferences

Key: *significant at p<0.05 SD=Standard Deviation
1=Very important negatively, 2=Important negatively, 3=Unimportant,
4=Important positively, 5=Very important positively

‘Personal preferences’ was the highest rated of the 8 provided factors as being
positively important in influencing the participants’ career choices for both groups (see
Table 17), followed by ‘specialty characteristics’ and ‘intellectual content of specialty’.
The actual ‘specialty training process’ was rated the lowest for those doctors with
SpLD, whereas those doctors without SpLD rated ‘intellectual ability’ as the lowest
important factor. There was only one factor that was rated significantly more important
to those with SpLD, in comparison to those without, which was ‘intellectual content of
specialty’ (p=0.012). For those participants who selected the provided ‘other’ option to
describe alternative factors as influencing their career choice, the 2 main reasons for
doctors with SpLD were ‘family life’ and ‘personal reasons’ which were similar for those
doctors without SpLD who stated, ‘overall job satisfaction’, ‘job content’, ‘flexibility in job

location in UK and availability’ as well as ‘family life’.
There was a significant difference found between those doctors with and without SpLD

in relation to being in the specialty they thought they wanted to do when qualifying. In

total, half of the doctors with SpLD were in the specialty they thought they would be in
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when qualifying as compared to over half of the doctors without SpLD who instead

reported that they had changed their mind since then (see Table 18).

SpLD Non-SpLD
Sig.
Number % Number % (X2, Chi
squared)
Are you in the specialty you thought you wanted to do when qualifying?
Yes 20 50 34 39.53
No, but I'm working towards it 6 15 4 4.65 0.041*
No, | changed my mind since 14 35 48 55.81
Were there specialties that you specifically chose not to pursue?
Yes 31 77.50 67 77.01
0.632
No 9 22.50 20 22.99
Do you think there are certain areas of medicine that are
better suited to those with SpLD?
Yes 16 40 18 20.22
0.018*
No 24 60 71 79.78
Have you ever considered changing your current specialty?
Yes 9 22.50 20 23.26
No 27 67.50 60 69.77 0.983
N/A 4 10.00 6 6.98

Table 18: Participants thoughts on specialties

Key: * significant at p<0.05

Participants were also asked if they had ever considered changing their specialty.

There was no significant difference between the answers given by doctors in the two

groups with the majority of both groups reporting that they had not considered

changing their specialty. Some of the reasons given by those with SpLD for why they

had considered changing included family commitments, job tasks, exam load, and

reading and writing difficulties. For those without SpLD, stress and work/life balance

were frequently commented on as well as unspecified personal reasons/lifestyle

reasons, exploring opportunities and wanting to develop in other areas.
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Over three quarters of the doctors in each group agreed that there were specialties that
they chose not to pursue. There was no significant difference found between the two
groups in this regard, although various specialties were mentioned by both groups as
not being pursued in a subsequent open ended question. For those with SpLD, 27.5%
(11 out of 40) participants specifically stated surgery as an area that that they chose
not to pursue, followed by acute medicine, hospital medicine and psychiatry. For
doctors without SpLD, 41% of doctors (23 out of 56) also stated that they did not
pursue surgery but without giving any particular reasons, 23% (13 out of 56) said
General Practice and other non-SpLD doctors mentioned specialties such as
anaesthetics, obstetrics and gynaecology, and paediatrics. Only one participant with
SpLD gave the reason that they were ‘not good with their hands’ as an explanation for
not pursuing surgery (see Table 19), with another doctor without SpLD giving the same
reason. One doctor without SpLD also stated that they did not pursue a career in

surgery as they ‘didn’t want to spend their working life fighting gender discrimination.’

Those doctors with SpLD also perceived that there were areas of medicine that were
better suited to those with SpLD to a greater extent than doctors without SpLD.
General practice and surgery were the most frequently stated as being well suited for
those doctors with SpLD but it was recognised that this could vary depending on the
person’s skill set. Those without SpLD who felt that there were some areas of medicine
better suited to those with SpLD also recognised that it depends on the individual as to
which specialties best suited, but some participants did suggest that surgical
specialties or laboratory based work could be particularly suitable; although one
participant did note that someone with dyspraxia may have difficulties with manual
dexterity skills. In their responses to this question, both groups of doctors
acknowledged that dyslexia is a spectrum and it would depend upon where a person’s
SpLD related strengths and weaknesses were as to which specialties would be
particularly suitable. Participants in both groups also explained that everyone has
strengths and weaknesses irrelevant of whether they have SpLD and that people will

often naturally aim for the job that fits their skills (see Table 19).
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Areas Areas
chosen not Reasons chosen not Reasons
to pursue to pursue
‘No sensible content and
patients don’t usually get
_ better’ _ ‘as it was said to be busy
Psychiatry Psychiatry
‘Too many colleagues and stressful’
were disturbed
themselves’
‘drug doses have to be
. calculated all the time
‘long hours and involves _
o o and although this would
sticking needles in kids’ _ _
not be an issue with a
Paediatrics Paediatrics | calculator | never wanted
‘because of demands of _
_ to depend on not getting
career progression at the _ _
. caught without one e.g. if
time’ .
running to an emergency
% A it could fall from a pocket’
—
n
= General _ @ | General ‘| don't have the attention
3 _ ‘due to social aspects’ | < _ o
< | Practice § Practice span to sit in a room’
s
‘| found it had a slightly _ .
_ ‘l did not believe | would
blunting effect on
. . be able to cope long term
Emergency compassion due to the Hospital o _
o . o with in these fields due to
medicine emotional bombardment medicine o -
my disability and specific
of exposure to ) o
mix or abilities’
continuous death’
‘| felt women were
) sometimes _ ‘because | was unsure of
Obstetrics _ Cardiology _ _
uncomfortable with me my practical skill’
as a man’
Pathology/ . o _ ‘I'm not good with me
_ ‘| like patient interaction’
radiology hands’
. Surgery : :
Anaesthesia | ‘I'm not very good at ‘didn't like most of the
maths/physics’ surgeons very much!’

Table 19: Specialties specifically not pursued by participants
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Doctors with SpLD

Those participants who had been diagnosed with SpLD or suspected that they had
SpLD went on to complete further sections of the questionnaire, which were specifically
tailored to collect more information about their SpLD and focused on their experiences
of having SpLD. Out of the 129 participants who took part in this study, 40 of the
participants had been diagnosed with or suspected that they had SpLD.

Participants did not report being diagnosed with any other major disabilities, although
one of the participants also had a diagnosis of Tourettes syndrome. In total 9 of the
participants reported being diagnosed with a mixture of dyslexia, dyspraxia, dyscalculia
and attention deficit disorder (ADD). Of those who reported having SpLD (n=40), 6
considered themselves disabled and 5 out of those 6 participants said that they
considered themselves due to their SpLD. The other participant reported that they
considered themselves disabled due to a physical disability.

Level of severity Number
: 8
Very Mild (20%)
: 14
Mild (35%)
15
M
oderate (37.5%)
2
Severe (5%)
1
Very Severe (2.5%)

Table 20: Number (%) of Participants severity rating of their SpLD.

As the severity of SpLD can vary, the participants were asked to rate how severe they
thought their SpLD to be. Only one of the participants considered their SpLD to be ‘very
severe’ with the majority of participants rating themselves to have ‘moderate’ and ‘mild’

levels of severity (see Table 20 for details).
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Overall effects of SpLD

To find out if having SpLD is believed to have any effects on being a doctor and indeed

their lives, participants were asked to rate statements concerning the impact of having

SpLD on a 5 point scale of frequency from ‘always’ to ‘never’. When asked ‘does

having SpLD impact on your overall life?’ the majority of participants agreed that it does

sometimes have some level of impact (see Table 21) with only 7.5% claiming that they

are ‘never’ affected by SpLD in their general life. In terms of how often they felt having

SpLD potentially impacted on their current work position, a fifth of participants reported

that it ‘usually’ has an impact on their work.

Always | Usually| Sometimes| Rarely Never
Does having SpLD impact on 4 6 16 9 3
your overall life? (10%) (15%) (40%) (22.5%) (7.5%)
Does having SpLD impact on 3 8 9 12 6
your current work position? (7.5%) | (20%) (22.5%) (30%) (15%)
Do you try to avoid certain

3 6 15 5 9

aspects of your work because

(7.5%) | (15%) (37.5%) (12.5%) | (22.5%)

of having SpLD?

Table 21: Number (%) of participants rating of ‘Impact of SpLD’

Although the combined scores given for the everyday skills and clinical skills by doctors

with SpLD were significantly different (as reported in section on ‘General and Work

Related Skills’), such that these doctors rated their everyday skills more poorly than

their clinical skills, there was no difference between the score given for how these

doctors feel SpLD impact on their general everyday life and work (related samples

Wilcoxon signed rank test P=0.061).

In order to ascertain how having SpLD impacts on doctors, participants were asked if

there were any aspects of their work that they avoid because of having SpLD. When

responding to this question over a third of participants claimed that they ‘sometimes’

avoid tasks while 7.5% claimed that they ‘always’ avoid certain aspects of their work

(See Table 21). When asked what aspects of their work they avoided, there were lots
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varied responses across the group. One of the most common type of tasks people
described avoiding were tasks that involved writing (n=12). Participants described
avoiding tasks including: writing discharge letters, writing essays, writing prescriptions,
taking notes on ward rounds and writing on the board when teaching or in meetings,
with some explaining that it was due to a fear of misspelling words or having illegible
handwriting. One participant explained that they have been particularly keen to work on
establishing electronic patient records and initiating support such as dictation across

their department as a way of reducing the amount of actual written work.

Another commonly mentioned avoided task involved speaking or completing certain
tasks in front of others (n=8). Tasks such as giving presentations, ‘off the cuff speaking’
and speaking in meetings were described as ones that participants did not like and
tried to avoid, due to difficulties expressing their thoughts in words or reading aloud in
front of people. Participants also described not liking being in a situation where they
were expected to remember information unless they were able to write down notes
(n=3). They also did not like completing drug calculations without a calculator (n=1), or
performing practical procedures (n=3) or tasks that involved sequencing such as

following directions or instructions (n=2).

Reading was another aspect that participants described avoiding (n=3), including
reading lots of reports or long sections of text whether it be for work or exams, with one
participant explaining that they have difficulties in summarising facts that they have
read.

When asked if they sometimes tried to hide their SpLD, the results from the participants
were quite evenly distributed across the responses available (see Table 22) varying
from ‘strongly agreeing’, to ‘strongly disagreeing’. Participants may have tried to hide
some of their difficulties due to fear that they would be judged, as a fifth of doctors
strongly agreed with the statement that they thought others would judge them for
having SpLD and over a quarter were inclined to agree. Participants also seemed to be
divided in their responses to a question relating to the notion that having SpLD would
make them more prone to making an error. However when asked if they felt that having
SpLD would make them a better doctor, 30% of the participants were ‘inclined to agree’
(see Table 22).
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st | Inclined Inclined St |
ron ron
ad to Neither _ i
Agree ) disagree
Agree disagree
_ _ 6 9 8 8
| sometimes try to hide my SpLD
(15%) (22.5%) | (20%) (17.5%) (20%)
| think that others will judge me 8 11 8 5
for having SpLD (20%) (27.5%) (20%) (15%) (12.5%)
Having SpLD makes me more 2 10 10 11
prone to making errors (5%) (25%) (25%) (12.5%) | (27.5%)
Having SpLD makes me a better 4 12 14 2
doctor (10%) (30%) (35%) (15%) (5%)

Table 22: Number (%) rating of ‘Iimpact of having SpLD’

Disclosure

In the final section of the questionnaire, participants were asked about who they had

disclosed their SpLD to. Whilst doctors with SpLD were more likely to agree that a

doctor with SpLD would have more strengths in the workplace when compared to

doctors without SpLD, overall only a quarter (n=10) of the doctors had disclosed their

SpLD when they applied for their current job. The participants were most likely to

disclose their SpLD to their family followed by their friends.

Peers Colleagues | Friends Family Patients
) 6 6 12 20 1
Yes - all the time
(15%) (15%) (30%) (50%) (2.5%)
_ 22 23 18 12 15
Yes - sometimes
(55%) (57.5%) (45%) (30%) (37.5%)
10 9 8 6 22
No - never
(25%) (22.5%) (20%) (15%) (55%)

Table 23: Number (%) of people participants chose to disclose to.

The overall majority of the participants (see Table 23) reported that they would never

tell a patient that they had SpLD although over a third of participants would sometimes

disclose their SpLD to a patient. However only one participant reported that they
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always tell their patients about their SpLD. In response to a previous question another
participant explained that they use their experience of SpLD as a positive example for
patients and how by being open about their SpLD with others in their working network,
they were able to create a strategy to help prevent errors.

Discussion

The findings from this study demonstrate that although there were areas where the
views and experiences of doctors with SpLD differ to those without SpLD there were
also similarities that all doctors share. While doctors with SpLD did appear to
experience some SpLD related difficulties in the clinical environment, the similarities in
ratings between the two groups suggested that the compensatory coping strategies
that they have in place render their self perceived clinical performance level and clinical
experiences no different to those doctors without SpLD.

Working life as a doctor is notoriously stressful (Tattersall et al., 1999; Firth-Cozens,
2003) for all, regardless of whether the doctor has SpLD or not. Irrelevant to whether
they had SpLD or not, most of the doctors in this study strongly agreed that their work
could be stressful but that they felt that they were coping well. Some research has
suggested that when doctors become stressed patient safety can be compromised
(Firth-Cozen and Greenhalgh, 1997) however results from this study showed that both
groups of doctors believed that they were still able to do their job well. Potential
reasons as to why there were no difference found between these two groups of doctors
could be due to the fact that those doctors with SpLD reported using more strategies to
help them cope with stress in their work or because they were in different specialties to

doctors without SpLD.

Stressful work environments have been found to exacerbate the difficulties caused by
SpLD in nurses (lllingworth 2005), resulting in individuals trying to establish effective
coping strategies to compensate for these difficulties; this could explain the higher
reported use of strategies by those doctors with SpLD. Previous research found other
factors to exacerbate SpLD related difficulties were pressure to complete work in a
strict turnaround time, the speed required to complete tasks in clinical practice and the
negative attitudes and behaviours of colleagues, which can result in negative effects on
confidence and self esteem of those with SpLD (White, 2007).
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Research has found that those with SpLD are often tenacious (Sanderson-Mann and
McCandles, 2005), and more self aware, and they are able to utilise their strengths by
being creative problem solvers and developing strategies to combat any difficulties
experienced (Morgan and Klein, 2000; Morris and Turnbull, 2006). This could suggest
that those strategies used by the doctors in this study are successful strategies and this
could explain why there was no difference between the two groups in how stressful
they think their job is. It could also explain why doctors with SpLD reported that they
are coping well, because the doctors with SpLD have effective and successful
strategies in place to cope. The average length of time that doctors in this study had
been in employment was 9.2 years and the majority of the participants were diagnosed
with their SpLD during university or school, so it is also likely that the doctors with
SpLD have already developed and have fully established coping strategies in place to

deal with any work-based issues.

The doctors with SpLD did report being more concerned that they would make a
mistake in their work than the doctors without SpLD, however this does not necessarily
translate into them being actually more likely to make a mistake. As mentioned above,
previous research has found that doctors with SpLD have been found to have higher
levels of self awareness, so the doctors with SpLD in this study could be more aware of
where their difficulties are and thus they are able to identify the clinical areas where
these difficulties might be a potential threat, and so they can create a strategy to help
prevent problems. Previously research has also suggested that those with SpLD have
lower self esteem, confidence and self belief (Burton, 2004, BDA, 2013), all of which
can be caused by fears of stigmatisation (Nalavany et al., 2013). For example, Morris
and Turnbull (2007) found that dyslexic nurses reported being scared that they would
make a mistake for fear of being disparaged. This could go some way to explaining

why doctors with SpLD were more concerned about committing an error.

Skills

The types, number and severity of traits of SpLD can vary significantly from person to
person and also depending upon the situation that the person is in. Difficulties normally
involve sequencing and processing information which causes difficulties with tasks

such as reading and writing, but can also include difficulties with short term memory,
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concentration and motor skills (Murphy, 2010). As has been found in previous
research (lllingworth, 2005; Miller et al., 2009) doctors with SpLD rated themselves as
significantly lower than the doctors without SpLD for the general writing skills of writing
by hand and writing legibly, and also the work-related skills of communicating in writing
with their colleagues.

The scores from those with SpLD in the general skills list reflect the stereotypical
difficulties that one would expect someone with dyslexia to have, such as remembering
information, spelling ability, hand writing, reading and expressing themselves. People
with SpLD often have much better long term memories than short term memory (Child
and Langford, 2011) which could explain why doctors with SpLD scored their short
term memory significantly lower than doctors without SpLD, however there was no
difference between the scores for long term memory. Although those with SpLD have
been found to have strong visual skills (Schneps et al., 2011), there was also no
difference found in this study between the two groups regarding processing visual

information.

The doctors with SpLD rated their general skills as significantly lower than doctors
without SpLD for 8 out of the 13 skills listed, but they only rated two out of the 26
clinical skills as significantly lower. This suggests more similarity between the two
groups in how they rate their performance of clinically related work skills in contrast to
general skills. Passible reasons for this could be that doctors have to reflect on their
working practices regularly, are involved with training medical students and also have
to observe their peers and therefore they have to know what standard their clinical
skills need to be. Whereas they may not have thought about their more general skills to
the same level of detail and thus they may not know what standard they should be at. It
may also be easier to rate oneself against clinical skills as these skills were more
specific and related directly to regular tasks that the doctors perform; in contrast the list
of general skills was slightly more ambiguous and possibly open to interpretation. The
element of rehearsal may also play a role in doctors rating their clinical skills higher
than their general skills. As stated previously, the average time the doctors had been in
their role was just over 9 years, therefore the doctors would have been able to develop
any coping strategies required for the tasks involved in their clinical role, and have

been performing these specific clinical tasks regularly for many years
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The fact that doctors with SpLD were found to use more coping strategies in the
workplace (which will be discussed below) and scored no differently on the clinical
skills tasks, yet scored very differently on the general skills tasks, could imply that
these doctors are applying strategies to work life and not home life. This could be
because their home lives are less stressful and they are not in a competitive
environment where they are judged on their performance. Also concerns about
disclosing their SpLD or performing tasks that may highlight their SpLD are potentially
reduced in the home setting, and thus not exacerbating their SpLD difficulties. Goffman
(1959) used the analogy of the theatre to discuss how people use impression
management when on stage to convey their role and perform to their audience,
contrasting with when backstage where they can relax in private and have no need to
perform. Within the context of this study, the front stage would be the clinical
environment where the doctors are performing the professional role they are expected
to play by society; they have to create strategies to cover their SpLD and manage
people’s impressions of them. Then backstage would be when the doctors are at home
or away from the clinical environment, where they can relax and potentially be more
like their real selves and not having to worry about their SpLD being evident or having
to cover up any SpLD with strategies.

On the everyday skills, doctors with SpLD scored themselves significantly lower than
doctors without SpLD for the item ‘expressing your thoughts verbally’. Whereas, when
this skill was applied to a clinical setting (discussing medication, treatments and
communicating verbally with colleagues) those with SpLD scored these communication
skills higher, and not significantly differently to those doctors without SpLD. Reasons
could be that perhaps there is more structure to communication when in the clinical
setting and so there is less range in communication. Another possible explanation for
this particular strength could be due to 30% of the participants who had SpLD having
completed a PBL medical course. Previous studies (Prince et al. 2005; Norman, 2008)
have shown that those students who complete PBL medical courses are better at

communicating than those who complete other styles of medical course.

Another possible explanation for the good ratings of verbal communication in the
clinical setting could be familiarisation with the task through training and then repeated
experiences during daily work. Rehearsal, in terms of performing the same tasks

repeatedly in work or having a similar framework for work based tasks, and the
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structure inherent in the boundaries of work related communication could lead to
doctors with SpLD positively viewing their skills in these areas. This is in contrast to
Morris and Turnbull’s (2007b) finding that dyslexic nurses had difficulties in
communicating verbally, which directly affected their work. Previous research has
noted that nursing students experienced difficulties with spelling everyday words,
reading and writing, short term memory and concentration which then led on to

experiencing difficulties relating to these skills in clinical tasks (White, 2007).

Other clinical tasks that were found to be problematic for nurses with SpLD include
drug calculations and administration, giving and receiving handovers, reading doctors’
handwriting, filling in forms, remembering to do tasks, organising and prioritising
workloads, note taking, and pronunciation of drug names (lllingworth , 2005; Morris and
Turnbull, 2007; White, 2007). This study, however, found that the doctors with SpLD
did not rate themselves as particularly poor in prescribing medication, explaining
medication to patients or performing drug calculations, and they rated their

performance at a similar level to doctors without SpLD.

In past research, skills such as empathy have been found to be a particular strength
reported by dyslexic nurses (Sanderson-Man and McCandles, 2006; Wray et al., 2012).
Empathy refers the way in which a person is able to relate to and identify with another
person’s position and thoughts (Hojat et al., 2002). Empathy is thought of as a
desirable personality characteristic and has often been reported as a very important
characteristic in doctors (Hemmerdinger et al., 2007). Hojat et al. (2002) reported that
previous research into empathy has found empathy linked to factors such as moral
reasoning, positive attitudes towards elderly patients, positive clinical outcomes and
doctor satisfaction; additionally, females have been found to be more empathic and
have more caring attitudes than males. However there was no difference in how
doctors with and without SpLD rated their empathic skills, although both groups did rate
their performance in this area highly. As gender has been shown to be a factor in
empathy skills this was also explored in the data, however no gender difference were

found so these data were not reported.
Those with SpLD did score themselves significantly higher on ‘understanding medical

ethical principles, including confidentiality’ than doctors without SpLD. This could

perhaps be because doctors with SpLD were drawing on their previous experiences of
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dealing with SpLD (Morris and Turnbull, 2006) and they feel they can relate more to
patients and ethical problems, especially surrounding confidentiality.

The results from the doctors with SpLD for the clinical related skills support the results
from the earlier questions where no difference was found between how doctors rated
themselves on their current work performance and how they cope with their work and
would suggest that their clinical practice is not affected by the difficulties caused by
SpLD. However significantly more doctors with SpLD reported having issues raised in
relation to errors or poor performance in work than doctors without SpLD. This could
imply that the clinical performance of doctors with SpLD is affected by SpLD. Those
doctors with SpLD could also be more likely to feel that an issue had been raised due
to being more susceptible to criticism and being more self critical, as a result of
previous negative experiences or stigmas. The fact that both groups of doctors rated
their clinical skills very similarly may suggest that these issues are not related to these
clinical skills. The data does not provide any clear reasons as to why this difference
has occurred. No data were collected regarding the actual number of issues raised or
the areas these related to, so it is not known whether these errors / poor performance
were related to difficulties associated with the doctor’'s SpLD. The doctors with SpLD
did describe completing thorough error checks on their work. This could impact on the
overall time taken to complete their work. Doctors often work within strict time limits
and therefore not meeting these could result in issues with performance. For example,
if doctors are working more slowly than their colleagues there might be work left
undone at the end of a shift, which would have a knock on effect by leaving more work

at handover for colleagues.

Some of the participants with SpLD who declared that issues have been raised with
their work also reported being diagnosed at work. As such, it is possible that these the
doctors could have been in denial about their difficulties (potentially not want to be
seen as ‘different’) or have been unaware that they had SpLD and the ‘issues raised’
could have been the trigger for their assessment and diagnoses; however, as
previously stated, it is not known if these issues were related to their SpLD. This higher
rate of issues raised regarding errors or poor performance might also account for why
those doctors with SpLD reported being more concerned that they would make a
mistake in their work than those doctors with SpLD. In contrast to these findings,

previous research has found potential error risk factors have been linked to doctors
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having a low awareness of their own potential to make errors (Dean et al., 2002). In
interviews doctors reported that they were unaware that they had ever made an error,
but this may have been due to others correcting their mistakes and not informing the
doctor or lack of reporting due to potential embarrassment about the mistake (Dean et
al., 2002).

The major concern relating to a clinician with SpLD is that they will make an error
involving medication such as drug calculations/administration or writing prescription
(Morgan and Chambers, 2004; Morris and Turnbull, 2007). However, there are many
reasons as to why any doctor could make a mistake and there is no conclusive proof
that someone with SpLD would be more or less likely to make one. A study by Millward
et al. (2005) found tentative results suggesting that having dyslexia could cause
difficulties for nurses when completing certain clinical tasks involved with drug
administration, however they emphasised that in reality there are many other factors
that could influence performance in the workplace, such as cognitive overload or stress
induced fatigue. An investigation into prescribing errors by Dean et al. (2002) found
that errors were often made due to prescribers not following the relevant rules or simply
due to slips in their attention. Factors such as communication, workload, whether the
prescription was for their own patient or not, and doctors’ wellbeing were also linked to
errors rates in prescribing (Dean et al., 2002). Ignorance and inexperience were also
found to be causes of mistakes in junior doctors (Baldwin et al., 1998). These findings
demonstrate that all doctors are susceptible to error and it would be unfair to conclude
that it was just those with SpLD who are at risk of making such errors. A suggested
way to reduce the risk of error was to enable doctors to recognise the situation in which
they are potentially more likely to make an error, for example when dealing with a
heavy workload or dealing with unusual drugs (Dean et al., 2002). A study by
Dornhorst et al. (2005) highlighted the need for more support for doctors to improve
their overall working lives by implementing better secretarial support and managerial

support, which could in turn, reduced doctors’ error risk rate.

It would be interesting to know what happened to the participants in this study who had
had issues raised due to errors or poor performance. Firstly, was this issue due to
SpLD related difficulties? Then what was the outcome, for example, were they given
assistive software and is this why those with SpLD reported higher use of such

programmes? Does this explain why doctors with SpLD think they are more likely to

141



make a mistake, because they have done so in the past or because they feel
uncomfortable in the workplace maybe due to having negative coping strategies
(outlined below)? Whatever the cause of such performance issues, both groups of
doctors in this study reported that they were inclined to agree that they are coping well
in their job.

Support - formal and informal coping strategies

To help overcome any potential barriers in the workplace support is often available to
those with SpLD. Such support in the workplace can come in various forms and can be
used by everyone, not just those with SpLD. It can be obtained through formal means
and put in place through schemes or by employers or it could be something informal,
small and created by an individual themselves. It can be given through supplying
physical items to help people overcome barriers (for example, assistive software, spell-
checkers, digital voice recorders) or from individual people, mentors, or support groups.
For those with SpLD, support in the workplace can often be key to establishing a

successful work environment and overcoming any barriers they face.

A higher percentage of participants with SpLD used assistive software to help them in
the workplace when compared to doctors without SpLD. Spell checks were the most
popular choice for both groups of doctors, along with mind mapping software and voice
activated software for doctors with SpLD. For doctors without SpLD the rest of the
assistive software was used by a much smaller number of doctors, although one of the
participants who did not have SpLD explained that they used voice activated software
as their department was trying to introduce the use of this software across their team.
The use of voice recognition software in the medical world is being encouraged as
potential advantages could include improvements in doctors’ efficiency, enhancements
in patient safety and decline in expenditure (Issenman and Jaffer, 2004; Parente at al.,
2004). The use of such systems in the National Health Service (NHS) has mainly been
in Radiology departments thus far, as there are often long delays in the production of
written documents due to issues with employing medical secretaries (Patel and
Harbord, 2012). Patel and Harbord (2012) concluded using voice dictation software
significantly reduced the time taken to produce documents, with the advantage of only
needing a small amount of training for secretaries which results in an overall increase

in efficiency. This is supported by Zick and Olsen (2001), who recommended the use of
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voice recognition software for all physicians due to quicker turnaround times of
documents and reductions in cost. This highlights the point that assistive software and
support can be useful to all and not just those with SpLD.

However, whilst such evidence indicates that voice recognition software has been
found to be useful to all doctors, not just those with SpLD, only 7 out of the 40 doctors
with SpLD in this study reported using this type of software. This could be as more
formal types of support, such as assistive software, have been found to be limiting
when used in the clinical environment due to users needing to acquire the knowledge
of how to use them (White, 2007). It has been suggested that the success of the use of
technology in supporting nursing students with dyslexia is dependent on the individual
that it is given to, as using technological support successfully requires the user to be
interested and committed to learning how to use it (White, 2007). The clinical
environment itself may act as a barrier to support for those with SpLD as it may not be
conducive to these types of formal support. Other reasons for limited success of
technology in the clinical setting included concerns over the safety of equipment and
resistance of staff towards their use (White, 2007). This could be why participants
appeared to prefer to use more informal strategies to help them with dealing with
issues developed from work. Alternatively, lack of use of assistive software could be
because the doctors have good medical secretaries and therefore do not require

technology.

Doctors with SpLD may have preferred to use more informal coping strategies (which
will be discussed below) to deal with any difficulties or barriers found in the workplace
as opposed to seeking formal support, perhaps because they were unsure of where to
seek help. Hu et al. (2012) reported that many doctors did not seek support in the
workplace due to perceived lack of time as well as having concerns about
confidentiality, negative effects on their career prospects and negative stigma. Doctors
may also have used more informal strategies as they may not have been diagnosed
with or given the label of having ‘dyslexia’ or ‘SpLD’, which is often required to seek
formal support. The doctors may also have preferred less obvious formal strategies as
this allowed them to manage the impressions they were making to others and would
not make it obvious that they are using equipment that others are not. This would
enable them to keep their hidden disability hidden and therefore they would not be

seen to be deviating away from the ‘norm’.
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A significantly higher number of participants with SpLD did use informal strategies to
help them in the workplace when compared to doctors without SpLD. The types of
strategies used varied from note taking and making lists, taking work home or to a quiet
location, mentoring systems and taking additional time to complete work (before and
after hours). When looking in detail at the informal strategies used by doctors with
SpLD the most frequently stated were double checking their own work and asking
colleagues to check their work or assist them with some form of support. In a
questionnaire study Morris and Turnbull (2007b) found that dyslexic student nurses
would also check and double check their work and often ask their colleagues to check
the accuracy of their work. Other coping strategies for these student nurses included
dictionaries and spell-checkers, colour overlays and note taking techniques. Qualified
nurses and Health Care Assistants with dyslexia also used coping strategies to
overcome difficulties such as note taking, carrying a phrase book and rehearsing
sequences for tasks (lllingworth, 2005). An important point highlighted by lllingworth
(2005) was that double checking work should be an automatic process for all nurses
and not just those with SpLD, however those with SpLD in this study described triple

and quadruple checking to ensure that their work is correct.

However it was not just those doctors with SpLD who reported using informal coping
strategies. Doctors without SpLD also described using informal types of coping
strategies to help them in the workplace, with some being similar to those used by
doctors with SpLD such as making lists of tasks to complete and decision making
prompts and aids. They also commented on using more physical types of strategy to
help cope with stress such as yoga, running and counselling skills. Similarly to those
with SpLD, these doctors frequently reported ‘discussing’ challenges with colleagues,
as useful coping strategy. This could suggest that all doctors have experienced
difficulties or certain barriers to success in the clinical environment and that in fact, as
Kahtan (1999) stated, ‘all doctors are disabled, but some are more disabled than
others’ (pp.260).

When describing some of the informal coping strategies that doctors without SpLD use,
the most common strategy reported by 13 out of the 22 doctors was they ‘discuss’ their
issues with their colleagues or use some other form of communication with fellow

doctors, such as using professional chat rooms for opinions. One participant described
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using coffee breaks for discussions with their colleagues as a way to deal with ‘the
burden of uncertainty’ and others explained how discussions with colleagues about
patient difficulties were a natural part of their job. Fothergill et al. (2004) also found that
psychiatrists use communication and support from their colleagues as a coping
strategy to deal with stress caused by their work. Differing slightly from this, doctors
with SpLD described using colleagues to ‘check’ their work for errors, for example re-
reading letters or prescriptions for spelling mistakes as opposed to informally
discussing patient related queries with other colleagues. One participant explained how
they are ‘supported’ in their work by an excellent team, describing how ‘some of their
strengths obviously overcome their weaknesses’, while another explained how their

colleagues check all of their formal writing.

From the terms that they use, doctors with SpLD seem to describe the support they
seek in a way that would imply that they are weaker than their colleagues; in that they
do not say that they ‘discuss participant cases’ with fellow doctors, as the doctors
without SpLD did, instead they talk about ‘getting second opinions if unsure’ or getting
colleagues to check their formal writing for mistakes. Out of the 22 participants with
SpLD who responded to this question, none of them used the term ‘discuss’ whereas 8
doctors without SpLD used that term when describing their informal coping strategies
involving their colleagues, implying that they see themselves on a more equal level with
those colleagues. One doctor with SpLD even reported asking others to do the jobs
that may show up their disability. This kind of behaviour is a negative coping strategy;

these are discussed below.

These results would appear to suggest that doctors are communicating differently with
each other depending upon if they have SpLD or not. Discussing issues with
colleagues is suggested by others (Hu et al., 2012) to help prevent medical mistakes,
and communication between doctors has been found to be an extremely important
factor in preventing stress in the workplace (Cohen et al., 2005). In a clinical
environment there are many different types of challenges that a doctor has to face,
thus making communication with colleagues an essential skill in enabling a doctor to
perform their role well. Those doctors with SpLD seem to view discussions as a means
of getting help from someone who does not have their particular weakness (i.e. the
thing they are getting checked) and thus they could be missing out on having more

equal footing discussions with their colleagues.

145



In regards to the other strategies reported by doctors with SpLD, they described
rigorous processes that they go through to ensure that their work is correct. Some of
the participants reported using dictation while others explained that they prefer to
complete their work in a quiet environment aiding concentration levels and will often
take work home if they are unable to find such a place at while at work. The lack of
spell-check on the clinical record systems was cited as a problem for one doctor with
SpLD. Writing notes and lists was described by several doctors with SpLD to aid short
term memory. The doctors with SpLD often described being organised and prepared in
doing their work and having it completed in time to be checked, or doing tasks as soon
as possible so they have time to complete it and so they do not forget any details or to
do the task. This thoroughness could explain why, when asked to rate their ‘organising
working load’ skills on the previous scale question there was no difference found
between the two groups of doctors, despite organising skills being an area where those
with SpLD are often thought to have difficulty (Wright, 2007). This said, Murphy (2010)

found that dyslexic radiography students marked organising skills as strength.

Career

The type of specialty chosen by a doctor could play an important part in ensuring that
doctors with SpLD are able to cope and apply the strategies that they require to
perform their job successfully. The results from this questionnaire found that more
doctors with SpLD were in the specialty they thought they wanted to do when qualifying
when compared to doctors without SpLD. This again could be a demonstration of
heightened self awareness in that they knew what specialty they would prefer, or

perhaps which ones would be better suited to their strengths.

When deciding upon a specialty all of the doctors reported that ‘personal preferences’
were the most important factors in influencing their career choice followed by the
‘specialty characteristics’. This is confirmed by previous studies which also found that
personal and family circumstances (Dornhorst et al., 2005) were influences in career
specialty choice, along with ‘quality of life’ and ‘job content’ (Lambert et al., 2003).
Intellectual content was the only career influencing factor where there was a difference
between the two groups of doctors, with those doctors with SpLD rating it as

significantly more important.
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The most frequently stated specialty that both groups of doctors reported they had
specifically chosen not to pursue was surgery, with doctors with SpLD explaining that
this was due to coordination difficulties and a female doctor without SpLD claiming that
they feared gender discrimination would be an issue. Lambert et al. (2003) also found
that a high number of doctors had chosen not to pursue a career in surgical specialties
giving reasons such as quality of life concerns and it being considered too stressful.
Balch and Shanafelt (2010) explain that although a career in surgery can be incredibly
rewarding, it can also cause extremely high levels of stress and a significant chance of
burnout. This level of stress / burnout has also been related to medical errors made by
surgeons (Shanafelt et al., 2010). Accounts like these could explain why so many
doctors in this study, not just those with SpLD, decided against the specialty. But it is
perhaps especially pertinent for doctors with SpLD given that working under high
pressure can exacerbate SpLD related difficulties (lllingworth, 2005). Balch and
Shanafelt (2010) advised that surgeons must not think that they are alone in their
experiences at work and that during stressful times they must communicate with their
colleagues, have emotional self awareness and create support system strategies to
help deal with their stress difficulties. Interestingly this advice given to surgeons to help
them deal with their work has a similar resonance to that given to those with SpLD to
help them deal with their workplace difficulties.

Many of the doctors with SpLD also suggested psychiatry, paediatrics and acute and
hospital medicine as areas they did not want to pursue as some were unsure about
their practical skills or their attention span or if the environment would be ‘busy and
stressful’. Doctors without SpLD also stated that they did not pursue certain specialties,
particularly paediatrics and general practice. Lambert et al. (2003) also found that
doctors did not choose paediatrics again for ‘quality of life issues’ such as heavy
pressured work environment and long hours, while concerns about poor career

prospects were reasons given against obstetrics and gynaecology.

Stress in the clinical environment for all healthcare workers has been documented as
an issue, but doctors are considered to be at particularly high risk (Coomber et al.,
2002). The varying levels of stress found in medical specialties could account for some
of the 40% of SpLD doctors in this study who reported that they had considered

changing their career. Family commitments, job tasks, exam load, and reading and
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wring difficulties were reasons given for contemplating a change in career. Personal
reasons/lifestyle reasons, exploring opportunities and wanted to develop in other areas
and factors relating to work/life balancing were given reasons as to why a fifth of
doctors without SpLD had thought about changing specialties. Previous studies have
demonstrated, though, that it is not particularly unusual for doctors to change their
career choices especially earlier on their career (Goldacre and Lambert, 2000;
Parkhouse and Ellin, 1988) due to career prospect reasons and re-assessment of

personal skills and abilities (Parkhouse and Ellin, 1988).

It is important to note that gender has been found to play a significant role in choosing
a medical specialty career, followed by personality traits, career motivation and life goal
aspiration (Buddeberg-Fischer et al. 2006). For example, surgical specialties have
been found to be more appealing to males than females (Baxter et al., 1996).
Buddeberg-Fischer et al. (2003) reported that male doctors were more likely to choose
surgical specialties stating influencing factors such as ‘high technological work;
‘research opportunities’ and ‘high income’, whereas females were more likely to choose
gynaecology and paediatrics due to factors such as ‘work with patients’ and ‘short time
for completing specialisation’. A large number of participants involved with this study
were female (64.34%) and out of those participants who had SpLD over three quarters
of those were female, which could account for some of the variance in career

preferences. However there were no significant gender differences found in the results.

A significantly higher proportion of doctors with SpLD thought that there were career
specialties that would be better suited to a fellow doctor with SpLD than doctors without
SpLD. Despite surgery being stated as a specialty that was avoided by the majority of
both groups of participants, surgical specialties and general practice were areas
thought to be more suited to those with SpLD by both groups of doctors. Participants
appeared to be basing this on surgery being a practical specialty and concluding that
often those with SpLD are better at practical tasks and therefore surgery would fit those

criteria.

Two participants with SpLD expressed that they thought surgery may be problematic
for those with dyspraxia. Previous research has also suggested operating and surgery
may be difficult environments for nurses with dyslexia (lllingworth, 2005). One

participant with SpLD in this study suggested that any medical specialty that used good
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software such as radiology or pathology would be beneficial to a doctor with SpLD.
Specialties that involved being ‘on call’, with a significant listening component and with
larger writing aspects were also suggested by the participants with SpLD as specialty
characteristics that would not be suited to doctors with SpLD. Laboratory-based areas
such as pathology were also suggested areas by doctors without SpLD. Specialties
that were slower paced, with minimum amounts of writing and lower patients turnover
rates were more preferable to those nurses with dyslexia as they were able to get to
know their patients, develop routines, a sense of team work and to learn people’s
names, and the nurses also thought that working in faster paced environments would
exacerbate their difficulties (Morris and Turnbull, 2006; White, 2007).

Overall having SpLD may have had a small influence over the specialties chosen by
the doctors, although factors such as personal preferences appeared to have played a
larger role. This is similar to results from Morris and Turnbull (2007) who found that
dyslexic nurses reported that they did not consider their dyslexia to have influenced

their choice of work setting.

Doctors with SpLD

The definition of a disability in the Equality Act of 2010 incorporates developmental
disorders such as dyslexia and dyspraxia. However this is only relevant for the
purposes of this act and it is up to the individual concerned whether they class their
SpLD as a disability. Most of the participants who had a diagnosis of dyslexia had
been diagnosed whilst attending university and a few of the participants considered
themselves to be disabled due to their SpLD. One participant in this study explained
that they felt considering themselves to be ‘disabled’ would be problematic, in that
people have lots of misconceptions about SpLD. It is these misconceptions and
negative attitudes by society that according to the social model of disability (Oliver and
Barnes, 1998) transform impairments into disabilities. This participant in Study 1 also
suggested that when considering other disabilities, they felt that theirs was not equal
and the fact that they were in a high performance job made a difference to this. Their
definition of a disability appeared to be based on the severity of the impairment and the
severity of the impact on them. They went on to explain that they take their disability
very seriously as they would not want it to impact negatively on others and that they try

to be aware of their disability in order to adapt accordingly.
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In accordance with the medical model of disability, Elliott and Gibbs (2008) described
how a diagnostic label is required to enable individuals to find the most effective
solution to any difficulties faced. A dyslexic nurse in a study by lllingworth (2005)
described using their diagnosis positively and as a way of being able to obtain the
support they need to succeed. However another participant in the same study
described being ‘shocked’ when they thought about being referred to as disabled and
explained how the impact of labelling a person with dyslexia as ‘disabled’ could
negatively affect that individual’s self esteem and confidence. Riddick (2000) however
described how despite having medical roots, the term ‘dyslexia’ is often viewed by
many dyslexics as a more socially valid label and having this label will enable them to

have access to specialist support, societies and role models etc.

Overall in this study participants felt that having SpLD had at some level impacted on
their everyday lives, but slightly lower levels of impact were scored in relation to the
impact of their SpLD on their current work. This demonstrates that doctors are aware of
their SpLD and that it is having an impact on all aspects of their lives; however for
some this level of impact is not classed as significant enough to warrant the label of a
‘disability’. There was only a small proportion of participant who reported that their
SpLD never impacted upon their work, but this could be due to having chosen a
suitable specialty and having successful coping strategies in place or alternatively to a
lack of self awareness about the actual impact. A previous study (Morris and Turnbull,
2007) also concluded that SpLD related difficulties do impact on clinical work
particularly with tasks involving spelling, short term memory and reading and also
pronunciation. These difficulties have also been found to have a negative effect on
confidence (Child and Langford, 2011).

Negative coping strategies

It is not just the difficulties with certain tasks that can be problematic for those with
SpLD. As mentioned previously, the process of experiencing these difficulties can
induce feelings of frustration and annoyance, potentially causing stress and anxieties
and result in people using avoidance techniques (Millward, 2004). Dyslexic student
nurses reported feelings of embarrassment and anger resulting from their dyslexic

difficulties, which led to concerns over what their colleagues thought of them and
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consequential failure on tasks (Morris and Turnbull, 2006). As a way of trying to
prevent these feelings the student nurses described methods that they had devised to
avoid with these issues, such as ‘hiding away when expected to take responsibility’ and
not answering telephone calls. People with SpLD often create strategies to cope,
however these are not always positive coping strategies. Often coping strategies that
involve negative actions have been linked to ways of coping with the feelings and
concerns described above by dyslexic nurses. Stress and tiredness have also been
linked to exacerbating SpLD related difficulties (lllingworth, 2005) which can lead to
maladaptive strategies such as overworking, which in turn can lead to further stress
and burnout. Experiencing such high levels of stress has been related to individuals
developing coping strategies that involve distancing or removing the stress source, as

opposed to dealing with the source of stress effectively (Tattersall et al., 1999).

The term ‘passing’ was used by Goffman (1963) to describe the type of strategies that
people use to hide particular difficulties or aspects of themselves that they think might
result in them being stigmatised. The responses from the doctors with SpLD in this
study indicate that at times they implement certain avoidance coping strategies in the
clinical environment to cover some of their difficulties, potentially to avoid behaviours
that could lead to them being stigmatised. Over a third of participants claimed that they
‘sometimes’ avoid certain aspects of their work. Making telephone calls and some
practical procedures, completing drug calculations without a calculator, practical
procedures or tasks that involve sequencing such as following directions or instructions
were examples of tasks avoided by the participants with SpLD. These avoidance
strategies could be viewed as a positive coping strategy in that participants are
identifying areas of weakness and avoid them to avoid error. In addition to the
presence of their SpLD related difficulties leading to doctors being stigmatised,
identification of errors may also lead to stigmatisation. Hence doctors with SpLD may
wish to avoid their errors being evident to colleagues, and thus will avoid tasks where
error potential is higher. However Morris and Turnbull (2006) found that dyslexic nurses
avoiding certain aspects of their job could have an impact on patient safety, thus such
avoidance could be viewed as a negative coping strategy. It has also been suggested
that the actual difficulties caused by SpLD are not the biggest potential reason for why
an error may happen but in fact it is the heightened levels of stress and anxiety caused

by trying to cover them up (Millward, 2005).
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Many participants described trying to avoid completing certain tasks in front of
people/their colleagues. Due to difficulties with expressing themselves public speaking,
such as giving presentations and speaking in meetings, was a much avoided area. This
is supported by Morris and Turnbull (2007) who found that dyslexic nurses reported
difficulties with presentations and speaking during ward rounds and handovers.
Meetings were found challenging to dyslexic nurses (lllingworth, 2005) with some
nursing students preferring to ask other people to complete tasks or even just refusing
to complete a task (White, 2007). Other tasks which doctors in this study tried to avoid
doing in front of others included: writing, spelling, reading aloud and completing
practical tasks. This avoidance of completing certain tasks in front of others could
explain why some participants ‘strongly agreed’ that they sometimes try to hide their
SpLD. Trying to hide or avoiding completing certain tasks could suggest that doctors
are using impression management (Goffman, 1959), a self presentation technique, to
alter their behaviours so that their colleagues will not see their SpLD and thus ensure

that their colleague have positive impressions of them.

Disclosure

A person is under no obligation to disclose their SpLD if they do not wish to and there
are many reasons why a person may or may not choose to disclose their SpLD.
However, not disclosing their SpLD could mean that people do not get the support they
are entitled to, and Morris and Turnbull (2007) highlight that by not disclosing people
are limiting awareness for others. Those that choose to disclose are often cautious and
selective about whom they decide to disclose to (Morris and Turnbull, 2007). lllingworth
(2005) explained how being aware of negative attitudes and stigmas that others
attached to being dyslexic could decrease the chance of disclosing and increase
stress, which could result in exacerbating a doctor’s SpLD related difficulties. White
(2007) argued that being labelled as having SpLD has a substantial impact upon how
an individual perceives themselves, and so by being selective in who they decide to
disclose to gives them power and some control of the situation (White, 2007). Reasons
for disclosing are often based upon whether the person is likely to gain something

positive from it, such as support or assessments (Morris and Turnbull, 2007).

In this study the participants were most likely to disclose their SpLD to their family

followed by their friends, although some had never told their family and a fifth had

152



never told their friends. One participant explained that they were hesitant in telling
people due to stereotypes and stigmas associated with SpLD and over a quarter of the
participants were concerned that others would judge them for having SpLD. Results
also showed that more doctors with SpLD were more likely to know another doctor with
SpLD, in comparison to doctors without SpLD. This could suggest that doctors with
SpLD are confiding in each other for mutual support, or being selective in who they
disclose as a form of impression management. Others have also found that dyslexic
nursing students often disclosed their dyslexia on a ‘need to know’ basis, due to
concerns about reactions and associated stigmas, or if they thought their SpLD was
going to be a problem (Ridley, 2011; Sanderson-Mann et al., 2012). Those doctors with
SpLD were more likely to agree that a doctor with SpLD would have more strengths in
the workplace than those doctors without SpLD, however only a quarter of the
participants had disclosed their SpLD when they applied for their current job. This could
imply that although participants are aware of the strengths of SpLD and they believe
they are good at their job, they could be experiencing felt stigma leading to concerns
about how others will perceive them, especially someone important like an interviewer

for a job.

