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Abstract

Listener Impressions of Spasmodic Dysphonia: Sym@everity
and Disclosure of Diagnosis During a Job Interview

Derek D. Isetti

Chair of the Supervisory Committee:
Associate Professor Tanya Eadie
Speech and Hearing Sciences

The U.S. government has attempted to addressatiggin the workforce for those with
disabilities through the passage of the Americaitls Bisabilities Act of 1990 (ADA). Because
the ADA is a complex legal document, Chapter Irespnted as a review article, serving as a
tutorial for speech-language pathologists as to tih@anenants of the ADA might be applied to
individuals with voice disorders. Under the ADAsdosure of a disability is not mandated.
However, job-related accommodations can only baesigd if the presence of a disability is
disclosed. This decision to disclose a disabilityig the hiring process is likely complex,
involving variables related to the setting, the ivattton behind the disclosure, as well as the
specific medical condition. Chapter 2 proposeseatétical model that summarizes the factors
an individual with a communication disorder migbhsider prior to making a disclosure
decision during the hiring process. In this praabmodel, the apparentness of symptoms is
believed to factor heavily into disclosure decisiomndividuals with health symptoms that are
more hidden may have the option to refrain frontldsure, whereas those with more apparent

disabilities (i.e., stuttering) do not have theioptof concealing what is already evident to the



observer. Chapter 3 attempts to provide a basklimeow speakers with a particular
communication disorder (spasmodic dysphonia or&@B)erceived by unfamiliar listeners pre-
disclosure, when no information about the conditeoprovided. In general, speakers with SD
were judged more negatively on certain traits, esfigg that the presenting symptoms of this
voice disorder are noticeable and can lead to neggidgments by communication partners.
However, the results of Chapter 3 suggest thatthie severity of symptoms that may be
important to consider, as some speakers with véidy &D were not penalized by listeners.
Chapter 4 explores the issue of symptom severityeater depth within the context of a
simulated job interview. Listeners consisting afrtan resources personnel (HRP) with
experience in hiring were asked to discuss theictrens to the same job applicant with SD in
one of two listening conditions: pre-BOTOX/severgost-BOTOX/mild. Prior to any
disclosure, HRP noticed the voice to a differergrde and described the voice of the applicant
differently between the two conditions. A uniqudset of employer concerns emerged for the
applicant with severe symptoms. Upon an eventisalasure of SD, those same HRP rated
their preferences for supplemental information stadied their rationale for or against disclosure
in both severity conditions. Findings suggest Haaterity may play an important role in whether
or not disclosure of SD is ultimately recommendgceimployers. Earlier disclosures were
preferred most often in the severe condition, wHiselosure was often discouraged when
symptoms were mild. This suggests that the symgtoiheach individual patient with SD must

be taken into account in lieu of making unilatetigiclosure recommendations in this population.
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Introduction
(Plain Language Summary provided at defense)

Many individuals with disabilities have a difficulme securing work. In the U.S., the
government has tried to address this issue bymassiaw called the Americans with
Disabilities Act (ADA). The ADA states that an imalual does not need to disclose the
presence of any medical condition during a jobrinesv. This makes sense for hidden
conditions, such as when a person has diabetdexdydibromyalgia, arthritis, or is HIV
positive. But what if the disability is apparentahy studies on visible or overt disabilities (i.e.,
wheelchair use, stuttering) have shown that ackedgihg a condition that is clearly evident
might be more advantageous than not addressinWhiat is currently unknown is how
individuals with voice disorders might be perceivkaing job interviews, and whether or not
disclosing a specific voice disorder (spasmodigtgsia or SD) would be recommended by the
average employer.

Because not mentioning a condition is always aiooptnder the ADA, we first
examined how multiple speakers with SD might bggadldifferently in a pre-disclosure state,
when no information about the presence of a voiserder was provided. A neutral reading
passage was used, and the listeners (primarilgg®itudents) judged the speech samples. Next,
two groups of employers heard a job applicant Bithgive a hypothetical interview. One
group heard the applicant when her symptoms weldemiwhile the other group heard that
same applicant when her symptoms were more se#mployers: 1) described her voice in
both conditions, 2) mentioned any concerns they aad 3) guessed what medical condition
they thought might be responsible for her voiceliua A disclosure of SD occurred, and

employers rated a series of statements about $brivs of importance. Finally, employers were



asked about the timing of the disclosure (earlgeedater) and for their overall recommendation
regarding whether or not the applicant should Feldressed her SD during the interview.

We learned the following from these studies:

1. Without any information (pre-disclosure), collegedents rated speakers with SD as
sounding older, more effortful, more tearful, aadd confident than people without voice
disorders. However, a few SD speakers with theastldymptoms were not penalized.

2. Virtually all employers (15/16) immediately commedton the voice of the job applicant
with SD when her symptoms were worse. In the segase, most initially presumed she
was either a heavy smoker, had throat cancer,dephysema. In the mild condition,
no employer ever suspected she had a problem ertiadice.

3. Employers preferred disclosure statements thaifsgly mentioned: 1) whether
accommodations would be required, 2) personal assas that SD would not affect job
performance, and 3) a brief, factual descriptio®bDf

4. In the severe condition, 13/16 employers advocttedisclosure, with an earlier
disclosure at the outset of the interview recomnednuost often. Conversely, no
employer in the mild condition suggested an eadisclosure, with the majority
believing she should have refrained from mentiomagSD.

These results suggest that a change in symggwoerity of a voice disorder can elicit
different reactions and recommendations from engry Additionally, employers had clear
preferences for the statements people should usa sfeaking about their SD during
interviews. These results will hopefully be a stay point to help guide speech-language

pathologists in counseling voice patients aboutldsire during the hiring process.



CHAPTER 1: THE ADA AND VOICE DISORDERS: PRACTICAL GUIDELINES®GR THE
SPEECH-LANGUAGE PATHOLOGIST

Introduction

The Americans with Disabilities Act of 1990

The Americans with Disabilities Act of 1990 (ADA)as created by Congress in an
attempt to reduce the obstacles faced by indivedwath disabilities across many domains. This
broadly includes obstacles related to employmestdraination, as well as access to medical
care, public facilities, and telecommunication sggs. Title 1 of the ADA deals specifically with
employment related issues, including how individuaith disabilities are to be treated during
the job interview process. The purpose of thikriis to serve as a resource for practicing
speech-language pathologists (SLPs) who might eadaimiliar with current disability law.
More specifically, this article focuses on how #&iBA can be applied to individuals with voice
disorders, providing information concerning how tlesignation of disability is assigned under
the ADA. The case of individuals with voice disersl is particularly important for speech-
language pathologists to understand because the anll protections under the ADA have been
expanded due to the Americans with Disabilities Actendments Act of 2008 (ADAAA).
Additionally, two individuals with relatively simalr voice impairments (e.g., dysphonia severity)
may not have the same legal protections under W ihone person feels that his/her disorder
is not substantially limiting. In addition, voidksorders are also different from most other
communication disorders because their severity fhiajuate from moment to moment (e.g.,
spasmodic dysphonia), day to day (e.g., muscleaemysphonia), or month to month (e.g.,

recovery of function in vocal fold paresis). Tastrate how the ADA pertains to voice



disorders, examples of potential accommodationprrnégded along with resources and websites
that both clinicians and clients might find helpfi#inally, conclusions are made as to whether
or not the policies outlined in the ADA are trulsopective of individuals with voice disorders.

Disability Defined. The termdisability is defined by the ADA as: “.(a) a physical or
mental impairment that substantially limits onexare of the major life activities of an
individual; (b) a record of such an impairment{©rbeing regarded as having such an
impairment” (ADA, 1990, p. 330).Major life activitiesinclude, but are not limited to: self-care,
manual tasks, hearing, seeing, eating, breathiegpimg, walking, standing, lifting, bending,
speaking learning, reading, concentrating, thinkiegmmunicating, and working
(Government Printing Office, 2013).  To qualdy asubstantially limitingmpairment, expert
testimony or physician documentation is not negdgsaquired. Credible testimony from the
individual with a disability is often sufficientdHowever, companies can request formal medical
documentation from the employee if they desire.
The Americans with Disabilities Act Amendments Actof 2008

Due to amendments made to the ADA in 2008AAB), the extent to which any
impairment affects a major life activity is nowlte evaluated without consideration of the effect
of any mitigating measures, with the exceptionrdiirtary eyeglasses or contact lenses
Mitigating measures in this case refers to sualgthias pharmaceutical interventions or physical
devices. As a concrete example, the limitationsdh@earing impairment might impose upon an
individual should be evaluated as if that persorewmt able to use hearing aids (i.e., when the
impairment is left untreated). An individual pdatyngectomy might feel that he/she can
communicate adequately using a tracheoesophagesthpsis as an alaryngeal voice source.

However, what if that individual were not able tetthe prosthesis? This essentially means that



the determination of whether an impairment is cdex®d substantially limiting is to be made
with respect to a person’s baseline level of fuorgtig. The original ADA of 1990 implied that
“temporary, non-chronic impairments of short dwaftiwith little or no long term or permanent
impact, are usually not disabilities.” (ADA, 1990hitially, impairments could not be transitory,
and symptoms were required generally to persidbofager than 6 months in order to be
classified as disabilities. However, this changed function of the ADAAA of 2008. The
Equal Employment Opportunity Commission (EEOC) ésknew regulations pursuant to the
ADAAA which explicitly state that temporary impaigntscanqualify. Section 1630.2(j)(1)(ix)
of the EEOC regulations states: “The effects oinapairment lasting or expected to last fewer
than six months can be substantially limiting” (@oment Printing Office, 2013). The
definition of disability was therefore broadenedtso include temporary conditions that might
have a substantial impact on a person’s functianifige wording was also made more inclusive
by insisting that the term “substantially limitdiculd not be construed to mean “significantly
restricts.” Episodic conditions can also qualifyhiey substantially limit activities when flare-

ups occur. Section 1630.2(j)(1)(ii) of the neweBIOC regulations states:

An impairment is a disability within the meaniofjthis section if it substantially limits
the ability of an individual to perform a majdfelactivity as compared to most people in
the general population. An impairment need netent, or significantly or severely
restrict, the individual from performing a majide activity in order to be considered
substantially limiting. . . The tersubstantially limitsshall be construed broadly in favor
of expansive coverage, to the maximum extent pednby the terms of the ADA.
Substantially limitss not meant to be a demanding standard (GovernRrerting

Office, 2013)

An impairment now no longer needs to prevent, gnificantly restrict a person from
performing a major life activity in order to be catlered substantially limiting. Furthermore, in
making an assessment of whether the impairmentistantially limiting, a comparison is to be

made to most people in the general population witllwat condition. In making a determination



of whether a person might be substantially limithé, assessment “should not demand extensive
analysis” (Government Printing Office, 2013). doking over the changes made to the ADA as
a result of the 2008 Amendments, one can cleadyadeend towards a broader definition of
what it means to have a qualifying disability. TAIBAAA was actually passed by Congress in
direct response to a number of high profile Supr@uoert cases which ruleabainstindividuals
with disabilities. In was deemed that the origidefinition of disability contained in the ADA
of 1990 was too narrow in scope. Thus, Congressqubhthe ADAAA of 2008 with the express
purpose of expanding the notion of what it meartsatee a disability under the law.
Reasonable AccommodationsUnder the ADA, an individual with a disability istled
to reasonable accommodatiomrsthe workplace. What constitutes reasonablebeilexplored
momentarily; first, it should be pointed out that Bvery workplace (or what the ADA labels as
acovered entityis mandated to provide such accommodationsovered entityefers only to
businesses or organizations that employ more tbgredple (ADA, 1990). This implies that
most small business owners need not adhere tootloegs laid out under the ADA. However,
there may be state laws in place which mandatdasimiovisions. Ironically, even though the
ADA was crafted by the federal government, federaployees are not covered under its
policies. The stated rationale for this is thatefed employees are instead to be protected
according to the guidelines listed under the Rdhation Act of 1973. The Rehabilitation Act
can be thought of as a precursor to the ADA thiéally applied only to organizations that
received federal funding. The ADA moves beyond fatlemployees and stipulates that no
covered entity shall discriminate against a quadifindividual with a disability during job
application procedures, hiring, advancement, digghacompensation, or training (Government

Printing Office, 2013).



Because the ADA is a broad document anlides somewhat nebulous terminology such
as "substantially limits" and "reasonable accomrtioda", a bi-partisan law enforcement
agency known as the Equal Employment Opportunith@gssion (EEOC) handles many issues
related to how the policies of the ADA are enforcélde EEOC is charged with the
responsibility of enforcing federal laws that makidegal to discriminate against a job applicant
or an employee because of the person’s race, eelaion, sex (including pregnancy), national
origin, age (40 years or older), disability, or gea information. The EEOC also serves as a
resource for those with disabilities. Differentabdities might require very specific
accommodations. However, one general accommodttaammight be common across disability
types involves the issue of time off from work. BExzles of reasonable time-related
accommodations according to the EEOC include “pdirgithe use of accrued paid leave or
providing additional unpaid leave for treatmentexovery related to a disability” (EEOC, 2011,
p.15). This includes leaves of absence, occasleasé (e.g., a few hours at a time), and part-
time scheduling. Allowing an individual with a dishty to change his/her regularly scheduled
working hours is also permitted. An example woutdaln individual who requests to work
10AM to 6PM rather than 9AM to 5PM. One rationfdethis flexibility in scheduling stems
from the fact that some medications can contribatack of concentration or grogginess in the
morning. Flexible scheduling can enable some tksbdmployees to perform essential job
functions more easily.

Another agency associated with the ADRAnswn as the Job Accommodation Network
(JAN) and is a service of the Office of DisabilEymployment Policy of the US Department of
Labor. The JAN provides a series of online docuserith disease-specific accommodation

suggestions, serving as a resource for both emy@@yel workers. It stands to reason that the



accommodations an individual might require for epdy might be completely different from
those required by a person who has undergoneldantagectomy, and so the JAN offers
online PDF pamphlets of what might be termed realsienfor different conditions. Importantly,
an employee cannot request a reasonable accommodaless that individual first discloses
his/her disability to the employer.

The EEOC and the JAN essentially serveesgurces and points of contact both for
individuals with disabilities and respective em@oy, Employees must first contact their
agency’s EEO office and follow identified steps aindelines before filing with the EEOC. An
individual typically never sues a company direcityng discrimination under the ADA.
Instead, the EEOC first makes attempts at medidt@ween the two parties. Lawsuits
generated by individuals citing unfair treatmenti@nthe ADA are the exception, and are only
filed through the EEOC once attempts at mediat@vrelfailed. Officials at the EEOC essentially
act as intermediaries and make the final deternanats to whether accommodations are
reasonable, given the resources of particular corepa

Disclosure.Although an applicant can choose to disclose thegce of a disability at
any time, employers are not at liberty to ask alble@ithature of any suspected disability during
the pre-employmentphase (lllinois ADA Project, 2013). Legally, anyestion that may elicit
disability-related information is prohibited pritr any conditional offer of employment. If,
during the pre-employment phase, an obvious phlydisability is apparent, such as an
individual using a wheelchair, the employer mayyantjuire about how the individual might
perform a specific job task, or if possible accondaimns might be required (ADA, 1990;
EEOC, 2005). No questions related to the etiolofghhe underlying physical condition may be

asked. This fact is extremely important to ndiven if a worker willingly brings up a specific



disability during an interview, the employer aaeverlegally ask disability-related questions
such as “What causes that?” “How is that treated?"What are the symptoms of that
disorder?” Individuals who are contemplating discire should know that it remains up to the
worker to decide how much disability-related infatron he/she would like to share. However,
this also means that the applicant is completeawane of any concerns that the employer might
have, since those concerns and questions can bewarbalized by the person conducting the
interview. Employer concerns might be completetjounded and could be put to rest by the
applicant, but since the employer cannot articudateh concerns, the onus is placed on the
applicant to preemptively clarify how the conditiail/will not interfere with job tasks.
Interestingly, after aonditional job offer has been made, the employer may then require a
medical exam and ask broad questions pertainidgsebility in general, but only if this process
is standard for all applicants. This fact runs d¢euto the information commonly found on a
number of published websites that states thatnhetome an employee is ever legally bound to
disclose a disability is when he or she is seekingasonable accommodation (Indiana Career
Services, 2009; Boston University, 2011; Universityontana Career Services, 2011). The
right of companies to ask disability related qumstiduring a conditional job offer phase is a
detail in the ADA that is not widely publicized.hiE is perhaps because for the majority of jobs,
a medical exam is not a standard prerequisitepi@wasional offer of employment. Nonetheless,
it does stand in contrast to what is commonly agsliabout disclosure as always being subject
to the discretion of the applicant. If an applicsnasked disability-related questions during this
conditional job offer phase and is disqualified tkason for disqualification must be consistent
with business necessity and must be non-discrimipdtllinois ADA Project, 2013).

Disqualification due to “business necessity” irsthase means that “(1) an employee’s ability to
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do essential job functions will be impaired by thedical condition; or (2) an employee will

pose a direct threat to others or to him/hersedf idua medical condition” (Duston, 2011,
para.10). Any information regarding the disabitityat is conveyed to the employer must be kept
in strict confidentiality at all times. Confidenits may only be broken in the event that the
disabled person might require emergency serviceghen governmental officials are
investigating compliance with the ADA. Onoa the job, an employer may only ask for

disability related information if the employee appeto pose a risk to the safety of others,
appears unqualified for the job, or needs a redderamcommodation (lllinois ADA Project,
2013).

Application to Individuals with Voice Disorders

Many might erroneously assume that tha w@isability refers only to individuals with
physical impairments that restrict mobility in sofashion. Simply knowing that the terms
hearing speakingandcommunicatingre considered major life activities under the ABA
fundamental information. Unbeknownst to perhapayrspeech-language pathologists (SLPs)
and the individuals they serve, these specific $anare only added to the ADA as a result of the
Amendments Act in 2008 (ADAAA). As a result, thosigh voice disorders who feel they are
substantially limited in the ability to speak effigely can meet the criteria for having a disapilit
under the law.

It is also important to note that tempgneoice disorders that mighot have initially
gualified under the ADA of 1990 can now theoreticlle covered due to the ADAAA of 2008.
Between 1990 and 2008, an employer technicallycchal/e stated that a voice disorder with
symptoms expected to last less than 6 months waatléntitle a person to accommodations in

the workplace. Qualification under the old lawrsed to depend more upon duration rather than
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severity of symptoms. This prior emphasis on donais important to note. For example, under
the older law, an individual with a vocal hemorrbayg laryngitis would technically not have
been entitled to accommodations in the workpld€een if the person were rendered completely
aphonic in either of the aforementioned scenatfesiransient nature of those conditions (i.e.,
symptoms lasting for less than six months) woubldeharecluded them from qualification under
the original ADA. Similarly, a worker who exhibdalysphonia subsequent to thyroid surgery
may not have been able to qualify under the origitendards. The potential regeneration of the
recurrent laryngeal nerve might have given the @apion that dysphonia in that case would only
be temporary. In contrast, individuals who useyalgeal speech or who have progressive
neurological voice disorders would have easily bgramted accommodations because of their
chronic nature. Now, however, clinicians and tloégnts should realize that the playing field
has been leveled, aaahy voice disorder can seemingly qualify as a disghuliorthy of
accommodations if the symptoms are substantiatiitihg to that individual. Also important to
note is that disability status is to be grantebasteline functioning prior to any medical
intervention. In other words, even if an alarynggataker can communicate rather clearly with
an electrolarynx, his/her baseline communicatiaio ise evaluated as if that assistive device
were unavailable to that person. Another concretenple might be the use of BOTOX in the
treatment of spasmodic dysphonia (SD). Perhaps @oen@ith SD has come to rely on regularly
scheduled BOTOX treatments, and the treatmentdeshab to function fairly well. However,
would that individual with SD feel that her speakimould be substantially limited if she could
notreceive her injections? If so, then that indiatomay be viewed as having a disability under
the law. This employee with SD can have an alteredkday, or time off to pursue treatment

since the condition is to be evaluated at basélinetioning.
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Episodic conditions can also qualify as longheey/tsubstantially limit functioning when
flare-ups occur. This implies that a person witlsoie tension dysphonia (MTD) whose
symptoms might be more prominent at the end of kkelay as opposed to the morning would
also qualify as having a disability. There is alecstipulation in the current law that a disapilit
that is self-induced or the result of phonotraumbg&haviors would be excluded from
qualification. In fact, alcoholism is listed asligability under the law, as are COPD and other
conditions brought about by smoking. Therefordjimluals with behaviorally-based voice
disorders such as MTD, functional aphonia, or vocalules should easily be entitled to
protection under the ADA. On the Job Accommodahi@twork website, the pdf referring to
voice disorders states the following:

There are many varieties of voice disorders. §®uch as unilateral or bilateral vocal

fold paralysis, result from damage to the nerahyways that control the movement of

various parts of the voice box or larynx. Othesult from damage to the vocal folds,
which are commonly called vocal cords, due torese, cancer, acid reflux, and other

causes (Job Accommodation Network, 2011).

Since schedule change is consideredsana@le accommodation according to the EEOC,
workers with certain voice disorders might benigbin such time-related requests. For example,
in the case of SD, BOTOX injection into the intimkryngeal muscles remains the current
treatment of choice (Duffy & Yorkston, 2003; Ludlp2009). Patients are sometimes subjected
to long waits in clinics and/or travel great distas to receive treatment (Baylor, Yorkston,
Eadie, & Maronian, 2007). Occasional leave of a lfeurs for medical appointments and part-
time scheduling should technically be granted tplegees with SD, without fear of losing their
jobs. Not only could time off for doctor’s appoingémts be requested, but working shorter days

when speaking becomes more effortful (e.qg., aeticeof a BOTOX cycle) or more breathy

(e.g., immediately post-BOTOX) might be points fagotiation if the employee agrees to work
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longer hours when voicing is at its best. Othenge accommodations listed by the JAN for
individuals with voice disorders include, but amg himited to, the following suggestions listed

in Table 1.1.

