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ABSTRACT
Objectives  To examine factors associated with 
declaration of disability by medical students and doctors, 
and the association of declared disability with academic 
performance.
Design  Observational study using record-linked data 
collected between 2002 and 2018.
Setting  UK Medical Education Database is a repository of 
data relating to training of medical students and doctors. 
Disability and other data are record-linked.
Participants  All students starting at a UK medical school 
between 2002 and 2018 (n=135 930).
Main outcome measures  Declared disability was 
categorised by the Higher Education Statistics Authority. 
Outcomes related to undergraduate academic performance 
included scores in the educational performance measure 
(EPM), prescribing safety assessment and situational 
judgement test. Performance in postgraduate examinations 
was studied, as well as prior attainment in school 
examinations and aptitude tests.
Results  Specific learning disability (SLD) was the most 
commonly declared disability (3.5% compared with 
the next most commonly declared disability at 1.0% of 
n=129 345 all cases in the study), and during the period 
covered by the data, SLD declarations increased from 
1.4% (n=6440 for students starting in 2002) to 4.6% 
(n=8625 for students starting in 2018). In a logistic 
regression, the following factors predicted recording 
of SLD on entry to medical school ((exp(B)±95% CI), 
p<0.0001 unless otherwise stated): attendance at 
a fee-paying school (2.306±0.178), graduate status 
(1.806±0.205), participation of local areas quintile 
(1.089±0.030), age (1.034±0.012). First year medical 
students were less likely to declare SLD if they were 
from a non-white ethnic background (Asian/Asian 
British 0.324±0.034, black/black British 0.571±0.102, 
mixed 0.731±0.108, other ethnic groups 0.566±0.120), 
female (0.913±0.059; p=0.007) or from a low index of 
multiple deprivation quintile (0.963±0.029); p=0.017. In 
univariate analysis with Bonferroni corrections applied for 

multiple tests, no significant difference was observed in 
the recording of SLD according to socioeconomic class 
(χ2=5.637, p=1), whether or not a student’s parents had 
a higher education (χ2=0.140, p=1), or whether or not a 
student had received a United Kingdom Clinical Aptitude 
Test (UKCAT) bursary (χ2=7.661, p=0.068). Students who 
declared SLD at some point in medical school (n=4830) 
had lower EPM normalised deviate values (−0.390) than 
those who did not (−0.119) (F=189.872, p<0.001). Those 
for whom SLD was recorded were as likely to complete the 
course successfully as those who did not declare disability 
(93.0% successful completion by those for whom SLD 
declared from year 1 (n=2480), 92.2% by those for whom 
SLD declared after year 1 (n=2350), 91.6% by those for 
whom SD not declared at any point (n=85 180)) (χ2=6.905, 
p=0.032). Of 3580 first year students who declared SLD, 
43.1% had not sat the UKCAT Special Educational Needs 
aptitude test (which gives extra time for those with special 
educational needs), while 28% of 2400 registrants for 
whom SLD was recorded as medical students did not 
declare it at General Medical Council registration.
Conclusions  Substantial increases in declaration of SLD 
may reflect changes in the social and legal environment 
during the period of the study. Those who declare SLD are 

Strengths and limitations of this study

	► We studied 135 930 medical students and junior 
doctors who started medical school between 2002 
and 2018; our coverage is therefore both contempo-
rary and comprehensive.

	► Disability data were linked with other data, allowing 
more detailed investigation than has previously been 
possible.

	► Disability, as declared by medical students to Higher 
Education Statistics Authority, is self-reported and 
therefore unverified for the purposes of this analysis.

	► Information on disability at postgraduate level is less 
detailed than at undergraduate level.
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just as likely to gain a primary medical qualification as those who do not. 
For some individuals, disability declaration appears to depend on context, 
based on differences in numbers declaring SLD before, during and after 
medical school.