When it came to potentially telling their colleagues about their SpLD, almost a third of
doctors with SpLD were inclined to agree that a doctor with SpLD ‘should’ tell their
colleagues that they have SpLD; however this rose to nearly half of doctors without
SpLD who thought doctors should disclose if they have SpLD. Reasons for why the
participants thought doctors with SpLD should disclose are unclear, as the majority of
doctors without SpLD said that they would not be concerned about working with a
doctor who had SpLD. A third of the participants with SpLD thought that members of
staff would treat a doctor with SpLD differently in the workplace. This could suggest
that the doctors with SpLD are experiencing felt stigmas and not enacted stigmas, as
doctors without SpLD expressed that they thought other members of staff would not
treat a doctor with SpLD differently and they themselves would not be concerned about
working with a doctor with SpLD. Also whilst over half of the doctors with SpLD in this
study reported that they do sometimes tell their colleagues at work, nearly half agreed
thinking that others would judge them for having SpLD, again suggesting that doctors
are experiencing felt stigma. Scambler (1989) explained how felt stigma can become a

self fulfilling prophecy as if people feel shame or fear about having a potentially
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stigmatising attribute and they conceal this from others, then they will never know if
they will experience the enacted stigma that they fear.

One participant with SpLD in this study did describe enacted stigma, talking about the
lack of awareness that their colleagues had about SpLD and that they found it ‘useless’
trying to explain it to clerical or administrative staff as they often just did not
understand. This could explain why some doctors with SpLD chose not to disclose,
despite maybe thinking that they should. Telling colleagues was difficult for dyslexic
nurses and healthcare assistants in a study by lllingworth (2005) and they were often
selective in which colleagues they decided to disclose to due to concerns about being
judged and fear of misunderstanding. However in this study some described disclosing
their SpLD for positive reasons and developing disclosure into a coping strategy, and
how by making other team members aware of their difficulties they were able to use

input from these colleagues as a way of error checking.

Dean et al. (2002) suggested that pharmacists could be used to help check for
medication and prescriptions errors more than currently, and be involved in formal
strategies to help reduce prescription errors. The relationship between colleagues and
other team members was an important factor in people’s evaluations of whether to
disclose their SpLD (Morris and Turnbull, 2007). For those that did disclose, they cited
reasons of wanting to raise awareness about the traits of dyslexia in the hope of

alleviating any potential ridicule in their future (Morris and Turnbull, 2007).

Interestingly, significantly more doctors with SpLD suspected that they currently worked
with a doctor who had SpLD, in contrast to those participants without SpLD, which
could suggest that doctors with SpLD are more likely to attribute difficulties or errors
made by others to SpLD. This notion is supported by Riddick (2000) who explained
how when a person is aware of dyslexia and knows the ‘signs’, they are able to easily
identify others with SpLD.

All the doctors were likely to disagree that a doctor with SpLD should tell their patients
that they have SpLD and the overall majority of the participants reported that they
would never tell a patient that they had SpLD with only 1 participant reporting that they
always tell their patients about their SpLD. In answer to a previous question in the

guestionnaire a participant explained that they use their experience of SpLD as a
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positive example for patients and how by being open about their SpLD with others in
their working network, they were able to create a strategy to help prevent errors. Nearly
a third of participants with SpLD thought that patients would be concerned about being
treated by a doctor with SpLD.

Conclusion

The results from Study 1 have proved the hypothesis ‘Having a specific learning
difficulty will not have an impact on views of doctors regarding functioning as a medical
doctor in a clinical setting’ wrong. The results from this questionnaire have shown that
having SpLD does have some effect on doctors in their work, but through the
implementation of strategies to deal with their stress and SpLD-related difficulties they
are able to overcome any barriers faced and feel they are coping well. Despite
expressing more difficulties in relation to everyday skills, those participants with SpLD
rated their clinical performance as equal to doctors without SpLD.

Any task that involved writing was reported as the biggest difficulty experienced by
doctors with SpLD, even when rating it in relation to clinical work. Also most doctors
described disliking a number of tasks if they were expected to do it in front of others,
which could be in part due to the fact that they were more concerned about potential
error rate and or issues around disclosing to colleagues and other team members. The
results suggest that the doctors try to control the information that is known about their
SpLD in an effort to avoid any potential discrimination or negative attitudes; however
doctors without SpLD did not report having concerns about working with those with
SpLD.

The results from this study helped to create the interview schedule used in the next
chapter of this thesis (Study 2). The purpose of the interviews was to elaborate on
some of the findings from the questionnaire, with the aim of providing a detailed and

complete account of how doctors with SpLD function in the workplace.
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CHAPTER 7
STUDY 2 = INTERVIEWS

This chapter describes the process and results of semi-structured telephone interviews
conducted with medical doctors throughout the UK who have either been diagnosed
with specific learning difficulties (SpLD) or suspect that they have SpLD (Study 2).
These semi-structured interviews have been conducted to expand on findings from
doctors with SpLD in Study 1 by further exploring the experiences of doctors with SpLD

in the workplace.

Research aim
The aim of this study was to elaborate on the data gained from the Study 1

guestionnaire and to develop a deeper understanding of what it is like to be a qualified

doctor with SpLD in employment in the UK.

Research Question

The research question for Study 2 was as follows:
‘How are doctors with SpLD coping in the clinical workplace and what
strategies, if any, are they using and how does this impact on their working

lives?’

Methods

This is the second research study in a mixed methods project involving a quantitative
questionnaire with all doctors (Study 1) and qualitative semi-structured interviews with
medical doctors who have either been diagnosed with SpLD or suspect that they have
SpLD (Study 2).

156



Semi-structured interviews

A semi-structured telephone interview format was used to conduct the interviews. The

rationale for using this methodology was detailed in the Methods chapter (Chapter 4).

The interview schedule contained 13 questions originally distributed into 4 themes

(appendix 15). Table 24 contains details of the 4 themes and examples of the types of

guestions related to those themes that formed the interview schedule.

During the time that the interviews were being conducted a new question was added to

the Strategies/Support section on the schedule on the basis of an interesting response

made by participant 5, relating to what support doctors with SpLD would find useful.

For the remaining 7 interviews, the interview schedule contained a total of 14

questions.

Themes from Study 1

and literature reviews

Example questions from interview schedule

Overall Impacts

How does having a Specific Learning Difficulty, such as

dyslexia, impacts on your work as a doctor?

What do you believe are the advantages and/or

weaknesses of having SpLD in the workplace?

Support/Strategies

Could you describe any formal or informal support that you

use in the workplace

Have you disclosed your disability and what made you

decide on this?

Disclosure i
How do you feel about other people knowing that you have
dyslexia/a learning difficulty?
Did having SpLD have any affects on your career choice
Career

and if so how?

After these key areas
were covered, participants

were asked...

Is there anything else you would like to comment on or add

that you think may be pertinent to this study?

Table 24: Themes for interview schedule
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Participants

The participants for this study were selected using purposive sampling, which is where
participants are selected due to processing certain characteristics or traits that are
most appropriate for the study. Therefore for this study, doctors were targeted via the
recruitment strategy for Study 1 (as outlined in Chapter 6) and then participants were
purposively selected if they met the inclusion criteria.

Inclusion criteria: The inclusion criteria for the participants was anyone registered to
practice as a doctor with the General Medical Council (GMC), irrelevant of gender, age
and ethnic background, and who has been employed as such for a period of 6 months
or more in order to ensure that the person has adequate experience of working
independently in a medical setting to base their answers on, and who has a diagnosed

or suspected SpLD.

Exclusion criteria: The exclusion criteria for the participants was anyone not registered
to practice as a doctor with the GMC and who has not been employed as such for a
period of 6 months and who has not got a diagnosed or suspected SpLD.

Recruitment

Recruitment for this study was completed electronically in combination with
questionnaire for Study 1. Details of Study 2 were sent out with the recruitment
information for the Study 1 questionnaire through the various methods detailed in
Chapter 6 (See Appendices 10,12,13). Also at the end of the Study 1 electronic
guestionnaire those participants who answered “yes” to having SpLD were asked if
they would also like to take part in an interview. If they were interested, there was a
separate hyperlink provided which took them through to another completely separate
short form where they could enter their contact details for receiving more information
about the interviews. This ‘contact details’ section was not connected to the original
questionnaire and could not be traced back to their responses to the initial

questionnaire, ensuring their data remained anonymous.

It was hoped that ten participants would be recruited or enough participants until data

saturation (the point where there is no new data coming from the interviews) had
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occurred. For the interviews, previous research supports this sample size with many
studies quoting sample number of between 8 — 22 (lllingworth, 2005; Morris and
Turnbull, 2006; Morris and Turnbull, 2007; White, 2007; Crouch 2010). It was planned
that in the event that there was a low response rate of participants (n=<10), a larger
emphasis would be focused on recruiting doctors in the Norfolk region and therefore
posters and flyers would be placed around the local hospitals in an attempt to raise
awareness about the study and increase the participation rate. Fortunately a sufficient

number of participants came forward so this extra recruitment drive was not required.

Procedure

Once the interview participants were identified, a participant information sheet
(Appendix 16) was sent out to them and then if they still wished to proceed,

arrangements for their interview were made.

As with the Pilot A interviews, these telephone interviews were recorded on a digital
voice recorder. For the Study 2 telephone interviews there was also a piece of
specialised equipment that connected the telephone to the voice recorder enabling
both sides of the interview to be picked up clearly.

Before the interview commenced the interviewer followed an interview pro-forma
(Appendix 17) which contained a checklist of items to do before the interview started
such as outlining the study, ensuring confidentiality and gaining consent to record the
interview. The participants were also asked for their age, gender, medical specialty and
SpLD diagnosis. They were informed when the recorder was being switched on and
off. As part of completing this pro-forma, the participants were asked outright if they

gave their verbal consent to participant in the interviews.

It was hoped that the interviews would last approximately 40 minutes. When actually
conducting the interviews the average time taken to conduct the interview section (not
including the initial introduction and going through the interview pro-forma sheet) was

37 minutes, which was a suitable time to obtain the quality and rich data required.

Throughout the interviews the researcher tried to keep the tone friendly, as well as

professional so as not to undermine the integrity of the study but to keep participants at
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ease to respond and not feel like they were being examined. During the interviews the
use of encouraging and positive probes was used when asking participants to clarify or
elaborate on a response.

At the end of the interviews the participants were asked if there was anything else they
would like to add or discuss or if they had other questions concerning the study. Gillhan
(2000) points out that an often neglected point about telephone interviewing is social
closure. Meaning, that putting down the telephone after the interview could be viewed
as rather abrupt and impersonal, therefore a conscious effort should be made to thank
the participant for their time and reassure them about confidentiality and discuss plans
for the results of the interview and the project overall ensuring that the participant is left
feeling happy and that their participation was truly appreciated. Thus, on the
completion of the interview, the participants were thanked for their participation,
reassured once more about confidentiality and asked if they like to be informed about

the results of the overall project when it was completed.

Confidentiality

All of the data collected throughout the study (no names, places of work or other
potentially identifying data were collected) were anonymised where necessary, to
ensure that participants’ personal details were kept confidential. Participants were

assigned numbers to ensure anonymity during the transcription process.

All of the information obtained during this study was handled in accordance with the
Data Protection Act of 1998. Data obtained from all the studies was kept on a
password-protected computer and was only seen by the lead researcher and members
of the supervisory team for analysis. At the end of the research period all data will be

archived for a period of 10 years. After this time, all data will be securely disposed of.

Ethical Considerations

Ethical consent was gained from the University of East Anglia’s (UEA) Faculty of
Health Research Ethics Committee during the same application as Study 1 (as
described in Chapter 6).
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There was a possibility that participants may have become upset or distressed during
the interview, as their SpLD may be a sensitive subject for them that they have not
discussed before. Had this occurred during the interview it was intended that the
participant be referred to the invitation email and Participant Information sheet which
provided information regarding dyslexia organizations and services which they could
contact or refer to for further information, advice or support. However no participants
got upset during the interviews, so the researcher did not need to refer them to this
directly.

Data analysis

The interview recordings were originally transcribed into Microsoft Word and then
imported into NVivo version 10 for analysis to be conducted. The type of data gathered
from these interviews varied according to the question being answered. The majority of
the data were descriptive, with doctors describing the physical implications of having
SpLD such as using coping strategies and the people that they have disclosed to. The
interviews were analysed using a thematic analysis method by the lead researcher and
also by a member of the supervisory team to check that emerging themes and selected
quotes were appropriate and accurately reflected the data to ensure reliability and

validity.

Within medical education, thematic analysis is the most frequently used qualitative
analysis approach (Lingard & Kennedy, 2006). This type of analysis method is a search
for themes that emerge as being important to the description of the phenomenon (Daly
et al., 1997).The process involves carefully reading through data transcripts to identify
any common instances, key phrases, topics or concepts, and creating codes. The term
‘codes’ is used to identify any characteristics of the data that is of potential importance
or interest for analysis, and helps to organise the raw data into meaningful categories.
These codes progressively build up into emerging themes. A theme is classed as
pieces of potentially significant data in relation to the research question and something
that also holds meaning or denotes a pattern within the data (Braun and Clark, 2006).
Thematic analysis ‘provides a flexible and useful research tool which can potentially
provide rich and detailed, yet complex account of data’ (Braun and Clark, 2006, p78).
Other forms of qualitative analysis were considered, such as Interpretive

Phenomenological Analysis (IPA). IPA’s is a phenomenological approach that aims to
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discover the details of how individuals understand and make sense of their own
personal and social world and experiences. However as the majority of the data
required and obtained from this study were more descriptive, thematic analysis was
deemed the best approach for analysing the data. Another reason for selecting
thematic analysis was based on the fact that many of the previous qualitative studies in
similar fields to this study have also used thematic analysis or a variation of coding
their data into themes (lllingworth, 2005; Morris and Turnbull, 2006 & 2007; White,
2007; Murphy, 2010; Tee et al., 2009; Kong, 2012). This indicates that it was a suitable
and useful analysis method in this area, and the findings obtained in this study would

be comparable to such previous research.

The transcripts were analysed based on a framework by Braun and Clark (2006), as
outlined in table 26 and discussed in detail further below. An inductive approach was
taken, meaning that the analysis was data driven and the themes that emerged were
not forced to fit into a pre-existing framework or influenced by the researcher’s
analytical presupposition. The process of this analysis and the resulting themes are
discussed below. During this process ‘reflective’ notes were taken about the interview

process and data analysis (see Appendix 18).

All of the information that was taken within the context of the interviews was deemed
valid content. When analysing the data, the lead researcher coded the transcripts first
and then gave this to the secondary research supervisor who read through all the
transcripts and checked the coding.

Throughout the results section, direct quotes have been taken from the interviews to

support the findings and to ensure the correct interpretation of the data.

Interviewed participants

Overall 12 interviews were conducted with medical doctors throughout the UK. A
minimum number of 10 interviews was set. Originally 21 people either left their contact
details after completing the questionnaire or contacted the lead researcher directly
about taking part in an interview. All 21 potential participants were sent the invitation
email, containing more information about the study; fifteen people subsequently

expressed a wish to take part in the interview. However after further investigation to
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check for their suitability, 2 were not eligible to take part (one had a physical disability

and not SpLD and the other did not live or work in the UK) and another participant

decided that they did not want to take part due to concerns over disclosing their SpLD,

leaving 12 participants to interview.

Graduated When
Gender | from medical Specialty SpLD Diagnosed
school g
P1 Female 1979 Paediatrician Suspe(_:ted -
Dyslexia
P2 Female 1986 General Practice Dyslexia ‘A levels
P3 Female 2001 Anaesthetics Dyslexia Medical
School
P4* | Female 1997 General Practice Suspec_:ted -
Dyslexia
Obstetrics and Dyslexia and
P5 Male 2007 Gynaecology Dyspraxia School
P6 Female 2005 General Practice Dyslexia e_md Medical
Dyscalculia school
F1 — currently .
P7 Female 2011 Obstetrics and Dyslexia Medical
School
Gynaecology
P8 | Male 2008 Pharmaceutical | 10 Medical
medicine School
F1 — currently on a 4" Year
P9 Female 2008 y Dyspraxia Medical
break
school
Acute Medicine
P10 Male 2000 and General Dyslexia School
Practice
F1 — currently .
P11 | Female 2011 General Medicine Dyslexia School
P12 | Female 2001 Palliative Medicine | Dyslexia School

Table 25: Details of Interview Participants

Key:*=Successful interview however recording failed.

Between February and July 2012 a total of 12 interviews were conducted (see Table

25). In total there were 10 female and 2 male doctors interviewed. The sample of

participants contained a varied range of the demographic characteristics measured,
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including year of graduation (1979-2012), medical school and specialty. General
Practice was the most common specialty (n=3) for interview participants.

Ten of the participants had a formal diagnosis of SpLD, with dyslexia being the most
common either alone or in combination with another SPLD, and one participant had
been diagnosed with dyspraxia. Two other participants strongly suspected that they
had dyslexia and had family members who had been diagnosed with dyslexia.

The interview with participant 4 (see * in Table 25) went well however unfortunately,
there was a malfunction with the digital voice recorder and the interview was not
recorded. As adequate notes could not be made after the interview had been
completed, this participant was not included in the analysis stage. This meant that a

total of 11 participants were included in the final analysis.

Braun and Clarks (2006) framework for thematic analysis

The next section of the chapter discusses the six stage stages of the thematic analysis
process (see Table 26). The first five stages involve the methods used when exploring
the initial data and the process of how the data from all the interview transcripts were
developed in the final resulting themes. The final themes are discussed in stage 6 as

the overall results of the Study 2 interviews.
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Phases of Thematic Analysis

Action

Phase 1) Getting to know the data

Transcribe data, noting initial ideas and
becoming familiar with the transcripts.

Phase 2) Generating initial codes

Begin to examine the data in order to
create initial codes for the data. Coding
interesting characteristic/concepts/key
phrases of the data in a systematic way,

collecting data relevant to each code.

Phase 3) Searching for themes

Collecting codes into potential themes,

gathering all data relevant to each theme.

Phase 4) Reviewing themes

Checking to ensure that themes work in
relation to the coded extracts and the
entire data set generating a thematic map
of analysis.

Phase 5) Defining and naming themes

Ongoing analysis to refine specifics of
each theme and the overall story the
analysis tells, generating clear definitions

and names of each theme.

Phase 6) Producing the report

Producing a report of analysis, relating
back to research question, literature and

final analysis of selected extracts.

Table 26: Braun and Clark (2006) Phases of Thematic Analysis

Phase 1: Getting to know the data

During the transcription phase, ideas that were noted from the transcripts were as

follows:

1) Participants had experienced various difficulties with spelling; these spelling
difficulties and reading were the common difficulties discussed.

2) Participants commented on having various strengths potentially due to having

SpLD, such as communication.

3) The way in which people felt about having SpLD varied greatly between

participants.
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4) Participants felt that having SpLD had affected them in their work in some way or
another.

5) Participants had developed some form of coping/compensatory strategies
themselves due to their SpLD.

6) Participants had used the term ‘excuse’ or ‘stupid’ in their interview.
7) Lifestyle reasons were popular as influencing career choice.

8) Participants sometimes appeared to be ‘venting’ or gave the impression that
there was something that they particularly wanted to express.

9) Extratime was a common compensation during exams.

10) Participants seemed to generally accept that they had difficulties but just needed
to ‘get on with it’ or find a way round it.

11) For some participants this seemed to be the first time that they had been able to
discuss and talk about their SpLD or even the first time that they had
acknowledged its effects.

12) Should be noted that these participants often refer to a ‘difference’ as opposed to
difficulty.

It is important to note that those with SpLD can often experience difficulties when trying
to express their thoughts verbally (Bartlett & Moody, 2010). At times the participants
experienced some difficulties in expressing themselves verbally, for example they
started one train of though and quickly changed to another, leading to short sentences
that did not make sense. Also, throughout most of the interviews the participants used
confirmation phrases such as ‘does that make sense’ or ‘do you know what | mean’ or
‘you know?’ and often went on to clarify or reiterate if they felt it was required. This
indicates that they seemed to be aware that they may not be expressing themselves
accurately and that they wanted to ensure that they were getting their point or opinion

across correctly.

Throughout each interview the style of the interview often progressed throughout the

transcripts, starting off more question-based and then slowly progressing into a much
more conversational style, although still sticking to the interview agenda, as both the

interviewee and the interviewer became more confident and comfortable in the

interview. For some participants this was the first time that had been able to discuss
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their SpLD and the first time that they had reflected on their experiences and the
effects of having SpLD, and for some it appeared to provide a cathartic-like experience.

Phase 2: Generating initial codes

The form of coding used in this analysis is ‘data-driven’, meaning that the themes were
determined by the data as opposed to being ‘theory-driven’ whereby the data is coded
in accordance to a specific question. For this phase the dataset was systematically
analysed with items of interest being noted along with their potential for repetition in the
dataset (themes). For this phase it was recommended that as many potential themes
are coded to ensure that the context of the data extracted in to the codes is kept. After
the first phase of coding all of the dataset 130 codes were created. Some of these
codes had extracts from all 11 transcripts whereas there were some that only
contained extracts from 1 transcript, indicating that this could potentially be a
contradicting code or that it may fit better into another code.

Phase 3: Searching for themes

Once the entire dataset had been coded into separate codes, the third stage of
analysis took place. This was where all of the data that has been coded is collected
together and examined from a wider perspective to see how to combine and categorise

similar codes into potentially broader themes and subthemes.

In total there were 130 initial codes which were then examined and similar or related
codes were grouped together in create 30 preliminary themes and 21 subthemes (see
Appendix 19). One of the benefits in using software, such as NVivo as was used in this
study, to analyse the data in this way is that it there are various functions that one can
use to organise and view the data and codes, and to extract the relevant data from
each transcript for a particular code more easily. During this process all the data is still
considered and none of the codes are deleted, even if they appear to not be related to
any of the newly formed themes. This part of the analysis process is about collating
everything within the data ensuring that anything noteworthy or potentially significant is

included.
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Phase 4: Reviewing themes

After the data transcripts were coded and a set of 30 preliminary themes had been
developed, the next stage in the analysis process was to develop and refine these
themes to ensure that they accurately reflected the interview data. Each of the codes in
each theme were re-read to ensure that they complied with the theme in which they
were placed. In some case the codes were moved to more appropriate themes, or they
became a subtheme or in some cases they were excluded altogether as there was not
enough data to support them. These higher referenced codes (ones with more quotes
from the different transcripts) were then re-examined for potential codes within them
and also the lower referenced codes (ones with a lower humber of quotes from the
transcripts) were checked to see if they were correctly coded. The quality and quantity
of the data under each code was also checked by using the two judging criteria from
Patton (2002) internal homogeneity and external heterogeneity. The first of these,
internal homogeneity, refers to the level that the data within each theme is similar and
related in a meaningful and consequential way. While the second, external
heterogeneity, makes sure that each separate theme is clear and not overlapping with
another and that all the themes together create an accurate reflection of the dataset as

a whole.

A second member of the research team also reviewed the codes for the data during
this phase, to aid accuracy and act as a form of analytical triangulation. A review
meeting was held where the coding of the data was discussed, and discrepancies in
the coding and classifications of themes were explored. There were only 3 occasions
where there was a discrepancy with the initial coding, however these were simple
errors and the information had been put into the wrong code by mistake. The final
refinement of the themes and subthemes were agreed upon during this discussion
(See Figure 4). This discussion also helped to increase the validity and inter-researcher

reliability of the results (Onwuegbuzie and Daniel, 2003).
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Phase 5: Defining and naming themes

In total there were 10 main themes identified in the data with each of those containing
up to 5 subthemes. In this stage of analysis the themes were individually defined and

refined to identify the fundamental nature of each theme.

1. Disability Effects — This theme incorporates how participants felt about being
diagnosed with SpLD, the role confidence plays in this. Participants also
seemed unsure about what issues were the result of them having SpLD and

what was down to personality. This theme contains 2 subthemes.

A. Is it a disability?
B. Working hard and getting on with it

2. Stigma and Discrimination — Some participants reported fear about being
discriminated against in their work and described being embarrassed due to the
attitudes of others. This theme has 2 subthemes:

A. Attitudes of others

B. Giving excuses

3. Disclosure - This theme relates to the issues that participants had surrounding
disclosure. It is split into 5 subthemes regarding the reasons for and against

disclosing to particular people or organisations.

Being selective in telling
Telling medical school
Telling work/colleagues

Telling patients

moo w2

Telling others, family & friends
4. Difficulties experienced — In this theme participants described the types of

difficulties that they have experienced in the various situations and the impact of

these difficulties. This theme contains 4 subthemes.
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Difficulties in medical school
Difficulties in work
Tasks avoided

oo w>»

Stress

Error — In this theme patrticipants described being aware and cautious of their
potential to commit a mistake and also described strategies put in place to

reduce error potential.

Coping strategies — For this theme participants described the various coping
strategies that they have developed and what has influence their development.

This theme contains 4 subthemes.

Level of SpLD and IQ
Medical school

Work

Technology

oo w >

Support — In this theme participants discussed various type of support that they
have received throughout the stages of their life and the success and failure of

these support mechanisms in their settings. This theme contains 3 subthemes.

A. Support in medical school
B. Support in work
C. Formal support

Strengths experienced — This theme described the different strengths of
having SpLD that participants’ identified, with most of them relating to the
subtheme of ‘Patients interaction’.

A. Patient interaction
Career — In this theme, participants discussed various aspects of career

including what influenced them in selecting their specialty and which specialties

would perhaps suit or not suit a doctor with SpLD.
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10. Medical Course — This theme relates to the style and type of medical course

the participants had attended and the advantages and disadvantages of these.

Phase 6: Producing the report

After completing all of the stages of thematic analysis described above, a report for
each of the 10 main themes was completed in detail using quotations from the original
interview transcripts to support themes. The detailing of each theme is below. The

participant number (given in Table 25) is in brackets after each quote.

1. Disability effects

For most of the participants this was one of the first opportunities that they had had to

think about and reflect on how having SpLD may have impacted upon their lives.

“You just don't really think about these things...until now when someone asks.”
(P3)

All of the participants seemed to be fairly comfortable with their diagnosis. One
explained that they would have never suspected that they had dyslexia at the time, it
was only with hindsight that they realised this diagnosis accounted for many of the
difficulties they had been having. Through completing the interviews participants began
to look at how they work and appeared to become more aware of some of the
differences between themselves and their colleagues. Many participants seemed to be
unsure though if these differences were due to them having SpLD or due to personality

differences, quirks or even sometimes arrogance.

“I'm not sure whether that's to do with having SpLD or whether it's just a

personality thing?” (P1)

“I don’t know how much of that is my dyslexia or just because | want to do

everything perfectly” (P6)
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This could demonstrate a lack of awareness and understanding of SpLD. One doctor
described being in denial about some of the weaknesses they were experiencing being
the result of having dyslexia, as they explained that they did not have to be dyslexic to
make such mistakes. This participant did go on to explain that they understand that it is
the frequencies of mistakes or difficulties that made them feel that they do have
dyslexia. Other participants also explained that they were unsure about whether their
difficulties or coping strategies are caused by having SpLD or if everyone (irrelevant of

disabilities) is affected in the same way or do the same things.

“it's hard to know if you have to do something because you have dyslexia or if

that’'s what everyone’s has to do as well” (P6)

Confidence had an impact on the participants’ views of the effects of the disability and
having confidence appeared to positively influence coping and relationships with their
colleagues. Gaining the confidence to be open about their SpLD and being comfortable
to face some of their difficulties in front of people took time and seemed to happen

when the doctors were in supportive teams and working environments.

“now I'm quite comfortable with the fact that | am rubbish at something (laughs)”
(P1)

“they just understand that | need to jotted notes, but they said that they know
quite a few GPs who do that, so that’s alright, but it has taken me quite a while

to build my confidence up” (P6)

“most people will recognise that I'm not spelling something right or | look at
them and say ‘I'm really sorry how do you do this again or could you tell me
what that was again’ and most people are fine with it, they don’t look at you

twice or anything, so it’s just having the confidence to do that.” (P7)
A. Is it a disability?
Participants were also divided in their consideration of whether they classed

themselves to have a disability due to having SpLD. Only one participant actually fully

considered it a disability, whereas most of the remaining participants were very unsure.
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One participant explained that they thought they should consider it as a disability as it
affects their professional life, however they know no different as they have always had
dyslexia.

Some doctors did not consider their SpLD to be a disability. Some did not regard their
dyslexia as a disability as they had strategies in place to prevent any negative effects
and therefore it did not impact upon their everyday or working life. While others
explained that they felt that the impact of having perhaps more physical or mental
difficulties had a much more significant impact on people’s lives and therefore
warranted the classification of ‘disability’ unlike having SpLD, especially when they

have been successful in their careers and education.

“I mean it's hardly a disability, you just have to be aware of it and figure out a

way that works for you” (P1)

“l don't like to call it a disability because | sort of look at it as err....| mean
obviously there are varying different levels of disability isn’t there, | mean you
look at people with err....learning disabilities or people who have both visual and
non visual disabilities type things and you sort of compare, you know I've been
quite lucky, I'm quite qualified and you know, I’'m sort of doing alright...| don’t
know” (P8)

One explained that they thought it would be disadvantaging them especially while they
were still on rotations and surrounded by a very competitive environment. This
participant was concerned that declaring that they had a disability would make them
appear weaker in front of their colleagues/competition. Whereas another doctor
regarded their SpLD as a disability but also as an advantage due to the number of

strengths that they felt it gave them.
Others appeared not to be very concerned about whether it was or was not a disability,
they were more concerned over the definition of a disability and believed that other

people would not perceive their SpLD as a disability.

“l don’t think that | would have been perturbed one way or the other, to be

honest now whenever I fill in a form and it asks if | have a disability | never quite
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know what to say because yes | have dyslexia, I've got strategies to live with it
and | have no doubt that it does impinge on my professional life, but | don’t think
that’s what other people would identify as a disability so | don’t put it down as
such” (P10)

“l consider myself less able because of it, but in the definition that most people
see disability | don’t.” (P12)

Confusion surrounding whether or not having SpLD was considered a disability was
only an issue when completing equal opportunity type forms. Despite some participants
not viewing their SpLD as a disability, when discussing these types of forms they often
commented that they would then tick the disability box. Participants explained that it
often depends on the wording of the question and the details given about what the form

includes as a disability.

“....basically because | don’t know about whether it's a disability, | think on
about half the forms | fill in | say yes | have dyslexia and on the other half |
don't, just because I'm not sure and because you never get any feedback from
the form, you’re never quite sure if it's what people want or they’re just
collecting data so they’re not interested in actually doing anything with it, they

just want to know” (P10)

“it depends on how they’ve worded that statement, if it's something that
incorporates dyslexia, then | will say so, but | will usually say that | have
dyslexia but that | don’t need any assistance within that, but it depends on
slightly on they’ve worded the occupational health form, ......... | think

sometimes I've had said yes and other times I've said no” (P12)
B. Working hard and ‘getting on with it’
Many of the participants showed a determination to succeed in their responses and
many commented on how despite any difficulties that they may experience, they are

prepared to work hard to achieve whatever they set out to.

“l just had to work hard and things took a lot longer and | had to use my specific

175



ways...worked very hard in medicine to make sure that it doesn't impact upon

my clinical care” (P2)

‘I mean at the end of day you've got to acquire a certain amount of skills and
knowledge and so and within the same timeframe as everybody else to do it
so... and in your working life you still have to function at the same level so I've
always thought well you just got to get on with it basically...I've survived so far

so you just crack on with it” (P3)

Some of the participants were very optimistic in their opinions about their SpLD and

how they had overcome any difficulties to succeed.

“l suppose my feelings on dyslexia has always been that there are solutions,

there are work arounds that you can put in place to achieve anything” (P2)

“l can see it more as an equally cursed and an equally blessed thing, so |
almost sort of regard the disability as an advantage because I think the things it

gives me outweigh or at least even out the disadvantages” (P12)

2. Stigma and discrimination

Unfortunately stigmas attached to having SpLD and fears of discrimination were
reported by many of the participants. One participant explained that when they were
applying to medical school 25 years ago they felt that if they had mentioned their
dyslexia they would not have been given a place. However those who had graduated
more recently also expressed similar concerns. One participant described feeling that if
they sought formal support they would be actively discriminated against and, that due
to the competitive environment in which they work, they were worried that their

colleagues would make assumptions and they would be discriminated against.

“Because it is so competitive in the NHS these days, and | am in a very
competitive specialty, so | think it would be perceived as a weakness and all so
because it hasn't really been clarified by the GMC about competencies, it is
very easy for people to make assumptions based on your disability about your

competencies, so | just don't think that | would be treated fairly, and | probably
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would be actively discriminated against, with my career” (P5)

Due to such stigmas and negative connotations associated with having SpLD some of
the participants reported that they feel ashamed and embarrassed because of having
SpLD. Some commented that they often feel stupid and like idiots when they make an

error or from people’s reactions to it.

“l can function at a high level but it is quite embarrassing when you can't spell,

remember people's names and spell simple non-medical words” (P3)

Participants were concerned about other people’s negative preconceptions of SpLD
and how they would react, especially when applying for new jobs. The participants also
seemed to fear being labelled and treating differently and firmly believed that others

would only view SpLD as negative.

“l don't like to be labelled and | don’t want people treating me differently
................ preconceptions of people with dyslexia, oh you know ‘oh it’s an
excuse’ and ....... right ok we’ve got this guy who’s coming who’s got this, which
mean because of equal opportunities and all that type of stuff, we’re going to
have to spend load on him, and so maybe we shouldn’t take him’....... so yeah

there was a concern” (P8)

This was not the case for all doctors though with one feeling that it would not make a
difference to how they would be treated as long as they could effectively convey the

implications of having SpLD.
‘I presume they'd just treat me the same ............. it's trying to sort of persuade
people that yes you've got a name to attach to the things that you struggle with
but that doesn’t mean that it's going to be any more difficult to get to the place
that you want, it just means that you have to figure out different or better
strategies to actually achieve your goal” (P10)

A. Attitudes of others

The term ‘stupid’ appeared in a number of the interviews. Two of the participants
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explained that when they were younger, before they were diagnosed, the difficulties
they experienced at school were put down to them being ‘stupid’. These negative
attitudes from others could have had an impact on the participants. This could also
explain why some of the other participants explained that they have been put off telling
others about the SpLD, because they thought that others would equate this to them just
being stupid or illiterate.

“It was always put down to the fact that | was a bit thick and stupid really |

suppose and | think that sort of attitude pervaded really” (P9)

“Even my parents used to say when | used to not do well at school, they said to

me ‘you’re just stupid’, everybody used to call me stupid” (P8)

“They think you’re saying that that you're actually stupid or illiterate [when you

say you have dyslexia] so you kind of get that attitude” (P6)

Some of the participants had had quite negative experiences when it came to telling
tutors, supervisors and even members of their family. One participant explained how
one of their supervisors told them that dyslexia does not exist and accused them of just
wanted special compensations. They explained how as a result of this they are now

very cautious about how they tell.

“I mean one of my supervisors who | won’t name, actually said to me ‘come on,
it doesn’t exist, it's a load of old codswallop, you know it’s just...you know if
you’ve done it to get extra time on your exams then good for you’ | don’t know |
was a bit annoyed at this person but like you know | thought ‘I am telling you
something that is quite personal to me because | am in a job where involves a
hell of a lot of email, reading and writing and it's effecting me’ and that’s the
kind of comment | got. So yeah...people in my current...| mean | have to admit,

I've gone back into my shell and | just do it on my own now really” (P8)

The stereotype of having SpLD would appear to not be consistent with the skills
required to be a doctor as some participants reported that they often get told, ‘you’re a

doctor you can’t be dyslexic’. Some participants explained that when they had told
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some people that they were dyslexic, those people were often surprised and in
disbelief frequently stating that they cannot have dyslexia because they are so

intelligent.

“Well most people are quite surprised because most people just go ‘but you
seem so intelligent’ or something along those lines or ‘but you’re a doctor you

can’t be dyslexic” (P12)

B. Giving excuses

The participants seemed conscious that they did not want other people to think that
they were using the fact that they had dyslexia as an excuse to avoid certain tasks or
work. One commented on how there were aware that it was thought of as a ‘middle-
class excuse’ for children who were not doing very well at school. One participant even
commented that they too thought dyslexia was used as an excuse to avoid tasks until
they were actually diagnosed and they became aware of what exactly it was.

“l suppose people would say it is almost an excuse to not being able to achieve
what you should be able to achieve, so | think that 25 years ago people would

just say 'oh what an excuse, you've got a learning disability” (P2)

“It depends on the colleagues, but you get something along those lines of the
sides of sceptical ‘but your parents were middle class therefore you were
labelled and you’re probably just a bit thick’, kind of look but that could be me
just being a bit paranoid” (P12)

“l think it was principally because dyspraxia is seen as what it used to be seen

as ‘oh you're a clumsy child” (p9)

3. Disclosure

Overall there were many factors that came into consideration when a person was
deciding on whom to disclose their SpLD and many reasons for and against disclosing.
Some of the contents of this theme also link with other themes found in this analysis.

For example the stigma and fear of discrimination (theme 2) often turned people
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against disclosing and also people were unsure of whether it was classed as a
disability (theme 1) and something therefore that they should disclose. As discussed in
the ‘Disability’ theme, participants were often unsure about whether SpLD were
considered a disability and that, when filling out forms, they would often decide whether
to disclose or not based upon the wording of the question. Others also explained that
they did not view their SpLD as a disability and subsequently, they do not have
anything to disclose.

A. Being selective in telling

Most of the doctors in this study seemed to have put some thought and consideration
into who they chose to disclose to. But others did not seem so concerned, due to
confidence in their abilities and themselves. Many of the participants reported
disclosing their SpLD when they applied for their current job with one explaining that
they approached disclosing their dyslexia from a very positive angle and almost used it
as a selling point.

The competitive environment in which many doctors work seemed to have been a
factor in limiting who participants selected to disclose to. Some participants seemed to
think that having SpLD made them weaker or at least appear weaker due to negative
stigmas and stereotypes perceived from others. Additionally, when involved with such a
competitive world, they did not want to give their colleagues a chance of an advantage
over them, even when it came to sharing coping strategies. Participants explained it
was about making good impressions to senior members of staff and trying to prove that

they are the best at what they do, without the need of additional support.

“You're always breaking new relationship ground with your colleagues, it's also
very competitive and if you can score points against your colleagues, so there
isn’t a great sense of team work in a ever drifting competitive team really but
there really isn’t very much stability in the first 5 or 6 years of a doctors training
because they’re on the move and they’re always trying to make good

impressions on their colleagues and the hierarchy” (P9)

“Some specialties are very much based on one-upmanship and me having to

prove that I'm better than you to get on” (P10)
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One participant went on to explain how they would not disclose their disability currently,
but would when they are a consultant or a professor. At that point they would feel like
they have proved their ability, perhaps the competition would be over and as such they
would have no issues with disclosing.

B. Telling medical schools

When it came to attending medical school four of the participants who had a diagnosis
of dyslexia at the time, did not declare it on the application. Only one participant did

disclose their SpLD on applying.

“Well | didn't bother telling my medical school, you've kind of are...you know...I

survived so far so you just crack on with it” (P3)

In relation to telling their fellow students that they had dyslexia the participants
explained that they often had no option but to explain, as the other students could see
that they were being giving extra time or that they were completing their exams in a
different room to them. Therefore it was no longer hidden.

“Obviously when it came to the exam time, because | was in a separate room, it

became obvious that | was dyslexic” (P8)

“l didn’t make a massive point of telling everyone on my programme initially but
it did come out as people were like ‘why do you have extra time’ so | had to tell
them” (P6)

Once again people’s reaction when a doctor discloses their SpLD seemed to be
inconsistent and depended upon the individual types of people involved. One doctor
explained that when they were training they told all their supervisors; however each
time they went through the same negative process, where the supervisors seemed to
panic about how they would pass the course and questioned their diagnosis. They
explained that once the doctors got to know them and their abilities they would finally
acknowledge that they had SpLD. In contrast another doctor explained a more positive

experience of how they always tell their consultants that they have dyslexia and explain
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how it affects them. They explained how their previous team was very accepting and
that they now feel confident in telling their future colleagues.

C. Telling work/colleagues

Three of the participants expressed that they would not disclose their SpLD to their
colleagues because they felt that they are perfectly capable of managing their SpLD
and performing their work duties. When asked if they had disclosed their SpLD to

colleagues one of these participants responded with:

“No no and | wouldn't probably....... | think | would be too ashamed” (P2)

Some participants were concerned about how their colleagues would react, describing
feelings of shame and embarrassment at having SpLD, and another explained how
sometimes doctors are not the most sympathetic or supportive towards their colleagues

when in such a competitive environment.

“You've still got to treat your patient and get on with things you know, so what
difference is it [telling their colleagues] really going to make, you know it is
something that | deal with that they can't really change” (P3)

“Medics are very difficult; they can be very sympathetic to their patients but very

unsympathetic to their colleagues and competitors” (P5)

One doctor explained that they are careful about the team members they disclose to as
sometimes telling staff like nurses and secretaries can result in those staff treating the
doctor like their child. Or the staff members do not understand the SpLD and believe
that the doctor is saying that they are illiterate, which is met by negative comments of
disbelief.

“I have told supervisors but you have to be careful who you tell particularly with
people like nurses and secretaries, it can get quite a bad response and they
tend to think why are you telling or they start treating you like their teenage
daughter or......they think you're saying that that you're actually stupid or

illiterate....... you get ‘how can you have dyslexia, my kids got dyslexia and
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they’'ve been told they’'re never do anything and it’s like well......so you get a

mixed reaction” (P6)

Negative experiences of disclosing their SpLD were also described by 2 other
participants who found that people reacted with very negative comments and concerns
over their ability to perform their job. One participate explained that such experiences
have made them very cautious about who they disclose to now. Another participant
described the experiences of declaring their SpLD as ‘outing themselves’ but that they
wanted people to know as they had dyspraxia to explain some of their co-ordination

difficulties.

Some participants explained that they did not mind who knew due to their position of
just being made a consultant. Another participant also commented ‘they would
obviously declare it when they were a consultant’. This could be due to the fact that

they have proved themselves and are now confident in their abilities.

“I'm usually quite open about...I think I've got to the point in life where | am
reasonably content with the person | am [they just made consultant]. It's not
something | hide but if it comes up in an appropriate conversation it will bring it
up” (P12)

D. Telling patients

Four of the participants reported that if it was appropriate then they would tell their
patients that they had SpLD. Other participants explained that they have disclosed
when they are dealing with concerned patients who have children who have been
diagnosed, as a way of helping them understand that you can have SpLD and achieve

academically.

“Probably if | did get to know patients really well and | was somewhere longer
term or had a dyslexic child or had dyslexia themselves | probably would make
a disclosure then and say like well | have dyslexia too and although every

dyslexia is different” (P6)

“I think I've told the mother of a child who was showing sign of....... lack of

coordination, that | was dyspraxic” (P9)
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“...yes, especially when you get parents who come with their children and
they’re relatively devastated by the diagnosis [of dyslexia] and you're trying to
sort of aid them to see that actually it's a description of how your child is living

rather than necessarily being a negative” (P10)

While another doctor explained how they use it as a method of improving
communication between themselves and patients in terms of being able to empathise
with them. Another doctor explained they felt it was important that doctors are not
viewed as being superior to their patient and will therefore tell their patients that they
have SpLD as a way of making them appear more ‘normal’ to their patients and putting

them at ease.

In terms of patient reactions, one participant explained that they thought patients really
would not care as long as they were professional and did their job; they did not think
that patients would have concerns over potential errors or think them less safe to
practice. The situation being deemed appropriate or relevant to disclose to patients
was stated by several participants and one explained how, in their specialty of
obstetrics and gynaecology, the likelihood of a relevant time occurring were slim;

however if it did happen then they would probably disclose.

Other participants were quite against the idea of disclosing to patients for a couple of
reasons. Some participants were against disclosing personal information as it was
deemed not relevant to the situation or not the patients’ business, whilst another

expressed a fear that patients may use it against them in some way.

“Well it's just not relevant you know, it's about them, not me ....it should all be
about them (laughs) it's not relevant and it would be a bit self-indulgent [to talk
about my disability]” (P3)

“I think it's personal, so...I think if I've reached approved documented

competence to perform a procedure or do a task, that my disability is none of
their business” (P5)
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E. Telling others, family & friends

Most of the participants had told their families. The participants often remarked that
their families had found their diagnosis to be amusing but they did not appear to be
offended by this. Other participants explained that others just knew them as ‘bad
spellers’ or ‘slow readers’ as opposed to attaching the label of dyslexia to them. The
participants seemed to be more reluctant and selective in telling their friends about
their SpLD.

“My family know, they think it's hilarious (laughs) completely and utterly hilarious
because whenever | leave notes they are always misspelt or say something

weird, so yeah they know and they just laugh about it” (P2)

“some of my friends know, not all of them but certainly some of them do know”
(P2)

“l told select friends but | didn’t really know whether to tell other people” (P6)

4. Difficulties

The participants described experiencing a number of difficulties which have been

separated into the appropriate related subtheme as follows:

A. Difficulties in medical school

The participants described experiencing many difficulties at medical school and often
made comparisons with their fellow students. One participant explained how they
always need extra time with their written work so their friends would be off to the pub,
while they were still busy completing their work. While a different doctor explained that
they always struggled with their work compared to their friends but they could never

understand why this was.

“l think it did have an impact on the way just made everything slightly more

difficult and some things just took a bit longer” (P1)
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“I never really knew why | struggled and why | had to work harder than other

people” (P2)

Many of the difficulties that doctors described experiencing as a medical student
involved writing as the main component. Writing essay exam questions appeared to be
the area most effected by difficulties with writing; participants explained that they
needed extra time in ordeer to express their thoughts clearly and process and check
their answers. Also essay writing was described as difficult due to spelling weaknesses
and again the limited time frame in which it had to be completed. Handwriting legibility
was considered poor by the participants, especially during exams when under pressure
with some participants explaining that their tutors had difficulties reading them when
marking. This also affected tasks such as note taking during lectures and tutorials and

record keeping.

“When | did it [their medical degree] there was an awful lot of written stuff, so
you had to write essays so if you couldn't write or you couldn't get the stuff out
or you couldn't spell the words, then you failed and so | do think it was a bit of a
filter” (P2)

“When you have to write essays, and | hate writing essays, | don't have the
time, you possibly need more like an extra 50% because you need time to not
only read the question but you need to have time to read what you've written as
well....and to process it... just because it makes sense in my head, doesn’t

mean that it comprehensible to the other person that’s reading it.” (P8)

The patrticipants explained that they often experienced difficulties with short term
memory and processing the information. One doctor remembered how they used to
look over their fellow student shoulders during lectures to see their notes as they did
not have sufficient time to process what had been said. While others described
generally being slower at processing information and being unable to rote learn lists of
information like other medical students seemed to be able to, as they had to be able to
visualise information as a whole. This impacted on information given during lectures,

preparing for and sitting exams.
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“Doing notes in class, | used to have to look over people’s shoulders to see
what people had been said, cause | couldn’t always remember it or it flashed up

to quickly, that caused problems” (P6)

“l think a lot of how people prepare for examinations is immediate short term
cramming, which for someone who has a short term memory problem is not as
effective as it is for a lot of other medical students...unlike a lot of people that |
was at medical school with, | couldn’t learn lists, | didn’t rote produce lists in the
same way...l couldn’t learn individual bits of a list, | had to see the whole thing

and almost see it in a visual way” (P12)

This difficulty in processing information had a direct impact upon on student’s exams
and meant that many participants had to spend substantially longer preparing and
revising for examinations. Written exams that involved answering long stem questions
were particular disliked. Long stem questions are particularly designed to reproduce
clinical information in a way that doctors deal with in the workplace, however
participants described some difficulties processing the clinical data involved in the
guestion. Written exams were also found difficult for one participant who explained that
they only ever used bullet points during their written exams as it would have taken
them much longer to write in whole sentences and there was not enough time during
the exams. One participant explained that despite often doing well in practical and oral
exams, their written exam responses were often criticised by their tutors as they were
told that they were not answering the exam questions, they were answering the

question that they wanted to answer.

