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Abstract 

Learning disabilities are widespread. Included under this category, dyslexia affects up to 

15-20% of the United States population (Cowen 2016). While the general public may 

have and contribute to a broad understanding of dyslexia, this understanding is very 

different from actual lived experiences. The medical field, in particular, has a strong 

influence on perceptions of dyslexia. The biomedical model utilized in the United States 

serves to pathologize dyslexia, focusing the explanation of dyslexia on the neurological 

abnormalities identified in dyslexic individuals. This creates disability categories and 

medical labels that are then used by the education system to both directly and indirectly 

exert control over these groups. In this thesis, I use a medical anthropological approach to 

situate dyslexia within the context of United States’ biomedical practices and discuss how 

the medicalization of dyslexia and other learning differences contribute to the structural 

violence that occurs within the American education system. Biomedicine has brought 

validation to the treatment of students with learning differences in the academic 

environment and for this reason, medical anthropology is highly applicable in this 

examination—it highlights the intersections where the body meets the social, cultural, 

and environmental factors that play a part in the illness experience. I conclude that, by the 

overreliance on the biomedical model to dictate treatment of those with dyslexia in the 

academic setting, the responsibility is placed on students and their parents/guardians to 

adapt to educational policies and practices. Rather, it would be more beneficial to make 

changes to the structure of the academic setting to be more flexible and accommodate a 

more diverse student population. 

 Keywords: dyslexia, medicalization, structural violence, academic system
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Introduction: The Need for a Medical Anthropological Perspective of Dyslexia 

 
When I was a child, I remember being very curious about reading. I used to ask my mom 
to read random signs and billboards and I would string random letters together and ask 
my mom what they spelled. Unfortunately, literacy was not something I felt I would ever 
be able to utilize or master. It was around 3rd grade that I started to receive interventions 
in school. I was first placed in a remedial class—in addition to my regular class—to help 
me better develop my reading skills. This class included only me, another girl around my 
age, and a teacher—whose name I cannot recall. It was held in a break room or lounge 
area for teachers. The purpose of this class was to help us learn to read through two 
programs—Hooked on Phonics and Lindamood Bell. I don’t feel either program really 
helped me learn to read but I did learn cursive, which I still prefer to use today. 
Eventually, I was taken out of my regular class and placed in a separate class with other 
students who needed aid. Some had learning disabilities and others were there because 
English was their second language. I didn’t mind this new environment and I made 
friends, despite the occasional language barrier. I started speech therapy around 3rd or 
4th grade—I used to make the “W” sound when sounding out the letter “R”. It was also 
around this time that I started to hear new words like, “dyslexia” and “ADD/ADHD”, 
and was given medication to help me concentrate. 
 

“Learning disabilities” (LD), a group of disorders associated with a complex set 

of “atypical brain patterns” (Raphael et al. 2001), are widespread. The prevalence of 

“developmental disabilities” in United States children has increased by 17.1% from 1997 

to 2008 (Boyle et al. 2011). Approximately 13-14% of students nationwide are identified 

as having a condition requiring Special Education services, and of those students, one 

half are classified as having a “learning disability” (Cowen 2016). Dyslexia falls under 

this category. Up to 15-20% of the American population may exhibit signs of dyslexia 

(ibid), including slow or inaccurate reading, weak spelling, problems with short-term 

memory, difficulties with language-based activities, and trouble with organizing learning 

(Mazher 2012). 

While the general public, educators, and even medical professionals may have a 

broad understanding of what dyslexia is and how it feels to live with dyslexia, that 
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understanding is very different from lived experiences of dyslexia.1 The difference 

between these is the underpinning for the marginalization of these groups of individuals. 

In this thesis, I use a medical anthropological approach to situate dyslexia within the 

United States and discuss how the process of medicalization—that is, ways in which 

human conditions are viewed and treated as medical conditions rather than social ones 

(Conrad 2008)—contributes to the structural violence against those with dyslexia and 

other learning differences within the American education system.2 Biomedicine has 

brought validation to the treatment of students with learning differences in the academic 

environment. This encourages a concept of normality in regards to cognitive performance 

in the educational setting. Those that deviate from this “normality”, like individuals with 

dyslexia, are thus marginalized. For these reasons, medical anthropology is highly 

applicable in this examination—it highlights the intersections where the body meets the 

social, cultural, and environmental factors that play a part in the illness experience.  

In Chapter 1, I convey what it means to be dyslexic in the United States by 

sharing stories of those living with this condition. I analyze the history of literacy and the 

American education system in order to discuss the contributions of literacy and 

historically-rooted academic structures to the marginalization of individuals with learning 

differences. I then discuss social contributions to the perceptions of dyslexia by 

examining the messages being conveyed to the general public through media, by public 

 

1 Due to dyslexia often occurring with comorbidities, like attention-deficit hyperactivity disorder (ADHD) 
and other learning differences like dysgraphia and dyscalculia, dyslexic experiences are often unique to 
individuals because the type and degree of symptoms experienced can vary. I use the terms “experiences of 
dyslexia” and “dyslexic experiences” when referring to lived experiences of those diagnosed with dyslexia.   
 
2 When discussing structural violence, I am referring to ways in which social structures can serve to limit 
one's opportunities or promote harm to individuals. This concept will be further examined in Chapter 1. 
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and political figures, by medical and educational professionals, and the day-to-day 

socialization occurring around us. In Chapter 2, I shift my focus to the biomedical realm. 

I examine the rise of biomedicine in the United States and discuss how this model serves 

to pathologize conditions such as dyslexia and other learning differences. Not only does 

biomedicine provide a neurological explanation for the causes of and risks associated 

with dyslexia and dictate treatment of it, but it also heavily influences the creation of 

disability categories and labels which, in turn, have an impact on lived experiences of 

these individuals. I argue that we must rethink our understanding of dyslexia and avoid 

the sole reliance on the biomedical perspective to build our understanding of this 

condition. The biomedical model provides insight into one aspect of dyslexia—the 

neurological abnormalities and their effects. However, it leaves out many other factors 

that impact lived experiences of dyslexia. Therefore, we must question the amount of 

influence we allow biomedicine to have on the lived experience. In this case, I propose 

utilizing a sociocultural perspective, which provides a more holistic view by taking 

social, environmental, and political factors into account. In Chapter 3, I build onto this 

argument by examining how the disability labels are used by systems of power to exert 

control over marginalized groups. I do this by illustrating how the American academic 

system uses the dyslexic label to exercise control over these students in order to protect 

historically-rooted traditions and practices, citing specific examples of barriers and 

challenges faced by those with dyslexia in the academic setting and the resulting 

outcomes of these obstacles. I conclude that, by the overreliance on the biomedical model 

to dictate treatment of those with dyslexia in the academic setting, the responsibility is 

placed on students with dyslexia and their support systems to navigate the education 
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system. Rather, it would be more beneficial to make changes to the structure of the 

academic system to be more flexible and accommodate a more diverse student 

population. 

Since I will be discussing the significance of labeling and the consequences of 

using certain labels, I will be using the term “learning differences” or “neurological 

variations” when discussing conditions more commonly known as “learning disabilities”. 

I do not believe the term “disability” is an appropriate label for dyslexia as I do not 

believe those with dyslexia are “disabled”. Rather, they are differently-abled than the 

normative population. As such, discussing dyslexia under the light of a neurological 

variation is much more appropriate. The only exception is that I will continue to use these 

terms in the context of the research in which I am referencing. 

In this thesis, I will also include some of my own experiences of living with 

dyslexia. This process, called autoethnography, is an approach used to describe and 

analyze personal experiences in order to understand cultural phenomenon (Ellis et al. 

2011). Autoethnography can serve to expand and open up a wider lens on the world as 

well as helps us, as researchers, to understand how we can influence what we study, how 

we study it, and what we say about our topic (ibid). As an anthropologist, it is useful to 

draw from personal experiences in our own academic research so we can provide a 

unique, critical perspective on our topic(s) of research. As Runestad (2016) pointed out, 

“An awareness of how our personal, embodied situations relate to our anthropological 

research has the potential to both enrich and reshape research agendas” (67). 

Furthermore, “systematic reflection on the habitus and experiences of the researcher can 

aid in the development of research questions and encourage reframing of existing data” 
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(ibid). As such, I will use some of my own personal stories to highlight and illustrate 

points throughout this paper. To find relevant research and sources, I searched databases 

such as JSTOR, ERIC, and PsycINFO. I also elicited help from subject librarians at the 

Reinhert-Alumni Library to find articles and books that I had difficulty locating. I utilized 

assistive technology like text-to-speech and dictation software to read the publications 

and take notes. Due to this, I accessed the electronic versions of many of the books cited 

in this thesis. In the cases of electronic books where no stable page numbers were 

provided, I used location numbers (loc) to specify the location of direct quotes. Also, for 

quotes pulled from websites with no stable page numbers, I have used the paragraph 

number (para) to specify the location of direct quotes. Additionally, due to the nature of 

dyslexia, the method I used to approach writing this thesis deviates from how a graduate 

student would “typically” approach it. In addition to text-to-speech and dictation 

software, I had to rely on a third party to help me with typing the paper as well as with 

editing spelling, grammar, and sentence structure. 

I conclude that the general public’s perceptions of dyslexia and experiences of 

dyslexia in the United States varies widely. A medical anthropological analysis of this 

topic is especially relevant as biomedicine and the medicalization of learning differences 

perpetuate these misrepresentations by creating disability categories and harmful labels. 

This, in turn, has a direct negative effect on the treatment of these marginalized groups 

and serves as the driving force behind the structural violence that occurs within the 

American education system. It encourages the notion that students and their parents 

and/or guardians should ultimately be held responsible for their own academic outcomes 

and allows the education system to protect its historically-rooted traditions and practices. 
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Unfortunately, this severely limits educational opportunities for these students and 

creates many barriers and obstacles to academic success. 
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Chapter 1 

What is it like to experience living with dyslexia in the United States? What are 

the perceptions of this learning difference and how are such perceptions reproduced by 

and for members of the general public? In this chapter, I convey what it means to be 

dyslexic in the United States. I share stories of those living with dyslexia as well as my 

own personal journey with this learning difference with the goal of giving the readers a 

glimpse of ways dyslexia is experienced. I analyze the history of literacy and the origins 

of the American academic system to understand the contributions of literacy to the 

American ideal and how the historically-rooted structures and practices of the education 

system can marginalize groups that challenge these traditions. In that, I analyze the 

structure of the public education system in the United States—why it is necessary but 

also how it can disempower people who are differently-abled. I will then discuss social 

contributions to the perceptions of dyslexia by the general, non-dyslexic population, 

which can differ greatly from lived experiences. I do this by examining the messages that 

are perpetuated amongst the general population on what dyslexia is—through media, by 

public and political figures, by medical and educational professionals, and the day-to-day 

socialization happening all around us. By doing this, I aim to paint a clear picture of how 

lived experiences of dyslexia diverge from social perceptions of it. While the general 

public, educators, and even medical professionals may have a broad understanding of 

what dyslexia is, that understanding is very different from the lived experience. The 

difference between these is what results in the marginalization and structural violence 

that can occur against these individuals.  
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Experiencing Dyslexia in the United States 

I have always enjoyed learning. I remember watching Bill Nye, The Science Guy on TV 
after school and copying his science experiments. One of my favorite experiments was a 
hovercraft made from a spool, glued to a record, with a balloon attached to it. Children’s 
museums were one of my favorite places to go as a kid. School should have been a place 
that brought excitement and possibilities—yet it turned into a place I feared and dreaded. 
I feel like things really started to fall apart in 8th grade. The long reading assignments 
became too much for me to handle on my own, even with accommodations. Finding a 
way to learn what was written in those pages became the biggest challenge. Sometimes I 
was able to find people who were willing to read some of my reading assignments to me. 
However, listening to someone read aloud to me while in a distracting environment (as 
this was often done in the learning center where other students went to complete their 
assignments and there were often many background conversations going on) was 
sometimes as hard as it was to find someone to read assignments to me. It was at this 
time that teachers took notice of my withdrawal, which stemmed from my feelings of 
defeat. I started sitting in the back of the classrooms in fear that I would be called upon 
in class. I didn’t want to look like the student who didn’t care to do the readings the night 
before. I had hoped no one would notice me. Filled with embarrassment and shame, I 
found myself becoming a student who was afraid of school. 

 
My biggest obstacles going forward were gaining access to educational resources and 
dealing with repercussions from inaccurate evaluations of my abilities. I remember 
attending a meeting between my mom and my English teacher to discuss my 
Individualized Education Program (IEP) in middle school. My English teacher described 
her frustrations that I was not taking notes in class. My mom expressed that I was 
supposed to be provided with a copy of class notes so that I could focus on the lecture to 
which the teacher replied, “Well, he has to learn at some point.” She demanded that I 
tried to take notes for myself if I was to receive any lecture notes from her. She added on 
that if I did not learn how to do those things, I would never be able to graduate from high 
school, if I ever even made it out of middle school. In another IEP meeting, a geography 
teacher told me that there is no such thing as “disabilities”, there are just “lazy people.” 
I think his intentions were to help me see that I could overcome my academic difficulties 
through effort. But, unfortunately, it was more complicated than that. After this point, 
there were no longer any friendly smiles exchanged in the halls with my teachers—the 
relationships were filled with frustration. Despite this, I was, with much difficulty, able to 
finish high school and graduate with my high school diploma.  

 
Literacy as an American Ideal and Its Relationship to the American Education System 

Literacy is a normative part of American culture. Not only is it important to 

possess reading and writing skills, but the mastery of these skills is expected of most 

American citizens. Additionally, what is normative is often perceived as ideal—thus, the 
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mastery of literacy is seen as an American ideal. In this section, I briefly examine the 

history of literacy and origins of the American academic system. Understanding history is 

essential in order to better understand how it has given rise to the value of literacy and its 

firm hold on the deeply rooted traditions and practices of the education system.  

From its inception and for a long period after, literacy remained a very restricted 

skill closely associated with statuses of wealth and power. During premodern Europe, 

books were hand-written and expensive to produce and thus, not widespread. Most books 

were also written in Latin, a language reserved only for the most educated of the 

population. Thus, most people were illiterate prior to the 15th century. It was not until the 

invention of the printing press by Johannes Gutenberg, a German inventor, artist, and 

goldsmith, in the mid-15th century that literacy began to spread beyond the very elite 

(O’Neill 2009). Its significance resided in its ability to preserve, organize, refine, and 

pass on information quickly and led to the massive dissemination of new ideas (ibid)—

accelerating the spread of the Renaissance throughout Europe. Furthermore, literacy 

facilitated the spread of religion throughout Europe and later, to the United States. This 

motivated the general population, who was still mostly illiterate at this point, to learn how 

to read. As a result, a particular importance was placed on those who did not know how 

to read, to learn and master this skill.  

Similar to the spread of literacy from Europe to United States, the American 

education system also holds its roots in its European lineage. For most European settlers 

arriving in America, they saw this country with its vast lands and limitless opportunities 

as a place of great promise—“the new World represented a chance for a new start” 

(Cohen & Kisker 2009:15). Even though the new colonies varied from one another as a 
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result of distinct social characteristics of its settlers, they all had one commonality—their 

traditions and practices, “the colonial laws, dress, culture, religion, professions, 

government, and child-rearing and educational practices” (ibid) were more or less 

modeled after their European forms. Their links to Europe shaped the development of the 

New World “as the colonists built their own societies with varying degrees of oversight 

from the parent country” (ibid:13).  

