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Section A
Dyslexia is a “neurological difference and can have a significant impact during education and in everyday life” (British Dyslexia Association, no date). People are unique but so is everyone's experience of dyslexia, it affects people differently, ranging from mild to severe, and it can also co-occur with other learning differences. Dyslexic children can suffer from speech difficulty and complications with remembering sequences of letters in the early years (Reid, 2020a). As they grow, they struggle with slow reading, spelling and written expressions. Furthermore, working memory, attention and organisation can be a problem too (Snowling, 2013). Dyslexia is one of several specific learning difficulties and several experts believe that between five to ten percent of individuals have it (Understood, 2020). 
Shaywitz states “The human brain is resilient, but there is no question that early intervention and treatment bring about more positive change at a faster pace than an intervention provided to an older child” (cited in The Yale Center for Dyslexia and Creativity, 2017). Reid (2020a) agrees that early identification is vital for successful intervention for dyslexic children. Early identification through informal assessments, such as, observations of children at-risk of dyslexia can increase the chance of effective intervention (Reid, 2011 p,30). Early identifications and interventions should be implemented as soon as possible to prevent a possible downward spiral of underachievement, lowered self-esteem and poor motivation (Snowling, 2013). However, Reid (2020a) states dyslexia can be classified as a “hidden disability” with symptoms and characteristics going unnoticed or unidentified till they leave school. It is critical that practitioners and teachers are trained to identify the early signs and characteristics of dyslexia before the child falls behind their peers. Reid (2020a) identifies that research has shown that once a child falls behind that it is particularly hard for them to catch back up and stop the negative effects on their self-esteem. 
Ozernov-Palchik and Gabrieli (2018) report that children at high risk of dyslexia or literacy difficulties can be measured by early preliteracy skills. Longitudinal studies beginning in preschool, have foreseen tests on “phonological awareness,  rapid automatized naming, letter knowledge and vocabulary” to identify future reading ability (Ozernov-Palchik and Gabrieli, 2018). However, Ozernov-Palchik and Gabrieli, (2018) narrate that these measures can also result in over-identification.  Poulson (2018) believes screening should not be a one-off event, as early, inaccurate screening can happen, but with follow-up checks at regular intervals it will make it easier to perceive which children need support and specialized interventions. Rose’s (2006) report concurs by saying that a one-off snapshot assessment only presents a picture of the pupil on that day. He recommends a staged approach of support with combined and ongoing assessment through teaching.
Early intervention is allowing the child to get the support and help they need to develop their literacy skills. Article three of the UNCRC (Children’s Commissioner for Wales, 2020) and article seven of the CRPD (UN, no date) states that “everyone who works with children should always do the best for each child”. They should always have the best interests of the child as their primary consideration, with well-being, health and services being protective of their needs (UNICEF, no date). 
However, because dyslexic children have different characteristics their intervention needs to suit their individual circumstances. Practitioners need an understanding of how the child learns and what is effective for them, through observations and discussions with the child and their parents a suitable intervention can be identified. Practitioners need to take in to account Article 12 of the UNCRC (Children’s Commissioner for Wales, 2020) states we need to listen to the “Voice of the child”, whilst article seven of the CRPD states “children with disabilities have the right to express their views freely on all matters affecting them” (UN, no date), allowing the children autonomy and decision making of their own. However, the age and maturity of the child needs to be considered (UNICEF, no date). By providing children with a voice through “choice, opinion, feelings and emotions” children will discover that they are important and valued (Kimberley, 2015). Practitioners need to boost dyslexic children’s self-esteem to stop them becoming discouraged and losing interest (Reid, 2020a).
Dyslexia has many different definitions and dimensions but ensuring practitioners recognise the signs can help early identification and intervention before children fall behind their peer group. Reid (2020a) states early intervention should consider children’s different learning styles and learning processes for teaching within a carefully planned and structured learning environment.
Practitioners need to consider the “curriculum, differentiation and learning styles” to allow clear effective intervention for dyslexic children (Reid, 2020a). Gardner (1983) outlined seven different learning styles: auditory, visual, kinaesthetic, interpersonal, intrapersonal, linguistic and logical-mathematical. He suggests by knowing the child’s primary learning style that you can teach them the way that is best (cited in Mead, no date). Learning styles need to be observed and assessed to ensure the individual child’s specific needs match the correct intervention. Many children can make significant progress if they get the opportunity to use their own particular learning preferences. Many dyslexic’s learning styles are visual and experiential as they find  listening and reading very challenging (Pembrokeshire Inclusion Services, 2019a). However, Kirschner (2017) believes learning styles tests are inconsistent and by allocating learners to a specific learning style will disrespect the individual distinctions (cited in Wong, 2017). According to neuroscientist  Greenfield (2020), the idea that we can be defined by our learning style is "nonsense", she believes, "humans have evolved to build a picture of the world through our senses working in unison, exploiting the immense interconnectivity that exists in the brain" (Mind Tools, 2020).