INTRODUCTION
Disability in medicine is an issue to which the profession 
has returned repeatedly over the years, with detailed 
pronouncements from the British Medical Association 
(BMA) (two, in 2007 and 2020),1 2 and the General Medical 
Council (GMC) (several, most recently in 2019).3–5 This 
enduring focus reflects the importance of the issue, but 
also profound changes in the social and legal environment 
during the same period. The 2010 Equality Act,6 which 
subsumed the 1995 Disability Discrimination Act7 (except 
in Northern Ireland), posited disability in a much wider 
context, designating it as just one of nine protected char-
acteristics, the others being age, gender reassignment, 
marriage and civil partnership, pregnancy and maternity, 
race, religion or belief, sex and sexual orientation. The 
conducts prohibited under the Act include discrimina-
tion, victimisation and harassment, but it is discrimina-
tion—specifically, the fear of being accused of it—which 
most preoccupies medical schools, postgraduate dean-
eries and National Health Service (NHS) trusts, the key 
providers in the UK of training of medical students and 
doctors. The GMC, like other regulatory agencies, has 
sought to reposition itself and the profession in relation 

to disability. The need to do so is not merely driven by 
legislation. According to Welcomed and valued,5 only 1% of 
junior doctors responding to the national training survey 
declare disability, compared with an estimated prevalence 
of disability in adults of working age of 19%.8

The Equality Act defines disability as a physical or 
mental impairment that has a substantial and long-
term adverse effect on the ability to carry out normal 
day-to-day activities.6 The constructive ambiguity of 
this wording has been highlighted.9 Interpretation of 
the Act in practice is exclusively done at institutional 
level by disability services. Outcomes of disability assess-
ments are categorical, with the individual labelled as 
either disabled or not; impairments are specified as 
per the classification of the Higher Education Statis-
tics Authority (HESA) (figure  1). Medical students 
thus declare disability within a fixed framework over 
which they have no control. Once disability is declared, 
the disabled label usually ‘sticks’, at least until gradua-
tion. For example, few students who declare a specific 
learning disability (SLD) (the most common declared 
disability) ‘undeclare’ themselves subsequently before 
gaining their primary medical qualification. At post-
graduate level, in contrast, junior doctors are able to 
choose a specialty that suits them, for example, individ-
uals with visual impairments may avoid specialties that 
rely heavily on, say, microscopy. In doing so, they are 
unwittingly applying a more flexible, interactive model 

Figure 1  Classification of declared disability in higher education by the Higher Education Statistics Agency. ADHD, attention 
deficit hyperactivity disorder.
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of disability,10 used by the World Health Organization 
(WHO), the interaction being between impairment(s) 
and activities (educational and/or clinical). This defini-
tion does not see disability per se as the problem; rather, 
the problem is the interaction between the impairment 
and the activities and/or environment.

This difference in the ‘declaring environment’ 
between undergraduate and postgraduate spheres may 
help to explain why disability is much more likely to be 
declared by medical students, compared with doctors in 
training (quoting again from Welcomed and valued, 9% 
of medical students declare disability).5 Consistent with 
this interpretation, 9% of newly-registered doctors—
who, like medical students, have not yet reached the 
stage of choosing their postgraduate specialty—declare 
disability.5 It may also explain how, in the past, rigid 
adherence to the requirement for certain physical 
competencies to be achieved by all medical students 
meant that disability could preclude the study of medi-
cine but not its practice.11 The illogicality of this position 
has been recognised by the GMC. In the 2009 edition 
of Tomorrow’s Doctors,12 learners are required to provide 
cardiopulmonary resuscitation or direct other team members 
to carry it out (italics indicate the amendment from the 
previous edition). Shrewsbury provides a comprehen-
sive examination of the curriculum outcomes in Tomor-
row’s Doctors 2009 from the perspective of disability.9 In 
Welcomed and valued, the original position has been fully 
reversed: ‘no health condition or disability by virtue of 
its diagnosis automatically prohibits an individual from 
studying or practising medicine’.5