Table 1.1

Sample Accommodations for Individuals with Voicgotders According to the Job
Accommodation Network

1. Allow increased use of text based communicagioch as email, instant messaging, and
texting

2. Restructure job to reduce total amount of spepkequired

3. Modify employee's schedule to allow breaks tmage condition by eating, drinking water,
using stress reductions techniques or vocakteses, or resting voice

. Allow flexible use of leave time when symptoms exacerbated or to pursue treatment
. Relocate workstation away from sources of bamkgd noise
. Install noise reduction materials near work area

. Allow use of a telephone voice amplification aev

0o N o o1 b~

. Allow use of a portable voice amplifier or a mgowerful amplifier such as a PA (public
address) system

9. Reduce background noise by installing noise aedn panels in meeting areas
10. Change meeting etiquette so only one persaakss a time

11. Be prepared to use alternate means of comntioricauch as pen and paper, typing, or an
AAC device in cases of extreme vocal fatigue

12. Modify policies to allow employee to eat orrdkiat workstation

13. Allow use of assistive devices such as elemtyolk or AAC devices for employees who use
these as a primary means of communication

Limitations of the ADA
Undue hardshipOne seeming loophole in the ADA is that an accaoaiation can be

refused by an employer who views the particulanagnodation as anndue hardshipcausing
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significant difficulty or expense. An assessmdniraue hardship is based upon the cost of the
accommodation, the size and financial resourcéiseobusiness, and the impact of the
accommodation on company operations. An empl®yaot obligated to provide an
accommodation that would eliminate an essentiattian of the job or lower production
standards. Employers are also not obligated teigegoersonal use items (e.g., a portable voice
amplifier or hearing aid) if those items are alsediby the employemutsideof work. Knowing
that the decision of whether or not to accommodalieft up to the employer seems to
disempower the very person that the ADA was intdrideorotect. What might be deemed an
undue hardship to one company may seem entiredpnadble to another. However, as
mentioned previously, if a company is unwillingagoccommodate, it is ultimately the EEOC that
makes the final determination as to what is comsitieeasonable given the resources of each
business. If after an investigation the EEOC fitldsrequested accommodations to be
reasonable, yet the business refuses to comply,gteeedures for litigation can commence.
Enforcement IssuesAlthough well-intentioned, the ADA is limited terms of how its
policies can be enforced. If an individual with@oe disorder applies for a job but is not hired,
how might the individual prove that disability-redd discrimination was the cause? If 50
applicants apply for one job, 49 may be rejectedafty number of reasons. Unless an
interviewer openly declares that he/she will nog lain individual specifically because of a
disability (which would seem unlikely), proving ase for discrimination during hiring seems
difficult at best. The ADA was passed in 1990, gatas of 2011, individuals with disabilities
were still employed at less than half the ratéhefrtnondisabled peers (Erickson, Lee, &von
Schrader, 2011). This discrepancy exists dedpédact that the majority of those with

disabilities report that they would like to be eoy@d (Ali, Schur, & Blanck, 2011). Subtle
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forms of discrimination could still be in place thg the hiring process without the applicant
ever knowing. This could especially be the casenfdividuals with voice disorders whose
impairments may be audibly noticeable to indivigual hiring situations. In fact, a recent study
revealed that individuals with speech and voicerdiers filed proportionally more
discrimination and harassment claims through th® E€Ehan those with visual or orthopedic
impairments (Mitchell, McMahon, & McKee, 2005). Whn individual with a speech or voice
disorder should be subjected to proportionally tgehiring discrimination or harassment than
an individual who is blind or uses a wheelchaimas clear. However, because this finding was
so striking, the authors of that study concludexd #tross all disability types, those with speech
and voice disorders in particular might especib#yefit from information and training related to
the skills necessary to navigate the job intervieacess.

Disclosure Dilemma By focusing heavily on the issue of disclostine, ADA also seems
to cater towards individuals with hidden disalaiti Certain job applicants might be able to
easily protect themselves by refraining from manmitig their hidden medical conditions (i.e.,
epilepsy, arthritis, hemophilia, diabetes, chemseaisitivities, chronic fatigue syndrome).
Keeping certain hidden conditions concealable assiine applicant that the medical condition
could never be a factor in the ultimate hiring dem. However, choosing when and how to
disclose is not necessarily an option if an indinaldhas a more apparent communication
disorder. Would an individual with a stutter, atagysarthria, or a severe voice disorder be
protected by not having to “disclose” these moreceable impairments? For example, a law
that prohibits an employer from asking a person Whe had a total laryngectomy about his
visible stoma 1) does nothing to ensure that hidisgrimination will not still take place, and 2)

does not take into account the body of social pslpdy research demonstrating that
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acknowledging and discussing an overt disability $eeming advantages over non-
acknowledgment (Hastorf, Wildfogel, & Cassman, 136bl & Kleck, 2002; Hebl & Skorinko,
2005). The ADA implies that the ability to refréftom disclosure is somehow a protective
factor for a job applicant, but it may do more hdahan good in the case of communication
disorders. Research has shown that individualsstditer, have profound hearing loss, or who
use alaryngeal speech were reganmedefavorably by observers when thdid discuss their
conditions, as opposed to when they said nothimgo@B& Blood, 1982; Blood & Blood, 1999;
Collins & Blood, 1990). There is evidence to supjloat at least in the case of certain
communication disorders, refraining from disclosor@y not always be protective or
advantageous.
Future Directions

With additional studies, we might be aol@iscover whether refraining from disclosure
during a job interview is truly beneficial for indduals with various types of voice disorders.
Contrary to hidden disabilities that have been shawbe stigmatizing (i.e., mental illness), we
may find that significant numbers of employers pref speaker with a voice disorder who does
disclose the condition, as compared to that sarakgp who says nothing at all. Multiple
studies have documented the fact that individu@ls woice disorders are often rated more
negatively (e.g., less intelligent, less competettt,) because of their vocal quality (Altenberg &
Ferrand, 2006; Blood et al., 1979; Lass, Rusc8itagshaw, & Blankenship, 1991). This
includes individuals with poor voice quality secanglto various etiologies (Altenberg &
Ferrand, 2006; Blood et al., 1979), such as voodutes (Lallh & Rochet, 2000), spasmodic
dysphonia (Isetti, Xuereb, & Eadie, 2014; SilverrgaHummer 1989), and alaryngeal speech

(Evitts et al., 2007).



17

Perhaps speakers with severe voice disordersdeimmt disclose during job interviews
might erroneously be regarded as having throatezaemphysema, or any humber of conditions
that may be considered more stigmatizing becausigeafprogressive nature. For example, in a
recent qualitative study, Nagle, Eadie, and Yonrkgsubmitted) investigated listeners’
perceptions of speakers with SD. Nine inexperieniséehers were interviewed after judging
speech samples from 10 females with ADSD. Reshltsved that listeners made assumptions
about the speakers that went beyond speech chastcte With no diagnostic information
provided to them, listeners assumed speakers Weneere smokers, or were even “mentally
challenged”. Thus, disclosure in severe cases tfiaydarification for the symptoms that were
already apparent to the employer at the outset.

Qualitative research should also be cotetlito ascertain what strategies people living
with voice disorders are currently utilizing whérey do communicate their diagnoses to others.
Personal stories of what has contributed to sutdesssus unsuccessful disclosure experiences
in this population could be used to guide futuseeezch. In addition, studies that focus on how
employers react to the voices of applicants witltteralisorders could help us understand the
hiring concerns that might be present, as welhasspecific strategies that employers might
recommend to applicants.

Clinical Implications for SLPs

Whether or not the ADA is actually effeetin ameliorating hiring discrimination is
beyond the scope of this review. However, it caitltbast be argued that a thorough knowledge
of what constitutes a disability under the law artht types of accommodations can be
requested have the power to influence disclosuwssidas in the workplace. Individuals who

mention that they are experiencing difficulty atrfvanay not even realize that under the law, a
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voice disorder that substantially limits their &ito communicate entitles them to
accommodations. Having clinicians keep a brocloareand from the Job Accommodation
Network (www.askjan.org) with a list of sample acooodations for individuals with voice
disorders would be helpful in this regard. It ikmown just how familiar most SLPs are
regarding the policies laid out under the ADA. uasic clinical implication is that SLPs
themselves might need to have a firmer understgmafidisability law and become better
advocates for those they serve. For example, @cent study, 58% of patients with SD who
were being treated successfully with BOTOX injeasictill reported decreased productivity at
work (Meyer, Hu, & Hillel, 2013). SLPs should tke&wre be prepared to address patient
concerns in this area.

In all probability, most individuals witiot be actively on a job search when they seek
treatment for their voice disorders. The vast mgjaovill already be currently employed or will
perhaps be retired. For the former group, coungaln disclosure becomes less about how to do
so within the context of an initial interview, am$tead becomes more about informing them of
their rights and potential accommodations in tkanrent jobs. They should be told that
disclosure and accommodation requests can ocaumyditme, and not just upon hiring. On a
personal note, the author (DI) recently conductethterview with a physical education teacher
who had been diagnosed with SD for over 10 ye8te mentioned that it was only during her
most recent visit to the otolaryngology clinic tisae realized her condition entitled her to an
amplification device that she could use when teagher students outdoors. Instead of having a
fellow teacher take over her class when her vouzity was poor, she was now thrilled that she

had a piece of technology that was paid for bydebiool. While the specifics are unknown,
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(perhaps she would not have needed it years dgies lead one to question if an earlier
accommodation suggestion from an SLP could havedsher years of struggling at work.
Because individuals with voice disordeften self-select for treatment and are commonly
diagnosed in outpatient clinics, the SLP and oyolgologist are typically the entire treatment
team (Eadie & Hapner, 2013). Referrals for vogalservices that help individuals with voice
disorders cope with changes in work-related fumatig are not standard. However, when
placed within the context of other disability greymdividuals with voice disorders might have
more work-related concerns than we realize. Camgltk fact that in an acute setting, the
impact of a severe burn or amputation on work-eeldtinctioning would be obvious. It would
be expected that a patient with a spinal injury Mtdae provided with resources about how to
reintegrate into the working world. Although voidisorders may not restrict mobility, an
impairment in the ability to communicate effectivebn have devastating effects on an
individual's quality of life (Cohen, Dupont, & Coey, 2006; Hogikyan & Sethuraman, 1999).
An increasing number of jobs in today’s workforegé/rupon communication skills and voice
use (Titze, Lemke, & Montequin, 1997). Theref@@atient-centered, holistic approach to
intervention calls upon SLPs to recognize thatoaltfh we are not vocational counselors, we can

and should offer job-related resources in ordgrémluce the best outcomes for those we serve.
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Chapter 2: FACTORS AFFECTINGIHE DECISION TO DISCLOSE A COMMUNICATION
DISORDER DURING A JOB INTERVIEW: A PRELIMINARY THEBETICAL MODEL
Introduction

With the passage of the Americans witkabilities Act of 1990 (ADA), individuals with
a wide range of chronic health conditions immedydbecame entitled to employer-provided
accommodations under the law. The tespsakinghearing andcommunicatingvere written
into the ADA as a result of amendments made in 2808 these domains are now individually
regarded as “major life activities” under the laWherefore, a communication disorder that
substantially limits an individual’s ability to sple hear, or communicate may be classified as a
disability from a legal perspective. This is funtgantal information since many individuals in
the community might erroneously assume that haaidgsability must imply some kind of
restriction in physical mobility, or that to be dided means that a person is incapable of holding
a job (Scotch, 2000). Additionally, many cliniceaand patients alike may not realize that the
designation of disability under the ADA is to bedwawithout regard to any mitigating
measures. In other words, an individual with aringampairment who hears fairly wellith
hearing aids should actually be evaluated for lpeinlisability at baseline, when the hearing
aids arenot being used.

One key component of Title 1 of the ADA dealshntite issue of disclosure during the
hiring process. Disclosure of any disability i nequired, and an employer cannot ask about
the presence of a disability during an initial joterview. This statute was intended as a
protective measure for the job applicant. Howethes, becomes difficult terrain to navigate for
job seekers when one considers that the only wegraodations can be requested is if

disclosure actually does occur. The legal abibtyefrain from disclosure does make intuitive
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sense for individuals who have completely concdalabnditions. For example, an individual
who is not required to mention his/her learningdibty, past cancer diagnosis, or history of
epilepsy can rest assured that the person’s meuagtaky will not be used as a means to
disqualify the candidate. However, individualshwiore apparent disabilities do not have the
opportunity to keep their conditions hidden. Woaldindividual who severely stutters be
protected by not having to “disclose” the fact thatis, in fact, stuttering throughout the
interview? Would an individual with ataxic dysaréhbe able to conceal the fact that her speech
pattern contains numerous speech sound distortOns®uld an individual with a severely
strained voice secondary to spasmodic dysphonpetmeived more favorably during the
interview if he or she disclosed that diagnosithinterviewer? These questions are important
for speech-language pathologists (SLPs) to consitien counseling individuals with
communication disorders. Clearly, there are a graatber of factors that contribute towards the
decision to disclose a communication disorder dutie hiring process.
Discrimination During Hiring

The fact that individuals with various communicatdisorders often cannot conceal their
symptoms may be one reason that lawsuits invollingg discrimination are disproportionally
high in this population. A series of large scdledges examined the number and type of
discrimination lawsuits filed through the Equal Hoyment Opportunity Commission over an
11 year period (McMahon, Edwards, Rumrill, & Hur@005). One offshoot study specifically
examined the number of lawsuits filed by individueldith voice, articulation, and fluency
disorders, which were collectively grouped togetefspeech disorders” (Mitchell, McMahon,
& McKee, 2005). Mitchell et al. (2005) found thabportionally more lawsuits involving hiring

discrimination and harassment were filed by thodk 8peech disorders as compared to those
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with visual or orthopedic impairments. Why an widual with a speech disorder should be
subjected to proportionally more hiring discrimioator harassment than an individual who is
blind or uses a wheelchair is not clear. Howelilecause this finding was so striking, the
authors of that study concluded that across adlailisy types, those with speech disorders in
particular might especially benefit from informatiand training related to the skills necessary to
navigate the job interview process.

Results from the Mitchell et al. (2005) studyhiight the vulnerability of individuals with
communication disorders, and especially those spech disorders, during job interviews.
However, it is unknown from that study what pereget of the 1,637 plaintiffs with speech
disorders disclosed and addressed their commuoicdisorders during the job interview itself.
This fact is important to consider because previegearch has shown that individuals who
stutter, have profound hearing loss, or use alaghgpeech were regarded mfaeorably by
observers when thedid discuss their conditions, as opposed to when $he&l/nothing (Blood &
Blood, 1982; Blood & Blood, 1999; Collins & Bloo@990). While the ADA affords the ability
to refrain from addressing a medical conditions et uncertain whether this tactic is actually
beneficial for individuals with communication dislers.

The Rationale for a Model

Even if the decision to disclose is ultimatelff te the discretion of the individual with the
communication disorder, SLPs who have a basic stalaling of the factors that might
influence this decision can assist those who ntghgtruggling in this area. If SLPs accept that
they need to help their clients navigate the jabrinew process as a fundamental
communicative environment, then surely disclosesmmendations are an integral part of

counseling. Disclosure may play a key role not anlierms of shaping employer perceptions of
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the applicant, but disclosure becomes mandat@agyfaccommodations might be necessary.
Being able to counsel an individual with a commatian disorder through the disclosure
decision making process might help the job apptitamnincover his/her own motivations (i.e.,
advocacy, accommodations) as well as weigh thenpateisks and benefits of that disclosure.

The decision to disclose during the hiring pradedikely complex and goes far beyond an
understanding of disability law. Use of a thea&@tmodel could help illustrate the nature of
known relationships and the multiple factors whitdfuence decisions surrounding disclosure.
However, to date, no model has been used to oulimdisclosure process during a job
interview itself, and further, no model has beemppised that addresses which aspects of the
decision-making process might be unique for indiaid with communication disorders. As a
result, the overall purpose of this article is tionsnarize key factors that might foster or inhibit
disclosure of a communication disorder during lgrifihe proposed factors will be illustrated
using a theoretical model to help identify aread #hould be considered in clinical practice and
to illustrate areas in need of further research.

Because of its chronic nature and clear designats a disability under the ADA, the
specific neurological voice disorder known as spadimdysphonia (SD) will be used as an
exemplar condition throughout the article to prevabntext, to offer specific scenarios, and to
illustrate how the model may be applied. A schemeattithe proposed model is presented at the
outset (Figure 2.1), illustrating how various coments might work together to influence
whether or not an individual chooses to disclosepitesence of a communication disorder
during the hiring process. The discussion is foddvioy broader implications for counseling

those with communication disorders, as well asctimas for future research.
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F: Facilitating Factors
I: Inhibiting Factors

Nondisclosure

Figure 2.1. A Preliminary Multidimensional ModelrfDisclosing a Communication Disorder

During the Hiring Process
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A Preliminary Multidimensional Model for Deciding W hether to Disclose a
Communication Disorder

At its core, disclosure is fundamentally a commatiie act, as it involves the sharing of new or
secret information (Disclosure, 2014). Howevescltisure of a communication disorder is a
unique phenomenon in the disability literature.ikimimany other health conditions, the
mechanism that is typically involved in disclos(re., speech, voice, language) is precisely
what is impaired in individuals with communicatidisorders. Therefore, although the proposed
model (see Figure 2.1) might be helpful in framélgclosure decisions across virtually any
health condition, its focus remains on aspectsisfgrocess that are particularly salient for
individuals with communication disorders.

The proposed model was developed on the basiditeiature review that revealed factors
shown to affect the decision-making process inldssieg a disability. Components of this model
have been adapted from other models conceptualizgngeneral disclosure decision-making
process for invisible stigmas (Chaudoir & Fish€¥1@) or health conditions (Greene et al,
2009). As can be seen in Figure 2.1, the disclogroeess involves multiple components, with
mediating and inhibiting factors throughout. Thedmloincludes botffiacilitating factors(those
that would theoretically contribute to disclosu@)dinhibiting factors(those that might result
in nondisclosure). In this model, it is not thesheumber of these facilitating or inhibiting
factors that drives a disclosure decision. Rattherfundamental premise is that it is how these
factors are weighed by the individual during a fmstefit analysis that ultimately determines the
final decision to disclose. Keeping the major comgnts of the model broad in scope allows for
greater flexibility in terms of specific circumstaes that might arise for individual job applicants

across a wide range of communication disordersumary of each of the components in the
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proposed model will now be presented citing varidiseases that may result in communication

disorders, with a special focus on spasmodic dysihto provide specific contextual examples.

Individual Factors

Muotivation

Workplace Cost vs.
Factors Benefit

Disclosure
Self-Efficacy

Individual Factors

Communication
Disorder
Characteristics

Individual factors broadly encompass gezsonality traitspersonal characteristicand
prior disclosure experienced the individual with the communication disordéndividual
factors are addressed first because prior to tlstesce of any impairment, a person carries a set
of intrinsic personality traits that were arguaphgsent prior to that diagnosis. Even in cases of
congenital conditions such as cerebral palsy, iceprsonal factors are independent of the
disorder itself (e.g., gender, age).

Personality traits
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An extremely shy individual might behayuate differently in an employment interview as
compared to a more talkative person who feels caalite speaking freely about aspects of
his/her life. Additionally, disability disclosure &t its core the sharing of information. Certain
people are more private and selective when diseggbkeir lives in general (Matsushima,
Shiomi, & Kuhlman, 2000). If a person fundament&igtieves that an iliness is a private
condition, then data from the disability literatst@ow that he/she is less likely to disclose that
condition (Joachim & Acorn, 2000).

Self-monitoringhas also been implicated in the disclosure detisiaking process (Clair,
Beatty, & MacLean, 2005). Self-monitoring generabiyers to the degree to which someone
observes, regulates, and controls how well heshdfilling social expectations within a
particular context (Snyder, 1987). Those who &é kelf-monitors closely gauge how they are
perceived in their interactions with others. In ttast, low self-monitors are not as concerned
with how socially appropriate their behavior is aitén act in a manner more “true to
themselves” (Kilduff & Day, 1994). Using this ratiale, individuals who are low self-monitors
may choose to speak about their communication desaimply because it is part of who they
are, regardless of what repercussions might re3iits aspect of the model holds unique
significance when one considers that self-monitpand inhibition might actually be impaired
in certain individuals with cognitive communicationpairments. An individual with a
traumatic brain injury, for example, might struggtgh impulsivity and therefore behave quite
differently in a job interview as compared to somewith a voice disorder such as spasmodic
dysphonia, who may not have any other health cmmditaffecting cognitive function.

Individuals have also been shown to wamheir propensity forisk-takingwhen it comes

to decision-making. In the stigma literature, thego are risk averse are less likely to reveal



32

information that could lead to negative reactionwark (Sitkin & Weingart 1995). To speak
about a communication disorder during the employrpescess would seem to warrant a
willingness on the part of the applicant to riskeptial rejection. All of these personality factors
are important to consider when determining wheéimeindividual will disclose during an
interview. This is also an important consideraiioparticular communication disorders such as
primary muscle tension dysphonia or vocal noduld®ere certain personality types may be
prevalent (Roy, Bless, & Heisey, 2000).
Personal Characteristics

Although not thoroughly studied as of, yaere might bage gender andcultural factors
that differentially contribute to the disclosur@pess. Speaking outwardly about one's
communication disorder might be frowned upon inaiarcultures. For example, the Chinese
term for disability is canfei and translates to€less.” In some parts of the world, disability is
often hidden, regarded with shame, and is thoughtise from transgressions or bad behavior in
past lives (Lam, 1992).

Aside from cultural factors, gender dynamics lestwthe applicant and the employer
might either foster or inhibit disclosure. For exae, a female job applicant may be inclined to
speak more freely in a job interview about her mplétsclerosis if the person interviewing her
were also female. How gender affects dynamicsjabanterview is also important to consider
in communication disorders such as spasmodic dysphahere the proportion of females to
males is 4:1 (Pitman, 2011). In a survey admirestéo over 700 university employees in the
UK, females were found to disclose their chroriimai$ses to their managers to a greater extent
than males. This trend occurred despite the Fadtrhales in the survey reported a greater

frequency of symptoms and more missed days dulertmic illness (Munir, Pryce, Haslam,
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Leka, & Griffith, 2006). Similarly, male and femadellege students reacted differentially to a
male confederate who disclosed his HIV status. iipalty, female students reported the
discloser as being more trustworthy and likealie, famales were also more willing to meet
with the discloser for a follow-up study than wemales (Wilson et al., 2013). The last study
mentioned encroaches on elements that extend thtracteristics of the disease (such as HIV),
which will be addressed later, but nonethelesgémalers of both parties in the interview process
could potentially play a role in disclosure deamso

Thepersonal stakesne has around securing employment could diffaiypimpact
disclosure decisions during job interviews. Thghler the stakes, the more likely an individual
will not want to risk jeopardizing the chance tolieed. The stakes around a job interview can
be shaped by theersonal financesf the applicant. Someone who is financially se¢breugh
other means (e.g., family inheritance) might agplya job not out of necessity, but instead to
keep busy or make new friends. This person mighthbre comfortable disclosing since he/she
has less to lose. Although speculative, commonsesdittates that someone who is less invested
in securing a particular job might feel empower@diake more demands during the interview
(i.e., higher salary, extra vacation time, et®)sclosing and asking for any accommodation
necessary in this circumstance might be more likglen that rejection would be less
significant. Similarly, someone who is already entty employed but who is going on job
interviews to simply explore other options mighglfenore inclined to disclose. This person is
simply looking for a better alternative to his/leerrent situation. Contrast these hypothetical
examples with a person who has been unemployeddoths and is desperate for income. This
is an important consideration for individuals witbmmunication disorders, who may have

difficulty maintaining jobs while they are underggitreatment for a health condition, or just
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dealing with the symptoms themselves. For exaniBaglor, Yorkston, and Eadie (2005)
reported in a qualitative study the impact of SDtloa lives of six individuals. One of the
subthemes included social role restrictions; irtipalar, participants reported that because of
SD, they quit jobs that they otherwise would haeetinued, and avoided pursuing new career
paths that interested them.