As such, the early beginnings of the American education system were shaped in 

this way. Many traditions and practices of education were modeled after the European 

education system. Cohen and Kisker (2009) discussed the development of institutions in 

the New World—“the nine colleges that were organized in the colonies were modeled on 

educational forms that had been developed in Europe over the prior five hundred years” 

(19). “Practically every aspect of contemporary higher education can be traced to the 

formation of universities in the latter part of the nineteenth century, and many to the 

colleges of the Colonial Era. Some aspects were present in the universities of medieval 

Europe” (ibid:1). As such, these educational practices and traditions are deeply rooted in 

its history and can be highly impervious to change. 

Because of the historical importance placed on literacy in Europe, a strong 

emphasis was also placed on the mastery of this skill when building the American 

education system. As a result, the American education system utilizes the “Three R’s” 

(reading, ‘riting, and ‘rithmetic) as the foundation to many educational programs in the 

country. Among these three skills, reading and writing, which comprise literacy, are very 

much emphasized. When we examine literacy in light of American ideals and the history 

of the education system, we can begin to see why there is such a strong emphasis placed 
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on this skill in the American academic system.  

Again, I want to emphasize that the importance is placed on the mastery of 

literacy and not the simple proficiency of it. As with many Western civilizations, literacy 

skills are deemed invaluable to American culture—possession and mastery of which 

affirms one’s intelligence in their social environment. Of course one’s intelligence is 

made up of many factors, but the mastery of literacy can serve to validate one’s 

intelligence. On the flip side, those who have difficulty mastering this skill are often seen 

as uneducated, regardless of their skills and abilities in other things. As a result, 

individuals with these difficulties, like those with learning differences, are often 

marginalized. This is particularly true when they are navigating the academic system.  

Intrinsically, the American education system has progressed into a venerable 

structure with deeply rooted practices and traditions. As Cohen and Kisker (2009) stated, 

“the history of higher education teaches appreciation for the power of tradition…this 

stability of form effects a counterpoise quite familiar to anyone who has attempted to 

modify any aspect of an institution” (1). The historically-engrained academic structures 

and practices serve to disadvantage groups of people that challenge these well-guarded 

traditions. To bring this topic into the purview of medical anthropology, I will discuss 

examples of these in terms of the concept of structural violence in the following section 

Structural Violence in the Academic System 

Structural violence, a term coined by Johan Galtung and popularized by 

physician-anthropologist Paul Farmer (2003), is used to describe ways in which social 

structures can serve to limit one's opportunities or promote harm to individuals. While it 

can oftentimes be subtle, the negative consequences of structural violence can also be 
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very extensive and far-reaching. While Farmer's use of structural violence largely focuses 

on those living in poverty, I draw on this concept to discuss the constraints on individuals 

with dyslexia within the academic system. My application of structural violence to this 

discussion can help us better understand how structures of power, in this case, the 

academic system, play a role in shaping the perceptions and lived experiences of those 

with dyslexia and other learning differences. In order to see how the academic system 

imposes structural violence, I will first give an example of how this is occurring with 

another marginalized group—native Hawaiians. This example is important in that it 

illustrates that this is not only occurring in those with dyslexia but for other groups who 

challenge the stability of the academic structure. I will then examine the structure of the 

academic system and the ways that too rigidly enforcing standardization can lead to the 

limiting of educational opportunities for these those with dyslexia. Moreover, this process 

of standardization is not unique to the United States but also occurs in other countries 

resulting in similar outcomes.   

Indigenous Hawaiians experienced circumstances similar to Native Americans 

when American and European settlers colonized the islands. As an independent nation 

prior to annexation and statehood, Hawaiians maintained control of their own cultural 

traditions and practices. However, these traditional views and practices were overthrown 

in favor of new ways of being introduced by foreign settlers. Hawaiians, like other 

Pacific Islanders, have strong oral traditions. Swanson (2008) emphasized that Hawaiian 

oral traditions are rich sources of information where methods can include chants, songs, 

and dance (like hula). Goodyear-Ka’opua, a well-respected native Hawaiian activist, 

educator, and founder of a Hawaiian charter school notes that oral traditions challenge the 
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importance placed on literacy that was introduced and promoted by European 

missionaries. She further argues that, literacy was ultimately used as a tool to 

disempower Hawaiians because it was European norms and traditions that were valued 

over local Hawaiian culture. This process of settler colonialism  

seeks to rid the land of collective Native presence and permanence in order to  
make way for and legitimize settler societies. Settler colonialisms are historically 
rooted, land-centered projects that are never fully complete, thus requiring 
constant effort to marginalize and extinguish Indigenous connections so as to 
secure control of land…[this is done] through the elimination of their sense of 
being a people, through the obstruction of a collective group’s ability to maintain 
their bonds with one another. As Indigenous studies scholars point out, settler-
colonial relations of power operate on logics of elimination whereby Indigenous 
connections to land and to each other are supposed to disappear. (Goodyear-
Ka’opua 2013:loc 644-666)  
 

In Hawaii’s case, this is enabled by the structures and practices of the academic system—

the public school system is used to naturalize these relations of power” (ibid:loc 654). As 

noted above, systems of power, like the education system, can marginalize and impose 

structural violence against those who challenge the system. Hawaiians challenge the 

American ideal by historically relying on oral traditions as a means of communicating 

cultural traditions, practices, values, and beliefs—rather than the written text. Oral 

traditions are in contrast to the emphasis placed on the written language as one of the 

primary means of teaching new information in mainstream American culture. As a result, 

Hawaiians, now considered a minority group amongst Americans, have been 

marginalized. The public education system in Hawaii has historically treated native 

Hawaiian students with inequality.  

 Within the system our youth are more often labeled ‘special ed’ or ‘behaviorally  
handicapped’. Furthermore, conventional public schools that have a 
predominantly Native Hawaiian population have a larger portion of uncertified, 
untenured teachers and have a higher frequency of being in restructuring or 
corrective action status under the conditions of No Child Left Behind. As 
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compared with non-Hawaiian students in Hawaii and all public high school  
students in the United States, Native Hawaiian youth have the highest rates of 
self-reported drug use and almost all other high-risk behaviors measured on the 
state’s biennial Youth Risk Behavior survey. (Goodyear-Ka’opua 2013:loc 672) 
 

Goodyear-Ka’opua (2013) describes these conditions as, not just those of inequality, but 

acts of “genocide and the heteropatriarchal logics of elimination characteristics of settler 

colonialisms and white supremacy” (loc 672). Native Hawaiian students continue to 

remain in a position of disempowerment within the public school system—so much so 

that existing school systems in Hawaii reinforce a persistent view that indigenous 

Hawaiian knowledge is less valuable than more recently viewed knowledges, like those 

from American and European settlers (ibid). In these ways, racism and structural violence 

is directly embedded in the very structure of the public education system in Hawaii. 

Hawaiian traditions of language and schooling serve as an example of how people have 

learned differently when literacy is not the central focus of cultural fluency. In other 

words, there are other ways of learning but those ways have been marginalized, thus 

resulting in Hawaiians having to take great efforts to fight for their right to learn in 

appropriate ways. 

This is similar to what is happening to those with dyslexia and other learning 

differences in the United States. Disablism, like racism or sexism, singles out and 

subjugates certain members in society based on perceived differences. In this case, it 

serves to oppress those in society viewed as possessing a disability. It is “a social, 

relational construct that is apparent in the ideologies, practices, and discourses practices 

in society” (Mazher 2012:70). Disablism is very much experienced in the academic 

setting for those with dyslexia. The dyslexic population, like the indigenous Hawaiian 

students, also challenges the well-guarded traditions of the American academic system. I 
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will now examine the structure of the American academic system and the ways that too 

rigidly enforcing standardization can lead to the limiting of educational opportunities for 

these those with dyslexia. 

The Structure of the American Academic System  

According to the United States Department of Education (2008), academic 

evaluation and assessment standards are considerably uniform across the American 

education system. Written evaluation and assessment tools are often used throughout the 

American education trajectory. This includes anything from state-specific assessments 

administered in primary and secondary schools, like the State of Texas Assessments of 

Academic Readiness (STAAR) and the Georgia Milestones Assessment System, to 

assessments required for admission to many colleges, like the SAT and ACT, and even 

assessments required for admission to graduate and professional school programs, like 

the GRE, NCLEX (for nursing school), MCAT (for medical school), and LSAT (for law 

school). Standardized assessments are used to assess individual capabilities, including 

knowledge, cognitive skills, and academic abilities (U.S. Department of Education 2008). 

Collectively, they can be used to evaluate general skills like reading comprehension, 

writing ability, grammar proficiency, math, and problem-solving. In the cases of higher-

level assessments, like graduate school entrance exams, they can also measure subject-

specific knowledge and comprehension. They are scientifically normed, machine-graded 

and administered under controlled conditions (ibid).   

There are some benefits to standardized testing. They are practical to use in that 

they are easy to administer and consume a relatively small amount of time. The results 

are quantifiable, which allow educators to ascertain students' proficiency levels, not just 
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individually but also on a regional, national, and even international scale (Columbia 

University 2013). Results from standardized tests also provide data that can be used in 

academic research to track trends and assess educational needs (ibid). These tools are 

useful in that they can provide insight on the overall quality and effectiveness of 

educational programs in the United States. Furthermore, a standardized education system 

was developed in order to meet the demands of efficiently educating a very large number 

of individuals. Any task of this magnitude requires some degree of standardization for 

successful implementation. In short, standardization can be a positive thing for many 

institutions, including the education system. However, there are several downsides to the 

overreliance on such standardization—these include the inability to account for a variety 

of learning styles and the encouragement of rote memorization and regurgitation of 

information rather than critical thinking. It can also lead to rigid educational policies.  

Children, and all humans for that matter, learn at different rates and in different 

ways. When a system is too rigid, it does not leave room for those differences; all 

students are expected to function and learn the same thing, at the same pace, in the same 

learning style and are evaluated in the same ways. Furthermore, students may not be 

actively engaged when learning even though active engagement could help promote 

creativity and critical thinking. According to Ennis (1989), “Subject matter knowledge 

often consists of a mass of rote-memorized subject matter that is not understood deeply 

enough to enable a student to think critically in the subject. Students are often taught and 

tested in a way that makes this a likely result” (6). A system of rote memorization and 

regurgitation of information does not allow students to put theory into practice. Again, 

this fails to encourage critical thinking and puts the students whose learning style is 
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incompatible with this format of teaching at a disadvantage.  

The standardization of the American academic system can also lead to inflexible 

education policies that can create barriers to academic performance in school-age 

children, adolescents, and young adults. This is not only the case in the United States but 

also in other countries that have a standardized curriculum. I will discuss examples of 

these in the section below. 

Academic Systems in Other Countries  

As I stated before, too rigidly enforcing a standardized curriculum severely limits 

the opportunities for students with varying learning styles. This is not only true of the 

American academic system but can also be found in other countries with similar 

standardization strategies. Teruyama (2014) studied the presence of hattatsu shogai—a 

term used in Japan to describe “developmental disabilities” including Learning Disability 

(LD), Attention Deficit Hyperactivity Disorder (ADHD), and Autism Spectrum Disorder 

(ASD)—in the Japanese education system.  

Postwar Japanese education is founded upon two contradictory ideologies 
regarding equality (Sawada 1979). One of these is based on a principle that 
assumed the same potential in all children and argues, on that basis, for equality 
of opportunity; the ideal is to provide the same opportunity to each and every 
child, so that every child has the same chance to make the most of their potential. 
In other words, this principle presupposes that every child is entering the school 
system with the same level of innate ability. This ideology constitutes the basis 
for Japan’s highly standardized and centralized curricular, which ensures equality 
of opportunity to each student enrolled in every public school nationwide while 
minimizing attention to individual difference and deflecting attention from the 
various social, economic, and cultural inequalities that exist outside of the school 
system. (Teruyama 2014:45)  
 

Teruyama (2014) noted that the education system of Japan, similar to the American 

education system, is described as “rigid and overly standardized” in the Japanese media; 

to the point that it is criticized by a newspaper columnist as being a “crucial deterrent to 
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the exploration of alternative methods of instruction for students who are falling behind” 

(29). Furthermore, she pointed out that the struggles experienced by the students are not 

seen as a result of the hattatsu shogai but as a “direct negative consequence resulting 

from the inability of the schools to accommodate those students” (ibid). Parents of 

students in Japan diagnosed with hattatsu shogai also have misgivings about this label 

being used in schools. They feel that rather than diagnosing and treating these students as 

if they have a disability, schools should be more tolerant of these differences and simply 

view them as kosei, or personality/character (ibid). The idea of a disability being a kosei 

“celebrates disability as a personal quality, rather than framing it as a deficiency or lack 

of capability” (ibid) and the parents criticize the Japanese academic system for being too 

rigid in trying to make all students fit in and failing to recognize these learning 

differences as matters of individuality. They condemn the use of public school practices 

such as rote memorization, utilizing standardized curricula, encouraging harsh 

competition, and heavily focusing on reading as a way to teach material (ibid). Instead, 

they push for alternative education experiences and teaching styles such as using games 

in class, encouraging a non-competitive atmosphere, and advocating for a fun learning 

experience (ibid). Students with learning differences in the United States could also 

benefit from the move away from this rigid, standardized system to one that encourages 

more individuality and suits more varied learning styles. 

Similar challenges are faced by those with dyslexia in the United Kingdom. A 

former prep school student committed suicide because of the stress he felt while 

preparing for his A-level exams. A-levels, similar to the SATs or ACTs in the United 

States, are exams that focus on academic subjects and are used by universities and 
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employers to evaluate the academic skills of their applicants (BBC 2015). Furthermore, 

admission to university level courses is usually dependent upon grades achieved on A-

level exams. This former prep school student was classified as “severely dyslexic” and 

had expressed that he was “dreading the onset of A-level exams” (Evans 2016). His 

anxiety level was such that he had attempted to commit suicide once prior to this point. 

The first day back to school after half term holidays, he had refused to go to school and 

spend most of the day secluded in his bedroom. Unfortunately, he was successful in 

taking his own life with the second suicide attempt. 

These examples illustrate how structural violence can manifest in lived 

experiences. Too rigidly enforcing a standardized curriculum severely limits 

opportunities for those with diverse learning styles—to the point that embodying the label 

can lead to stress and depression and, in some cases, can be a contributing factor to 

suicide. Additionally, standardized testing may be used and understood in different ways 

by different groups. For example, academic institutions use test results as a measure of 

overall student outcomes for the purpose of funding and assessing pay scale for teachers. 