Snowling and Hulme (2011) reviewed evidence-based interventions for language and literacy difficulties, they determined that interventions need to be methodical, organised and multi-sensory, through direct teaching, learning and time for thinking. Frequent good practice of observations and constant reflection could limit  time frames of learning difficulties for the children.








Section B
Dyslexia is a common learning disability (NHS, 2018b). It is a specific learning disability that continues throughout their lifetime, but in contrast to other learning disabilities it does not affect their intelligence (NHS, 2018b). Dyslexia is considered an “invisible” disability as no prominent signs are visible (Dyslexic Library, 2017). Dyslexics prefer the term “learning difference” over “disability” (Dyslexic Library, 2017). However, an educational psychologist or an appropriately qualified dyslexia specialised teacher needs to make the diagnosis, confirming the child’s strengths and weaknesses with recommendations for specialist support (NHS, 2018a). The impact of dyslexia can be a barrier to learning but also  personal, social and emotional barriers stand in the way.
The main models of disability are the medical model and the social model. The medical model of disability regards disability as the “problem that belongs to the disabled individual” (University of Leicester, no date). The medical model sees the “disability first and focuses on that impairment” as the reason stopping disabled people accessing services or being fully accepted in society (Ombudsman, no date).  But as mentioned above, dyslexia has no visible signs, but can still stop them being accepted in society. Crow (1996, cited in Goering, 2015) agrees that the medical model of disability maintains that “a person’s functional limitations (impairments) are the root cause of any disadvantages experienced and these disadvantages can therefore only be rectified by treatment or cure”. Scope (no date) believes the medical model generates low expectations and guides people to lose their independence or control of their own lives. 
The medical model of dyslexia focused on the “underlying cognitive impairments with phonological difficulties at the forefront” (Snowling, 1998, cited in Riddick, 2001).  Frith (1999, cited in Riddick, 2001) proposes three types of levels to define and explain dyslexia. She claims that the biological level is linked to the “genetic origin”, the cognitive level links to the “specific processing deficits” and the behavioural level links to the individuals poor reading and writing skills, Firth (1999, cited in Riddick, 2001) also states how the three levels play an important part in the explanation of the condition but the crucial role is the correct learning environment. A recent study proves educational settings are still  concentrating on a “deficit model defining disability within a medicalised framework (the ‘medical model’) of SEND” (Beckett, 2019). This research  proved that the medical models approach can generate feelings of anxiety, specifically as dyslexic children struggle to achieve alongside their peers. 
Rieser and Mason (1992, p15, cited in Open University, 2020, section 2) contrast the medical model of disability with the ‘social model’ of disability:
Disabled people's own view of the situation is that whilst we may have medical conditions which hamper us and which may or may not need medical treatment, human knowledge, technology and collective resources are already such that our physical or mental impairments need not prevent us from being able to live perfectly good lives. It is society's unwillingness to employ these means to altering itself rather than us which causes our disabilities.
This statement from a disabled persons point of view allows people to see the other side of the situation. Dyslexia is unidentifiable by sight alone and society should embrace the creativity. The social model was designed by disabled people themselves and looks at the barriers in society.  By eradicating these barriers, it encourages equality and extends disabled people’s independence, choice and control to contribute in full to day to day life. (Scope, no date). Einstein, who was dyslexic said: "Imagination is more important than knowledge"  and should be seen as a gift (Gardner, 2013).  
The social model of disability helps us recognise the barriers and how we can change the environment and peoples way of thinking to see past the negative thinking of disability and impairment to encouraging  people to live full active lives. However, despite recent developments people still see limitations to learning disabilities but through the social model we need to find a way to support their development to achieve their goals (Mental Health Foundation, 2020). 
The International Dyslexia Association (2019) defines dyslexia “as a specific learning disability - neurobiological in origin” featuring difficulties with “accurate and/or fluent word recognition” and problems in decoding, spelling and reading (cited in Beckett, 2019). However, the British Dyslexia Association (2019) states that dyslexia affects elements of literacy and co-occurring elements including sense of “direction, co-ordination, perception, speed, processing, organisation and memory” (cited in Beckett, 2019). These explanations prove that the social model advocates for support and understanding to be put in place to help children improve their outcomes for the future.   
Butcher (2020) believes that by combining the social and medical model perspectives that it will provide a “multidisciplinary and comprehensive understanding of disability and neurodiversity’s”. Neurodiversity helps us understand that everyone has different experiences based on how their brains work. Disabilities can be in the brain or the body, but it is important to recognise that by improving support and access for any form of disability will help create acceptance in society (Comberousse, 2019).