Personalknowledgeabout the disclosure process in the eyes of thetald also
influence disclosure decisions. Individuals withltiple sclerosis have been encouraged to
educate themselves on the policies outlined ilAIbA (Donoghue, 1994). An individual who
is unaware of the ADA statutes might feel thasihis or her obligation to come forth with a
disability. Someone more versed with the law realithat disclosure is not required during an
initial interview. However, the reverse could alsotrue. If an individual has studied the ADA
and is well aware of the types of accommodatioatsthn be requested to facilitate a more
productive work environment, that individual whocermight have kept quiet and suffered
through the workday might instead opt for disclesitnowledge of the ADA can therefore
facilitate or inhibit disclosure. This knowledgenply allows an individual to make a more
informed choice.
Prior Disclosure Experiences

Finally, anyprior disclosure experiencaseemed either positive or negative in the eyes of
the individual might theoretically influence thesdiosure experience. Consider, for example, an
individual who became the subject of office gosHter the knowledge of his prior stroke was
leaked by management. Such an experience couldetiwadly stop an individual from ever
disclosing in the future. The reactions of othamd the repercussions of speaking about their

illness have been shown to influence the futureldssire decisions of those with epilepsy
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(Troster, 1997). Individuals who have been suedegcross a wide variety of disabilities report
that disclosure experiences in the past heavilyémice future decisions (von Schrader, Malzer,
Erickson, & Bruyere, 2011). Prior disclosure ex@eces in this component of the model could
refer not only to personal experiences, but alssfat has occurred when others around the
discloser have mentioned their communication dsrdh the past. (e.g., “Sally told our boss
that she has mild word-finding difficulties, andediold us how she was denied promotions. It
hurt Sally’s chances, so it might hurt mine.”) $ignwitnessing discrimination that is directed

towards others is often a sufficient barrier tachisure (Ragins, 2008).

Communication Disorder Characteristics

Meativation

Workplace Costvs.
Factors Benefit

Disclosure Individual
‘Self-Efficacy Factors

Communication
Discrder
Characteristics

Moving away from the individual, we next arrivetaé characteristics associated with the

communication disorder itself. Greene (2009) momit that there are certain key factors one
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must consider before choosing to disclose any healdition:stigma, prognosis, relevance
andsymptoms
Stigma

Stigma has been referred to as the psasbsreby a person feels that he is regarded as
less than whole, discredited, or devalued by sp¢@offman, 1963). The social stigma
associated with HIV status, obesity, and mentaégk has been well established (Corrigan,
2006; Hebl & Kleck, 2002; Hult, Wrubel, Branstroacree, & Moskowitz, 2012; Peterson,
Currey, & Collings, 2011). Itis believed that ttpeater the social stigma attached to a
condition, the less likely disclosure becomes (@aifi, 1963). In terms of potential stigma, it
would seem that many communication disorders waoatdcarry a great deal of social stigma as
compared to sexually transmitted diseases or meimds. However, stigma in this case should
also be examined from the perspective of the pangtinthe condition, and not just how that
disease is generally viewed by society.

A thorough background on stigma is well beyorelgbope of this article, but researchers
have identified several aspects of stigma thatoeaanalyzed separately. When stigma is viewed
from the perspective of the individual with a pautar condition, this is primarily referred to as
anticipatedor perceived stigmaThis occurs at an individual level when theransawareness
that a negative stereotype or discrimination cqaténtially result from an illness (Earnshaw,
Quinn, Kalichman, & Park, 2012). Before a persdmwas had a total laryngectomy discloses
his condition, does he worry that a communicatiartrer will assume that smoking was the
cause, resulting in an unsympathetic responséf?e linticipated reaction actually does occur
and an overt act of discrimination takes places ihknown agnacted stigmaFinally, if an

individual internalizes a negative stereotype,fthal step in the process can result in
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internalizedor self-stigmale.g., “Maybe they are right. Maybe | am a waeslsl person because
of my condition”; Rao et al., 2009).

Stigma in general has not been thoroughly exasn@gmeong various communication
disorders, but there is surely individual varialikcross patients. For purposes of disclosure in a
hiring context, perhaps the most salient aspestigina would be the amount of perceived
stigma (whatould occur) associated with the condition. People wphepsy disclosed more
and anticipated more positive social consequerroes disclosure when it was felt that there
was less perceived stigma attached to their camd{@roster, 1997). Researchers have created
scales specifically to assess perceived stigmaronec and neurologic diseases, yet only select
conditions that involve impaired communication (eAJlS, multiple sclerosis, stroke,
Parkinson’s disease) were included in their saggoups (Earnshaw et al., 2012; Rao et al.,
2009). One can only speculate as to whether gatiith certain communication disorders
might have levels of perceived stigma above andha@yvhat might be expected for other health
conditions. For example, there may be differenttieas towards individuals who have voice
disorders with a behavioral etiology (e.g., laryagsancer secondary to smoking; vocal nodules
secondary to phonotraumatic behaviors) when condparether disorders that are neurologic
and considered “uncontrollable” in origin (e.g.,)SIiscovering how perceived stigma might
relate specifically to the decision of whether tention a communication disorder during hiring
warrants further investigation.

Prognosis
Prognosis may come into play in casdsmninal iliness, whereby an applicant could
believe that an employer may be less likely to Bomeone with a shorter life expectancy.

Revealing a diagnosis of a progressive degeneratirenunication disorder implies that the
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accommodations made presently by the employer ragguifice in the long term. This could
constitute a “risky” hire in the eyes of the emm@ayPrognosis in terms of communication
disorders plays a dual role, for it can eithertadtcilitate or inhibit disclosure depending upon
the circumstances. Knowing that symptoms will prsidefinitely might compel an individual
with a chronic communication disorder (i.e., spadimalysphonia, dysarthria secondary to
Parkinson’s disease) to come forth during the ui¢ev process. Many communication disorders
are not temporary impairments, and if accommodatare required for long-term success at
work, then the chronic nature of the impairmentdmees one reason to disclose. However, some
applicants may feel that a prospective employerwelw a chronic condition as a liability and
instead opt for nondisclosure.
Communicative Effort

Individuals with communication disordare unique compared to other disability groups
because the mechanism that is typically used iclaiare (speaking/language) is impaired in
this population. An effortful speaking voice igef a hallmark of some voice disorders (Cannito
et al., 1997). The amount of self-ragmeaking efforbn the part of the applicant might also
theoretically influence the decision of whethenot an individual chooses to speak about the
condition. Some individuals with communication dik&rs have reported an avoidance of
situations that would require speaking in geneua © the physical and mental effort involved
(Baylor et.al, 2005). The proposed disclosure rmffigure 2.1) is based on the assumption that
a job interview is already in place, and a persogither going to disclose or not during this
interview. However, the following quote illustratthat avoidance of speaking can be so strong
in individuals with communication disorders, thgoh interview may never even take place:

“l actually avoided getting a new job for a lotigne because | just didn’t want to go
through the interview’(Baylor et.al, 2005 pg. 404).
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The above example, stated by an individual with Sigests that simply attending an interview
itself would be prohibitive. Speaking effort oritate might not factor as much into the one extra
minute that is required to explain one’s diagnasian interview, but might more indirectly

affect disclosure by causing individuals to aveiterviews entirely.

Apparentness/Visibility

Thus far, the symptoms and relevancéad¢ symptoms have been implicated in the
disclosure decision-making process. Greene’s (Rfa@@s on the symptoms of a health
condition could also be extended to highlight theartance of theisibility of those symptoms.
An individual with a very mild communication dis@dmight potentially be able to "pass”
undetected. Those with mild symptoms might choagédmaddress the issue during an interview
and hope that the disorder is not noticeable. kample, on rare occasions, the voices of some
speakers with mild spasmodic dysphonia were naggddlifferently from control speakers on
dimensions such as perceived vocal effort, agdjdamce, and tearfulness (Isetti, Xuereb, &
Eadie, 2014). Still, others may want to clarifyythey sound the way that they do based upon
the cues or immediate feedback they receive fraethployer (e.g., body language, a confused
facial expression; Jans, Kaye, & Jones, 2012).

Individuals with ataxic dysarthria who have repeedy received comments or quizzical
looks when speaking might feel compelled to addilessource of their speech errors at the
outset of the interview. They may want to clanfisperceptions or preemptively address a
common question concerning their communication.irkormational DVD published by the
National Spasmodic Dysphonia Association contaipateent testimonial that states, “If | had a

dollar for every time somebody asked me what’s \gronwhy was | crying, | would just be so
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rich | could maybe find a cure for this thing” (Natal Spasmodic Dysphonia Association,
2006). This testimonial was supported experimentahien listeners rated multiple speakers
with SD as sounding significantly more tearful cargal to controls (Isetti et al., 2014). A
preemptive disclosure could theoretically occua&seans of addressing employer
misconceptions before they have even been verldalideccessfully employed individuals
across a wide variety of disabilities stated inufogroups that those with more obvious
impairments thought it was important to disclosdyean in the hiring processl say it one time
and it is over. | am here to do the job, and now @n the table’(Jans et al., 2012). Individuals
with communication disorders who have extremelyaappt symptoms might also share this
same philosophy.

Social psychologists have explored a phenomenowk as the “acknowledgment tactic”
for individuals with apparent conditions (Hastarfaé, 1979). An individual with a profound
stutter, for example, does not even have the optigafrain from disclosing. Instead,
addressing the condition during the interview wadogdmerely acknowledging what was already
clearly evident. Stuttering is rare among commaiind disorders, however, in that most
laypeople would immediately be able to recognizeearof stuttering when it occurs. No new
diagnostic information is being provided through #tknowledgment. However, the symptoms
associated with someone with high functioning aafisaumatic brain injury, a voice disorder,
or dysarthria may not immediately convey clear dagic information to the employer. Many
communication disorders are low incidence condgiatth symptoms that might be mysterious
to the average employer. For example, a persomtevoay sound similarly dysphonic due to

laryngitis, laryngeal cancer, or even as a redulieavy smoking. It is unknown how the nature
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and severity of symptoms might differentially impdesclosure outcomes in individuals with
various communication disorders.

As discussed earlier, an individual with a disgbhas the right under the ADA to refrain
from disclosure, to keep his/her disability privataless accommodations are required.
However, not addressing the symptoms might hawenaetital consequences in certain cases.
What if not disclosing the source of a highly stead, strangled voice actually subjects an
applicant with SD to even greater discriminatiod@merous studies have documented the
negative attributes that are assigned to speak#rs/aice and speech disorders. Specifically,
listeners have rated individuals with communicatisorders as sounding less attractive, less
confident, less friendly, and less intelligent tlzamtrol speakers (Altenberg & Ferrand, 2006;
Blood et al., 1979; Jaywant & Pell, 2010; Lallh &éhet, 2000; Lass et al., 1991). Speakers
with SD have described their own voices as shatagking, quavering, having tremors,
screeching, lacking projection, and containing gdiceaks (Baylor et al., 2005). Isetti et al.
(2014) found that listeners who were not given bagkground on the speech samples that were
presented to them unknowingly rated speakers vitlas§sounding significantly older, more
effortful, and less confident than control speakd?srhaps bringing the diagnosis out into the
open in severe cases is less risky than the alteenaf saying nothing at all and leaving the
employer to form his or her own conclusions. Sop@ieants with communication disorders
may feel that failing to explain the source of thsimptoms may leave an employer distracted or
confused during the interview. Ultimately and etironically, it may be discovered that even if
the ADA affords someone the ability to refrain fraiisclosure, saying nothing may be

counterproductive in the case of severe commuwicatisorders.
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Thus far in the proposed model, we haldressed how Individual Factors and
Communication Disorder Characteristics can inflgedisclosure decisions. The next question
becomes: Can this individual, diagnosed with a comoation disorder, confidently relay
information about the condition to someone elsgieson’s perception of his or her ability to
share the diagnosis in order to produce the desg®mdt is known adisclosure self-efficacy
(Greene, 2009). Disclosure self-efficacy involmnes only the choice of words that are selected
for disclosure, but also the confidence that thédlyproduce the desired outcome.

The three elements that contribute to disclosaleefficacy might include: 1) factual
knowledge of the medical condition, 2) word selactiand 3) confidence in a positive response.
Without at least a fundamental knowledge of thelegly and nature of a particular
communication disorder, a person cannot effectidedglose the diagnosis to another person. In
terms of word selection, consider the efficient abe/ords in the phrases “I have diabetes” or I

have arthritis”. In three words, a typical listea&tomatically has a reference for the condition,
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realizes they are not contagious, is familiar wiita common symptoms, may name some tasks
that might be difficult for a person with such agiosis, and may even be aware of potential
treatments (insulin, anti-inflammatories, etcin.the case of many communication disorders, the
explanation becomes more complicated as many arelmdence conditions. Stating "l have
spasmodic dysphonia" is not sufficient for the agercommunication partner. The precise cause
of SD is still unknown (Pitman, 2011), and if tmelividual with the condition is unclear about
how to articulate aspects of the etiology and symgt, this uncertainty could feasibly affect the
decision to disclose.

Disclosure is fundamentally a communicative sotgconsider cases of individuals with
aphasia who may want to convey their diagnosisstruggle to find the words to do so. Some
individuals in other disability groups rehearsectiisure with trusted others first to help choose
the best words to use, while others may go sod&o a@evelop scripts (Jans et al., 2012; Greene,
2009). There may be a correlation between lenfygtime since diagnosis and disclosure self-
efficacy. Perhaps those who have lived with themmunication disorders for longer periods
would be able to accrue more knowledge or disconathods of explaining their condition that
result in the least amount of confusion on the phthe listener. Some people do show a
reduction in anxiety after the first few disclosateempts (Greene, 2009). However, length of
diagnosis does not automatically translate intoeatgr number of disclosure experiences. For
example, one individual may be living with the ksl effects of a traumatic brain injury for 10
years but has told no one other than his wife;l@randividual diagnosed for only two years
may have had numerous disclosure experiences. Becksclosure in the current model is a
continual process that is cyclical in nature, plisposed that the feedback one receives from

each disclosure experience, either positive or thnegalifferentially affects disclosure self-
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efficacy. Self-efficacy should increase with eaelnson that seems to understand the discloser's
explanation and with each person who reacts imttieipated manner. Other researchers have
found that those who were more confident in thbilits to share a diagnosis were also more

likely to disclose (Affifi & Stuber, 2009; Green2009).
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Workplace factors is kept intentionalhpéad for the purposes of the model, and can
encompass anything from the logistics of the adbudting (handicap accessibility),
management characteristics, company policies, @n personal assurances made by the person
conducting the interview.

Organizational Policies
The pervasive assumption is that revgadimy medical diagnosis during the employment

process poses a potential risk. However, in sorseszalisclosure might actually be
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advantageous, depending upon the organizationai@e&®mpanies receive grant funding or tax
credits contingent upon hiring a certain numbegraployees with disabilities, and having a
communication disorder might be advantageous whetyiag for state and federal government
jobs (Jans et al., 2012).

“I was hired due to my disability so it was a bagtor. If | was applying somewhere else
| would not disclose itfvon Schrader et al., 2011, p.23).

“I work in an office where all of us are disabledaiit is a requirement to have a

disability to work here. However if | had to worka "regular" atmosphere | would

never disclose my disability due to the fear ohbaingled out{von Schrader et al.,

2011, p.23)
The above examples would arguably be rare casespmpanies that either market to
individuals with medical conditions or create prottuspecifically for people with disabilities
might prefer to hire someone who is, in fact, disdb A parallel to this phenomenon in the
stigma literature would be the example of an LGEEM§ian, gay, bisexual, transgender)
advocacy organization that hires openly gay apptcaStudies have shown that disability
disclosure decisions are also strongly influencgddndiscriminatory policies and workplace
culture (Gignac & Cao, 2009; Jans et al., 2012ndNscriminatory statements on company
websites or even verbal assurances by the inteeviduring the employment process might be
facilitative factors for disclosure. This could bdly be interpreted as the perceived social
support available for workers.
Relevance to Job/Job Duties

How applicable aelevanta communication disorder might be for a particidgérmay
also factor into the decision-making process. Midials with multiple sclerosis are counseled

specifically to consider whether disease symptonfisiiwectly affect job performance before

disclosing (Donoghue, 1994). A man with unilateratal fold paresis might feel that his
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communication disorder has no bearing on his stolis data entry job, and so disclosure would
be unwarranted. That attitude might change, howefvee were to apply for a position that
would require extensive voice use.

Because a growing number of jobs rely on commatiun skills as opposed to manual
labor tasks (Titze, Lemke, & Montequin, 1997), agiosis of a communication disorder could
be relevant for a great number of jobs in todaysskforce. Those with spasmodic dysphonia
have reported speaking voices that are both wedkama effortful (Smith et al., 1998), with
some individuals experiencing breathlessness digliéain occupations that require extended
voice use (Baylor, Yorkston, & Eadie, 2005). Fa&das been implicated as a major barrier to
workplace integration across a number of diffemrhmunication disorders (Garcia, Laroche, &
Barrette, 2002). Therefore, how relevant symptamght be for a particular job could factor
into the decision of whether or not to disclosemythe interview. The proposed model also
includes specifigob dutiesunder Workplace Factors. While relevance to joth jab duties are
obviously related, they might enter into the maatedifferent periods. For example, in looking
through various postings for an administrativestasit job, an applicant already has an idea
about whether or not speech symptoms of SD areaelao that type of position. An applicant
may feel that disclosure is completely unnecessayping speed and knowledge of
Excel/Microsoft Word are primarily what the job wdwentail. During the actual interview,
however, it is revealed that screening calls foeg@cutives is also required. This new
information (precise job duties) then enters i@ ¢quation, and the applicant must now re-

evaluate whether or not disclosure is truly neagssa

Motivational Factors
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Motivation
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Motivational factors in the model referthe specific goals or fears a person might have a

to why disclosure should either take place or bmded. In examining motivational factors in
the broadest sense, research suggests that d&lstise goals can be grouped generally into those
that are either approach-focused or avoidance-&mt(Shaudoir & Fisher, 2010). Approach-
focused goals seek to create something positigerasult of the disclosure; avoidance-focused
goals aim to prevent a negative occurrence fronmdglace.

To put this into context, two individuals withaggmodic dysphonia (SD) named Joan and
Mike decide to tell their employers about theirosdisorder. Joan decides to disclose to her
boss using approach-focused goals. She wantsa&erher rights under the ADA and have
some time off from work to schedule her BOTOX injess. Talking through her diagnosis will
also allow her to spread awareness about her eomdétbout which she and other members of
her SD support group are passionate. The otheopekéike, decides that he must tell his boss

immediately because he feels that the short brieaks taking to rest his voice throughout the
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day might be perceived as laziness. Unless Migelases, he fears he will be fired. Mike uses
an avoidance-based strategy, since he is disclasimgmeans of preventing a perceived negative
outcome. These two individuals have the same dsigrand yet their goals behind disclosure
are vastly different.

Chaudoir and Fisher (2010) believe that it ic@@y these antecedent goals (approach vs.
avoidance focused) which influence perceived outom the mind of the discloser. Approach-
focused goals inherently involve attention to pesistimuli, whereas avoidance-focused goals
are associated with attention to negative stinmdi aegative affect. In Chaudoir and Fisher’s
view, the goal behind the disclosure influencestiwieor not the discloser views the experience
as a success. Joan from our previous example vbeuddtending more to signs of support from
her boss, whereas Mike would already be primeda& for clues of disapproval from his. The
authors suggest that by bringing a person’s go#bsdonscious awareness, avoidance-based
goals can potentially be transformed into thosé dh@ more approach-based.

Support

In their Disclosure Process Model (DPRMhaudoir and Fisher (2010) highlight social
support as a common goal and mediating factor uagbin disclosure for those with invisible
stigmas. Most people might immediately interpoatial support in a narrow sense, referring
primarily to the emotional support received by fanmembers or close friends. It is important
to be able to process and share a stigmatizingwitn a confidant, and numerous studies have
shown the beneficial impact of emotional disclosamephysical and psychological health. For
example, disclosure has been linked to higher Teceints in patients with HIV (Petrie,
Fontanilla, Thomas, Booth, & Pennebaker, 2004)iampfoved physical functioning in those

with arthritis (Kelley, Lumley, & Leisen, 1997)Disclosure of private information has been
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linked to feelings of increased intimacy in perdaeéationships as well (Gilbert, 1976). Entire
books have been devoted to the link between emadttiaclosure and well-beingnotion,
disclosure, & health1995).