Policy-makers may use test scores as a tool for system surveillance of educational 

institutions. In these cases, the focus is not so much on individual students but the scores 

of the overall student population. On the contrary, individual students may view test 

results as a reflection of themselves and their own intellectual abilities. As such, 

standardized tests are used and viewed differently by individual students/families and  

larger institutions.3  

 

 

3 As another example, even those in the real estate business may monitor academic performances of school 
districts because it could lead to changes in real estate values (Schwartz in The Dyslexia Quest 2017). 
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On the other hand, alternative educational models exist in other countries. In a 

study by Bjorn et al. (2016), the researchers directly compared the United States’ 

standardized model of education to Finland’s, which takes a different approach. While 

standardized assessments are widely used in the American education system, they are not 

found in Finnish schools (Sahlberg 2007). Bjorn et al. (2016) pointed out that, in general, 

educational professionals and policymakers agree that all students should have access to 

“highly flexible support frameworks” within general education classrooms (Bjorn et al. 

2016). However, most are also in agreement that some students require differentiated or 

individualized support and instruction (ibid), such as those with learning differences. This 

is where special education programs become relevant. While both the United States and 

Finland offer special education services to its students, where and the method with which 

it is carried out is where the two countries diverge. In order to receive special education 

in the United States, schools require students to meet specific eligibility criteria (Zirkel 

2011). Generally, an assessment by trained personnel is needed and a student must 

demonstrate a disability in a specific category (Bjorn et al. 2016). “Special education 

policies in the U.S. are bureaucratic. Our policies for determining eligibility and 

services—based on the medical model—are rigid, complex and prescriptive” (Kinlan 

2011:para 4). Depending on the student’s individual needs and severity of symptoms, he 

or she may receive special education in the general classroom or they may be placed in 

self-contained classroom or schools in order to receive specialized services (Bjorn et al. 

2016; Berkeley et al. 2009). Bjorn et al. (2016) analyzed the response to interventions 

(RTI)—that is, a process used by educators to help students with academic difficulties—

in the United States and found that it was primarily intended for early diagnosing and 
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prevention of learning disabilities. In other words, it is an “early intervention approach 

that can improve the academic performance of at-risk students” (59). On the other hand, 

the RTI in Finland is more aimed at supporting students in their overall learning (ibid). 

Eligibility for special services in Finland is not as rigidly defined as in the United States. 

Rather than relying on assessments from licensed personnel, eligibility is mainly defined 

within schools by teachers, special needs teachers, and parents (Itkonen & Jahnukainen 

2007; Itkonen & Jahnukainen 2010). A formal diagnosis is not needed and, accordingly, 

this also means that there are no formal criteria for support (Bjorn et al. 2016). 

Furthermore, most support is provided in the general classroom rather than self-contained 

classrooms or special schools where special education teachers serve as co-teachers 

within regular classrooms (Bjorn et al. 2016; Thuneberg et al. 2014).  Bjorn et al. (2016) 

concluded that, in the Untied States, “special education services have been deemed a very 

separate system in comparison with general education [but] this appears to be less so in 

Finland” (60). Furthermore, “the origins of the RTI in the United States seem to be 

related to the renewal of diagnostic procedures whereas the Finnish framework primarily 

echoes administrative systematization of the support provided in schools” (ibid). The 

Finnish RTI is not a framework used for diagnosing disabilities; rather, it is a framework 

for “structuring and systematizing support services for all students” (ibid:63). I discuss 

the education system in Finland as an alternative educational model to illustrate that there 

are models that differ from the standardized structures that exists in the U.S., Japan, and 

the U.K.  

Overall, the question is not whether or not to standardize, but rather how can we 

prevent this standardized system from becoming so rigid that it can cause harm. 
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Standardization clearly does not benefit all individuals. Within the historically-embedded 

traditions of the American education system, rigid standardization leads to structural 

violence against those with dyslexia and other learning differences. I will provide more 

specific examples in which the academic system limits educational opportunities for 

students with dyslexia in Chapter 3. In the following section, I discuss social 

contributions to the perceptions of dyslexia and how these perceptions diverge from lived 

experiences. It is this divergence that contributes to the marginalization of these 

individuals.  

Social Contributions to the Perceptions of Dyslexia 

The ways in which cultural and social factors influences our ideas of what is 

normative happens very subtly—so subtly that people may not even notice that they are 

being influenced at all. Bourdieu’s (1984) discussion on habitus supports this notion. 

Habitus, as described by Bourdieu, encompasses the unconscious yet deeply embedded 

tendencies that guide behavior and thinking. They are predispositions in our thinking that 

are culturally created and reinforced through socialization. It is “the ways in which the 

body develops habitual ways of relating to broader socio-political environments and 

relations” (Edwards & Imrie 2003:242). Habitus is also influenced by a complex 

interplay between one’s past and present (Reay 2004). They are “permeable and 

responsive to what is going on around them. Current circumstances are not just there to 

be acted upon, but are internalized and become yet another layer to add to those from 

earlier socialization” (Reay 2004:434). Therefore, one’s habitus is a product of early 

childhood experiences; in particular socialization within one’s family, but it is also 

continually restructured by one’s encounters with the world around them (ibid). 
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Furthermore, not only is habitus composed of perceptions and ways of thinking 

but it is embodied (ibid)—it is expressed through ways of “standing, speaking, walking, 

and thereby of feeling and thinking” (Bourdieu 1990:70). It predisposes individuals to 

behave in certain ways (Reay 2004; Edwards & Imrie 2003), usually congruent with the 

position one holds in his or her social group or social norms. In this way, our social roles 

can constrain us—“choices are bounded by the framework of opportunities and 

constraints the person finds himself/herself in, her external circumstances” (Reay 

2004:435). Dominant classes have greater access to and possession of cultural and social 

capital thus giving them the ability to define their bodies and lifestyles as superior 

(Bourdieu 1990; Edwards & Imrie 2003).  

In other words, habitus is composed of an individual’s perceptions and actions 

based on socialization with the world around them; it is continually changing based on 

their encounters with their environment and is usually constrained by one’s social roles. 

“For Bourdieu, the habitus provides an understanding of how people respond 

appropriately, and often unconsciously, to different situations, events, and interactions 

with other people” (Edwards and Imrie 2003). I am using Bourdieu’s (1984) concept of 

habitus to highlight the subtle social contributions that take part in the shaping of the 

perceptions of dyslexia. Later, I will also use this notion to discuss the embodiment of 

disability. Application of habitus reminds us that literacy is a normative part of American 

culture. The possession and mastery of literacy skills is expected; thus, any difficulty 

with this results in the disablement of individuals. This is reinforced throughout the 

public, medical, and educational spheres. I will discuss each of these in more detail 

below. 
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Public Sphere  

One of the most important questions to ask when examining the social and 

cultural influences of dyslexia is, how is it portrayed to the general public—through 

avenues such as the media, newspaper articles, and public and political figures? Public 

awareness of learning differences at home, in schools, and in the workplace is increasing. 

Over the years, dyslexia has had its share of screen time, both in movies and in television 

shows. More literature on dyslexia and other learning differences, like books for parents 

or self-help books, are being published. Unfortunately, the broad understanding of what 

dyslexia is or what it means to be dyslexic in the United States is often misrepresented. 

“The disability images that do appear in the media either reinforce the shame by the 

stereotypical portrayal or convey a superhero quality to attempt to achieve the 

‘perfection’ so valued in not being disabled” (Onken & Slaten 2000:102). Together, these 

depictions contribute to the “disabled” or “gifted” side of being dyslexic in the public’s 

eye—neither of which is fully accurate. 

Prior to becoming president of the United States, then-senator Barack Obama 

gave a speech entitled “Literacy and Education in a 21st Century Economy” in 2005. 

Obama stated that “literacy is the most basic currency of the knowledge economy we’re 

living in today”. He described an economy that is long gone—one where individuals 

could still enter the workforce, whether it was on a farm or in a factory, as a high school 

dropout with an elementary reading level. This economy has been replaced by the 

“knowledge economy” we have today—one that requires literacy in order to be 

successful. In this modernized economy, competition for jobs is fierce and the required 

necessary skills are more demanding. These new industries require “innovative thinking, 



25 

detailed comprehension, and superior communication” (Obama 2005). “Before our 

children can even walk into an interview for one of these jobs; before they can ever fill 

out an application or earn the required college degree; they have to be able to pick up a 

book, read it, and understand it. Nothing is more basic; no ability more fundamental” 

(ibid). Obama delivered a powerful message. He conveyed the increasing importance of 

literacy in our current economy. By acknowledging that reading is “the gateway skill that 

makes all other learning possible”, Obama’s speech reinforces the American ideal that 

literacy is a skill that must be mastered. While this speech was given to advocate for the 

value and importance of education, the downside for those with dyslexia is that is implies 

that those unable to master literacy will find it difficult to be successful in life.  

Over the years, dyslexia has also been represented on television shows or in 

movies. Some involve characters overcoming their academic difficulties despite their 

dyslexia and achieving success in their lives. Television shows such as The Cosby Show 

and Grey’s Anatomy both portray characters who have dyslexia. Theo Huxtable, from 

The Cosby Show, was one of the first dyslexic characters depicted on TV. At the 

beginning of his journey, he struggled with school. He made bad grades and had a hard 

time understanding why he had such difficulties. However, in an episode titled, Theo’s 

Gift, he found new ways to study to improve his grades and he ended up going to college 

and graduating with a degree in psychology. In the medical show, Grey’s Anatomy, one 

of the doctors, Cristina Yang, was said to have been diagnosed with dyslexia at a young 

age. However, she stated that she persevered and was able to make straight A’s 

throughout medical school. She is one of the top performing medical residents in her 

class. In these two representations, the focus is largely on the ability of the individuals to 
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adapt and work around the system, thus seemingly overcoming dyslexia. Unfortunately, 

this is not usually the case. As I will discuss in the next chapter, the experience of 

dyslexia is influenced by many factors such as the severity of dyslexic symptoms and the 

presence of comorbid disorders such as ADHD. Thus, dyslexia can be viewed on a 

spectrum—while those on the mild end may not experience as much difficulty with 

working around the system, those on the severe end may have a much harder time coping 

with it. Either way, dyslexia is not a monolith. These two depictions fail to take these 

factors into account thus portraying a very flat representation of dyslexic experiences, 

making all experiences of dyslexia seem uniform. 

Famous actors and actresses have also publically shared their experiences with 

dyslexia. For example, Gwen Stefani, a well-known singer, songwriter, actress, and 

creator of a popular fashion line, has publically spoken about her challenges with writing 

and spelling. However, she is known among her close friends and family as being very 

creative, even as a child, despite these challenges: “It was such a turning point to find out 

I had a talent and I had something to contribute, somewhere” (Stefani in Eide 2016). 

Richard Branson, billionaire and the CEO of Virgin Records, also opened up about his 

experiences with dyslexia as a child. He revealed that dyslexia made school a struggle for 

him. “I struggled with dyslexia when I was at school, long before it was widely known—

my teachers just thought I was stupid, lazy, or both” (Branson; Snyder 2015). However, 

instead of acting as a roadblock, he used it as an opportunity to succeed. He expressed 

that his dyslexia made him a better businessman: 

There are still many dyslexics out there, especially young people, who feel held 
back by their condition. I used my dyslexia to my advantage and learned to 
delegate those tasks I wasn’t so good at. This freed me up to look at the bigger 
picture, and is one of the main reasons I have been able to expand the Virgin 
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brand into so many different areas. (Branson in Snyder 2015)  
 

These experiences acknowledge that dyslexics deviate from perceived norms of 

intelligence. Again, the downside to these portrayals is that it can also send the message 

that all dyslexic experiences are uniform and fall on the mild end of the spectrum. Thus, 

the portrayal that everyone can adapt to the system and overcome dyslexia is too simple. 

It neglects the diversity of dyslexic experiences where the degree of dyslexia makes it 

more or less possible to navigate within a society that values literacy. The focus is 

therefore fixated on those who have figured out coping skills that allow them to “pass” in 

a literate society. Some individuals with dyslexia have discussed how this depiction is an 

inaccurate representation—“I don’t really get, like, it doesn’t go away. And, like, what 

really annoys me is when people say, like, ‘Oh yeah, I had dyslexia once. Yeah, well I 

had it, it’s gone now.’ Not, it’s not, it’s just not how it works” (The Big Picture 2012). 

However, these cases also depict that those with dyslexia can also have unique gifts 

alongside their disability. This “dyslexic advantage” or “dyslexic gift”—in other words, 

despite difficulties with the written language, people with dyslexia possess other traits 

and talents that they excel in—is similar to the assumption that many individuals 

diagnosed with autism also have savant syndrome. It is mentioned in books like In the 

Mind’s Eye: Visual Thinkers, Gifted People with Dyslexia and Other Learning 

Difficulties, Computer Images and the Ironies of Creativity by Thomas West and The 

Dyslexic Advantage: Unlocking the Hidden Potential of the Dyslexic Brain by Brock 

Eide and Fernette Eide. In this way, dyslexia is viewed as being a “gift” and those with 

dyslexia are seen as possessing traits and abilities beyond what they would have 

possessed if they were not dyslexic.  
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On the flip side, other portrayals of dyslexia send the message that individuals 

with learning differences are stupid or lazy. As Onken and Slaten (2000) mentioned, 

these portrayals reinforce the negative stereotypes of dyslexia. In the movie Big Daddy, 

Adam Sandler’s character, Sonny, was teaching his friend, Nazo, how to read. 

Throughout the movie, Nazo is seen struggling with written language. The most notable 

and perhaps most negative remark in the movie is when a five-year old boy makes the 

comment, “That guy doesn’t count, he can’t even read.” Children, lacking the polite 

filters that many adults have, often verbalize what adults may hold back—giving voice to 

the cultural norms that they perceive. This statement highlights that the child thinks the 

man’s inability to read is abnormal and that his opinion and his worth is discredited 

because of that. In the movie, the child is scolded not for failure to accept someone’s 

difference, but for pointing it out. 

Lastly, even the day-to-day conversations with those around us can bolster the 

importance of literacy in our minds. Imagine two parents at the park, both with their 

toddlers in tow, having an innocent conversation about the milestones that their children 

have recently met. One parent says to the other, “My son has learned his ABCs thanks to 

the early learning program he is enrolled in! Has your daughter learned her ABCs yet?” 

When the other parent replied, “No, not yet”, the first parent responds, “Well, you better 

start looking into putting her into a program so she can start learning these skills. You 

know how competitive schools are nowadays. You don’t want her to start school already 

behind, do you?” This not only casts doubt and worry into the mind of the second parent 

about her daughter possibly lagging behind, but again, this sends the powerful message 

that literacy is an important skill to master, even at a very young age. The bottom line is 
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these social contributions, our habitus, reinforces the culturally and historically-rooted 

notions of American ideals and influences the general public’s perceptions of dyslexia. 

Unfortunately, neither representation is fully accurate, with the reality falling somewhere 

in between the two extremes. 

Medical Sphere  

How is dyslexia perceived in the medical sphere and by medical professionals? 

The medicalization of learning differences will more thoroughly discussed in Chapter 2, 

but the general consensus in the medical realm is that dyslexia is a result of neurological 

abnormalities that deviate from the typical brain. The emergence of brain-imaging 

studies, such as functional magnetic resonance imaging (fMRI) and positron emission 

tomography (PET), helped to identify physical differences between the brains of non-

dyslexic and dyslexic individuals. Therefore, medical professionals generally focus on 

the neurological abnormalities of dyslexic brains as the cause of reading and academic 

difficulties. This representation categorizes dyslexia as a medical problem, and thus must 

be treated as such.  