“I found it very hard to process that information within the time scale given
because it’s quite a sort of information dense but you've still got sort of half a
page a page of clinical data to assess quite rapidly, and that | found quite
difficult” (P10)

“I've never done well in, especially written exams, MCQ'’s (multiple choice

questions) not so bad but written exams have always been bad” (P8)

Other difficulties described by the doctors involve lack of mentorship or continuity with

changing placements regularly. This may have had implications for disclosing and for
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support and understanding given by colleagues. Also difficulties involving co-ordination
were experienced by 2 participants in relation to learning surgical techniques and other
clinical skills and another participant expressed difficulties with the calculations
involved with drug calculations whilst in medical school.

“The hand eye coordination for learning sort of surgical techniques was difficult”
(P5)

“I've always been kind of clumsy but | found following directions and coping in
clinical skills and actually doing a slick examination that impressed a consultant
difficult because | was missing out sequencing and it just never look very fluid”
(P9)

“Calculations...l was quite aware that | had to be careful with decimals and not
getting (5 or my factors of 10 out) which obviously isn’t a particularly healthy

thing if you’re trying to figure out drug doses and things” (P10)

B. Work

Difficulties that participants with SpLD experienced at work involved orientation related
weaknesses, such as distinguishing left from right and clockwise from anti-clockwise,
positions on a clock face and having a sense of direction. Participants described how
they felt that for some people these orientation senses are instinctual, where as they

had to methodically think them through each time.

“When you look at a body map and you look at the front of the patient and then
you have to reverse it so you're left and right is on the opposite side...I can't do
that automatically, | have to think about it...so | know | write with my right and

then | have to consciously reverse it when dealing with patients...I will say there
is an injury at eight o'clock, but | would, | can't think what eight o'clock is unless

I methodically thought it through and worked out what eight o'clock is” (P1)
“It's quite useful in these large mega-hospitals to have a faint sense of direction

and if you're going round from one very similar looking unit to another very

similar looking unit down a very long corridor which has very few identifying
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marks ....... it could take me hours getting lost and it is kind of embarrassing”
(P9)

Some participants described difficulties in expressing their thoughts verbally and
explained that this impacted upon meetings and their team work. Participants explained
that finding the right words to say or being able to process what others had said quickly
enough to be able to create an eloquent and succinct response was difficult.

“It takes me quite a long time sometimes to get words into my head that | want
to say, so in meetings, big meetings | often don't say anything but would email
stuff later because | know what | want to say but | can't articulate it in high
pressured meetings when everybody is talking quickly, it's just totally phases
me, | don't answer their questions” (P2)

“Trying to find the right words, that’s the biggest problem | have, finding words
and people could say everyone has that problem, but seriously, you know

constructing sentences with the right words” (P8)

Organising skills were considered to be difficulties for some participants. Participants
explained that they were not naturally organised people but that they make a large

effort to be as organised as possible in their work.

“It's mainly with the organisation, but | think I've created quite a sophisticated

strategy to organise things” (P5)

“I'm not a naturally organised person, | suppose | have had to very consciously
learn a number of organisational skills, just because it's not something that

naturally comes to me” (P12)

Again it was writing and all the tasks involving this that were considered the most
difficult for the doctors at work. General writing was considered difficult by most of the
doctors with some explaining that they prefer to dictate their work when possible as
writing takes them longer due to the extra amount of concentration required and

difficulties expressing themselves.
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“Writing up patient’s history...documenting everything you need to in their
notes....I probably have to think about it a bit more and concentrate a bit more
than somebody who is not dyslexic” (P3)

“Like someone could do a piece of work in an hour and it would take me 3 or 4
hours to do that work” (P8)

Poor hand writing was also commented on by several of the doctors with some

explaining that their written work is much better when it is typed.

“I have got quite juvenile looking writing which people comment about. It is not
your typical, you know, doctors' illegible, it does look quite like an eight-year
olds” (P3)

“During my hospital time err....... regularly have problems with my hand writing
and the notes, but when doing GP and | was typing because everything was in
[medical notes software]. | am fully aware that my documentation is a step level

better when typed as compared to when written” (P10)

The main cause of written work difficulties both when completing work by hand and
typing were issues relating to spelling. The majority of the participants commented
in relation to their poor spelling ability. Participants explained that when spelling
they will get the letter back to front or transpose letters within words and had
difficulties spelling, including drug names and medical terms. As a result of these
spelling difficulties their written work often took them longer to complete as they
were careful to avoid making mistakes. One participant explained that their work
took them longer to complete because they knew what they wanted to write, but
because they could not spell certain words, they had to think of alternative ways to

express the sentence.
“Spelling is a real issue in medicine because you have to be, well for example, if

I'm looking for drug names, | can't retain the spelling of a drug name, so it just

takes me that little bit longer when | am writing prescriptions” (P1)
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“it’s difficult spelling, my spell age is age-appropriate, but it's difficult with the

more complex and medical terms” (P5)

“Sometimes | read them [my notes] back and think ‘my gosh what have | written
here’, it's an absolute spelling nightmare (laughs) | get my letters the wrong way

round and often read it back and think should that be ‘quiet’ or ‘quite™ (P2)

The lack of electronic medical spell-checkers on computers was criticised by some
participants. Participants described how the computer systems that they use will often
not have a spell-checker on them which was problematic when spelling drug names
and general written documentation. One doctor reported how not being able to spell
medical words can hold them back by explaining that because they were unaware that
they were misspelling a medical term due to the lack of a spell-check in the system,

they thought the computer system was wrong.

“Writing notes | always have to think about because all of the GP systems don't
have spell-check on them, so every time you write anything, because you know
that everybody is going to read it, I'm always thinking ‘can | use that word, can |
spell that word’ and more often than not | have to use something easier to spell”
(P2)

“I have nothing [no spell-checker on computer], so in general practice it's
frustrating because often | know that I've not spelt something correctly, but |
can’t figure out. | know it sounds stupid, but | can’t figure out what the correct
spelling is. So | know what | want to say and I've spelt it wrong and | can’t
correct it” (P10)

Three of the participants explained that their spelling difficulties often involved non-
medical everyday words, with one participant attributing this to the fact that they have
not made the effort to learn them like they did for medically terminology. These
participants reported being able to spell long and complex medical terms but struggling
with very simple words. One participant tried to explain their difficulty in spelling non-
medical words by explained that they find medical words easier to spell as they were
more phonetically based which they found easier. Another doctor explained that they

have a basic spelling book that contains everyday words and shows them how to add

191



suffixes which they use frequently to aid with their spelling of normal non-medical

words.

“If I have to write then | think it's actually more with the non-medical words [that

I have difficulty with] because | haven't made an effort to learn [them]” (P3)

“I still have spelling difficulties with spelling certain words although not usually

medical words” (P12)

“There are certain other words that | still don’t know how to spell, ‘colleague’ |
still spell it wrong and ‘consider’ for some reason is another word | can never
spell but | can spell ‘Amyotrophic lateral sclerosis’ without difficulty whatsoever”
(P12)

Other work related difficulties reported by participants involved being slower to process
information and experiencing memory difficulties. Other participants described
difficulties remembering information such as lists of numbers or tasks and explained
that they are unable to hold information in their heads and that they often have to write

it down in order to remember it.

“You can't sort of do things as quick.....short-term memory is quite poor

compared to most people's” (P2)

“Certain aspects of my short term memory | have had deficits which | have
learnt to compensate for....or at least recognise and make sure that | write
things down instead” (P12)

These difficulties with short term memory affected one doctor’s consultations and they
explained how they struggle to remember patients’ information and will have to write
everything down and will often have to ask the patient to repeat what they have said,
which then impacts on the time their consultations last. This participant also described
experiencing memory blanks and that nerves often exacerbated these difficulties with
memory. For some, difficulties with short term memory and concentration were worse
when they were working in noisy environments or when they were completing night
shifts.

192



“I've been trying to take a patient’s history, people would tell me something and
then err...and then for the first few years | had to write down everything that the
patient said otherwise it would be like...like | just blanked and | couldn’t
remember what they told me and that would be worse if | was nervous, so I'd be
there taking a history and without doing the notes, | could just be there going ‘|
know they’ve told me but but...it'’s just gone’ and | would just feel like an idiot”
(P6)

“I notice it most on nights, that I'm very very aware that err... processing data
and things, | do have to keep going through it to make sure that | haven’t
missed something important or that | haven't picked up information that isn’t
actually there” (P10)

Reading was another difficulty reported by doctors with participants referring to often
reading what they think they have written as opposed to what is actually written, or
missing out lines of text or mixing up words and losing their place regularly when
reading. Some described having to re-read text in order to gain a better comprehension
of what was written. This impacted on the length of time that participants had to spend
on reading documents and proof reading their written work to ensure no mistakes had

been made.

“I will see a word, and it is actually a different word or sometimes it's not even
there” (P1)

“I read the question wrong and then afterwards | realise that | read it

wrong......... when I’'m reading a sentence | have to read each word individually then
| go back and read the words again and then maybe go back a third time to make
sense of the sentence. Words do sort of mix up and | don’t know which line I'm in”
(P8)

“That’s probably still one of the things that I'll sort of read something and think I've

read it all and miss a line or miss something and just carry on without seeing it and

that was one of those things that just carried on” (P10)
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C. Difficult tasks avoided

When asked about any work related task that they avoid or strongly dislike doing,
reading aloud was reported, especially if it is something that the doctor had not written
themselves. Participants explained that they are often expected to read out information
during meetings which made them feel very uncomfortable due to concerns over
making errors when they read aloud. One doctor explained that they had difficulties
with pronouncing words and was sometimes made to feel very awkward due to having
to read aloud discharge letters during weekly meetings in front of various members of

their team who were not so supportive towards their difficulties.

“It is the reading aloud things | will try to avoid....... so there are occasions when
| would have to read something out from a report, or I'm in a public meeting and

| would have to read something” (P1)

“l would be expected to read out discharge letters, | was expected to discuss
these letters and remember what was going on with these patients, some of
which | would have probably never have seen and things like that, | found it
really difficult reading out loud in front of a crowd, in front of senior colleagues of
mine, some of them were supportive and some of them didn’t really believe in
the disability and so would make me stand up and intimidate me, in sort of
ways like, ‘oh you don’t pronounce things like that, how do you say it properly’
or if | said an abbreviation they’'d expect me to say the full version of it and they
were just sort of......I they could tell that | didn’t like it so they’d make it more
uncomfortable on by questioning more about that patient, so that was probably

the worst that I've experienced it” (P7)

Similarly to above, speaking in public was another avoided task by doctors, whether
this was in relation to giving large presentations or speaking during staff meetings.
When presenting, one doctor described having to learn their presentation off by heart
otherwise they would make too many errors and another doctor explained that they just
tried to avoid any tasks that could potential lead to speaking in public unless it was in

an environment in which they felt safe in.
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“At the beginning, | tried to avoid doing any presentations, writing anything for
publication or anything that involves reading out loud if it’s not in an

environment I'm comfortable with” (P7)

“I don't like public speaking, unrehearsed public speaking, so a typical example,
in a multidisciplinary team meeting you're given a paper on details of 50
patients that you have never met before on that morning and then you're asked
to present them in the afternoon with a spreadsheet in front of a large audience,
with all these awful words in and | think that's horrible for any individual but for
someone with dyslexia or dyspraxia it's an absolute nightmare, you know, and |

think that's the only task that | have gone out of my way to avoid” (P5)

Another doctor gave the example of having to prescribe medication that they had never
prescribed before when they were on a busy ward. They described how their
colleagues would probably ‘take a stab’ at doing it but they did not feel confident

enough and so when it was quieter they would come back and look it up and learn it.

Written work (both by hand and typed) was a difficulty that most doctors experienced in
some form and for some this developed into tasks that they tried to avoid. General
administration, form filling, discharge letters, ward notes and lengthy written tasks were
given as examples of tasks avoided by some doctors. One participant explained that

because they are nearing becoming a consultant it was not possible to avoid any tasks.

“At the beginning | didn’t even want to write discharge letters cause | thought

that other colleagues were going to be criticising them” (P7)

“On a ward round if there are multiple people around | will get someone else to,
if it's not my ward round | will get someone else to write but if it is my ward
round | will write for myself just to ensure | know what’'s documented if that
makes sense, but if I'm on a ward round with a consultant | will get someone
else to do the writing” (P10)

D. Stress

Stress often exacerbated people’s difficulties. Participants described being conscious
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about getting stressed and the effect that this could have upon their difficulties and
putting in extra measures to compensate and to try and reduce these levels of stress
and not overwork themselves.

“Because of having to do the extra measures [due to having dyslexia]...I do feel
like I'm more prone to get stressed...| have to make sure that for me my lifestyle

is all kind of where | want it to be and that | don’t overwork” (P6)

Tiredness was also reported to exacerbate spelling difficulties and cause the standard
of handwriting to decline. One participant explained that when they are tired their
spelling and writing of medication can decline and so they always tried to be aware of
when they were prone to tiredness as they felt they were potentially more likely to
make a mistake. Participants also explained that they found being challenged when in

stressful and pressurised situations made their memory and spelling ability worse.

“When I'm challenged sometimes | just can’t think how to spell a word” (P6)

“In a pressured situation one forgets what the letters of the acronym stood for”
(P9)

As a way of dealing with some of the stress participants experienced due to having
SpLD, participants described how having open and honest relationship with team
members regarding their SpLD has several benefits including reducing stress and error
potential.

“l think it [dyslexia] can be a positive thing and | think the more positive you are
about it and the more you look at it and go out of your way to speak to other

people who have got it and look at how you can best adapt to it” (P6)

“I think it’s just being aware of what your limitations are and being honest with
your colleagues, being open and making yourself approachable so that people
and nurses can double check with you and do feel that they are able to

approach you and question you" (P12)
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5. Coping strategies

In order to compensate for some of the SpLD related difficulties, the participants
described various strategies that they had implemented to help ease these issues both
during work and medical school. One participant explained coping strategies become
almost second nature to those with dyslexia and that many probably would not

recognise them as strategies as they have just become a way of life.

“I have to be honest everyone | know who’s got dyslexia sort of just gets on and
you sort of suspect that you've found solutions to things but because it’s just
become so second nature you don'’t see it as a solution it’s just life that you're
getting on with” (P10)

“l was using a coping strategy that | have developed on my own without

realising it" (P8)

Coping strategies and confidence appear to be clearly related. Developing successful
coping strategies can help people gain confidence, and having confidence in
themselves and being able to talk to people can lead to creation of successful coping
strategies. One participant explained that they often have to implement alternative

coping strategies to overcome difficulties.

“It just means that potentially you have to think of strategies to get you where
you want to go” (P10)

A. Levels of SpLD and intelligence level
The ability to create appropriate strategies, especially those required to succeed in
medicine, appeared to be based on the assumption that the individual had a sufficiently

high level of cognitive functioning.

“So | guess the more your general cognitive abilities are the better you can

cope with having dyslexia” (P3)
“I'm coming to this [working as a doctor] with an above average overall ability
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because otherwise | wouldn't have survived...so | think that if you were
operating at an average level, then | think it's probably not quite so easy to pick

up the compensatory strategies” (P1)

The level of a person’s SpLD also came into question with participants expressing that
they believed that those with stronger levels of dyslexia would find it difficult to be able
to function at the required level needed to be a doctor.

“l think that if a person had more severe dyslexia then | would advise them on a
different course, err.... | don’t think that | would have gone into medicine if | had
such severe dyslexia that | couldn’t read, as much as you may want to do it”
(P2)

“It sounds harsh but if you're dyslexia is to a degree where you know you can't
function at an acceptable level.......... you know at the end of the day patients
deserve a doctor who can function safely at the same reasonably speedy and
correct level of work, and so if your dyslexia means that you can't do that you

should do something else” (P3)

One participant noted however that if there were the correct support aids in place then
even those with more severe levels of dyslexia should be able to succeed. This
contradicts popular stereotypes of SpLD (discussed above) of people supposedly
having lower intelligence levels and being academically challenged.

“When you think about even severe dyslexia, it shouldn’t be so much of a
problem if you actually had the sort of IT technology where you can actually do
things like voice recognition” (P9)

B. Medical school

The doctors described using various types of coping strategies when they attended

medical school to help them conquer some of the difficulties described above.

For example, participants explained that when they were medical students they often

had to take extra time to complete their work or to be able to check that it was correct.
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Participants described having to work harder and taking longer than their fellow
students as a way of revising better and working.

“I looked up every drug up because | can't trust myself to spell it correctly, so
that takes a lot longer” (P2)

“I had to work harder than other people and | think as well with revision | had to

spend more time during revision and with my notes” (P6)

One participant described going through a rigorous process of learning new spellings
each night by writing them out 50 times each. The doctor explained that by doing this
they were able to learn the pattern of the words not the actual letters making up the

word. While another doctor explained that they would use the predictive text features

on their mobile phones.

When it came to writing, some participants described using bad handwriting to disguise
any potential spelling errors that they may have made. While another participant
explained that they were able to type and use voice dictation software during medical
school. For note taking during medical schools, doctors implemented strategies such
as using online resources, dictating notes into a digital voice recorder or using them to
record lectures to make notes at a slower pace after the lecture. One participant
described colour coding their notes and trying to condense information down to key

points.

“When | did note writing | used to come home and re-write all of my notes and
everything was always colour-coordinated and very organised...so | would try to
put a lecture into one a full page of writing so that I could look and see all the
key points around it and often it was colour-coded into anatomy, physiology,

biochemistry and pharmacology and | still actually do that now” (P2)

“My Dictaphone is just great because | was able to, when I'm revising | was

able to err....read and sort of speak to myself on the Dictaphone and then play
back, or record lectures and then play them back and then makes notes at my
own pace as opposed to try and doing everything within the lecture and look at

the screen” (P8)
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Finding online resources that were more audio or visual based were also techniques
used when revising for some participants, as opposed to reading copious amounts of
text from a textbook. Media such as podcasts and videos were preferred even if they
were created by a different medical school.

A lot of the techniques that the participants described using when a medical student
involved being visual and practical based, such as drawing diagrams and making their
notes as visually interesting as possible. One participant explained how cramming for
exams was not effective for them and that they had to understand the whole process
so that they were able to visualise it in order to fully understand it. Another participant
described trying to make their work as practical and hands on as possible to help aid
their memory when revising. Participants explained that they had to be able to

understand the whole process of something and try to visualise this process.

“l found my own ways of learning, making it very hands on, my revision was
very different to my house mates....I would have lot of colourful posters all over
my room, | wouldn’t be concentrating on learning the big words but would be
more about understanding the process in summary to hide the fact that |

couldn’t remember the longer words of pronounce them” (P7)

“When | was in medical school | liked people practicing examination on me,
because then in my own mind | was able to build the order of what to do and
how it feels so that then, when | examine a patient | know what sort of....how to
do it in the sense of the correct pressure to apply here and the rapport that you
have with the patient while you’re doing these various types of examination”
(P8)

Two of the participants who were provided equipment through an official assessment of
needs found that being provided with a laptop helped as they were able to type all of
their work. Furthermore, assistive software such as mind mapping software and text to

speech software were found to be useful strategies.

“So as well as having time in my exams, | also had a grant so | could get a

laptop so | could type everything and that made a huge difference to
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the.....assessment of my work because it was a lot clearer, | think my marks

were a lot more solid once | was typing rather than scribbling” (P10)

“I got some software that the university gave me, which | used but not really,
some mind map software and some other, thing where you could scan a page
and it would pick out the words so you wouldn’t have to write it out or | don’t
know, that was quite useful” (P11)

C. Coping strategies at work

All of the participants during their interviews described using at least one form of
compensatory coping strategy to help them in their workplace, which many believed
were successful. Reasons for implementing such strategies were due to wanting to

ensure patient safety and reduce error rate.

“Yes | have dyslexia, I've got strategies to live with it and | have no doubt that it
does impinge on my professional life, I'm aware that | go slower to try and
compensate for that....the strategies that | have put in to try and ensure my
safety probably helps patients and it probably makes me more aware of
potential dangers within my practice” (P10)

“Just in that we developed coping strategies that other people don't have to
develop | suppose..... | think now I'm certainly in the last part of my career, and

I've learnt a number of adaptive strategies” (P1)

The types of strategies used by doctors ranged from preferring to find a quiet location
to complete their work so that they could concentrate and focus, to being able to
distinguish left from right by the wrist that they wear their watch on. Two participants
explained that to avoid reading aloud and associated reading errors when giving

presentations they have developed a way of talking through the presentation.

When creating strategies, participants often described making them visual, for example
using mind mapping or preferring to use visual online e-learning resources and videos
to help keep up to date with information. As a way of coping with spelling difficulties

(noted in ‘Difficulties at work’ above), participants often stated that they very much
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replied upon the spell-checking facilities on their computer when there was one
available. However participants reported that spell-checkers are often not on medical
software so if they were particularly struggling in spelling a word they would ask a
colleague for help. Some participants reported using Google or their iPhone or
predictive text functions as a way of overcoming the lack of spell-check facilities on
some medical computer systems. Some participants described rote learning spellings if
they were going to be using them regularly. But one participant explained that they

spell words by the pattern and not the actual order of the letters.

“I try and have Google Chrome open on whatever computers I've got, because

that’s usually the best way of checking things like word problems” (P10)

“If it is a word that | know that I'm going to use day in and day out | was just rote

learn the spelling in my own time” (P3)

Spelling medical terms and drugs was described as difficult when using Microsoft Word
as they would not be included in the spell-checker. Another participant noted that often
they would type or write things quickly before they forgot them and in doing so they
would make lots of typos, as opposed to spelling mistakes due to their SpLD. Whereas
another participant explained that they actually hoped if anyone saw their bad spelling
that it would be credited to typos as opposed to bad spelling. To aid with writing
difficulties some doctors explained that they will dictate their written work in to a voice
recorder and then use secretarial support to type it up. Or they will use a computer
programme that is voice activated so that they can dictate their work straight on to the
computer.
“Dictation, letter are great because | can dictate, and | love that part of it, so
some secretary has to work out all out all of my verbal jumble all my
complicated spellings (laughs) and so | don’t have to worry about that, so | love
dictating, that has been that has been brilliant” (P2)

“I could do that on my Dictaphone which was great because | didn’t have to
write it to type it, | could speak it....it was on the screen and err...on the screen
you could then see straight away what you had written and then assess what
you had written” (P8)
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When reading, one participant described preferring to use yellow paper and another
liked text to be written in sans serif fonts to avoid the text from distorting and to reduce
visual stress when reading. One participant explained that they will read words
individually and sometimes out loud to help them process and comprehend what is
written.

The participants described not being ‘naturally’ organised and that they often enforced
strategies to help them stay organised and sort out their work, such as using
spreadsheets to plan their time, using diaries and electronic organisation devises such

as personal digital assistant (PDAs) and iPhones.

“I've got a big spreadsheet with what I'm doing between now and October so |
plan six months in advance....l have that in [the] cloud so | can access it from
my iPhone or my e-mail and from a computer and then usually have a printed
copy in my briefcase and it's just a bit more flexible than a diary because things

change regularly, you need to swap shifts and everything” (P5)

As a strategy to remember information and overcome short term memory difficulties,
many participants explained that they wrote down important notes or created list of

tasks and things not to forget.

“Basically my note book, so | do a few little jotted things and write down details
of things so | don’t forget them and as the patients talking I'll do like a few little
jotted things and | always keep a jobs lists and | try to do the reflecting back
skill as part of your consultation skills” (P6)

“I keep lists and make sure that there are lists for everything | do. | don’t try and
remember things in my head, | always write done all my jobs on my yellow

paper to help remember” (P7)

Doctors reported that they were often concerned that they would make an error in their
work due to some of the difficulties that they described experiencing above. As a way
of coping and dealing with this, doctors described developing various methods of error
checking. Participants described checking their own work very carefully and that they
took extra care when writing prescriptions often going back over their work various

times to ensure that they have written it correctly.
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“'m continuously checking everything and like making sure everything is you know
right” (P8)

“I'm really careful when it comes to writing prescriptions and | will always double
and triple checked because | know that, just looking at it may not tell me that | have

written it down wrong” (P1)

“l am always asking my colleagues to check what | have done because | am never
100% sure of myself, so | suppose in one sense that is quite a good thing, but it is

time-consuming and time isn't always available” (P2)

Other participants reported asking their colleagues to check their work or to confirm
with them if they were unsure about something that the participant had written. This
coping strategy, however, relies on people feeling comfortable to disclose their SpLD to
their colleagues and also in one of their colleagues being around to ask when they

need support.

“l would say to nurses that if | write anything that you’re not 100% sure about do
double check with me, so | would build in as many safeguards within that process

as | could to try to reduce that risk of those kinds of mistakes” (P12)

Some of the tasks that participants were likely to check involved making sure dosages
are correct in both amount and measurement used, and that they are not confusing

dates and spelling checks.

“I'll think to myself through milligrams and micrograms, loads of times...and to

double check and check again to make sure I'm right” (P1)

“When I'm writing drug charts and things I'm very very careful that everything is
correct dose wise and spellings of drugs wise.....we have got.....the National
Formulary, that’s kind of everywhere, so if you want to cross check a dose or a

spelling then that is easy enough” (P3)
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D. Technology/formal support

Some participants had sought formal support in their workplace and were provided with
specialist equipment to help them develop coping strategies to help in the workplace.

This section is also linked to the ‘Formal support’ section under the ‘Support’ theme.

Other participants had implemented their own technology to help them, such as using
Google and functions available on mobile phones. Most of the participants used auto-
correct or predictive text functions of such technology to help with spelling and finding
the correct words for sentences. Another participant explained that they use their

iPhone to access their diary and uses calculators and spell-checks.

“So technology is wonderful because, you've got your iPhone and with predictive on
Google messaging, sorry predictive Google searching, you just start typing into a
computer...I wouldn't go anywhere without my iPhone...so | do use it as a

calculator, organiser and a spell-check basically” (P5)

“You know those HTC’s [smart phone] they’ve got a really good swipe programme
on their keyboard, so instead to having to type out the letters, you can swipe along

to those letters and it just comes out, it's predictive texting” (P8)

Voice Dictation Software particularly Dragon Naturally Speaking was used by three
participants who reported that they found it very useful. One explained that it took a
while to get used to using it but once they did it made a significant difference to their
written work. Screen Reader software was also given to some of the doctors, particular
TextHelp Read & Write. One participant explained that this helped them with
comprehension

“I was given Dragon software, which | love....and I'm in a job now where there’s lot
of emails and | hate it and having to write stuff so I've asked them if | can install the

Dragon software on my laptop, err which they’re going to do” (P8)
“Read&Write software would read out text of the computer to me, which was good

because | can, | have to reread stuff and it takes a bit more concentration to read”
(P6)
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One participant felt that if they had been 10 years younger they probably would have
been able to benefit more from technology and been able to develop more successful
coping strategies. Others reported that despite being given software to create coping
strategies on they did not use them. Others found that they were not suitable or there

was no provision for them in their working environment.

“If I'd of had it from earlier on | think | would have done a lot better but because |
could never access it once | had it anyway ...... cause it wasn't suitable to use at

work, you know there wasn’t a programme for writing notes” (P6)

“l aware that my writing is extremely poor and although | could type all the way
through medical school or voice dictate, there is no provision for anything like that

in hospital medicine” (P10)

Appendix 20 summarises the difficulties that the doctors reported, the clinical tasks that
this impacted on and the coping strategies used by the doctors to overcome these

difficulties.

6. Support

The participants had received various types of support which had been first
implemented during different stages of their life from childhood to their current work
positions. Two doctors explained how the types of support available for someone with

SpLD are making it easier and more achievable to have a career in medicine.

“When you think about even severe dyslexia, it shouldn’t be so much of a
problem if you actually had the sort of IT technology where you can actually do

things like voice recognition” (P9)

The 2 patrticipants who had graduate earlier (pre-1990s) did not report having any
support in place during their whole learning process. However the idea of having
support put in place for doctors with SpLD, if required, as long as it equalised them with
other doctors, appeared to be embraced by all the doctors. Some noted that such

support had now made the field more open and diverse.
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“There are some incredibly bright dyslexic people who are very very perceptive
who can communicate really really well and they would have never have even
have got through the exams to medical school who are now getting through

now and they are excellent with the patients” (P9)

“I don’t think that we should get preferential treatment or dispensations because
we still, we should still work the same on calls or be expected to cope with the
same workload as everybody else, but if there are aspects that could be
facilitated to make that easier then I think that would be of benefit to the

institutions in which we work” (P12)

Four of the participants had been diagnosed with dyslexia whilst attending school and
they reported receiving some sort of support during their schooling, prior to going to

medical school. Participants reported receiving additional study support sessions each
week and one patrticipant also had speech therapy sessions. The most helpful support

given appeared to be extra time during examinations.

A. Medical school

One participant thought it was important to note that providing support for medical
students is about ensuring safe practice, and not about giving them an advantage over

other students.

Out of the 11 participants, three of the doctors completed medical school without any
formal assessments or support in place. One of these doctors graduated during the
1980s despite having been diagnosed with dyslexia during earlier schooling, another
said they did not need support despite being diagnosed with dyslexia and the third
suspected that they had SpLD but did not have a diagnosis. Five of the participants
were diagnosed with dyslexia during medical school after experiencing some of the

difficulties described in the ‘Difficulties at medical school’ subtheme.

Four doctors out of the five who were diagnosed at medical school explained how it
was not until their fourth year of medical school that they decided seek some support.
One participant reported that it was due to experiencing difficulties with revising for

critical exams. The participants were referred to an Educational Psychologist for some

207



formal testing and then given an ‘Assessment of Needs’. The doctors reported finding
this assessment process a negative experience. One participant was told that they
would not need the same level of help as other students with SpLD because they were
studying medicine and others described their experience as a ‘battle’ to get any support
in place at all. There appeared to be a general consensus that the assessors were
unsure about how to deal with them and about what support would be useful to them.

“When she did the report, | don’t know why she... she did, but she said ‘oh |
should just use a dictionary’ and like.....| wouldn’t necessarily need the same
help as other people ‘cause | was a medical doctor and the university said that

that was wrong because everyone else would get a laptop” (P6)

“it was like this mega battle over trying to get some resources and the university
support for students with disabilities kept saying ‘well maybe we could get a
grant to pay for extra tuition’ and that kind of didn’t sort of....that kind of fell
through....l don’t think they quite knew what to do really” (P9)

As a result of these assessments at medical school, the doctors were given a range of
equipment and adjustments. The most useful formal of support given to students was

again the opportunity to have additional time with their exams.

‘I got extra time in exams and it was the first time that | actually needed it,

which was surprising to me” (P11)

“l did use it just, | didn’t need it but | used it [extra time] just to check I'd done
everything right....I've been given extra time as part of my GP training and |
found that | did actually need that, so valued it then” (P6)

Some participants were surprised that they had needed extra time during their medical
exams. Some of the students were also allowed to type their exams and complete
them in a small more appropriate environment as opposed to the main exam room with
the rest of their fellow students. Some students were also given additional study
support each week either in groups or on a one-to-one basis. Other students described

receiving:
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e Laptop

e Laser printer

e Scanner

¢ Digital voice recorder/Dictaphone for recording lectures

e Specialist software - Dragon Naturally Speaking (Voice dictation software) and
medical dictionary programme

¢ Photocopying allowance

e Textbook allowance

o Extended library loans

e Spell checker

e Reading pens

Not all of this support was useful to the participants when they were medical students.
Some participants claimed that they never used the physical equipment that they were

provided with, such as reading pens and digital voice recorders.

“They gave me this pen that could scan words, but to be honest | didn’t really

use the software or the Dictaphone to be honest” (P5)

Other participants explained that although they were provided with equipment and
specialist software programmes, they were never shown how to use them and so were
never able to use them. While another explained that they were unable to attend the
support groups and classes, which they believe would have been beneficial for sharing

ideas and talking to like-minded others, due to being away on placements.

One participant complained about the lack of communication in their medical school as
their tutors and placement tutors were meant to be informed of their diagnosis to be
able to present them with class notes, written literature or presentations ahead of
classes. However they explained that this never happened and that with every
changing placement they would have to explain their situation. Doing this also seemed
to create quite a bit of anxiety for the participant which could in turn affect any other

coping strategies that they have in place.

It is important to note however that some participants did have useful support when

they were completing their medical degrees. Extra time was again considered the most
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effective adjustment as it allowed participants to go back and check their work, but
other simple strategies such as extended book loans and photocopying credit were
also considered very useful.

“Yes, all the other stuff was really really really useful particularly sort of the
photocopying allowance and the text book allowance and the study support was
really useful, to be honest everything was really useful apart from the software
and that pen...they also made a referral to a specialist optometrist who
specialises in colours....overlays and things, but that wasn’t particular useful to
be honest.” (P5)

“I got the highest mark in the year in the MCQ sections, so you know, that’s

where the extra time really” (P8)

One doctor explained that support they received made such a significant difference to
their work and that you could tell that something had happened between their first 3
years and their final 2. They even went on to say that they wished they had pushed for
a diagnosis when they were younger so that they could have had more support
throughout their previous education. Helpful support that was suggested should be
given to future medical students included anything that would help in shortening the
length of time taking notes and writing, strategies to help keep up-to-date with current

literature and reading, and podcasts of lectures and journals.

B. Work

The potential limitations of the clinical environment and the effect this had on the
number of suitable adjustments possible, and support that would be appropriate for
some doctors was recognised. But some participants suggested that if a doctor is
unable to function at the required level for a particular specialty then there are other

career options and specialties available that might be more suitable.
“l imagine that there are only so many adjustments that can be made, and so if

you can't function at that level then unfortunately there are other careers open

to you with a primary medical degree” (P3)
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Only two of the doctors described having support put in place for them in the
workplace. One participant described the success of being able to dictate their letters
and then have a secretary decipher their ‘verbal jumble’ (P2) to transcribe it and work
out the complicated spelling contained within it. A different participant explained that
adjustments have been made so that they now do not have to work in A&E on their
rotations due to difficulties working in fast paced environments. This participant also
reported that their colleagues have been more understanding about the additional time

it takes them to process information (P6).

When the participants were asked about possible support that would be useful to
doctors with SpLD, establishing role models and doctors with SpLD mentoring other
doctors with SpLD were suggested by a number of participants. It was hoped that such
support would raise awareness of how others cope and enable discussions about
issues with like-minded doctors. Role models and mentors could also act as a point of
contact and a source of information about support available and advice for doctors with
SpLD and also their colleagues and employers. The doctors seemed to like the idea of
knowing fellow doctors with SpLD and using them for support and reassurance. One
participant told a story whereby after noticing very similar dyslexic traits in one of his
colleagues, it turned out that they too were dyslexic. This led on to them discussing
their issues and the strategies that they use to cope. This participant explained how it
was nice to be able to discuss their dyslexia with someone who truly understands and

that their colleague acted as a role model for them.

“I think it would be good if there was a dyslexia doctors association because
then you could say well actually this association says this and they have got this
experience or they knows these certain experts or they have found this
technology useful and actually | think it would be quite good to have that really
and that might be a good form of support and a resource for the NHS | suppose
as well.” (P6)

“I think another important point is there are no actually good role models, for

dyslexics or dyspraxia medics, you know so | don't know a single senior doctor
who says they’re dyslexic....it's really difficult to know how other dyslexics have
overcome their disability and whether they've just got sort of average or they've

developed a weakness into a strength...Like peer support would be useful or
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mentorship | think that would be very useful....and | think positive role models
are always very useful in tackling discrimination, acceptance and sort of

normalising differences” (P5)

Other potentially useful forms of support suggested by participants during the
interviews involved anything that would reduce the amount of time spent taking notes,
writing and reading. Specially designed ‘dyslexic’ books were suggested where they
would have wide spacing between the words and printed on coloured paper without
using Times New Roman as they found this font difficult to read. Implementing more
electronic resources, such as for electronic journals, podcasts of journals and e-
learning resources with strong visual and audio elements would be useful. Being able
to dictate written work was the most frequently suggested idea, with doctors reasoning
that it would make their written work quicker and that it is something that is already

implemented for all doctors in some departments.

“Orthopaedic surgeons will come and do wards rounds with either a
Dictaphone, well usually a Dictaphone and then a few hours later their
secretaries will stick in the notes a beautifully typed version of their wards
rounds and yet no one has ever suggested that there are any resource to
actually help people with things like dyslexia to try and ensure patient safety”
(P10)

Although most of the participants sought their support through work, medical school or
school channels, some participants did mention other sources of support outside of
these, which was beneficial to them. Some found a medical mentor accessed through

other external organisations such as churches had provided mentorship and support.

C. Formal support

Some of the participants explained that they did not know that they were entitled to
support or questioned whether there was any support available that could potentially
help. Only 2 of the doctors had actually sought formal support assessments through
their employer. When asked why other doctors had not sought support one explained
that they would not seek any formal type of support through schemes like Access to

Work due to fears that it would damage their career prospects and that they would be
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actively discriminated against. Another doctor described feeling guilty about the
prospect of seeking support due to the fact that they were a doctor.

“Yes I've heard of Access to Work and | wouldn't apply for a no......because |
would worry that it would damage my career prospects and | would be actively
discriminated against” (P5)

“Well I'd feel guilty because I’'m working as a doctor, should | be getting all
that?” (P8)

One of the difficulties highlighted by this type of assessment was not just the length of
time that the whole process took but that the actual assessors are more education-
based or are not medical-related, so it is difficult for them to get a real understanding of
the demands of being a doctor. One participant described their experience of being

assessed and the not very successful outcome:

“I took this guy round my job.....I felt a bit awkward and it was difficult because
he had no clue about medical technology and at that time there was nothing
much out there and there still isn’t really in hospital medicine for doing notes, so
even though then he made all of these recommendations, like | should have a
laptop and | should maybe print all my notes out and | could have a handheld,
at the end it just wasn’t practical and then it took a year to get a laptop and then
it was really heavy and | couldn’t get it round the wards and there was no

technology on it suitable on it to do notes” (P8)

The participant then went on to explain that after this assessment, it took them a year
to receive their laptop. Furthermore, they could only use the laptop as part of the
hospital system so they were unable to use it at home to help with their assignments.
Another participant explained that they were still going through the Access to Work
process and had been waiting for their support to be implemented for several months
but meanwhile they just had to manage as well as possible. The report recommended
that they should receive a laptop which would have various pieces of assistive
software, a portable printer and training on the software being provided and 6 hours of
support. It was suggested that the doctor use programmes such as Dragon Naturally

Speaking to dictate their discharge letters and ward round notes which could then be
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printed to save having to hand write them. Also subscribing to journals electronically
and using electronic textbooks which could then be read out by the computer using text
to speech software. The participant did feel that this will be useful when it gets
implemented but actually how useful this support will be is yet to be determined.

7. Career

Dyslexia had an impact on their career only for a couple of doctors; most of the
participants said that they were more influenced by other factors. However, some did
still suggest that certain specialties would be better suited for doctors with SpLD than

others.

When asked if their SpLD had had any influences or impact on their career and their
specialties choices, for some it was the first time that they had considered this notion.
Responses indicated that participant’s opinions on this were divided. Some participants
remarked that although it was maybe not the main influences, perhaps on some level it
had had some influence. For example, one participant suggested that it potentially led

them to exclude certain types of careers, due to having co-ordination difficulties.

Overall the basis of specialty choice seemed to be mostly influenced by individuals’

strengths and weaknesses, whether these were related to their SpLD or not.

“I think having a very mild SpLD, has probably influenced the route of my career
has taken, and therefore | probably don't need a great deal of support...I think it
would be wrong for me to convey that having SpLD is the main reason for me
choosing any path...but I think a lot of the way in which things like SpLD affects
your choice is...are completely subconscious, you don't think ‘I'm choosing this
because of’, you just migrate to the things you enjoy and that come easy to you”
(P1)

“I've never thought that my dyslexia or dyspraxia has influenced me, | think it did
influenced me negatively but | never actually thought | could do a general surgical
specialty or a highly complex surgical specialty....I did think very carefully about

choosing what type of surgery would be suitable with reference to my dyspraxia, so
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| think it influenced me to exclude, but | don't whether it influenced me to.....or

because | wanted to go into something just because of my dyslexia” (P5)

One participant expressed the wish that they had had more support when studying or
wondered if they had had better role models in medicine, then that might have had
impact on their career specialty. Other participants were quite certain that having
dyslexia had not impacted on their career choices and the career decisions they made

were based upon other factors such as lifestyle and personal preferences.

“It was a complete lifestyle thing, | don’t think it has anything to do with dyslexia”
(P10)

“l think it's something that | think I'm good at and | quite enjoy, but no, | don’t

think having dyslexia has really influenced that choice” (P11)

A number of the participants stated that one of the reasons that they decided to enter
the specialty that they are in was due to patient contact reasons. This is interesting
because although most thought having SpLD had not had an effect on their specialty
choice, they gave reasons that were also stated as their personal strengths of having
SpLD such as communication with patients and practical skills (see theme no. 8
‘Strengths’). This suggests that maybe having SpLD does have an underlying

influence, even though individuals may not be aware of it.

“l enjoy the kind of one-to-one patient contact, you know you while you are
giving an anaesthetic you can't be dragged off somewhere else, so that is quite

nice” (P3, Anaesthetics)
“I like the people side and | like the, you know, the fact that it's whole person
medicine in GP and you get the chance to be the patients advocate” (P6,

General Practice)

“...essentially my patients and my timings and | get a longer built up relationship

with the patient, you’d get to know them over time” (P7, General Practice)
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“It's one of the few medical specialties, that has that residual capacity to spend
time with patents and treat them as you want to treat them” (P12, Palliative

Medicine)

“It's a very very practical job, that for me was the best thing and you know
you're still working with people, talking to patients, talking to carers but you're

not doing much writing” (P8 - Pharmaceutical Medicine)

For other participants, it was lifestyle factors, such as family and wanting to travel and
the time at which they were making their choices that were the main influences. Some
doctors seemed to have chosen careers based on liking the fact that their work is
varied and contains different aspects and roles. Also the pace of their working
environment and general interests and skills levels were factors. One participant
explained that they liked surgery but knew that due to their co-ordination difficulties
they would have difficulties doing complex surgeries, therefore they chose Obstetrics
and Gynaecology where there was a good surgical element but it's not the primary role.
Another participant explained that they like the routine within their job and that they like
the fact there was a limited range of prescribing drugs and the terminology used, so
they were always in their comfort zone. While another described liking their job due to

the limited amount of writing involved and being very practical and hands on.

The key elements of those specialties that that were recommended to those with SpLD
or the ones particularly enjoyed by the participants seem to involve minimum written
work and maximum patient contact. Also being practical based but without the need for
fine complex motor skills required for some levels of surgery. When it came to thinking
about areas that were not suited, one participant explained that as long as a person

had the ability that there was no specialty that would be unachievable.

“I can’t instantly think of anything that | would think ‘ew with dyslexia you
couldn’t do’, No | would presume you could do everything, | think it would just

depend on what level you were functioning to” (P10)
When discussing medical specialties that were perhaps more suited to a doctor with

SpLD some of the participants suggested areas such as radiology and rheumatology,

as there is no immediate stress or the pressure of dealing with dying patients. They
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also reasoned that the report writing involved is often completed via a Dictaphone and
that the consequence of making an error are reduced as they can go back and correct
it. Child and adolescent mental health areas were also mentioned due to their high
level of patient contact. Another area suggested, again for the minimal level of written
work involved, was anaesthetics. One participant explained how there are not as many
written documents, patient letters, notes etc, to complete as in other roles and that it is
much more practical based but still involves working closely with patients.

“The best job in the world was anaesthetics, minimal writing, lots of practical,
but it was involving doing lots of night shifts and long days...you get lots of
patients from intensive care, but the only writing you do is like a daily ward visit
and total assessment otherwise it's a very very practical job, that for me was the
best thing and you know you're still working with people, talking to patients,

talking to carers but you’re not doing much writing” (P8)

However another participant explained how they would not have chosen anaesthetics

as a specialty:

“l think anything that takes you away from severely ill patients is probably
appropriate because if you need to be able to write prescriptions and know a lot
of information or be able to find it on the block quickly, then that is not a good
place for somebody with severe dyslexia, | would have never gone into
anaesthetics because | would have always been looking up the stuff, and that

would have been hopeless you know” (P1)

Regarding specialty choice, this participant stated ‘anything that takes you away from
severely ill patients is probably appropriate’. This could be in order to reduce the critical
pressure that a doctor could be working under which could exacerbate SpLD
difficulties, however to use the phrase ‘takes you away’ sounds quite severe and could
lead to the impression that a doctor with SpLD is a danger and that they should be

immediately removed from being near severely ill patients before they make an error.
General Practice was reported to be less appealing for one participant due to the

likelihood of having to use a larger unfamiliar vocabulary and for another participant

due to the quantity of written work involved. Another participant explained that due to
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their dyscalculia they avoided paediatrics because of the amount of drug calculations
involved and they feared being caught without a calculator on hand to aid them.

The amount of written work involved were reasons other doctors gave for medical
research and psychiatry perhaps not being particularly well suited to a doctor with
SpLD. Surgery was also highlighted due to potential co-ordination difficulties and a high
pressured environment. Other pressured environments such as accident and
emergency, emergency medicine and acute medicine were not thought suited to those
doctors with SpLD due to the intensely pressured environment and acute decision-
making required which could cause high levels of anxiety in doctors. One of the
participants, who is currently completing their Foundation doctor training, explained that
they initially thought that they would be at a disadvantage when working in high
pressurised acute and emergency environments, however after working in them has

now found that they actually coped very well.

Overall the common consensus seemed to be that people should make their specialty

preference based upon their own personal interests and select one that most suits their

skill set.
“l think the wisest thing would be to choose a route that plays to your strengths”
(P9)

8. Error

Most of the doctors seemed to be aware of their potential to make an error whether
they believed it to be due to a potential increase due to their SpLD or because all good

doctors should be aware of their potential to make an error.

“l do suspect that there is a slight safety element with us, especially with written
information if it's not clear, and you could say that that’s not part of dyslexia but
| think mine probably is” (P10)

Overall most of the doctors said that they had never made a serious error and that they

had the strategies described above to help prevent them making an error. Some

doctors explained that for important tasks then they will be extra careful and vigilant
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resulting in a low error rate, whereas for less important things such as emails the

chance of error would be higher due to a more relaxed approach.

“When it is something important for example with a prescription, my error rate is
low, whereas with something like reading e-mail, where possibly for example if
some uses a double negative in an e-mail, then | will very often misread that,
which lead me into a kind of difficulties, especially because you're reading so

many e-mails" (P1)

The patrticipants were divided in their opinions of whether they would be more or less
likely to make an error due to the fact that they had SpLD. Some doctors agreed that
they would be more prone to making errors but backed this up by stating that because
they were aware of their limitations they have error checking strategies in place to

compensate.