However, the typical motivational factors behpetsonal disclosures in intimate
relationships may not hold true within a hiring t®xt. Being able to talk about one’s disability
and express emotions with a confidant is important it is doubtful that a job applicant would
choose an employment interview as an opportunetiinpeocess one's emotions or seek
intimacy, especially with a stranger. Thereforefiwational factors that are typically at play
with regard to disclosure in intimate relationshapsl other models (like the Disclosure Process
Model) may not apply when disclosing to a strangex position of authority during hiring. The
unique constraints of a job interview are encapsdlay the following statement from a speaker
with multiple sclerosis:

“Telling family, friends, even someone yoe beginning to love, involves telling people

you know and trust and who (you hopegdar you. The emotional climate of the

workplace is different. There you confrtire question of disclosure in the context of

concern about your present and futurelihood” (Donoghue, 1994, pg. 13)

Accommodation Needs

Social support is an incredibly broadstamct, and when it takes the form of physical,
tangible assistance it can be ternmetrumental supportBarrerra & Ainlay, 1983). Desire for
instrumental support more likely influences disal@sdecisions during an initial job interview,
since the most frequently cited reason to disckwsess disability groups has been the need for
accommodations (Jans et al., 2012). The amourgrakpved support that is available was
mentioned under Workplace Factors, yet disclosuti&ely shaped by not only what is clearly

made available by the employer (perceived supplout)also by what is required for the

applicant to function successfully (needed suppoktperson with SD might request a flexible
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work schedule, time off for injections, an ampkfion device, or short breaks to prevent vocal
fatigue. No studies have been conducted spedifioalthe reasons why those with
communication disorders might disclose at work.wideer, out of 200 individuals with SD,
92.7% of men and 77.4% of women reported that gyrptoms seriously interfered with job
performance (Izdebski, Dedo, & Boles, 1984). Ttigly was conducted prior to the passage of
the ADA and before BOTOX injections became a stashd@ethod of treatment for SD, but the
data suggest that accommodations might certainhelgul for a number of patients with voice
disorders. More recently, in a cohort of workirggipnts who were receiving BOTOXX72),
58% reported that their SD still affected their wproductivity, 30% reported reduced hours,
and 26% reported sick leave due to SD and itsrresatt (Meyer, Hu, & Hillel, 2013). What is
unknown from both of the aforementioned studigbésproportion of those who had disclosed
their diagnoses to their employers. Perhaps theeptages would have been lower in a subset
of patients who were open with their employers whd were consequently able to receive
accommodations and instrumental support of some kin
Self-Advocacy

Although the need for accommodations migghan obvious motivational factor,
individuals with communication disorders may alssctbse for entirely different (but still
approach-focused) reasons. Some may share thessatim@ents expressed by other disability
groups, feeling compelled to advocate for othesspread awareness about their conditions
(von Schrader, Malzer, Erickson, & Bruyere, 20122}

“l am an advocate, so | disclose to make an exaraptayself. | believe | am a good
example of how people with disabilities can be wealyable employees.”

“Because | am not ashamed of my disability, anault hope that my disclosure would
help someone else with a disability in seeking eymént.”
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“l desire to serve as a role model for others, shhgrthem it is possible to rise above
one's disability.”

“Unless | speak out, | cannot change the way otlyetsviewed with a disability.”

The above examples illustrate how advocacy is bldsked with education, and this might be a
motivating force for some individuals contemplatatigclosure. An individual with spasmodic
dysphonia in a study by Baylor et al. (2007) fettteducating her coworkers about her voice
disorder alleviated some of the pressure that aftmompanied speaking. She felt that the
disclosure allowed her coworkers to be more forgjwf the way she sounded.

Some applicants might disclose simply to ackndgéetheir communication disorder as
being one aspect of themselves, out of a senseind Ihonest and true to who they are (von
Schrader et al., 2011; Jans et al., 2012). If sarvirewer utters the classic line “So, tell me a
little bit about yourself,” some job seekers magi f@isingenuous in leaving out the fact that they
have lived with a communication disorder for 20rged he National Center on Workforce and
Disability (NCWD) mentions that another goal foscbsing might include the full freedom to
discuss specific health insurance benefits asitiegyrelate to a particular condition. For
example, someone with SD might want to confirm thatinsurance offered by the prospective
employer would be comprehensive enough to coverXinjections.

Fear-based Motivations

Equally important to consider are thaagbmotivational factors behind nondisclosure
within a hiring context. Fear around discriminatend not getting hired appear to be common
themes expressed across disability groups (vore8ehrS., Malzer, V., Erickson, W., &
Bruyere, S., 2011) and those with invisible stigrfRRagins, 2008). Other reasons for

nondisclosure beyond simply not getting hired haetuded the belief that the employer will
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focus solely on the disability rather than the parghe prospect that one might lose health
coverage, or that upward mobility/promotions dowa toad might be limited (von Schrader et
al., 2011, pg 24):
“Once you disclose your disability it can affecuydong term promotions. The employer
will always be aware of this no matter how hard yawrk”
“Discrimination occurs right from the moment osdiosure. Although there are efforts
to end this discrimination, it remains and comparjigst try to cover it up. | had a
promotion taken away from me, and employees haae eed at higher levels with
higher pay when | am more qualified and have doaeenirhis is seen repeatedly and
occurs throughout the company where | work.”
Applicants might also feel that rights to privaag deing violated on some level, or that
confidentiality could potentially be broken. Th€WD suggests that other potential risks for
disclosure include the belief that an applicant & defined by the disability or that a person
could become an object of curiosity. It shouldhbéed that althougfrior disclosure
experiencesvere already listed under Individual Factors, witlials do not necessarily need to
experience or witness the negative consequenatisabsure first hand. Simply the fear of an

anticipated negative reaction may be strong endoighotivate individuals to remain silent

(Ragins, 2008).
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The fears and/or goals mentioned abovet tmeltaken into consideration at an individual
level. The current model being presented is baped the premise that along the path to a
disclosure decision, any number of facilitativardibiting factors may be in place. It is being
proposed that it is how these factors are weightedever, and not just the relative number of
each type of factor that is most important. Everirtlually every single facilitative factor were in
place (knowledge of ADA, a need for accommodatiandisability friendly workplace, etc.), if
one inhibiting factor were weighted strongly enoglighly stigmatizing condition) then
nondisclosure could be the outcome. Balancingitiks vs. rewards of disclosure has been cited
as a tactic employed by individuals across a washgje of disabilities (von Schrader et al.,
2011).

A cost-benefit analysis has been implicated endlcision of whether or not to reveal a
chronic iliness or a hidden social identity (igay/lesbian) in the workplace (Clair et al., 2005;

Ragins, 2008). It is during this cost-benefit gsa that factors are weighted differentially by
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the person with the disability. Addressing a comioation disorder in a job interview is not
likely a spur of the moment decision. Howeveanfindividual is vacillating, there could be

final adjustments to this cost-benefit analysis (Kptace Factors such as a remark an
interviewer makes, seeing other people with digadslin the office, a poster about the ADA on
the wall, etc.) that could tip the balance andraltsclosure decisions seemingly at the last
minute. This part of the model deals with the dgkdoalance of weighing the risks versus
rewards and incorporates all of the other companehthe model up until this point. Important
to note, however, is that although all of the pgomponents mentioned have the capability of
influencing disclosure decisions, not all aspetthe model operate at a conscious level. This is
especially true of certain individual charactedastihat were mentioned at the outset. For
example, a person’s gender, cultural practicesskfaversion may serve to facilitate or inhibit
disclosure, but these particular elements are Im@tys under a person’s conscious awareness in

the way that a desire for accommodations might be.

Disclosure Event/Result

We finally arrive at a point in the modehich all of the preceding factors culminate to
produce a discrete dichotomous outcome: eithes@adiure event or nondisclosure. If the
facilitating factors outweigh the inhibiting factothroughout this entire process, a disclosure
event will theoretically occur. A reversal in wetgtig will result in nondisclosure.

Until now, there has been an assumption thatatisoe must take place verbally.
However, it bears mentioning that this need notasarily be the case. Some applicants may
choose to disclose their disability in a coverdefirior to any face-to-face interview. This

technigue may seem preferable for applicants wisoel& script their words carefully or for



55

those who wish to prepare the interviewer in adeanalleviate any shock that may arise from
arriving at the interview with an unanticipated pioal impairment. In fact, written disclosure
might appeal to those with some communication dex precisely because it would not require
them to speak. In general, however, the only tima advanced written disclosure is suggested
would be in cases where an accommodation would teekd in placeluring the actual

interview (e.g., a sign language interpreter) oemwthe disability is an asset for the job (e.g., a
visually impaired counselor for the visually imgadr Ryan, 2004). Although disclosing in
writing via a cover letter may seem to be an alieve option for an applicant with a
communication disorder, this strategy may prevenndial interview from ever occurring.
Revealing a disability in a cover letter diministadapplicant’s chance of being called in for an
interview by over 50% (Pearson et al., 2003).

Once a disclosure event takes placee thex two ways in which the perceived result can
be analyzed. The first method of interpretatiodichotomous in nature: either the hire or
rejection of the applicant. If the applicant isdai, then the disclosure experience was successful.
If the individual is rejected for the position, teanight always be a suspicion that it vik@sause
he/she chose to disclose a disability that thectigje took place. Whether or not this was
actually the case is irrelevant. One could artya¢ simply because disclosure was linked with
rejection in the mind of the applicant, this has power to shape future disclosure decisions.
One reported downside to disclosure is this uncgytas to whether the rejection was due to
lack of qualifications or because a disability wasntioned (Rutgers Career Services, 2011).
Using this rationale, getting the job = a positbtgcome, whereas not getting the job = a

negative outcome.



56

Theoretically, however, the results afatbsure can be interpreted in much more subtle
ways. If the applicant gets the job but only sora#her than all, of the requested
accommodations are provided, this may be percasamixed result. If the interviewer seemed
confused by the diagnosis, asked numerous questioes the applicant thought he had been
clear, this could affect disclosure self-efficaoy future interactions as well. The prior quote
(pg. 52) about being denied a promotion at a prevjob also illustrates a mixed result. The
person secured the job in question, but becauseeindioned his disability, it prevented him

from receiving the promotions he felt he deserved.

Feedback Loop

Although this model is presented seqadlgtoutlining the steps that might occur prior to
one moment of disclosure, this entire proces®raitive and cyclical in nature. Each disclosure
event has the potential to influence each subseglisriosure decision when interviewing for
jobs. The average person in the United StatesHdld3 different jobs from the ages of 18-46
(Bureau of Labor Statistics, 2012). Considerrthmber of interviews that a person might have
experienced in order to secure those 11.3 joblsadtbeen suggested that the ratio of job
interviews to job offers during a recession isighlas 17 to 1, and as low as 6 to 1 during
prosperous times (Neece, 2009). Given thesetstatig seems that there might be more
opportunities for disclosure during a job intervidvan one realizes. For a person with a
disability, an analysis of whether or not the discire was successful becomes part of that
individual’s disclosure history (von Schrader et 2011). The following quote illustrates just
how strongly prior experiences can shape futurelalisire decisions:

“No need to disclose, and would not disclose beeausenever | have disclosed, such
activity has created unnecessary pain, grief, agdry for me. Disclosure for all
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gij)abling conditions is not worth the gamble or tis&” (von Schrader et al., 2011, p.

In developing this model, a two-pronged feedbadplwas utilized. One could argue that the
feedback received from a job interview would hawract and immediate effect on Disclosure
Self-Efficacy (e.g., “When | told him about my dragsis of Parkinson’s, his tone changed and
he ushered me out the door pretty quickly. Maybeuld have phrased things differently.”)
Disclosure self-efficacy might suffer immediatelgsed upon the reaction of the interviewer.
However, to let the feedback from the outcome efititerview only affect Disclosure Self-
Efficacy and completely bypass Individual Charastes does not make intuitive sense.
Individual factors as well as disease states coattn evolve over time, and therefore the
perceived outcome of the disclosure should aldoente that individual'slisclosure history
under Individual Characteristics.

Interestingly, neither of the referentdats that have been mentioned, including Greene
(2009) or Chaudoir and Fisher (2011), incorporatedisclosure into the feedback loop. For
completely concealable disabilities, this mightrsgeasonable. If the employer would have
absolutely no way of discerning a disability, thiea applicant should blend in with all other
applicants without disabilities. No disclosureiates to no feedback on the effectiveness of that
disclosure. Consider, however, the following cdmse might be more applicable to those with
communication disorders. An applicant who stutsgracifically opts to not address his
dysfluencies, but notices quizzical looks on the pathe employer during the interview, and
subsequently does not get the job. Perhaps théogengegins to finish his sentences for him or

cuts the interview short. That applicasmgetting subtle feedback on nondisclosure. The same
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could be said of a person who has undergone aléyalgectomy who says nothing, but notices
that the employer continually stares at the stoma.

Successfully employed individuals with disabégihave stated that being sensitive to
nonverbal signs, or “reading” the interviewer waskal that was useful for obtaining feedback
(Jans et al., 2012). If unexpressed guestion®adddcomfort are sensed, the applicant might
reevaluate his/her strategy and instead consiéad#a of disclosing at the next interview.

Keep in mind that the overarching goal of any joteiview is to obtain employment. Therefore,
there are cases in which individuals with morebledapparent communication disorders may
get feedback in subtle ways about their decisiogatonothing. For these applicants, analyzing
the results of nondisclosure could also shape dulisclosure decisions.

Conclusion
Counseling Implications for SLPs

Throughout each component of this propasedel, there are a number of direct clinical
implications. Beginning witthndividual Factors SLPs can start by simply assessing a patient’s
knowledge of the ADA. An individual may not evezalize that a communication disorder may
gualify as a disability under the law. There areuaber of online resources available to
clinicians and patients alike, such as the EqugblByment Opportunity Commission (eeoc.gov)
and the Job Accommodation Network (askjan.org)owing the types of accommodations that
can be requested will assist individuals in makirigrmed decisions surrounding disclosure.
Also, although this model centers on the job inamitself, it should be stressed that disclosure
can occur aanytime, even after a person is on the job. Thismag¢hat accommodation-related
resources can be provided to all working individuaith communication disorders, and not

simply to those who mention they are actively omjtéb search. Starting broadly with a question
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such as “Does your communication disorder interiier@ny way with your work?” may lead to a
discussion about accommodations that the perscer meen knew were available.

In terms ofCommunication Disorder Characteristiadinicians can play a key role in
helping the patient determine just how apparerhlissymptoms are. Have strangers
commented on the person’s speech/voice qualitiyarpaist? If so, what have they said? Since it
has been suggested that individuals with disadslitire often poor judges of how obvious their
conditions are (Jans et al., 2012), and the visgitof symptoms is a clear factor in the decision
of whether or not to disclose, it might be benafifor the SLP to openly but delicately discuss
severity level. In the voice community in partiaylauditory-perceptual evaluation of voice is
considered an essential component of a thorougtewwialuation (Kempster, Gerratt, Verdolini
Abbott, Barkmeier-Kraemer, & Hillman, 2009). Hovezyseverity markers are often made for
the benefit of the clinician to chart effectivene$sntervention and may not always be discussed
with patients. An individual with a voice disord®aay lack the objectivity to rate his or her voice
relative to all individuals with the condition, aad SLP might be extremely qualified in this
regard.

Certain individuals may have symptoms that armgd that they may be able to pass
undetected and disclose later after a job offerden made. Others with more noticeable
symptoms may not have that luxury, and SLPs whe e@en exposed to a continuum of
severity levels can assist in making that detertiona This is a delicate situation, however,
since some patients may want honest feedback tnenalinician regarding how obvious their
symptoms are, while others might be devastateeamlthat what they “think” sounds great to
their ears is still very noticeable to others. sTiwipic would therefore need to be broached on a

case-by-case basis.
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SLPs can also play a key role in helping to foBlisclosure Self-EfficacyAlthough
disclosure is always a personal decision, a cldrd is unsure about how to articulate details
about a condition might not be able to effectivdilsclose even if he/she wanted to. This would
be especially true for newly diagnosed patients a#aostill gathering facts related to their
impairment. Has the person had any particularbitpe or negative experiences when he/she
has spoken about the diagnosis? Perhaps indigithaake adopted key phrases or strategies that
have proven successful in the past. Simply bringipghe topic of disclosure during a speech
therapy session would allow the clinician to see larticular individual is struggling in this
area.

As was illustrated iWorkplace Factorsthere might be aspects related to the particular
job that would also be important to discuss. Dibesbusiness have organizational policies in
place that protect individuals with disabilitie$®this a type of company that receives federal
funding contingent upon hiring a certain numbeindividuals with disabilities? A
communication disorder that might initially be peixed as a liability has the potential to be an
asset in certain cases. Also, it may be impottadiscuss the precise job duties that would be
required. If the nature of the job is such thabaécommunication is at a minimum, then this
could shape whether or not accommodations would tebe requested.

Perhaps most important of all is to assesdbvational Factorghat are in place for a
particular individual. Patients have reported thaty would appreciate greater support in
dealing with the impact of their communication dders on their professional lives (Baylor et
al., 2007). Do people at the person’s place okvkmow about the diagnosis? What are the
typical reasons that a person chooses to bringpeigammunication disorder in conversations?

This type of inquiry addresses the approach vsidance-focused goals that form the
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cornerstone of the Disclosure Process Model (Chad&dBisher, 2010). If an individual is
planning to disclose to his/her employer, but nmrginegative/avoidance-based reasons for
doing so, this might be an opportunity to instegfdame the disclosure in terms of potential
benefits. As a concrete example, an individualhiggy: “I'm thinking | need to say something
to my boss because he’s been noticing the break$'tintaking. If | don’t talk to him about my
spasmodic dysphonia, | might get fired. He probdiy thinks I'm lazy.” A clinician might
follow up with “So what you're saying is that thds®aks actually allow you to do your job
better than if you didn’t take them, correct? Withaps mentioning your SD within the context
of how these breaks actually improve the qualityair work might be a helpful strategy. In
disclosing, you're really informing your boss abdoiv these breaks enable you to do your job
better.” Past disclosure experiences that havgoé well from the individual’s perspective
can also be reviewed so that new strategies malysbassed.
Implications for Future Research

One aim in proposing this model was &nitfy areas in need of future research. As was
stated in the introduction, there is at least spreéiminary evidence suggesting that
acknowledging one’s communication disorder mightrimee advantageous than not addressing
it (Blood & Blood, 1982; Blood & Blood, 1999; Cafis & Blood, 1990). However, the
aforementioned studies were not conducted withimiag context, and the outcomes were
primarily based on preferences for future sociadriaction.

Addressing the presence of a communication desosithin the constraints of a job
interview setting may pose its own set of risksitivddditional studies, we might be able to
demonstrate whether employers prefer applicants @aimmunication disorders who do disclose

their conditions, and whether disclosure is bemafigith some, but not all disorders. Might a
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disclosure of a traumatic brain injury or high ftinning autism elicit more employer concerns
than a disclosure of unilateral vocal fold para{si

Because the apparentness of symptoms has bebcatag in the decision to disclose, this
variable should also be explored from a hiring pecsive. Mentioning a mild communication
disorder might only draw undue attention to an impant that would have gone unnoticed, and
hence this might not be a recommended strategyveMer, if that same applicant had symptoms
that were simply more pronounced, perhaps disatosauld serve to clarify any misperceptions
made by the employer. A speaker with a benign Mes&n who does not disclose might be
regarded as having throat cancer, Parkinson’s sks@as any number of conditions that might be
considered more stigmatizing because of their @eggve nature. Many communication
disorders are low incidence conditions. It is unknavhat the average employer might even
believe is responsible for the symptoms associattddisorders such as dysarthria, spasmodic
dysphonia, or apraxia.

Since disclosure is not mandated under the Al@gearch should be conducted concerning
how employers initially perceive these applicantbaseline, prior to any mention of the
disorder. At the opposite end of the continuuregagch could also be conducted from the
perspective of successfully employed individualthwiarious communication disorders. What
disclosure tactics/strategies are these peoplg ugen they do communicate their diagnoses to
others? This information could potentially provéuadble in assisting others to navigate the
interview process.

In conclusion, it must be emphasized that disslwss fundamentally a personal choice,
and certain individuals might never risk discusdimgir impairments at work. Regardless of

what future research might reveal, it will neverabelinician’s role to coach a reluctant person to
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disclose. For those who are contemplating discigdwwever, more research needs to be
conducted on the strategies that can facilitatertbst positive outcomes. Much of the online
advice surrounding disclosure is neither evideraseld, nor disease-specific at this point.
Therefore, it may be difficult for SLPs to fostas@osure self-efficacy without a firm
understanding of which statements are most adveatesgto use during a job interview. Future
research should be directed toward precise, tamgibhtegies that individuals with
communication disorders could use during intervigwalleviate any unfounded fears, create

more favorable impressions, and ultimately lealdetter hiring outcomes.
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CHAPTER 3: INFERRING SPEAKER ATTRIBUTES IN ADDUCTOR SPASMODIC
DYSPHONIA: RATINGS FROM UNFAMILIAR LISTENERS

Preamble

One of the major components of the model presentéhe prior chapter was labeled
Communication Disorder Characteristic3 his component dealt with the visibility or
apparentness of symptoms, highlighting the fadthloa/ noticeable a particular disability is can

factor heavily into disclosure decisions (Jand.e2812).
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Thus, when the model is applied to individuals veipecific communication disorders, it
becomes crucial to examine how the characterisfitisat particular condition might cause
someone to be perceived. Since the option to sdynyg at all is always available to a person,

we must first understand how those with spasmogiplaonia are typically perceived by



73

communication partnegzior to any disclosure of diagnosis. If disclosureuisdamentally a
choice, in what ways might speakers with this vais®rder be perceived differently if they

choosenotto mention their condition?

Note: The following chapter has been previouslylighled in the American Journal of Speech
Language Pathology: Isetti, D., Xuereb, L., Eadlig2014) Inferring Speaker Attributes in
Adductor Spasmodic Dysphonia: Ratings from Unfaaniliisteners American Journal of

Speech-Language Patholggyol 23 (2), 134-145.

Introduction

Spasmodic dysphonia is a focal larynggatonia of unknown pathophysiology.
However, recent research suggests that individudisspasmodic dysphonia display abnormal
brain activation in areas associated with the bgaaglia, sensorimotor cortex, thalamus, and
cerebellum (Simonyan & Ludlow, 2010, 2012). Thestmmmon variant of this voice disorder
is known as adductor spasmodic dysphonia (ADSDichvaccounts for approximately 80% of
all reported cases (Rubin, Wodchis, Spak, Kilenyld&gikyan, 2004). In ADSD, the vocal folds
hyperadduct during connected speech due to invaiyspasms in the laryngeal adductor
musculature. This often results in a strainedngfied voice quality with intermittent pitch
breaks (Cannito et al., 1997).

The current gold standard treatment cigisif botulinum toxin (BOTOX) injections into
the thyroarytenoid muscles (Duffy & Yorkston, 20@8dlow, 2009; Lundy, Lu, Casiano, &
Xue, 1998). While management of ADSD using BOTOXexn's to improve voice quality,

speech intelligibility, and psychosocial outcomies. (traditional ADSD outcomes; Damrose,
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Goldman, Groessl, & Orloff, 2004), most studiesvghioat even individuals being treated with
BOTOX continue to function at levels below thoséneélthy controls (Bender, Cannito, Murry,
& Woodson, 2004; Cannito, Doiuchi, Murry, & Woods@®12; Rubin et al., 2004). It also
remains critical to consider the proportion of induals who choose not to undergo BOTOX
injections who therefore live with their symptonantnually.