Although there are no biomedical treatments available for dyslexia in the form of 

medications (like there are for ADHD, for example), there are interventions used to target 

the neurological differences in the brains of dyslexics. These interventions, similar to 

physical and occupational therapy for those with physical impairments, are aimed at 

rehabilitating and strengthening neurological pathways. One example of this type of 

therapy is a program at Marylhurst University, called H.E.L.P.—Help Eliminate Learning 

Problems. This program is offered to individuals with dyslexia, ADD/ADHD, and 

behavioral problems such as poor concentration, poor spelling and writing skills, and 
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visual and auditory memory (among other difficulties) that lead to struggles with 

studying (H.E.L.P. 2017). The goal of this type of therapy is to isolate the root of learning 

problems and strengthen cognitive functioning in order to decrease difficulties with 

learning. H.E.L.P. offers testing, evaluation, and treatment for adults and children with 

learning problems and its mission is to improve the way individuals with learning 

difficulties process information, “thereby increasing their understanding, communication, 

educational and employment potential and quality of life” (ibid).  

I want to make the distinction between two types of interventions—those that 

target neurological causes of dyslexia (biomedical) and those that target educational 

difficulties of these individuals (educational). The H.E.L.P. program heavily focuses on 

the neurological explanation for the cause of dyslexia, thus falling under the biomedical 

aspect of treatment. Educational interventions, i.e. classroom accommodations, remedial 

classes, etc., exist within the academic sphere and are aimed at helping individuals 

navigate the education system. However, it is important to note that the biomedical 

sphere also has an influence on the types of educational interventions provided and ways 

in which these are carried out. Educational interventions and the ways in which the 

biomedical realm influences these interventions will be further discussed in Chapter 3. 

Educational Sphere  

The strong emphasis placed on the mastery of literacy skills in the US system 

leads those within the educational sphere to view dyslexia as a condition that imposes 

challenges to learning. Thus, these students require accommodations and therapy to help 

them reach academic goals. Many in-school accommodations and other educational 

programs focus on rehabilitating those who are lagging behind in their academic skills, 
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most notably in reading, writing, and math. Students requesting accommodations in 

school are required to provide official documentation of their “disability”. Personally, I 

was referred to an educational psychologist for a full cognitive evaluation and dyslexia 

diagnosis before I qualified for any academic accommodations. Recently, the state of 

Missouri has been in the news for a state law signed by Missouri Governor Jay Nixon 

requiring all Missouri public schools to test students for dyslexia starting in the 2018-19 

school year (Crouch 2016). The idea behind this legislation is that children with dyslexia 

need to be identified and identified early so accommodations can be put into place and 

they can start receiving interventions as early as possible. While this legislation was 

passed with the intention to help identify students that have previously gone undiagnosed, 

this serves to marginalize those with learning differences in the academic  

setting.4 These students are often viewed as lacking the ability to achieve the same 

educational outcomes as their peers without outside assistance. They are often 

segregated, at least for part of their school day, for extra tutoring or remediation. They 

may be placed apart from their peers during examinations, especially if a reader and/or a 

scribe is assigned. Publically removing a student from their classroom to receive special 

education assistance can serve as negative labeling as it sets them apart from their peers 

and can result in stigmatization (Barga 1996). I will be further discussing the resulting 

consequences of “disability” labeling within the academic system in Chapter 3.  

4 Although not the focus of my study, Foucault’s discussion on biopower can help us to understand these 
policies of rehabilitation. “Through the concept of biopower, French philosopher and historian Michael 
Foucault seeks to explain how biologic and medical data are used by institutions of modern world to define, 
count, divide, and—in a word—discipline populations” (Hanna & Kleinman 2013:loc 896). Foucault gives 
examples of political institutions in the seventeenth- and eighteenth-century that practiced this—insane 
asylums, the prison system, and clinics (ibid). He illustrated how these institutions constructed norms of 
sanity, legality, and health, which was later inherited and, over time, accepted as natural (ibid). This is a 
similar process to the dyslexia testing that the State of Missouri is requiring of its students. It acts as a 
screening process to identify students who are not adapting to the standards of the education system, 
thereby encouraging norms of literacy in the academic setting. 
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Conclusion 

What is considered a “disability” in a given society depends on the values and 

ideals of that society and since these diverge across different cultures, so do the concepts 

of “disability”. Within the United States, the ideal of literacy for all its citizens 

contributes to the notion that dyslexia is a “disability” and leads to the marginalization 

and medicalization of these individuals. Analyzing the history of literacy and the 

American education system shows us why there is such an importance placed on the 

mastery of these skills. Literacy is viewed as a normative part of American culture, thus 

contributing to it being viewed as an American ideal. Historical roots from its European   

predecessors highly influenced the formation of the public school system in America and 

with it, created well-guarded academic practices that can lead to the marginalization of 

groups that challenges these traditions. This results in the structural violence against 

groups like those with dyslexia and other learning differences. Unfortunately, these 

inequalities are embedded directly into the standardized structure of the school system, 

which makes it all that much harder to enact changes. Moreover, this is not unique to the 

United States; structural violence against these groups is present in other countries with 

similar standardization practices, such as Japan and the United Kingdom.  

Social contributions, like the day-to-day interactions to which we are exposed in 

the public, medical, and educational spheres, can also subtly influence the public’s 

perceptions of dyslexia. Unfortunately, these perceptions are often different from the 

actual lived experiences of dyslexia. These divergences are points where further 

marginalization can occur. In the next chapter, I will discuss the medicalization of 

dyslexia in order to provide an understanding of how this process creates “disability” 
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labels and contributes to perceptions that can affect lived experiences.  
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Chapter 2 

Around 4th or 5th grade, I was started on a medication to help me focus in school. At this 
time, I remember not understanding why I needed help focusing and, for that reason, I 
made up ways that it helped me when I was asked by my mom and the doctor prescribing 
it. With this new medication, I had to visit the doctor once a month for blood draws. It 
only consisted of getting my finger pricked but I remember experiencing a sinking feeling 
every time I had to go in. Around 6th grade, I was put on Ritalin. After some time, I could 
not stand taking it anymore because I did not like how it made me feel while I was on it 
so I started routinely putting it down the drain without my mom knowing. By middle 
school, I was on 2-3 different kinds of medication and the monthly blood draws 
continued. By the time I reached high school, I had been diagnosed with dyslexia, 
Attention Deficit Disorder (ADD), Attention Deficit Hyperactivity Disorder (ADHD), and 
dysgraphia. 

 
In this chapter, I begin by discussing the rise of biomedicine in the United States. 

The dominant medical model in any society is a cultural product. In the United States, the 

biomedical model, where the focus is primarily on the physical causes of disease, became 

increasingly more influential because it satisfied a need to separate the intangible mind 

from the physical body. This discussion is important because it situates biomedicine in 

the United States and helps to illustrate how dyslexia and other learning differences have 

been medicalized under this model. I will then illustrate historically how dyslexia and 

other learning differences have been pathologized by biomedical practitioners. I discuss 

how biomedicine provides a neurological explanation for the causes of and risks 

associated with dyslexia, which also influences the treatment of it. The diagnostic 

categories and labels resulting from these explanations, in turn, have an impact on lived 

experiences of those living with these labels. As a result, disablism, marginalization, and 

structural violence occur. I conclude that given that pressures to fit into a literate society 

cause harm to individuals (as noted in the previous chapter), we must rethink our 

understanding of dyslexia and question how much influence we allow biomedicine to 

have on the perceptions of learning differences.  
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The Rise of Biomedicine in the United States 

 What is the biomedical model and how did it come to power in the United States? 

“The medical model is primarily concerned with an analysis of the physical body, or 

propagating a medical orthodoxy which conceives bodies as objects to be cared for 

through the application of medicine and rehabilitative techniques” (Edwards & Imrie 

2003:241). This model, which provides a linear, unidirectional view of health as an 

absence of disease and disabilities as deviations from a “normal” healthy state (AAOP 

2009), is the predominant model used in the United States. Based on this model, disease 

categories are viewed as solely based in science; disease is the consequence of a physical 

abnormality, whether from a foreign body or an inborn trait that causes it to malfunction. 

Under this view, treatments and interventions are aimed at moving the individual from a 

“disabled” state to a “normal”, healthy state (ibid). It is important to discuss biomedicine 

and its influence on health and illness in the United States because it aids in the 

explanation of the medicalization of learning differences and how this can, in turn, play a 

role in the perceptions and lived experiences of dyslexia. I will begin by discussing the 

history of biomedicine and how it has become as influential as it is in our society today.  

Scheper-Hughes and Lock (1987) discussed the rise of biomedicine in their work 

entitled, The Mindful Body. “A singular premise guiding Western science and clinical 

medicine…is its commitment to a fundamental opposition between spirit and matter, 

mind and body, and…real and unreal” (Scheper-Hughes & Lock 1987:8). This notion, 

which is the underlying principle to the biomedical model, views our biology and our 

material body as separate and distinct from our mind. As such, rather than considering 

social or environmental factors as having influence on our health, the biological 



36 

abnormalities underlying any disease are the “real” causes of the illness. Under this view 

then, the way to achieve health or to cure a disease is to treat the underlying biological 

cause. Scheper-Hughes and Lock (1987) discussed an incident that occurred during a 

grand rounds presentation with a group of first-year medical students. The medical 

students were assessing a middle-aged woman suffering from chronic headaches. The 

woman spent some time describing her life at home, including an abusive alcoholic 

husband, a senile and incontinent mother-in-law whom the patient has spent the past five 

years providing care for, and a teenage son who is flunking out of high school. After 

some time, the medical students grew restless and one finally interrupts the professor to 

demand, “But what is the real cause of the headaches?” As Scheper-Hughes and Lock 

(1987) pointed out, “The medical student, like many of her classmates, interpreted the 

stream of social information as extraneous and irrelevant to the real biomedical diagnosis. 

She wanted information on the neurochemical changes which she understood as 

constituting the true causal explanation” (8).  

This way of thinking is characteristic of clinical biomedicine and dates back to 

Aristotle’s notion that the tangible body should be separate and distinct from the mind 

(ibid). This thinking can also be found in the Hippocratic corpus (ca. 400 B.C.) as a basis 

for clinical practice which came about when Hippocrates set out to destroy the remnants 

of “magico-religious thinking about the human body and to introduce a rational basis for 

clinical practice that would challenge the power of the ancient folk healers” (ibid:9). 

Here, I want to note that the dominant medical model in any society is a cultural product. 

In the case with Western culture, the biomedical model became the dominant model 

because it satisfied a need to separate mind from body. Rene Descartes is recognized for 
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framing the ideas from which contemporary biomedical theories of the human body 

originate (ibid). Keeping true to his statement, “Cogito, ergo sum—I think, therefore I 

am,” Descartes was “determined to hold nothing as true until he had established the 

grounds of evidence for accepting it as such” (ibid:9). He made the distinction between 

two substances that he believed made up the human organism: palpable body and 

intangible mind. By separating the mind and body into two distinct components, it paved 

the way for biology to take center stage in the study of the human body, thus the 

dominance of the biomedical model started to grow.  

Unfortunately, while this model can be useful for infectious diseases such as 

influenza, tuberculosis, or cholera, it is much less useful for differently-abled populations 

like those with learning differences. This is true for conditions that are normal aspects of 

the human life cycle but become pathologized, like pregnancy and menopause. Because 

of other influences such as environmental, social, and political factors that can impact the 

illness experience, the biomedical model can be rather limiting in its view. When looking 

at learning differences, or any illnesses for that matter, this model focuses on the material 

body—the physical differences that cause symptoms of disease—rather than other factors 

that can impact lived experiences, such as social and cultural influences. Martin (2012) 

relayed that what the biomedical model leaves out are “the anthropological insight that 

relationships and practices imbued with meanings are a life lived, not merely a symptom 

of an underlying physical truth” (loc 656). In this case, it would be more holistic to take a 

medical anthropological approach and utilize a sociocultural perspective, which takes 

these factors into account. By studying the dyslexic experience using this perspective, we 

can critique the biomedical model as a cultural product on one hand, and demonstrate 
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how people’s perceptions about dyslexia continue to be shaped by this model on the 

other. In the following section, I analyze how this dominant biomedical model in the 

United States has contributed to the medicalization of dyslexia and other learning 

differences.  

The Medicalization of Dyslexia and Other Learning Differences 

As I previously stated, the process of medicalization is described as the way in 

which human conditions are pathologized—where they begin to be viewed and treated as 

medical conditions rather than social ones (Conrad 2008). “During the 1970s and 1980s, 

medicalization (a concept first formulated by Irving Zola) was usually used to convey the 

idea of a unilateral imposition of power over the bodies of unsuspecting target groups, 

most often patients (Conrad 1992; Zola 1972)” (Lock 2001:481). Anthropologists and 

other social scientists have criticized that the process of medicalization often deflects 

attention social and political forces that contribute to the incidence of disease (Lock 

2001). “Subjectivity and symptom reporting are subsumed into medical pathologies and 

standard deviations from medical norms, and the focus of attention is on the bodies of 

individuals, who are essentially made responsible for their own conditions” (ibid:481).  

The tendency to medicalize dyslexia is evident by the terms used to define the 

condition by national agencies and professional organizations such as the American 

Academy of Pediatrics (AAP) and the National Institute of Neurological Disorders and 

Stroke (NINDS). For example, the NINDS (2015) defines dyslexia as a “brain-based type 

of learning disability that specifically impairs a person’s ability to read” (para 1). The 

AAP (2015) contributes the cause of reading difficulties to stem from the brain, either 

“reversing, inverting, or missequencing the information it received from the eyes” (para 
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1) or taking a longer than typical amount of time to connect meanings to the words it 

sees. The medicalization of dyslexia is also evidenced by its inclusion (along with other 

learning differences) in The American Psychiatric Association’s Diagnostic Statistical 

Manual of Mental Disorders (DSM) since 1980.  

Before diving too deep into the discussion of the medicalization of dyslexia, it is 

important to analyze the rich history of disability rights movements and how it has 

resulted in making disabilities increasingly visible in the United States. Rapp and 

Ginsburg’s (2012) studies on disability worlds provides insight on this topic.  In the early 

part of the twenty-first century, children with visibly noticeable disabilities were largely 

absent in the public sphere. They were “institutionalized, medicalized and often hidden 

from public view” (Rapp & Ginsburg 2012:loc 2814). However, a movement for the 

deinstitutionalization of children with disabilities in the 1970s caused an influx of both 

young and older children back into their families and communities (ibid). It is this 

movement to unite these children with their families that led to various legislative 

changes made to account for the growing population of differently-abled children in the 

academic setting. (These changes will be further discussed in Chapter 3). In turn, this 

raised public awareness of learning differences and interest in this topic moved beyond 

the academic realm (ibid). Neurological differences caught the attention of professionals 

in fields like neuroscience and genetics which “offer[ed] new scientific explanations of 

atypical learning patterns, while simultaneously reinforcing diagnostic categories” 

(ibid:loc 2881) such as learning disabilities (LDs), attention deficit hyperactivity disorder 

(ADHD), and autism.  