“I think | am certainly more susceptible to make errors, and that, and this has
taken me quite a long time to realise that that was the case and so | think the

strategies that | use now are to compensate for the fact that | know” (P1)

“l do think you’re more prone to make an error but | find that ’'m more
conscientious about it as well.... ’'m always cautious for watching out for an

error that | might make or stuff ups that | might make” (P6)

Whilst some of the participants appeared to believe that they were potentially more
prone to make an error, a few participants explained that they felt because they were
very aware of where they were likely to make an error and have successful strategies
in place to check for this, they believed that they were in fact less likely overall to make

an error in their work.

“l think that if you're just aware that you have a slight weakness there you tend

to overcompensate so probably not” (P3)

“l suppose to be honest | think | am less likely to make a mistake because | am
so thorough” (P5)
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“The strategies that | have put in to try and ensure my safety probably helps
patients and it probably makes me more aware of potential dangers within my
practice” (P10)

The types of error that participants described being likely to make involved mis-reading
information when reading aloud and forgetting things or mishearing information.
Spelling drug names was another error concern and one participants explained that
precautions had already been put in place to prevent people making mistakes with drug
names and used the example of being no longer allowed to write 'penicillin' as it in is
now referred to as ‘phenoxypenicillin’ so not to be confused with 'penicillamine’, as
mixing these up could have serious consequences for a patient. While another doctor
explained that the only errors they would be likely to make would result from someone
misinterpreting what they had written due to them experiencing word finding issues or
someone else misreading medication due to their illegible handwriting. They also
pointed out though, that all doctors should be aware of their error risk and that they

should always be extra careful with their work.

Participants did also note that when they were tired, their coping strategies became
less effective, which could lead to an increase in error risk. One participant explained a
strategy they used to reduce the risk of error was to tell the nursing staff to always ask

for clarification if they were unsure of what the doctor had written.

“I'm always cautious for watching out for an error that I might make or stuff ups
that I might make.....I think that when you get arrogant that’'s when you can

make the stuff ups and not notice and that’s when it gets dangerous” (P6)

“So it’s more when your usual compensatory things become slack because

you’re worn out” (P10)

Many of the participants described becoming almost paranoid about making mistakes
and vigorously checking constantly for errors. Some of the coping strategies involving
error checking are discussed above. However, one of the participants warned that
constant checking and being so paranoid about making a mistake can lead to

additional stress and become quite damaging especially for younger doctors. This
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additional stress could then in turn affect the coping strategies that they have in place,
thus their error checking would become rather counterproductive.

“Yes | think you are more prone to making an error but if you have, | probably
have OCD [obsessive compulsive disorder], | think all female medics have OCD
(laughs), and I'm sure | have OCD so | checked everything constantly and | am
always asking my colleagues to check what | have done because | am never
100% sure of myself” (P2)

“I've always been quite paranoid that | was going to do that, so | suppose that |
have this inbuilt process whereby | double check most things | do especially

when it's something written” (P12)

All of the doctors reported being aware of error risk due to wanting to ensure patient
safety. One of the doctors stressed the importance of not being ashamed to go and

check their work and that doctors are only human.

“Because I've got a disability, it makes me think ‘so | shouldn’t be guessing
this’, actually you know so it's not inhuman to admit that you don’t know and |
will go and look it up or | will ask someone, so for me | think I'm less likely

because of the fact I'm more cautious” (P7)

9. Strengths

All of the participants at some point during their interview mentioned some SpLD
characteristics that functioned as strength for them in their clinical work although some
did not acknowledge that it was strength. Two participants explained how they had
never really considered there being advantages to having SpLD, with one explaining
that they could not understand why other people did not have the same strengths.

In total 7 of the participants described processing information differently to others, that
they were often very creative in their thinking and memory, and that they had a strong
visual memory. This was often a strength for them when learning new information and

problem solving.
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“I think very laterally and, so I'm quite a creative thinker....I find it very easy to
make lots of sideways connections, and that, | find that I'll do that much more

quickly than colleagues of mine who are far brighter than | am” (P1)

“l think I've got a very good visual memory more than like a written memory, |
will see patients and recognise them and I'll remember seeing them and people

are like ‘oh how do you remember that” (P7)

“l think once I've learnt the pattern | can get to the conclusion better or more
quickly....once, than a lot of my colleagues or in comparatively, but it just takes

me longer to initiate that process” (P12)

Some of the participants reported how the practical elements of their work were
particular strengths for them, such as the practical side of general examinations.
Others explained how they find using a more kinaesthetic learning style more effective
and how it made new processes easier to learn. One participant implied that it may
have taken them longer to learn a task, but when they did they could do it just as well if

not better than their colleagues.

A. Patient interaction

All of the participants in some form described finding the skills involved with patient
interactions either particularly enjoyable or something that they considered a particular
strength for them.

Six of the participants particularly made comments remarking how they understand that
patients are not going to understand complex medical terminology so they make an
extra effort to ensure that patients understand the information that they are being told.
One participant highlighted that communication with patients is often overlooked by
doctors however is very important as poor communication can lead to

misunderstanding.

“I think | have got quite good consultation skills...it's no good them coming in
and saying 'oh you have ischaemic heart disease and hypertension' because
the patient doesn't have a clue what that means, so | suppose from that point of

view | do work really hard to use simple terminology and simple words which is
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also easier for me to use anyway (laughs)...yes communication is very
important to me, to patients and it avoids a lot of the pitfalls that as doctors we

fall into sometimes” (P2)

“l recognise that patients that don’t use these terms everyday are going to find it
hard as well, so I'm used to finding ways of explaining things that I've perhaps
used to teach myself it and | think that way | can relate to the patient better as

well which | think is an advantage” (P7)

The patrticipants explained that often their reasons for ensuring effective
communication with patients were due to an appreciation of where the patient is
coming from, in terms of not understanding medical terms and language; and for some
this was a task they particularly enjoyed. The most frequently reported strengths by
participants related to communication skills and empathy and understanding of patient
needs. In total 10 out of the 11 participants at some point during their interview
remarked on the importance of trying to engage with patients and commented that they

were good at empathising with, and relating to, patients.

“I related far better with the patients than the consultants really (laughs).... I'm
probably better at talking and listening to people and getting to the bottom of
what their issues are and I'm very interested in how people are living their lives

outside the hospital environments” (P9)

“| feel like | really understand where the patient is coming, obviously no one can
every totally understand where they are coming from, but | feel like | can

engage with their feelings about a particular matter” (P8)

“Perhaps that’s why | do palliative care, but | think | can, | feel like | understand
people more instinctively than a lot of other people do and the difficulties that

they face, even though they may not be directly linked to me” (P12)

One participant commented that although they can have difficulties in expressing
themselves, they are still able to create an effective empathic and understanding
rapport with patients. Some participants explained that having SpLD had given them a

sense of gratitude and appreciation of what they had achieved in life. They explained
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that having SpLD has given them a sense of compassion and care for patients and
helped them in being empathic to patients, irrelevant to their background.

“I'm aware that | have a weakness and that I'm quite lucky to get where I've got
makes me more appreciative and | probably don’t look down on people as
much as | might and | understand people from different educational
backgrounds and with different ranges of abilities and strengths as well” (P6)

“It's given me a gratitude for | am now able to achieve whereas if | hadn’t had
my comparative advantages at a young age, I'd be lucky to work on a till at
Tesco’s, so | think it's given me the advantage of a gratitude and an
appreciation of what | am able to do, which a lot of people don’t have and |

know it sounds a bit cheesy” (P12)

10. Type of medical school

When talking about their medical school education, there was a very mixed response
as to the type of course that the participants thought was preferable. Some participants
were more in favour of a problem based learning (PBL) style course, while others

believed a traditional based course was more suited.

Some were in favour of PBL courses due to their practical nature, as the participants
had higher practical skills and preferred hands on learning. They felt that this style of
course was better suited to deal with the difficulties they experienced as a result of

having SpLD.

“It actually probably suited my style of learning much easier, like in hindsight it
was a good thing...and because it was all very much hands on from the
beginning and | knew from school that | had a poor attention span and that |
couldn’t sit in lectures all day long and | wouldn’t be able to do that at med
school so that’s why | chose it more than anything else and it's worked quite
well” (P7)

One participant explained how despite personally completing a traditional based course

they could appreciate how PBL courses could be better suited to those with SpLD who
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have a more creative thinking process and that they felt they would have found a PBL
course better suited to their needs. They also pointed out that those who have a much
more linear thought process would probably be better suited to more traditional based

course.

“l did a traditional course but | think | would have found a PBL course
considerably more easy, or at least certainly teaching it......| see, | can see that
it appeals to people who think how I think now and it doesn't appeal to those
who would have benefited from more traditional course who have a linear

thought type process” (P1)

Whereas another participant explained a more traditional style was preferred as they
did not like the lack of course structure with PBL and that, as a result of that, they did
very little work during their degree. A different participant who did complete a more
tradition style degree, though, explained that this style was potentially more difficult due
to the amount of written work required and that it exacerbated their difficulties with

expressing their thoughts in writing and spelling.

One participant explained that they made informal enquires to various medical schools
about the support that they provide for student with dyslexia when applying for their
degree. They explained how they chose their course and school based on this
feedback and were put off applying to some universities based on this. Another
participant stressed the lack of awareness for tutors in medical schools and how more
support should also be given to medical educators on how to support their students
with SpLD.

“I think that medical educators need more assistance on how to deal with this or

on how to address students’ needs” (P2)

Overall there seemed to be no agreement on preferred style of medical degree and it
was up to the individual’s skills set, whether they preferred the more creative and
practical PBL style or whether the structure and order of traditional courses suited them

better.
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Discussion

The results showed that there were many influences and effects of SpLD on doctors in
the workplace. Multiple themes were identified from the interviews, including
‘difficulties’, ‘stigmas and discrimination’ and ‘strengths’. Many of the themes were

related to each other and the effects of one often impacted on the outcome of another.

Kong (2012) found that for some adults, depending upon their personality and
emotional state, being diagnosed with dyslexia was either quite a cathartic experience
or a very negative one. For those who took the diagnosis negatively, as they began to
understand and develop a clearer grasp of how having dyslexia impacted upon them,
the actual diagnosis of dyslexia became liberating (Kong, 2012). Previous studies have
found that for some individuals, gaining a diagnostic label of dyslexia has enabled them
to develop their personal identity from feelings of being ‘thick’ (unintelligent) to
‘different’ and additionally, gaining a diagnosis empowered them to gain support and
seek strategies to conquer any difficulties that they found disabling (Macdonald, 2012).
The doctors in this study appeared comfortable with their diagnosis and did not
describe having any particularly negative reactions to having SpLD or negative feelings
towards their diagnosis, despite later explaining how they sometimes avoid certain
tasks that may highlight their SpLD. However the doctors did seem uncertain about the
specific nature of SpLD, questioning whether some of the difficulties they experienced
were the result of having SpLD or instead due to personality differences or quirks.
Some explained that they even wondered if privately everyone else experienced the

same difficulties as them.

For many of the doctors, being interviewed as part of this study was the first time they
had ever spoken at length about their SpLD. When completing the interview most of
the doctors described how they had never really considered the effect or reflected on
how having SpLD may have impacted upon their lives and work. During the interviews
some of the doctors began to realise how SpLD have impacted on them, recognising
with hindsight that their diagnosis accounted for many of their experiences with their
work and education. Kong (2012) also found that on being diagnosed with dyslexia
people began to be able to understand the reason for some of their previous
experiences, which led to an improvement in self-image and self awareness. As part of

their role, doctors are required to perform ‘reflective practice’ where doctors have to
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critically reflect on their professional activities and decisions (Mamede and Schmidt,
2004). This is considered an essential characteristic of professional competence (Mann
et al., 2009). However it was interesting that many of the doctors interviewed had not
reflected on how their SpLD had impacted on their performance as a doctor until
participating in these interviews.

SpLD are considered a disability (which is considered a protected characteristic) under
the Equality Act (2010), however only one of the doctors considered having SpLD a
disability; the remaining doctors were unsure about how they would classify it. Most of
the participants considered themselves not disabled due to the overall impact of their
SpLD either being managed or thought not to be as significant when compared to more
physical or mental disabilities. The Equality Act (2010) defines a person as ‘disabled’ if
their impairment has a ‘substantial’ effect on their ability to complete day-to-day
activities. Therefore it is understandable that because some of the doctors felt their
SpLD was being managed successfully or that they were not as affected as others with
different disabilities, they would perhaps not perceive their SpLD as a disability.
However Shakespeare and Watson (2001) stated that many disabled people often do
not want to consider themselves as being disabled and can downplay the significance

of their impairment in order to seek a ‘normal’ social identity.

Being uncertain about whether having SpLD was a disability only became an issue
when the doctors were asked directly if they had a disability, for example when
completing equal opportunity forms. The wording of these questions determined
whether doctors considered themselves disabled in the context of the form, despite
them not considering themselves disabled in general. Miller et al. (2009) found that
when medical students were able to read the Disability Discrimination Acts definition of
a disability, there was an increase in the number of medical students who believed they
had a disability. This indicates that awareness levels of what disabilities are needs
improving and that when asking about people’s disabilities on documents, such as
equal opportunity forms, the wording of the question is crucial if people are to

understand it and disclosing accordingly.
Shrewsbury (2012) stated that those within the medical profession are likely to be of

higher intelligence and have ‘milder’ SpLD than the general population. The doctors in

this study also felt that as long as a person had the intellectual ability to be able to
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study medicine and to compensate for any potential weaknesses caused by their SpLD
then they would succeed in medicine. Therefore because the doctors have been
successful in their careers and education they felt they did not warrant the classification

of ‘disability’ and that others would not perceive their SpLD as a disability.

Shakespeare and Watson (2001) stated everyone is impaired in some way and Kahtan
(1999) reasoned that due to the difficult nature of medicine and medical training most
will be confronted with their individual weaknesses at some point in their training or
career, not just those who have a disability or in this case of this study SpLD. Kahtan
(1999) continues to describe how most doctors will experience a disabling aspect of
impairment that will affect their work during the course of their career and lists

hypothetic situation such as:

e ‘acardiologist is appointed to a consultancy at 33 years of age and becomes
profoundly depressed at the thought of doing this job for the next 32 years’

e ‘asurgeon’s marriage breaks up under the strain of peculiar working hours and
he gets seriously anxious and irritable in the operating theatre’
(Kahtan, pp.261)
These examples highlight how all doctors could potentially be disabled during their
careers. Whether it is psychological or physical, most doctors are going to have to cope
with difficulties that affect their work performance. Kahtan (1999) argued that every
doctor should be viewed as an individual with their own physical, psychological and
social strengths and weaknesses and that a more realistic examination of these would

be more productive as opposed to labeling individuals as ‘disabled’ or ‘normal’.

SpLD are what Goffman (1963) would have described as a ‘not evident’ disability in
that it is not physical or apparent to an onlooker. This means that individuals can use a
diagnostic label of SpLD to mediate between themselves and their environment and to
explain their difficulties to others; therefore the label is aiding in explaining impairment
(Riddick, 2001). However, this can only happen if the person chooses to disclose their
SpLD. The theme of ‘Disclosure’, which emerged from the interviews was often closely
linked with ‘Stigmas and Discrimination’, in that participants explained that they were
often reluctant to disclose their SpLD for fears of stigmas and discrimination. Goffman
(1963) commented that those individuals with hidden disabilities, such as SpLD, often

have to consider how to control information regarding their differences from the ‘norm’
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and whether they should disclose their SpLD. Negative stigmas associated with SpLD
influenced who the doctors disclosed their SpLD to, whether they sought support for
their difficulties and also encouraged avoidance of tasks that might highlight SpLD.

Discrimination

Concerns about discrimination were expressed by one participant, who explained that
they did not want to disclose their SpLD or seek formal support due to being in a very
competitive environment and being concerned that declaring they had a disability
would make them appear weaker in front of their colleagues, who were their
competition in some regards. The doctors may have also been previously ‘discredited’
or had negative previous experiences relating to their SpLD which could result in them
facing issues when considering disclosing their disability (Goffman, 1963). Anecdotal
evidence has suggested that doctors are not good at looking after their own healthcare
and seeking appropriate help (Baldwin et al. 1997); perhaps because the medical
profession presume that illness and disability happen to others and not themselves
(Kahtan, 1999). Sanderson-Mann et al. (2012) also found that dyslexic nursing
students tried to manage their difficulties on their own as they did not like asking for
help. The doctors seemed to want to live up to an expectation that they should be
‘perfect’, but this can only increase the doctors’ stress levels and potentially exacerbate

their difficulties.

Mercer and Pinder (2000) stated that doctors generally find dealing with disability
difficult and argued that the medical profession needs to ‘encourage and value diversity
rather than perpetuating the myth of the ‘perfect being in the white-coat” (Mercer and
Pinder, 2000, p.962). Also the responses and reactions of others had impacted on
whether the doctors disclosed their SpLD. Doctors described how people had
responded to their disclosure with surprise or rejected the notion based upon the
stereotype of SpLD not being consistent with the skills required to be a doctor. This
could demonstrate that it is not just doctors who believe they should be ‘perfect’ and is
evidence of enacted stigma (the actual experience of discriminatory behavior from
others). According to Goffman (1963) people can be susceptible to stigma if they fall
outside what society determines ‘normal’, however it appeared that for doctors, being
perceived as anything other than ‘perfect’ by society meant that they could be

susceptible to stigma, irrelevant to whether they had SpLD or not. A previous study

229



with nurses and healthcare assistants with dyslexia also reported that when they were
diagnosed they questioned how they could be a nurse/healthcare assistant with
dyslexia (Morris and Turnbull, 2006). Others also explained that they were hesitant to
disclose their SpLD due to a lack of understanding of SpLD in the profession (Morris
and Turnbull, 2006). Due to this type of enacted stigma and anticipated perfect
stereotype of ‘being a doctor it is not surprising that some of the doctors are wary
about disclosing their SpLD.

All doctors, irrelevant of having SpLD, may use impression management as a way of
trying to control the impressions and information that they give to their colleagues and
patients about their SpLD. The use of impression management also appeared to be the
result of working in a competitive environment. Impression management appeared to
be key factor in disclosing SpLD to others whether it is because the doctors with SpLD
wants to relate to and build a rapport with their patients, or they want to limit the
information that their colleagues know about them in order to not reveal any potential
‘weaknesses’ in a competitive world. Nursing students in a study by White (2007) were
also found to use impression management as a way of getting other students to view
them in a positive light and they controlled who they disclosed their dyslexia too.
Therefore a doctor with SpLD could be consistently managing their impressions in
relation to avoiding anything that may show their SpLD whilst simultaneously promoting
their clinical skills as a doctor, and using their SpLD to both empathise and build report
with their patients and also to gain support if required but not to appear weaker to their
competitors. Similar to work conducted with dyslexic teachers (Riddick, 2001) the
doctors appear to be in a contradictory position in that they felt having SpLD enabled to
them to empathise with their patients and enhanced their communication skills, but
having and disclosing their SpLD may discredit them in the eyes of their peers and

colleagues and indeed the competitive world of medicine.

The participants described a competitive closed working environment which may not be
the advantageous to those with SpLD. Additionally, the interviews with doctors
indicated that their colleagues in the medical environment are not very sympathetic or
supportive towards each other, often due to being in such a competitive environment.
Edwards at al. (2002) reported that doctors have a poor record in relation to providing
mutual support. Mercer and Pinder (2000) reported that there was a general lack of

support from doctors towards doctors with disabilities. They also commented that
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doctors found dealing with disability issues with their patients difficult (Mercer and
Pinder, 2000) so this lack of support is perhaps not just specific to their disabled
colleagues.

The level of confidence that participants had in themselves was also a factor in how
participants viewed their SpLD. Those in the earlier competitive stages of their medical
career appeared less likely to disclose to others. The participants suggested
establishing role models or doctors with SpLD mentoring other doctors with SpLD in
the hope that such support would raise awareness of how others cope, and enable
disclosure and discussions about issues with like-minded doctors without the fear of
being stigmatised. Some participants did not mind who knew about their SpLD due to
being secure in their professional status and having reached a consultant post. These
consultant doctors had reached a pinnacle positional in their career and felt secure
enough with their status as a consultant that any potential stigma related to them
having SpLD was insignificant in comparison. Such doctors could potentially be
effective and supportive mentors for younger doctors with SpLD. The thought of
knowing other doctors with SpLD and being able to discuss their dyslexia with
someone who truly understands what it is like to work in a medical environment was
valued by the doctors. This idea is reflected in the way that doctors felt they were able
to empathise and help their patients if they or their families had SpLD. Medical role
models and mentors could also act as a point of contact and a source of information
about support available and advice for not only doctors with SpLD but also colleagues,
employers and medical schools regarding being a doctor with SpLD. Research by
Overeem et al. (2009) found that hospital staff teams lacked openness, but that
consultants felt that sharing their experiences and personal reflections with their
colleagues could not only improve the quality of these relationships but could also

improve their performance.

In this study some of the doctors explained their SpLD related difficulties had been put
down to them being ‘stupid’, and they referred to themselves as ‘being stupid’. This
may explain why the doctors have been put off telling others about their SpLD, fearing
they would liken this to them just ‘being stupid’ or illiterate. Evans (2013) also found
that nursing students thought that if they disclosed their dyslexia then others would
equate this to them being stupid. Again this demonstrates how the negative stigmas

associated with SpLD can affect disclosure rates. In a study with chiropractic students
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with dyslexia, Kong (2012) reported that students thought others would believe them to
be lazy or have lower levels of intelligence; however these concerns were only felt by
the students and they had not actually experienced these attitudes from others.
Research by Ridley (2011) mirrored these findings in that dyslexic nursing students
described being referred to as ‘lazy’ and ‘stupid’ and they seemed to only focus on their
negative and not the positives. In this study, the doctors explained during the
interviews that they were also concerned that others may think that they were using
their SpLD as an excuse to be able to avoid tasks or gain extra support. One of the
doctors explained that they believed this to be true themselves, until they were
diagnosed with SpLD and began to understand their effects. This demonstrates that
some participants’ fear of others thinking that they are using having SpLD as an excuse
are valid. Riddick (2000) found that for some gaining a diagnostic label was a positive
as it aided in dispelling any previous notion of the person being stupid or careless.
Although Kong (2012) reasoned that if a person has reacted negatively to being
diagnosed then this could result in a negative effect on motivation, suggesting that

dyslexia actually may be used as an excuse so that certain tasks are not completed.

Some doctors agreed that if the situation was appropriate or it was relevant to disclose
to a patients about their SpLD then that was fine and that in some situation it can
actually help communication and relations with patients. The doctors described being
able to relate to patients in this way as a particular strength for them. These
participants appeared not to be concerned about stigmas associated with SpLD with
regard to encounters with their patients, and explained that they thought as long as
they were professional and performed their job that patients would not have concerns
about them having SpLD, or consider them less safe to practise. However, a study by
Roberts et al. (2004) found that disabled doctors (who had both physical and mental
disabilities) had concerns regarding if their disability may weaken patients’ confidence
in them. The results from Study 2 found that a key reason why some doctors did not
disclose to patients was because they did not think it was appropriate to disclose
personal information to patients. The participants also seemed to be more selective in
telling their friends about their SpLD. This again may be due to the participants not
seeing it as relevant or appropriate. Alternative explanations could be that their SpLD
does not affect them socially and therefore it is not an issue, or they are potentially

concerned that their friends will attach a stigma to it.
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An interesting point, highlighted by the doctors, was that often the option of choosing
whether to disclose their SpLD to their fellow students when they attended medical
school, was taken away due to the fact that the support they used for their SpLD was
visible to others (additional time in exams, equipment, sitting exams in another room),
and therefore students had to explain and disclose their SpLD. The physical
adjustments/support made their hidden disability visible. The doctors recalled how the
process of telling medical staff was often quite negative. Miller et al. (2009) also found
that medical students were discouraged from disclosing their disability and seeking
support due to experiencing negative stigmas and discrimination from medical students
and staff. However one doctor in this study explained that their previous placement
teams had been supportive and accepting which resulted in them feeling more
confident in disclosing their SpLD to future colleagues. This highlights the importance
of providing positive support from tutors and placements teams and how this can
impact on doctors’ future decisions to disclose. This is supported by Morris and
Turnbull (2007a) who found that positive qualities and relationships with mentors were

significant factors in student nurses’ decision to disclose their dyslexia.

Effects of SpLD

The most significant SpLD-related difficulty noted by participants involved written tasks,
both at medical school and when qualified. Nurses and student nurses have reported
similar difficulties (Crouch, 2008 & 2010; Morris and Turnbull, 2006). If similar
difficulties manifest across disciplines working in the same environment then it may be
that a unified approach to supporting employees could be developed. But, the
fragmented nature of postgraduate training and multiple regulatory bodies across the
healthcare professions may act as barriers to this. This shows that it is important that
during their education medical students develop transferable coping strategies and
support mechanisms to prepare them for postgraduate work and life as a qualified

doctor.

The main difficulty experienced by the doctors when writing was with spelling. Doctors
described writing letters back to front or transposing letters within words and having
difficulties spelling medical terms and drug names. Sanderson-Mann et al. (2012) also
found one of the most problematic areas for dyslexic nursing students was with

completing written documentation. Shrewsbury (2012) commented how spelling and
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grammatical errors can be reduced through the use of spell check facilities available in
word processing software. Although the use of spell checkers can help with general
English, these do not contain medical terminology or medication names and the
doctors reported a lack of electronic medical spell checkers on the computers used in
the clinical environment. This lack of spell checkers results in doctors spending longer
looking up spelling of medical terms or drug names and longer to complete general
written documentation also. A potential solution to this is through the use of portable
medical spell checkers, which has been suggested as support for nurses with dyslexia
for when reading medical terms or writing care plans (Brunswick, 2012). But it was not
just medical terminology and drug names that doctors had difficulties spelling. Some
doctors reported more difficulties with spelling everyday words often attributing these
difficulties to the fact that they had not made an effort to learn them, unlike medical
terms, or because medical words are more phonetically based which doctors found
easier. White (2007) also found that dyslexic student nurses had difficulties with
spelling everyday words giving homophones as an example (words that sound the
same but are spelt differently, such as ‘there’, ‘their’ and ‘they’re’). These again are
words that a spell check facilities in word processing software will not pick up, as they

are spelt correctly however are they are not the correct word for the context.

Similar to the doctors with SpLD who took part in Study 1, some of the doctors in Study
2 also described using avoidance as a way of coping with difficulties. Tasks involving
reading, speaking or presenting in front of others were avoided due to concerns that
their difficulties may show and potentially resulting in them being stigmatised by others.
This could indicate that it is not the label of SpLD that the doctors find stigmatizing but
their difficulty with spelling, speaking or reading ability (Riddick, 2000). This finding is
supported by Carroll and lles (2006), who found that the anxiety level of dyslexic
university students increased when in a situation that tested their reading abilities, such
as reading aloud in front of others. Their research also supported the assumption that
frequent previous difficulties with reading have disposed adults with dyslexia to feel
stressed and anxious when in situations that require an accurate level of literacy
(Carroll and lles, 2006).

There were various factors that appeared to exacerbate the difficulties experienced by

the doctors. Stress was the most common of these; previous studies have also found
that stress effects the difficulties of those with SpLD (Morgan, 2000; Illingworth, 2005).
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The doctors did appear to be aware about getting stressed and the effect that this
could have upon their difficulties, and tried to reduce these levels of stress and not
overwork themselves. Stress levels of medical doctors are often particularly high with
approximately 28% showing above threshold levels of stress, as compared to 18% in
the general working population (Firth-Cozens, 2003). Miles (2004) explained that ‘most
of us experience stress at some point in our lives, but experience suggests that
dyslexics are particularly vulnerable to it’ (Miles, 2004, p.18), so this issue is particularly
pertinent for doctors with SpLD. Singleton (2003) explained that when someone with
dyslexia is experiencing high levels of anxiety and stress, their work performance will
be affected, and they will experience a ‘panic’ reaction when faced with a situation they
are unable to cope with. The ability to ‘cope’ in a situation where a dyslexic person
feels uncomfortable is often where certain strategies to avoid these situations are
applied. However, sometimes these strategies are not applicable and so stress can
arise, exacerbating the person’s difficulties. Research into dyslexia has confirmed that
stress exacerbates dyslexic style difficulties, which is also true when in a clinical
setting, and that coping strategies are often weakened by stress (lllingworth, 2005).
Hulatt (2009) emphasised that if someone with dyslexia does not receive the correct
support then this will result in an increase in stress, which if experienced for a
prolonged amount of time could lead to the development of strong feelings of
insecurity, which will be reflected in their work performance. This could have a severe
effect on dyslexic doctors and, thus, ensuring that they have the correct strategies in

place to aid them in the workplace could be crucial.

Coping Strategies

To cope with the difficulties and stress caused by SpLD the doctors had developed and
implemented various compensatory coping strategies throughout their life and current
work. The doctors described how developing these strategies became almost second
nature to those with dyslexia and that many probably would not recognise them as

strategies, as they have just become a way of life.

The doctors remembered using both informal and formal types of strategies to help
them cope with the difficulties or barriers they experienced at medical school as a
result of their SpLD. The doctors continued to use strategies in their work life as a way

of ensuring patient safety and reducing error rate. Dyslexic nurses also cited patient
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safety as their reason for implementing checking coping strategies in their work (Morris
and Turnbull, 2007b). For some, creating and developing successful coping strategies
helped the participants in gaining confidence and eased concerns about disclosing
their SpLD. When creating strategies, participants often described making them visual,
for example using mind mapping or preferring to use visual online e-learning resources
and videos to help keep up-to-date with information. For the doctors, mind mapping
software was also found to be useful when planning and structuring work, and text to
speech software was found to be useful for helping with improving reading
comprehension and proofreading. Mind mapping has been found to be useful to
medical students in relation to summarising information and was perceived to be a
useful learning tool (Wickramasinghe et al., 2011). Additionally, a study with nursing
students has suggested that mind mapping is an effective way to develop critical
thinking skills (Wheeler and Collins, 2003). Mind mapping could be an effective
transferable skill for medical students to learn, which can be then applied to their future
work when qualified. Being encouraged to try a range of software solutions whilst in
undergraduate training may aid in the development of a more adaptable approach to

coping in later practice.

Some doctors reported implementing their own support by using Google or iPhones or
predictive text functions on their mobile phones as a way of overcoming the lack of
spell check facilities on some medical computer systems. Shrewsbury (2012)
discussed ‘re-purposing’ technology such as smartphones, computer games (brain
training) and digital voice recorders to help dyslexic learners develop coping strategies
to process information. Implementing technology such as smartphone and tablet
computers is useful for organising and planning and assisting in learning (Reid et al.,
2013). These mobile devices are also being embraced in the public and education
sectors as they can be individually tailored via software and apps to suit the specific
needs of the user and could be a way to provide support to those with SpLD while still

being ‘mainstream and non-stigmatising’ (Reid et al., 2013, p175).

Some of the doctors were unaware that they were entitled to support for their SpLD

related difficulties in the workplace, whilst others specifically chose not to seek formal
support. Doctors explained that they were unsure if there was any support that would
be suitable to them, and one participant described feeling guilty about the prospect of

seeking support due to the fact that they were a doctor. This is linked with the notion
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that doctors should be ‘perfect’ and not need support, which is only reaffirmed with
enacted stigma when others act with disbelief when a doctor discloses their SpLD.
Another participant was concerned that if they sought formal support through schemes
like ‘Access to Work’ it would negatively impact upon their career and they would be
actively discriminated against in the future. This could be because they feared others
would make assumptions about their skills based on the stereotype of SpLD or perhaps
they feared it would interfere with their relationship with their colleagues. Kong (2012)
reported that there is the potential for peers to become jealous due to those with SpLD

being eligible for support.

The process of gaining formal support both in medical school and the workplace was
also not viewed positively, and some of the doctors even described being discriminated
against because they were studying medicine. Shrewsbury (2011) found that some
support staff had expectations of medical students that were not in accordance with
their expectations of students requiring adjustments. However Robert et al. (2004)
found that medical school admissions staff felt that if the level of dyslexia was not
severe then having dyslexia would not be problem during the student’s medical degree,
especially due to the technological support that is available for them (e.g. spell
checkers, text-to-speech software). Those doctors who had tried to access formal
support explained that the whole process from start to finish took a very long time and
that the assessors were not medical based and so could not appreciate the demands
and work involved with studying or practicing medicine. The ‘assessment of needs’
recommendations for medical students/doctors with SpLD generally included being
provided with: a laptop computer with assistive software (voice dictation, text-to-speech
and mind mapping software), a portable printer, training on the assistive software and
support sessions. Subscribing to journals electronically and using electronic textbooks
which could then be read out by the computer using text-to-speech software were also
recommended. Being provided with laptops was found to be beneficial as it gave
doctors easy access to assistive software and meant that they could type their work
instead of writing by hand and utilise the assistive software when they needed it. Using
voice activated software to dictate their work straight on to a computer was successful,
as was dictating work into a digital voice recorder and using secretarial support to
transcribe this. Software such as Dragon Medical, a specially designed voice activated
programme for the clinical environment containing medical terminology from a vast

number of medical specialties, could help the doctors when they are trying to spell
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medical names.

However some doctors did not use the support offered due to limitations of
implementing support in the clinical environment. When having to complete work in
various location and when completing ward rounds, carrying around laptops/printers is
not ideal. White (2007) also found that for dyslexic nursing students the use of laptops
was beneficial for the academic aspects of their work, but had limited application in the
clinical environment and that providing technological equipment in the clinical
environment required commitment to learn how to use it. Training on how to use
software is also required and using voice dictation software can take time to train to a
person’s voice and can also not be as effective if there is lots of background noise and
if people are getting interrupted when dictating. It also means that people have to
speak aloud their work, potentially in front of others which doctors may not like doing or
it could be difficult to keep patient confidentiality. The doctors thought that being able to
dictate more work would make their written work quicker to produce. Using voice
dictation software has been found to reduce the time taken to write clinical letters for
psychiatrists, however the time taken to then check and edit these letters was
increased resulting in no overall time benefit (Sandilyan and Darley, 2013).

When in medical school adjustments such as allowing extended library loans,
photocopying allowances, and additional time and suitable environment when
completing exams had been found useful. The doctors thought it was important to
highlight that providing support for medical students is about ensuring safe practice,
and not about giving them an advantage over other students. Shrewsbury (2012)
commented on how providing accommodations in assessments during medical
education are not thought to adversely affect clinical performance or patient safety.
Some of the participants in Study 2 who were diagnosed during school reported that
additional time in their exams was the most helpful adjustment, although they did also
receive additional study support sessions each week and one participant also had

speech therapy sessions.

Error Potential

Ensuring patient safety was of the upmost importance for the doctors and, as a way of

doing this, the doctors reported being very aware of their potential to make errors. The
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participants expressed the view that all good doctors should be aware of their potential
to make a mistake and should avoid becoming complacent regardless of whether they
have SpLD and are more or less likely to commit an error. Concerns have been raised
previously about healthcare professionals being safe to practise, due to worries that
someone with SpLD would have an increase in their potential to commit an error, such
as confusing medical terminology or medication names (Wright, 2000; Millward et al.,
2005, Shrewsbury, 2012). In Study 2, the doctors explained that when completing
important tasks, they will be extra careful and check compulsively for mistakes.
However when completing less important tasks, such as reading general emails, they
might be less vigilant in checking and therefore this is when they could be potentially
more likely to make an error. Millward et al. (2005) commented how it could be
beneficial to implement ‘check and support’ systems for important clinical tasks such as
drug administration in order to anticipate and prevent errors from all healthcare

professionals in general.

Some doctors thought they would be more likely to make an error due to their SpLD in
principal, however they explained that because they are aware of their limitations they
have error checking strategies in place to compensate for any potential increase in
error rate. The doctors described constantly and meticulously checking their clinical
work for errors and also asking others to check their work. In Study 1 doctors with
SpLD report a higher number of issues being raised with their work, however when
exploring this further in the interviews for Study 2, none of the participamts reported
any particular issues being raised or errors with their work. Dyslexic nurses have also
been reported to check for errors by ongoing re-checking as a means of ensuring
patients safety (lllingworth, 2005; Morris and Turnbull, 2007b). One of the participants
stressed however that this constant checking and almost being paranoid about making
a mistake can cause the doctor additional stress which could have damaging effects,
particularly for younger doctors, which could result in a weakening of their checking
coping strategies. As previously discussed, stress has been reported to exacerbate
difficulties which could weaken coping strategies. The doctors described other
strategies that they used as a way of reducing error potential such as being open and
honest about their difficulties with their colleagues, so that they felt they could ask for
clarification or check information with the other doctor if they were unsure of something

the doctor had written or said. However this is reliant upon the doctors not being
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concerned about stigmas and feeling comfortable to disclose and their team having an
awareness and understanding of what SpLD are.

Some of the doctors appeared to want other people to believe their errors were the
results of other factors rather than relating them to having SpLD. For example one
participant explained that they actually hoped if anyone saw their bad spelling that it
would be credited to typographical errors as opposed to bad spelling caused by SpLD.
This could be because the doctors describe feeling ‘ashamed and embarrassed’ due to
their difficulties. Feelings of embarrassment caused by dyslexia have also been
reported by other healthcare professionals (White, 2007; Morris and Turnbull, 2009b).
This could, again, be due to the negative stigmas that the doctors thought others
attached to SpLD and so they did not want others to put their errors down to having
SpLD.

Strengths of SpLD

The doctors described being determined and diligent and often reported having to work
harder than their peers due to having to find ways to implement coping strategies.
Case studies with dyslexic nursing students also revealed that they felt they had to
work harder than those without dyslexia, however their efforts were often not reflected
in their results (Kolanko, 2003). Fink (2002) found dyslexic adults succeeded by being
hard working and persistent, which the dyslexic adults attributed to the difficulties that
they previously experienced in their own learning and a tenacious need to work harder
and not give up. This was also found amongst the doctors in the current study, with
many commenting that despite any difficulties that they may experience they were
prepared to work hard to achieve their goals. Although some of the doctors had never
acknowledged that there may be advantages of having SpLD, the doctors did comment
on having various strengths in their clinical work associated with SpLD throughout the
interviews. Doctors reported that they found the practical aspects of their work as a
particular strength for them, such as general clinical examination and procedures.
Sanderson-Mann and McCandles (2006) also suggested that dyslexic nursing students
may perform better when in the clinical setting. This could potentially be due to work in
this setting being more active and ‘practical’, which plays to the reported strengths of
SpLD (Murphy, 2008). The participants described processing information differently to

other doctors resulting in them often being creative and visual thinkers. This was found
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to be strength when learning new information and problem solving. Strengths related to
problem solving, spatial thinking and creativity have been linked to doctors with SpLD
in other research (Shrewsbury, 2012).

The most frequently reported strength and tasks enjoyed by the doctors related to
interactions with patient. Nearly all of the doctors noted the importance of trying to
engage with patients and felt they had particular strengths in communication skills,
empathy and understanding of patient needs. Effective communication is a key skill for
doctors and failures to communicate effectively or a breakdown in communication can
lead to misunderstandings and complaints (Maguire and Pitceathly, 2002; Cave and
Dacre, 2008; Ha and Longnecker, 2010). Often those with SpLD can experience
difficulties in expressing themselves verbally, however the doctors explained that they
are still able to create an effective and understanding rapport with patients. The doctors
gave examples of how most patients are unfamiliar with medical terminology so they
make an extra effort to explain this to patients and ensure that patients understand the
medical terms and the information being relayed. The ability to communicate effectively
with patients has also been found to have positive effects on both doctors and patients.
Maguire and Pitceathly (2002) reported some of these positives to be that doctors are
able to identify patients’ problems more accurately, patients are more satisfied with
care and are more likely to adhere to treatment plans. Good communication has also
had a positive impact on the doctor’'s own wellbeing in giving them greater job
satisfaction and less work stress (Maguire and Pitceathly, 2002). Taylor and Walter
(2003) found that adults with dyslexia often worked in people-orientated professions
due to strengths in being able to relate to people; this could also account for why the
doctors in this study enjoyed patient interactions. It has been found that adults with
dyslexia are drawn to professions such as teaching, as they were able to empathise
with their students (Taylor and Walter, 2003) and wanted to use their previous
educational experience to provide their students with a better experience (Riddick,
2003). This was seen in this study, with the doctors wanting explain medical
procedures and medication clearly to patients, as they understood how difficult it can
be.

Some of the participants explained that having SpLD and the experiences that they

have had gave them sense of gratitude and appreciation for what they have achieved

in life, which in turn gave them a sense of genuine compassion and empathy towards
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their patients. This is supported by previous research with dyslexic student teachers
who reported that they felt their strengths in teaching lay in identifying, supporting and
empathising with pupils with difficulties learning (Riddick, 2003; Griffiths, 2012). The
student teachers accredited these strengths to their previous experience of completing
education with SpLD and explained that having dyslexia had put them in a unique
position to understand the learning needs of others (Griffiths, 2012).

Career

Lifestyle and personal preferences such as family, wanting to travel and the time at
which they were making their choices were considered the main influences on the
doctors’ career choice. Most doctors thought having SpLD had not had an effect on
their specialty choice. Research by Morris and Turnbull (2007b) also found that
dyslexic nurses felt having dyslexia had not had an influence on the choice of work
setting. However some of the reasons given by the doctors in this study for choosing
their specialty had also been found to be personal strengths of having SpLD (e.g.
specialties with high patients contact) or doctors reported avoiding specialties that
involve some of the weaknesses of SpLD (e.g. specialties with higher levels of written
work). This suggests that maybe having SpLD does have an underlying influence, even
though individuals may not be aware of it.

When discussing medical specialties that were perhaps more suited to a doctor with
SpLD some of the participants suggested areas where there is no immediate stress or
the pressure of dealing with dying patients, where there are minimal levels of written
work involved and it is possible to dictate written work, but with high patient contact and
practical based. White (2007) also reported that pressurised environments such as the
operating room and intensive care units may not be suitable to those with SpLD.
Radiology and rheumatology, anaesthetics and child and adolescent mental health
areas were mentioned as possible good areas for doctors with SpLD by the doctors in
this study. Potentially because these specialties are slower paced and less intensive

working environments.
Overall the doctors felt there was no specialty that would be unsuitable for a doctor with

SpLD and that they should make their specialty preference based upon their own

personal interests and the one that most suits their skill set. This was also the same for
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choosing a style of medical course. The doctors expressed both strengths and
weaknesses of completing different type of medical degree. The practical nature of
problem based learning (PBL) courses was considered preferable to a traditional
course due to higher level of kinaesthetic learning involved, a style which was better
suited to deal with the difficulties they experienced as a result of having SpLD. The
doctors thought that elements of PBL courses could be better suited to those with
SpLD who have a more creative thinking process and some of the participants felt that
a PBL course would have been more suited to their needs. However Robert and
Mitchell (2005) highlighted a number of issues that student nurses with dyslexia found
with PBL courses, such as difficulties in processing information quickly during group
discussions, difficulties in expressing their thoughts clearly in group discussions, not
wanted to scribe or read aloud during sessions, and becoming stressed when faced
with responding to the group. The results from this study did also suggest that doctors
with SpLD do not like completing tasks like reading and writing in front of others, which
may be an area where adjustments or support could be provided during undergraduate

training.

When deciding on the best style of medical course, it appeared to be down to the
individual’s preference as to whether they preferred the structure and order of
traditional courses or whether was preferred the more creative and practical PBL style.
A more traditional style was preferred by some participants, as they did not like the lack
of course structure with PBL courses. However, more traditional based medical
degrees were thought to be more difficult to complete by other participants due to the
amount of written work required and as such it could exacerbate SpLD related

difficulties with completing written work.

Conclusion

The research question for this study asked ‘How are doctors with SpLD coping in the
clinical workplace and what strategies, if any, are they using and how does this impact
on their working lives?’ In response to this, overall the results from Study 2 suggest that
if a person has appropriate coping strategies in place then there is no reason why

someone with SpLD could not practice successfully as a doctor.

Most of the doctors’ views of SpLD and whether they classed it as a disability seemed
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to be in line with the social model of disability and was similarly described as it is in the
Equality Act, in that if the doctors are able to perform their daily duties well, then they
would not class themselves as disabled. There seemed to be good awareness of any
impairments, strengths and weaknesses amongst the doctors, and they were able to
create successful strategies around these to ensure they practiced medicine to the best
of their abilities and with patient safety as a priority.

The patrticipants did also discuss potential negative impacts of having SpLD as a doctor
such as the competitive environment of clinical practice; this type of environment can
result in an increase in stress. The findings indicated that the negative stigmas
attached to SpLD often prevented the doctors from disclosing their SpLD or created
anxieties about disclosing, which meant that they missed out on valuable support.
Whether or not the doctors had a diagnostic label of dyslexia, SpLD or disabled, it
appeared that due to their competitive environment and career anything that deviated
slightly away from not just the ‘norm’ but ‘perfection’ was perceived as negative and

potentially stigmatizing.

Overall, the doctors in this study appeared to be coping well with their SpLD and had
created their own individual strategies to overcome any potential difficulties. There are
still aids that could be implemented to ease some of their difficulties, such as more
facilities for dictation but this could also be a benefit to all doctors. The doctors also
discussed positive elements that they bring to the role, such as empathy and an
understanding of patient needs, which could be a key factor in their success as a

doctor.

The next chapter moves on to Study 3, which involves a questionnaire based study

focusing on the effect of SpLD on medical students.
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CHAPTER 8
STUDY 3 - FOLLOW ON QUESTIONNAIRE
WITH UK MEDICAL STUDENTS

This chapter focuses on a follow up study completed with medical students with and

without Specific Learning Difficulties (SpLD).

Background and need for the study

Improvements in SpLD testing and an increase in SpLD awareness have been found to
contribute to the increasing number of students with dyslexia completing higher
education (Kong, 2012). Nearly 50% of these students are not diagnosed until they
begin studying on their course. Legislation in the UK, such as the Equality Act (2010),
mean that those with disabilities cannot be discriminated against in the workplace or
when in education. An education provider has the responsibility to implement
‘reasonable adjustments’ to help reduce the impact of a person’s disability on their
education and ensure that they are not discriminated against. Medical schools not only
have to comply with UK disability legislation, but they also have to ensure that each
graduating medical student has achieved the required competencies set out by the
General Medical Council (GMC, 2009). Medical students are entitled to receive support
to aid them with any difficulties they experience due to SpLD. However the availability,
suitability and effectiveness of that support maybe effected when in the clinical
environment. It is therefore imperative to gain an understanding of how medical
students with SpLD are coping in their medical training and clinical placements and the

possible strategies or adjustments that they are using to do so.

Concerns have been raised regarding fitness to practise and patient safety in relation
to medical students who have been diagnosed with SpLD (Shrewsbury, 2011).
Students must be “fit to practise” and SpLD may impact on skills such as prescribing
and note taking, which may have serious implications for patient safety. In addition, the
transition from university, where concessions and learning support are actively
promoted, to the high pressure environment of the National Health Service (NHS) may

disrupt established coping strategies and impact on the ability to perform.
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Many students with SpLD develop coping strategies to overcome difficulties whilst at
school, however the pace and volume of learning required for medical training at
university could render such strategies as inadequate (Walters and Croen, 1993;
Majumder et al., 2010). Research has shown that stress can exacerbate dyslexic
difficulties, which could result in weakened coping strategies (lllingworth, 2005),
resulting in the risk of potential error rising. Stress levels of medical students have been
noted to be high due to factors such as overloading of work and competition during the
learning process (Shah et al, 2009). Medical doctors have also been found to have

particularly high levels of stress (Firth-Cozens, 2003).