A recent qualitative study revealed thaivitiials with ADSD often feel that their voices
do not accurately portray their emotions, capaédjtor personality to others. Baylor, Yorkston,
and Eadie (2005) performed phenomenological intersiwith individuals with ADSD and
found that their communication-related quality i Wwas influenced by many factors, including
those that were physiological (e.g., voice quabtyort, voice dependability), personal (affective
responses, changes in self-view, coping strategesl) social (physical environment,
participation, and other people). One of the m#jemes in the Baylor et al. (2005) study
related to the environment and how communicatiagmpas play a strong role in determining
how individuals with ADSD consider their own wekibg. For example, all participants in the
study reported having received unpleasant comnimmtsothers regarding their voices, and
many felt that their capabilities were called igteestion. Some participants felt that they were
perceived by their coworkers as being unskilleéwan unintelligent, when in reality they were
fully qualified to perform a particular task. Und&anding how others actually perceive ADSD
speech, including attributes that go beyond voieaity, would give credence to these patient
perceptions and have implications both for coungedind treatment in this population. The
overall purpose of this study is to investigate thike listeners make judgments about speakers
with ADSD that go beyond voice quality, and to detime how these judgments relate to

traditional voice-related outcome measures. Bafdreducing the research questions for this



75

study, it is first important to examine what is kmoabout listener impressions of speakers with
other types of communication disorders.
Listener Impressions Among Communication Disorders

Communication partners often evaluate speakersihgsen observable physical features
and mannerisms. However, individuals with commutiecedisorders may find that their manner
of speaking and/or voice quality can be a potestalce of conscious or unconscious bias on
the part of the listener (Allard & Williams, 200Blood et al., 1979; Evitts, Gabel, & Searl,
2007; Jaywant & Pell, 2010; Silverman, 1976). Irtipalar, a large number of studies have
documented the negative attitudes of those who aamoate with individuals who stutter
(Collins & Blood, 1990; Guntupalli, Everhart, Katiwski, Nanjundeswaran, & Saltuklaroglu,
2007; Hughes, Gabel, Irani, & Schlagheck, 2010jd®artdealey, Brouwer, & Susca, 2005;
Patterson & Pring, 1991; Susca & Healey, 2001; Véab®Villiams, 1976). While the cause of
these negative attitudes may be multifactorial, yrgtndies have shown an association between
the severity of the presenting symptoms with thpremsions of the communication partner
(Altenberg & Ferrand, 2006; Blood, Blood, & DanhguE978; Panico et al., 2005). Thus,
beyond the mere presence of a communication disdfteseverity of the presenting symptoms
appears to be intricately related to negative reastfrom listeners.

Many studies have noted that listeners ascribaiogpersonal characteristics to speakers
based upon audio samples alone, which supportsotitention that biases may be based on
voice or speech severity. For example, Allard antlidths (2007) found that listeners judged a
control speaker as having higher self-esteem thenwhat same individual simulated a voice,
fluency, or articulation disorder. Similar negatperceptions have been found for children with

dysarthria, adults with Parkinson’s Disease, anddhwith hearing impairments; specifically,
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listeners have judged speech samples from thesadudls as being lower in intelligence and
achievement (Blood et al., 1978), less friendlyyant & Pell, 2010), or less attractive (Lass,
Ruscello, & Lakawicz, 1988; Ruscello, Lass, HangeBlankenship, 1992) when compared to
healthy controls. The results of these studie® mayportant social implications for all
individuals with communication disorders.

A limited number of studies have examined the impéweoice disorders on
communication partners’ impressions of personaldits. These studies have revealed negative
listener impressions of speakers with poor voicaligusecondary to various etiologies
(Altenberg & Ferrand, 2006; Blood et al., 1979; ¢, a8Ruscello, Bradshaw, & Blankenship,
1991), including vocal nodules (Lallh & Rochet, P)Cand alaryngeal speech (Evitts et al.,
2007). Only one study has investigated listengar@ssions of ADSD that extend beyond speech
and voice quality (Silverman & Hummer, 1989). hat study, Silverman and Hummer (1989)
asked 20 unfamiliar listeners to make 81 bipolartatte ratings (e.g., natural/unnatural) for a
single female speaker with spasmodic dysphoniadidescores were calculated for all
attributes; scores that differed from the centahefscale by .75 or more were considered
significant for that trait. Based on this interjateon, results revealed that 42 out of 81 ratings
were significant. The female speaker with ADSD wegarded as: depressed, emotional,
feminine, handicapped, incompetent, inhibited, ¢ase, mature, nervous, old, sincere, tense,
disfluent, monotonous, slow, soft, unintelligibéand unnatural, among many others.

While the Silverman and Hummer (1989) studwptes some preliminary results about
listeners’ reactions to ADSD speech, several liticites must be acknowledged. First, results
were based on judgments about a single female spedio exhibited severe voice symptoms.

Therefore, generalizations cannot be made to matesADSD, or to those with mild to
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moderate forms of the disorder. Second, no cospeakers were utilized, which begs the
guestion of how this speaker would have comparedsame-aged female without ADSD. Third,
the rationale for the selected trait pairs waspmovided and did not appear to have a theoretical
or empirical basis in the ADSD population. In aduit the use of such a large number of traits
could have overinflated the chance of finding sigant results. Finally, it is unknown how
these judgments might relate to standard voicaaglautcomes in ADSD. These limitations will
be addressed in the current study.
Purpose of the Study

Qualitative data suggest that the negative reastf others is a common experience in the
lives of those living with ADSD (Baylor et al., 260Baylor, Yorkston, Eadie, & Maronian,
2007). However, it is difficult to ascertain bdhe accuracy and magnitude of these perceived
listener reactions. It could be argued that tivaise ADSD overgeneralize negative comments
that are made in isolation and assume that all comcation partners feel similarly. These
impressions have yet to be investigated in a cattonanner in this population. It is also
unknown how the severity of ADSD symptoms mightuahce a listener’s ratings and whether
perceptions are based upon voice quality alonereftwe, the objectives of this study were to
qguantify specific perceptions of ADSD from the v@int of the listener, and then to compare
how those perceptions might relate to standardevimeasures, including voice handicap.
The present study was designed to investigatenbsteatings of the following parameters:
relative age, confidence, tearfulness, and perdereeal effort. The selection of these
parameters was based upon qualitative intervievepedkers with ADSD (Baylor et al., 2005)
as well as salient perceptual characteristics o6BCannito et al., 2012). For example, one of

the most common clinical complaints among individwaith ADSD is the perceived weakness
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of the speaking voice (Smith et al., 1998). If aakened speaking voice is equated with a lack of
confidence, it might explain why those with ADSDveaeported feelings of being erroneously
viewed as unconfident (Baylor et al., 2005).

Second, perceptual characteristics sadirgathiness, aperiodicity, vocal fry, and vocal
tremor have been associated with both ADSD anagimeg voice (Cannito et al., 1997, 2012,
Hollien, 1987). Speakers with ADSD also have désd their own voices as shaky, cracking,
guavering, tremulous, screeching, lacking projexteond containing voice breaks (Baylor et al.,
2005). Thus, listeners may judge individuals with®D as sounding older than age-matched
controls, which has social implications for thosehvADSD. Therefore, relative age was
selected as an additional parameter for investigati

The strain and voice breaks associatddADSD might also make speakers sound as if
they are upset or tearful. An informational DVD psbed by the National Spasmodic
Dysphonia Association (NSDA) contains a patientit@snial that states, “If | had a dollar for
every time somebody asked me what's wrong or why Mzaying, | would just be so rich...”
(Understanding Spasmodic Dysphonia, 2006). Thesthind parameter included a “verge of
tears” quality, which was labeled “tearfulness” foe purposes of this study.

The final listener variable involved a ratioigperceived vocal effort. A feature of ADSD
is that the vocal folds spasm during connecteddpdeading to a more effortful speaking voice
(Cannito et al., 2012; Nash & Ludlow, 1996). Voetibrt is also a quality that is routinely
assessed by speech-language pathologists bothge ¢fae severity of ADSD and to track the
effectiveness of BOTOX injections. An associatioaynexist between vocal effort and the other
parameters under investigation. That is, as thegpéion of vocal effort increases, speakers may

be rated as sounding older, less confident, an@ tearful. Examining the nature of these
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associations was also a focus of this investigation

An important final question was to expldne potential association between a speaker’s
own perception of vocal effort and voice handicaghwther listeners’ impressions. While
associations between speaker-rated vocal efforvaing handicap with listener-rated voice
guality has been examined previously (Eadie eR8Dy), it is unknown how speaker-rated
dimensions might relate to attributes that go beyavice quality. Understanding how attitudes
might relate to patients’ perceptions is criticat¢habilitation. Consequently, the following
guestions were investigated in this study:
1. As compared to age- and sex-matched controlsntimiliar listeners judge the voices of
individuals with ADSD as sounding older, less cdafit, and tearful?
2. What are the associations among listener imjpres®f age, confidence, and tearfulness with
perceived vocal effort in ADSD? That is, are Ies’ impressions of traits solely associated
with the overall severity of voice symptoms?
3. How do listeners’ judgments compare to speal@usi judgments of vocal effort as well as
voice handicap?

Methods

All methods and procedures used in this studyevagproved by the Institutional Review
Board at the University of Washington.
Participants

Three groups of participants included 1) 20 irdirals diagnosed with ADSD; 2) 20 age-
and sex-matched controls with no vocal complaitst 3) 20 unfamiliar listeners. All
participants were monolingual speakers of Ameringlish and passed hearing screenings at

25db for the octave frequencies from 250 to 4000Na.history of speech, language, or voice
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disorders was reported by any participants, otnen the diagnosis of spasmodic dysphonia for
the ADSD speaker group. All speakers and listemerg paid for their participation.

ADSD speakersThe first group of speakers included 20 individyal® males, 10 females) with
a confirmed diagnosis of ADSD and a mean age & $8ars (range 37-80 years). The speech
samples from these speakers were obtained frompagaosed by the last author in a prior study
(Eadie et al., 2007). All participants were readifrom the Department of Otolaryngology —
Head and Neck Surgery at the University of Washind#ledical Center. Speakers had received
a diagnosis of ADSD based on an assessment byrd bedified laryngologist and two
experienced speech-language pathologists (SLPggnDses were made via a thorough case
history, videolaryngostroboscopy, auditory-percapissessment (including assessment of voice
breaks), and fine-wire laryngeal electromyograpBpeakers reported no pain upon speaking
and swallowing, and no excessive supraglottic tangias noted. No speakers were receiving
speech therapy for the reduction of symptoms aasatiwith accompanying muscle tension
dysphonia. All participants were receiving BOTQ¥eictions for ADSD, reported a reduction

in their symptoms with injections, and had beemfgwvith their diagnoses on average for 9.29
years (range 1-16 years) before study participailde excluded individuals who had been
diagnosed for less than 12 months to control thetdltions in symptoms and voice-specific
quality of life often observed within the first yeaf BOTOX treatment (Rubin et al., 2004).
Recordings were obtained at the end of a BOTOXegyuakt prior to the next injection.
Adequate representation across a continuum of isgveas assured based upon the average
perceptual judgments of eight experienced SLPsnhported an average of 15.63 years (range
5-30 years) working with individuals with voice diglers. Speakers with ADSD were rated

using the Consensus Auditory-Perceptual Evaluaiforoice, or CAPE-V (Kempster et al.,
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2009). For the purposes of ensuring adequategeptation across severity, ADSD speech
samples were categorized as perceptually withimablimits (WNL), mild, moderate, or severe
based upon the mean overall severity scores ditfie experienced clinicians. Scores of 0-9
were considered WNL, 10-29 were considered mild53@noderate, and 60-100 severe (see
Table 1). These cutoff values were establisheddapon how scores on the CAPE-V tend to
correlate with general categorical ratings on ofoales (Karnell et al., 2007).

Because vocal tremor accompanies spasmodic dyspho26%-50% of cases (Verdolini,
Rosen, & Branski, 2005; White et al., 2011), spesaketh co-existing vocal tremor were not
excluded. Presence and evaluation of tremor wasieea in two ways. First, two second
segments of sustained vowels (“ah”) were analyoedstically using the Praat speech analysis
program (Boersma & Weenink, 2010). Cycles of fundatal frequency (FO) and intensity
modulation were examined for each segment to dateram estimate of vocal tremor rate for
each speaker. This method has been employed byredearchers to quantify the degree of
tremor in sustained vowels (Barkmeier-Kraemer, | 8tdViley, 2011; Lester, Barkmeier-
Kraemer, & Story, 2013). Analysis of the extendediel recordings revealed that tremor
between 3-5.5 Hz was present in six of the 20 gr8a180%). Secondly, three experienced
blinded SLP judges completed independent perceptaliations of the sustained vowels,
which included a categorical rating of tremor (noméd, moderate, severe). Judges were in
100% agreement about the presence of tremor ie B@se six speakers. It has been shown that
the degree of severity of vocal tremor may diffetieen sustained phonation and connected
speech contexts (Lederle, Barkmeier-Kraemer, & &gam, 2012). Therefore, we also sought to
determine the presence and severity level of tramoonnected speech, which was the stimulus

used in the present experiment. Despite 30% (nE6liospeakers with ADSD exhibiting tremor
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in sustained vowels, expert judges determinedahigt 10% (n=2) (Speakers 3 and 18) had
some level of perceptible tremor during the serggresented to listener subjects.
Control speakers.A second group of speakers included 20 age- axdhséched controls with
no history of voice disorders or present vocal clamps (mean age = 57.4 yrs, range 35-76
years). The control speakers were recruited frarbtioader Seattle community, and were
perceptually screened by a certified speech-largpathologist (the first author) to fall within
normal limits.

Demographic characteristics of the ADSD and mbspeakers including age, sex,
presence (or absence) of tremor on sustained vpamdisoverall severity are reported in Tables

3.1 and 3.2.



Table 3.1

Demographic Characteristics of Speakers with Spastrioysphonia

ADSD Speakers Sex Age(y) Severity  VHI Self-effort Tremor

1 F 56 Severe 79 30 None
2 F 50 Mild 36 28 None
3 F 62 Severe 89 64 ditate
4 F 58 Moderate 51 26 onkl
5 F 59 Moderate 54 19 None
6 F 58 Severe 33 33 None
7 F 37 Moderate 70 54 Mild
8 F a7 Mild 59 35 None
9 F 77 Moderate 63 0 Moderate
10 F 66 Severe 74 59 None
11 M 39 WNL 37 19 None
12 M 80 Severe 46 73 None
13 M 62 WNL 65 50 None
14 M 64 Mild 63 46 None
15 M 61 Severe 109 76 None
16 M 61 Severe 84 59 Moderate
17 M 57 Mild 66 15 None
18 M 56 Moderate 111 45 Made
19 M 68 Moderate 64 22 None
20 M 51 Moderate 85 38 iloM




Table 3.2

Demographic Characteristics of Control Speakers

Controls  Sex Age(y) VHI Self-effort
1 F 53 2 12
2 F 48 0 0
3 F 63 2 18
4 F 56 5 0
S F 57 0 4
6 F 56 4 0
7 F 35 8 10
8 F 48 7 71
9 F 75 2 14

10 F 65 57 29
11 M 36 11 6
12 M 76 1 19
13 M 63 7 18
14 M 65 0 9
15 M 60 6 9
16 M 61 13 3
17 M 56 2 20
18 M 55 0 2
19 M 71 6 26
20 M 49 3 12

84
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Unfamiliar listeners. Twenty listeners (10 males, 10 females) with norpExperience or
coursework in voice disorders were recruited from student population and surrounding
community at the University of Washington (mean,&fe4 years; age range, 19-45 years).
Data Collection for Speakers
Voice handicap.All speakers completed théice Handicap Indef/HI) (Jacobson et al.,
1997) to measure the effect of vocal function oicespecific quality of life. The VHI is a
validated 30-item voice-specific quality of lifeade with strong reliability and validity, and it is
the most frequently used measure to gauge the psgclal impact of a voice disorder (Franic,
Bramlett, & Bothe, 2005). Participants responé&ch item on a 5-point scale, with total scores
ranging from 0 (no voice handicap) to 120 (worsigdble voice handicap). While sub-domain
scores (physical, emotional, and functional) magéeerated for the VHI, only total scores were
utilized for this study because some previous stitave called into question the construct
validity of the three sub-domains (J. A. Wilsorakt 2004). VHI scores are included among the
speaker demographics in Table 1.
Speech recordings and perceived vocal efforADSD and control speakers provided sustained
vowel recordings and speech samples of Fairbanksi®ew Passage (Fairbanks, 1960). The
speakers were recorded via a headset microphon& @420) using a Tascam digital audio tape
recorder (model DA-P1) at a sampling rate of 44%.k Recordings were made in a quiet room
with low levels of ambient noise.

Immediately after recording each speech samplspalhkers (controls and ADSD) were
asked to judge their own overall vocal effort. Bog purpose of this study, vocal effort was
defined as the perceived effort in producing spé¥endolini, Titze, & Fennell, 1994).

Speakers were familiarized with the definition otal effort, and then rated their own vocal
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effort using a 100 mm visual analog scale, withpamats ranging fronmot effortful(0 mm) to
extremely effortfu{100 mm).

Speech samples from both groups of speakers veeneatized for peak intensity using
sound-editing software (Sony Soundforge), converte WAV files, and edited to only include
the second sentence of Fairbanks’ (1960) Rainbasdege “The rainbow is a division of white
light into many beautiful colors”. The sentencesev&ubsequently entered into a custom-made
computer software program (www.rubyonrails.org)igiesd to randomize speaker presentation
and obtain listener responses on rating scales.

Listening Procedures

The listening experiment was completed duang session that lasted approximately 40
minutes. Listeners were not given any diagnosfiarmation prior to beginning the experiment,
but were merely told that they would be evaluapgech samples of adult speakers. No
mention of voice disorders was made. The sessiedivaded into four listening blocks,
separated by short breaks to prevent fatigue. Bvleck used the same stimuli, but listeners
only rated one parameter per block (i.e., relatige, confidence, tearfulness, or vocal effort).
Before each block, listeners received both writted aural instructions about the specific
parameter they would judge. They were then predesgeech stimuli over headphones (Samson
RH600) at a comfortable volume. Listeners madenuelgs of each sample based on a single
presentation of each stimulus.

The first parameter judged by all listeners inchlidatings of relative age. This parameter
was rated first to maintain task consistency amanate listener reliability. Each ADSD speaker
was specifically paired with an age- and sex-matauantrol (unbeknownst to the listener), with

each of the paired samples being separated by0.%steners judged which speaker sounded
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older using a paired comparison paradigm on 100umsoal analog scales (0 = speaker 1 sounds
much older; 50 = speakers sound the same age; $p8aker 2 sounds much older). Listeners
were instructed that they could move the curs@mnyppoint along the 100 mm scale. Speaker
order (ADSD vs. control) was randomized acrossstaad across listeners. For the purposes of
intrarater reliability, 25% (n=>5) of the 20 randgnpiresented pairs were repeated, for a total of
25 speaker pairs judged per listener.

The presentation order for the remaining peters of confidence, tearfulness, and vocal
effort was counterbalanced across listeners. Fesetihree parameters, listeners rated individual
speech samples because absolute (vs. relativelnesasere the targeted dependent variables.
Listeners made judgments of each speech samplg usdifferentiated 100mm visual analog
scales with marked endpoints (0 = not confidentipstet/not effortful; 100 = extremely
confident/extremely upset/extremely effortful). Foe parameter of tearfulness, “upset” was the
endpoint marked on the visual analog scale; howdigegners were specifically instructed to
listen for a “verge of tears” quality in a persomtsice. The same 40 speech samples (20 ADSD,
20 control) were used for every listening blockt presentation order was randomized within
blocks. To assess intrarater reliability for theethparameters of confidence, tearfulness, and
vocal effort, 25% (n=10) of the 40 samples in ebldtk were repeated, for a total of 50 samples
per listening block. The total number of stimuliged by each listener was 175 [N = 25 pairs for
age + (50 stimuli x 3 parameters of confidencefub@ess, and vocal effort)].

Data Analysis

Relative age was analyzed uniquely since it Wasonhly parameter rated by listeners that

used a paired comparison paradigm. Since a rafib@ at the middle of the scale meant that the

two speakers were perceived to be the same agéng below 50 meant that speaker 1 was
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perceived to be older. Likewise, a rating abovevbald imply that speaker 2 was perceived as
being older. Therefore, if a rater scored a 7lafparticular pair, the other speaker in the pair
was automatically given a 29 (100-71=29).

All other parameters (confidence, tearfulnesd,\aotal effort) were presented as
individual speech samples and the raters had $allaf the visual analogue scale for rating
purposes (0-100). Group means of listeners’ ratimg® obtained by first calculating the mean
rating for each individual speaker. Then the m&aores for all individual speakers were
averaged across the grouping variable of intemgtdr ADSD diagnosis or control). No
analyses were performed to determine differencesfasction of tremor (within the larger
ADSD group) because of the small number of subjpedtsn this subgroup. As a result, no
conclusions can be made about the relative cotimibof tremor for this subset of subjects.
There were no significant differences as a functibspeaker sexp(>.05); consequently,
analyses were based on the total sample of alkepgaollapsed across the ADSD or control
groups. For the parameters of vocal effort andubeess, a higher rating on the scale was
associated with a more negative quality (L00mm=exély effortful or extremely tearful).

However, for confidence, a higher value was asgediwith a positive quality
(200mm=extremely confident). To ensure consistaidgterpretation across parameters,
ratings of confidence were reverse coded duringyaisa(i.e., 100mm=not confident). For all
four parameters under investigation, the meangatai speakers with ADSD were compared
with the mean ratings of control speakers using fiedependent-tests with Bonferroni
corrections.

To determine associations among listeners’ ratgdmeters, multiple Pearson’s

correlations were performed. Next, total VHI sconese calculated for all of the speakers
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(control and ADSD), as well as self-rated vocabeffTo determine associations between self-
rated and listener-rated dimensions, multiple ReessCorrelations were performed across
listeners’ ratings of confidence, tearfulness, anchl effort with the two speaker self-report
measures (self-rated vocal effort; VHI total schr&gcause control speakers should report
lower overall VHI scores as a group, an additiawatelational analysis was performed using all
speakers with ADSD and only four randomly selectatrol speakers. By including only a few
speakers (controls) with scores at the healthy/aband of the scales, this second analysis
ensured a relatively normal distribution acrosstadl measures. A pre-determined level of
statistical significancep(< .01) was used because multiple correlations wseel.

Reliability

To determine reliability of listeners’ judgmenitstraclass correlation coefficients (ICCs)
were calculated. Because scaled data such asdhtisgred for the current auditory-perceptual
parameters are usually employed as group mearmysdtin research purposes, the group
reliability coefficients are more descriptive thidwe reliability of individual raters. As a
consequence, ICC models (1, k) and (3, k) were tesddtermine intrarater reliabilty and
interrater reliability respectively (Rankin & Stakel 998).