When we examine the foundation and historical perspectives of learning 
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differences, we find that interest in this topic took root in Europe in the late 1800s. 

Rudolf Berlin, a German ophthalmologist, was the first known person to coin the term 

“dyslexia” in 1887, using it to describe a patient who had lost the ability to read due to a 

brain lesion (Guardiola 2001:6). A general practitioner named Pringle-Morgan later 

reported the first case of developmental dyslexia on November 7, 1896 and he, together 

with Hinshelwood, an ophthalmologist, speculated that these difficulties with reading and 

writing were caused by a congenital, visual processing deficiency (ibid). It was not until 

the 1920s that researchers in the United States took interest in the work of their European 

counterparts. In 1925, Dr. Samuel T. Orton, an American neuropathologist, proposed the 

first theory of the cause of dyslexia, emphasizing mixed cerebral dominance as being the 

culprit behind many cases of reading difficulties (Hallahan & Mercer 2001). In 1963, the 

category of “learning disabilities” was formally introduced by Samuel Kirk (1962), who 

defined it as: 

a retardation, disorder, or delayed development in one or more of the processes of 
speech, language, reading, writing, arithmetic, or other school subject resulting 
from a psychological handicap caused by a possible cerebral dysfunction and/or 
emotional or behavioral disturbances. It is not the result of mental retardation, 
sensory deprivation, or cultural and instructional factors. (263) 
 

We can see that, from its inception, dyslexia and “learning disabilities” have been 

medicalized to some degree, driven by the desire to find a neurological cause to these 

differences. However, an important point to consider is why dyslexia has been 

medicalized in the first place, considering there are no biomedical treatments in the form 

of medications to promote. Perhaps because comorbidities to dyslexia, such as ADHD, 

can be medicalized, there is also a tendency to frame dyslexia in this way. Also, as stated 

earlier, the emergence of brain-imaging studies, such as functional magnetic resonance 
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imaging (fMRI) and positron emission tomography (PET), helped to identify physical 

differences between the brains of non-dyslexic and dyslexic individuals. Dyslexic brains 

have been shown to have “abnormal anatomy” of the cerebral white matter (El-Baz et al. 

2008). These studies have also shown a “neural deficit” during phonological processing, 

most notably a decrease in activity in the left temporal-parietal cortex (Temple et al. 

2003; Saygin et al. 2013). This advancing medical technology served to validate the 

“disability” aspect of these learning differences and further encouraged the 

medicalization of it. Furthermore, different groups, such as students, parents, educational 

professionals, and educational institutions advocate for a diagnosis for various reasons. 

As I will further discuss in Chapter 3, diagnostic labels help students make sense of and 

gives meaning to their struggles. Furthermore, it can also help parents/guardians better 

understand and advocate for their children’s needs. It serves as a way for 

parents/guardians to secure their children’s rights to equitable educational opportunities. 

Educational professionals and educational institutions use diagnostic labels in similar 

ways—to help them understand the types of interventions they need to provide and 

implement for these students. All of these groups have an influence on why dyslexia 

continues to be medicalized. Next, I will discuss how the biomedical sphere diagnoses 

and dictates treatment for those with dyslexia. 

Diagnosing and Treating Dyslexia 

 In this section, I will provide an understanding of how biomedicine explains the 

causes of and risks associated with dyslexia, thus creating diagnostic categories and 

labels for those with this condition. This will help us to better understand how dyslexia is 

viewed from a medical standpoint and the impacts of being labeled dyslexic.  
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There are many perspectives used to explain the possible cause(s) for dyslexia—

in other words, different ways in which learning differences have been pathologized. 

Some focus on the psycho-linguistic factors; that is, the interaction between 

neurobiological and psychological factors that influence language acquisition and 

development (Lundberg 2002). The phonological core deficit model explains that “a 

difficulty in the phonological component of language, often operationalized as a deficit in 

phonological awareness, is the primary cause of reading problems in children with 

dyslexia” (Catts et al. 2016:2). According to this model, dyslexics have difficulty 

deconstructing written words into smaller units, or phonemes. This prevents those with 

dyslexia from quickly and efficiently identifying words which then greatly prohibits the 

reader from gaining meaning from written texts (ibid).  

Others focus on the biological defects or differences. This includes the biomedical 

view as described above, which contributes to the view of dyslexia as a neurological 

“impairment” or “disability” and is the predominant perspective in the United States. 

Findings from a study by Saygin et al. (2013) indicated that “the left arcuate fasciculus, 

which connects anterior and posterior language regions of the human brain and which has 

been previously associated with reading ability in older adults, is already smaller and has 

less integrity in kindergartners who are at risk for dyslexia because of poor phonological 

awareness” (Saygin et al. 2013:13251). Perrachione et al. (2016) recently published an 

article highlighting the reduced neurophysiological adaptation in adults and children with 

dyslexia. They found that the brains of individuals with dyslexia exhibited fewer signs of 

neural adaptation, a trait that helps acclimate the brain to repeated input like spoken 

words, written words, and visual objects. “These results highlight a dysfunction of rapid 
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neural adaptation as a core neurophysiological difference in dyslexia that may underlie 

impaired reading development” (Perrachione et al. 2016:1383). These two studies focus 

on the biological defects associated with dyslexia. As such, treatments under this model 

are aimed at treating the neurological causes of dyslexia. Like the H.E.L.P. program at 

Marylhurst University discussed in Chapter 1, the goal is to fix the root of the problem, 

which lies in the brain. Thus, interventions like spatial, directional, and tactile brain 

processing tasks are used to help individuals work around their dyslexia. While there are 

no specific medications aimed at treating dyslexia, certain medications may be used to 

treat comorbid conditions, such as ADHD, depression, and anxiety disorder. These 

medications may help alleviate some symptoms for some individuals but the ultimate goal 

is to help individuals better fit into the system’s expectations. For example, medications 

for ADHD can help alleviate symptoms of hyperactivity, which helps them better fit in a 

classroom setting and develop more effective study habits. Again, the emphasis here is 

how to help the individual better fit into the system with medications. Much like 

prescribing pain killers for recurring headaches caused by poor social conditions, taking 

medications for comorbid conditions like ADHD, depression, and anxiety only help to 

cover up symptoms of those conditions, not actual symptoms of dyslexia. 

Another perspective that focuses on neurological differences is the concept of 

neurodiversity. This is a relatively new position and it is not yet widely known or 

accepted. However, people are increasingly starting to advocate for dyslexia to be viewed 

and discussed in this light. This viewpoint differs from the biomedical view in that it does 

not consider neurological variations a disease or dysfunction. Rather, it regards them 

simply as differences in cognitive functioning (Armstrong 2010). In doing so, it  
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transforms how we view neurological functioning—it shifts the focus from one’s 

weaknesses and allows for an individual’s strengths and abilities to be recognized.  

Instead of pretending that there is hidden away in a vault somewhere a perfectly 
“normal” brain to which all other brains must be compared...we need to admit that 
there is no standard brain, just as there is no standard flower, or standard cultural 
or racial group, and that, in fact, diversity among brains is just as wonderfully 
enriching as biodiversity and the diversity among cultures and races. (Armstrong 
2010:3)  
 

Counter to the popular notion that the human brain works like a computer, Armstrong 

(2010) asserts that the brain is much more akin to an intricate network of complex and 

ever-changing ecosystems. Within this network of ecosystems, there are spectrums of 

competencies. Rather than distinguishing between the discrete categories of “normal” and 

“abnormal”, cognitive abilities like learning and literacy exist along a spectrum (ibid). 

Based on this idea, it would be inappropriate to affix the label of “disabled” to individuals 

with dyslexia. Not only does this label tell us nothing of the individual’s actual abilities, 

it can create social stigma and other difficulties.   

The point I am trying to make is that each perspective offers society a different 

view of those with dyslexia. They often contribute to “disability” labels and the stigma 

that can result from these labels. These perspectives have played a role in the shaping of 

greater social and political forces that then have an effect on lived experiences of 

individuals with dyslexia, such as treatment methods and the push in the American 

education system for earlier diagnosing and interventions. Lock (2001) introduces this in 

her concept of local biologies. Rather than focusing solely on the deficits of the physical 

bodies of sick individuals,  

local biologies refers to the way in which the embodied experience of physical 
sensations, including those of well-being, health, illness, and so on, is in part 
informed by the material body, itself contingent on evolutionary, environmental, 
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and individual variables. Embodiment is also constituted by the way in which self 
and others represent the body, drawing on local categories of knowledge and 
experience. If embodiment is to be made social, then history, politics, language, 
and local knowledge, including scientific knowledge to the extent that it is 
available, must inevitably be implicated. This means in practice that, inevitably, 
knowledge about biology is informed by the social, and the social is in turn 
informed by the reality of the material. In other words, the biological and the 
social are coproduced and dialectically reproduced, and the primary site where 
this engagement takes place is the subjectively experienced, socialized body. 
(Lock 2001:483-484) 
 

Lock’s in-depth discussion on local biologies illustrates that disease, illness, and 

conditions such as learning differences cannot be viewed solely as medical symptoms 

stemming from a clear, physical deviation from the norm. Not only do our biologies drive 

disease and illness, but so do greater social factors. Our evolutionary history, 

environment, social structures and political forces surrounding us also have an influence 

on the disease experience. Even more so, the way in which an individual internalizes and 

individualizes situations varies and is a highly personal phenomenon. As such, “the 

material body cannot stand, as has so often been the case, as an entity that is black-boxed 

and assumed to be universal, with so much sociocultural flotsam layered over it” 

(ibid:484). Thinking back on the group of medical students rounding on the patient with 

chronic headaches, the medical student who was solely utilizing the biomedical view to 

assess the cause of the patient’s migraines was putting the patient’s body in a “black-

box”. She failed to consider the many social and environmental factors surrounding the 

patient that could have contributed to her symptoms. The limitation with the biomedical 

view lies in its unwillingness to consider these factors and the inability to see how these 

factors can impact the lived experiences of the illness. 

In other words, there can be great variation in the way diseases and conditions are 

experienced across cultural settings (ibid). Such is the case with dyslexia. Even though 
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dyslexia and other learning differences are considered a cross-cultural phenomenon and 

neurological variations remain similar across these settings, experiences of living with 

dyslexia is highly variable as a result of our surroundings. The perceptions of those 

around us greatly influences the way this condition is personalized among individuals, 

which contributes to lived experiences. In other societies, where the treatment of those 

with dyslexia is geared more towards integrating them into society rather than targeting 

dyslexia as a medical problem, individuals with this learning difference may have a 

drastically different lived experience than those in the United States. This illustrates that 

there are possibilities to change the system—to change the embedded perceptions of 

dyslexia that lead to the marginalization of these individuals. This will be my focus in the 

following section.  

Rethinking Our Understanding of Dyslexia 

 In this section, I want to emphasize how biomedicine can put the physical body in 

a “black-box”—it reduces disease and illness to the physical abnormalities that are 

causing it and the symptoms that come about from such abnormalities. “The medical 

model is primarily concerned with an analysis of the physical body, or propagating a 

medical orthodoxy which conceives of bodies as objects to be care for through the 

application of medicine and rehabilitative techniques” (Edwards & Imrie 2003:241). 

Oliver (1996) criticized the medical profession for the way it favors a “physicalist 

approach” and disregards the social consequences of disabled people (Oliver 1996; 

Edwards & Imrie 2003).This not only perpetuates an inaccurate understanding of the 

human body, health, and illness, but it leads to the marginalization and structural violence 

against certain groups of people. It does this by creating labels used to describe 



47 

individuals that possess these conditions, thus impacting the way these individuals are 

perceived.  

 As I have illustrated, our health and physical bodies are largely relegated to the 

realm of biomedicine in the United States. It is diagnosed and treated as such, including 

for conditions like dyslexia and other learning differences. The diagnosis process often 

involves pinpointing the “real”, biological cause of illness, much like the medical student 

investigating the patient’s recurrent headaches while ignoring many other factors that 

could affect the disease experience. However, it is critical that we begin to rethink our 

understanding of dyslexia and other learning differences. As is evident by Lock’s (2001) 

discussion of local biologies, the embodied experience of an illness is not restricted to the 

biological changes happening within the body—greater factors are at work including our 

culture, evolutionary history, environment, social structures and political forces. It is a 

combination of all of these factors that dictate disease experiences. As such, we must 

broaden our view to include these factors. We must not rely solely on biomedicine to 

formulate our understanding of dyslexia. Furthermore, medical diagnoses can lead to 

labeling of individuals based on their conditions or illness—such as “disabled” with 

dyslexics, further perpetuating the problem of stigmatization and marginalization.  

As Young (1982) discussed, what is needed in biomedicine is “a critical 

understanding of how medical facts are predetermined by the processes through which 

they are conventionally produced in clinics and research settings” (277). Oftentimes, 

biomedical diagnoses are viewed as a measurement of the nature of an illness. It is 

frequently considered scientifically-produced, objective, and universal—as in, people 

with the same diagnoses are assumed to experience similar symptoms and progression of 
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disease. However, as Lock (2001) pointed out, evidence actually suggests that 

“biomedical knowledge and practice shows significant variation in different geographical 

locations” (487). It has been argued that these variations can result from biomedicine 

being shaped by cultural values (Lock 2001). In light of this, Daston’s (1995) discussion 

of the utilization of a moral economy of scientific knowledge is particularly applicable.  

By moral economy, she [Daston] does not mean that ideologies and political self-
interest inevitably penetrate the scientific endeavor (although frequently they clearly do). 
Nor is she arguing that scientific knowledge is socially constructed. Daston suggests that 
even though moral economies in science “draw routinely and liberally upon the values 
and affects of ambient culture, the rewording that results usually becomes the peculiar 
property of scientists” (1995:7). Daston is writing about “truth” claims made in 
connection with objectivity, measurement, replication, and so on, and also about the 
probability sciences and the making up of populations of people designated at risk…By 
moral economy, Daston means “a web of affect-saturated values that stand and function 
in a well-defined relationship to one another” (1995:4). (Lock 2001:487)  

 
Moral economies can be seen at play by the way brain-dead patients are 

diagnosed and treated in Japan, America, and Canada (ibid). Neurologists from all three 

countries utilize similar tests and measurements and use similar logic when making the 

diagnosis of brain death, or irreversible loss of consciousness, in patients (ibid). “The 

same moral economy of objectivity with respect to this diagnosis…is at work here” 

(ibid:487). However, we must not neglect how cultural values influence the application 

and interpretation of biomedicine. In this case, neurologists in America and Canada will 

generally consider brain-dead patients as no longer alive—even though the rest of the 

physical body continues to perform functions otherwise compatible with life, such as 

breathing and metabolizing nutrients (ibid). With permission from the patient’s family, 

organ procurement can take place. However, in Japan, neurologists are much more 

reluctant to declare that a brain-dead patient is no longer alive. Since the physical body is 

still performing functions of life, Japanese neurologists and a large portion of the 
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Japanese public agree that these patients are still considered alive and organ procurement 

cannot take place (ibid). This illustrates that societal values play a part—not necessarily 

in the diagnosis that is made but in what happens after the diagnosis is reached (the 

treatment). 