When looking at how healthcare students with dyslexia cope, Coles (1990) found that
students could be helped by addressing three key areas; supporting teachers in
supporting their students, helping students learn, and devising better curricula. Murphy
(2008) found that healthcare students kept shorthand notes and lists, used proof
readers, technology and rehearsing instructions, indicating that many difficulties can be

overcome by small adjustments.

Overall, research has indicated that the clinical performance and experiences of
healthcare professionals, including doctors, can be affected by having SpLD.
Provisional results from the research conducted with medical doctors in Studies 1 and
2 of this project have suggested that SpLD do have both positive and negative effects
on doctors and that factors such as competitive environments can have an impact on
this effect. Therefore those in the primary stages of their medical career or medical
students maybe particular effected. Consequently, an additional study with medical
students was conducted using an electronic questionnaire to establish if/how they are
affected by SpLD too.

There is no specific research available regarding how medical students with SpLD,
including dyslexia, cope both in a classroom-based learning environment and in a
clinical environment. The proposed research will address this as detailed below and

also compare the findings with the previous results from doctors with SpLD (Study 1).
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Research aim

The overall aim of Study 3 was to establish if there is a difference between the views of
medical students with and without SpLD regarding how they are coping in a university

and clinical setting.

There were also secondary aims investigating:

1. To identify what difficulties medical students with SpLD may perceive they
have in medical school and how they cope with these.

2. To identify what strengths medical students with SpLD may perceive they
have in medical school.

3. To ascertain what support medical students with SpLD have in medical
school and how successful it is.

4. To explore perceptions of medical students with SpLD held by both medical
students with SpLD and those without.

5. To identify reasons for and against the disclosure of SpLD by medical
students.

6. To establish if having SpLD has an effect medical students’ career choices.

This study builds on the two previous research studies, Study 1 and Study 2, which

were designed to collect similar data for qualified medical doctors.
Hypothesis

The research hypothesis for Study 3 was as follows:

‘Having a specific learning difficulty will not have an impact on views of medical

students regarding their coping as a medical student in a clinical and educational

setting’

Method

This study was based on the design of Study 1 (as described in Chapter 6) in relation

to the methods used; however in Study 3 an electronic questionnaire was sent to
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medical students at the University of East Anglia (UEA) in order to gain a different

perspective on how SpLD affect future doctors.

Initially the questionnaire was designed to be sent out nationally, but due to recruitment
complications the data collection was focussed on UEA. The UEA undergraduate
Bachelor of Medicine, Bachelor of Surgery (MBBS) degree is a 5 year programme. The
main learning method is problem based learning (PBL) and students complete
summative assessments throughout the 5 years, based on the competencies in
Tomorrow’s Doctors (GMC, 2009). Students attend placement in both primary and
secondary care from year 1 of the course. Although knowledge and clinical skills are
not assessed on placement students are assessed by tutors for their approach to

learning and professionalism.

Participants

Inclusion criteria: To be eligible for the study potential participants needed to be a
current medical student attending UEA, regardless of any other demographic
characteristics (e.g. gender, age, ethnic background, year of study). This includes
intercalating current medical students (i.e. taking time away from the courses) for
reasons such as health or doing an intercalated degree. The potential participants also

need to either have a diagnosis of SpLD or suspect that they have SpLD.

Exclusion criteria: Those individuals who were NOT current medical students attending
UEA, or did not have a diagnosed SpLD or suspect that they had SpLD, were not
eligible to take part in the study.

The questionnaire

As there has been very limited research into how medical students with SpLD cope in
undergraduate medical training, the questionnaire that was designed and piloted for
use in Study 1 with medical doctors (Chapter 6) was revised to be appropriate for use
with medical students. Like the Study 1 questionnaire, the Study 3 questionnaire was
created electronically using SurveyMonkey.com. This involved adjusting the wording of
questions so that it referred to ‘medical students’ as opposed to ‘doctors’, removing
questions that would only be applicable to doctors (such as ‘what year did you
graduate medical school’) and by adding questions that were suitable for medical

students but not doctors (such as questions concerning their university and medical
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degree). Additionally, new questions were added based on the findings of Study 1 and
Study 2.

The sections of the questionnaire remained the same to those outlined in Study 1. A

full version of the Study 3 questionnaire is available in Appendix 21.

1.

Information for participants — This was the first page that participants saw and it

gave a general introduction to the study, the researcher’s contact details and
thanked the participants in advance for their time. A link to an electronic version
of the ‘participant information sheet’ was available for if participants wished to
read it again. There was a ‘compulsory question’ on this first page asking
participants to ‘tick’ the response box option if they had read and understood
the information about the study and gave their consent to participate. Only
participants who selected this response could continue on with the

guestionnaire.

Personal information — This was the first page of questions for the participants

and asked about their age, gender. The Study 1 questionnaire asked about
participants’ occupation and employment level; this was changed to ask about
participants’ year of study, which medical school they attend, whether they are
on an undergraduate or postgraduate course and the type of medical course
they are currently on (problem based learning, traditional or specify other).
These questions were included as the original intention was to collect data from

participants across several medical schools.

Coping in the medical training - this asked participants to rate on a 5 point Likert

scale the extent to which they agreed from ‘strongly disagree’ to ‘strongly
agree’ on a set of statements about stress in medical training and how they felt
that they were coping with their work. There were originally 6 statements in
Study 1 questionnaire which were re-worded so as to be suitable for medical
students, 3 statements regarding stress levels when on clinical placements, and
competitive environments of both clinical and university environments were

added for Study 2 questionnaire.

Strengths and weaknesses in general work — in order to establish what

participants felt their strengths and weaknesses were for everyday skills, they

were asked to rate themselves on a 5 point scale from ‘very poor’ to ‘very good’
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on the 14 general skills from Study 1 questionnaire and an additional 3 skills;

‘Spelling medical terms’, ‘Spelling drug names’ and ‘Working with numbers’.

Strengths and weaknesses medical practice - in order to establish what

participants felt their strengths and weaknesses were on clinical placements
they were asked to rate themselves on a 5 point scale from ‘very poor’ to ‘very
good’ on a set of 27 clinical based skills. These skills were again based on the
ones previously used in the Study 1 questionnaire with a few amendments to
make them more suitable to medical students. Therefore ‘supporting patients
and colleagues’ was split into ‘supporting patients’ and ‘supporting peers’. Then
‘communicating verbally with colleagues’ and ‘communicating in writing with
colleagues’ were changed in the Study 3 questionnaire to relate more to
medical students: ‘communicating with peers’, ‘communicating with tutors’ and
‘communicating in writing’. Also ‘completing clinical examinations’ was changed
to ‘examining patients’ and ‘teaching colleagues / students’ has been removed

as this was not relevant to medical students.

Perceptions of SpLD — this section asked how participants felt other people

would react to having doctors with SpLD and asked them to rate their opinions
from ‘strongly disagree’ to ‘strongly agree’, on 10 statements. For the Study 3
guestionnaire, a further 6 statements were added concerning perceptions of

medical students with SpLD.

Support — this page asks about what, if any, support medical students use in
their university or clinical work and how effective this is. It asked about
participant’s use of assistive computer software and also if they used any
informal coping strategies. Participants were asked to elaborate when possible
on their responses in this section. For the Study 3 questionnaire, the question
relating to if any issues had ever been raised due to their work was divided into
whether issues had been raised in relation to their university work and also their

clinical placements.

Career — to establish if having SpLD has influenced career decisions
participants were asked to score 8 potential career influences on a scale of
importance from ‘very important negatively’ to ‘very important positively’. These
were the same on both questionnaires. However, in the Study 1 questionnaire

there were also open ended questions asking participants about their current
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specialty and career; these were changed to ask about participant’s future

specialty preferences.

9. Disability information - This page was where participants were asked about

whether they had been diagnosed with SpLD or not. This was a filter question;
those who selected the ‘no’ option were taken through to the end ‘thank you’
page. Whereas those participants who had been diagnosed or suspected
themselves to have SpLD were taken on to 3 more sections that had questions

specifically relating to medical students with diagnosed or suspected SpLD.

10. Other disability — This page was designed to establish what specific SpLD

participants had been diagnosed with and when participants were diagnosed.

11. Overall effects of SpLD — This section contained more general questions

regarding the impact of SpLD on participants’ lives in general and with their
medical degree. It also asked about how they felt about having SpLD and if they
ever tried to avoid areas of their work because of having SpLD. For the Study 3
questionnaire, additional questions regarding the participants’ expectations

regarding the impact of their SpLD and support when qualified were added.

12. Disclosure — The final section contained questions about who participants had
disclosed their SpLD to and if they disclosed it when applying for medical

school.

For this questionnaire there was only 1 final ‘thank you’ page (as opposed to 2 ‘thank
you’ pages in the Study 1 questionnaire, as these were different pages for those with
and without SpLD inviting those with SpLD to participate in Study 2 on their page). All
students, whether they did not have SpLD and finished at section 9 or did have SpLD
and went on to section 12, were taken through to the same final page when they
completed the questionnaire. On the page they were thanked for participating in the
study and the lead researcher’s contact details were given, in case they had any further
questions. If the students required more general information about students with
disabilities they were provided with the details for the disabled students information
page from University and College Admission Service UCAS or told to contact the
Disability Team at their own university, as this team are responsible for the provision of

information and advice and for co-ordinating the support needed for students.
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Keeping certain aspects of the Study 3 questionnaire the same as the Study 1
questionnaire enabled comparisons to be made of the results from doctors with SpLD
gathered in Study 1 and data gathered from medical students with SpLD in Study 3.

Ethical approval

For this study ethical approval was sought through UEA’s Faculty of Medicine and
Health Sciences Research Ethics Committee. The Research Ethics Committee
required some initial amendments with the research proposal such as adding a
paragraph listing a complaints procedure and adding the question to the introduction
page of the questionnaire asking if participants gave their full consent to participate. As
noted above, this was a compulsory question and only those who selected it could
continue on with the questionnaire. Once these amendments were made, the

committee gave their full approval for the study to proceed.

Procedure / Recruitment

Recruitment emails were sent through the mailing lists for all 5 years of the MBBS by a
registered user who was a member of the lead researcher’s supervisory team in July
2012. This recruitment email (Appendix 22) contained information regarding the study,
a Participant Information Sheet (Appendix 23), the contact details of the lead
researcher and a link to the online questionnaire for participants to complete if they
wished. A reminder email was sent using the same process 3 weeks after the initial
invitation email (Appendix 24). A printout of the online questionnaire can be found in
Appendix 21.

Data collection ran from 7" July 2012 until 30" August 2012 when the Study 3

questionnaire was closed.

Confidentiality

For the questionnaires, participants were not required to provide their name and were
assigned a number when they submitted the questionnaire electronically; so there was
no way to identify the participant. All of the information obtained during this study was
treated with the strictest of confidence according to the Data Protection Act of 1998.

All data obtained from all the studies were kept on a password-protected computer and

were only seen by the lead researcher and members of the supervisory team for
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analysis. At the end of the research period all data will be archived for a period of 10

years. After this time, all data will be securely disposed of.

Results

Data analysis

The data were downloaded from www.SurveyMonkey.com once the data collection
period had ended and input into SPSS version 19 for analysis in the same way as the

data from Study 1 (and as outlined below).

The questionnaire data was separated into two groups: (1) those students diagnosed
with/have a suspected SpLD and (2) those students without SpLD. General descriptive
statistics (e.g. percentages and means) were calculated. To explore any potential
differences in the data between the 2 groups of students, comparative analysis using a

5% significance level was conducted.

The data was not normally distributed (Kolmogorov-Smirnov test p <0.005) so the
requirements for use of parametric tests were not met. As in Study 1 the appropriate
inferential statistics were calculated using hon-parametric Mann-Whitney U and Chi-
square analysis tests (Field, 2000; Dancey & Reidy, 2004; Jamieson, 2004). Again for
the reasons outlined in Study 1, the mean and standard deviations have been reported
for the data in the results tables. The data provided for the open-ended questions were
reviewed and any commonalities between the responses from the students were

identified and reported below to expand on the findings from the closed questions.

General description of the sample

In total 92 medical students at UEA completed the questionnaire, however after
removing those who had not completed the majority (70%) of questionnaire, a total of
74 were used in the analysis. Of this total, 33 students reported having been diagnosed
with or suspecting that had SpLD, the remaining 41 students did not report having
SpLD. The majority of students were currently in their 2" year of medical school (n=23)
with the rest being spread over the remaining 4 year groups, with 2 students
intercalating (Table 27). Forty-three percent (n=32) of the students who completed the
guestionnaire were aged between 20 and 22 years. In total 73.5% (n=58) of the
students who completed the questionnaire were 25 years old or younger.
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Medical Students

Number With
SpLD

Number
Without
SpLD

Total Number

Age of students

17 - 19 2 (6.06%) 6 (14.63%) 8 (10.81%)
20 - 22 15 (45.45%) | 17 (41.46%) | 32 (43.24%)
23-25 10 (30.30%) 9 (21.95%) 19 (26.68%)
26 - 28 4 (12.12%) 3 (7.32%) 7 (9.46%)
29 - 31 1(3.03%) 2 (4.88%) 3 (4.05%)
32-34 0 (0%) 1 (2.44%) 1 (1.35%)

35+ 1 (3.03%) 3 (7.32%) 4 (5.41%)

Students Year of Study

1st Year Students

2 (6.06%)

9 (21.95%)

11 (14.86%)

2nd Year Students

7 (21.21%)

16 (39.02%)

23 (31.08%)

3rd Year Students

8 (24.24%)

5 (12.20%)

13 (17.56%)

4th Year Students

5 (15.15%)

7 (17.07%)

12 (16.21%)

5th Year Students

9 (27.27%)

4 (9.79%)

13 (17.56%)

Intercalating

2 (6.06%)

0 (0%)

2 (2.70%)

Total

33 (100%)

41 (100%)

74 (100%)

Table 27: Number (%) of student participants by year groups

Coping with medical training and clinical learning

The first section of the questionnaire concerned how students felt that they were coping
with their medical degrees, in both their university and clinical placement environments.
Students were asked to rate a set of statements on a 5-point Likert scale based on
their level of agreement (Table 28). There was no difference in ratings between the 2
groups of medical students for either ‘My university work can be stressful’ and ‘My
clinical placements can be stressful’. However, both groups of students rated their
university as more stressful than their clinical placements (related samples Wilcoxon
signed rank test, students with SpLD p<0.001; students without SpLD p=0.001). When
rating the statement ‘my university work can be stressful’, 48.48% of students with
SpLD and 48.78% of students without SpLD ‘strongly agreed’ with this. However the
scores for ‘My clinical placements can be stressful’ decreased to 24.24% for students
with SpLD and 17.07% for students without.
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Sig.
Mean SD Mean SD
o : : : . (Mann
Coping in the Workplace with with | without | without )
Whitney
SpLD SpLD SpLD SpLD u)
My university work can be stressful 4.42 0.61 4.39 0.74 0.961
My clinical placements can be stressful 3.79 0.99 3.63 0.94 0.430
I cope well in stressful situations 3.49 1.03 3.81 0.72 0.129
| use strategies to help me cope with
_ 3.58 1.00 3.71 0.98 0.428
stress from my medical degree
I am doing well at my medical degree 3.46 0.91 3.54 0.79 0.683
| am often concerned that | will make a
_ ) 3.91 0.88 3.76 0.92 0.382
mistake with my work
I have been made to feel uncomfortable
at university due to difficulties with my 3.33 1.16 2.10 1.11 0.000*
work
My medical school has a competitive
_ 4.06 0.93 4.05 0.76 0.650
environment
My clinical placements have a
N . 3.58 1.15 3.54 0.90 0.639
competitive environment

Table 28: Mean scores and standard deviations for Likert scale scores for

‘Coping in the Workplace’

Key: * significant at p<0.05

SD=Standard deviation

1=Strongly disagree, 2=Inclined to Disagree, 3=Neither, 4=Inclined to agree,

5=Strongly agree

When rating how competitive they felt their university and clinical placement

environments were, there was no difference noted between the 2 groups of medical

students for either item. When looking at the difference between the scores given for

‘My medical school has a competitive environment’ and ‘My clinical placements have a

competitive environment’ however both students with SpLD (Related Samples

Wilcoxon Signed Rank test p<0.001) and without SpLD (Related Samples Wilcoxon

Signed Rank test p<0.003) agreed that their university environment was more

competitive than their clinical placement environment. When looking at the individual

scores, 36.36% of students with SpLD ‘strongly agreed’ that their medical school had a

competitive environment; this reduced to 21.21% when rating the competitiveness of

their clinical placements. Those students without SpLD, 21.21% ‘strongly agreed’ that
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their medical school was competitive, however this dropped to only 4.87% who thought
this of their clinical placements.

The only significant difference between the 2 groups of students was that those
students with SpLD agreed that they had been made to feel uncomfortable at university
due to difficulties in their work significantly more than those without SpLD. There was
no difference found between the results for the remaining questions in this section
(Table 28).

General skills and studying & clinical related skills

The next section of the questionnaire asked participants to rate their skills on scale of
1-5 (from very poor to very good) on different everyday tasks (Table 29). Students with
SpLD scored themselves significantly lower than students without SpLD on 16 out of
the 17 skills listed. It was only for ‘working with numbers’ where there was no difference
found between the 2 groups of students. For students with SpLD ‘typing on the
computer’ and ‘processing visual information’ were the highest rated skills. In contrast,
all skills related to spelling (‘spelling drug name’, ‘spelling of medical terms’ and
‘general overall spelling’) were their lowest rated skills. Those without SpLD also rated
‘processing visual information’ as their highest rated skill along with ‘reading’; their
lowest rated skills were ‘remembering information for long periods of time’ and

‘organising your workload’.

The questions then moved on to more clinical related skills, which the participants were
asked to rate on the same 5 point scale as the previous set of general skills.
Interestingly out of the 27 skills the students rated, there was only one significant
difference found between the 2 student groups, this was for ‘communicating in writing’
where students with SpLD scored significantly lower than those without SpLD. When
examining the individual mean scores for the skills, ‘being empathetic’ was the highest
rated skill for those with SpLD, followed closely by ‘team working and relationships with
staff’. ‘Completing drug calculations’ was the lowest rated skills by medical students

with SpLD and was the only skill to score a mean rating of 2 (poor).

For medical students without SpLD the highest rated skills were ‘being aware of your
limitations’ and also ‘team working and relationships with staff’. Similarly to those with

SpLD ‘drug calculations’ were also the lowest rated skills for medical student without
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SpLD along with ‘discussing treatment options, including relative risks and benefits,

with patients’ (Table 30).

Mean SD Mean SD Sig.
General Skills with | with | without | without (Mann
SpLD | SpLD | SpLD SpLD | Whitney U)

s:rﬁgzg‘g]?;:&gei“forma“"” for short 279 | 1.02 | 388 | 0.84 0.000*
Rer_nember!ng information for long 3.00 119 3.44 0.78 0.046*
periods of time

Organising your workload 294 | 0.90 3.44 1.03 0.030*
Spelling of medical terms 2.49 1.23 3.68 1.11 0.000*
Spelling drug names 2.27 1.23 3.42 1.12 0.000*
General overall spelling ability 2.52 1.20 3.68 1.01 0.000*
Writing by hand 3.06 | 0.93 4.00 0.87 0.000*
Writing legibility 3.15 | 0.97 | 3.76 1.18 0.010*
Typing on the Computer 3.64 | 0.86 4.10 0.83 0.016*
Reading 3.21 1.22 4.22 0.85 0.000*
Reading Comprehension 3.12 1.19 417 0.77 0.000*
Processing information heard 2.70 1.33 4.00 0.84 0.000*
Processing Visual information 3.61 1.06 4.27 0.67 0.005*
Expressing your thoughts verbally 3.00 1.32 3.66 1.04 0.023*
Expressing your thoughts in writing 2.79 1.17 3.81 0.84 0.000*
Time management 297 | 0.98 3.76 0.94 0.000*
Working with numbers 3.00 1.37 3.54 1.12 0.075

Table 29: Mean scores and standard deviations for Likert scale scores for

‘General Skills’

Key:  *significant at p<0.05 SD=standard deviation

1=Very Poor, 2=Poor, 3=Average, 4=Good, 5=Very Good
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Sig.

Mean SD Mean SD
Work related Skills with with | without | without (M.ann
SpLD SpLD SpLD SpLD WhllJt)ney
Examining patients 412 0.60 4.07 0.61 0.736
Diagnostic skills during consultation 3.85 0.67 3.93 0.61 0.576
Prescribing medication 3.24 0.90 3.34 1.02 0.437
Record keeping 3.36 0.99 3.44 1.07 0.702
Practical clinical skills 3.85 0.71 3.88 0.68 0.834
Taking patient information 4.24 0.56 4.07 0.61 0.250
Team working & relationships with staff 4.27 0.67 4.22 0.65 0.731
Being aware of your limitations 4.09 0.72 4.34 0.66 0.109
Responding effectively to emergencies 3.30 1.40 3.02 1.67 0.506
Following safe procedures 4.09 0.52 4.17 0.54 0.515
Being responsible for your own learning 3.94 0.70 4.00 0.78 0.719
relatve risks and benets, wih patients | 333 | 129 | 285 | 162 | o473
Explaining medicines to patients 3.18 1.40 3.05 1.56 0.784
Completing drug calculations 2.61 1.32 2.68 1.72 0.613
;‘r’nrﬂ;r/‘ggr'g?;'”g with patient's 352 | 166 | 2.98 1.90 0.185
Communicating with patients 4.18 0.58 4.15 0.53 0.751
Communicating with peers 4.00 0.75 4.05 0.63 0.878
Communicating with tutors 3.91 0.77 4.05 0.63 0.453
Communicating in writing 3.30 0.85 3.95 0.74 0.001*
Ability to deal with own stress 3.36 0.86 3.68 0.96 0.057
Coping with responsibility 3.82 0.68 4.00 0.50 0.165
Coping with uncertainty 3.27 0.98 3.63 0.73 0.098
Working independently 3.91 0.72 4.12 0.71 0.185
Being empathetic 4.33 0.65 4.20 0.60 0.306
Supporting patients 4.09 0.947 4.00 0.87 0.450
Supporting peers 4.24 0.71 4.07 0.61 0.174

Table 30: Mean scores and standard deviations for Likert scale scores for

‘Clinical Related Skills’

Key: *significant at p<0.05 SD=Standard deviation
1=Very Poor, 2=Poor, 3=Average, 4=Good, 5=Very Good
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Perceptions of SpLD

To establish medical students’ opinions and perceptions about doctors and medical

students with SpLD practicing/studying medicine, all of the students were asked to

indicate their level of agreement, on a 5 point scale ranging from ‘strongly disagree’ to

‘strongly agree’, on a number of statements that covered possible views of doctors and

medical students with SpLD (Table 31).

Mean SD Mean SD Sig. (Mann
Perceptions with with | without | without | Whitney
SpLD | SpLD | SpLD | SpLD U)
Overall having a disability would impact
negatively on working successfully as a 2.67 1.11 3.00 0.89 0.089
doctor
A doctor Wlth_SpLD would have more 279 1.02 288 101 0593
weaknesses in the workplace
A doctor Wlth SpLD would have more 279 | 0.65 249 0.68 0.065
strengths in the workplace
A dqctor with SpLD would be more prone to 249 | 087 288 0.93 0.038*
making errors
Qo%féfon with SpLD could make a successful 4.46 103 437 0.89 0.210
A doctor with SpLD should tell their patients
that they have SpLD 1.70 0.7 2.00 0.81 0.081
A doctor with SpLD should tell their .
colleagues that they have SpLD 2.13 115 332 1.23 0.029
Patients would be concerned about being
treated by a doctor with SpLD 2.36 1.03 2.13 1.25 0.197
Others members of staff would treat a doctor
with SpLD differently 291 | 1.23 2.68 1.17 0.404
| would have concerns about working with a
doctor who had SpLD 155 | 0.83 1.73 0.87 0.198
Itis appropriate for_ a doctor with SpLD to use 3.97 108 4.98 0.64 0.286
support strategies in the workplace
Medical stu_dents W|_th SpLD sh_ould be given 45 | 0666 4.48 0.60 0.477
support during medical school if needed
Medlcal students with SpLD would be less 234 1.30 233 1.07 0.769
likely to complete a medical degree
Medical students with SpLD should tell the
medical school that they have SpLD 3.97 113 435 0.62 0217
Medical students with SpLD should tell the
fellow students school that they have SpLD 282 | 0.96 2.18 1.00 0.554
Medical students should disclose their SpLD 285 1.03 350 0.93 0.017*

to the NHS when applying for a job

Table 31: Mean scores and standard deviations for Likert scale scores for

‘Perceptions of SpLD’

Key: * significant at p<0.05 SD=Standard deviation

1=Strongly disagree, 2=Inclined to Disagree, 3=Neither, 4=Inclined to agree,

5=Strongly agree
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There was no significant difference in how the 2 groups rated the impacts of disabilities
on working successfully as a doctor or whether they thought a doctor having SpLD
would have more strengths or weaknesses the workplace. However those students
with SpLD were more inclined to disagree that ‘a doctor with SpLD would be more
prone to making errors’, although both groups tended to select the middle ‘neither
option rather than agree or disagree. Both groups did agree, however, that ‘a person
with SpLD could make a successful doctor’ and that ‘it is appropriate for a doctor with
SpLD to use support strategies in the workplace’. Interestingly both groups of medical
students agreed that ‘medical students with SpLD should be given support during
medical school if needed’ and that ‘medical students with SpLD should tell the medical
school that they have SpLD'.

Both groups of students were also ‘inclined to disagree’ that they ‘would have concerns
about working with a doctor who had SpLD’. Furthermore, those students without SpLD
were significantly more inclined to agree that ‘a doctor with SpLD should tell their
colleagues that they have SpLD’; although the scores suggest that most participants
selected the ‘neither’ option. In contrast, both groups of students were more inclined to
disagree that ‘a doctor with SpLD should tell their patients that they have SpLD’. Also
medical students with SpLD were significantly more inclined to disagree that they
should disclose their SpLD to the NHS when applying for jobs.

All of the medical students with SpLD knew another medical student with SpLD and
most of the students without SpLD did. Those students with SpLD were more likely to

know a doctor with SpLD than those medical students without SpLD (Table 32).

SpLD Non-SpLD Sig. (X3, Chi
Number | Percentage | Number | Percentage squared)
| currently know doctors with SpLD
Yes 19 42.4% 10 24.4%
0.004*
No 14 57.6% 31 75.6%
| currently know medical students with SpLD
Yes 33 100% 39 95.1%
0.198
No 0 0% 2 4.9%

Table 32: Number (n) of students who know doctors/medical student with SpLD

Key:

* significant at p<0.05
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Support

When the students were asked about the types of support that they have in place,
those students with SpLD reported higher use of mind mapping software, screen
readers, and voice activated software (Figure 5) than students without SpLD. Spell
checkers were the most frequently used by both groups of students, although
approximately 20% more students with SpLD reported using spell-checks than
students without SpLD. Interestingly, however, there was no difference found between
the groups in their reported use of informal coping strategies to help with their clinical

and university work.

Use of Assitive Software

B SpLD Student @ Non-SpLD Student

70
] 63.6%
1)
8 60
@
o 48.8%
5 50 © 48 8%
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£
w 40 —
2
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g 30 . 5 —
2 24.2% 24.2% 24.2%
(3 20 -
10 —
2.4% 2.4%
0
Mind mapping Spell Checks Text to Voice activated No (Do not use
Speech/Screen any)
readers

Type of Assistive Software

Figure 5: Graph to show students use of assistive software

When asked about the types of informal strategies that the students used in an open
ended question, those with SpLD reported using various methods to check the
accuracy of their work, such as asking other students or tutors to check their work or
getting parents to check for spelling and grammatical mistakes or repeatedly checking
their own work for such mistakes. Other informal strategies used by students with
SpLD included using visual aids, such as drawing diagrams and flow charts, writing
down tasks and making lists of things to do. Additionally, students with SpLD reported
discussing their work with their peers as a way of helping them learn without the need

to write down notes. Students with SpLD mentioned using support from mentors and
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learning enhancement tutors. Some students with SpLD also noted that their work will
sometimes take them longer to complete due to the additional time required to
implement their coping strategy.

For those medical students without SpLD, one participant explained that they have on
occasion recorded lectures as they could not write notes quickly enough, which
resulted in incoherent notes. Whilst another explained that they ensured that they had
personal study time where there were no disruptions or disturbance. Another student
reported practicing their mental maths for when calculating drug dosages and another

used team working and practice to help them learn their work.

SpLD Non-SpLD Sig. (X%,
Chi
Number | Percentage | Number | Percentage | squared)

Have any issues with your university work ever been raised in relation to errors or

poor performance?

Yes 10 30.3% 3 7.3%
0.010*
No 23 69.7 38 92.7%
Have any issues with your clinical skills ever been raised in relation to errors or poor
performance?
Yes 6 18.2% 2 4.9%
0.067
No 27 81.8% 39 95.1%
Do you use any informal strategies to help you with your university or clinical work?
Yes 16 48.5% 10 24.4%
Sometimes 8 24.2% 12 29.3% 0.084
No 9 27.3% 19 46.3%
Please indicate the extent to which you feel you are currently coping at medical
school?#
Mean SD Mean . Sig.
with with without SDSW'E%"“I (Mann
SpLD SpLD SpLD P Whitney U)
3.19 0.92 3.18 0.82 0.835

Table 33: Number (n) of students who use strategies/have had issues with their
work
Key: *significant at p<0.05 SD=Standard Deviation

# Responses 1=Not at all, 2=Slightly well, 3=Moderately Well, 4=Very Well,

5=Extremely well
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When asked if any issues had ever been raised in relation to errors or poor
performance, significantly more students with SpLD reported ‘yes’ to issues being
raised in relation to their university work (Table 33). However there was no difference
between the 2 groups’ results when asked about any issues being raised in their
clinical placements, with the majority of all the students reporting ‘no’. Both groups of
students also reported that they felt they were coping ‘moderately well’ at medical

school and there was no difference between the scores for the two groups.

Career

The final section of the questionnaire that both groups of students were asked to
complete involved questions about their future career choice and specialty preferences.
When asked to rate how important a number of factors were in their future career
choice, ‘personal preferences’ was the most important factor for both groups of
students. ‘lifestyle after completing training’ and ‘specialty characteristics’ were also
high scoring factors with both groups of students (Table 34). Also both groups of
medical students agreed that ‘role models’ were the least important factor when
thinking about their future career choices. There was no significant difference noted

between the two groups when it came to career factor preference.

Mean SD Mean SD Sig.
with with without | without (Mann
SpLD SpLD SpLD SpLD | Whitney U)

How important were each of the following factors in influencing your career choice?

Personal Preference 4.42 0.50 4.56 0.50 0.240
Specialty Characteristics 4.18 0.47 4.28 0.51 0.376
Intellectual Content of 379 | 055 | 4.00 0.80 0.112
Specialty

Specialty Training Process 3.82 0.58 3.87 0.86 0.559
Intellectual Ability 3.79 0.60 3.95 0.83 0.181
Career Opportunity 3.91 0.72 4.03 0.71 0.472
Lifestyle After Completing 424 | 1.03 | 4.26 0.91 0.895
Training

Role Models 3.64 0.60 3.72 0.89 0.304

Table 34: Mean scores for student specialty preferences
Key: * significant at p<0.05 SD=Standard Deviation
Responses 1=Very important negatively, 2=Important negatively,

3=Unimportant, 4=Important positively, 5=Very important positively
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The students were asked which medical fields they would like to work in, in the future
(Table 35). For both groups of students, General Practice followed by General
Medicine and Pathology were the most popular choices. Occupational Medicine was
the least popular field, with no students from either group selecting it as a potential
area to work in; 5 students with SpLD and 8 students without SpLD said that they did
not know yet which fields they were interested in. Students were also able to provide
their own response by selecting the ‘other’ response. Of the students who did this,
participants with SpLD reported that the other fields they were interested in included
Haematology, Cardiology and Palliative Medicine and participants without SpLD stated
Dermatology, Oncology and Tropical Medicine as areas of future interest. Neurology

was field of interest mentioned by participants in both groups.

Number of students | Number of students
with SpLD without SpLD

Which medical field would you like to work in the future?

(tick all that apply)

Anaesthesia 7 6
Emergency medicine 17 8
Intensive care medicine 5 15
General Practice 14 17
General Medicine 8 11
Obstetrics and Gynaecology 4 10
Occupational medicine 0 0
Ophthalmology 1 4
Paediatrics 6 21
Pathology 0 3
Psychiatry 3 8
Public Health 1 3
Radiology 1 4
Surgery 5 7
Don’t know yet 5 8
Other 5 5

Table 35: Number (n) of students who chose particular medical fields in which

they would like to work in the future

Both groups of students expressed the opinion that there was no overall specialty that

suited doctors with SpLD. Those students with SpLD who did report that there may be
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areas of medicine that would be better suited to doctors with SpLD stated areas such
as ‘non-surgical specialties’ and one participant with Attention Deficit Disorder (ADD)
explained that they were interested in Emergency Medicine because ‘of the rapidly
changing dynamic environment which has less repetition than other specialties’. Those
medical students without SpLD thought areas such as Anaesthesia might be more
suited to doctors with SpLD as opposed to more acute areas of medicine, especially if

they needed more time to process and write down information.

Medical students with SpLD only

Those students who had been diagnosed or suspected that they had SpLD went on to
complete an additional 3 sections of the questionnaire. In total 33 medical students
completed these final sections. Of these medical students 19 (57.57%) had been
diagnosed with dyslexia on its own, 5 (15.15%) students had a diagnosis of dyslexia
together with dyspraxia, one (3.03%) participant had been diagnosed with dyspraxia,
one participant had been diagnosed with Asperger syndrome (3.03%) and two (6.06%)
participant had been diagnosed with ADD. Five (15.15%) participants reported
suspecting that they had SpLD. In total 15 (45.45%) of them were diagnosed with
dyslexia whilst at medical school and 8 (24.24%) had been diagnosed with dyslexia

during their previous schooling.

When asked to rate how severe participants thought their SpLD were, the majority of
participants said ‘moderately’ and only 4 participants rated their SpLD as ‘severe’
(Table 36).

Severity of SpLD Number Percentage
Very Mild 1 3.03%
Mild 10 30.30%
Moderate 18 54.55%
Severe 4 12.12%
Very Severe 0 0%

Table 36: Number (n) of students who rated their level of SpLD

When asked if the participants considered themselves to be disabled, 21.2% (n=7)
considered themselves to be disabled, with 5 students out of this group considering

themselves disabled because of their SpLD. Most of the students reported that having
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SpLD had some impact on their life and on their medical course, with the impact on the

latter being more frequent (Table 37).

Almost 40% of the participants tried to avoid certain aspects of their course due to their

SpLD at least ‘sometimes’. When asked to describe aspects of their medical degree

that they try to avoid, participants listed tasks such as writing essays and written

projects, reading, reading aloud, and writing during group situations and PBL sessions.

Keeping attention and processing information during lectures, and distinguishing left for

right during clinical examinations were also mentioned as difficulties for students with

SpLD.
Always | Usually | Sometimes | Rarely Never
Does having SpLD impact on 3 10 10 8 1
your overall life? (9.09%) | (30.30%) | (30.30%) | (24.24%) | (3.03%)
Does having SpLD impact on 5 12 13 2 0 (0%)
0
your medical course? (15.15%) | (36.36%) | (39.39%) (6.06%)
Do you try to avoid certain
2 4 7 10 8
aspects of your course because
(6.06%) | (12.12%) | (21.21%) | (30.30%) | (24.24%)

of having SpLD?

Table 37: Number (n) of students with SpLD rating the impact of their SpLD

Support

Nearly half of the medical students (48.48%, n=16) had sought help or support for their

SpLD from their medical school and reported using the support offered, whereas

24.24% (n=8) of medical students reported seeking support from their medical school

but not using it. The remaining students reported not seeking any form of support from

their medical school (27.27%, n=9).

When asked in an open ended question to explain their reasons for seeking support or

not, some of the students who had not sought any support for their studies gave

reasons such as ‘| don't want the medical school to judge me’ and that ‘| would rather

not be treated differently’. Other students had sought support previously but explained

that it was found to be unhelpful and even ‘grossly inadequate’. Some of the students

explained that they were unaware that there was support available to them. While

others explained that they felt that additional support was unnecessary as they were
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coping well in their work and had already developed good study strategies and coping

techniques through their previous studies.

Almost half the students (n=16) reported developing new coping strategies since
starting medical school. Four of these students explained that they now use mind
mapping techniques to help them focus their attention when learning particular areas of
medicine, and for revising and general organisation. Others used printed out notes,
recorded themselves reading their notes on a voice recorder and used colourful
textbooks to help when learning new information. Trying to be organised in their studies
was also mentioned by students in terms of being ‘more organised at reading around
subject before teaching or clinical practice’ and one student explained that they tried to
stay organised as a way of keeping control over their studies. Other students reported
listening to podcasts or enjoying discussion groups with friends. Checking their work
either themselves or asking others to check it for mistakes was also described as a
new strategy, as was spending additional time to learning new medical words or

spellings.

The majority of students were inclined to agree both that they do sometimes try to hide
their SpLD and that they thought others would judge them for having SpLD (Table 38).
As a group, the students seemed to be unsure if having SpLD made them more prone
to making errors, with responses from different students across the full range of
options. Similarly, the majority of the students selected the middle ‘neither’ option when

asked if ‘having SpLD will make me a better doctor’.

Strongly | Inclined . Inclined to | Strongly
Neither . :
Agree | to Agree disagree disagree
| sometimes try to hide 6 9 8 6 4
my SpLD (18.18%) | (27.27%) | (24.24%) | (18.18%) (12.12%)
I think that others will 5 14 7 0

judge me for having
SpLD

6 (18.18%)

(18.18%) | (42.42%) | (21.21%) (0%)

Having SpLD makes
me more prone to
making errors

2 11 11

9 0
(6.06%) | (33.33%) | (33.33%) | & (2424%) | 1 (3.03%)

Having SpLD will make 1 4 24

0, 0,
me a better doctor (3.03%) | (12.12%) | (72.73%) 4(12.12%) | 0 (0%)

Table 38: Number (n) of students with SpLD rating ‘perception’ related

statements
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When the students were asked about their future work as a doctor, 42.42% (n=14) of

the students reported that they did not anticipate experiencing any SpLD difficulties

when they are qualified and in employment; however 33.34% (n=11) selected the

‘maybe’ option and 24.24% (n=8) of the participants did anticipate difficulties.

Difficulties anticipated by medical students with SpLD concerned writing prescriptions,

writing notes, processing information and completing drug calculations. Participants

also described anticipating difficulties with confidence and the need for additional time.

Overall 54.54% (n=18) of the students did not expect to have support when qualified as

a doctor and only 9.09% (n=3) did expect to be provided with support. The remaining

36.36% (n=12) selected the ‘maybe’ option for this question.

Disclosure

Most of the students had disclosed their SpLD to a member of staff at the medical

school but not to other non-medical university staff. Students were also likely to have

disclosed their SpLD to other students, their family and friends (Table 39). However

students appeared much less likely to disclose to clinical teaching staff at their clinical

placements and also to their patients. In total 10 out of the 14 participants who had

been diagnosed before entering university had disclosed their SpLD when they applied

for medical school.

Staff in Other o
Clinical
the non-MED _ Fellow _ _ _
) ) ) teaching Friends | Family | Patients
Medical | University students
staff
School staff
Yes 21 11 9 25 26 27 3
(63.64%) | (33.33%) | (27.27%) | (75.76%) | (78.79%) | (81.82%) | (9.09%)
No 12 22 24 8 7 6 30
(36.36%) | (66.67%) | (72.73%) | (24.24%) | (21.21%) | (18.18%) | (90.90%)

Table 39: Number (n) of students with SpLD disclosure rates

When asked about their reasons behind their disclosure decisions many of the

students gave quite negative reasons, such as concerns that it would disadvantage

them when applying to medical school. Other students explained that they disclosed

their SpLD so that they could get the support they required, as some found

adjustments such as extra time in exams to be very useful. One student explained that
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they usually disclose when writing or completing calculations in front of people as they
become embarrassed about errors. Three students explained that they thought it was
good to be honest and always disclose and they trusted that this information would not
be used by others against them. However one student said that they did not disclose
their SpLD as they did not want to be thought of as a ‘potentially difficult student’.

Comparison of medical students and doctors with SpLD

As the medical students completed a similar questionnaire to the doctors in Study 1,
the results for doctors with SpLD from Study 1 and the results from the medical
students with SpLD were compared where possible. This helped to establish if there
were any differences between how medical students and doctors cope with SpLD. The
results for both groups have been discussed separately (in Chapter 6 for the doctors
and previously in this chapter for medical students) in relation to their peers without
SpLD. The following results sections are only based upon those medical students and
doctors with SpLD. No additional questions have been added and the completion

instructions for each section were the same as described above.

In total 40 doctors and 33 medical students reported being diagnosed with or
suspecting that they had a SpLD. Of this sample 32.5% of doctors and 57.57% of
medical students had been diagnosed with dyslexia whilst attending university. Overall
5 doctors and 5 medical students considered themselves disabled due to their SpLD
and the majority of doctors (37.5%, n=15) and medical students (54.55%, n=18) rated

their SpLD as a ‘moderate’ level of severity.

Coping in the workplace

The first section of the questionnaires to be compared related to how medical students
and doctors with SpLD felt that they were coping in the workplace/university. Doctors
with SpLD were significantly more likely to agree that they used strategies to help cope
with stress caused by their work (p=0.006) and that they do their job well (p<0.001)
when compared to medical students with SpLD. That was the only significant difference
found between the results in this section. Both groups agreed strongly that their
work/university work was stressful and agreed that they were concerned about making

errors in their work (See Figure 6).
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General and clinical skills

When comparing the results from the general skills section, medical students with

SpLD rated their performance significantly lower than doctors with SpLD on

‘Remembering information for long periods of time’, ‘Organising your workload’,

‘Reading comprehension’ and ‘Processing information that you have heard (Table 40).

Doctors with Student's with Sig.
: SpLD SpLD (Mann
General Skills _
Whitney
Mean SD Mean SD
U)

Rer_nember!ng information for short 3.28 1.15 279 1.02 0.094
periods of time
Remembering information for long 3.55 1.09 3.00 1.12 0.044*
periods of time
Organising your workload 3.53 1.11 2.94 0.90 0.013*
Overall spelling ability 2.70 1.265 2.52 1.20 0.490
Writing by hand 2.75 1.13 3.06 0.93 0.273
Writing legibility 2.78 1.12 3.15 0.97 0.148
Typing on a computer 3.30 1.20 3.64 0.86 0.252
Reading 3.16 1.28 3.21 1.22 0.995
Reading comprehension 3.58 1.11 3.12 1.19 0.046*
Processing information that you 3.53 1.15 2.70 1.33 0.007*
have heard
Processing visual information 4.00 0.88 3.61 1.06 0.101
Expressing your thoughts verbally 3.55 1.15 3.00 1.32 0.058
Expressing your thoughts in writing | 325 | 1.15 2.79 1.17 0.109
Time management 3.30 1.11 2.97 0.98 0.105

Table 40: Mean scores for doctors and students with SpLD for general skills

Key: *significant at p<0.05 SD=Standard deviation

1=Very Poor, 2=Poor, 3=Average, 4=Good, 5=Very good
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Doctors with

Students with

Sig.
Work related Skills SpLD SpLD (Mann
Mean | SD Mean SD | Whitney U)

Completing clinical examinations 3.80 | 1.09 412 0.60 0.267
Diagnostic skills during consultation 403 | 1.15 3.85 0.67 0.069
Prescribing medication 3.73 | 1.18 3.24 0.90 0.007*
Record keeping 3.58 | 1.01 3.36 0.99 0.472
Practical clinical skills 3.70 | 1.31 3.85 0.71 0.757
Taking patient information 3.95 | 1.18 4.24 0.56 0.466
Team working & relationships with staff 405 | 1.09 4.27 0.67 0.599
Being aware of your limitations 418 | 0.71 4.09 0.72 0.558
Responding effectively to emergencies 3.88 | 0.79 3.30 1.40 0.183
Following safe procedures 3.95 | 1.15 4.09 0.52 0.896
Being responsible for your own learning | 3.95 | 0.85 3.94 0.70 0.967
Discussing treatment options, including

relative risks and benefits, with patients 388 | 116 333 | 1.29 0.0237
Explaining medicines to patients 3.78 | 1.17 3.18 1.40 0.038*
Completing drug calculations 3.30 | 1.38 2.61 1.32 0.020*
Communicating with patient's

family/carers 4.06 1.10 3.52 1.66 0.181
Communicating with patients 418 | 1.13 4.18 0.58 0.295
Communicating with peers 4.00 | 0.78 4.00 0.75 0.932
Communicating in writing with

colleagues 3.15 1.23 3.30 0.85 0.662
Understanding medical ethical

principles, including confidentiality 443 | 064 1 42 1 070 0185
Ability to deal with own stress 3.48 | 0.93 3.36 0.86 0.425
Coping with responsibility 4.13 0.79 3.82 0.69 0.042*
Coping with uncertainty 3.80 | 0.91 3.27 0.98 0.022*
Working independently 426 | 0.70 3.91 0.72 0.049*
Being empathetic 433 | 0.73 4.33 0.65 0.897
Supporting patients & colleagues 430 | 0.56 4.09 0.95 0.438

Table 41: Mean scores for doctors and students with SpLD for clinical skills

Key: *significant at p<0.05 SD=Standard deviation

1=Very Poor, 2=Poor, 3=Average, 4=Good, 5=Very good
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The results from both groups have also been compared on 23 of the clinical skills tasks

that both groups were asked to rate (Table 41). There were significant differences

noted on 7 out of these 23 skills in which the doctors rated their performance as

significantly higher (see Figure 7). To note, the wording of some of these skills was

slightly different on the doctors’ and the medical students’ questionnaires and only

when directly related have the skills been compared (i.e. ‘Completing clinical

examinations’ for doctors and ‘Examining patients’ for medical students have been

compared).
The 7 Significantly Different Clincial Skills
B Doctors with SpLD @ Students with SpLD
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Figure 7: The mean scores of the 7 clinical skills that doctors with SpLD rated their
performance as significantly higher when compared to the mean score ratings from
students with SpLD
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Perceptions

This section of the questionnaire concerned participants’ perceptions of doctors with
SpLD, covering disclosure and how other people might react to having doctors with
SpLD. For this section there were no significant differences found between the results
from doctor and medical students on the 10 items asked in both questionnaires.
Significantly more doctors reported knowing another doctor with SpLD compared to
medical students (Table 42).

Sig.
Medical student ) J _
Doctor SpLD (X%, Chi
SpLD
squared)
Number % Number %
| currently know doctors with SpLD
Yes 35 87.5% 19 42.4%
0.004*
No 5 12.5% 14 57.6%

Table 42: Number (%) of participants who knew a doctor with SpLD
Key: * significant at p<0.05

Support

There were also no differences found in the results for ‘issues raised due to poor
performance’ and the reported use of informal strategies between the doctors and the
students. The doctors did rated their current coping level in their job as significantly
higher than medical students coping with their medical degree (p=0.022).