The impact of changes in curriculum outcomes on 
the declaration of disability by medical students is 
unclear. Leaving aside disabilities that ‘declare them-
selves’, for example, mobility impairments that require 
use of a wheelchair, in other cases, like specific learning 
difficulties or mental health conditions, declaration of 
disability represents a calculation of the relative advan-
tages and disadvantages of doing so. Failure to declare 
may reflect a perception, justified or not, that the disad-
vantages outweigh the advantages. For example, appli-
cants may worry that their chances of being admitted to 
medical school may be jeopardised by declaring disability. 
Equally in other cases, the opposite calculation may be 
made—that, say, getting extra time in summative assess-
ments (the most common accommodation) may confer 
an increased likelihood of progressing. However, limited 
information is available on the factors that are associated 
with declaration of disability, or the association between 
declared disability and academic performance. The 
recent establishment of the UK Medical Education Data-
base (UKMED), a repository of record-linked datasets 
hosted by the GMC, permits more detailed investigation 
than has previously been possible. In the current report, 
we have explored the UKMED datasets to address these 
and other questions.

METHODS
Study population and design: student data
All data used in the analyses were obtained from 
UKMED and were anonymised as per the UKMED 
research process.13 The data definitions are given in the 
UKMED data dictionary,14 which categorises, defines 
and summarises all data held in the UKMED database. 
The study population consisted of all students starting 
at a medical school in the UK between 2002 and 2018. 
Cases where the first available year of programme or year 
of study was greater than one, and cases with no identifi-
able course type, were excluded. Data were available for 
129 345 individuals. Flow of data is shown in figure 2.

Data on medical school processes
In conjunction with the Medical Schools Council (MSC), 
we surveyed UK medical schools on their approach to 
identifying and supporting students with SLDs. Data 
collection was interrupted by the outbreak of COVID-19; 
we received returns from 18 of the 38 medical schools 
with HESA data.

Categorisation of declared disability
Declared disability was self-reported by students to 
medical schools using categories defined by HESA, 
as shown in figure  1. Categories included two or more 
disabilities and/or disabling medical conditions, and a 
disability, impairment or medical condition that is not 
otherwise listed.

United Kingdom Clinical Aptitude Test and United Kingdom 
Clinical Aptitude Test Special Educational Needs
The United Kingdom Clinical Aptitude Test (UKCAT) 
(now called University Clinical Aptitude Test) is a cogni-
tive skills test undertaken by the majority of applicants to 
UK medical schools. It allows extra time for applicants who 
are able to provide a letter from their school, college or 
university which confirms and provides the basis for their 
entitlement to this in examinations (diagnosis from, eg, 
medical practitioner, educational psychologist, specialist 
teacher). Applicants who satisfy this requirement may sit 
UKCAT Special Educational Needs (UKCATSEN),15 and 
are given 25% extra time. Scores analysed in the current 
report were all based on first attempt.

Academic performance and progression
The relationship between SLD and academic perfor-
mance was studied by examining scores in the educa-
tional performance measure (EPM), prescribing safety 
assessment (PSA) and situational judgement test (SJT).

Separately, we analysed available HESA data on 
academic progression according to declaration of SLD 
in first year or subsequently. HESA records reasons why 
students have left their medical course (for the vast 
majority it is successful completion of the course and grad-
uation).16 Code 02 (HESA RSNEND Code 2) is ‘academic 
failure/left in bad standing/not permitted to progress’. 
According to HESA, this is considered to be different 
from simply dropping out, which is coded separately, and 
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which may be more closely related to personal reasons. 
Code 02 is applied specifically to students whose progres-
sion is limited or interrupted by failure in assessments. In 
the current report, Code 02 status was recorded irrespec-
tive of whether the student was subsequently readmitted 
to the course; medical schools submit data to HESA prior 
to academic appeals, and so it is possible for a student to 
be readmitted despite being categorised as Code 2.