Intrarater reliability was calculated by repegt5% of the speech stimuli in each
listening block to determine how consistently listes rated a speech sample the second time it
was presented. The ICC (with 95% confidence intejwaas .856 (.787, .903) for relative age,
.840 (.789, .879) for confidence, .771 (.698, .8@r}earfulness, and .938 (.918, .953) for vocal
effort.

Interrater reliability of listeners’ judgment(tsistency across listeners) was determined

using ICCs (and 95% confidence intervals) for ga@tteptual dimension. The ICC was .954
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(.918, .979) for relative age, .960 (.939, .978)donfidence, .924 (.886, .955) for tearfulness,
and .988 (.983, .993) for vocal effort.
Results

ADSD Speakers vs. Control Speakers

Listeners rated speakers with ADSD (n=20) as dmgpsignificantly oldert(38) = 12.81,
p <.01), less confident(B8) = 7.01p < .01), and more tearful(88) = 6.58p < .01) than age-
and sex-matched control speakers. Speakers witlDAR& e also judged as having significantly
more effortful speech than control speak§®8) = 7.94p < .01). Means and standard

deviations on all parameters for both speaker gg@up presented in Table 3.3.

Table 3.3

Means and Standard Deviations for Ratings of Retafige, Confidence, Tearfulness, and Vocal
Effort for Speakers with Spasmodic Dysphonia andt@bSpeakers

Speaker Group Relative Age Confidence Teargdne Vocal Effort

ADSD (n=20)  67.50 (SD=8.64) 62.06 (SD=12.91)  33.66 (SD#2)  57.33 (SD=24.31)

Controls (=20)  32.50 (SD=8.64) 32.09 (SD=14.08)  10.18 (SP8p  11.52 (SD=8.61

Note Confidence scores were transposed so that higthees reflect less confidence.

Individual speaker data were also examined intiathcto group data to determine whether
listeners systematically rated speakers with ADSidamegatively than their age- and sex-
matched controls. When specific speaker pairs aweatyzed, individuals with ADSD were rated
more negatively between 90% to 100% of all instan&pecifically, ADSD speakers were rated

as sounding older in 20/20 (100%) instances, lesfident in 19/20 (95%) instances, more
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tearful in 18/20 instances (90%), sas having more effortful speech in 19/20 (95%)anses
Figures displaying how each individual speaker WWEBSD compared with the a- and sex-
matched control are presented in Figi3.1, 3.2, 3.3, and &. The six speakers with ADSD pl
tremor (3, 79, 16, 18, 20) are also demarcated with an asteaiskin general, show a simi
pattern to those with pure ADSD sympton

Figure 3.1.Speaker pairs (ADSD vs. controls) with means preskefor listeners’ judgments
relative age (0= speaker younger; 100= speaker)olin 20/20 instances when means w
matched for age and gender, listeners rated thitkeARSD as sounding old¢* Indicates
ADSD speakers noted to have concomitant tremowustasied vowels

Relative Age

100
90
80
70
60 -
50 -
40 -
30 -
20 -
10

mSD

W Control

Mean scores on 100mm VAS

1 2 3* 4 5 6 7 8 9* 10 11 12 13 14 15 16* 17 18* 19 20*

Age/gender matched speaker pairs

Figure 3.2. Speaker pairs (ADSD vs. controls) with meansegméed for listeners’ judgments
confidence (0= not confident at all; 100= extremanfident). In 19/20 instances wh
individual means were matched for age and genidéznkrs rated those with AD: as having
less confidence. * Indicates ADSD speakers notdtht@ concomitant tremor on sustaii
vowels.
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Figure 3.3.Speaker pairs (ADSD vs. controls) with means preskefor listeners’ judgments «

tearfulness (0= not tearful at all; 100= extrdy tearful). In 18/20 instances when individi
means were matched for age and gender, listertestreose with ADSD as sounding mu
tearful. * Indicates ADSD speakers noted to have concomitantor on sustained vowel

100
20
80
70

Mean scores on 100 mm VAS

Tearfulness

msD

H Control

INEEN FENNEER
11988 |1 ]1 I8 1N

2 3 4 5 6 7 8 9% 10 11 12 13 14 15 16* 17 18* 19 20*

Age/gendermatched speaker pairs

Figure 3.4.Speakepairs (ADSD vs. controls) with means presentedisbeners’ judgments ¢

perceived effort (0= not effortful at all; 100= extnely effortful). In 19/20 instances wh

individual means were matched for age and gendégnkrs rated those with ADSD wounding

more effortful.* Indicates ADSD speakers noted to have concomttantor on sustaine

vowels
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Perceived Effort
100

mSD

H Control

Mean scores on 100 mm VAS

1 2 3* 4 5 6 7 8 9* 10 11 12 13 14 15 16* 17 18* 19 20*

Age/gender matched speaker pairs

In the minority of instances in which a speaketvADSD was actually rated mo
favorably than a control speaker of the same adesanr, it wasIlways the case that the spea
with ADSD fell into the perceptually normal or mibditegory. Specifically, the same spec
with mild ADSD (speaker 2 from Table 1) was judgedre favorably than her control spea
for every parameter except relative i For the parameter of tearfulness, both speakend.
speaker 2 were rated as less tearful than the- and sexmatched controls. In gener
however, all other speakers with ADSD (includinggé with tremor) were consistently ra
more negatively than controls.

Associations Among Listeners’ Perceptior

Associations among listeners’ ratings of confidenearfulness, and vocal effort we
calculated using multiple Pearson’s Correlatiorssu®s revealed significant and strc
associations among@tings of confidence, tearfulness, and perceivexdeffort p < .01; see
Table 3.4. Results were consistent across the entire sa@phell as the sample that o
included 4 control speakers.

Table 3.4
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Pearson Correlation Coefficients Across Parametdr€onfidence, Tearfulness, and Effort

Correlated Dimensions All Speakers ADS@s 4 Controls
Confidence vs. Tearfulness 0.865* 0.826*
Confidence vs. Effort 0.876* 0.887*
Tearfulness vs. Effort 0.853* 0.832*

*Correlation significant ap < .01 level (2-tailed)

Associations Between Listener- and Speaker-Rated e Outcomes

The mean VHI totals for the control speakers @8ySD = 12.39) and the mean for

ADSD speakers was 66.90 (SD = 21.75). Associati@teween listeners’ ratings and self-report

ratings (VHI; speaker-rated vocal effort) were deti@ed using Pearson’s Correlations (see

Table 5). Associations were moderate between ksgenatings of confidence and tearfulness

with VHI scores = .65 - .70 for both parameters). Speakers’ juelggsof self-effort were only

moderately related to listeners’ ratings of conficke and tearfulness € .45 - .52; see Table
3.5). Like associations among listeners’ percegtitime strengths of the associations with

speaker-rated outcomes did not appear to changéumstion of the sample (ADSD and 4

controls vs. all speakers).
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Table 3.5

Pearson Correlation Coefficients of Listener Parséeng with Self-Report Ratings
(Voice Handicap Index and Self-Rated Effort).

Correlated Dimensions All Spexak ADSD + 4 Controls
Confidence vs. VHI 0.661* 0.699*
Tearfulness vs. VHI 0.664* 0.647*
Confidence vs. Self-Effort 0.486* 505*

Tearfulness vs. Self-Effort 0.468* 0.451*

*Correlation significant ap < .01 level (2-tailed)

Discussion

Listener Attributes: ADSD Speakers vs. Control Spekers

Results from this study revealed that listenated speakers with ADSD as sounding
significantly more effortful than controls. Thisstdt was not surprising, given that a common
feature of ADSD is strained, effortful speech (Gamet al., 1997, 2012). These results are also
consistent with those reported by others who had&ated a significant difference in voice
guality between ADSD speakers and their age- ardregched controls (Cannito et al., 2012).
More interestingly, results from this study fouhatt listeners perceived ADSD speakers as
sounding significantly older, less confident, andrentearful than age- and sex-matched peers.
That is, judgments extended beyond voice and sppeality, revealing negative biases by
communication partners. These results are consisfémlistener biases reported for individuals
with communication disorders, including other typésoice disorders (Altenberg & Ferrand,

2006; Blood et al., 1979; Lallh & Rochet, 2000).
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The fact that speakers with ADSD were rated asding relatively older than control
speakers is consistent with the qualitative daas speakers with ADSD think that their voices
do not accurately represent them (Baylor et aD5200ur results are also consistent with
findings reported by Silverman and Hummer (198%)punvestigated listener impressions of a
single female speaker with ADSD. In that study,rgbng “old” was one significant attribute
reported for that speaker. Findings from this stay/supported by acoustic and perceptual
studies that suggest that ADSD speech is charaetkhy increases in voice breaks, tremor,
perturbation, and noise to harmonics ratio (Lantgg\®@rost, Frijns, Zwinderman, & Baatenburg
de Jong, 2000; Sapienza, Cannito, Murry, Branskiy&dson, 2002), which are similar
acoustic events associated with the aging voicdlignp1987). How these parameters,
including tremor, might contribute towards an agestshould be investigated in future studies.
Beyond an age bias, we predicted that the vocditigsaassociated with ADSD (shaking,
cracking, quavering, etc.) would cause speakets this disorder to be judged as sounding
tearful and less confident than their age- andrsatched peers. Our results were consistent with
these hypotheses and with qualitative data rempttiat speakers with ADSD often feel that
others view them as less confident (Baylor et28lQ5). In general, our findings are consistent
with other literature indicating that listeners rmgkdgments about individuals with voice and
speech disorders that extend beyond charactergdtibeir speech (Blood et al., 1979; Collins &
Blood, 1990; Jaywant & Pell, 2010; Lallh & Roch2§00; Ruscello et al., 1992). How these
dimensions relate to the severity of the voicexengined next.

Associations Among Confidence, Tearfulness, and Raived Effort
In the present study, results showed that amase in perceived vocal effort was strongly

associated with a speaker sounding less confidehireore tearful. These associations were
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consistent not only across the entire group of lsgrsa but also when the ADSD speakers were
grouped with a smaller subset of control speakkdosvever, we need to recognize that
perception of a high degree of vocal effort doesnszessarilgausethat person to be perceived
as less confident or more tearful.

Vocal effort or strain is a quality routinedgsessed by SLPs who evaluate individuals with
voice disorders. Increased vocal effort is oftensidered a feature of ADSD and factors into
clinician judgments of overall severity, particdjaior individuals who remain untreated
(Cannito et al., 2012). Our results indicate thate negative listener ratings were strongly
related to the severity of ADSD symptoms. The assion between severity of speech and voice
symptoms with other attributes has been demondtmviously both for other voice disordered
populations as well as in the stuttering literati&kenberg & Ferrand, 2006; Collins & Blood,
1990; Panico et al., 2005).

The association between perceived vocal effaltratings of confidence and tearfulness
has implications for how individuals with ADSD areunseled about available interventions.
The gold standard treatment method for ADSD is B&Ti@ections (Duffy & Yorkston, 2003;
Ludlow, 2009). The aim of these injections is tduee effort in speaking and to reduce the
psychosocial effects of the disorder (Duffy & Yaids, 2003; Rubin et al., 2004). A potentially
unrecognized benefit to continued injections mayhia¢ a reduction in perceived vocal effort
may be associated with a voice that sounds mordeon and less tearful to an unfamiliar
communication partner. However, this potentialg@st the contention that the voice is equally
effortless for those who undergo BOTOX injectioasthe optimal part of the BOTOX cycle)
when compared to their age- and sex-matched pHeissresult has not been borne out in

previous studies (Bender et al., 2004; Rubin e28I04), and was not tested in the current
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investigation. How individuals with ADSD comparedage- and sex-matched peers throughout
their BOTOX cycle should therefore be a focus afife research.

Our results also speak to the importance of exmlg perceived vocal effort when gauging
the severity of vocal symptoms. Although a diaga@$iADSD might be disheartening for many
individuals with this disorder, our results couk f@assuring for individuals with mild symptoms
who are perceived to have very little vocal efféidr example, some individuals who are
familiar with their dosing regimens may not wait tbeir symptoms to fully return before
coming in for their next BOTOX injection (Baylor ak, 2007). When individual speaker pairs in
this study were examined, it was discovered thabime exceptional instances, unfamiliar
listeners rated ADSD speakers with very mild vagmptoms at least as favorably as their age-
and sex-matched controls. This means that a blah&ghosis of ADSD does not automatically
mean that a communication partner will judge thdividual differently than peers. To
understand the broad implications for counselipg@on with ADSD, however, auditory-
perceptual outcomes must also be reconciled witalsgr-rated outcomes.

Associations Between Listener- and Speaker-Rated e Outcomes

We obtained two self-report measures from thepiakers in this study: 1) the VHI, a
validated voice-specific quality of life measureda) a self-rating of vocal effort. We then
compared these two speaker measures with ratirtggied from listeners. How confident and
tearful a speaker was rated by a listener was ratelgrcorrelated to the degree of vocal
handicap.

The present results indicate that the impact\afiee disorder on a person with ADSD is
not entirely predicted (i.e., with about half oéthariance accounted) by other listeners’

judgments of the attributes in question. Theseiffigsl support the contention that psychosocial
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outcomes, such as voice-specific quality of lifeq auditory-perceptual outcomes should be
considered independently.

Results from this study also showed that speeded vocal effort was moderately related
to listeners’ ratings of confidence and tearfuln@s$gese data indicate that how much vocal effort
a speaker feels is not always an accurate indicdtoow that speaker is perceived by a listener.
This makes sense intuitively in that speakers WIISD may have become accustomed over
time to the amount of effort that is required tealp, and that speaker judgments are based on
different cues than those used by listeners. Theepéual and acoustic basis of these judgments
needs further investigation.

Limitations and Future Directions

Results from the present study must be intergreith some limitations in mind. First,
only a small number of personal attributes werarerad. Although these attributes were
carefully selected with regard to ADSD symptomsorggd in the literature (Baylor et al., 2005;
Cannito et al., 1997; Silverman & Hummer, 1989¢ytshould not be thought to encompass all
inferences that might be made about speakers higlvoice disorder. Next, it is unknown how
our results might extend to experienced listengusl{ as clinicians) or familiar listeners. For
example, with increased knowledge of a disordeh s1.scADSD, judgments surrounding
personal attributes could change. In the curremtystthe unfamiliar listeners consisted of
primarily younger, college-aged individuals (mege 24.4 yrs). Future studies should
investigate how judgments of relative age and adltieibutes might be affected by using
listeners who are closer in chronological age eogbeakers themselves. These results might

then extend to interactions with same-aged peers.
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The precise effect of concomitant tremor on hsteratings cannot be determined using the
current research design. Although our results sstghat speakers with ADSD plus tremor were
penalized compared to controls, we cannot detertoiméhat degree this was due specifically to
the diagnosis of ADSD, the presence of tremor,abh bFurther investigations should explore
the specific contribution of tremor in this popudat using a controlled design. For example, one
potential way to address the particular influentgemor would be to perform an experiment
with three diagnostic groups (pure ADSD, vocal toerDSD plus tremor) and examine group
differences.

A final limitation of this study was that we reded speakers with ADSD at the end of
their BOTOX cycles, when their voices were at thearst. To determine whether results may
generalize over time, future studies might examnspeakers with ADSD on the parameters of
relative age, confidence, tearfulness, and vodattdioth pre- and post- BOTOX injections.
Implications

Our results have three major implications. Firadjviduals with ADSD could be
counseled that their vocal quality might be intetpd as sounding tearful, older, and
unconfident. Knowing what an unfamiliar listenerghmi incorrectly infer about a speaker with
ADSD is the first step in being able to correctstenisperceptions. This would have
implications for both public education as well asicseling. We also found that negative ratings
appear to be strongly correlated with the degrgeeateived vocal effort that is involved in
speaking, suggesting that severity may play airothese perceptions. However, associations do
not imply causality; as such, they must be integatevith caution.

Second, our results provide a starting poinef@amining how negative listener

impressions may adversely affect everyday commtimeateractions for individuals with
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ADSD. For example, some studies have documentedntipdoyment difficulties faced by those
with ADSD (Meyer, Hu, & Hillel, 2013; Izdebski, Ded& Boles, 1984; Smith et al., 1998).
Although the present study did not assess percearguoyability, a voice disorder that makes a
person sound older, unconfident, tearful, ands&cimight adversely affect employment
opportunities. This hypothesis needs testing inristudies.

Last, our results provide the basis for publiagedion efforts to potentially reduce biases
from communication partners. Our listeners werenara that half of the speakers were
diagnosed with spasmodic dysphonia. We activelglsbaut listeners with no prior experience
or coursework in voice disorders. We are curreimbgstigating whether education regarding the
etiology of ADSD or knowledge of diagnosis mighfieat listener ratings. Knowledge about how
these biases affect both the person with ADSD dlsasénis or her communication partner may

lead to better outcomes in this clinical population
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CHAPTER 4: EMPLOYER REACTIONS TO AN APPLICANT WITH SPASMODIC
DYSPHONIA: SYMPTOM SEVERITY AND DISCLOSURE OF DIAGASIS DURING A
PHONE INTERVIEW

Preamble

The results from the previous chapterig® preliminary evidence that in a pre-disclosure
condition (no information provided), speakers WihSD were judged more negatively on
specific parameters (relative age, tearfulnesdjaemce, and vocal effort). It appears that these
negative listener ratings are strongly associati#la severity of ADSD symptoms, with a small
minority of mild speakers not penalized comparedadwtrols. However, it is difficult to
extrapolate the results of Chapter 3 to determove ymptom severity may differentially affect
perceptions of an individual with ADSD within aiiig context. The listeners used in the prior
study were not in positions to hire, nor was arfgnmation provided about the nature of the
voice disorder in question. Exploring this issfisyymptom severity and doing so within the
context of an employment interview is the focu€bipter 4. Chapter 4 extends the findings of
the previous chapter by gauging employer perceptodra speaker with ADSD in two severity
conditions (mild/severe), and does so within thetext of a simulated telephone job interview.
Instead of assigning specific parameters in advéree confidence, vocal effort), Chapter 4
utilizes elements of a qualitative research desajawing employers to describe the voice of an
applicant with ADSD prior to any mention of the eeidisorder. A disclosure of diagnosis then
follows, and employers are able to rate their peafees for any supplemental information to
accompany that disclosure. Finally, employerspaoided an opportunity to make general

recommendations for/against disclosure in eithmild or severe condition.
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Introduction

Disclosure and the Americans with Disabilities Act

The Americans with Disabilities Act of 1990 (ADA)as created by Congress in an
attempt to reduce the obstacles faced by indivadwath disabilities across many domains. This
law not only ensures that those with disabilitiess entitled to medical services and given access
to public facilities, but the ADA also specificaldddresses the issue of disability-related
employment discrimination. One fundamental tenarthe ADA stresses that a job applicant
with a disability need not disclose that disabitityring the hiring process. This right to privacy
was intended by lawmakers to protect individualthwlisabilities from potential discrimination.

Research on invisible disabilities such as mefitess has found that this right to refrain
from disclosure may indeed be protective. Revegdiidden disabilities, especially those that
are highly stigmatizing, may induce fears of emplogrejudice (Dalgin & Bellini, 2008; Penn &
Couture, 2002; Peterson et al., 2011). Disclosihgdden disability in a cover letter diminished
an applicant’s chance of being called in for aifabrview by over 50% (Pearson et al., 2003).
If an individual could refrain from mentioning a dieal condition (e.g., diabetes, mental iliness,
migraines, epilepsy) during a job interview, heldahen be assured that the medical condition
could not possibly be used against him in hirifgom this perspective, the ADA serves to
protect an individual’s right to privacy. Howeveés,an applicant who is blind, missing a limb,
or in a wheelchair protected in any way becausgdes not need to “disclose” his already
visible condition during a job interview? Likewjde a person with audibly different speech or
voice also protected by the right to refrain frorectbsure under the law? And relatedly, does it
matter how much that person’s speech or voice tes/iaom typical expectation (i.e., does

severity matter)? It is the overall purpose o$ thtudy to investigate how symptom severity of a
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voice disorder might differentially impact discleswoutcomes within a hiring context. However,
it is first important to examine what is known abthe ADA and disclosure within the broader
disability literature.

Visible disabilities. Visible disabilities are those that are alreadyaapnt to the observer,
and thus the fundamental right to refrain from ldisare under the ADA is not a viable option.
Ironically, although the ADA allows for a persontlwi visible disability to refrain from
addressing the condition during an interview, angng body of research has suggested that
openly acknowledging an overt, physical disabitias seeming advantages over non-
acknowledgment (Belcrave & Mills, 1981; Hastorakt 1979; Hebl & Kleck, 2002; Hebl &
Skorinko, 2005). Addressing the condition throagknowledgement is thought to improve
social interaction by reducing the uncertainty gnaon-handicapped individual experiences as a
result of meeting someone with an apparent, phlydisability (e.g., wheelchair use) for the first
time. Offering information about the visible cotialin is thought to ease tension by providing a
glimpse into how well-adjusted the individual witie disability has become (Thompson, 1982).

Openly addressing a visible condition, knownhes“acknowledgement tactic” by social
psychologists, has proven to be an effective giyaer those in wheelchairs (Hastorf et al. 1979,
Hebl & Skorinko, 2005). This presents an interggparadox in terms of the disclosure statutes
under the ADA. What the law seems to imply as @eiprotective factor (the right to refrain
from discussing a disability), might not be thetlsgategy to use in the case of visible
impairments. Important to note is that the ackmalgment tactic has also been demonstrated to
have success among some communication disordeds/iduals who stuttered, had profound
hearing loss, or used alaryngeal speech were regandrefavorably by observers when they

did discuss their conditions, as opposed to whensh&ynothing about them (Blood & Blood,
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1982; Blood & Blood, 1999; Collins & Blood, 1990l should be mentioned though that the
individual who acknowledged his laryngectomy in Bleod and Blood (1982) study had a
visible stoma (i.e., an opening at the base ohthek used for breathing), and the individual who
acknowledged hearing loss had large, visible bidteearing aids (Blood & Blood, 1999).
Therefore, although subjects in those studies agletuged the presence of a communication
disorder, these were instances in which the obsgwere given visual cues in advance of any
presenting symptoms.