When asked to indicate which (from a provided list) types of assistive software they
used a higher percentage of medical students reported using mind mapping software,
text to speech software/screen reader and voice activated software than doctors (see
Figure 8). Spell-checks had the highest reported use from both groups; however

doctors with SpLD did report a higher use of spell-check.
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Figure 8: Doctors and students with SpLD use of assistive software

Career

Both medical students and doctors were asked to rate how important the same list of 8

potentially influencing career factors were to them. Doctors with SpLD rated ‘personal

preferences’, ‘specialty characteristics’ and ‘intellectual content of specialty’ as

significantly more important than medical students in relation to influencing their career

choices. Although medical students rated ‘lifestyle after completing training’ as

significantly more important than doctors (see Figure 9).
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Impact of SpLD

Medical students with SpLD reported a significantly higher impact of SpLD on their

medical course when compared to how the doctors rated the impact of their SpLD on

the current work position. There was no difference between the 2 groups in how they

rated the impact of SpLD on their overall life with the mean score for both groups being

around 3 which is equivalent to the ‘sometimes’ option (Table 43).

Doctors with _ Sig.
Students with SpLD
SpLD (Mann
Whitney
Mean SD Mean SD
U)

Does having SpLD impact on your

: 2.97 1.08 3.19 1.03 0.380
overall life?
Does having SpLD impact on your
current work position/medical 2.74 1.20 3.63 0.83 0.001*
course?
Do you try to avoid certain aspects
of your work because of having 2.71 1.23 2.42 1.20 0.282
SpLD?

Table 43: Mean scores for doctors and medical students with SpLD for

statements concerning perceptions of doctors

Key: * significant at p<0.05 SD=Standard deviation

1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Usually, 5 = Always

When ratings of impact of SpLD were compared between doctors and medical students

there were no significant differences found between the scores.

Disclosure

When asked who the doctors and medical students had disclosed their SpLD to, most

had disclosed to family and friends. In relation to telling patients that they had SpLD

37.5% of doctors said that they would sometimes tell patients, where 90.90% of

medical students said that they would not tell a patient about their SpLD.
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Discussion

Being part of a world that associates educational success with literacy can frequently
make life challenging for those with SpLD (McNulty, 2003). The results overall
indicated that medical students with SpLD are experiencing some difficulties or barriers
to success whilst they complete their medical degree, but that they are trying to
overcome these using coping strategies. When completing their medical degree it
appeared that both sets of students, those with and without SpLD, felt that their
medical school environment was more stressful and competitive than their clinical
placements. This could be due to the fact that during their time at university the
students are being summatively assessed, whereas when they are on clinical
placements they are not (although, they are being assessed for professionalism and
fitness to practise).

Medical students are now ranked as part of the process of gaining entry onto the
Foundation Programme. This is a two year training programme which newly graduated
doctors complete to give them greater medical experience before they go on to choose
a specialty (GMC, 2013b). As part of the application process for this programme,
during medical school students are given an Educational Performance Measure (EPM)
decile score that is calculated using, for example, summative assessments, attendance
and scores for professionalism (each medical school has their own measures for the
EPM). All students are ranked by their medical school based on the measures, and
then assigned an EPM decile score based on the ranking. Medical students are
awarded extra points for additional degrees and publications based on information
provided in their application form. Students also have to complete a Situational
Judgement Test (SJT), which is used to assess medical students’ integrity and ability to
understand real world situations as future doctors. These tests are marked nationally
and the results are then combined with their EPM score to give students an overall
application score that is then ranked. Students are allocated to a Foundation

Programme position based on score order (UKFPO, 2013).

This could account for why medical students are finding their university environment
stressful and competitive. Sharma (2012) explained how due to this system of scoring,
medical students are now facing tougher competition than previous students to secure

a foundation job. Also there are currently more medical student applications for a
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position on the Foundation Programme than there are vacancies available, increasing
the competition to be one of the ‘top scoring applicants’ in order to be allocated a
position (UKFPO, 2013).

Research involving nurses with SpLD suggested that they might cope more
successfully in clinical environments as opposed to university situations (Sanderson-
Mann and McCandles, 2005) due to clinical environments being more active and
involving more kinaesthetic learning style (Kolanko, 2003); which may also explain why
medical students find the clinical environment less stressful and competitive. The BMA
(2013a) also suggests that students with dyslexia may find being in a clinical setting
plays to their strengths, such as being lateral thinkers, creative problem solvers, good
verbal communicators and hands on learners. However difficulties such as poor time
management, poor spatial awareness and being disorganised are often experienced by
those with SpLD, which could have negative consequences on clinical performance
(Gibson and Leinster, 2011). In Study 1 and Study 2 of this project the doctors
reported finding their clinical work very stressful but this could be because they are
qualified and so are directly responsible for their patients whereas in contrast medical

students are supervised throughout their clinical work.

Stress is often higher in medical students during training and in a study by Radcliffe
and Lester (2003) students described being in direct competition with their peers as
extremely stressful. Previous research has also found that ‘competition rather than
cooperation’ was a defining characteristic of medical schools (Lempp and Seale, 2004).
Studies with medical students have also found that stress levels double during their
final exam periods, which was suggested to be caused by an overload of content and
not enough time in which to revise (Yusoff et al., 2011). Students with learning
difficulties have also been found to experience higher levels of stress, frustration,
helplessness or nervousness when completing exams than students without a learning
difficulty (Heiman and Precel, 2003). This could have an increased impact on those
students with SpLD who experience difficulties with processing speed, causing
difficulties with processing information and revising. This said, the results from this
study showed no difference between the students with and without SpLD in the scores

given for the statements regarding coping with stress.
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Lempp and Seale (2004) found that medical students (regardless of having SpLD)
reported incidents of humiliation, typically by male doctors, when on ward rounds or
completing clinical examinations. They also found that medical students reported
disrespectful treatment from midwives and nurses; this was thought to perhaps be an
indication of professional rivalry. Such reports of bad experiences amongst all medical
students may be exacerbated in students with SpLD, as those individuals with SpLD
have been found to be sensitive to, and disturbed by, criticism and self doubt
(Edwards, 1994; Hales, 1995). This could account for why medical students with SpLD
were significantly more likely to agree that they had been made to feel uncomfortable
at university due to difficulties with their work than those students without SpLD.
Medical students with SpLD could have previously coped successfully with their work,
but are now beginning to experience difficulties which could also affect their self
confidence and make them feel uncomfortable at university. This could also be the first
time that the students have used support for their SpLD difficulties. As the doctors in
Study 2 reported, taking some of the support on offer at medical school makes their
once hidden disability visible to others. If some students are seen to be getting different
treatment to other students then, in such a competitive environment, this could lead

those receiving support feeling uncomfortable or possibly stigmatised.

Students with SpLD reported that more issues had been raised in relation to their
university work, but not their clinical work, potentially indicating that medical students
with SpLD are struggling more in academic environments. This again could be due to
the difference in assessments style and requirements between university work and
clinical placements. As their university work would probably involve higher volumes of
written work (than their clinical) this is to be expected, given that the students with
SpLD rated spelling and expressing their thoughts in writing as some of their lowest
skills. Their university work may also involve other more academic based skills, such
as structuring essays and processing auditory information during lectures, which those

with SpLD would potentially find more problematic than those without SpLD.

It is possible that students perceive that they are performing better on clinical
placements as a result of issues with mentors and placements tutors ‘failing to fail’
students. Previous research has suggested that ‘clinical assessments do not always
accurately reflect student performance’ (Cleland et al., 2008, p800). Suggested

reasons as to why tutors may ‘fail to fail’ students or not report students’ difficulties
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include the tutor’s relationship with the students; tutors did not want to be seen to be
biased towards a student they disliked by failing them but also did not want to fail the
students they liked. Also tutors were less likely to fail students when the student had a
committed attitude to their studies, and tutors wanted to avoid confrontation with a
student if they did fail them (Cleland et al., 2008). Further research with nursing
students’ placement mentors (Gainsbury, 2010) found that mentors had passed poorly
performing students because they were not confident in managing poor performance, it
created more paperwork for them and it was emotionally difficult to fail a student.
Therefore this suggests that just because the medical students in this study reported
that fewer issues have been raised with their clinical work, this could in fact be due to

an underreporting of performance issues.

When looking at the results for the rated skills involved in the clinical and university
environment, the results reflect a similar pattern to the results found from doctors in
Study 1. Doctors with SpLD rated themselves significantly lower than doctors without
SpLD on the majority of the general skills listed but such a difference was only found
for a couple of the clinical skills. Likewise, medical students with SpLD scored
themselves significantly lower than students without SpLD on all except one of the
general skills listed but only 1 significant difference found was found on the clinical
skills out of 27. These results could reflect the reason why students with SpLD find
university more stressful than the clinical environment, as the everyday skills that they
rated their performance lower on are more connected with tasks involved with work in
university. This again could indicate that medical students with SpLD function better in
the clinical environment. Also, similar to the results for the doctors in Study 1, the
clinical tasks were more specific and the students may have had a better
understanding of the level to which they are meant to meet these skills, whereas the

everyday skills were slightly more ambiguous and open to interpretation.

The only clinical skill where a significant difference was found was ‘communicating in
writing’, where those with SpLD scored themselves significantly lower than those
without SpLD. Price (2006) argued that in today’s society, professional and academic
achievement are dependent on a person’s ability to communicate successfully in
writing and therefore the difficulties experienced by those with SpLD in relation to
writing could impact upon their achievements. General skills related to spelling were

the lowest rated everyday skills (‘spelling drug name’, ‘spelling of medical terms’ and
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‘general overall spelling’) in this study for medical students with SpLD; this could impact
on many aspects of university work. This again provides a potential reason as to why
the university environment was perceived to be more stressful. Gibson and Leinster
(2011) found that medical students with SpLD achieved poor marks in OSCE
examinations and attributed these low scores to difficulties on stations such as the
prescribing skills and data interpretation stations, as they involved reading and writing.

Students with and without SpLD rated ‘processing visual information’ as one of their
highest rated general skills. Visual skills are important for medical students and visual-
spatial ability is an important skill when learning anatomy and surgical procedures
(Wanzel et al., 2002). The findings for students with SpLD are in line with Bacon and
Bennet (2013) who reported that individuals with dyslexia have a propensity for visual
thinking and creativity. When examining the individual mean scores for the clinical
skills, ‘being empathetic’ was the highest rated skill for those with SpLD, followed
closely by ‘team working and relationships with staff’. Studies with student nurses with
dyslexia have also found empathy and understanding to be particular personality
strength of those with dyslexia (Sanderson-Mann and McCandles, 2006; Morris and
Turnbull, 2007a).

For clinical skills ‘completing drug calculations’ was the lowest rated skill by medical
students with and without SpLD and was the only skill to get a rating equivalent to
‘poor’. Nursing students with dyslexia have also reported difficulties with drug
calculations (lllingworth, 2005; Morris and Turnbull, 2006; White, 2007) and a study by
Sanderson-Mann et al. (2012) found that all nurses, irrelevant of whether they had
dyslexia, found drug calculations difficult. This could suggest that a larger focus is
needed in both medical and nursing education to ensure that students are more

confident in completing drug calculations.

Support

It is of great importance that medical students with SpLD are supported early in their
studies to enable them to maximise their potential (Majumder et al., 2010), to learn and
become successful doctors. Walters and Croen (1993) noted significant improvements
in how medical students with learning disabilities performed once they were aware of

their disability and were provided with the appropriate support.
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In this study both medical students with and without SpLD agreed that ‘medical
students with SpLD should be given support during medical school if needed’.
Majumder et al. (2010) discussed that some people were concerned that allowing
adjustments for medical students during medical school could give students with SpLD
an advantage over those medical students who do not have SpLD and thus have no
adjustments in place. This type of concerns could lead to those students being
provided with support being stigmatised. However evidence indicates that these
worries are unjustified (Rosebraugh, 2000; Majumder et al., 2010) as it has been
shown that although additional time helps those with SpLD to improve their
performance in examinations, it does not significantly change the results for students
without SpLD. Previous research has suggested that there are concerns that some
students could be falsifying their SpLD in order to gain additional support or
educational adjustments (Majumder et al., 2010; Gibson and Leinster, 2011) although
there is no research to support this notion. In a study by Miller et al. (2009) some
medical students commented that they thought that although some
supports/adjustments would be useful when in the university environment, such as
additional time in exams, these type of adjustments would not be viable when in the
clinical environment. The students therefore felt they were not appropriate adjustments

as they did not prepare them for work once qualified (Miller et al., 2009).

The type of support suitable for a medical student with SpLD depends on the individual,
the level and impact of their SpLD, and also on the type of medical course they are
completing. For those students with SpLD on a course with a more traditional structure,
digital recorder devices and prior access to copies of the lecture notes may help deal
with the more lecture based aspects. Support with organisational skills, time
management and independent study skills maybe more suited to medical students on

problem based learning style medical degree (BMA, 2013a).

There are various types of support that that are available to medical students with
SpLD such as specialist equipment including computer equipment, assistive software,
digital voice recorders. A large proportion of the medical students with SpLD in this
study did report using assistive software such as mind mapping software, screen
readers, and voice activated software to support their studies. This is in contrast to the

doctors who reported that they found using assistive software limiting due to the nature
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of the clinical environment. Students with SpLD also reported using visual aids to help
with their learning. Murphy (2010) also found that the strategies used by radiography
students with dyslexia, had a strong visual emphasis, such as using online resources.

Possible course adjustments such as extra time during examinations, taking exams in
a suitable environment, copies of lecture notes, stickers to place on exams papers so
that the examiner knows it was completed by someone with SpLD and extended library
loans are all examples of support suitable for someone with SpLD. Students with SpLD
may also attend additional study skills support and tutoring. Of the medical students
with SpLD in this study, nearly half of them had sought help or support from their
medical school and reported that they actually used the support that was offered to
them. Those students that had not sought support described fears of being judged and
being treated differently, or previous support being inadequate, while some explained
that they did not know support was available. Previous results from doctors in Study 2
also suggested that whilst at medical school using the support that was provided took
away their options of disclosure, as using the equipment or having the adjustments
made their hidden disability visible to others and therefore made them ‘different’ when
compared to their fellow medical students. A study by Carroll and lles (2006) found that
the majority of students with dyslexia thought that universities do not offer adequate
emotional support for students and that the support facilities that they offer are often
not advertised enough. Kong (2012) also found that many students in general higher
education found support for students with SpLD provided by universities to be

insufficient and that there was a lack of guidance about where to seek support from.

Some medical students in this study explained, however, that they had already
developed good coping strategies from their previous studies and consequently they
felt they were coping well with the demands of medical school and that no further
support was required. This may be due the increase in awareness of SpLD and to
students having been diagnosed and labelled early enough to have been provided with
appropriate support and adjustments throughout their pre-medical school education.
However some studies have shown that the majority of medical students are diagnosed
with SpLD once they have begun studying medicine, as their once sufficient coping

strategies are now failing in such an intense environment (Rosebraugh, 2000).
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Both medical students with and without SpLD reported using informal coping strategies
to help with their clinical and university work. The types of informal strategies that the
students with SpLD reported included methods to check the accuracy of their work,
such as asking other students or tutors to check their work, or getting parents to check
for spelling and grammatical mistakes, or repeatedly checking their own work for such
mistakes. Dyslexic nursing students were also found to sometimes prefer to ask their
family and friends to proof-read their work and also described checking their drug
calculations many times (Sanderson-Mann et al., 2012). Using such informal
strategies also enables impression management, as they give students slightly more
control over their SpLD as students can hide some of their difficulties and these

strategies give students the choice of whether to disclose their SpLD or not.

Other participants with SpLD also mentioned using support from learning enhancement
tutors and mentors. Murphy (2008) found that a ‘supportive and knowledgeable’ mentor
was a major asset to nursing students with dyslexia, Although the value of such
mentors depends on them having a clear understanding of SpLD and knowledge about
positive practical ways to support students (Child and Langford, 2011). The BMA
suggests that medical students create a ‘Buddy Scheme’ where by older medical
students help, guide, pass on experiences and support first year medical students
through their course, giving students the opportunity to seek advice without having to
go through formal university channels (BMA, 2013b). Creating support groups where
nursing students with dyslexia could seek support and discuss coping strategies with
their fellow students was also suggested as a key implementation to support students
in previous research (Child and Langford, 2011). This would provide an environment
where the students could discuss their issues freely without concerns about being

judged or stigmatised.

Half the students with SpLD explained how since starting medical school, they had
developed new coping strategies to help with processing information, concentration,
revising and organisation. However strategies were not solely used by those students
with SpLD, medical students without SpLD described using similar strategies (such as
recoding lectures). This suggests that some of the difficulties experienced by medical
students are not just specific to those with SpLD. This also indicates that medical
training can highlight the strengths and weaknesses in everyone’s skill set. Perhaps, as

Kahtan (1999) argued, doctors and by extension medical students should be viewed as
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an individual with their own physical, psychological and social strengths and
weaknesses. Adopting this view would enable a more realistic examination of
individuals and would be more productive as opposed to labelling individuals as
‘disabled’ or ‘normal’ (Kahtan, 1999).

Career

When asked about future career influencing factors there was no difference between
the two groups, with all students selecting ‘personal preferences’ as being the most
important factor. ‘Lifestyle after completing training’ and ‘specialty characteristics’
followed this. Previous research by Chang et al. (2006) also found that ‘lifestyle after
completion of training’ was one of the highest rated career influencing factors for
medical students along with ‘personal intelligence/ability preferences’ and ‘career
opportunities’. Ko et al. (2007) found that personal interest was the highest factor
influencing residency selection in Canadian medical students with ‘mentors’ having the
lowest reported influence. In this study, both groups of medical students felt that ‘role
models’ were the least important factor when thinking about their future career choices.
However, Soethout et al. (2008) found that having a parent who was a general
practitioner was strongly associated with a career preference for general practice for

medical students.

The majority of both groups of students did not think there were areas of medicine that
might be better suited to those with SpLD, although some students with SpLD
suggested less acute and ‘non-surgical specialties’ might be preferable for those with
SpLD due to perceived co-ordination difficulties. Slower paced and less intense
working environments have also been suggested as better working environments for

nurses with dyslexia (Morris and Turnbull, 2006).

Impacts of SpLD

The majority of medical students in this study had been diagnosed with dyslexia whilst
at medical school, which has been found in previous research to be because previous
compensatory coping strategies are no longer adequate to cope with the high volume

of work and demand of medical school (Walters and Croen, 1993; Rosebraugh, 2000).

Only 15% of the students considered themselves disabled because they had SpLD.
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Precise reasons for this are not known and more research on this would be beneficial
in the future. In a previous study Miller et al. (2009) found that medical students did not
consider themselves disabled due to lack of knowledge about what exactly a ‘disability’

is defined as.

Most of the students reported that having SpLD had some impact on their life generally
but it had a stronger impact on their medical course. The majority of students tried to
avoid aspects of their course because of having SpLD related difficulties with tasks
involving writing and reading. This is similar to the doctors in Study 1 and Study 2; like
the doctors, the medical students also appeared to try and use impression
management when completing tasks in front of other people. Some tasks, particularly
scribing during PBL sessions, were avoided or disliked by the students due to concerns
about making a mistake and showing that they have SpLD. This could be a result of
their SpLD related difficulties being exacerbated by being in a stressful environment
and having the additional pressure of having to complete tasks in front of their peers
and tutors. For dyslexic student nurses difficulties such as writing patients notes and
remembering information also increased when under pressure to complete them,
resulting in avoidance strategies when having to write in front of people (White, 2007).
Heiman & Kariv (2004) found that students with learning difficulties frequently
described being emotionally exhausted, being too embarrassed to ask for help, and
wanting to hide the fact of their dyslexia; this could account for why medical students in
this study preferred to avoid certain tasks.

Disclosure

It has been argued that medical school applicants should be encouraged to disclose
their SpLD (Murphy, 2008) as early as possible so that the medical school has the
opportunity to provide appropriate support tailored to the individual’s needs. If a student
discloses that they have SpLD then it means that the university can provide appropriate
academic adjustments and physical support for student to use and benefit from
(Stampoltzis and Polychronopoulou, 2009). The General Medical Council (GMC, 2008)
advises that potential students be invited to disclose their disability when applying for
medical school and that the reasons for disclosing should be explained (i.e. to enable
any suitable adjustments to be made). They suggest that it should also be emphasised

that disclosing a disability will not have any effect on the decision of whether they are
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successful in being offered a place on the course (GMC, 2008). The majority of
participants who had been diagnosed before entering university had disclosed their
SpLD when they applied for medical school. This could indicate that concerns over
stigmas or discrimination against those with SpLD are reducing, as only a quarter of
the doctors in Study 1 had disclosed their SpLD when they applied for their current
position. This said, not all students disclosed when applying. Additionally, after getting
into medical school the students did not necessarily disclose to staff or fellow students.
Both medical students with and without SpLD agreed that a medical student with SpLD
‘should’ disclose it to their medical school. Some of the medical students in this study
explained that they disclosed their SpLD so that they could get the right support that
they required. This is one of the common arguments for labelling impairments such as
SpLD as it enables individual to get access to the specialist support that they are
entitled to (Riddick, 2000) and can also act a way of succinctly explaining their needs to

others.

When asked about reasons behind their disclosure decisions many of the students
described experiencing felt stigma. They gave quite negative reasons for deciding not
to disclose, such as concerns that it would disadvantage them when applying to
medical school or that they did not want to be thought of as a ‘potentially difficult
student’. Stampoltzis and Polychronopoulou (2009) described various influences on
whether or not a student decided to disclose that they have SpLD, including not
disclosing due to not wanting to be seen as ‘different’ from other students or because
they thought they would not get support. Study 3 also found not ‘wanting to be judged’
or seen as different as reasons given why medical students with SpLD had not sought
formal support from the university. This was also described by the doctors in Study 2

and it indicates that individuals with SpLD are experiencing felt stigma.

According to Morris and Turnbull (2007a) students will often make the decision of
whether to disclose their disability or not based upon ‘a balance between personal
benefits and the emotional cost or risk to patient safety’ (p39). A study by Mortimore
and Crozier (2006) found that students were often concerned about other students’
perceptions of dyslexia and did not want to be thought of as ‘lacking intelligence’. The
results from Study 3 also found that medical students with SpLD were inclined to agree
that others would judge them for having SpLD. Mortimore and Crozier (2006)

additionally reported that stigmas associated with dyslexia often influenced whether
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support was sought and led to stress and anxieties about disclosing to tutors and other
members of academic staff. Most of the medical students in Study 3 had disclosed their
SpLD to a member of staff at their medical school, although they were much less likely
to disclose to clinical teaching staff at their clinical placements. This relates to the
previously described results, where those medical students with SpLD rated their
performance higher when completing clinical tasks and therefore they may not feel the
need to disclose their SpLD when on clinical placements as they feel they do not need
the support. On the other hand the students could have concerns about their clinical
and professional reputation being tarnished due to discrimination and stigmas. If
medical students disclose their SpLD in the clinical environment they are no longer in
the potentially more accepting education environment and they now have to live up to
the stereotypical ‘perfect’ doctor. Student nurses with dyslexia found the thought of
disclosing their dyslexia when on clinical placements as ‘potentially threatening and
stressful’ (Morris and Turnbull, 2007a, p38).

Working as a doctor

Both groups of medical students did not have concerns about working with a doctor
who had SpLD and felt that if needed it was appropriate for a doctor with SpLD to use
support strategies in the workplace. They also felt that having SpLD would not stop
someone from becoming a successful doctor. However more students without SpLD
thought that a person with SpLD should disclose their SpLD to the NHS when applying
for jobs, compared to medical students with SpLD. This may be due to medical
students without SpLD lacking understanding about disability legislation or of the
implications of having SpLD and the other more psychological effects that it can have
on a person, such as lower self confidence and self esteem (Ridley, 2011). The effects
of this can also be seen in that those students with SpLD were significantly more
inclined to disagree that ‘a doctor with SpLD should tell their colleagues that they have
SpLD’.

Interestingly though both groups of students were more inclined to disagree that ‘a
doctor with SpLD should tell their patients that they have SpLD’, although most thought
that patients would not be concerned about being treated by a doctors with SpLD. Also
only a small number of medical students had actually disclosed to their patients.

Whether this is because they deemed it personal information and therefore
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unprofessional to tell patients or whether they were concerned about how patients
would react is unknown. Alternatively, they could still be working out the boundaries of
professional practice in relation to communicating with patients, so they do not yet
know whether disclosing to patients would be appropriate.

Doctors and medical students with SpLD

The results from Study 1 with doctors with SpLD were compared with the results from
medical students with SpLD (Study 3). Many of the doctors and medical students had
been diagnosed whilst attending university, and felt that they currently had a ‘moderate’

level of dyslexia.

Differences noted were that doctors with SpLD indicated higher use of strategies to
help cope with stress caused by their work and they were more likely to agree that they
did their job well in comparison to how students felt they were doing on their medical
degree. This is probably accounted for by the doctors having more experience and
being more familiar with their work in order to create successful strategies. This said,
both groups agreed strongly that their work/university work was stressful and agreed
that they were concerned about making errors in their work. The doctors rated their
performance significantly higher on only 7 of 25 clinical skills, when compared to the
scores from the medical students. It may have been expected that the doctors would
have rated themselves higher on more tasks as these skills are part of their everyday
job whereas medical students are still in the process of learning. For example, the
doctors rated their performance as higher than the students regarding coping with
responsibility, uncertainty and working independently. At their stage of training students
will not yet be fully responsible for patients or working completely independently, thus it
is unsurprising that they are less positive about their skills in these areas at this time.
Alternatively, this finding could be due to the doctors having a more accurate view of
their skills as they have been using them more frequently and have experience to base

their rating on.

Overall though, there were more similarities between the medical students and the
doctors with SpLD than differences. For example, the highest rated clinical skill for
medical students with SpLD was ‘being empathic’ which was one of the highest scores

for doctors with SpLD too. Empathy is a skill that is considered to be a significant factor
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in the achieving a high quality doctor—patient relationship and therefore is a positive
skill to have (Hojat et al., 2002). In addition to there being relatively few areas of
difference regarding the clinical skills, there were only 4 areas where the doctors with
SpLD rated their general skills as higher than the student group. For all of these areas,
except processing visual information, both doctors and students rated their
performance as average to poor.

Both groups felt that having SpLD sometimes impacted on their overall life, however
medical students with SpLD reported a significantly higher impact of SpLD on their
medical course when compared to how the doctors rated the impact of their SpLD on
the current work position. As previously discussed, this could indicate that the skills
associated with academic work and the academic environment are difficult for those
with SpLD, and that they are less affected by their SpLD in the clinical environment. It
could also be due to experience, with the doctors being more experienced at dealing
with their SpLD in their work.

Conclusion

The results for this Study 3 reject the hypothesis that ‘having a specific learning
difficulty will not have an impact on views of medical students regarding their coping as
a medical student in a clinical and educational setting’. The results have shown that
medical students with and without SpLD are feeling the stress and competitive effects
of being in an academic environment, with clinical placements found to be less
stressful and competitive. Although students with SpLD do seem to be coping, a
significant number of difficulties were experienced with general skills when compared
to those students without a SpLD. Tasks involving writing and completing tasks in front

of others seemed to be the main issues for medical students with SpLD.

Coping strategies were used by both groups of students although those students with
SpLD reported hiding their SpLD and avoiding aspects of their course due to their
SpLD, fearing others will judge them because they have a SpLD.

SpLD do appear to be impacting upon the lives of medical students when they are

completing their medical degrees. Comparing the results with the doctors from Study 1

has shown that doctors seemed to be coping better with the effects of their SpLD on
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their work. This suggests that maybe once qualified and getting increasingly used to
working as a doctor, medical students might feel less pressure and stress which in turn

may lead to their SpLD related difficulties not being exacerbated by stress.

The next chapter continues on to discuss these results in relation to the findings of the
Study 1 and Study 2 and the overall results of this PhD thesis.
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Chapter 9
THESIS DISCUSSION

The previous three chapters have discussed the procedures used for each of the
research studies, the research findings and how these relate to current literature. This
final chapter outlines and combines the findings from all of the studies and relates
these back to the original project aims, set out in Chapter 4. It also discusses the
implications of the project’s results for medical education and practicing doctors, the

project’s limitations, areas of future research and provides a final project conclusion.

Previous research on the impact of specific learning difficulties (SpLD) on healthcare
professions has focused primarily on nurses, both qualified and students, with SpLD.
This is the first project of its kind to include qualified medical doctors of all ages and to
specifically focus on the effects of SpLD on their work. This project moved beyond the
previous limited literature about doctors with SpLD, in that the majority of this was
secondary research or SpLD was not the main focus. This project involved primary
research, with the sample taken from across the UK from a range of different
specialties, hospitals and organizations in Studies 1 and 2 which enables the findings
to be generalisable to a wider setting. This study was also the first to include both
medical doctors with SpLD or suspected SpLD and doctors without SpLD, enabling
comparisons to establish if any of the findings from doctors with SpLD were specific to
that group or applicable to all doctors irrelevant of whether they had SpLD. Additionally,
results from the doctors with SpLD were compared with data from a study with medical
students with SpLD (Study 3) to establish similarities or differences between qualified

doctors and those still in undergraduate training.

The overall aim of this project was to develop an understanding of how doctors with
SpLD are coping in the workplace. In order to do this a number of more specific aims
were developed which were addressed via Study 1, an electronic questionnaire
completed by doctors with and without SpLD throughout the UK (Chapter 6) and Study
2 telephone semi-structured interviews completed with 11 doctors with SpLD (Chapter
7).
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The preliminarily results from Studies 1 and 2 indicated that doctors are affected by
SpLD, particularly those who are less established in their career. This suggested that
medical students could be particularly vulnerable to the effects of SpLD. This led on to
the experiences of medical students being explored (Study 3) via an electronic
guestionnaire (similar to the one used in Study 1). A summary of the key findings from
this overall project are discussed below in relation to the different career stages of
medical doctors. The implication of the findings and suggestions for future research are

discussed separately below.

Experiences with SpLD: From medical school to qualified

practice

Becoming a Doctor — Medical School

For individuals with SpLD wanting to become a doctor, the results from this project
indicate that they could be affected in different ways during the different stages of their
training and career by both internal and external factors including stigmatisation,
confidence in themselves, their clinical environment and relationships with staff and

patients and previous experiences with disclosing their SpLD.

The first stage in becoming a doctor is to gain admission into a medical school, where
competition for places is high. This is often the start of what can be a competitive and
stressful journey of their medical career. This is when those with SpLD will face
potentially their first SpLD-related consideration surrounding whether to disclose their
SpLD on their medical school application. During Study 3 most medical students with
prior knowledge of their SpLD had disclosed their SpLD when they applied for medical
school, with some choosing to disclose so they could get the needed support. During
this study both students with and without SpLD felt that medical students with SpLD
should tell their medical school, however those with SpLD described disclosing as a
negative experience, stating fear of discrimination when applying to medical school and
not wanting to be thought of as different, which also effected how students felt about
seeking support. Stampoltzis and Polychronopoulou (2009) also found that students
with SpLD did not disclose due to not wanting to be seen as ‘different’ from other

students or because they thought they would not get support.
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Study 3 showed that the majority of students with SpLD were diagnosed whilst at
medical school. Some have reasoned that gaining a diagnosis of SpLD at this time is
because the increase in academic pressure weakens students’ current coping
strategies, thus exposing their weaknesses (Walters and Croen, 1993; Rosebraugh,
2000). A positive aspect for students gaining a label of SpLD was that it resulted in
them being eligible for additional support. But this did not stop others fearing that the
label may result in them being stigmatised.

The medical students reported that having SpLD had had an impact on them in their
everyday life and a strong impact on their experiences with their medical course,
although most did not consider themselves disabled. These findings are supported by
research with student nurses with dyslexia, where despite acknowledging that dyslexia
had an impact of their lives, they did not consider their dyslexia to be a disability or that
they were disabled (Morris and Turnbull, 2006). This was mirrored by the findings from
the doctors in Study 1 and 2, who also did not consider themselves to be disabled as
they did not consider their symptoms to be severe enough (this is discussed further
below). The exact reasons why medical students did not class having SpLD as a

disability is unknown and further research is necessary to establish this.

Another disclosure issue medical students with SpLD will face when attending medical
school is who within their medical school/clinical placements to disclose their SpLD to.
The medical students with SpLD in Study 3 were more likely to disclose to staff at
university as opposed to their clinical placement tutors, probably because the students
need more support whilst in the university environment with exams and assessments
and they may not need the same support when on clinical placements. However during
the interviews with doctors in Study 2, they highlighted the fact that during medical
school using support and equipment resulted in their SpLD being rather obvious to
others and therefore the doctors found that they had to disclose their SpLD in order to
explain these. One consequence of receiving support was that it appeared to take
away some of the control that individuals had in relation to ‘impression management’
(attempt to control the impression others make of them) and also regarding whether
they wanted to disclose or not. Mortimore and Crozier (2006) also reported that

stigmas associated with dyslexia often influenced whether support was sought.
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Whilst attending medical school the medical students with SpLD appeared to have
difficulties with all aspects of spelling including medical terms, medication names and
general spelling especially when compared to medical students without SpLD. These
difficulties could be impacting on the students’ university work. Gibson and Leinster
(2011) related low scores in OSCE examination from medical students with SpLD to
difficulties on the stations involving writing and reading. Completing drug calculations
was the lowest rated skill by all the medical students in Study 3, regardless of whether
they had SpLD. Difficulties with drug calculations have also been frequently noted in
studies involving nurses and nursing students with dyslexia (lllingworth, 2005; Morris
and Turnbull, 2006; White, 2007, Sanderson-Mann et al.,2012). A larger focus on drug
calculations within medical training is suggested below in the practical implications for

medical education section.

The highest rated skills for medical students with SpLD were ‘being empathic’ and
‘team working and relationships with staff’. As noted previously, empathy was found to
be a strength for doctors with SpLD, and previous research has also found empathy
skills to be a strength of healthcare professionals and students with dyslexia
(Sanderson-Mann and McCandles, 2006; Morris and Turnbull, 2007a). The medical
students with SpLD rated ‘processing visual information’ as their highest rated general
skill. However these skills were also rated highly by medical students without SpLD.
This could be due to the style (Problem Based Learning, PBL) of the particular medical
course the students were studying being suited to visual strengths, and also such a

course teaching communication and empathy skills successfully.

Adjusting to university life can be stressful for any new students (Gall et al., 2000) and
the medical students reported finding their university environment more stressful and
competitive and that more issues with their performance had been raised at university
in contrast to their clinical placements. A proportion of these findings are probably due
to the assessments of students when at university, however previous studies have
suggested that those with SpLD adapt better to (Sanderson-Mann and McCandles,
2006); and perform better in, the clinical environment (Kolanko, 2003). This may also
be due to the academic environment involving higher levels of written work and related
skills that those with SpLD find particularly difficult. Also if the students receive support
for these, then they may find it difficult to hide their use of such support from their

peers.
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Whilst completing their medical training, students are entitled to receive support for
their SpLD and nearly half of the medical students with SpLD had sought help or
support from their medical school and reported that they actually used the support
offered to them. In contrast, a quarter of students reported that they did not use the
support that was offered, potentially due to concerns about being judged and stigmas
associated to having a SpLD. Some students had already established coping strategies
and felt they were coping well, which may be due to being diagnosed earlier in their
education enabling them to have support and established successful strategies to
overcome any barriers faced. The types of coping strategies that the students with
SpLD reported using included methods of checking their work for errors (often spelling
and grammatical) either by themselves or others. Sanderson-Mann et al. (2012) also
found that dyslexic student nurses sometimes preferred to ask friends and family for
support with their written work. Other students with SpLD in Study 3 mentioned using
support from learning enhancement tutors and mentors, which have been found to
provide important positive support to healthcare students with dyslexia (Murphy, 2008;
Child and Langford, 2011).

During their medical education the students did appear to be using impression
management as a way of trying to manage the impression that they gave to their fellow
students. An example of this can be seen in that the majority of students with SpLD
reported avoiding aspects of their course involving writing and reading in front of other
people, like scribing during PBL sessions, in case they made a mistake. Dyslexic
nurses were also reported to avoid completing written tasks in front of others as this
increased pressure and stress, and thus exacerbated their difficulties (White, 2007).
However these apprehensions represent examples of felt stigma (internalised concerns
about being devalued) as medical students both with and without SpLD did not have
concerns about working with a doctor who had SpLD and felt that, if needed, it was
appropriate for a doctor with SpLD to use support strategies in the workplace. All
students also reported that having SpLD would not stop someone from becoming a
successful doctor. However those students without SpLD felt a person should disclose
their SpLD to the NHS when applying for jobs. Actual reasons for this are unknown
however it could be that those without SpLD do not understand that for some people

disclosing their SpLD is stressful and they fear discrimination.
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Choosing a Specialty

Once graduated from medical school the newly qualified doctors go on to apply for a
foundation placement before then choosing a medical specialty. When thinking about
their future careers and specialties overall SpLD did not appear to influence the
medical students’ or doctors career choices and aspirations. The most influencing
factors for all students were ‘personal preferences’ and ‘lifestyle after completing
training’. This is supported by Chang et al. (2006) who also found that for medical
students ‘lifestyle after completing training’ was one of the most influential factors. Most
students in Study 3 also reported that they did not think there were specialties that
would be better suited to those with SpLD, although less acute and non surgical areas
were mentioned by some. Less acute areas have also been suggested as areas to be
avoided by dyslexic nursing students (Morris and Turnbull, 2006). Research by Morris
and Turnbull (2007b) found that dyslexic nurses felt having dyslexia had not had an
influence on the choice of work setting.

Study 1 found that more doctors with SpLD were in the specialty they thought they
wanted to do when qualifying, when compared to doctors without SpLD, which may
suggest that doctors with SpLD were showing strong self awareness regarding
specialty preference or knowing what specialties were best suited to their strengths
and/or weaknesses. When the doctors were asked about what factors had most
influenced their career choice, the doctors with SpLD in Studies 1 and 2 stated
‘personal preferences’ followed by ‘specialty characteristics’ for Study 1 and lifestyle
reasons for Study 2. Previous studies have also found that personal and family
circumstances and ‘quality of life’ and ‘job content’ were all influences in career
specialty choice amongst doctors (Lambert et al., 2003; Dornhorst et al., 2005). Some
doctors in Studies 1 and 2, when explaining why they had chosen a particular field,
often described basing it on previously mentioned strengths of SpLD; for example,
having high patient contact and low levels of written work. This suggests that having
SpLD potentially does have an underlying influence on career choice, even though

individuals may not be aware of it.
During Study 1 a significantly higher proportion of doctors with SpLD thought that there

were career specialties that would be better suited to a doctor with SpLD, compared to

doctors without SpLD. When exploring this further in Study 2 areas where there is no
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immediate stress or pressure, where there are minimal levels of written work involved
and it is possible to dictate written work, but with high patient contact and practically
based were suggested as suitable for doctors with SpLD. Again this relates directly to
the strengths and difficulties reported by the doctors with SpLD. In Study 1 surgery was
stated as a specialty that was avoided by the majority of doctors with and without
SpLD, however surgical specialties and general practice were areas thought to be
more suited to those with SpLD by all of the doctors. The doctors had come to this
conclusion based on surgery being a practical specialty and that often those with SpLD

are better at practical tasks.

Overall the doctors reported although there maybe specialties that are more suited to
those with SpLD there was no speciality that would be unsuitable for a doctor with
SpLD. Doctors concluded that speciality preference should be based upon their own

interests and skills.

Working as a qualified doctor

Having decided on a career specialty and when applying for jobs, the doctors were
again faced with issues over whether to disclose their SpLD and who too. Only a
quarter of the doctors in Study 1 had disclosed their SpLD when applying for their job.
Negative stigmas and fears of discrimination were the most significant influences on
whether the doctors in Study 2 decided to disclose their SpLD. These also impacted on
how the doctors felt about seeking support and also made some avoid tasks (as
described below). Like the students, the doctors in Study 2 appeared to be
apprehensive and concerned that disclosing their SpLD may make them appear
weaker to colleagues, who were also their professional competition. The doctors
explained that they often found their colleagues to be unsupportive and unsympathetic
towards each other, which could be due to the competitive environment in which

doctors’ work and could be acting as a barrier to success for those doctors with SpLD.

Most studies involving dyslexic healthcare professionals have concluded that they are
selective in whom they disclose their dyslexia to due to concerns about discrimination
and negative stigmas and a lack of understanding in the medical profession
(lingworth, 2005; Morris and Turnbull, 2006; Ridley, 2011). During Study 1, a third of
the doctors with SpLD thought that a member of staff would treat a doctor with SpLD
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differently in the workplace; but over half of the doctors with SpLD reported that they
did sometimes tell their colleagues about their SpLD, despite reporting that they
thought they would be judged for it. Previous research has found that a positive
relationship between colleagues is key when a person is deciding to disclose (Morris
and Turnbull, 2007a). The doctors in Study 2 explained that when they had disclosed to
people, their responses were often negative as others did not think that the skills and
cognitive ability required of doctors was consistent with their stereotypical view of
SpLD. Other research indicates that negative responses when people have disclosed
their SpLD lead them to be cautious about whom they disclosed their SpLD to in the
future (Sanderson-Mann et al., 2012). Issues surrounding disclosure where not all
negative as some doctors in Study 2 described disclosing their SpLD for positive
reasons. By disclosing to their colleagues and making colleagues aware of their

difficulties they were able to use them as a way of error checking.

Some of the doctors seemed use disclosing their SpLD to patients, when appropriate,
as a way of relating to, and building a successful and empathic rapport with them.
Although overall the majority of the doctors tended to agree that a doctor with SpLD
should not disclose to a patient. A study by Roberts et al. (2004) found that disabled
doctors (who had both physical and mental disabilities) had concerns regarding if their
disability may weaken patients’ confidence in them. During Study 2 some of the doctors
felt that they would tell a patient that they had SpLD only if the situation was relevant
and appropriate. The results from Studies 1 and 2 showed that doctors with SpLD are
concerned with other people’s perceptions of SpLD and that they may be stigmatised
because they have SpLD. The doctors with SpLD often referred to fears of
discrimination and stigmas impacting on who they disclose to or whether they seek
support. These fears could have developed from previous concerns about healthcare
professionals being safe to practise, due to worries that someone with SpLD would
have an increased potential to commit an error (Wright, 2000; Morgan and Chambers,
2004; Millward et al., 2005; Morris and Turnbull, 2007; Shrewsbury, 2012). However,
overall the doctors without SpLD responded very similarly to those with SpLD,
suggesting that the concerns of those doctors with SpLD about other doctors’
perceptions may be unnecessary and that they are potentially feeling felt stigma and
not enacted stigmas. Indeed, the majority of doctors without SpLD said that they would
not be concerned about working with a doctor who had SpLD. However over a quarter

of the participants with SpLD were concerned that others would judge them for having
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SpLD. It would be interesting to explore this further in other key stakeholder groups to
establish whether there are areas of misconception about working with doctors with
SpLD that could be addressed.

Impact on practicing doctors

In relation to the overall impact of working as a doctor with SpLD, the doctors with
SpLD in Study 1 reported that they felt their SpLD had at some level impacted on their
everyday lives, but slightly lower levels of impact were scored in relation to the impact
of their SpLD on their current work. Despite this impact, in both Studies 1 and 2, most
doctors with SpLD did not consider themselves disabled. In both studies the doctors
explained that this was because they were either managing their SpLD successfully or
that they were not ‘affected’ enough when compared to the impact of other disabilities.
This viewpoint is in line with the definition of disability used in the Equality Act (2010) in
that a person is considered to be disabled if they ‘have a physical or mental impairment
that has a ‘substantial’ and ‘long-term’ negative effect on your ability to do normal daily
activities’. Most of the doctors did not consider themselves significantly affected
enough in their work to ‘qualify’ themselves as disabled. This could also follow the
relational model of disability where disability is where disability is considered not to be
an always present essence of the person, but to be situational and the result of a
mismatch or ‘poor fit’ between an individual and their capabilities and their environment
or society (Tgssebro, 2004). Therefore if the doctors had chosen well suited specialties
bases on their strengths and personal preferences, then there would be a ‘good match’

between themselves and their environment, preventing disability.

The doctors described a number of tasks that they found difficult in their work, however
overall the main and most frequently reported difficulties experienced by doctors with
SpLD related to written work; this is in line with the findings for the medical students
with SpLD. In Study 1 the doctors with SpLD rated themselves significantly lower than
doctors without SpLD on their ‘overall spelling ability’, ‘writing by hand’, ‘writing
legibility’ and ‘communicating with colleagues in writing’. During Study 2 the doctors with
spLD discussed how these difficulties with spelling affected all aspects of written work,
reporting difficulties in spelling both medical terminology and general words. The
doctors described often having to make a conscious effort to learn spellings, which

accounted for why some found spelling less familiar general words more difficult than
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complex medical terms that they used more frequently. Similar difficulties with written
work and spelling have been reported for healthcare professionals and students with
SpLD (Morris and Turnbull, 2006; White 2007; Crouch, 2008 & 2010; Sanderson-Mann
etal., 2012).

Study 1 found that other difficulties experienced by doctors with SpLD included
unprepared public speaking and reading large amounts of information. The doctors
during the interviews in Study 2 expanded on these to also report poor organisation
skills, and difficulties with orientation, expressing their thoughts verbally, processing
information, short-term memory, reading comprehension and reading aloud. Previous
research has noted that nurses and nursing students experienced difficulties with
verbal communication, reading, short term memory, multitasking and concentration,
which then led on to experiencing difficulties relating to these skills in clinical tasks
(Morris and Turnbull, 2007b; White, 2007; Crouch, 2008). Appendix 20 shows the main
difficulties reported by the doctors, the related impact on clinical tasks and the coping

strategies that they used to overcome these difficulties.

In relation to the possible impact SpLD have on the doctors’ clinical performance, the
results for Study 1 showed that there was only one clinical skill where doctors with
SpLD rated their performance as lower than doctors without SpLD, and this related to
written work (‘communicating in writing with colleagues’). In all other clinical work-
related areas, both doctors with and without SpLD judged their performance to be
similar. Murphy (2008) also found that the more practical elements of the clinical
environment may be better suited to those with SpLD. This said, a significantly higher
number of doctors with SpLD in Study 1 reported having issues raised in relation to
errors or poor performance in work when compared to doctors without SpLD (possible
reasons for this are discussed in Chapter 6). This could suggest that the clinical
practice of doctors is affected by SpLD, however it is important to note that it is not
known whether these reported errors or issues of poor performance were related to
their SpLD as this was not asked; this could be an area of interest for future research.
During Study 2 the doctors with SpLD reported that they had not completed any major
errors in their work as a doctor; additionally there was no significant difference found
between medical students with and without SpLD in relation to having issues with

clinical skills being raised in relation to errors or poor performance. This could suggest
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that medical schools are better preparing those students with SpLD for working within

the clinical environment.

Medical careers often involve high volumes of work and long shifts, causing stress and
tiredness which have been linked to exacerbating SpLD related difficulties (lllingworth,
2005). These can weaken coping strategies and result in maladaptive strategies such
as overworking, which in turn can lead to further stress and burnout. Some of the
doctors reported being hard working however this could be due to them having created
maladaptive strategies which results in them having to work harder. All the doctors in
Study 1 reported that they found their work stressful and those with SpLD reported
using significantly more strategies to help them cope with stress in the workplace than
those doctors without SpLD. In Study 2 the doctors also reported that they tried to be

aware of when they might be more susceptible to the effects of stress and tiredness.

Overall the doctors with SpLD in Studies 1 and 2 reported they were coping well with
their job and, despite experiencing some difficulties, they felt they did their job well. The
results from Study 1 also demonstrated that although there were areas where the
views and experiences of doctors with SpLD differ to those without SpLD there were
also similarities in ratings between the two groups, indicating similar experiences.
These findings are supported by Sanderson-Mann et al. (2012) who also found that the
only particular difference between nursing students with and without SpLD was that
those with SpLD experienced more difficulties with reading and writing. A possible
reason for similarities in the results between the two groups of doctors could be
because the doctors with SpLD had already established successful coping strategies to
help reduce the impact of SpLD on their work. Another reason could be that they were
in different specialties to doctors without SpLD, where there was less of an impact of
their SpLD related difficulties.