Educational performance measure
Since 2013, applicants to postgraduate foundation 
programmes have been ranked within their year cohort 
into deciles of educational performance. This forms one 
component of the EPM. The EPM comprises two elements: 
medical school performance in deciles, for which 34–43 
points are available, and educational achievements, which 
are worth up to 7 points. A maximum of 50 points can be 
awarded for the EPM.17 Assessments included in the EPM 
must meet specific criteria. Individual medical schools 
decide which assessments to include in the score, after 

consultation with students, and are required to publish 
these assessments on their websites. In 2012, applicants 
were ranked in quartiles. In order to combine data from 
2012 and subsequent years in a single analysis, EPM quar-
tiles and deciles were converted into normalised deviate 
values, using the method of devised by Garrud and 
McManus.18

Prescribing safety assessment
The PSA was developed jointly by the British Pharma-
cological Society and the MSC as a way for students 
to demonstrate competence in the safe and effective 
prescribing of medicines. First delivered in 2014, it was 
formative in 2014 and 2015. Since 2016, passing the PSA 
has been required for progression to the second foun-
dation year (FY2). PSA data include a record of whether 
the candidate was given extra time. The analyses in the 
current report use z scores calculated from the mean and 
SD of all attempts at the PSA in the given calendar year. 
PSA performance data were based on first attempts only.

Figure 2  The flow of data through the study. GMC, General Medical Council; HESA, Higher Education Statistics Authority; PG, 
postgraduate; PMQ, primary medical qualification; SLD, specific learning disability; UG, undergraduate.
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Foundation programme situational judgement test
The SJT is part of the selection process for entry to the 
Foundation and Academic Foundation programme. It is 
a computer-based assessment designed to assess some of 
the essential competences outlined in the national person 
specification and is based around clinical scenarios. Its 
purpose is to target key attributes in the person specifi-
cation including patient focus, commitment to profes-
sionalism, coping with pressure, effective communication 
and team working. The SJT presents applicants with a 
series of work-related situations and asks them questions 
about how they would respond to these situations. These 
questions take multiple formats such as multiple choice 
and ranking. The SJT raw score was converted into a z 
score, based on the published mean and SD from the 
technical report for the applicable year. We used the final 
SJT score—that is, the one associated with admission to 
the foundation programme. The total z score was the 
mean of z scores from different years; this explains why 
it is not 0. We do not have information about whether or 
not candidates sitting the SJT received adjustment/extra 
time.

Statistical methods
HESA statistical control rounding rules are applied 
throughout this report.19

IBM SPSS Statistics V.27 (IBM United Kingdom) was 
used to perform the statistical analyses listed below.

Univariate analysis was used to evaluate HESA recording 
of SLD in relation to each of the following variables: 
gender, ethnicity, domicile, school type, graduate status, 
socioeconomic category, index of multiple deprivation 
(IMD), participation of local areas in higher education 
(POLAR), parental possession of a higher education 
qualification.

Logistic regression analysis was performed to predict 
HESA recording of SLD, using variables that reached 
significance in the univariate analysis above.

Cohen’s kappa coefficient was used to express the 
agreement: between (1) HESA-recorded SLD in the 
student’s first year and whether or not the student had 
sat the UKCATSEN (this coefficient was also calculated 
separately for each medical school); (2) HESA-recorded 
SLD at any time during medical school and declaration of 
SLD at GMC registration.

Cohen’s d coefficient was used to estimate the effect 
size of: (1) HESA-recorded SLD and/or extra time on 
PSA score; (2) HESA-recorded SLD on SJT score; (3) 
HESA-recorded SLD in first year and/or extra time 
(UKCATSEN) on UKCAT total score; (4) HESA-recorded 
SLD on prior school performance. The benchmarks 
suggested by Cohen were used to evaluate small (d=0.2), 
medium (d=0.5) and large (d=0.8) effect sizes.20

Pearson’s χ2 test was used to evaluate the relation-
ship between (1) HESA-recorded SLD during or after 
first year, and HESA RSNEND Code 2 (see above); (2) 
HESA-recorded SLD at medical school and successful 

completion of the course resulting in a primary medical 
qualification.

Patient and public involvement
Neither patients nor the public were involved in the 
design, conduct, reporting, or dissemination plans of our 
research.