Dyslexia is not a barrier to success, just because the brain is wired in a different way (Rooke, 2015). However, structural barriers and discrimination can prevent them from achieving their full potential. Barriers include financial costs, lack of support and awareness in educational settings, society and public services and healthcare.  
Financial costs depend on how the child is diagnosed you could pay privately for an independent psychologist or local dyslexia association or request an appointment with the educational psychologist (NHS, 2018b). However, the British Dyslexia Association (2019, p15) report that local authorities are denying parents test, so they need to see a private psychologist, potentially costing over one thousand pound in total. Further costs again depend on the family, settings will liaise with specialist teachers, speech and language consultant and support the child with one to one sessions or small group activities. However, it is possible to hire private tutors for extra support. 
Lack of support and awareness of dyslexia can have negative implication as children get older. Schools, society, public and healthcare services need to provide amenities to support dyslexic’s, whether it be providing information in different formats or just reassuring language and attitudes from professionals offering support and praise to aid mental health and anxieties (Reid, 2020b).
Beckett (2019) concludes his research by stating that through continually improving awareness children will benefit from the recognition that dyslexia is a complicated intertwined condition that can lead to “medical, psychological and educational” changes for the future.

Section C
Dyslexia affects the part of the brain controlling language, it effects reading and spelling and prevents children from achieving automaticity in these areas. However, recent studies have shown that cerebellar difficulties inspires further checks on co-occurring problems linked with concentration, personal organisation, sequencing, processing speeds but if seen in isolation it is not seen as a marker of dyslexia (Helen Arkell, 2020). 
Dyslexic children require precise, multisensory teaching with specially adapted learning materials (IDA, 2017). Additionally, including the child in the discovery process will increase their level of understanding and learning (ACAMH, 2020). The British Dyslexia Association (2018) state that multisensory teaching methods are recognised by professionals working alongside dyslexic and other specific learning difficulty children. A multisensory approach stimulates learners by using visual, auditory and kinetic activities, which are colourful, easy and fun. 
Reid (2020c) proclaims that “multisensory methods utilise all available senses simultaneously”. Orton (1930, cited in Active Phonics, 2020) created the first multisensory phonic approach which was adapted and updated over the years to a “multisensory methodology” where learners repeatedly look, sound and spell a letter or letters aloud and then write them (Active Phonics, 2020). Rose’s (2006, p16) report found that some settings used a brisk paced way of teaching, which fired the children's interest by absorbing them in multi-sensory activities. Rose (2009, p16) also noted that the children’s reactions were “overwhelming”, which he judged as “success was its own reward”. One reason multisensory learning is successful across all mixed ability groups is the approach to learning is fun and children do not realise they are actually learning (British Dyslexia Association, 2018). A playful approach builds on children’s interests allowing scope to develop further skills and knowledge (Waterford.org, 2019).
Multisensory teaching allows children to use their personal learning strengths to help them learn, by incorporating more of their senses, particularly, touch and movement, will encourage the brain to build memories to link to the auditory and visual ones (Dyslexia Direct Services, no date). However, it is important that practitioners understand how  effective this way of learning is for children, especially those with dyslexia (ACAMH, 2020).
Early years children use multisensory approaches to make connections between sounds, shapes and feel of letters before they use them for writing (Towndrow, no date). The Montessori method benefits from learning through all five senses, all styles of learning are supported by using “kinaesthetic, spatial, musical, interpersonal, intrapersonal, intuitive, and the traditional linguistic and logical-mathematical” approaches (Inly Insights, 2018). Montessori materials are purposely visual and tactile, for example, sandpaper letters for tracing to encourage letter recognition before say, read and write them (Inly Insights, 2018). Similarly, the early intervention programme “Hands on to Learning” incorporates multi-sensory interventions	through structured games and activities based on their five areas of development, phonological	awareness, visual, spatial and auditory memory and sequencing (Pembrokeshire Inclusion Services, 2019b).	
Multisensory activities incorporate more than one sense. Early years settings allow multisensory experiences to happen throughout the day with sand and water play, playdough, music and movement, singing and rhymes especially when practitioners add items linked with the topic of the week, by commenting and using visual representations. Early literacy can be promoted through multisensory story sacks, allowing children to visualise the words and pictures in the book whilst listening to the story and feeling the objects as they are passed around (Kelly, 2015). 
Research in multisensory learning suggests that a variety of sensory stimuli is crucial to expanding our capacity for learning, (Westley, 2003, cited in Learning Abled Kids, 2020). Research only shows positive outcomes to multisensory learning for children of all abilities, Welch (British Dyslexia Association, 2018) testifies that by repetition of activities children will “over learn and consolidate” their learning. Also, repetition of the activity enables more familiarity with its sequence to strengthen learning and memory, meaning the learning is more likely to be embedded. Research by Preece and Zhao (2016) noted the importance of consistency and structure to the learning experience to help the learner develop communication skills alongside the ability of prediction and concept formation.  
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