Being a doctor with SpLD can also have some positive impacts and during the Study 2
interviews the doctors discussed some of the positive skills that having SpLD can bring
to the role of being a doctor. The most frequently reported skills discussed by the
doctors with SpLD related to communication and empathy in relation to their patients.
Most of the doctors commented on how important it was for them to try and engage
with their patients and they felt that their particular strengths as a doctors lay in their

ability to communicate, empathise, understand and create an effective rapport with
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their patients. Although this was noted by the doctors with SpLD as a particular
strength during Study 2, during Study 1 there was no difference in how doctors with
and without SpLD rated their empathic skills and both groups did rate their
performance in this area highly. Empathy has been found to be a very important skill
for doctors and has positive effects on both the doctors’ job satisfaction and well being
(Hojat et al., 2002; Hemmerdinger et al., 2007). Previous studies with dyslexic nurses
has also found empathy to be a particular strength (Sanderson-Mann and McCandles,
2006; Wray et al., 2012).

During Study 2, the doctors described how having SpLD had given them a sense of
appreciation and gratitude for what they had achieved with their career, education and
life. They expressed that their unique experiences of having SpLD had given them
genuine and sincere compassion and empathy towards their patients. Taylor and
Walter (2003) also found that those with dyslexia were more likely to work in people-
orientated professions as they had strengths in being able to relate to people due to
their experiences. Being able to relate to people and communicate effectively are also
important skills for doctors to have and can result in benefits for doctors and their
patients (Maguire and Pitceathly, 2002).

The results from Study 1 showed that the doctors rated their performance on the
clinical skill ‘understanding medical ethical principles, including confidentiality’ as their
highest skill and this was significantly higher than doctors without SpLD. Potential
reasons for this could again come back to doctors with SpLD drawing on their previous
experiences with the effects of SpLD and them being able to relate patients and

understand ethical issues particularly around confidentiality.

Doctors highlighted their skills in the practical aspects of their work as a strength, which
has also been reported in other healthcare professions (Sanderson-Mann and
McCandles, 2006; Murphy, 2008). These strengths are then developed into creative
coping strategies (Morgan and Klein, 2000; Morris and Turnbull, 2006). Doctors with
SpLD interviewed in Study 2 perceived that they work harder than other doctors to
achieve their goals and aspirations. Other studies have also reported similar traits
(Fink, 2002; Klonko, 2003; Sanderson-Mann and McCandles, 2005). Although in this

study it is not clear if the harder working ethos is purely self perceived or an actual
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occurrence. It would be of benefit to carry out an observational study to explore how
doctors with and without SpLD carry out similar tasks.

Managing the impact of SpLD

When in employment those who have a SpLD are entitled to seek formal support
according to the Equality Act (2010). During the interviews for Study 2, the doctors had
quite a negative view of the process of seeking formal support and some feared that
seeking formal support would lead to them being discriminated against. This could be
due to concerns that others would make assumptions about their abilities and skills
based on the stereotype of SpLD or perhaps they feared discrimination. However for
those doctors who had sought support, laptops were found to be useful as it gave them
use of assistive software and enabled them to dictate work as opposed to typing or
handwriting. This is contrary to research by White (2007) which reported that
technology in the clinical setting had limited success due to concerns over the safety of
equipment and resistance of staff towards its use. In Study 1 a higher percentage of
doctors with SpLD used assistive software to help them in the workplace when
compared to doctors without SpLD. For example, voice activated software was used by
the doctors. The use of voice active software is thought to reduce the time taken to
produce written documents and be cost effective (Zick and Olsen, 2001; Issenman and
Jaffer, 2004; Parente at al., 2004). However it has also been reported that although it
may be quicker to produce the actual written document, the time taken to check and

edit it increased, resulting in no overall time benefit (Sandilyan and Darley, 2013).

The doctors in Study 1 and Study 2 appeared to find implementing informal strategies
useful and participants reported using many different types of coping strategies and
support to help them overcome some of the difficulties that they experienced in the
workplace. One of the most frequently reported strategies in both studies involved
‘checking’ work for errors as a means of ensuring patient safety and reducing error
potential. The doctors reported extensively checking their own work and asking others
to check their work. Hyper-vigilant strategies of checking were also found to be
employed by dyslexic nurses and nursing students as a way to ensure patient safety
(lingworth, 2005; Morris and Turnbull, 2007b). There are many factors that could

result in a doctor making an error such as poor communication, workload, ignorance
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and inexperience; errors caused by such factors could occur irrespective of whether
the doctor has SpLD or not (Baldwin et al., 1998; Dean et al., 2002).

Goffman (1963) explained how sometimes people will avoid doing things that highlight
their disability as it does not comply with the social expect ‘norm’. The doctors with
SpLD were found to sometimes avoid aspects of their work due to fears that they might
be stigmatised. Previous research also found that to avoid embarrassments and
frustration resulting from their SpLD related difficulties, nurses would try to avoid
certain aspect of their work (Morris and Turnbull, 2006). In Study 1 the doctors with
SpLD reported avoiding completing drug calculations without a calculator, certain
practical procedures, tasks involving sequencing, and completing tasks in front of
others. The latter was also reported by doctors in Study 2. These doctors commented
that they tried to avoid reading, writing and speaking in front of others when they were
not prepared as they were concerned that their difficulties may show. Research with
dyslexic nurses and nursing students also found that they had difficulties with
presenting and speaking during ward rounds, and found talking in meetings challenging
(lingworth, 2005; Morris and Turnbull, 2007b). This avoidance of completing certain
tasks in front of others could explain why some participants ‘strongly agreed’ that they

sometimes try to hide their SpLD during Study 1.

The career stage in which the doctors were at also appeared to effect their confidence
and play a role in how they managed their SpLD. Studies have found that experience
with SpLD related difficulties can have negative effects on confidence (Child and
Langford, 2011). The findings of Study 2 indicated that doctors in the earlier
competitive stages of their medical career would be less likely to disclose, however
those who were consultants were not concerned about who knew about their SpLD.
The participants suggested that it would be valuable for more senior or consultant
doctors with SpLD to mentor other doctors with SpLD. The results from Study 1
showed that, in contrast to doctors without SpLD, doctors with SpLD were more likely
to know another doctor with SpLD. This could suggest that informal mentoring is
already happening and that doctors with SpLD are confiding in each other or being
selective in who they disclose to. Mentoring for doctors with SpLD is a recommendation

discussed below.
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Being a doctor with SpLD

Thus, the findings indicated that the effects of SpLD on individual’s medical careers are
varied according to the stage of their training, career and various personal life factors.
Overall the results from this project suggest that the actual physical impact of SpLD
remains the same in relation to difficulties with spelling and written work etc. However
the need to use impression management and concerns about stigmas and stereotypes
decrease over time as the doctors becomes more used to their working environment
and more confident in themselves and their own abilities. For the doctors, becoming a
consultant was the point at which the need to use impression management seemed to
reduce or was expected to reduce, resulting in the doctors not having to worry about

living up to the expectation that they should be ‘perfect’.

The medical students and doctors with SpLD acknowledged a variety of impacts of
their SpLD on their working and personal lives, and there were many similarities in the
experiences of these two groups. In contrast to the students and doctors without SpLD,
those with SpLD appeared to be experiencing more difficulties with general skills than
clinical skills. But the doctors with SpLD have found successful ways to cope with any

impact of their SpLD.

The findings suggest that the doctors may have more cooperative ways of
communicating with their patients and show them higher levels of genuine empathy.
Furthermore, their engagement with other staff to assist with error checking and
accessing other support may lead to better team-working relationships, with less

individualistic working patterns.

Practical Implications of the findings

Practical implications for medical education

The results from this project have provided information about potential forms of support
for medical students and have led to recommendations for how medical students with
SpLD can be better supported (see below). If medical students can be given
appropriate support and provisions that can prepare them for future employment it will

help them in establishing their medical career.
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The medical school environment was reported to be competitive and stressful which
may not be the most supportive learning environment for any student; however, for
those students with SpLD this stress can only be magnified. The results indicate that if
medical schools could develop ways to become more supportive and promote
psychological health for all medical students it may help reduce some of the stress
experienced by students. This could done by increasing awareness of SpLD, thus
helping to reduce stigma and discrimination, and enabling students with SpLD to feel
more comfortable when seeking support, disclosing their disability and using the

support itself.

Studies have suggested it is important for those with SpLD to disclose their SpLD early
to get the support they might need (Rosebraugh, 2000; Murphy, 2008). It is important
that support provided to individuals with SpLD is tailored to their individual needs
(Gibson and Leinster, 2011; Ridley, 2011), However, some of the support provided to
students with SpLD maybe unnecessarily excluding those students without SpLD.
Students without SpLD may feel unfairly treated if they see other students receiving
support that they do not; this could exacerbate an already competitive atmosphere and
put barriers between those students with SpLD and those without. To combat this there
are some more general adjustments and support that could be applied for all medical
students with and without SpLD. This might alleviate concerns from students with SpLD
about feeling like ‘problem students’, ease concerns about stigmas associated with
SpLD and discrimination from other students, whilst promoting a more supportive and

inclusive learning environment for all students.

Such support (as suggested from the findings of this project) could include:
implementing certain standardized features such as using Sans Serif fonts as standard
for all written and online documents created by the medical school, making lecture
notes of upcoming classes available to all instead of just those with SpLD, using more
online resources and visual learning aids, providing lectures in the form of podcasts
and video clips or audio recordings and installing mind mapping software and screen

readers as standard on all university computers.

Providing additional study support sessions for all students would also be beneficial.

Medical students with and without SpLD reported that they found their work stressful
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and so they could benefit from improving skills such as organising workload, time
management and note taking during these sessions. All medical students, regardless
of whether they had SpLD, reported using coping strategies, so the students could
learn from each other during these support study sessions by sharing coping strategies
and ideas. Sessions could also work on SpLD awareness and creating transferable
coping strategies for students to use once qualified, particular as newly qualified and
junior doctors have been found to be particularly prone to stress (Jaques, 2013). All
students might also benefit from extra sessions on the practical aspects of
pharmacology, as completing drug calculations was the lowest rated work-related skill
by both medical students with and without SpLD. Previous research has also found that
medical students experience many difficulties when completing drug calculations
(Degnan et al. 2006; Wheeler et al., 2006). Given the critical nature of drug calculations
and the implications for patient safety perhaps there should be more rigorous
admission criteria or assessment of arithmetic/mathematical skills on acceptance of

future medical students.

These types of adjustments are all in line with the reasonable adjustments that would
be made for a student with SpLD, therefore making these types of adjustments and
support available to all medical students who wished to use them should not be too
much of an imposition for medical schools. It could result in benefits such as reduction
of medical students’ stress levels, improvements in their general skills and a reduction
in stigmas of SpLD. This is also a way in which those who do not wish to disclose their

SpLD for whatever reasons could still get some support.

It is important that those with SpLD do receive specialised tailored support too. As
found in Study 2, medical students are often diagnosed with SpLD when their coping
strategies fail and they begin to experience difficulties on their medical course. As a
way of ensuring that all students with SpLD are supported as early as possible with
their work, previous studies have suggested performing SpLD screening tests early on
in their courses in order to identify those who may have SpLD (Murphy, 2008; Gibson
and Leinster, 2011; Wray et al., 2011). Providing screening would be a way to ensure
that students with undiagnosed SpLD are identified and provided with appropriate

support early on to help them through medical school.
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The actual ‘assessments of needs’ complete by the interviewed doctors when in
medical school was found to be quite negative and some of the doctors even described
being discriminated against because they were studying medicine. The assessors were
found to be unsure about how to deal with them as medical students and about what
support would be useful to them. It would be beneficial if those who are completing the
‘assessments of needs’ had some knowledge of what it is like to complete a medical
degree and understand what the students will go through during their degree. It is also
important that if assistive software or equipment is provided following assessment of
needs that adequate training is provide on how to use it so that the student is able to
get full advantage of having access to the software / equipment. The SpLD assessment
process could also be improved in relation to the time in between the student attending

a screening and the implementation of support.

Another way to help support medical students with SpLD would be to improve
communication between the support services, medical school and placements, as was
suggested by the doctors with SpLD in this project. This would mean that if a medical
student was diagnosed with SpLD, assuming the student gave consent, the support
services could communicate with their medical school tutor and placements tutors so
that the appropriate support could automatically be provided to the student, without the
student having to actively disclose their SpLD every time they changed placement.

When compared to medical students with SpLD, doctors with SpLD reported using
more strategies in the workplace to help cope with stress and difficulties in their work.
This could indicate that medical students with SpLD may need to develop further
transferable coping strategies to prepare them for when qualified due to the different
nature of their role. As such, medical schools perhaps need to better prepare those
students with SpLD to establish coping strategies that can be used both during their
medical degrees and also when they are qualified working doctors. This could help to
relieve some of the stress that both groups strongly reported in relation to their
work/university work. Other potentially useful support suggested by doctors with SpLD
for medical students with SpLD included aids that could shorten the length of time
taking notes and writing, strategies to help keep up-to-date with current literature and

reading, and podcasts of lectures.
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Medical students with SpLD who have disclosed and sought formal support may
benefit from the use of specialised SpLD support groups in order to gain help and
advice. This could be a part of a specialised national online SpLD support group for all
doctors and medical students with SpLD (described in more detail below). Through
such an online support group, medical students could communicate with other medical
students with SpLD in a safe and secure environment; where they would not have to be
concerned about possible discrimination or stigmas from others. This could be done in
combination with support for doctors with SpLD (described below) and mentoring
systems could also provide valuable experience and support for the medical students.
In conversation Dr. S Gibson commented (personal communication 23" September
2013) how support and help groups are offered to medical students with SpLD at the
University of East Anglia, however medical students often do not attend. This could be
because the students have busy work schedules and clinical placements take them
away from campus, which becomes a barrier to them taking up support. Providing this
specialised support online would also mean that when students are out on clinical
placements or studying at home they can still have access to this support and without

having to disclose to anyone. See Figure 10 for a summary of recommendations.
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Recommendations for support for medical students with SpLD

e Student Support Services need to better advertise their services and

encourage students to disclose their SpLD.

o Offer initial screening for SpLD early in degree and make students aware
of the importance of early detection.

¢ Promote Disability Student Services and provide information such as the
Adults Dyslexia Checklist to increase awareness and reduce stigmas of
SpLD and guide students towards detecting for themselves if they suspect
they may have SpLD.

e Providing support to all medical students; this should help to reduce
stigmas, lower stress levels of all students and promote a more inclusive
learning environment.

o Offer support sessions to develop transferable coping strategies for all
medical students to use once qualified, covering issues such as organizing
work load and time management.

¢ Provide SpLD specific support for those students who disclose and want
formal support.

e Ensure that those assessing medical students with SpLD are aware of the

specialised needs of students studying medicine.
¢ Improve communication between student support services, medical school

and clinical placement tutors about those students who have SpLD.

Figure 10: Recommendations of support for medical students with SpLD

Practical implications for practicing doctors

In addition to providing recommendations for how medical students with SpLD can be
better supported, the findings of this project have similar practical implications for
doctors with SpLD. Equality and diversity policies from the General Medical Council
(GMC) and Royal Colleges are now in place to encourage the inclusion and support of
those with SpLD (Shrewsbury, 2012). However the doctors who participated in this
project still spoke about the effects of stigmas and fear of discrimination in relation to
seeking support and disclosing their SpLD. This illustrates that although these policies
may be a positive step, there is still more to do to raise awareness of SpLD and reduce

stigmas. Better advertisement and awareness of support available in the workplace for
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those with SpLD may help doctors feel more comfortable in disclosing their SpLD and
more positive about using the support provided. The doctors described the process of
seeking formal support and their experiences with the actual assessment process
negatively. Not all support available for doctors with SpLD is appropriate for use in the
clinical environment, so it is important that any practical limitations of the doctor’s
working environment are considered to ensure that support offered can actually be
used. It is also important that doctors are assessed and receive support that is
individually tailored to their specific needs their specific needs, rather than offering a
‘one size fits all’ solution to support which may lead to doctors being offered support
that they cannot or will not use. The findings from this project have suggested that it
would be beneficial for doctors if the person conducting the assessments had
knowledge and understanding of the work doctors do, and the environment in which

doctors work.

One of the most frequently mentioned difficulty for doctors with SpLD was with spelling.
The most repeatedly used method of checking this was using spell-check facilities on
computers. However the doctors explained that spell-check facilities were not available
on some medical software. Thus, it would be beneficial if future medical software could
have spell-checking facilities as standard, as this would save time in doctors having to
look up the spelling of medical terms or medication. Other forms of support which
would be beneficial for some doctors with SpLD include, the ability to dictate more work
(to make production of written work quicker), availability of more electronic sources
such as electronic journals, podcasts of journals and e-learning resources with strong
visual and audio elements (to minimize the need for reading), and use of certain fonts
and styles as standard across all workplace documentation (to make documents easier

to read).

Results have shown that doctors felt that the prospect of knowing other doctors with
SpLD and being able to discuss their dyslexia with someone who truly understands
what it is like to work in a medical environment would be extremely beneficial and
stress reducing. There are some support websites and support groups for disabled
doctors such as the ‘Association of Disabled Professionals’ and ‘Hope 4 Medics’,
however if the doctors do not consider themselves to be disabled (as these results
suggest is the case), then they may think these sites do not apply to them. These sites
also deal with more general disabilities and only provide general support and advice. It

would be beneficial for the doctors to create a specific support group where doctors
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with SpLD can interact or communicate with other doctors who have SpLD. Creating
such a support group for doctors with SpLD, preferably online, would enable the
doctors to communicate with other doctors with SpLD to share experiences and
discuss coping strategies and support used in practice. This would also be a way in
which already successful doctors with SpLD could become a role model or mentor for
more recently qualified doctors with SpLD. Results from Study 2 found that consultants
with SpLD were not concerned about who knew about their SpLD, such doctors could
become positive role models for more junior doctors with SpLD. This could help doctors
with SpLD feel supported and reduce stress levels. Such a group could also provide
general information about SpLD and act as a point of contact and a source of
information about support available and advice for not only doctors with SpLD but also
colleagues, employers and medical schools interested in SpLD. This could increase
awareness of the needs of doctors with SpLD and help reduce stigmas associated with
SpLD. Another useful provision for doctors with SpLD would be for SpLD specific
support to be made available which focused on developing effective coping strategies
to aid with difficulties such as organization and processing information. Again providing
general information about this online as part of the above mentioned specialised
national support group, would enable doctors with SpLD throughout the UK to access
it, and the support would be available constantly. A summary of potentially useful
support for doctors with SpLD is outlined in Figure 11.

Recommendations for support for medical doctors with SpLD

e Further promotion and encouragement of inclusion policies for those with
SpLD in medicine.

e Promote and advertise support services available for doctors with SpLD.

e Assessment of needs assessors who have an understanding of working life
as a doctor.

e Provide SpLD specific support in relation to more general skills.

¢ Provide medical spell-checker on future medical software.

e Create an online group for doctors with SpLD to share coping strategies and
advice for each other.

e Support the development of medical role models/mentors to help provide

advice and support for newly qualified doctors with SpLD.

¢ Provide more information about doctors with SpLD to help increase

awareness and reduce the stigmas associated with doctors having SpLD.

Figure 11: Recommendations for support for doctors with SpLD 314



Project limitations

The reasons why interviews and questionnaires were considered the most appropriate
methods for this project, along with limitations and advantages of these methods were

detailed in Chapter 4; here the specific limitations of the project will be outlined.

A slightly higher response rate for Study 1 and Study 3 would have helped to confirm
the findings and aid in the generalization of the results. However the sample sizes for
all the studies were sufficient to allow analysis of the variables of interest. Additionally
the participants’ responses showed a variety of positive and negative experiences,
impacts and opinions, and responses were obtained from doctors in a number of
specialties, with varying years of medical experience. In all three studies there were
more female participants than males; however figures have shown increases in
females studying medicine over time, with 55% of medical students in 2012 being
female (GMC, 2013).

SpLD are potentially a sensitive issue for people to discuss especially due to the
associated negative stigmas and perceptions, as was highlighted in this study.
Therefore there was the risk that those participating in the study might only tell what
they wished to tell and hide other important information (Murphy, 2010; Ridley, 2011).
Additionally, this may have deterred some people from participating to begin with.
However, in the participant information sheets for each of the studies, participants were
reassured about the confidentiality of their data. Furthermore, participation was
completely voluntary, so only those who wished to take part did. For Studies 1 and 3
participants never needed to be in contact with the researcher; thus it is hoped that
people will not have been deterred from participating as they could have completed the
electronic questionnaires in private without anyone knowing. Thus, there is no reason
to believe that the participants did not answer the questions truthfully. This assumption
is supported by the findings themselves, where participants raised issues related to the
challenges and stressors they were facing, and commented on aspects of

discrimination and stigmas.
It could be argued that only those who were substantially affected by SpLD would want

to participate, however for Study 2, a range of participants came forward for interviews

including participants who initially thought that SpLD had not affected them. This
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suggests that a range of participants were participating, not just those who thought
their SpLD had an impact.

Participants for Study 3 were restricted to those medical students attending Norwich
Medical School. Study 3 was a smaller additional study, added following initial findings
from Study 1 and Study 2. Conducting Study 3 whilst recruiting from Norwich Medical
School represented a convenient source of participants for this additional study; but
using only one medical school has limited the results in term of applying them to other

medical students from different institutions.

This project included those with suspected SpLD, in addition to those who had been
diagnosed with SpLD, as detailed in Chapter 4. It was initially hoped to compare the
results by three groups, 1) those without SpLD, 2) those with a diagnosed SpLD and 3)
those with a suspected SpLD. However due to lower participation numbers from the
latter two groups this was not possible. The reasons for including both those with
suspected and diagnosed SpLD were that, as discussed in Chapter 1, SpLD are a
vague umbrella term used to cover a number of learning difficulties with dyslexia being
the most common of these. There is no agreed single definition of dyslexia, and some
have even disputed that there is such a thing (Elliott and Gibbs, 2008). However, this
project was based on the fact that in today’s literacy-based society there are a number

of individuals who encounter unique challenges (Tanner, 2010).

Many of the research studies conducted with nurses, nursing students or medical
students with dyslexia used an inclusion criteria that only allowed those with a full
diagnosis to participate (Morris and Turnbull, 2007b; Ricketts et al, 2010; Ridley,
2011;Evans, 2013). However the criteria used to diagnose dyslexia is not consistent
throughout the UK (Richardson and Wyndell, 2003). One study with dyslexic medical
students explained that although they only used participants who had a diagnosed
dyslexia report from educational psychologists, these reports may have used different
criteria to reach a diagnosis of dyslexia (Gibson and Leinster, 2011). This study also
explained that concerns have been raised that medical students could be able to falsify
their performance during a SpLD diagnostic test in order to receive support and
perceived advantages such as extra time in assessments (Gibson and Leinster, 2011).

In relation to participation in this project, there were no perceived gains from reporting
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whether they had a diagnosed/suspected SpLD, therefore it is hoped that participants
answered honestly in this regard.

The results from this project have shown that the negative stigmas associated with
SpLD can influence people’s decisions regarding disclosing. As such, it is possible that
some people will be hesitant when considering going to be assessed or would even
defer from being assessed if they thought they really did have SpLD. Additionally, a
person might strongly suspect that they have SpLD, but they have not been diagnosed
due to having already implemented successful strategies and coping well at medical
school or as a qualified doctor. Therefore by not including the suspected SpLD group
potentially useful information might be missed regarding, for example, how these
people cope with SpLD. Indeed, one study which only included those with a formal
diagnosis, noted that a limitation of their study was that ‘it is likely that some individuals
were excluded because they chose not to disclose’ (White, 2007, p41). As a result of
not including those with suspected SpLD, Ridley (2011) explained that in their study
with dyslexic nursing students there were no first year participants, potentially due to

the assessment processing taking so long to complete.

A further reason for including those with suspected SpLD is that some of the older
participants may not have had their SpLD diagnosed due to lack of awareness and
scepticism from educationalists during their schooling (Nalavany et al., 2013). During
the 1950s, 1960s and 1970s children who experienced literacy difficulties were more
likely to have that attributed to them having lower levels of intelligence, poor motivation
or poor home lives than SpLD and it was not until the 1980s that an increasing
proportion of educationalists began to accept the construct of SpLD (Nalavany et al.,
2013). This lack of recognition of the existence of SpLD has also acted as a barrier to
support for those who began their medical careers earlier, as it is only since 1995 when
the Disability Discrimination Act was introduced that anyone with SpLD would have had

some legislation in place to help them receive support in the workplace.

Therefore for these reasons it was considered important that those who suspected that
they had SpLD were eligible for inclusion in all three of this project’s studies. No proof
of a diagnosis was asked for in any of the studies in this project and the grouping of
doctors / medical students with SpLD or suspected SpLD or no SpLD were taken from

the participants’ self reporting. As discussed however there is no particular reason for
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people to lie about having or not having SpLD in the context of this research and so the
data should be accurate. This said, there may have been individuals who do actually

have SpLD, but are not aware of it and so selected the ‘non-SpLD’ option.

Further research

This project has highlighted the issues that surround doctors with SpLD in their
workplace and provided a basis for future research into doctors with SpLD.

As discussed, this project included those with suspected SpLD. It would be interesting
to look at those doctors who suspect they have SpLD and explore the reasons why
they think this, to establish people’s level of self awareness and accuracy in awareness
of SpLD. Also the potential reasons as to why they have not investigated their
suspected SpLD further could be investigated. For example, is it due to fear of
discrimination, the implementation of successful coping strategies or are they in the
particular specialty that is better suited to their strengths and weaknesses? It would
also be interesting to compare those with suspected SpLD and those with a diagnosis
to see if there is any difference in how they cope and feel about SpLD. As previously
stated, this was intended but the numbers were not sufficient to allow this analysis. It
would also be interesting to explore how those doctors with formal assessments and
official support are performing compared to those who suspect they have SpLD and

are relying solely on informal support and their own self-generated coping strategies.

As part of the Equality Act and the Public Sector Equality Duty there is the need for
equality and diversity monitoring to measure performance and progress towards
becoming an inclusive working environment free from discrimination. As part of this,
employees are encouraged to disclose their SpLD so that reasonable adjustments and
support can be provided. Future research to establish the effect that this has on

doctors and their rates of disclosure and provision of support should be investigated.

All of the studies in this project were based upon self-reported data. To confirm some
of the findings other research methods could be implemented in the future. For
example, observations of doctors with SpLD in the workplace could help examine

exactly how doctors with SpLD are functioning.

318



The findings of this project have found that empathy and understanding of patient
needs are strengths both doctors and medical students felt they had due to having
SpLD. To explore this from a different perceptive, patient feedback could be gathered
to establish if patients feel that their doctor actually is empathic and understanding.
Doctors with and without SpLD could be compared to see if doctors with SpLD get
higher patient satisfaction ratings. Similarly, manager reports could be explored to see
how they feel doctors with SpLD perform and if they feel doctors’ strengths and

weaknesses match up to those reported by the doctors themselves.

Further research into why empathy and understanding are reported strengths for
doctors with SpLD could be beneficial and help to understand more about the
psychological impact of being a doctor with SpLD. Communication and empathy are
important skills in being a doctor, so is there something to learn from the way that
doctors with SpLD communicate with their patient, and does the way doctors with

SpLD communicate with their patients differ to those doctors who do not have SpLD?

Written work and aspects associated with it (spelling, expressing oneself, hand writing)
were tasks that most doctors with SpLD had difficulties with. Voice dictation is
becoming more frequently used for medical paperwork and some doctors reported that
it is being implemented across certain specialties (mainly radiology). Research into
how effective and practical voice dictation is, and other possible ways to reduce or

ease written work for doctors with SpLD would be beneficial.

Some of the doctors reported using assistive software in their work and some found
this to be useful for completing certain tasks. Further research into the appropriateness
and effectiveness of specific assistive software for supporting doctors with SpLD would
be useful in order to establish what tasks it is productive for, if it reduces mistakes in
their work and if the doctors find it quicker to produce work using it. It would also be
beneficial to establish if there are any negative aspects about using this software in a

clinical environment and if there are any ways to overcome these.

The initial results from Studies 1 and 2 indicated that medical students are also
affected by SpLD. When examining this further in Study 3, it was found that although
support is in place for some students, students reported not using support or not finding

it effective. A replica of this project’'s Study 2 where telephone interviews are conducted
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with medical students with SpLD in order to elaborate on some of the findings from
Study 3 would be useful. For example it would be useful to explore reasons for
disclosure, why students rate their academic environment more stressful and
competitive compared to their clinical placements, what support they find useful, what
elements of support they think could be improved upon, and how they feel about being
a medical student with SpLD. It would also be beneficial to further investigate the
perceptions of medical students with SpLD held by those students without a SpLD.
Medical students with SpLD spoke about feeling ‘different’ or being a ‘problem student’

but do other students actually see them this way?

Also all of the students in Study 3 were based at one institution that used Problem
based learning as their main method of teaching. It would be interesting to conduct the
Study 3 questionnaire across a range of medical schools in the UK, to compare the
results across different methods of teaching and to ensure that the best support

possible is provided to medical students irrespective of where they are training.

Conclusions

This project aimed to develop an understanding of how doctors with SpLD are coping
in the workplace. This aim was met through a series of three interlinked research
studies with medical students and doctors, with and without SpLD. Through these
studies the strengths and difficulties medical students and doctors with SpLD felt they
had in the workplace / educational environment were identified. The availability, type
and success of coping strategies and support were explored. Perceptions of doctors
with SpLD were examined from the perspective of those with and without SpLD. Issues
surrounding whether and to whom SpLD are disclosed were examined. And the impact
of SpLD on medical students’ and doctors’ career choices was considered. In focusing
this research on doctors with SpLD it contributes to the existing published research

literature which has thus far neglected doctors.

In summary, the findings across all three studies of the project have shown that SpLD
do have varying effects upon doctors and medical students throughout their medical
careers. Doctors and medical students with SpLD implement coping strategies of
various sorts to help overcome difficulties that they face as a result of their SpLD. This

project found a discrepancy between the self reported performance rating of doctors’
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skills when completing everyday tasks and clinical work tasks, with performance on the
clinical work tasks being rated significantly better for doctors with SpLD. These findings
were mirrored amongst the medical students with SpLD. However the doctors were
able to identify their weaknesses and appeared to have developed coping strategies to
compensate for these. The doctors were very aware of their professional
responsibilities to ensure patient safety and implemented comprehensive error
checking strategies in their work to ensure patient safety. Doctors with SpLD also
perceived themselves to be genuinely caring and empathic towards their patients and
able to relate to the needs of their patients. Through their experience of having SpLD
the doctors with SpLD appear to have found new ways of practicing and strategies to
overcome their SpLD-related difficulties and the barriers they face, particularly related
to communication with staff and patients, levels of empathy and compassion, and ways
of working to prevent error. The doctors appeared to manage the impression given to
their patients and their colleagues in different ways. Disclosing their SpLD to build
rapport with patients but hiding it from colleagues in fear of stigmas or being seen as
weak, particularly during the more competitive earlier stages of their career. Notions of
discrimination and negative stigmas associated with SpLD seemed to impact on
doctors and medical students in relation to disclosing their SpLD and seeking support.
A way forward to help future doctors is by providing suitable transferable support and
adjustments for medical students with SpLD, so that they will be better prepared when
faced with the responsibility of being a fully qualified doctor.

In conclusion, the overall aim of this project was to develop an understanding of how
doctors with SpLD are coping in the workplace. The results from this project show that
SpLD do have an impact on doctors in the workplace. Doctors with SpLD experience
difficulties, primarily with their written work. To overcome these difficulties the doctors
often develop their own compensatory strategies. But, despite experiencing difficulties,
the doctors felt they had specific strengths due to having a SpLD and generally felt that
they were coping well with their work. Mercer and Pinder (2000, p 962) comment
‘doctors with personal experience of coping successfully with a disability are in a
unique position and should be viewed as a resource’, and the findings of this project
support that notion. However, research is still needed to ensure that doctors with SpLD
are supported in the clinical environment and to encourage disclosure of their disability
in the workplace, so that doctors with SpLD can continue to provide the best possible

clinical care to patients and have flourishing medical careers.
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Appendix 1 - Pilot A Interview schedule

Interviews with Doctors who have Specific Learning Difficulties (Pilot A)

1. Do you feel like having a Specific Learning Difficulty, such as dyslexia, impacts

on your work as a doctor?

2. How does it affect you in a workplace setting?

3. Do you have any formal or informal support in place?

4. Have you disclosed your disability and why? If no go to 6.

5. How did your colleagues react?

6. Are you worried about how colleagues would reaction?

7. Do you feel like people would judge you for having dyslexia/learning difficulty?

8. Could you give us some examples please?

9. Would you consider telling a patient?

10. How do you feel about working with students with SpLD?

11. Is there anything else you would like to comment on or add that you think may

be pertinent to this study?
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Appendix 2 - Invitation e-mail to recruit GPs with SpLD for Pilot A

E\

University of East Anglia

interview

Dear Sir/Madam

We are currently conducting a research study to investigate how medical practitioners with
Specific Learning Difficulties, such as dyslexia, approach working in a clinical setting. As part of
the research project we would like to explore the perceptions about dyslexia and its effects of
dyslexia on working doctors.

If you are a General Practitioner and have been diagnosed with, or suspect that you have, a
SpLD such as dyslexia, we would be very interested to hear from you. We would appreciate it if
you would be willing to spare up to 60 minutes of your time (once only) to be interviewed about
the following:

o Any effects of dyslexia/learning difficulties on you as a doctor

e Any support that you may have in place

e How you feel about disclosing your dyslexia/learning difficulties
e Your general views around dyslexia/learning difficulties

The interview would be organised at a time and place of your convenience and would be
digitally recorded for transcription purposes. The interview will be entirely confidential.
Please see the attached participant information for more details about the study.

If you require further information about the interview process or would like to participate please
contact me:

Jennifer Musto,

PhD Student in Medical Education

School of Medicine Health Policy and Practice
University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 59 3300

Email: jennifer.musto@uea.ac.uk

We are looking forward to hearing from you.

Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan Miles and
Professor Sam Leinster.

If you would like for general information on this topic then please see The British Dyslexia
Assaociation (http://www.bdadyslexia.org.uk/) or Dyslexia Action
(http://www.dyslexiaaction.org.uk/).
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Appendix 3 - Participant information sheet for Pilot A interviews

Investigation into how Doctors Deal with Specific Learning Difficulties (SpLD)

in the Workplace.

Information Sheet: Interview participants

Thank you for the interest you have shown in our research. Please note that
expressing an interest in the study does not commit you to taking part. Before you
decide whether or not to take part, we would like you to understand why the research is
being done and what it will involve. So, please take time to read the following
information carefully and discuss it with others if you wish. Ask me if there is anything
that is not clear or if you would like more information. This Information Sheet is yours to
keep. Thank you for reading this.

What is the purpose of the study?

In this study we wish to gather information about how having a Specific Learning
Difficulty (SpLD) may impact on your practice. The data gathered will be used to design
a questionnaire that will be used in the larger project designed to explore how doctors
cope with having SpLD and how this may have shaped their practice and career

progression.

This interview aims to explore the following areas:
¢ If you have any difficulties or advantages in the workplace due to your SpLD
such as dyslexia.
¢ If you have disclosed that you have a SpLD and the reasons for your decision.

e Support that you may or may not have in place
Who will be taking part in the study?
We will be inviting any General Practitioner who is one the University of East Anglia
(UEA) Medical School Recognised Teachers Register, who suspects that they have or

have been diagnosed with a SpLD such as dyslexia to participate.

Do | have to take part?
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No, it is completely up to you to decide if you want to take part. If you do decide to take
part you will be given another copy of this Information Sheet to read before the
interview and keep. You will be asked to sign two copies of a Consent Form (one for us
and one for you to keep). If you decide to take part you are still free to withdraw at any

time and without giving a reason.

If | do decide to take part, what will | have to do?

You will either come to the School of Medicine, Health Policy and Practice, UEA or a
mutually convenient time and location arranged to participate in an interview in which
you will be asked discuss a series of questions about the effects of your SpLD. It is
expected that the interview will last about an hour. In order to participate, you will need
to give us your permission to digitally record the discussion. The reason for recording

the interview is to keep an accurate record of the discussion.

Are you testing my knowledge in some way?

No, this is not a test of your knowledge. There are no right or wrong answers, we are

only interested in your opinions.

Will my responses be kept anonymous?

Yes, all the information that you provide during the course of the study will be kept
strictly confidential and in accordance with the Data Protection Act (1998). The
responses you give will only be identified by a participant number, and the results will
always be presented in a manner that preserves the anonymity of those taking part.
The data analysis will be undertaken by the interviewer, Jennifer Musto.

What will happen to the results?

The results will be used to inform the future direction of this overall project and subject
areas that need to be addressed in the future. We hope to publish the overall results of

this project in an academic journal and present the results at national conferences.

How long will the data be stored for?
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At the end of the two-year research period all data will be archived for a period of 10
years. After this time, all data will be securely disposed of (maximum total data storage
time: 12 years).

Who is organising and funding the study?

The study is being organised by the School of Medicine, Health, Policy and Practice at
the University of East Anglia. The study is funded by the University of East Anglia.

Who has reviewed the study?

The study has been reviewed by Dr Sandra Gibson and Dr Susan Miles of the
University of East Anglia. The study has been granted ethical approval by ............ (to

be completed when ethical approval has been granted)

Who can | contact for further information?

Any request for further information does not commit you to taking part in the study.
If you would like further information about the study, please contact:

Where can | get some general information regarding dyslexia and learning difficulties?

If you would like more information on this topic or would like to seeks further help and
support, then please see The British Dyslexia Association
(http://www.bdadyslexia.org.uk/) or Dyslexia Action (http://www.dyslexiaaction.org.uk/)
or the British Institute of Leaning Difficulties (http://www.bild.org.uk) for details of a

range of services and information available.
Jennifer Musto

PhD Student

School of Medicine Health Policy and Practice

University of East Anglia, Norwich, NR4 7TJ

Tel: 01603 593300
Email: jennifer.musto@uea.ac.uk
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Appendix 4 - Ethical approval for Pilot A and B

RE: ethics proposal

Lebeau Yann Dr (EDU) aha
To: Musto Jennifer Miss (MED)
(e Carby Dawn Mrs (S5F)

« Youreplied on 24/09/201312:30.

Many thanks Jennifer. Your proposal is now approved and I will attached the revised document to the original
application.

I wish you the best for your ressarch.

Yann

>From: J.Mustofuea.ac.uk [mailto:J.Mustofuea.ac.uk]
»>Sent: Tuesday, June 15, 2010 3:43 M

»To: Lebsau Yann Dr (EDU)

>8ubject: Re: ethics proposal

>
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Appendix 5 - Consent form for Pilot A interviews

Study number:
Participant number:

Title: Investigation into how Doctors Deal with SpLD in the Workplace.

Consent Form: Interviews with Doctors with SpLD

Please initial each box

1. | confirm that | have read and understood the Information Sheet

for the above study.

2. | confirm that | have had the opportunity to ask questions, to which | have

received satisfactory answers.

3. | understand that my participation is voluntary and that | am free to

withdraw at any time, without giving any reason.

4. | give my permission for my interview to be audio taped.

5. I understand that all my responses will be kept strictly confidential

and my name will not appear in any reports or other publications.

6. | agree to take part in the above study.
Name of participant Signature
Name of interviewer Signature

1 copy for participant; 1 copy for interviewer
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Appendix 6 - Demographic Form for Pilot A interviews

Study number:
Participant number:

Title: Investigation into how Doctors Deal with SpLD in the Workplace.

(1) Personal Information (Please circle the appropriate answer)

1. Age:22-26 27-30 31-35

2. Gender: Male / Female

36-40 41-50

3. How long have you been a General Practitioner? (please

state)

(2) Disability information

51-55 56+

4. Do you believe that you have learning difficulty, such as, dyslexia, dyspraxia,

dyscalculia, Attention Deficit Disorder (ADD) or Attention Deficit
Hyperactivity Disorder (ADHD)?

Yes

Suspected

5. Have you been formally diagnosed with a learning difficulty? If so, what learning

difficulty/s and when were you diagnosed?

Where were you _ _ _ Other
. Dyslexia Dyspraxia Dyscalculia
diagnosed (please state)
School
University
Work
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Appendix 7 - Invite for Pilot B email

E\

University of East Anglia

Dear Doctor

We are currently conducting a research study to investigate how doctors cope in

clinical settings and we would appreciate your assistance.

As part of a pilot study we would be grateful if you could provide your comments and/or
suggestions on the questionnaire at the below link.

http://www.surveymonkey.com/s/3J8S5JD

If possible, could you please respond by 21° June 2011. If you have any queries
please do not hesitate to contact me.

Jennifer Musto,

PhD Student in Medical Education

School of Medicine Health Policy and Practice
University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 59 3300

Email: j.musto@uea.ac.uk

In anticipation, sincere thanks for your valued response.

Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan
Miles and Professor Sam Leinster.
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Appendix 8 - Final version of Study 1 online questionnaire

Coping in the Workplace 1

1. Information for participants

Thank you for taking the time to complete this questionnaire.

This questionnaire contains questions regarding how you cope with your work and your perceptions of doctors with
Specific Leaning Difficulties (SpLDs) such as dyskexia, dyspraxia, dyscalculia or attention deficit hyperactivity
disorder (ADHD).

Please note that if you complete and retumn this questionnaire you are giving us your consent to use the data you
provide in the questionnaire for research purposes, which includes publication of your anonymised data in academic
journals and other research publications.

If you have any queries about this before completing the questionnaire, please feel free to contact me.

Jennifer Musto

PhD Student in Medical Education
Faculty of Medicine and Health Sciences
University of East Anglia

Morwich,

MR4 7T

01603 503300

J Mustofuea. ac uk

Your input is greatly appreciated.
For the particigant informafion sheet Click here io read Or dick ‘read” fo complets: the guesSonnaine.

O I you would lIke b take part in 3 teiepsone Inbaryizw Slick hers to sdd your contact desals or there is ancther ink & this at the 2nd of the
gquestionnaire or if you prefer you can conact Jennifer Musio dinecily on the detalls above. Thank you wery much for you Eime.
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Coping in the Workplace 1

2. Personal information

Please can you provide us with the following persenal information.

1. Age

[:3 22-26 [:3 3540 O 56+
[:3 27-30 C 41-50

C— 31-3s C E1-55

2. Gender

O- Male O Female

3. What speciality do you currently work in?

4. Which year did you graduate from medical school?

Year

5. Which medical school did you go to?

6. Would you describe this as having a;
O- Traditional course O Froblem Eased Leamning (FEL) course

Oier (please specity)

|
7. What is your current level of employment?
Q Fi ) SoR2

O F2 O Consutant

O Spa1 O EF

Cmer (piease spectty)

8. How loeng have you heen in your current joh role?

Years
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Coping in the Workplace 1

3. Coping in the workplace

1. Please indicate your level of agreement with the following

statements:
B8 ¢ Inclined [ncined St
rengly Incilned 1o ongly
AQree  to Agres Disagres
Dizgree
iy wors can be sressful O
I cope wel in siressful siuations at work O
| uzz strategies 1o help me cope Wi sress in O
e workplace

N
I do iy Jok well

1 am gfen concerned that | wil make a mistake O
Wit ey work

O OO0 OCO

O 00 00O
O 00 OO«
O OO0 QGO

| have baen made 1o feel uncomforsble in my C
workpiace due to difficules at my work
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Coping in the Workplace 1
5. Work related skills

1. Please indicate how you would rate yourself on the
following work tasks

@
4
>
)

O OO OO OOOOO0CO §
O OO OO0 COCCOOO §

i

O OO OO OOOCCO0O ;
O 0O OO0 OOCOOOO

33
=
>

O OO OO OOOCOOOO §

‘Compisting clinical examinations
Diagnostic skils during consulation
Frescribing medicaton

Record kesping

Fractical clinical skilis

Taking patiert Informabon

Team working and relationships with
st

Eeing awane of your Imiatons

Fesponding effectvely io
meTgenes

Folicaing safe procedures

Being respensible for your cwn
lemming

O OO OO0 OOCOO0OI:

Discussing treatment options.,
ncluding relative risks and benefis,
WEh patients

O
O
O
O
O
O

Explaining medicines io patients
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Coping in the Workplace 1

1. Perceptions

1. Please indicate your level of agreement with the following
statements:

Overall having a disability would Impact negathrely upon working
suctesziily 2z 2 dector

O

O

A dochor with dysiexia’2plDs would have more weaknesses Inthe
waorkplace

A doctor Wi dysiexia/SpL0s woukd have more sinengths in the
workpice

A doctor with dyslexia’2pLDs would be more prone io making
s

A person with dysiexiai3pLDs could make a successiul docior

A doctor with dyslexia’2pLDs should el Sheir patients that they
e dysiemiaaplos deficuties

A docior with dyslexia'ZpLDs should t=il their colleagues that they
Feanve dyslediaf3plDs

Fatients would be concemed about being treated by a doctor with
dysieniar3pLDs

Others members of staff would tneat a docior with dyslexia/SplDs
differentiy

COOCO0O00OC0O0O0
ONONORONOIONONS
ONONORONOIONONONG

1 wouid Fave concems about working with a docior who Rad
dysieniar3pLDs

2. | know doctors who have dyslexia/SpLDs

O Yes
O [

3. | currently work with doctors who have dyslexia/SpLDs
O Yes they have disclosed o me
Q ¥es | suspect Bt | am

Q Nio ok Ehat | am awarne of

Strongly Inclined ncined
oy incined e
apres 1o apres

dizagree

O
o
O

o
@]
'e)

O
O

O

Strongiy
disagres

e

ONONORONOIONONORONGS.
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Coping in the Workplace 1

8. Support

1. Do you use any assistive software?

D Volce activated

D TERt 10 spEECh/BITeen readers
D Mind mapping

I:l Spell checks

D [

Cmer (piease specty)

2. Have any izssues with your work ever been raised in relation to errors or poor
performance?

O

O

3. Do you uze any infermal strategies te help you do your job? (e.g. unefficial help from
othersicolleagues or other aids, systems or strategies put in place by yvourself)?

O
O e
C‘ Sometimes
i yes or Ofhers, please siate
4. Please indicate the extent to which you feel you are currently coping in your job.
O Extremely we
o
Wery well
O Moderately well
O Slightly we:
O Kot at all
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Coping in the Workplace 1

9. Career

1. Are you in the speciality you thought you wanted to do when gualifying?

O v

O N, but I'm working towards it

O Fea, | cranged my mind since Sen

2. How important were each of the following factors in
influencing yvour career choice?

Y= important Important "
meoriant e Unimporiant I Important
posively positvely negatively negattvely

Ferzonal preference

OO

Specially characteristics

inteilectuzil content of specialty

D0

Speciality training process -,

intellectual abllfty

Caresr opportunity D
LEestyle after completing training

O

N

0010001000

C
OCOCO000

00000000
DO
OOO00000

FRole mode

Other [piease specify)

3. Were there specialities that you specifically chose not to pursue?
O Yes

O N

I yes iplease specfy)

4. Do you think that there are certain areas of medicine that are better suited to those
with dyslexiaispecific leaming difficulties?

Y

U Yes

O Ko

If yes5, please state
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5. Have you ever considered changing your current speciality?
ey
Ly
{_j "
iy
L

Yes

o

L

I yes, Wiy Fave you considered cranging?
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Coping in the Workplace 1

10. Disability information

1. Do you consider yourself to have a specific leaming difficulty (SpLD), such as:
dyslexia, dyspraxia, dyscalculia or attention deficit hyperactivity disorder (ADHD)?