Disclosure StrategiesIhe precise wording that accompanies an acknowiedtor
disclosure has also received some attention. bfteder disclosure literature has suggested that
a number of techniques could potentially make aselasure more effective than another.
Statements that have been found to be helpful valseampanying a disclosure include such
things as: normalizing statements which downplagradition (Clair, Beatty, & MacLean,

2005), an emphasis that a person is receivingmeat (Gabel, 2006), brief factual statements
about the medical condition (Donoghue, 1994), aswtes that the disability will not affect job
performance (NCWD, 1985), and statements that iglghthe uncontrollable nature of a
particular disability (Bazakas, 1979).

Even the timing of acknowledgment may play anongmt role. Hebl and Skorinko
(2005) performed a study in which an applicant wheeelchair acknowledged her disability at
two different time points in an interview. Resudtsowed that when the applicant acknowledged
her disability at the outset of the interview, s¥es perceived as significantly more happy and
capable than when the same individual acknowletigedlisability at the end. This finding
suggests that small timing variations in acknowtadgt have the potential to affect how

individuals are perceived during job interviewseldHand Skorinko (2005) theorized that early
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disclosure may quickly alleviate the uncertaintgttarises when first meeting someone with a
physical handicap. Specifically, higher levelgs¥chological well-being were attributed to the
applicant who acknowledged in the early stages®irterview, which in turn led her to be
viewed more favorably on a hiring composite score.
Disclosure and Voice Disorders

While the disability literature has suggel that acknowledgment may be best for more
overt or visible impairments, it is unknown howgbkeaesults can be applied to those with health
conditions that may vary along a covert-overt amniim, such as voice disorders. It makes sense
that acknowledgment has proven to be effectivafoommunication disorder such as stuttering,
since most laypeople would be familiar with mostireleteristics of stuttering. Acknowledgment
of stuttering addresses symptoms that are mosthiftable to the average observer and does
not provide any new diagnostic information. Theserging symptoms and etiology of voice
disorders are likely more mysterious. Dysphonialoa attributed to any number of medical
conditions, from laryngitis, to papilloma, to caroma, to Parkinson’s disease. Dysphonia may
also occur simply as a result of increased muscision (i.e., functional dysphonia).

Voice disorders are defined by how much the vdedates from typical expectations. As
such, communication partners detect voice disongensarily through auditory rather than
visual cues, and are therefore not primarily vesibbnditions. Despite their nonvisible nature,
studies have demonstrated that signs of dysphamide quite apparent to listeners, and that
voice disorders can have negative consequencepersan’s physical, social, and emotional
well-being (Hogikyan & Sethuraman, 1999; Cohenlet2806). Listeners have rated individuals
with various voice disorders as sounding signifibaless attractive, less confident, and less

intelligent than control speakers, based on audjtoesentation alone (Altenberg & Ferrand,
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2006; Blood et al., 1979; Isetti, Xuereb, & Eadle14; Lallh & Rochet, 2000; Lass et al., 1991).
Thus, even without visual cues, judgments made tedjmrakers with voice disorders may
potentially affect communication in a variety delsituations, including the success of a job
interview.

Although the ADA maintains an individualight to refrain from disclosure during hiring,
to not address the source of a dysphonic voicendwrijob interview may have deleterious
consequences for a speaker. It is unknown whatlqmtentially be assumed about a job
applicant with a voice disorder if he/she doesauuiress symptoms during the interview.
Further complicating this issue is the fact thatenmompanies are turning to phone interviews as
a cost-effective means of pre-screening applicdBitsckman, 2002). In these instances, the
guality of an applicant’s voice arguably becomesrnemore salient, as the employer cannot rely
on visual cues. In fact, individuals with commuation disorders may be especially penalized
by phone interviews, since those with overt, phglsitisabilities (e.g., blindness, paraplegia) are
typically perceived as nondisabled over the phdPleone interviews may not level the playing
field for individuals with voice disorders, but tead may place more of a focus and burden on
the impaired mechanism.

Spasmodic Dysphonia.One specific voice disorder that has received amirgy attention
in recent years is known as adductor spasmodichaysa (ADSD). ADSD is a chronic,
neurologic voice disorder characterized by invaupispasms of the vocal folds during speech.
This frequently results in an effortful, strainesiae quality (Cannito et al., 1997) and a decrease
in voice-related quality of life (Murry, Cannito, oodson, 1994). The gold standard treatment
for ADSD includes botulinum toxin (BOTOX) injectiennto the intrinsic laryngeal musculature

(Duffy & Yorkston, 2003; Ludlow, 2009). BOTOX terogarily weakens the laryngeal muscles,
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and thereby reduces the symptoms of ADSD. Sidgxtff(e.qg., breathiness) are commonly
reported following an injection, with an optimalrjwel of approximately 4 months before
symptoms return (Pearson & Sapienza, 2003). Manmageof ADSD using BOTOX appears to
improve voice quality, speech intelligibility, apdychosocial outcomes (Bender et al., 2004;
Bhattacharyya & Tarsy, 2001). However, most studhesy that individuals being treated with
BOTOX continue to function at levels below thoséheélthy controls (Bender et al., 2004;
Rubin et al., 2004). In addition, many individualgh ADSD choose to live without treatment
due to the discomfort, side effects, and expen&FOX (Baylor, Yorkston, Eadie, &
Maronian, 2007). Thus, it is important to considew individuals with ADSD function across a
wide range of voice severity levels.

Listener Perceptions of ADSD. Qualitative data suggest that the negative reastof
others is a common experience in the lives of thafe ADSD, particularly when interacting
with unfamiliar communication partners (Baylor, ¥ston, & Eadie, 2005). In addition,
individuals with ADSD often report that symptoms avorse when under stress or on the
telephone. Beyond changes in voice quality, indiaid with ADSD also have reported feelings
of being viewed as unconfident and nervous, de$paing capable (Baylor et al., 2005). One of
the first studies to examine how listeners mighite®e the voice of someone with ADSD was
conducted by Silverman and Hummer (1989). Thatystaund that a single female speaker
with severe spasmodic dysphonia was rated negativedi2 out of 81 bipolar adjective traits.
Specifically, the speaker was regarded as sountardicapped, incompetent, insecure,
nervous, old, and unnatural, among many other® alithors concluded that females with
severe ADSD will likely be regarded negatively myranunication partners and perceived to

have “undesirable personality traits.”
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In a more recent study, Isetti et al. (2014) exach inexperienced listener impressions of
20 speakers with ADSD compared to age- and sexhedtcontrols (see Chapter 3). Listeners
were asked to make judgments of the speech samnmgleg 100mm visual analogue scales, not
only for voice quality (vocal effort/strain), bulsa for attributes that extended beyond voice
quality. The results of this study showed thaehstrs rated speakers with ADSD as sounding
significantly older, more effortful, more tearfalnd less confident than control speakers.
Sounding relatively older than a person of the sageemay have important implications related
to hiring. Ageism is highly prevalent in the wol&pe, as studies have documented that older
applicants are subjected to discrimination botterms of hiring and advancement (Berger,
2009; Dennis & Thomas, 2007). In addition, speakdrs are perceived as more tearful (or
emotional) and less confident than their peers beagenalized in similar work situations.

The results from the Isetti et al. sthyhlighted an additional finding: judgments of
personal attributes (confidence, tearfulness) wamngly associated with perceived voice
severity (correlations between vocal effort andthgg of confidence and tearfulness ranged from
r = .83 - .88). Like some other communication digsosd Altenberg & Ferrand, 2006; Collins &
Blood, 1990; Gabel, 2006), severity may be impdrtarconsider when determining whether
ADSD expresses as a covert or overt disabilitysos aontinuum that varies with severity. For
example, although as a whole speakers with ADStharsetti et al. study were rated as
sounding more effortful, more tearful, and lessfoamnt, a select subset of ADSD speakers with
mild symptoms were rated at least as favorablyeadtiy speakers on these same dimensions.
This result suggests that it is not a blanket diagnof ADSD that might subject someone to
negative ratings, but rather that the severityrepnting symptoms may be extremely critical to

consider.
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Purpose of Study
The ADA maintains an individual’s rightt tefrain from disclosing a medical condition
during a job interview. However, individuals withrert or visible conditions do not have the
option of keeping their disabilities private, ahd$ acknowledgment of the disability is often a
recommended strategy. Those with ADSD preseniguarpopulation in terms of disclosure,
because unlike discrete disabilities that are ewfisbly apparent (paraplegia, amputation) or
completely hidden (fibromyalgia, dyslexia), theiabte of symptom severity may be ultimately
responsible in determining whether disclosure comemended by employers. Evidence exists
that those with ADSD might be perceived negatiyeh-disclosure, but we do not know the
effect that acknowledgment might have within thategt of a job interview. When Silverman
and Hummer (1989) discovered that a single speaiterADSD was rated negatively in their
study, they speculated that addressing the condiight have a positive effect:
Acknowledging the problem- i.e., bringing it onto the open- is one strategy that may be
useful for coping with it. They (people with Sike persons who stutter, may benefit
from bringing it out into the open by wearing &firt containing a message
acknowledging it. (Silverman & Hummer, 1989, A§8)
Although a T-shirt stating “I have spasmodic dysghad might not be the most practical way to
disclose one’s diagnosis during a job interviewdging the effects of disclosure on potential
employers warrants investigation. The context flephone job interview appears to be
particularly salient for investigating disclosuneferences in ADSD because of the increase in
symptoms that individuals often experience whenmamcating with unfamiliar partners,
during times of stress, and/or on the telephongl(Bat al., 2005). Although the literature has
suggested certain strategies (e.g., timing, spesifitements) that might improve disclosure

success for other conditions, it is unknown whigtsgies might be preferred by employers who

encounter an applicant with ADSD. To date, no knetutdies have been conducted to gauge the



119

guestions and concerns employers might have upliscbsure of this neurological voice
disorder. Disclosure among this population isllikeomplex, potentially because ADSD may
not conform to a discrete categorization strucf{axert/covert). In some cases, the symptoms of
ADSD will be clearly apparent, but not so in othedss a result, this study aims to provide some
preliminary descriptive data that might determih@@w severity may influence employers’
descriptions of the voice of an applicant with AD§iPe-disclosure); b) if severity of ADSD
symptoms might elicit different concerns from enygls about the voice; and c¢) what specific
supplemental information might be deemed importa@mployers upon hearing an applicant
disclose a diagnosis of ADSD.

Finally, it is important to examine ifsdiosure of ADSD is discouraged or recommended
by employers unilaterally, regardless of presensyigptoms. Perhaps disclosure in a mild case
of ADSD might reveal a voice problem that was matially apparent, and consequently would
not be a recommended strategy. Yet, if that sgrealser simply exhibited symptoms that were
more severe (as is common towards the end of a BOdy0le), it may be found that openly
addressing the diagnosis is preferred by employirghis instance, a disclosure would serve to
clarify a voice problem that was already appar¢tih@outset. An employer may initially
imagine that something more life-threatening, pesgive, or stigmatizing is responsible for the
dysphonia. Therefore, revealing the diagnosiswadiee disorder that responds to treatment may
be appreciated.

In this study, questions were explorepesimentally through the manipulation of
symptom severity within the same speaker, holdihgther factors constant (speaker, diagnosis,
interview, and outcome measures). Symptom sevesitybe explored using a within-subjects

design due to the fact that the same speaker iX8[Aoften experiences mild symptoms at an
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optimal point in the BOTOX cycle, and more sevem@gtoms prior to the next injection
(Ludlow, 2009). Results will determine how sewentay affect disclosure outcomes, and will
ultimately impact how we view ADSD in the disalylitterature (i.e., in whether it may manifest
as a covert or overt disability, or potentiallytagh).
As a result, this study addresses thewiolig questions in a two part study:
1) Phase 1, Pre-Disclosur®uring a simulated over-the-phone job intervievaat is
the effect of ADSD symptom severity on:
a) comments made by employers. Will the manipohatif symptom severity in
the same job applicant with ADSD cause employerstice and comment on
the voice to a different degree? How would em@ite describe the voice of an
applicant with ADSD in a mild vs. severe case € #pplicant choseotto
mention the condition?
b) presumed diagnosis. Prior to anytioarof ADSD, what will employers
initially believe is responsible fibie voice quality in a mild vs. severe case?
2) Phase 2Post-Disclosurelf disclosure of ADSD does occur during a jokenview,
how might severity of the presenting symptoms igrfice:
a) the types of concerns employers mighetregarding this condition? Might an
applicant with a severely dysphonic voice eliifferent concerns from
employers compared to that same applicant withemsymptoms?
b) the essential information to include. Whagdfic statements accompanying a
disclosure of ADSD would employers regard astnmportant?
c) overall disclosure recommenatai Will the eventual disclosure of an ADSD

diagnosis be recommended in bathld and severe case?
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Methods
The current experiment used a mixed methods apprwithin the context of a structured
interview. The study simulated an over-the-pharterview involving a single female speaker
with ADSD recorded at two time points during her'B@X cycle. The listeners included those
with hiring experience (human resources personihdjhods and recruitment strategies were
approved by the Institutional Review Board at thevigrsity of Washington.

The rationale for a study involving twxperimental phases (a pre- and post-disclosure
phase) lies in the fact that the initial experinagiuestions (1a-b) rely upon listeners having no
background on the voice disorder in questions iimportant that no mention of ADSD or
disability be made at the outset of the interviewgrder for listeners to have the opportunity to
comment on voice quality if it is noticeable. Untlge ADA, it is always an applicant’s option
to refrain from disclosure during a job interviewherefore, the pre-disclosure portion of this
study (Phase 1) was designed to gauge how employghd react to the voice of an applicant
with ADSD (mild or severe) if no mention of the cbition was made. The post-disclosure
guestions (2a-b from Phase 2) assess how the avenagloyer might react upon hearing a
diagnosis of ADSD for the first time. This secondahase also reveals whether or not
disclosure would be recommended regardless of isgl@rel (2c). A schematic of the overall
study design is presented below in Figure 4.1.d#&selosure outcomes and time-points are
indicated in blue (Phase 1, questions la-b); pesiabure outcomes and time-points are

indicated in red (Phase 2, questions 2a-c).
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Figure 4.1 Schematic of study design
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Phase 1: Employer Reactions to an Applicant with ABD Pre-Disclosure

Participants

Speaker with ADSD.One female speaker with ADSD was recruited fodgtu
participation. A female speaker was selected om#ses that ADSD affects women at a rate four
times that of men (Pitman, 2011). Recruitmentdted a female between the ages of 45-65, as
mean age of onset for ADSD is typically 45-46 (Semfurth, Billante, & Courey, 2002; Tanner
et al., 2011) and many individuals remain in thekiarce until at least the retirement age of 65.
The speaker was selected from a pool of patientsreteive BOTOX injections for ADSD at
the University of Washington Medical Center, Largtagy clinic. The speaker had received a
diagnosis of ADSD based on an assessment by a bedified laryngologist and two
experienced speech-language pathologists (SLA®).dikgnosis was made via a thorough case
history, videolaryngostroboscopy, auditory-percapissessment (including assessment of voice
breaks), and fine-wire laryngeal electromyograp@pncomitant vocal tremor was not noted.
The individual was a native speaker of Americanlihgand reported no other conditions
beyond ADSD that affected voice or speech. To enthat recordings were obtained without
bias, the precise nature of the experiment wasavataled to the speaker at the outset.

Overall severity of the speaker’s voice was aagezd through the average perceptual
ratings of three experienced speech-language afistd (SLPs). These SLPs were asked to
listen to three potential speakers with ADSD whd the gender and age inclusion criteria.
Each of these three speakers was recorded atriveopidints, pre- and post-BOTOX injections.
Specifically, the pre-BOTOX condition was recordest prior to each speaker’s next injection
(i.e., at the worst point in their BOTOX cycle).dpost-BOTOX condition was approximately 4

weeks after their injection, during a phase whensfeakers considered their voice quality to be
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optimal. All three speakers in the potential subpaol had been receiving BOTOX for at least a
year to allow for an adjustment period.

SLP raters selected one speaker from among tee sipeakers. The selected speaker
exemplified the largest difference in overall vossverity between the pre/post BOTOX
recordings, and met the criteria for having a raihdl severe voice at the two designated time
points. Ratings were performed using @@nsensus Auditory-Perceptual Evaluation of Voice
(CAPE-V; Kempster et al., 2009). All three expeatiers were in agreement that one speaker in
particular represented the greatest spread of ympéverity between the two recording periods
(see Table 4.1). This 58 year old female had beerglwith ADSD for approximately 9 years
since her diagnosis, and had been on a stable eagffBOTOX for many years. She was a
nonsmoker and reported no other conditions beydd8[A that affected her voice or speech.
Prior to each recording, this speaker completed/thiee Handicap Index-VHI (Jacobson et al.,
1997) to measure the psychosocial impact of herevdisorder (0= no voice handicap; 120 =
severe voice handicap). She also completed a s&liftation of her own vocal effort and
perceived voice severity using 100mm visual anaagales (0 = normal quality/no effort; 100
= severe voice quality/extremely effortful; Eadteak, 2007). All measures indicated that the
symptoms of her voice disorder and its impact anlifeewere quite different between the two

recording sessions. Speaker measures are repoifathle 4.1.
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Table 4.1

Speaker Measures by Severity Level Condition

Pre-BOTOX Post-BOTOX
CAPE-V mean overall
severity from expert raters 76.3/100 14/100
Self-report effort 89/100 10/100
Self-report severity 90/100 10/100
VHI 105 34

Speaker Stimuli and Preparation. Two recordings were made of a scripted interviese (s
Scriptbelow). One recording took place at the end oA BX cycle prior to the next injection
(i.e., at the “worst” time in the speaker's BOTOycIe). The second was made approximately
one month post-injection in order to allow for therapeutic effects of the injection to take place
(i.e., at the “best” time in the BOTOX cycle).

Script A script was prepared to simulate an over-theaghjob interview using a subset of
three questions frofifty Commonly Asked Interview Questig@dassdoor.com). The
guestions included: “What are your strengths?”, idre your weaknesses?”, and “Are you a
leader or a follower?” The entire script has beetuded in the Appendix as a reference. The
answers to these questions were based looselyTggmiten Interview Questions and Best
AnswerqAbout.com). The script was prepared so as nbetspecific for a particular job, but
instead included general questions and answerpdnatitted the applicant to address some of
her personal qualities. The script was worded foale competent applicant, and the same
script was utilized for both listener groups (&estening Procedures). In this manner, script

content could be strictly controlled across bothditions.



126

The female speaker with ADSD was recorded reatffiagame script twice, once at each
of the two time points (pre- and one month post-BXTinjection). She was allowed to practice
reading from the script until comfortable in botistances. An interviewer (not the author) read
the scripted interview questions. The questionge@ds the speaker were recorded only once and
then were subsequently edited using audio soft(&way Soundforge) and included in both sets
of final interviews (pre- and post-Botox). Thissened consistency in terms of the manner in
which questions were posed across both recordindittons. The same speaker, interviewer,
and script were held constant and used in bothrdeugs so that severity was the only
manipulated variable. All recordings were made queet room with low levels of ambient noise
via a headset microphone (AKG C420) using a Tagsigital audio tape recorder (model DA-
P1) at a sampling rate of 44.1 kHz and 16 bits ization. Both interview recordings were
normalized for peak intensity using sound-editiofjvsare (Sony Soundforge) and converted
into WAV files.

Listener Participants. Thirty-two listeners from the broader Seattle comityuwere recruited

for participation. All listeners were recruitedifin a pool of human resources personnel (HRP)
with experience in phone interviews. All listenemsnpleted a demographic form detailing the
number of years in the hiring field, as well asty@es of jobs for which they hired. HRP passed
hearing screenings at 30 dB for the frequenciég06f 1000, 2000, 4000, and 6000 Hz and were
native English speakers. The 32 HRP were firstheat pairwise for gender, age, experience,
and job types for which they hired to reduce tHeatfof these extraneous variables on the
outcome measures. Next, each participant was razedrto one of two groups. One group
(n=16 HRP) was presented with a recording of thelsggreaith ADSD pre-injection (severe) and

the other groupn=16 HRP) heard a recording of that same speaketigestion (mild). Each
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person in each group participated in an individgasion (see procedures below). Many HRP
reported that they hired for more than one typ@bf(e.g., sales, marketing, finance, and
administrative). Demographic characteristics offH&& well as the types of jobs for which they

hired are reported in Tables 4.2 and 4.3.

Table 4.2

Human Resources Personnel Demographics by Selentl Condition

Mild condition Severe condition
Gender 5M, 11F 5M, 11F
Age M= 44.9 (range 30-59) M= 44.4 (range 29-60)

Years of Hiring Experience M=14.8 (range 3-25) M= 11.6 (range 3-25)
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Table 4.3

Job Types for which Human Resources Professiona¢sibby Severity Level Condition

Severe condition Mild caotnain
manufacturing, quality assurance, social media coordinatoeditors, software
management engineering, administrative

technology, human resources, administrative, reservations, customer service, marketing,

finance/accounting, sales/marketing, executive accounting

administrative, office staff, managers, technology, administrative, executive, management
executive, manufacturing
administrative, receptionist/exec. assistant,
data entry, receptionist, management, office staff

retail, human services
information tech, customer support, office staff
engineering, manufacturing, information tech
software development, sales, human resources,
software engineering, sales, executive marketing, financial

salesetail manufacturing, information technology, office staff

management, software dev., accounting/finance,| information tech, human resources, marketing,

information tech, customer support accounting, finance, sales, manufacturing
management, finance, technology, call center executive, management, administrative,

legal, insurance pharmaceutical sales

executive, management, administrative, administrative, technology, management, executive,
pharmaceutical sales manufacturing

legal, administrative, information technology administrative, management, customer support,

human resources,engineering
administrative, executive, sales, financial
information tech, call center, administrative
software development, social media, sales,
administration, editors graphic designers, marketing, copywriters

executive assistant, administrative, grant writer, | nursing, physician assistants, human services,
patient services coordinator executives

human resources, accounting,finance, executive, secretarial, office, analysts, communications
administrative, customer support

human resources, analysts, managers, human resources, administrative,
communications management
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Data Collection

To ensure that the methods employed woulclédrly understood by a larger pool of
HRP, all of the following procedures were firstgitested on three participants. Questions were
asked regarding the appropriateness of the womasied in the interview script itself, as well as
the clarity of all rating tasks.

Regardless of group assignment, human resouecesimel (HRP) were told that the
purpose of the study was to evaluate the effecéisgf an over-the-phone job interview in
assessing their impressions of a job candidateh &gperimental phases took place within the
context of a single structured interview lasting@ximately one hour. HRP were told that they
would be evaluating a short audio sample from gt phone interview involving a
hypothetical applicant. They were told that thplejant’'s responses may appear rehearsed
rather than spontaneous, but this was due to tteHat the applicant was permitted to write
down her responses on paper prior to being recortledmention of a disability or voice
disorder was made at the outset. HRP listenede@mbthe two pre-recorded interviews via
headphones (Samson RH600) at a comfortable volumaelaptop computer. Interviews were
conducted in private offices at the HRP’s placemployment, or in a private office at the

University of Washington. All sessions were audioorded for subsequent analysis.