RESULTS
Factors associated with declaration of disability
Recording of SLD increased significantly over the period 
of the study; recording of physical/hearing/visual impair-
ments much less (table 1). In univariate analysis of factors 
potentially associated with declaration of SLD in first year, 
no significant difference was observed in the recording 
of disability by socioeconomic class, by whether or not a 
student’s parents had a higher education, or by whether 
or not a student had received a UKCAT bursary (online 
supplemental tables S1 and S2). On this basis, these vari-
ables were not included in subsequent logistic regression 
analysis, in which the following factors were predictive 
of recording of SLD in first year: chronological year of 
entry into medical school, age in year of admission to 
medical school, male sex, graduate status, attendance 
at a fee-paying school, high POLAR quintile. Compared 
with white ethnicity, students from other ethnic groups 
were less likely to declare disability, as were students from 
a lower IMD quintile. These results are summarised in 
online supplemental table S3, which also includes varia-
tion by medical school and course type.

Association of disability with academic performance at 
medical school
Educational performance measure
Online supplemental figure 1 summarises EPM normalised 
deviate scores according to declaration of SLD. Students 
who declared SLD at some point in medical school had 
lower EPM normalised deviate values than who did not: 
−0.390 (N=3575) versus −0.119 (N=49 590), F=189.872, 
p<0.001.

Prescribing safety assessment
We identified four groups according to whether or not 
SLD was recorded and/or extra time was granted in the 
PSA at the end of training. Performance of these groups 
is compared in online supplemental table S4. The differ-
ences observed reached statistical significance but were 
mostly small.

Foundation programme SJT
Online supplemental table S5 summarises the SJT score 
by recorded SLD. SJT data were available on all those 
applying for foundation posts from 2013 through to 2020. 
Although the difference was statistically significant, the 
effect size was below what Cohen classifies as small.

Academic progression and completion of course
Students who had SLD recorded after starting medical 
school (ie, recorded in a subsequent year of study but not 

https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
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in first year) were more likely to have failed to progress 
due to academic failure than those who had no record of 
SLD, or those who were recorded as having SLD in their 
first year of study (table 2). This suggests that investiga-
tions into whether a student has a SLD are undertaken 
in response to academic failure. Our survey of medical 
schools confirmed this; 11 out of 18 respondents indi-
cated that screening for SLD is undertaken in response 
to academic performance issues. Only one indicated that 
they proactively tried to identify students with SLDs.

Table  3 summarises the successful completion of the 
course according to declaration of SLD. Those who 
declared SLD were at least as likely to complete the 
course successfully as those who did not (differences were 

statistically significant, but small). We did not examine 
whether students declaring SLD took longer to complete 
their medical course. The expected length of time taken 
to complete the course varies by student according to, 
among other things, whether an intercalated degree 
is taken (optional in some schools and compulsory in 
others).

Association of disability with academic performance before and 
after medical school
Before
Scores to measure prior educational attainment—at 
A-Level, Scottish Higher and General Certificate of 
Secondary Education (GCSE)—were derived using the 
method previously used by McManus et al.21 Online 
supplemental table S6 shows lower scores in those for 
whom HESA-declared SLD was recorded during medical 
school, but the differences were mostly small.

Those who sat UKCATSEN obtained significantly higher 
UKCAT total scores than those who did not, regardless 
of whether they declared SLD in their first year. Those 
who did not sit UKCATSEN and declared SLD in first 
year had the lowest mean score of the four groups (online 
supplemental table S7). The difference in UKCAT scores 
between highest and lowest-scoring groups corresponds 
to approximately two deciles of performance, based on 
UKCAT data.

After
Mean college membership examination marks of those 
with HESA-recorded SLD as medical students were 
compared with those with no SLD recorded. The analysis 
was restricted to first attempt examinations where at least 
50 cases with SLD were recorded. However, examination 
data were left censored; collection by the GMC did not 
commence until 1 August 2013 and it was possible for 
those in the UKMED population to have taken examina-
tions from 2008. Small or trivial differences were seen for 
written examinations (consistently around 0.3) and clin-
ical examinations (Practical Assessment of Clinical Exam-
ination Skills (PACES) and Clinical Skills Assessment 
(CSA)) (below 0.2). The differences are not reliable for 
exams with fewer than 120 cases (the CI on Cohen’s d 
cross 0) (online supplemental table S8). UKMED does 
not hold data on whether the examination candidates 
received extra time.