Recognition of moral economies permit us to pose radical questions about 
scientific knowledge, its production and application, and its methods of relegating 
other methodologies, including ethnography, to the sidelines. Ethnography makes 
it possible to examine the way in which scientific knowledge is selectively 
deployed in different global contexts by drawing on morals and value systems that 
are historically, politically, and culturally informed. (ibid:488) 
  

The above example shows us that even when science uses the same objective 

measurements and testing to diagnose brain death, conclusions that are drawn from these 

results can be highly variable. In other words, scientifically-produced knowledge, as in 

biomedicine, is informed by cultural values which can result in great variation among 

different countries and geographical locations. This is also true for dyslexia and other 

learning differences. As such, we must not rely too heavily on biomedicine to dictate 

diagnosing and treatment of those with these conditions.   

Scheper-Hughes and Lock’s (1987) analysis of different conceptions of the body 

adds yet another element to this discussion on the problems that can occur from the 

singular reliance on biomedicine to dictate treatment. Scheper-Hughes and Lock (1987) 

offered three perspectives from which the body may be viewed—the individual body-

self, the social body, and the body politic. In particular, analysis of the individual body—

that is, the lived experience of the body-self—illustrates that biomedicine is limited in its 

scope in defining illness experiences. Biomedicine, following the principles of the 

Cartesian dualism, operates under the notion that the body is a binary and that once a 

diagnosis of dyslexia is made, the illness experience follows a single trajectory. Again, 
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this fails to take into account that dyslexia lies on a spectrum and the severity of 

symptoms experiences by individuals can be highly variable. “The constituent parts of 

the body—mind, matter, psyche, soul, self, etc.—and their relations to each other, and the 

ways in which the body is received and experienced in health and sickness are, of course, 

highly variable” (ibid:7). Individuals diagnosed with dyslexia do not universally 

experience the same symptoms in the same ways. This contrasts with how biomedicine 

views disease. Thus, the experience of living with dyslexia cannot (and should not) be 

solely defined by its medical diagnosis. Coming back to the discussion of the patient with 

recurrent headaches, the physicians and medical students were struggling to discover a 

“true” (i.e. single, generally organic) cause to the headaches (ibid). Unfortunately, this 

neglects the interactions between mind, body, and society.  

As both medical anthropologists and clinicians struggle to view humans and the 
experience of illness and suffering from an integrated perspective, they often find 
themselves trapped by the Cartesian legacy…Ironically, the conscious attempts to 
temper the materialism and the reductionism of biomedical science often end up 
inadvertently recreating the mind/body opposition in a new form. (ibid:10)  
 

Eisenberg (1977) did just this in his effort to make a distinction between disease, 

“abnormalities in the structure and/or function of organs and organ systems”, and illness, 

“the patient’s subjective experience of malaise” (Eisenberg in Scheper-Hughes & Lock 

1987:10).  

While Eisenberg and his associates’ paradigm has certainly helped to create a 
single language and discourse for both clinicians and social scientists, one 
unanticipated effect has been that physicians are claiming both aspects of the 
sickness experience for the medical domain. As a result, the “illness” dimension 
of human distress (i.e., the social relations of sickness) are being medicalized and 
individualized, rather than politicized and collectivized (see Scheper-Hughes and 
Lock 1986). Medicalization inevitably entails a missed identification between the 
individual and the social bodies, and a tendency to transform the social into the 
biological. (Scheper-Hughes & Lock 1987:10)  
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Furthermore, the labels resulting from a biomedical diagnosis, i.e. “disabled” for 

dyslexia, are being used to reinforce the treatment of these individuals. In other words, 

biomedicine is dictating treatment. This is problematic because society is taking an 

incomplete picture of dyslexia and the illness experience and attempting to treat the 

condition based on this picture.  

Conclusion 

With the rise of biomedicine and vast medical advances happening in western 

society, medicalization of various conditions is becoming more and more widespread. 

This has played a role in the way we both view and treat the body. With scans like fMRI 

and PET scans, we have created new expectations of how the body should work. This has 

led to the pathologizing of dyslexia and influenced the labeling of this condition. While 

biomedicine has contributed to new understandings of the neurological workings of the 

brain, the downside to this with dyslexia is, it can lead to the marginalization of those 

with this diagnosis. An important question to ask ourselves is, how much impact should 

we let biomedical diagnoses have on the labels and treatment of those with dyslexia? As 

a result of these diagnoses and labels, dyslexics are being treated accordingly, not only in 

the medical sphere, but also in the academic realm. In the following chapter, I will 

discuss how allowing these labels to give validation to the treatment of dyslexics in the 

American education system can cause structural violence against these individuals. 
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Chapter 3 

My first attempt to enter college was short-lived. Even with documentation of my 
dyslexia, I was told that I would not receive accommodations for the placement tests that 
were required to register for classes at the local community college. The reason I was 
given for the lack of accommodations was so they could “place” me in classes based in 
my proficiency level in these subjects. Receiving accommodations for these tests, in their 
eyes, would skew my results and not show my true abilities. I was able to pass the math 
portion of the exam but, without accommodations, I was unable to pass the reading and 
writing portions. I was told by the college that I would be allowed to take classes, but not 
before I completed and passed a set of classes aimed at bringing students up to 
acceptable standards. Thus, I was admitted on the condition that I pass a set of three 
remedial reading and writing classes. While I was able to pass the first remedial class 
with accommodations, I was once again told that I would not be receiving 
accommodations in the summer for the second remedial class—this time, the reason I 
was given was that the college did not have the funding required to keep the disability 
center staffed for summer. As a result, I was unable to pass the second class and was 
forced to withdraw from this college altogether. This situation caused much stress and 
extreme frustration because I knew that this was not an accurate representation of my 
academic abilities. After a second attempt to enter college resulting in similar outcomes, 
I was finally able to find a college that accepted me without the requirement of entrance 
exams. Better yet, this university was even able to provide me with accommodations. 
Here, I took as many core classes as I could in order to apply for a transfer into a state 
university. With these credits in hand, I applied to The University of Texas at Austin and I 
was in disbelief when I was accepted. 

 
In this chapter, I discuss disability rights and the role medical labels play in the 

lived experience of dyslexia. Systems of power, such as educational and medical 

institutions, use “disability” labels to exert control over marginalized groups. I will 

illustrate how the American academic system does this in order to protect historically-

rooted traditions and practices. However, I would like to note that by control, I do not 

necessarily mean blatant, direct forms of control aimed at marginalization. When I say 

control, I am referring to institutional policies and practices that influence the academic 

experience of students that, nevertheless, result in marginalization. While it may be subtle 

and the control that these policies hold over students may sometimes be overlooked, they 

have an effect on a student’s range of educational opportunities and academic outcomes. I 

begin by examining the history of dyslexia in the public school system—the battle for the 
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rights to equitable educational opportunities. I will then discuss the effects of living with 

the “disability” category—notably the embodiment and somatization of the label and the 

stigmatization that can result from it. While the dyslexic label can help in some ways, 

they also allow structures of power to focus the problem onto the individual while 

ignoring the problems that arise from the greater system itself. As I stated previously, the 

emphasis is placed on the ability of the student to cope with and work around the system. 

It is thus viewed as the responsibility of the students rather than the academic system to 

better adapt to individuals with diverse learning styles. Again, the medical diagnosis and 

the “disability” label serves as the driving force behind this process. Lastly, I give 

examples of how the institutional policies and procedures create barriers to educational 

opportunities for these marginalized groups.  

The History of Dyslexia and LD Rights 

 As mentioned in Chapter 2, a movement for the deinstitutionalization of children 

with disabilities in the 1970s caused an influx of both young and older children back into 

their families and communities (Rapp & Ginsburg 2012). When this occurred, there was 

much debate and confusion on how to respond, particularly in the educational setting. As 

a result, various legislative changes were made to account for the growing population of 

differently-abled children in the school setting. The Children with Specific Learning 

Disabilities Act was passed as part of the Education of the Handicapped Act (PL 91-230) 

by Congress in 1970 (ibid). Another such modification to the academic system was the 

passage of The Education for all Handicapped Children Act (PL 94-142) in 1975, which 

was later expanded and renamed the Individuals with Disabilities Education Act (IDEA), 

mandating educational rights for those with disabilities (ibid). The IDEA required the 
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public education system to provide free and appropriate education for all of America’s 

children, regardless of abilities or “dis”abilities. Many other changes were made in an 

attempt to combat discrimination of differently-abled children in the academic arena. “A 

parallel series of landmark Supreme Court cases spelled out the obligation of states and 

municipalities to provide public education for children with disabilities in the least 

restrictive environment or fund its delivery in the private sector” (ibid:loc 2864). 

Additionally, the enactment of the Americans with Disabilities Act (ADA) further 

prohibited discrimination of these individuals in the public sphere including places of 

employment, housing, transportation, and telecommunications (ibid).  

Each and every one of these changes took much effort on the part of disability 

activists where many were met with resistance. By being labeled as different, dyslexics 

challenged deeply rooted academic traditions and practices. As a result, they are forced to 

fight for academic rights and equitable educational opportunities. This represents how the 

“disabled” body can serve as a symbol of social dissonance which results in the need for 

control over these bodies and sparks conflicts and suffering. Scheper-Hughes and Lock’s 

(1987) discussion of the social body is particularly relevant here. The social body refers 

to “the representational uses of the body as a natural symbol with which to think about 

nature, society, and culture, as Mary Douglas (1970) suggested” (Scheper-Hughes & 

Lock 1987:7). Scheper-Hughes and Lock (1987) further explained that the body in health 

“offers a model of organic wholeness” (ibid), while the body in sickness “offers a model 

of social disharmony, conflict, and disintegration” (ibid). In other words, the body serves 

as a symbol of social values. American society’s view of dyslexia is a reflection of how 

education and literacy are valued in this particular society. It reflects our view of what is 
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considered a normative ability for our body. As a result, society pays notice to dyslexia 

and it is thus labeled as a “disability”. Similarly, this can be related back to discussion of 

the American ideal. When a body, or in this case, a group of individuals with learning 

differences, deviate from the normative or ideal, it challenges traditional practices. This 

acknowledges that they do not fit into the coherence of greater society—in other words, 

the divergence between the American ideal and perceptions of disabilities manifests as 

suffering and conflicts for these individuals. This is evident in the academic sphere with 

the continued need to fight for rights that deviate from the normative. Again, the very 

existence of disability activism in any society illustrates how the “disabled” body 

challenges well-guarded traditions which underpin the marginalization of these 

individuals. This illustrates that the dyslexic experience is not just rooted medically, but 

grounded socially as well. In the following section, I will discuss the social effects of 

bearing the dyslexia label.  

Bearing the Label 

The medicalization of dyslexia in the United States has had a clear influence on 

the construction of labels like “disabled” and “learning disabled”. The neurological 

differences found by functional brain scans lead those who practice biomedicine to view 

dyslexia as a disability. Additionally, these labels extend into the public and academic 

realm. Research shows that labels can have numerous social effects on these individuals, 

both helping and harming those bearing it.  

Martin (2012) discussed how labels “can act as a cloak against further scrutiny of 

people’s interior experience” (loc 670).  

Nikolas Rose (1998) refers to the way psychological test of all kinds—for 
intelligence, personality, or cognition—as well as psychological surveys or 
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systematic observations at work, school, or home “individualiz[e] humans 
through classifying them, calibrating their capacities and conducts, inscribing and 
recording their attributes and deficiencies, managing and utilizing their 
individuality and variability.” Once people are given a scientific label for their 
pathological condition, they can use that label as protection against further 
scrutiny (Rose in Martin 2012:loc 687) 
  

In some cases, it can used to advocate for certain rights and accommodations. This can be 

seen with the case of Dr. Marilyn Bartlett. Dr. Bartlett, having been diagnosed with 

dyslexia in adulthood, requested for extra time to take the bar exam after law school. 

However, the New York Board of Law Examiners initially denied her any 

accommodations. She appealed the case, which made it to the Supreme Court, who ruled 

in favor of Dr. Bartlett and stated that she would be able to receive accommodations for 

the exam due to her diagnosed disability (Rothstein 1998). In these circumstances, labels 

can be used to protect those bearing it.  

It can also be used to help students make sense of their struggles (Barga 1996). 

Barisa and Rogers (1990) studied the use of these terms in describing college students 

with learning differences. The authors conducted interviews with ten college students at 

The University of Montevallo in Alabama concerning their feelings about being labeled 

“disabled”. Half of the students in this study felt that labeling was useful to them because 

it helped them to recognize that there was a reason for their learning difficulties. It was 

used to help them understand what type of help they needed. In Teruyama’s 2014 study, 

she interviewed individuals with hattatsu shogai in Japan and found that, without a 

biomedical label, many of the individuals she interviewed felt “different and inadequate, 

lacking the language to describe that sense of discomfort and displacement” (118). 

Additionally, without the label to identify with, some experienced difficulty with finding 

and keeping jobs, especially during the Japanese economic downturn (Teruyama 2014). 
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For one individual in particular, receiving a diagnosis helped her feel, “for the first time, 

that her inability to keep a job was not entirely due to her lack of effort”, where the 

biomedical label “helped to ease that burden that had accumulated with her experiences 

of failure” (ibid:134). In the HBO documentary, The Big Picture: Rethinking Dyslexia, a 

woman stated, “It wasn’t until I got the diagnosis that I really able to be like, oh my god, 

I understand now” (The Big Picture 2012). A mother of a boy diagnosed with dyslexia 

was also interviewed and she stated, “I remember when Dylan heard the name and it 

contained it for him. It was all of a sudden it wasn’t that he had a bad brain or a broken 

brain. It was that he was dyslexic and it was a certain kind of breakdown but it didn’t 

affect his entire brain” (ibid). When I first learned of my diagnosis, I viewed it as an 

answer to my problems. By bearing the label of dyslexia, it brought relief (however short-

lived) and made me feel as though I was finally able to take control of a situation that I 

previously had no control over. In all of these circumstances, receiving a diagnosis was 

useful in that it helped these individuals make sense of their struggles.5 Labels are helpful 

in that they can help students gain access to accommodations in the school setting and 

made them eligible for certain federal and university supported programs (Barga 1996) as 

an official diagnosis is required in order to be eligible to receive accommodations. Other 

students have mentioned that labels  

 

5 Mattingly’s (1994) discussion on the importance of illness narratives when used to understand illness 
experiences is particularly relevant here. Not only is it important to listen to the stories being told but 
therapeutic emplotment is equally important, where therapeutic encounters between clinicians and patients 
are examined as proto-narratives or stories-in-the-making. “The notion of therapeutic emplotment offers 
one way to examine the social construction (and reconstruction) of illness and healing as a fluid, shifting 
process influenced not only by molecular conditions, institutional structures, and cultural meanings but also 
by the exigencies of concrete situations” (Mattingly 1994:134). In the case of dyslexia, receiving a medical 
diagnosis helps to bring meaning to one’s struggles, thereby reconstructing their narratives and influencing 
their dyslexic experiences.  
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helped professors understand why they are having difficulty with assigned schoolwork 

(Barisa & Rogers 1990).  