™Y ves
[:_J,- ¥es - diagnosed

™Y ves 5
(_j ¥ES - undiagnosed

(3 No
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Coping in the Workplace 1

11. Disability information

1. Pleaze provide details abeut when you were diagnesed and with
which specific learning difficulties.

Dyslexia Cryzpramia Crrscaiodla

scnoc ] W m O
sty H O 0 O
en ] [ ] ] [
otrer L] 0] L] Ll 0]

Other diagnosis

|
2. Overall how severe would you rate your specific leaming difficulty
C' Wery mild
C‘ Mid
C‘ Moderate
C‘ Severe
C- Wery Severs
3. Do you consider yourself to be disabled?
O ves
O
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Coping in the Workplace 1

11. Disability information

1. Pleaze provide details abeut when you were diagnesed and with
which specific learning difficulties.

Dyslexia Dyspraoia Crrscaiodla

= [ [ [ L] [
ey 0 O 0 L] O
e [l [ [l L] [
otnee U L U 0l L

Other diagnosis

|
2. Overall how severe would you rate your specific leaming difficulty
C' Wery mild
C' Mid
C' Moderate
) zere
() vers smveme
3. Do you consider yourself to be disabled?
C— ver
C— Mo

342



Coping in the Workplace 1

11. Disability information

1. Pleasze provide details about when you were diagnosed and with
which specific learning difficulties.

= [ [ L L] L]
oy H O H 0 0
o [l [ L L] L]
otrer L] 0] ([ Ll Ll

Other diagnosis

|
2. Overall how severe would you rate your specific leaming difficulty
C' Wery mild
C' Mid
C' Moderate
C‘ Severe
C- Wery Jevers
3. Do you consider yourself to be disabled?
(v
C— Mo
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Coping in the Workplace 1

12. Other disabilities

1. Do you consider yourself to be dizabled because of your specific leaming difficulty?
O Yes
Cne

If Nio, plesse: specify
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Coping in the Workplace 1

13. Overall effects of dyslexia/Specific Leaming Difficulties

1. Please rate the following

Amways  Usualy Somstimes  Rarely Hever
Does having dyslexiaiZ2plDs impact on your overall IHe? O O O O O
Dozs having dyslexiar3plDs Impact on your Curment work position? O O O O O
Do you bry to avold ceriain aspects of your work because of having dyslexia/SpLDs? l::] C:) Cj C:l C:I

2. If there are aspects of your work you try to aveid,
please state what they are,

=l
|-

3. Please rate how much you agree with each of the following statements

T L e I T
| sometimes try b hide my dysiexiarapLD O O O O O
1 ik that omers will judge me for having dyslexia/SpLDs O O O O O
Having dysiexiaiSplLDs makes me more prone bo making errors O O O O O
Having dysiexia/ZplL0=s makes me @ befier doctor f:_) [:) O O C:I

345



Coping in the Workplace 1

14. Disclosure

1. Do you disclose your dyslexia'specific learning
difficulty to the following?

Yes - all the Hme Yes - sometmes Mo -never

— O O O
Colleagues O O O
Frenas O O O
Family O O O
Fatients O D ID

2. Did you disclose having dyslexia/specific leaming difficulties when you applied for
your current position?

Y

u es

Ow
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Coping in the Workplace 1

15. Thank you

Thank you for complefing this sureey. F you would be interested in participating in a telephone inteniew to explore the
possible effects of dyslexia and SplDs on medical doctors further, please contact Jennifer Musto for more information
and details of this future study or click here. to enter your details.

This Is ne linked to the answers given on the previcus questionraire, 50 your previous responses will remain anonymous.

Jennifer Musto

FhD Stadent in Medical Education
Faculty of Medicine and Health 2dences
Universey of Sast Angila

Norsich

NR4 TTd

01503 553300
JMusiofuea.acuk

Your participation would be greatly valued.

I you would like for general iInformadion on this fopic then please see The Britksh Dysiexla Assoclation iipefewe bdadyslexia.org.uk’) ar
Diyslexia Action (hitp-Vwwa dysiexiaacton ong.uk/).
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Coping in the Workplace 1

16. Thank you

Thank you for taking the time to complete this questionnaire, your participation is greatly appreciated.

If you have any gueres about this, please feel free to contact me

Jennifer Musto

PhD Student in Medical Education
Faculty of Medicine and Health Sciences
University of East Anglia

Nerwich, NR4 TTJ

01603 593300
JMustoi@uea ac.uk
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Appendix 9 - Letter to Royal Colleges for Studies 1 and 2

Faculty of Health,
School of Medicine, Health Policy and
Practice ‘

University of East Anglia

Norwich School of Medicine
Faculty of Medicine Health Sciences
University of East Anglia
Dear (Name of President)

| am currently conducting a PhD research study to investigate how doctors cope in

clinical settings and we would appreciate your assistance.

This research aims to explore how doctors with specific learning difficulties (SpLD) are
coping in the workplace and coping strategies that may. It will also try to establish
perceptions held by doctors with SpLD about the impact this has on their working life,
patient safety and long-term career choices. Results gathered from this study will help
support future doctors and medical students with SpLD.

The research involves an online questionnaire for all medical doctors (irrespective of
whether they have a SpLD) and telephone interviews with doctors who have SpLD.
This research has been ethical approved by The University of East Anglia, Faculty of
Health Ethics Committee.

In order to contact and recruit potential participants, | was hoping that you would allow
the gatekeeper of your college mailing list to forward my recruitment package (which
would include an information sheet providing full details of the research and a link to
the online questionnaire) to the doctors registered on your database. It would involve

forwarding on 2 recruitment and 2 reminder emails.
If you would like to examine the questionnaire, please follow this link. The recruitment

emails and participant information sheets are attached and a full copy of the research

protocol is available on request.
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https://www.surveymonkey.com/s/doctorssurvey

If you would like more information about this research please do not hesitate to contact
me. | understand that mailing lists are governed by the Data Protection act and | would
not wish you to compromise this, therefore if you feel that this would not be
appropriate, if you can let us know, then we will not contact you again.

Thank you for your time, and | look forward to hearing from you,

Yours faithfully,

Jennifer Musto

PhD Student in Medical Education
Tel: 01603 593 300
Email: j.musto@uea.ac.uk

This is part of a PhD project that is being supervised by Professor Sam Leinster, Dr
Sandra Gibson and Dr Susan Miles at the University of East Anglia
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Appendix 10 - Invitation e-mail to recruit doctors for Study 1 questionnaire

Dear Sir or Madam University of East Anglia

We are currently conducting a research study to investigate how doctors cope in
clinical settings generally, and how having a Specific Learning Difficulty (SpLD) such as
dyslexia may affect doctors and their work. We are inviting all doctors registered with
this Royal College to participate. Please note, you do not need to have a Specific

Learning Difficulty to participate.

We would be grateful if you would complete the questionnaire at the below link.
LINK TO QUESTIONNAIRE
Your responses will be anonymised in our data analyses and reporting. You can find

more information about this study in the attached Information Sheet.

We would appreciate a reply by (date) please. We will email one reminder to you
before the return deadline. If you have any queries please do not hesitate to contact
me.

Jennifer Musto

PhD Student in Medical Education

Norwich Medical School

University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 593300

Email: j.musto@uea.ac.uk

In anticipation, sincere thanks for your valued response.
Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan Miles and
Professor Sam Leinster at the University of East Anglia.

If you would like general information on this topic then please see The British Dyslexia
Association (http://www.bdadyslexia.org.uk/) or Dyslexia Action
(http://www.dyslexiaaction.org.uk/).
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Appendix 11 - Participant Information for Sheet Study 1

E\

University of East Anglia

Participant Information Sheet: Online Questionnaire (Study 1)

Thank you for your interest in our research. Please note that expressing an interest in
the study does not commit you to taking part. Before you decide whether or not to take
part, we would like you to understand why the research is being done and what it will
involve. So, please read the following information carefully and discuss it with others if
you wish. Please feel free to contact me if there is anything that is not clear or if you
would like more information. This Information Sheet is yours to keep. Thank you for

reading this.

What is the purpose of the study?

In this study we wish to gather information about how doctors cope in the workplace. It
also explores this in relation to the experiences of doctors with a Specific Learning
Difficulty (SpLD) and how this may impact upon working as a doctor. The data
gathered will be used to explore how doctors with SpLD cope compared to those
doctors who do not have an SpLD.

This questionnaire aims to explore the following areas:
e How doctors cope in the workplace.
e Any difficulties or advantages doctors feel they have in the workplace.

e How having an SpLD may impact on working as a doctor.
Who will be taking part in the study?

We will be inviting any medical doctor who is registered with one of the medical Royal

Colleges in the UK to complete the online questionnaire.
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Do | have to take part?

No, it is completely up to you to decide if you want to take part. If you decide to take
part you are still free to withdraw and without giving a reason up to the point where you
submit your data. After that, because the data is anonymised, it will not be possible to

remove your data.

If | do decide to take part, what will | have to do?
If you do decide to take part you will complete the questionnaire by clicking on the link

in the original email. Completing the survey will take approximately 25 minutes.

Are you testing my knowledge in some way?
No, this is not a test of your knowledge. There are no right or wrong answers; we are

only interested in your opinions.

Will my responses be kept anonymous?

Yes, all the information that you provide during the course of the study will be kept
strictly confidential and in accordance with the Data Protection Act (1998). The
responses you give will be assigned a participant number on submission and therefore
all answers will be unidentifiable. The results will always be presented in a manner that
preserves the anonymity of those taking part. The data analysis will be undertaken by

the lead researcher, Jennifer Musto.

What will happen to the results?

The data will be analysed and the results will be included in the lead researcher’'s PhD
thesis. The results will also be used to provide recommendations for how to improve
the experiences of current and future doctors with SpLD in the workplace. A summary
of the results will be sent to the Royal Colleges for forwarding onto their members. We
hope to publish the overall results of this project in an academic journal and present the

results at national conferences.

How long will the data be stored for?
At the end of the two-year research period all data will be archived for a period of 10
years. After this time, all data will be securely disposed of (maximum total data storage

time: 12 years).
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Who is organising and funding the study?
The study is being organised by the Norwich Medical School at the University of East
Anglia. The study is funded by the University of East Anglia.

Who has reviewed the study?
The study has been reviewed by Dr Sandra Gibson, Dr Susan Miles and Professor
Sam Leinster of the University of East Anglia. The study has been granted ethical

approval by ............ (to be completed when ethical approval has been granted)

Who can | contact for further information?

Please print this form out if you wish so that you can refer back to it later if you have
any quires. Any request for further information does not commit you to taking part in the
study.

If you would like further information about the study, please contact:

Jennifer Musto

PhD Student

Norwich Medical School

Faculty of Medicine and Health Sciences
University of East Anglia, Norwich, NR4 7TJ

Tel: 01603 593300
Email: j.musto@uea.ac.uk

If you would like general information on this topic then please refer to The British

Dyslexia Association (http://www.bdadyslexia.org.uk/) or Dyslexia Action
(http://www.dyslexiaaction.org.uk/).
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Appendix 12 - Reminder recruitment email for the questionnaire Study 1

Dear Sir or Madam University of East Anglia

This is a quick reminder that we are currently conducting a research study to
investigate how doctors cope in clinical settings and how having a Specific Leaning

Difficulty (SpLD) such as dyslexia may affect doctors and their work.

We would be grateful if you would complete the questionnaire at the below link.
LINK TO QUESTIONNAIRE
Your responses will be anonymised in our data analyses and reporting. You can find

more information about this study in the Information Sheet below.

We would appreciate a reply by (date) please. If you have any queries please do not
hesitate to contact me.

Jennifer Musto

PhD Student in Medical Education

Norwich Medical School

Faculty of Medicine and Health Sciences
University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 593300

Email: j.musto@uea.ac.uk
In anticipation, sincere thanks for your valued response.
Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan
Miles and Professor Sam Leinster, at the University of East Anglia.
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Appendix 13 — Recruitment poster for Study 1 and 2

Are you a doctor with Dyslexia
or an SpLD
OR suspect that you have Dyslexia/SpLD?

If you are a medical doctor and have been diagnosed with, or suspectthat
you have, a Specific Learning Difficulty (SpLD) such as dyslexia.

AND

If you would be willing to spare up to 40 minutes of your time
(once only) to take part in a telephone interview about any effects of
dyslexia/SpLDs onyou as a doctor, please contact us.

If you require further information about this research and the interview
process orwould like to participate please contact ...

Jennifer Musto

PhD Student in Medical Education,
Norwich Medical School, Faculty of Medicine & Health Sciences,
University of EastAnglia, Norwich, NR4 7TJ

01603 593300 j-musto@uea.ac.uk

University of East Anglia
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Appendix 14 - Ethics Approval letter for Study 1 and Study 2

Faculty of Medicine and Health Sciences Research Ethics Committee

EA

University of East Anglia

Research & Enterprise Services

Jennifer Musto : p
West Office (Science Building)

N°_rW|Ch_ Medical S°h°9| University of East Anglia
University of East Anglia Norwich Research Park
Norwich Norwich, NR4 7TJ
NR4 7TJ

Telephone: +44 (0) 1603 591574
Fax: 01603 591550

Email: fmh.ethics@uea.ac.uk
Web: www.uea.ac.uk/researchandenterprise

6 December 2011

Dear Jennifer,

Project title: An Investigation into how doctors cope with Specific Learning Difficulties in the
workplace. Reference: 2011/2012-03

The submission of amendments to your above proposal have been considered by the Chair of the Faculty
Research Ethics Committee and we can confirm that your proposal has been approved.

Please could you ensure that any future amendments to either the protocol or documents submitted are
notified to us in advance and also that any adverse events which occur during your project are reported to
the Committee. Please could you also arrange to send us a report once your project is completed.

The Committee would like to wish you good luck with your project

Yours sincerely
B, L
Wwne. Uidewn

Yvonne Kirkham
Project Officer
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Appendix 15 - Interview Schedule (Study 2)

Impacts

1) How does having a Specific Learning Difficulty, such as dyslexia, impacts on your work
as a doctor?

2) What do you believe are the advantages and/or weaknesses of having SpLD in the
workplace?

Support/Strategies

3) Could you describe any formal or informal support that you use in the workplace
4) Is there any support that you don’t have that you would like?*
Disclosure
5) Have you disclosed your disability and what made you decide on this?
6) Are you worried about how colleagues would react? (if applicable) How do you did your
colleagues react or how do you think they would react?

7) How do you feel about other people knowing that you have dyslexia/a learning
difficulty?

8) How do you think people would feel knowing that their doctor had SpLD?

9) Could you give us some examples please? (if applicable)

10) Would you consider telling a patient and if so under what circumstances?

11) How do you feel about working with medical students who have SpLD?
Career

12) Did having an SpLD have any affects on your career choice and if so how?

13) Could you name any particular specialty that you think would be better suited to a
doctor with and SpLD and explain why you think this would be?

14) Is there anything else you would like to comment on or add that you think may be
pertinent to this study?

(* - question was added to the interview schedule during the interviewing process)
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Appendix 16 - Participant Information Sheet:

Telephone Interview (Study 2)

E\

University of East Anglia

Participant Information Sheet: Telephone Interview

Thank you for your interest in our research. Please note that expressing an interest in
the study does not commit you to taking part. Before you decide whether or not to take
part, we would like you to understand why the research is being done and what it will
involve. So, please read the following information carefully and discuss it with others if
you wish. Please feel free to contact me if there is anything that is not clear or if you
would like more information. This Information Sheet is yours to keep. Thank you for

reading this.

What is the purpose of the study?

In this study we wish to gather information about how having a Specific Learning
Difficulty (SpLD) may impact on your work. The data gathered will be used to explore
how doctors cope with having SpLD and how this may have shaped their practice and
career progression.

This interview aims to explore the following areas:
e If you feel you have any difficulties or advantages in the workplace due to your
SpLD.
¢ If you have disclosed that you have SpLD and the reasons for your decision.
e Any support that you may have in place, or would like to have in place.

o Effects that this may have had on your career choices.

Who will be taking part in the study?
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We will be inviting any medical doctor who is registered with one of the medical Royal
Colleges in the UK, who suspect that they have or who have been diagnosed with
SpLD such as dyslexia to participate.

Do | have to take part?
No, it is completely up to you to decide if you want to take part. If you decide to take
part you are still free to withdraw without giving a reason, up until the point where data

analysis commences.

If 1 do decide to take part, what will | have to do?

You will be given a telephone call at a mutually convenient time and then participate in
an interview during which you will be asked to discuss a series of questions about the
effects of your SpLD. It is expected that the interview will last about 40 minutes. In
order to participate, you will need to give us your permission to digitally record the
discussion. The reason for recording the interview is to keep an accurate record of the

discussion.

Are you testing my knowledge in some way?
No, this is not a test of your knowledge. There are no right or wrong answers, we are

only interested in your opinions.

Will my responses be kept anonymous?

Yes, all the information that you provide during the course of the study will be kept
strictly confidential and in accordance with the Data Protection Act (1998). The
responses you give will only be identified by a participant number, and the results will
always be presented in a manner that preserves the anonymity of those taking part.

The data analysis will be undertaken by the interviewer, Jennifer Musto.

What will happen to the results?

The data will be analysed and the results will be included in the lead researcher’'s PhD
thesis. The results will also be used to provide recommendations as to how to improve
the experiences of current and future doctors with SpLD in the workplace. A summary
of the results will be sent to the Royal Colleges for forwarding on to their members. We
hope to publish the overall results of this project in an academic journal and present the

results at national conferences.
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How long will the data be stored for?

At the end of the two-year research project all data will be archived for a period of 10
years. After this time, all data will be securely disposed of (maximum total data storage
time: 12 years).

Who is organising and funding the study?

The study is being organised by the Norwich Medical School at the University of East
Anglia. The study is funded by the University of East Anglia.

Who has reviewed the study?
The study has been reviewed by Dr Sandra Gibson, Dr Susan Miles and Professor
Sam Leinster of the University of East Anglia. The study has been granted ethical

approval by ............ (to be completed when ethical approval has been granted)

Who can | contact for further information?
Any request for further information does not commit you to taking part in the study.
If you would like further information about the study, please contact:

Jennifer Musto

PhD Student

Norwich Medical School

Faculty of Medicine and Health Sciences
University of East Anglia, Norwich, NR4 7TJ

Tel: 01603 593300
Email: j.musto@uea.ac.uk

If you would like general information on this topic then please refer to The British

Dyslexia Association (http://www.bdadyslexia.org.uk/) or Dyslexia Action
(http://lwww.dyslexiaaction.org.uk/
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Appendix 17 - Pro Forma for Telephone Interviews (Study 2)

Interview Checklist for Interviewer to complete before the interview commences

Participant number:

1) Brief study outline and interview procedure D

2) Tick when said)

Ensure confidentiality D
Digital recorded D

Can end interview at any time D

No right or wrong answers

~0 o0 oW

Do not have to answer any questions they are uncomfortable with D

Can ask the interviewer a question at any time D

3) Gain verbal consent to participant in the study D

TiMe...vveieeeeeeeie
4) Personal Information

1. Age: oo

2. Gender: male / female

3. Specialty: ..o

4, COUNLY...oeeiiiii

5. Medical school attended:..............c.cooiiiiiiiiii

Diagnosed with or _ _ _ Other
Dyslexia Dyspraxia Dyscalculia
suspected...... (please state)

School
University
Work

D = diagnosed, S = suspected
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Appendix 18 - Researcher Reflections

During the entire process of this qualitative stage, | have tried to eliminate any potential
researcher bias from entering the design process, the interviewing of participants and
analysis as much as possible. To prevent this during the design stages, the interview
schedule based upon the results from Study 1 and previous research.

During the interviews, the schedule was stuck to and | tried to be aware that | was
interviewing these doctors to find out the information required as per the interview
schedule and also explore wider, relevant areas of interest raised by the participants. |
was aware that in my previous employment role as a Dyslexia Assessor, where my job
was to complete work based assessments with people where | had the prior knowledge
that there was a problem with their work, my job was to find this problem then develop
ways to solve this problem. Whereas with these interviews, | did not know whether the
participants were experiencing any particular problems and so | was just exploring their
responses in relation to the research questions and | was not assessing their

responses, as | would have for an assessment.

As participation for the interview was all completely voluntary, those who had agreed to
be interviewed were willing to open up and sharing their experiences. Many
participants expressed their willingness and enthusiasm to take part and offered their
support for any further or future research (which was encouraging). Most had read the
participant information sheet, although a brief summary was given to a few participants
who could not remember all it. Overall there were no particularly incidents or issues
with any of the interviews. Participants were all genuinely interested in the research
and un-phased by talking about their SpLD. No one become upset or refused to
answer a question or thought any of the questions seemed inappropriate. For a couple
of the participants | had to call back a second time when it was more convenient for
them to talk, although this was normally with a time frame of 30 minutes from the
initially organised interview time. The only issues that did arise with the interviews

were as follows:

Participant 1 — Unfortunately the participant had written their telephone number

incorrectly in the email where we organised the interview. Through a process of
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elimination, | tried various forms of the number where | thought an error could
have occurred and eventually was able to get through to the participant. As this
was my first interview, | was slightly more nervous and anxious due to the
telephone number confusion. The participant was happy enough to proceed
with the interview once | had explained why my telephone call was 25 minutes
late. Everything went well in the interview and the participant talked freely about
her experiences and the interview was unaffected by the confusion at the start.

Participant 4 — The interview with the participant went well and it was a good
interview however, unfortunately, there was a malfunction with my digital voice
recorder and the interview was not recorded. As a result the data could not be

included in the subsequent analysis.

Participant 5 — This participant seems more than happy to take part in the
interview however when discussing fears of discrimination they sounded as if
they were beginning to get upset, so | softened my tone of voice a little and was
a bit more careful about how | phrased my next question. However further on in
to the interview, | realised that they were actually just yawning as they had just
finished working a night shift. So apart from the misinterpretation of emotion,

the interview went well.

After completing the interviews, the only particular issues that | experienced were when
transcribing them. | had a little difficulty was when it came to understanding people’s
accents and the speed at which people talk and occasionally with some of medical
terminology used, especially when acronyms were said. This meant that transcribing
the interviews took a particularly long time, much more than was anticipated. During
some of the transcription process, | used voice dictation software (Dragon Naturally
Speaking version 9) in the hope that it would speed up the process, however it was not
as efficient as | had hoped so | then reverted back to typing the transcripts. Although
this transcription phase took an extensive amount of time, it did mean that | become
familiar with the data and also all transcripts were checked against their original
recording to check for accuracy of transcripts which again helped me become more

acquainted with the data.
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Going through the data set to search for these initial codes was an interesting but quite
time consuming task. It became slightly easier as | worked through the data set and as
more codes were developing and suitable codes had already been set up and |
become more familiar the developing codes.

Some of the codes were very clear in which theme they would come under however
others were not quite so clear cut, resulting in some themes having a large number of
codes in them and other not so many. This process started to highlight some of the
potential significant themes that were in the data, although they still needed refining
and clarifying. This process of analysis continued, my secondary supervisor and | met
up to check that we agreed with the coding and preliminary themes. Fortunately there
were only a few areas where coding was disputed as it had been coding by error into
the wrong theme. The final themes were developed from this analysis and subsequent

discussion, and were finalised during the meeting.
| personally feel that the interviews and the process of Study 2 went well and although

there were some difficulties faced in relation to transcribing data and technology errors,
| am pleased with how the process has gone.
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Appendix 19 - Preliminary Interview codes for Study 2

Free Nodes

|*|Namﬁ Sources References |Create|:| o
Er ) Career 10 45 JEM
(D Secisilities suited to SpLDs 1 5 JSM
: O Speciality not swited to SplLD 3 4 JSM
(D Attitudes 5 13 JSM
=1 () Strenghts 10 35 JSM
. [ Tasks enjoyed 8 11 JSM
[ Advantages 4 4 JSM
() Awareness a 20 J5M
Q) Error 9 22 J5SM
EI D Coping stretgies in med school 10 33 JSM
[ Extratime 2 4 JSM
EI () Coping strategies in work 10 &7 JSM
. (D Checking 2 3 JSM
_ () Formal asessments 2 2 JSM
(D) Effects on self 7 19 JSM
Er () Formal strategies 4 10 JSM
O Software and technology 7 19 J5SM
- [ Differences to other doctors [ 16 J5M
- [ Stupid or excuses 7 18 JSM
[ Awoiding tasks 10 16 JSM
O Disability [ 16 JSM
= [ Disclosure 10 40 JSM
[ Telling = patient g 13 JSM
O Non-problem areas 2 2 JSM
() Dyslexia or not [ 15 JSM
D Comfortable with self 3 3 JSM
D Traditional or PEL courses & 10 JSM
O Lewvel of dyslexia and 1Q 4 2 JSM
- [) Disadvanteges 5 8 JSM
- [ Teaching students with splds 1 [ JSM
- [ Communication 4 5 J5M
D ‘Working hard and "get on with it’ 7 23 JSM
O Compensating 3 5 JSM
.- [ Patients focus 1 1 J5M
[ Confidence 2 3 J5M
D Experiences when younger 3 10 JSM
D Stigma 1 1 JSM
= () Difficulties 2 3 JSM
(D Everyday tasks 5 8 JSM
EI O Difficulties as a Medical Stud 8 34 JSM
(D) Bxams 2 2 JSM
O Difficulties in work 10 52 JSM
i) Reading aloud 1 1 JSM
[ Spelling 2 17 JSM
D Memory and processing 4 6 J5M
(D General difficulties 2 4 JSM
= [ Support 3 3 JSM
(D Supportin work 5 18 JSM
(D Supportin medical school 7 25 J5M
D Suppaort in school 5 10 JSM
O Support that would be useful 3 2 JSM
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Appendix 20 — Table of difficulties, impact on clinical tasks and coping

strategies used by doctors with SpLd (Study 2)

Difficulties experienced by Doctors

with SpLD in the workplace

Impacted Clinical

tasks

Coping Strategy Used

The doctors were aware of their difficulties and concerned that they were potentially more likely to
make an error therefore they introduced strategies to help reduce error potential and ensure patient

safety.

e Expressing their
thoughts on paper

o Additional time to

Writing write

e Having to check
work for error

Patient notes
Letters

Forms

All other written
work

Constant and continual
checking of work both by
themselves and others
Completing work in a quiet
calm location

Using specialist spell checkers
Text to speech software to aid
with proofreading

Dictating on to a digital voice
recorder and having
secretarial support to type it
up

Voice activated software to
dictate directly onto a
computer
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Spelling medical
terminology
Spelling medication

Affects all written
work

Work takes longer
to complete when
having to find out
how to spell a word

Spell checker son computers
(when they have them)
Asking colleagues

Spelling Predictive text functions on
names or create another .
mobile phones of Google
o General everyday sentence that does )
. . Cover up errors with bad
spellings not contain a handwriting or blame on typos
particular word (not writing yp
always possible if a
medical term)
¢ Finding the rights
words to say or
being ablehtot N « Meetings :N;:(I pra;ck:]nce ar?(tjhlearn ways of
Expressing proces§ w g others | room work alking r.oug e
had said quickly presentations as opposed to
themselves e Handovers o
enough to be able to ) reading it out
verbally create an eloguent e Presentations
and succinct
response was
difficult
Using spreadsheets to help
e Not ‘naturally’ e Completing work to plan time
organised: doctors deadline Using diaries/planners/wall
Organising reported make a e Meeting charts
skills large effort to be as preparations Using electronic devices
organised as e Organising (PDAs/iPhones) to plan their
possible in their work workload time

Setting reminders and alarms
for appointments and
meetings
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Distinguishing left
from right /Clockwise

Clinical
examinations

Wearing their watch on a

Orientation from anti clockwise Describing wounds articular wrist
related Positions on a clock for reports S/isualisin clock face and
[ )
weaknesses face Finding way round countin rg(])und the numbers
Having a sense of large hospital or to g
direction. patients when out
on visits
Struggle to
remember patients’ e Try to make things as
Unable to retain information so will ractical. visual and hands on
Short term information in their have to ask the Zs possié)le as these are
memory and heads patient to repeat easier to remember
Processing Often have to write information « Mind mapping
down notes in order extending their « Short hand notes
to remember consultation time ) .
Remembering e Created lists of things to do
general information
Reading what they The yolume of
o . emails that
think is written as articioants have to e Text to speech software
opposed to what is zeal wFi)th takes (where the computer will read
actually written lona and potential out text written on the
Miss out lines of text . g .p computer)
. . misread important . .
Reading or mixing up words e Print work on to appropriately

or losing their place
Having to re-read to
gain a better
comprehension
Suffer from visual
stress when reading

information

Do not spot their
mistakes when
proof reading and
checking their work
Longer to read due
to having to re-read

coloured paper

Use sans serif fonts when
writing

Read aloud to self to help
comprehension
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Appendix 21 — Medical Students electronic Question (Study 3)

1. Information for pa

This questionnaire contains questions regarding how you cope with university-based and dclincial leaming and your
perceptions of medical students and doctors with Specific Learning Difficulties (SpLDs) such as dyslexia, dyspraxia,
dyscalculia or attention deficit hyperactivity disorder (ADHD).

Please note that if you complete this online questionnaire you are giving us your consent to use the data you provide
for research purposes, which includes publication of your ancnymised data in academic journals and other research
publications.

If you Nave any queriss about this befone completing the questionnalre, please feel ree to contast me.

Jennifar Musio

PhD Student In Medical Education
Facaiity of Medlicine and Health Sclences
University of East Anglia

Morwich,

NR4 7TJ

01603 553300
JMUSOEDLEa 30 LK
¥4, 1f you would like to read the participant information sheet click here to read it.

1 you have read and understnod this Information and give your consent o O
participant In this study, please fick hers

It you would like to complete the questionnalre now, please cllck on the "WEXT' button fo start. Thank you, your Input ks greatly appreciated.

If you would prefer HOT 1o complets the guestionnaine then pleass s=iect the ekt button 3t the 1op of this page. Thank you.
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2. Personal information

Please can you provide us with the following personal information.

1. Age

() 1rae () ze2m () e+
O 2022 O 28-31

O 2325 O 3234

2. Gender

O Male O Female

3. What academic year are you currently in?
(s

() 2na

O 3ra

O 4m

O st

O Intercalating

4, Which Medical School do you attend?

() uea
() otrer

5. Are you on a undergraduate or postgraduate course?
O Unasrgraduats

() Postgraquats

Ctner plzase epecity)

6. What type of course is this?

() Tradticaa

() Problem Bassd Leaming (PaL)

Ciner (piease spectty)
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3. Coping with medical training and clinical learning

1. Please indicate your level of agreement with the following statements:

My university work can be stressful
My clinical placamants ¢an be strasstul

I cope well In stressful situations

| use Stratages bo halp M CopE Wit Stress from
my memcal degres

| 3m going wedl 3t my medical degree

| 3m often concamed that | wil make 3 mistake
with my work

| have bean made to feel uncomfortabie at
UAIVErSItY QUE to AITICUIIES With my work

My medical sehool has a compatitive
environmsant

My cinical placements have 3 competitive
enviranment

Agrea

O O O 00 0000

Strongly  Inclined to

Agree

C O O 0O 0000

&
z

C O O 0O 0000

C O O 00 0000

Inclinedto  Stroagly
Dizagree

Dizagrae

O O O OO 0000

£
E

O O O 0O 0000
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4_ General skills

1. Please indicate how you rate yourself on the following
skills

»

Q0000 COOOOOOOOO O O §

m

00000 COCOO0OOOOO0 © O ¢

Remembering Information for short
pariods of time

Remembering Information for long
periods af tme

OrganEing your warkioad
Spelling of medical terms
Spelling drug names

Ganeral overall spailing aollity
Writing by hand

Writing legiiiity

Typing on a compater
Reading

Reading comprehension

Processing Informaition that you have
heard

Processing visual Information
Exprassing your ougnts verbally
Expressing your thoughts In wiiting
Time management

Working with numbers

COO00C OOOO0OOO000O O Os
OO00C COOOOOOO00 © O i
OO000 COOCOOOOO0 O Og
OO0000C COOOOOOOOO O O
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5. Studying and Clinical tasks

1. Please indicate how you would rate yourself on the following work
tasks.

=

O OOOOOOOOOOQO%
O CO00O00O0O0O0000E

Verygood Goad  Average
Examining pailents

Dlagnostic skils guring consuitation
Prescribing medication

Record keeping

Practical clinical siils

Taking patient Information

Team working and relatonships wih sEm
Being aware of your imitations
Responding effectively o emergencies
Following safe proceurss

B=ing responsible Tor your own l2aming

Discussing treatment options, Including
relative risks and benedlts, with patients

Explaining medicines to patients

O 000000000000
O 000000000000
O COO0OCOOO0O00
O COO0O0O0O0O0OO00E
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1. Please indicate how you would rate yourself on the following work
tasks.

=

COO0000 OOOOOQO%
COO0000O OO0OOOOE

Verygood Godd  Average
Compieting drug caleulations
Communicating with patient's family/carers
Communicating with patients
Communicating with paers
Communicating with futors
Communicating In writing

Understanding medical ethical principles,
Including confidentiality

Abillty to deal with own stress
Coping with respansibiity
Coping with ungertainty
Working Independzntly
B=ing empathetic
Supporiing patients
Supgorting peers

COOO0O0O00 OOO0O000
QOOCO00 COO0O0O
COOCOO0 COO0OO0C
COO000CO0 OOOOCOOE
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7. Perceptions of Specific Learning Difficulties (SpLDs)

1. Please indicate your level of agreement with the following
statements:

stongly ncansa | Stangly
agree to agree

Cweral having a @sabllity would Impact nagatively Lpon working

suctessTully 35 3 doctor

A doctor with dyslexla/SpLDs would have more weaknesses In the

workplacs

A doctor with dyslexia’SpLDs would have more sirengths In the

workplacs

A goctor with dySiexiaiSpLDS would be Mons prone to making

BTOE

A PETSOn with dysiexla/SPLDS could Maks 3 SUCCEssful doctor

A goctor with dysiexiarspLs shouid Seil thair patiants that they

have Qysisxa'SpLDS

A doctor with dyslexiaiSpLDs should tell thelr colleagues that they

hiave dysienlaSpLDS

Patients would be concemned about being treated by a doctor with

OysiaXiaSpLDS

Others members of stafT would treat a doctor with dyslexia/SpLDs

differently

| would have concems about working with a doctor who had

OysiaXiaSpLDS

It 15 appropsiate for a doctor with dysiexla'SpLDS fo use support

strategles In the woriplace

Medical students with dyslexia’SpLDs should be given suppert

during medical schood If needed

Medical students with dysiena/SpLDs would be less I2ly fo

complsts 3 medical degree

Medical Studants With dysiexla/SpLDS shoud tedl the medical

School thiat they Nave dysiexia/SpLDS

Medical Stugants with dysiexa'SpLDs should teil the faliow
students school that they have dysiexia’'SpLDs

OCO0OO0O0000000O000O0O0O0
0C0000000000000O0O0
OO0O00000000O000O0O0O0
O0O00CO0O0O000000O0O0 0]
O00000000000000OE

Medical student shawid disciosa thelr dysiaxla'SpLl 1o the NHS
when apglying for a job

2. 1 know doctors who have dyslexia'SpLDs

() ves

O Ho

3. | know medical students who have dyslexia/'SpLDs
O Yes

@L
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1. Do you use any assistive software?
|:| Voice activated

D Text 1o BpeechiSCresn raaders

[ ] wima mapping

[[] et onecks

|:| Mo

Ciner (piease spectty)

2. Have any issues with your university work ever been raised in relation to errors or
poor performance?

O Yes

O Mo

3. Have any issues with your clinical skills ever been raised in relation to errors or poor
performance?

O) ve
O ne

4, Do you use any informal strategies to help you with your university or clinical work?
(e.g. unofficial help from others/colleagues or other aids, systems or strategies put in
place by yourself)?

@L
() ves
() sometimes

If yes or Others, plaase state

5. Please indicate the extent to which you feel you are currently coping at medical
school.

() extremety wen

() very we

O moserately well

() snantyy wes

() wotatan
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1. How important are each of the following factors in your future career
choice?

iery Impartant Importam

positively pasltriely

Important  ary Impartant

Unimpartant negatively negatively

Personal preference
Spediallty charactenistics
Intellectual content of speciality
Speciality fraining process
Intefiectual abliity

Career opportunity

Lifestyle after completing training
Roile model

Other (please spedty)

OO00CCO000
OOCOO000
00000000
00000000
00000000

2. Which medical field would you like to work in in the future? (tick all that apply)

D Anaesmesia

D Infenslve care medicine

|:| Emengency medicine
[[] eenerai practes

[[] seneras memcme
[[] onstetcs ana synazcaigy
|:| Occupational Medicine
[] cpatnaimaingy

[] easmatrics

[[] satnotoqy

[[] peyeniay

[[] puoncnesn

[[] mamoioay

[ owm

[] oont wnow yet

ther (plsase specity)
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3. Do you think that there are certain areas of medicine that are better suited to those
with dyslexia/specific learning difficulties?

() ves

() ma

If yes, pizase state
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10. Disability information

1. Do you consider yourself to have a specific learning difficulty (SpLD), such as:

dyslexia, dyspraxia, dyscalculia or attention deficit hyperactivity disorder (ADHD)?
O Y5 - Magnosed

O 25 - undiagnosed

() e
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11. Disability information

1. Please provide details about when you were diagnosed and with
which specific leaming difficulties.

Dysiaxia Dyspraa Dysealculla ADD ADHD
ssnol L] L] L] L] L]
univsty L] L] L] [ L]
et L] L] L] L] L]
omer ] ] ] ] ]

|
2. Overall how severe would you rate your specific learning difficulty
() very mig
() sua
O Moderaie
() severe
() very severe
3. Do you consider yourself to be disabled?

() ves
()t
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12. Other disabil

1. Do you consider yourself to be disabled because of your specific learning difficulty?

O e
O
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13. Overall effects of dyslexia/Specific Learning Difficulties

1. Please rate the following

Always  Usually Sometmes

i
2

QOO0
000%

Does having dyslexiaSpLDs Impact on your overall Ife?

Dio you iry to aveid cartain aspests of your courss becalse of having @)
dysiexlaSpLOST

O O O
Does Naving Byshax|a/SpLOS IMpact 0N YOUT Memical course? O O O
O O

2. If there are aspects of your medical degree you try to avoid,
please state what they are.

3. Have you sought help or support for your dyslexia/SpLD from your medical school?
O Y& and | =2 Me suDpan offered

O Yes but | g0 nat us2 the suppart affered

()t

Can you expaln why ¥ou nave ar have not.

4, Have you developed any new coping straegies since starting medical school?
() e
() ves

11 yes please explain

5. Please rate how much you agree with each of the following statements

Strongly Inciined to Inelined to Strongly
Agree  Agnes disagree  msagres

o O O O O

I sometimas iy bo hide my dyslexia’SpLD

1 think that others will judge me for having dyslaxla/SpLDs

O O O O O
Having dyslexaSpLDs makss me Mire prons 10 making emors O O O O O
Having tysiexaiSpLOs wil make me 3 betier doctor O O O D
6. Do you anticipate experiencing any SpLD/dyslexic difficulties when you are qualified
and in employment?

O v
OL:
Ouaybe

11 'yes’ please explain
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7. Do you expect to have support when gualified?
Ors

() maybe
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14. Disclosure

1. Have you disclosed your dyslexia/specific
learning difficulty to the following?

[ ] statin the Mdical school

[] other non-wED uriversiy stat

|:| Cilnilzal teaching stafl at your G andi or secondary care placement
[ ] Fetiow stugens

[] Fmenas

[[] Famy

[[] paten=

Other [please spectty)

2. Did you disclose having dyslexia/specific learning difficulties when you applied to
medical school?

() ves
()t

3. Please explain why you made the disclosure decision you did.

y
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Thank you for taking the time to comiplete this questionnalre, your participation |s greatly appreciated.

If you have any quenes aocut this research, please feel ee to contact me

Jeninifer Musio

PhD Stugent In Medical Education
Facuity of Medicine and Healtn Sclences
Univessity of E3st Anglla

Wonwich, NF4 TTJ

01603 593300
MO DUEa 30, LK

If you would lIke general Information an this tople then please sae UCAS [tn:iwww.1603s.30 ukistudentsiwheratostartidisabledstudents) . Or
contact your Desabiity Team at your University who are responsible for ihe provisian of Infomiation and agvice and for co-orainating the
SUPROM neaged.
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Appendix 22 - Email invitation UEA medical students (Study 3)

E\

University of East Anglia
Dear MB/BS Student

We are currently conducting a research study to investigate how medical students cope
in a university and clinical settings generally, and how having a Specific Learning
Difficulty (SpLD) such as dyslexia may affect medical students and their work. We are
inviting all current medical students to participate. Please note, you do not need to
have a Specific Learning Difficulty to participate.

We would be grateful if you would complete the questionnaire at the below link.
https://www.surveymonkey.com/s/medicalstudentssurvey

Your responses will be anonymised in our data analyses and reporting. You can find
more information about this study in the attached Information sheet.

We will email one reminder to you before the return deadline. If you have any queries
please do not hesitate to contact me.

Jennifer Musto

PhD Student in Medical Education

Norwich Medical School

University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 593300

Email: j.musto@uea.ac.uk

In anticipation, sincere thanks for your valued response.

Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan
Miles and Professor Sam Leinster at the University of East Anglia.

If you would like information on this topic then please contact The Learning
Enhancement Team at UEA (http://www.uea.ac.uk/services/students/let) who can
offer confidential advice and support or please see the British Medical Association
(http://www.bma.org.uk/equality_diversity/disability/index.jsp).
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Appendix 23 - Participant information sheet for Study 3

Participant Information Sheet: Online Questionnaire

Thank you for your interest in our research. Please note that expressing an interest in the study

does not commit you to taking part. Before you decide whether or not to take part, we would like

you to understand why the research is being done and what it will involve. So, please read the

following information carefully and discuss it with others if you wish. Please feel free to contact

me if there is anything that is not clear or if you would like more information. This Information

Sheet is yours to keep. Thank you for reading this.

What is the purpose of the study?

In this study we wish to gather information about how medical students cope whilst
studying at university and in a clinical environment. It also explores this in relation to the
experiences of doctors with a Specific Learning Difficulty (SpLD) and how this may impact
upon working as a doctor. The data gathered will be used to explore how medical

students having SpLD cope compared to those who do not.

This questionnaire aims to explore the following areas:
* How medical student’s cope in the cope with their university-based and clinical learning
« If you have any difficulties or advantages.

* How you think having an SpLD may impact on being a doctor.

Who will be taking part in the study?

We will be inviting any medical students who are registered with the Norwich Medical
School and students registered with the BMA Medical Students Committee to complete

the online questionnaire.

Do | have to take part?

No, it is completely up to you to decide if you want to take part. All the information about
the study is available via a link on the first page of the questionnaire and you can contact
the researcher if you have any questions. If you decide to take part you are still free to
withdraw at any time without giving a reason, just select the ‘exit questionnaire’ button at
the top of the page. However, your responses up to that point will be recorded, unless

you go back through the questionnaire and delete your own responses. All data is
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recorded anonymously, however if less than a 1/3 of a questionnaire has been

completed, then your data will not be used in analysis.

If 1 do decide to take part, what will | have to do?

If you do decide to take part you can complete the questionnaire by clicking on the link in

the original email.

What if | have any worries or concerns by participating in the study?

If you care caused any worries or concerns during this study, please contact the lead
researcher (details below) and they will guide you to a local contact who could deal
suitably with your particular concerns.

Are you testing my knowledge in some way?

No, this is not a test of your knowledge. There are no right or wrong answers; we are only

interested in your opinions.

Will my responses be kept anonymous?

Yes, all the information that you provide during the course of the study will be kept strictly
confidential and in accordance with the Data Protection Act (1998). The responses you give will
be assigned a participant number on submission and therefore all answers will be unidentifiable
and the results will always be presented in a manner that preserves the anonymity of those
taking part. The data analysis will be undertaken by the lead researcher, Jennifer Musto.

What will happen to the results?

The results will be used to provide recommendations for how to improve the experiences of
future and current doctors with SpLD in the workplace. We hope to publish the overall results of
this project in an academic journal and present the results at national conferences.

How long will the data be stored for?

At the end of the two-year research period all data will be archived for a period of 10 years.

After this time, all data will be securely disposed of (maximum total data storage time: 12 years).

Who is organising and funding the study?

395



The study is being run by Ms Jennifer Musto, a Postgraduate Research student at the Norwich
Medical School, University of East Anglia (UEA), under close supervision of Dr Sandra Gibson,
Dr Susan Miles & Professor Sam Leinster (Norwich Medical School, UEA). The study is being
funded by a UEA PhD studentship.

Who has reviewed the study?

The study has been reviewed by Dr Sandra Gibson, Dr Susan Miles and Professor Sam
Leinster of the University of East Anglia. The study has been granted ethical approval by The
University of East Anglia, Faculty of Health Ethics Committee.

What if any issues arise during my involvement in the project which cause me concern?
If, for any reason, you have any further concerns or wish to make a complaint regarding any
aspect of your involvement please contact Dr Sandra Gibson (Academic Supervisor) from the
University of East Anglia. Contact detail below.

If, for any reason, you have any concerns or wish to make a complaint regarding any issues
outside of this study, relating to your disability, please follow your institution or hospital
complaint procedures.

Who can | contact for further information?

Please print this form out if you wish so that you can refer back to it later if you have any

queries. Any request for further information does not commit you to taking part in the study.

If you would like further information about the study, please contact:

Miss Jennifer Musto Dr Sandra Gibson

PhD Student Academic Supervisor

Norwich Medical School Norwich Medical School

Faculty of Medicine and Health Sciences Faculty of Medicine and Health Sciences
University of East Anglia, Norwich, NR4 University of East Anglia, Norwich, NR4
7TJ 7TJ

Tel: 01603 593300 Tel: 01603 591277

Email: j.musto@uea.ac.uk Email: s.gibson@uea.ac.uk

If you would like information on this topic then please contact The Learning Enhancement
Team at UEA (http://www.uea.ac.uk/services/students/let) who can offer confidential advice and
support or please see the British Medical Association

(http://www.bma.org.uk/equality _diversity/disability/index.jsp)
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Appendix 24 - Reminder email for Study 3 I : “

University of East Anglia

Faculty of Health,
School of Medicine, Health Policy and Practice

Dear MB/BS Student

This is a quick reminder that we are currently conducting a research study to
investigate how medical students cope in clinical settings and how having a Specific
Learning Difficulty (SpLD) such as dyslexia may affect medical students’ studies and
clinical learning. To remind you, you don’t need to have a Specific Learning Difficulty to
take part.

We would be grateful if you would complete the questionnaire at the below link.
https://www.surveymonkey.com/s/medicalstudentssurvey

Your responses will be anonymised in our data analyses and reporting. You can find
more information about this study in the Information Sheet below.

We would appreciate a reply by 1% August please. If you have any queries please do
not hesitate to contact me.

Jennifer Musto

PhD Student in Medical Education

Norwich Medical School

Faculty of Medicine and Health Sciences
University of East Anglia, Norwich, NR4 7TJ
Tel: 01603 593300

Email: j.musto@uea.ac.uk

In anticipation, sincere thanks for your valued response.

Jennifer Musto

This is part of a PhD project that is being supervised by Dr Sandra Gibson, Dr Susan Miles and
Professor Sam Leinster, at the University of East Anglia.

If you would like information on this topic then please contact The Learning Enhancement
Team at UEA (http://www.uea.ac.uk/services/students/let) who can offer confidential advice and
support or please see the British Medical Association

(http://www.bma.org.uk/equality _diversity/disability/index.jsp).
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