Agreement in declaration of disability on entry to and exit from 
medical school
Entry
The agreement between recording in first year of SLD 
and sitting UKCATSEN was examined. Of 3580 students 
who declared SLD to HESA in first year, 56.9% sat 
UKCATSEN. Of 2615 successful applicants who sat 
UKCATSEN, 22.0% did not declare SLD to HESA in first 
year. Cohen’s kappa coefficient was 0.646 (N=87 455). We 
calculated the kappa for agreement between UKCATSEN 
and HESA separately for each medical school. The lowest 

Table 2  Recording of HESA RSNEND Code 2 relating 
to failure to progress, according to declaration of specific 
learning disability (SLD) in year 1 or subsequently

No HESA 
RSNEND 
Code 2* (%)

HESA 
RSNEND 
Code 2* (%) N

SLD not 
recorded at any 
point

97.8 2.2 121 940

SLD recorded in 
year 1

97.7 2.3 4220

SLD recorded 
in year 2 or 
later but not 
recorded in 
year 1

95.1 4.9 2895

Total 97.8 2.2 129 060

χ2=98.976 p<0.001

*HESA RSNEND Code 2 refers to failure to progress due to 
academic failure/left in bad standing/not permitted to progress.
HESA, Higher Education Statistics Authority.

Table 3  Successful completion of primary medical 
qualification (PMQ) according to declaration of specific 
learning disability (SLD) in year 1 or subsequently

No successful 
completion of 
PMQ (%)

Successful 
completion of 
PMQ (%) N

SLD not 
recorded at any 
point

8.4 91.6 85 180

SLD recorded 
in year 1

7.0 93.0 2480

SLD recorded 
in year 2 or 
later but not 
recorded in 
year 1

7.8 92.2 2350

Total 8.3 91.7 90 015

χ2=6.905 p=0.032

https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
https://dx.doi.org/10.1136/bmjopen-2021-059179
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was 0.337 at Leicester (N=2885) and the highest was 0.802 
at Newcastle (N=3010).

Exit
Seventy-two per cent of 2400 registrants who had SLD 
recorded at some point during medical school declared 
SLD when they registered with the GMC. Nine per cent of 
those who did not have SLD recorded at any point during 
medical school (N=30 270) declared SLD on registration. 
Kappa for agreement: 0.791, N=32 670. By medical school, 
lowest kappa was 0.698 (Buckingham, N=120); highest 
0.903 (Leeds, N=1135). The variation in recording across 
schools on exit when compared with GMC recording 
appears to be lower than that on entry between HESA 
and UCAT.

DISCUSSION
It is over 25 years since the landmark enactment of 
the Disability Discrimination Act in 1995. In the inter-
vening years, government agencies and organisations 
like HESA and the GMC have collected and published 
data relating to disability. Although these have, for 
example, established trends, more detailed questions 
require linkage of disability status and other data, and 
it is only recently that this has become possible on a 
meaningful scale with the establishment of UKMED.14 
The current report is the first to apply this powerful 
tool to the investigation of disability in medicine. We 
have examined the factors associated with the decla-
ration of disability, and the association of disability 
with academic performance before, during and after 
medical school. We provide the most detailed account 
to date of what is known about declared disability in 
medical students and junior doctors in the UK.

The HESA categorisation of disability used by all UK 
medical schools gives specific form to the generic defi-
nition found in the relevant legislation.6 7 It is explic-
itly comprehensive (its final category is ‘a disability, 
impairment or medical condition that is not covered 
above’) and embraces both physical and non-physical 
disabilities, including a ‘specific learning disability 
such as dyslexia, dyspraxia and attention deficit 
hyperactivity disorder (ADHD)’. SLD was the most 
commonly declared disability throughout the study. 
At the end of the study period, in 2018, 4.6% declared 
it, compared with 1.8% declaring the next most 
commonly declared disability (a mental health condi-
tion); moreover, it increased more than threefold 
during the study period, from 1.4% in 2002. Decla-
ration of mental health conditions also increased, 
particularly in the last few years. In contrast, declara-
tion of blindness and deafness remained unchanged 
during the period of the study, and although declara-
tion of physical impairment/mobility issues increased 
from 0.1% to 0.3%, it too remained at a low level 
throughout. Thus, SLD in particular may act as a 
‘bellwether’ of disability declaration, responding to 

changes in the social and legal environment during 
the period of the study.