However, these labels are not always beneficial. In fact, many times they are 

problematic as they often have a negative connotation attached to them. They can imply 

that the individual is handicapped in some way. According to Barisa and Rogers’ 1990 

study, a majority of the students surveyed (80%) felt that the term “disability” was 

inappropriate to describe their academic situation and preferred terms such as “learning 

style difference”. The students felt that the term “disabled” sends the message that the 

person is unable to learn, which is untrue. One student pointed out that they are able to 

learn, they just have to learn in a different way. The biggest disadvantage seemed to be 

the misunderstanding that comes with the term “disabled” (Barisa & Rogers 1990). Some 

students felt that professors did not understand what the term meant, so they were either 

unsure of how to help or gave up on helping even before giving the student a chance to 

show their academic ability. According to DeRoche (2015), labeling can come in two 

forms: formal labels, given by professionals such as psychiatrists and pediatricians, and 

informal labels, given by family members, peers, and educators. These formal and 

informal labels can trigger three different types of "secondary effects": social stigma, the 

limitation of various social opportunities, and the internalization of negative labels 

(DeRoche 2015).  

The notion of being “disabled” can cause many social disparities for individuals 

labeled as such. The social exclusion and devaluation of those labeled “disabled” is 

widespread and persistent (Kumar 2016). Being considered “disabled” automatically 

generates social discrimination to some degree as they often challenge the American 
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ideal, and are therefore stigmatized and considered separate from people who do not have 

“disabilities” (Ablon 1995). Stigmatization occurs when students received “differential 

treatment based on others’ perceptions” (Barga 1996:416) and it can take on many forms. 

Furthermore, students are often forced into stigmatization because, in order to receive 

accommodations, they are required to disclose their disability to their professors. Barga 

(1996) found that, in grade school, many experienced name calling, accusations, and low 

academic expectations from their peers and teachers. Geisthardt and Munsch (1996) also 

found a reduced likelihood of being selected for school activities by their peers as 

reported by students with learning differences. Barga (1996) also pointed out that the 

most severe form of stigmatization occurred when students were counseled towards 

another degree or removed from the academic department altogether, known as 

gatekeeping. Additionally, there is a positive correlation between stigmatization and 

gatekeeping—an increase in stigmatization usually resulted in an increase in gatekeeping 

(Barga 1996). Gatekeeping occurs as “a process that serves to maintain the status quo of 

the organization” (ibid:416). This was achieved on the college level by denying students 

with learning differences access to particular majors and classes or permitting access but 

only on conditional terms. Recall from the opening anecdote that this aligns with my 

experience of having to withdraw from a college because I was unable to pass the 

remedial classes that the school required. During my experiences at another university, I 

also had two different professors for two different courses in college counsel me to drop 

their classes because they either felt they were unable to provide me with the required 

accommodations or they felt I would not be able to perform well in their class. Strikingly, 

Denhart (2008) found that there was reluctance from students to seek accommodations 
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altogether because it would require disclosing their label and most feared triggering 

discrimination as a result of the disclosure. 

Edwards and Imrie’s (2003) discussion of bodies as bearers of value is 

particularly relevant here. They describe the attainment of corporeal value for disabled 

people as “circumscribed by society views which tend to define, and categorize, disabled 

people’s bodies as ‘abject’ and abnormal, that is, bodies without value (Grosz 1994; 

Hawkesworth 2001)” (244). They explain that disabled people are viewed as “outsiders” 

or “symbolic others”; that their bodies are “usually understood, symbolically, only 

insofar as they deviate from a prescribed set of norms or where impairment is perceived 

as a threat” (Edwards & Imrie 2003:244). In these ways, these labels serve as a means of 

controlling individuals.  

To locate disability in both global and local context is, therefore, to consider the 
body as an “artifact of social and political control” (Scheper-Hughes 1987), and to 
reveal an ideology of medical knowledge that is embedded, not only in objective 
indexes, but also in everyday practices that are culturally and historically 
grounded (Lock et al. 1998; Young 1983; Kleinman 1995). (Teruyama 2014:10) 
  

Foucault (1975) provided an analysis of the role of medicine in producing new forms of 

power over bodies: “The proliferation of disease categories and labels in medicine and 

psychiatry, resulting in ever more restricted definitions of the normal, has created a sick 

and deviant majority” (Scheper-Hughes & Lock 1987:26).  

Shilling (1993) also discussed the control that structures of power hold over 

individuals in that they influence “the recognition we have of our own body practices, 

and the body practices of others as ‘right’ and proper, or in need of control and 

correction” (145). Scheper-Hughes and Lock’s (1987) discussion on the body politic 

provides useful insight on this topic. As they pointed out, the relationship between 



61 

individual and social bodies are about power and control. The body politic, as explained 

by Scheper-Hughes and Lock (1987), is the social and political control exerted over 

populations of individual bodies, which are intensified as social order is threatened. This, 

according to Mullings (1984) is in response to the “erosion of traditional social values 

based on reciprocity, sharing, and family and community loyalty” (Scheper-Hughes & 

Lock 1987:24). The body politic can also exert its control over individual bodies in less 

dramatic, but no less brutal, ways (ibid). DeRoche (2015) pointed out that labeling 

individuals is generally viewed negatively in sociology because of the individual 

consequences that can result; this is in keeping with Becker’s assertions that labels are 

usually imposed on individuals by those with power (1973). Once an individual receives 

their dyslexia diagnosis, they are bound by these labels. They are faced with navigating 

what choices are offered, or not offered, to them. A woman with a physical impairment 

described how her quality of life is subject to classifications used by those in the medical 

profession: “They lay down the criteria and assess my needs, but it’s my body and I know 

what I need but you can’t do much to challenge their decisions…you take what you’re 

given” (Edwards & Imrie 2003:251). This testimony illustrates the control that structures 

of power can hold over individuals. Additionally, Miyazaki Ryutaro, an educational 

specialist for children with disabilities in Japan, argued that educational resources are 

“mechanically allocated” and “ready-made” based on the diagnostic label (Ryutaro in 

Teruyama 2014). He further argued that identifying a child as having hattatsu shogai “is 

a way of trapping the child in that label and the course of life that has been prepared for 

him/her” (ibid:166). 
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In the educational setting, the determination of the types of accommodations 

provided is often left up to local school districts or independent schools and they are 

highly variable despite the supposed uniformity of testing and assessments. There is even 

a large amount of variation among accommodations provided in different classes or by 

different teachers within the same school. Once these accommodations are determined 

and presented to the student, they oftentimes have to accept what they have been offered 

or they are forced to challenge the school’s policies and procedures. This happened to me 

when I was enrolled in a foreign language class in college.  

A requirement for my degree at that time was to take four semesters of a foreign 
language course. There was an assumption on the part of the professor that my dyslexia 
would not affect the reading and writing portion of the class since it was in Japanese and 
not English. As I recall, she told me, “Dyslexia doesn’t exist in Japan”. I tried to request 
accommodations (such as a reader and a scribe) for this class through the disability 
center but a policy for the institution was that they could not alter class material. Since 
the reading and writing portion was embedded into the course, they could not provide me 
assistance on those parts and I was denied these accommodations. I also found the pace 
very difficult to keep up with without the aid of accommodations. I was told that I would 
not be able to receive extra time to complete assignments since the class was so 
coursework-intensive and that if I had trouble keeping up, I would not be able to stay in 
the class. As I progressed through the classes, it became more and more difficult to keep 
up as it got more reading-intensive. Even though I was able to pass each one of these 
classes, I made the one and only D I ever made in college in my fourth Japanese class. As 
a result, I was not able to continue taking Japanese classes since a requirement to move 
onto the next level was to make a C or better.  
 

In this situation, the school required me to perform as if dyslexia would not affect 

me in this class, even though studies have shown that “learning disabilities”, or gakushu 

shogai (学習障害 , がくしゅうしょうがい), exists in Japan. In this way, it put me at a direct 

disadvantage and affected my grades greatly.  

The point I am making is that, by bearing the dyslexia label, entities of power use 

it to exert control over these individuals or influence their outcomes. Even though labels 

may be used to protect those with learning differences, these individuals are left 
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vulnerable to the policies and practices of entities of power. In this way, the medical 

diagnoses are used to justify the treatment of those in the academic sphere as a means to 

maintain well-guarded traditions and practices. It allows school officials to assert that the 

problem lies with individual students rather than encouraging officials to examine the 

disablism that is deeply embedded within the structure of the academic system. As I 

stated in Chapter 2, we must re-examine our understanding of dyslexia to include social 

contributions that have an effect on the lived experience. In the following section, I will 

discuss the embodiment of the dyslexic label as a result of social attitudes to the 

disability.  

The Embodiment of the Dyslexic Label 

 As defined by Bourdieu, embodiment is the internalization of habitus that gives 

rise to the “often unthinking ways in which we react to things, demonstrated in our bodily 

comportment—the way we stand, the way we look at others, the way we eat and so on” 

(Edwards & Imrie 2003:243). The body “absorbs and reacts to biological and social 

processes in a never-ending process” (Hall 1999:144) and our bodies develop habitual 

ways of relating to the world around us (Edwards & Imrie 2003). Furthermore, these 

bodily practices also produce and sustain the social field (ibid). By examining the social 

processes happening around us, we can begin to see just how the disability label is 

embodied by those with learning differences and how these embodied practices, in turn, 

has an effect on the greater social world. All of these occurrences happen very subtly, 

usually without the knowledge of the actors. Take, for example, the following scenario:  

An administrator paced back and forth in a school assembly, lecturing students 
about considering the end-of-the-year standardized exam seriously. This 
administrator talked about the prospect of academic and extracurricular rewards 
being tied to students’ success on that test. In such a set up, students labeled with 
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LD felt insecure about their chances on the test and school generally. (Mazher 
2012:238) 
  

In this situation, the school administer demonstrated the importance of standardized 

exams, subtly reinforcing the American ideal of the mastery of literacy. By doing so, it 

neglected the psychological needs of students with dyslexia. Embodying the label then, in 

this case, brought about feelings of insecurity and low-self-esteem. As another example: 

A teacher made a dramatic, celebratory gesture with her hand to signify how 
happy and proud she was that a student made a grade of solid A on a difficult 
assignment. The only problem was that next to the girl who scored the A, there 
was one labeled with LD who made a failing grade on the same assignment. 
Hence the teacher’s wild happiness was accompanied by the disabled girl’s 
feeling of sadness that she had done so poorly. (ibid:238-239)  
 

In this case, embodying the label led to lowered self-esteem and feelings of sadness 

resulting from the dyslexic student being indirectly compared to her peer. When 

observing junior high school students in her 2014 study, Teruyama noted that these 

students often had very low self-esteem when compared to elementary school students 

and many experienced comorbid conditions such as depression or had suicidal thoughts. 

One student, in particular, was having so many problems in school that his classroom 

aide was on the verge of quitting. Teruyama (2014) described this boy as barely surviving 

each day. 

 He was filled with feelings of misery, resignation and despair. He had no friends,  
and he barely spoke to anyone during the day except when absolutely necessary. 
(Earlier in the year he once made a sexually inappropriate comment to one of his 
female classmates and he was thoroughly reprimanded for this). He was 
frequently slumped over in his desk during class, looking like he was half asleep. 
His aide had to prompt him to do everything, from retrieving his textbook to 
taking notes. And although he would grudgingly follow instructions, it was 
obvious that his deep-seated lack of confidence would not change with such ad 
hoc cues. (69) 
 

When Teruyama discussed this with an administrative staff member, she responded, “By 
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the time they reach adolescence, they’ve simply had enough; enough scolding and yelling 

from teachers and bullying from peers. Their sense of failure haunts them, and it’s not 

easy to brush it away” (ibid). For these students, their daily interactions with their 

teachers and peers further highlight the difficulties they experience in school. This, in 

turn, has an influence on the students’ emotional well-being as they internalize their 

difficulties to mean that they do not belong. It can also cause a sense of helplessness to 

their situation that stems from the feeling that their abilities are not being accurately 

represented by their efforts. In the case of the boy in Teruyama’s study, this caused 

feelings of hopelessness and, as a result, he withdrew into his own shell. 

This can occur even when educators are trying to help by providing 

accommodations to the students. Consider the next example: “Another teacher made a 

much-needed accommodation for a boy to help him copy sentences that he needed to 

review for an upcoming test. However, she had provided the accommodations very 

visibly, in front of his peers by handing him a paper that others had not gotten” (Mazher 

2012:239). This situation brought unnecessary attention to the student receiving the 

accommodation. In this situation, embodying the label can cause feelings of 

embarrassment or shame. Dylan, a student with dyslexia, expressed his personal 

experience with revealing his diagnosis to his classmates—“I had to tell my class that I 

was going to be leaving for the majority of the day when I was in fourth grade to go to 

this learning specialized program. I realized it’s better for people to understand what I 

have than, you know, not and be left in the dark and be left to make up their own 

conclusion” (The Big Picture 2012). In this case, Dylan was forced to reveal his diagnosis 

to his classmates in an effort to guard against further scrutiny from having to leave class 
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for a majority of the day. “To be seen as sick, to be viewed as defective, to be judged as 

helpless—these are experienced as shameful. What evolves is a self-perpetuating cycle in 

which being a person with a disability equates to being shameful and targets one for 

further shaming (by others and by one’s self)” (Onken & Slaten 2000:102).  

Collectively, these illustrations demonstrate how the dyslexic label is something 

that is embodied by individual through day-to-day experiences and the resulting stress, 

depression, and anxiety experienced by these students are manifestations of this. 

Theorists believe that the internalization of these labels can cause lowered self-esteem 

and self-perception in affected individuals (Becker 1973; Goffman 1963; Link & Phelan 

1999; Scheff 1984). Studies in the past two decades support this and have shown that 

adolescents with learning differences are at a higher risk for increased stress, depression, 

and perhaps even suicide (Bender et al. 1999; Geisthardt & Munsch 1996; Guetzloe 

1988; Huntington & Bender 1993; Maag & Behrens 1989; McBride & Seigel 1997; Peck 

1985; Rourke et al. 1989; Wright-Strawderman & Watson 1992), which may be due to 

the increased stress experienced as they progress through school (Bender et al. 1999; 

Geisthardt & Munsch 1996; Goldstein et al. 1985; Sholevar 1988). Recall the prep-school 

student in the UK who expressed extreme distress over the A-level exams and ended up 

committing suicide. While a healthy self-concept and self-determination has been shown 

to be positively correlated to improved academic achievement (Zheng et al. 2014), 

increased stress and depression can lead to a negative self-concept, further decreasing 

academic performance and perpetuating this vicious cycle.  

Bender et al. (1999) utilized the risk-resilience framework to analyze existing 

research on stress, depression, and suicide among adolescents with learning differences. 
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They examined the concept of “risk” (individual or cumulative stress factors in a child’s 

life) versus “resilience” (a child’s ability to overcome negative outcomes that may be a 

result of these risks) and on how the balance of these factors can either increase or 

decrease a child’s risk for stress, depression, and suicide. They postulated that this group 

may be at an increased risk of suicide for two reasons: (a) they suffer from increased rates 

of depression or (b) they may be predisposed to higher rates of suicide because of other 

correlates of neurological variations (i.e., impulsivity and deficits in social skills). A non-

random study by Peck (1985) uncovered that, out of 14 successful suicides among 

children under the age of 15 as reported to the Los Angeles Suicide Prevention Center 

over a three-year period, seven of them were committed by students with “learning 

disabilities”. Other existing studies support these findings, suggesting that the numerous 

challenges and barriers experienced by students with learning differences can increase 

stress in the academic environment (Geisthardt & Munsch 1996; Goldstein et al 1985; 

Sholevar 1988). 