Notwithstanding these changes, doctors and 
medical students still perceive their working environ-
ment to be comparatively hostile to the declaration 
of disability. More than three-quarters of respondents 
to the 2020 BMA survey2 indicated that they were 
worried about being treated unfavourably if they 
disclosed a disability or long-term health condition to 
their employer or place of study. In the current report, 
specific groups less likely to declare included those 
who were younger, women, from a non-white ethnic 
background, or school-leavers. Interestingly, socio-
economic class and parental higher education status 
did not predict declaration, although attendance at a 
fee-paying school did. The ongoing existence of real 
and perceived discrimination22–25 may help to explain 
why some groups are less likely to declare SLD than 
others. There is also evidence of avoidance26 and 
altered healthcare-seeking behaviour27 in people with 
disability; in this context, not declaring SLD might 
be viewed as analogous. Certainly, some of the same 
factors are associated with each for example, age 
and sex; young people find it challenging to disclose 
disability.28

Perceived hostility of the clinical environment 
may also help to explain why 28% of those recorded 
as having SLD as medical students did not declare 
it when registering with the GMC. The transition 
from medical student to junior doctor marks a crit-
ical career point, and the associated uncertainty and 
anxiety associated with the change in role may precip-
itate different declaring behaviour. The opacity of 
the registration process itself may not help. Indeed, 
respondents to the BMA 2020 survey confirm this:

‘Applicants [for GMC registration] can be asked to 
provide a range of detailed and potentially sensitive 
health information about themselves. However … it 
is not always clear to them why particular informa-
tion is required, or how this will be used to determine 
their fitness to practice. This uncertainty can cause 
considerable anxiety for some disabled applicants. 
These responses suggest that greater clarity around 
this process may reassure disabled applicants that 
they will receive the support they need to successfully 
pursue their medical careers’.2

Altered declaring behaviour at GMC registration may 
be part of a wider, transition-related, phenomenon. 
Consistent with this, the previous critical career transi-
tion—from applicant to medical student—was also asso-
ciated with altered behaviour, although in the reverse 
direction; just over half of students who HESA-declared 
SLD in first year had sat UKCATSEN as applicants, even 
though published UKCAT scores were higher in those 
who sat UKCATSEN. It may be that having matriculated, 
medical students are less apprehensive about declaring 
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SLD than they were as applicants at the outset of their 
highly competitive selection journey to medical school.

Medical students might be less apprehensive still about 
declaring SLD if they knew that those who do so are just as 
likely to complete the course successfully as those who do 
not. Although scores in academic performance outcomes 
like EPM, PSA and SJT were lower, the observed differ-
ences were small, and academic progression was similar 
in students for whom SLD was recorded in first year, and 
in those for whom it was not declared at any point. The 
finding that those for whom SLD was recorded subse-
quently (ie, after first year) were more than twice as 
likely to have failed to progress due to academic failure 
may simply reflect the fact that academic failure is often 
a trigger for investigations into whether a student has 
SLD. Crucially, this specific group was also just as likely 
to complete the course and gain a primary medical qual-
ification. (It is counterintuitive that a group more likely 
to fail are just as likely to complete the course success-
fully, but this juxtaposition does not take into account the 
length of time taken to complete the course.) Another 
recent study has documented poorer performance in 
students with cognitive/learning disability compared 
with matched controls, as well as a measurable impact of 
accommodation on academic performance.29

Comparative attainment before and after medical 
school is much harder to interpret based on available 
data. Although we found only small differences in perfor-
mance according to recording of HESA-declared SLD 
during medical school, we do not have data on SLD 
declaration and/or granting of extra time in school 
examinations. In addition, only successful medical school 
applicants were compared—no meaningful conclusion 
can be drawn about the wider impact of declared SLD on 
performance in school examinations. Similarly, at post-
graduate level, differences in performance by declaration 
of SLD at medical school were small, but interpretation is 
bedevilled by the caveats outlined previously.