As we can see, embodiment of the disability label is prevalent in the dyslexic 

population. These are just some of the effects of bearing the label of dyslexia and it leads 

to negative consequences for those with learning differences in school. This will be the 

focus of the following section. 

The Impacts of Rigid Educational Policies and Practices 

Now that I have discussed the effects of bearing the label of dyslexia, I will 

conclude by providing examples of how institutional policies and practices are creating 

barriers to educational opportunities. As you may recall, gatekeeping occurs when 

schools restrict students with learning differences access to certain activities, classes, or 
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degree programs. However, gatekeeping is also directly embedded in academic policies. I 

mentioned that an official diagnosis is required in order for the student to be considered 

eligible to receive accommodations. A downside to this is that many schools require the 

evaluation(s) to be kept up-to-date. What constitutes as up-to-date is up to the discretion 

of the schools (I have seen three years and five years), but this means that students (and 

their parents) are required to have the student re-evaluated at regular intervals. This is not 

only time consuming but can also be very expensive. For the individuals who do not have 

the time or resources for re-evaluation, they may be barred from receiving further 

accommodations. This can be a form of gatekeeping in that it restricts access to 

educational opportunities based on rigid academic policies. Gatekeeping can also be seen 

with the use of standardized assessments and entrance exams to evaluate a student’s 

academic skills when raking them or determining their eligibility to be admitted into 

college and university programs. This includes anything from state-specific assessments 

administered in primary and secondary schools to assessments required for admission to 

many colleges. The most glaring obstacle for students with dyslexia is the formatting of 

standardized tests. If we consider standardized assessments used in the American 

education system, almost all are administered as written exams. Moreover, the format is 

overwhelmingly multiple-choice or essay. With these exams, only certain formats are 

being used to gauge a student’s ability. For students with learning differences, the 

problem is multifaceted. Some challenges with multiple-choice exams include trouble 

understanding and decoding questions and/or answers, misreading or mixing up words, 

and having difficulty keep one’s place when filling out scantrons. On the essay portions, 

they may find it challenging getting their thoughts onto paper due to their difficulties with 
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spelling and grammar or have trouble using the text-to-speech/dictation software. They 

may possess the knowledge but still be unable to effectively relay this information to the 

grader. In other words, their answers may not accurately represent their academic skills 

or their knowledge on a given topic because they have difficulty navigating the written 

format of the exams. Standardized assessments are used in order for the school to 

maintain a certain quality of students; however, this can oftentimes result in students 

being barred access to educational opportunities, such as advancement to the next grade 

level or admission into a college program. In these cases, these standardized exams are 

more of an obstacle than an accurate evaluation of ability. “Tests and assignments 

involving questions that asked for convergent, correct answers made them easier to gauge 

a student’s position in relation to the curriculum of standards. Disablism was reflected in 

the enforcement of standardization” (Mazher 2012:247). Thus, the rigidity of the 

structure of the standardized education system is what leads to obstacles for individuals 

with learning differences. 

In response to the difficulties experienced by these students in school, the 

academic system offers accommodations with the intent to aid the students in receiving 

an equitable educational experience as their peers. The idea is to help them better “fit” 

into a standardized educational setting. In primary and secondary school, these 

accommodations are dictated by Individual Educational Programs (IEPs). Catone and 

Brady’s (2005) study on the effectiveness of IEPs, however, revealed that for a majority 

of high school students, their IEPs failed to target their academic needs. After analyzing 

the goals from the IEPs of 54 high school students and the IEPs from earlier points in 

their education, when available, they discovered that for a majority of the students in high 
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school (73%), their IEPs failed to target their needs for remediation. They also discovered 

that, when compared to IEPs from earlier school years, the effectiveness of later IEPs 

declined. This suggests that primary school students with learning differences are 

advancing to middle and high school without resolution of their academic difficulties. In 

other words, the accommodations that they were provided did not help them achieve their 

educational goals or improve their academic outcomes—it did not, in fact, give them an 

equitable educational experience as their peers. Many times, similar accommodations are 

provided “across the board” for students with learning differences, regardless of their 

individual needs. To an extent, they are standardized according to the student’s diagnosis. 

This is an ineffective way to deliver accommodations in that it fails to consider individual 

differences in learning. 

Some of the ways accommodations are provided include reader and scribe for 

assignments, accessible instructional materials (AIM) such as written text translated to 

audio and/or electronic format, and other assistive technology like text-to-speech and 

dictation software. New requirements were added to the IDEA in 2004 in order to 

improve the production and delivery of AIM to students with print disabilities, including 

those with learning differences (Cortiella & Horowitz 2014). This provision established a 

requirement for all states to facilitate delivery of these materials to these students (ibid). 

However, problems can arise with any of these accommodations. Commonly, students 

complained that the class moved at such a fast pace that they were unable to keep up even 

with accommodations provided. Mazher (2012) pointed out that many obstacles faced by 

these students were related to the speed of lessons or tests. Many students made 

references to the “over-quick speed with which lessons were conducted and tests 
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administered” (Mazher 2012:233). Furthermore, “because of the teachers’ sparse 

knowledge about impairments associated with learning disabilities and perhaps their 

unwillingness to cater to specific students because of pressures to get through the lesson 

vis-à-vis the standardized movement, many students labeled with LD felt left behind and 

basically uninvolved in the fast lessons” (ibid). If the pace of the class was too fast, for 

example, students may have a hard time getting through the reading material. A problem 

I often ran into in reading-heavy classes in college was that the disability center was 

unable to translate the reading assignments to an audio format with enough time for me to 

listen to them before they were due. This made it hard for me to participate in class 

discussions over the material which compounded the information I was not receiving. In 

other words, not only was I not able to glean the information from the written text but I 

was also missing out on the valuable information that I could have received from the 

class discussion. Research has also shown that many students are not being provided 

AIM despite evidence that they could benefit educationally from these materials 

(Cortiella & Horowitz 2014). 

While text-to-speech and dictation software has helped alleviate some of these 

problems to some degree, they are not without issues themselves. For one, not all 

educational materials can be (or is) provided in a format that allows the use of text-to-

speech software. For example, articles that are scanned into digital format as an image or 

even some PDF documents are not able to be read with this software. The user must also 

be able to adapt to the voices of the software as these are not normal, human voices but 

computer-generated voices which can be much harder to comprehend. Additionally, 

jargon that are field- or profession-specific are oftentimes unrecognized by the software 
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and are pronounced incorrectly. All of these points results in challenges resulting from 

the use of this software.  Imagine trying to simultaneously learn and retain new 

information while navigating these difficulties—it is certainly no easy task. Dictation 

software is helpful when a student needs to put thoughts into the written format. But there 

again, problems can arise through the use of this software. It is not always accurate, for 

one. It can sometimes misunderstand words that the user is saying thereby forcing the 

user to alter their vocabulary or speech patterns in order to convey their thoughts. This 

process of constantly correcting these problems can be distracting and, in some cases, can 

interrupt the user’s train of thought. This is a problem that I often run into when reading 

and/or writing anthropological papers as many terms used in anthropology are field-

specific and therefore, not recognized by the text-to-speech and dictation software.  

Yet another issue that I have come across in my studies is the restriction of 

copyright laws when it comes to using text-to-speech software to read certain books in 

the digital format. The Copyright Law of the United States was created in an effort to 

“grant exclusive rights in the exploitation and marketing of a work as an incentive to 

those who create it” (Gorman 2006:1). In 2009, when Amazon released the Kindle 2 with 

a text-to-speech feature allowing users to have electronic books read to them aloud, there 

was immediate objection by authors and publishers of electronic books (Jacques 2011). 

Their argument was that this feature “essentially created an unauthorized audiobook” 

(Jacques 2011:407), thus resulting in a copyright violation. Amazon responded by 

allowing rightsholders to decide whether or not to allow the text-to-speech feature for 

their individual book so as to avoid liability for copyright violations. I, as well as many 

others with print disabilities, have been impacted by this move. Previously, I was able to 
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access any books that are available as an electronic book on Amazon. However, after this 

change, I have run into many problems with finding books that have the text-to-speech 

feature enabled, thereby restricting the number of titles available to me. In other words, 

my opportunities to access educational material and other general information are 

significantly inhibited by greater policies, like copyright laws.  

Due to the large number of barriers experienced by dyslexic students, studies have 

reported lower academic performance, increased incidences of failing a class and being 

retained in their current grade, increased high school dropout rates, fewer rates of 

attending college when compared to their peers. The academic achievement of students 

with learning differences continues to “lag far behind” the general student population 

even with an increased amount of time spent in the classroom (Cortiella & Horowitz 

2014). “Sixty-nine percent of students with LD have failed one or more graded courses in 

secondary school, compared to 47 percent of students in the general population” 

(ibid:17). Additionally, the mean grade point average (GPA) for students with learning 

differences was 2.2, compared to 2.7 for their peers (ibid). This increases the likelihood 

of being retained in grades. “According to a parental survey, almost one-third of students 

with disabilities have been held back in a grade at least once” (ibid). Additionally, 

retention is highly correlated with drop-out rates. Students who drop out are five times 

more likely to have repeated a grade when compared to high school graduates (ibid). 

Alarmingly, statistical analyses have shown that the dropout rate for students with 

learning differences can be as high as 40-50% as opposed to roughly 25% for their non-

labeled peers (Barga 1996; Lichtenstein 1992; Levin et al. 1985). This is evidence to 

show that equitable educational experiences are not being provided to students with 
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learning differences as opposed to their peers. Barriers to successful academic outcomes 

are an issue that desperately needs to be addressed.  

Increasing the graduation rate and reducing the drop-out rate for students with LD 
continues to be a high priority for parents and educators. Given all that is known 
about the importance of a regular high school diploma and the detrimental and 
lifelong effects of dropping out of school, efforts to implement effective drop-out 
prevention programs should be top priority…in order to reduce this silent 
epidemic that threatens to undermine the success of so many youth with LD. 
(ibid:20) 
 

Conclusion 

The effects of labeling those with learning differences are widespread. It leads to 

the marginalization of a group of individuals which, in turn, enables systems of power to 

use these labels to exert control over these groups. As a result, the “disability” label is 

embodied, often in a negative way. While there may be some benefits to the dyslexic 

label, they also leave individuals vulnerable to the policies and practices of entities of 

power. An example of this is with the American academic system. Rigid educational 

policies and practices create barriers to successful academic outcomes, resulting in lower 

academic performance, increased incidences of failing a class and being retained in their 

current grade, increased high school dropout rates, fewer rates of attending college when 

compared to their peers. The takeaway point, and the reason why I argue for a medical 

anthropological perspective in this discussion is, the educational sphere is the stage where 

medical diagnoses and treatments are played out. Biomedical diagnoses and labels serves 

to validate the way students with dyslexia are treated in the academic setting. It paints an 

incomplete picture of dyslexic experiences yet plays a major role in dictating treatment. 

Thus, the responsibility is placed on individual students to finds ways to cope and work 
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around the system rather than reimagining the system to better suit the needs of a diverse 

student population. 
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Conclusion 

As we are now aware, the lived experiences of those with dyslexia and learning 

differences are affected in many different ways. Its ties to the American ideal and the 

structure of the American academic system is a strong one. Literacy has long been 

viewed as an important skill to master; especially after the invention of the printing press 

in mid-15th century Europe which enabled the massive dissemination of new ideas in the 

form of written words. This led to literacy becoming a normative part of American 

culture and an increased emphasis placed on the mastery of literacy. Because of this, the 

structure of the American education system (which was very much modeled after its 

European counterpart) rigidly enforces historically-rooted academic practices aimed at 

the mastery of this skill. As a result, those who have difficulty mastering literacy 

challenge these well-guarded traditions and are often marginalized. This serves as the 

underpinning for the structural violence that occurs against these groups of individuals. 

Although structural violence is used by physician-anthropologist Paul Farmer (2003) to 

describe ways in which social structures can limit opportunities or promote harm to those 

living in poverty, it can also be used to describe ways in which the academic system 

placed constraints on individuals that challenge the system. This is particularly true for 

indigenous Hawaiians students who are disempowered within the public school system as 

a result of settler colonialism. Such is also the case for students with dyslexia where 

medical labels and diagnoses allow for schools to place responsibility for academic 

success onto individual students rather than the academic system. This greatly affects 

lived experiences of dyslexia. Additionally, societal perceptions of dyslexia also have an 

impact on lived experiences. Our views and perceptions are influenced in subtle ways by 
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our society—as described by Bourdieu’s (1984) habitus. The social contributions to the 

perceptions of dyslexia can be seen in the media, by public and political figures, by 

medical and educational professionals, and through the day-to-day socialization 

happening around us.  

The medical field has had a particularly strong influence on perceptions of 

dyslexia. Within the biomedical realm, dyslexia and other learning differences are 

pathologized where they are viewed and treated as medical conditions. We can see 

evidence that, even from its inception, dyslexia has been medicalized to some degree 

driven by the need to find a physical cause for academic difficulties. Specific groups of 

individuals, such as students with dyslexia, their parents, educators, and academic 

institutions also have an influence on the medicalization of this condition because of their 

push for a diagnostic label. Furthermore, with advancing medical technology and the 

emergence of brain-imaging studies, such as functional magnetic resonance imaging 

(fMRI) and positron emission tomography (PET), physical differences between the brains 

of non-dyslexic and dyslexic individuals were identified. This technology served to 

validate the “disability” aspect of these learning differences and further encouraged the 

medicalization of it. It created “disability” categories and perpetuates the labeling of 

those with dyslexia as “disabled”. As a result, these labels are utilized by systems of 

power to exert control over these marginalized groups. This is evident within the 

American academic system where disablism is directly embedded in the structure and 

policies. As a result, the “disability” label is embodied, often in negative ways. While the 

label can sometimes be used to make sense of one’s struggles, advocate for certain rights 

and accommodations, and protect against further scrutiny, it also leaves these individuals 
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vulnerable to the policies and practices of entities of power. Rigid educational policies 

and practices create barriers to successful academic outcomes, resulting in lower 

academic performance, increased incidences of failing a class and being retained in their 

current grade, increased high school dropout rates, and fewer rates of attending college 

when compared to their peers. 

Anthropologists and other social scientists have criticized that the process of 

medicalization often deflects attention away from social and political forces that 

contribute to the incidence of disease (Lock 2001). Lock (2001) introduced the concept of 

local biologies to encourage the focus to be shifted to include greater social factors that 

can dictate illness experiences, including our evolutionary history, environment, social 

structures and political forces surrounding us. By doing this, we can begin to re-examine 

our current understanding of dyslexia. In order to do this, I think a medical 

anthropological analysis and utilizing a sociocultural perspective, which provides a more 

holistic view by taking social, environmental, and political factors into account, would be 

much more appropriate. The bottom line is, we need to question how much influence we 

allow biomedicine to have on dictating the treatment of those with dyslexia, thus 

allowing us to make the change to an education system that is as diverse as our 

population in order to better integrate those with learning differences into society. 
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