IMPLICATIONS FOR STAKEHOLDERS
Stakeholders in the medical training of disabled colleagues 
are many and varied. They include disabled individ-
uals themselves (as applicants, medical students and 
doctors), organisations tasked with their training and/or 
its regulation (medical schools, postgraduate deaneries, 
NHS trusts, the GMC), as well as the wider medical and 
health professional workforce (including other groups 
experiencing discrimination) and society in general 
(patients, including disabled patients, policy-makers and 
researchers). Our key findings will be of interest to all 
of these. The substantial increase in the declaration of 
SLD during the study period, combined with its apparent 
dependence on context, based on differences in numbers 
declaring at key transition points, provides evidence that 
it may act as a bellwether for disability declaration. Its 
sensitivity to influencing factors and context confers an 

indicative role of importance to all, and is partly why it 
has been the principal focus of the current report.

While attendance at a fee-paying school predicted 
recording of SLD in first year, socioeconomic class, 
and parental higher education did not, suggesting that 
schools play a more important role than the stereotyp-
ical ‘pushy parents’ of yore. The discrepancy between 
the numbers sitting UKCATSEN and declaring SLD in 
first year raises the possibility of underidentification of 
SLD by schools, further underscoring the importance of 
their role. Further research is required to establish the 
feasibility of identifying and extrapolating good practice 
across the sector; in particular, if early identification has 
the same effect on academic performance at school as it 
appears to have at medical school (see next paragraph).

Our finding that those for whom SLD was recorded—at 
any point—were as likely to gain a primary medical quali-
fication as those for whom it was not will be of substantial 
interest to medical students, medical schools and policy-
makers alike, suggesting that the adjustments made, 
for example, extra time in examinations, may broadly 
achieve their aim of reducing the disadvantage incurred 
by the disability. The findings summarised in table 2 indi-
cate a smoother path to graduation for those declaring 
SLD from first year, compared with those declaring subse-
quently; the latter were more than twice as likely to have 
failed to progress due to academic failure. This raises 
the intriguing possibility that early identification of SLD 
might ensure a less ‘bumpy ride’ to graduation. Proactive 
identification is likely to be resource intensive, suggesting 
that a pilot may be required to establish the value and 
impact of doing so.

There is a dearth of detail on disability at postgraduate 
level, compared with undergraduate recording by HESA, 
and a host of questions that remain unanswered. We do 
not know, for example, how disability declaration varies 
by specialty, region or phase of training, or how it relates 
to perceived hostility of the workplace; or what relation-
ship there is between disability declaration and perfor-
mance, including (but not exclusive to) postgraduate 
examinations; or indeed if those who declare disability 
in postgraduate examinations also declare it in their 
workplace. As a first step, the GMC may wish to review 
the registration process, given the feedback articulated 
earlier.2 This alone will not address these questions, and 
policy-makers in particular may wish to review the detail 
of disability data collected in the workplace.

CONCLUSION
A substantial increase in declaration of SLD was 
observed between 2002 and 2018. This period encom-
passed the enactment of the 2010 Equality Act, and 
the introduction of assessments with national reach 
(EPM, PSA, SJT). We found that those who declare 
SLD are just as likely to gain a primary medical qual-
ification as those who do not. We also found that the 
transitions, from applicant to medical student, and 
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from medical student to foundation doctor, were asso-
ciated with substantial differences in SLD declaration, 
suggesting that for some individuals, disability decla-
ration may depend on context.

Several factors limit the conclusions that can be 
drawn. First, HESA-declared disability is self-reported 
and therefore unverified at the point of declaration. 
Second, numbers declaring disabilities other than 
SLD were comparatively small, limiting their amena-
bility to similar statistical treatment. Third, the lack 
of detail on disability at postgraduate level leaves 
many unanswered questions. However, this is the first 
study to attempt to ‘map’ disability in medicine in the 
UK. Our coverage is contemporary and comprehen-
sive, and our findings will inform current and future 
policy, as well as guiding research in this area.
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