Phase 1: Questions Posed to Participants
1. Detection of Voice Problem. After listening to phase 1 of the interview @ne of two
conditions), employers were first asked the opesedrquestiofiWas there anything you

noticed or were wondering about the applicant tstabbd out as you were listeningThis
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guestion was designed to give employers in eiteeersty condition the opportunity to remark if
they noticed a problem with the applicant’s voice.

2. Voice Description. All participants were then asked to describe th@iegnt’s voice using
whatever terms they felt appropriate.

3. Perceived Etiology. After describing the voice, they were asked to enalguess as to why the

person’s voice sounded the way that they had de=stit.

Data Analysis

Quantitative Analysis

Frequency counts were calculated for the pergetBHRP who initially remarked upon
the voice for the mild vs. severe condition (Quastl). A Chi-Squared analysis was performed
to ascertain whether these differences were atatibto chance alone. Descriptive data for the
voice description (Question 2) and perceived egjpl@uestion 3) also were summarized in

tables.

Pre-Disclosure Results

Question 1: Detection of Voice Problem

After listening to the recorded interview scrigll, HRP were asketiVas there anything
that you noticed or were wondering about the aplidhat stood out as you were listening?”
The number of HRP who commented about the voicesponse to that general question

differed across the two severity conditions (Tahi).
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Table 4.4

Initial Voice-Related Comments by Severity Level

Severe condition Mild condition

Initially commented on voice 15/16, or 94% 1&®/or 0%

A Chi-Square statistical analysis revealed thapreentage of participants who noticed the
voice differed by severity condition? §1, N=32) = 28.24, p<.001. Specifically, all mrte HRP

in the severe condition immediately brought upwioenan’s voice (94%, 15/16), whereas no
HRP made comments about the speaker’s voice imildecondition (0%, 0/16). Of those in the
severe condition who did mention the quality of dpplicant’s voice, in many cases the voice
and/or perceived medical issue weredhgy things the HRP discussed in response to thaalniti
line of inquiry (60%, 9/15). In other words, mple HRP in the severe condition discussed the
voice and nothing else (i.e., no content-relatedroents). Conversely, in the mild condition, all
answers to the initial open-ended question pertgiag¢he content of the responses provided by

the applicant during the interview.

Question 2: Voice Description
HRP in both groups were then asked to describapiplicant’s voice. All terms that were
used to describe the voice in both conditionsiated in Table 4.5. The terms are categorized

according to whether they were positive/neutrahegative.
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Pre-Disclosure Voice Descriptors by Severity Level

Severe condition Mild condition
Positive/Neutral Negative Positive/Neutral Negative
Honest Old/Older (7) Pleasant/Pleagi)g Not confident (3)
Weak/Weakness (5) Clear (4) Litdepy (3)
Raspy (3) Soft (3) Nervous (2)
Gravelly (3) Articulate (3) old&z)

Katharine Hepburn (2)
Out of breath (2)
Scratchy (2)

Crackly (2)

Challenged (2)
Struggled for Breath (2)
Slow Delivery (2)

Little Red Riding Hood’s Grandmother
Lack of resonance
Labored

Hesitant

Wobbly

Sick

Medical Abnormality
Smoker

Medical Condition
Bedridden

Not Clear

Tired

Not forceful

Stressed

Struggled

Strained

Unhealthy

Not good energy
Unsteady

Broken speech

Lack of flow

Painful/In pain
Monotone

Going to hack up a lung
Boring

Rough

Low pitched

Wavering

Hard for her to talk
Needed to catch breath
Gasping

Well-spoken (2)
Soft-spoken (2)
Methodical (2) Bland
Precise (2) ttlei stressed
Good Modulation (2)Not lots of energy

Little shaky (2)
nfecscratches (2)

Prepared (2) Monotone
Young Litbit of gravel
High Little congestion
Upbeat Not strong
Not shrill Not commarglin
Uninflected Getting ocetd
Positive Dry
Strong Quaver
Motherly Tickia throat
White Thin
Suburban
Metered/Reading Cadence
Docile
Friendly
Good Listener
Relaxed
West Coast
Good Diction
Nice

Mid America/Flat Acten
Self-confident
Calm
Soothing
Consistent
Not Rushing
No Nervousness
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More negative descriptors (42) were used by HRiRarsevere condition. In fact, only one
positive descriptor (honest) was used by a singtégypant in the severe condition. One
descriptor warrants clarification. The employerowbmarked that the applicant’s voice sounded
like “Little Red Riding Hood’s Grandmother” went ¢m specify that the severe applicant
sounded as if she were 82 years old and bedrid@enversely, multiple descriptors (35) that
were deemed either positive or neutral were usedm®ly who heard the applicant with milder
symptoms. The most commonly used descriptorsarséivere condition were “old” and “weak”,
whereas “pleasant” and “clear” were used most dftehe mild condition. However, it should

be noted that some HRP in the mild condition diel s@me negative descriptors (19) when
addressing the applicant’s voice. They descrilerd/bice as sounding “not confident” and a

“little raspy” most often.

Question 3: Perceived Etiology

After describing the voice, HRP were asked to enakjuess as to why the person’s voice
sounded the way they had described it. All po&éméasons are listed in Table 4.6 for both
conditions, in order from most to least cited. Ehare more potential etiologies than participants

because many HRP suspected that the vocal quality e due to more than one issue.
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Table 4.6

Perceived Reason for Vocal Quality Pre-Disclosuoef Most to Least Cited

Severe Condition Mild Condition

Long Term/Heavy Smoker (7) Nerves/Nervoys (5

Older (7) Needed a Drink of Water (2)
Throat Cancer (4) Just Her Natural ¥di2)
Emphysema (2) Just Reflects Her Petipria)
Lung Cancer (2) Older (2)
Abnormal/Damaged vocal cords (2) Little stezbél)

Nervous (2) Baby Boomer (1)

Laryngitis (2) Tickle in Throat (1)

Lots of Whiskey (1) Just Genetics (1)

Reading Difficulties (1) Nothing Stood ()
Parkinson’s Disease (1) Had Materialiarf of Her (1)
Asthma (1) Getting Over Cold (1)

Cold (1) Just Hasn't Interviewedaihong Time (1)
Whatever Katharine Hepburn Had (1) Rehearsati€d Answers (1)

On a Respirator/Tracheostomy (1)

Note.Some participants offered up multiple reasongHerapplicant’s vocal quality
and thus the number in parentheses exceeds thadwotder of participants

The most common surmised etiology in the severéiton was that the applicant might have
been a heavy smoker or someone who was older. t@o\HRP actually suspected that the
perceived vocal quality was related to (mis)funaitng of the vocal folds, with more people
suspecting either throat cancer or issues relatlbectively to respiratory impairment (i.e.,
emphysema, lung cancer, asthma). Under the sewadition, “reading difficulties” warrants
further explanation. One HRP in the severe conwlitioted that the slight pauses that were
occurring between words and sentences could édthdue to a lung issue such as emphysema,
or he believed that if the applicant were readiagresponses, the effortful cadence might also

reflect a poor degree of reading proficiency.
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Although “nerves” was the most commonly suspeetealogy in the mild condition, it
should be noted that statements like “just hernaatoice”, “just reflects her personality”, “just
genetics”, “had material in front of her”, “reheadécanned answers”, and “nothing stood out”
reflect the general consensus that the applicaottse quality was not indicative of a medical

condition.

Discussion

The purpose of Phase 1 was to gauge employeeqens of a single female speaker with
ADSD in two severity conditions (mild/severe) wittthe context of a simulated telephone job
interview. Results showed that in contrast torttiel condition, employers in the severe group
focused almost exclusively on negative charactesisif the speaker’s voice, to the detriment of
the content of her responses.
Pre-Disclosure Reactions According to Severity Contion

Results from this study revealed that a greaierber of potential employers commented
on the voice of an applicant with SD when her syongg were more severe. More specifically,
94% or 15/16 HRP immediately brought up the applisavoice in the severe condition, while
none mentioned the voice of that same applicanfqus weeks later when her symptoms were
milder. These results are consistent with audipmrceptual studies that suggest that within an
individual speaker, severity of speech varies $icamtly over the course of a BOTOX cycle
(Bender et al., 2004; Rubin et al., 2004). Thesalte also further validate the selection of this
speaker as being representative of two differeversty levels, as perceived by experienced
clinicians and self-ratings of voice quality ancatity of life.

Once attention was directed specifically to vapslity, employers described the

applicant’s voice differently across the two commis. Almost exclusively negative terms were
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used in the severe condition, whereas primarilytipegneutral descriptors were used for the
mild (Table 4.5). These results lend support tene¢ qualitative evidence suggesting that
unfamiliar listeners can react strongly to the esiof some speakers with severe ADSD,
describing these voices as sounding unnaturalrapdired (Nagle, Eadie, & Yorkston,
submitted).

The current investigation is the first to indie#that listeners’ perceptions and reactions
(beyond voice quality) can vary as a function ofesgy within the same speaker with ADSD.
The adjective “older” was used most often in ddBog the applicant in the severe condition.
This supports past research which suggested timattprtheir BOTOX injections, speakers with
ADSD were rated as sounding significantly oldemnthaalthy age-matched controls (Isetti et al.,
2014). The present results are also consistentfimiimgs reported by Silverman and Hummer
(1989), who found that sounding “old” was one digant attribute reported for a severe female
speaker with ADSD.

In this study, not only was the speaker’s voitéhe severe condition described more often
as sounding older, but advanced age (along wittksrgbwere the two most commonly
perceived etiologies for her vocal quality. Singe & relative, one could argue that the
chronological age of the speaker used in this s(Gflyyears) might be perceived as someone
who is indeed older as compared to some of theg@uHRP listeners. However, the key
finding here was that the same speaker was dedadsounding older to a greater degree in the
severe condition. One HRP even imagined thatdkiers speaker was most likely in her 80’s,
which far exceeds her actual age of 58. Althougttslative, this suggests that speakers with
ADSD who are asked to give phone interviews wheir tymptoms are more severe (i.e.,

towards the end of the BOTOX cycle) may potentibiyperceived as older than when their
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symptoms are milder. This could be a crucial fmgglisince employers are not allowed under
current law to ask a person’s age during an ing@vviAge must always be inferred. Phone
interviews in particular do not allow the benefitvisual cues, so sounding older than one’s
chronological age could lead to age-related disaaton. This has important implications since
ageism is highly prevalent in the workplace (Ber@®09; Dennis & Thomas, 2007).

No employer correctly guessed that spasmodiclaysp was the specific reason for the
vocal quality. This may not be surprising, givaattdysphonia can be attributed to any number
of more common ailments. Instead, most HRP irsthere condition assumed the vocal quality
was due to advanced age, heavy smoking, throaecamrcissues related collectively to
respiratory impairment (e.g., lung cancer, emphyseasthma). It was unexpected that the
speaking effort so commonly associated with ADSuMide linked more to breathing
difficulty rather than the laryngeal mechanism. \tiee this was a finding unique to this
particular applicant’s speaking pattern is unknowtawever, in a related study, the voices of
multiple speakers with ADSD were defined as beictgailenged” and also as potential
“smokers” (Nagle et al., submitted). Since smokiag an obvious impact on the respiratory
system, it is likely that these perceptions wereumque to the single speaker used in the
present investigation.

Collectively, these results suggest that sevemndy play an important role in how an
applicant with ADSD might be perceived prior to angntion of the disorder. In some severe
cases of ADSD, if a person opts for nondisclosumegrrect (and presumably stigmatizing)
assumptions can potentially be made about thabpartiealth status. The severe applicant was
not only perceived to have an entirely differelmass such as lung or throat cancer, but habits

that were not accurate (i.e., smoking) were errasassigned to the speaker. These assumed
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health conditions could also be detrimental inrangicontext, since issues related to health
insurance are becoming more important to considemvhiring employees (see Phase 2 of this
study). As a result, lack of disclosure in thisdition (severe voice) could result in some
unfavorable consequences within the context ofanphnterview.

Conversely, no serious medical condition was egsigned to the mild speaker who was
recorded just four weeks later, post-BOTOX injecticAt worst, one employer assumed that the
mild applicant may have been getting over a cald, & best, many employers assumed that no
health issue was present at all. However, it shbelnoted that although HRP in the mild
condition did not detect a medical condition ordiplem” per se, there were perhaps more subtle
manifestations of her ADSD. Despite the mild speakvoice being described using positive
terms in many instances, there were still 19 d#ifémegative terms used to describe her voice.
Some HRP did state that she sounded a little rampypus, and unconfident. In fact, the most
common negative descriptor in the mild conditioalteith the speaker’s own lack of perceived
confidence, while the most commonly suspected reémoher vocal quality was that the mild
applicant was nervous during the interview. Tlesult indicates that the voice of the mild
applicant caused HRP to make inferences abouidisonalqualities of the speaker herself,
rather than a disease state. This was an intriguadgng, since Isetti et al. (2014) previously
found that multiple speakers with ADSD were evaddads sounding significantly less confident
than healthy controls. Baylor et al. (2005) alsorfd that speakers with ADSD often felt that
their level of confidence was questioned, or thaytwere perceived as being nervous or
untruthful when, in fact, they were quite honedd aapable individuals. Other studies have also
noted that listeners tend to assign negative ategto individuals with voice disorders

(Altenberg & Ferrand, 2006; Blood et al., 1979;lha& Rochet, 2000; Lass et al., 1991).
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Despite not being perceived as having a healtlejssamments about the mild applicant being
stressed, nervous, and unconfident reveal thativegaferences can still be made even when
voice symptoms are more subtle. These resultedlaxe clinical implications for counseling

individuals with ADSD.

Phase 2: Employer Reactions to the Disclosure of &kDSD Diagnosis During
a Job Interview

Results from Phase 1 suggest that prior to memgoher disorder, the voice of the job
applicant with ADSD was judged more negativelyhia severe condition. However, the HRP
during that portion of the experiment were not a@frthe true nature of her voice quality, nor
were they asked for their opinions regarding whetheot the applicant should have addressed
her symptoms during the interview. Therefore, BHawas designed to examine the following
guestions:

If disclosure of ADSD does occur during a job intew, how might severity of the
presenting symptoms influence:
a) the types of concerns employers mighetregarding this condition? Might an
applicant with a severely dysphonic voice eliifferent concerns from
employers compared to that same applicant withemsymptoms?
b) the essential information to include. Whagdfic statements accompanying a
disclosure of ADSD would employers regard astnmportant?
c) overall disclosure recommenratai Will the eventual disclosure of an ADSD
diagnosis be recommended in bathild and severe case?

Methods
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After completion of the pre-disclosure outcomeaswees from Phase 1, HRP in both
severity conditions (pre- or post-Botox) were tthidt there was a final portion of the phone
interview that needed their attention. The partioiigs were presented with an auditory stimulus
that included the following question posed by thernviewer on the recordintBefore we end,
is there anything else you would like to tell mewthyourself?"The applicant stateédVell,
before we end, | should probably mention that leheemething called spasmodic dysphonia”.
The audio recording immediately terminated, and kiRiRe presented with a series of questions
to gauge their reactions to the disclosure.

Phase 2: Questions Posed to Participants

4. Apparentness of Symptoms. Immediately after the applicant disclosed her dosis of
spasmodic dysphonia, participants were then tolthbynvestigator that the diagnosis is a type
of voice disorder. Participants were asked if thelosure: 1) clarified a voice problem that
was noticed earlier (to cross check with eailletection of Voice Problemuestion from Phase
1), or 2) revealed a voice problem that would reotehbeen noticed.

5. Information Needed/Job-Related Concerns. Employers were asked two open-ended
guestions about what they might appreciate knowlaut this condition within the context of a
job interview. The questions wehd/hat else might you like to know about this coiodi?” and
“What are your concerns about how this conditiorghtirelate to the specific jobs for which you
hire? Please be as specific as possible.”

6. Disclosure Statement Preferences. A series of paper-based statements, each on a 100mm
visual analogue scale (Nyren, 1988) were presdntetRP. These 13 statements were
comprised of factual statements about the voicerdes, personal statements, and job-related

statements that could potentially accompany aaksce of ADSD during a job interview. These
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statements were selected either based upon thefatiaracteristics associated with SD (e.g.,
“It's a voice disorder that causes spasms of tleahoords”) or based upon the strategies that
have been suggested to be helpful for other camdit{e.g., a mention of treatment; Gabel,
2006), “I'm currently receiving treatment that inves injections of BOTOX into my voice
box.”) HRP were also told that they could add sepbéal statement of their own if they felt it
would be important to address a particular isshiléstatements can be found in Table 4.7.

Table 4.7 Disclosure Statements Rated by Employers

Statements Rated By Employers

Factual Statements
It's a voice disorder that causes spasms of thalvamrds.
It’'s not contagious.
It's a chronic condition with no cure.
It's not a progressive condition.

Personal Statements

I’'m currently receiving treatment that involvesdafions of BOTOX into my voice box.
My voice quality may vary, but with continued tneeints, people seem to understand me.
It's actually not a big deal anymore, since I'vaptitd pretty well.
My last boss can attest to the fact that | waseatgemployee.
It's uncontrollable, so you should know that | didtause this myself.

Job-Related Statements
| feel that it won't affect my ability to do my job
In my case, | won't require any accommodations @tkw
Once every 4 months, | may need a couple houris @ifder to receive my treatments.

| would need to make sure that the insurance glémisajob covers my treatments.
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HRP rated each individual statement using a 100unsmal analogue scale with endpoints
marked as “Not important to mention at all” to “Eetnely important to mention”.

7. Timing Preferences. One question related to the timing of the disastesvas posed to HRP.
The options included whether earlier disclosurthainterview would have been better, at the
end seemed best, earlier or later makes no differear it would probably be best to refrain from
disclosing at all. HRP were asked to then verbatlglain their timing recommendation.

8. Overall Disclosure Recommendation. A final question asked participants to discusgtivar
they felt that this particular applicant should éalisclosed her spasmodic dysphonia during the
job interview. Using an open-ended format, HRPengiven the opportunity to explain their
rationale for or against disclosure in the casthisfparticular applicant.

Debriefing

After completing all outcome measures, the invastigdebriefed the participants about
the purpose of the experiment. Each participantalss asked to provide information related to
prior exposure to spasmodic dysphonia and/or cauadein voice disorders. HRP were asked

if they had ever known someone with a speech, lagguor hearing disorder. Questions also
were asked regarding familiarity with the Americavith Disabilities Act. Any participant who
was familiar with spasmodic dysphonia (through etion) or who had personal experience with
the disorder (self/family/acquaintance) would haeen excluded from analysis. No participant
reported having such experiences.

Data Analysis

Quantitative Analysis
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A Chi-Square statistical analysis was perforneenhdicate whether or not the percentage
of HRP who felt that the disclosure clarified acsmproblem differed from chance between the
two severity conditions (Question 4). Ratings lom 100 mm visual analogue scales for each
supplemental disclosure statement (Question 6) imdreidually calculated and then averaged
across all HRP within each group. Multiple t-taségng Bonferonni correctionp €.05/13)
were conducted to ascertain if there were sigmtichfferences between the two groups of HRP
on the mean scores for each statement. Frequenicycillustrating the timing preferences
(Question 7) and ultimate recommendations for/ajalisclosure (Question 8) were calculated
for both severity conditions.

Qualitative Analysis

The audio recorded verbal response pwt{Questions 5, 7, and 8) were transcribed
verbatim by the first author. Transcripts werelgrned using the steps involved in qualitative
content analysis (Braun & Clark, 2006; Hsieh & Stam 2005). Over a series of face-to-face
meetings, two additional researchers (along wighfittst author) helped establish the preliminary
codes. Prior to each of these meetings, individesgarchers were asked to independently
analyze portions of transcripts and assign them oades based upon participants’ responses.
As a concrete example, if a participant duringrdaarview said “Just what type of potential
accommodations might there need to be?” a reséeach member might assign the code
“Accommodations” to that remark. Researchers peréal this task independently, and then met
subsequently to discuss the types of codes thhtregearcher had generated. Using this
approach over multiple meetings, the lead authtabéshed an initial coding dictionary in
which a specific definition was provided for eadde. (Note: The finalized code dictionary is

provided for reference in the Appendix for commattaembers, but will not be included in the
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eventual publication). This process was iteraitiveature following established protocols
(Coffey & Atkinson, 1996), in that team members evassigned additional portions of
transcripts to ascertain whether the new transcaptild be coded using the labels in the code
dictionary.

Once a finalized code dictionary had been estabtl and agreed upon by the three team
members, these codes were applied electronicathyeteranscripts using a qualitative data
analysis software program (Dedoose; dedoose.ctmthis manner, the frequency of codes
could be determined across both severity conditidsext, coded passages were sorted into
categories by the first author. Each category@leith the supplementary quotes was then
reviewed by the other two team members. A fousearcher also examined this document to
ensure that the excerpted quotes were illustrativke categories to which they had been
assigned. This technique, referred to as “peerel@ty” by Lincoln and Guba (1985), allows
for a researcher who was not associated with tialigualitative analysis to look over the data
from a more objective standpoint. It is an addiélomethod that establishes the credibility and
confirmability of the data.

Dependability

During the structured interviews, all HRP werguieed to complete pencil and paper tasks
associated with each qualitative response. Reguparmticipants to fill out a paper-based
guestionnaire during the audio recorded intervielpé&d alleviate any gross misinterpretation of
opinion on the part of the research team. The midgality of participants’ responses was
supported by the addition of these paper-baseduresgsas well as the field notes that were
taken in real time by the lead author during eatérview. Two audio recorders were utilized in

the event that one recorder distorted the sigmarig particular portion. Upon completion of
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each transcribed interview, the first author repthathe recording while reading through the text
a second time. Accuracy of transcripts was lageified by a lab assistant who was randomly
assigned a portion of interviews (16/32, or 50%dp discrepancies were noted through this
verification process.
Credibility

The data obtained during qualitative researchtmet standards of credibility if expected
to authentically represent the viewpoints of thhgeted group. Credibility of data was ensured
in multiple ways. The use of three researchersduhe initial coding phase of analysis
allowed for a process known as triangulation tauo¢tincoln & Guba, 1985). Having three
coders analyze transcripts independently and tgeseaon common codes helped to minimize
any bias that might result from the use of a simglger. It is crucial to determine that the data
collected during qualitative interviews is accurateeflecting the opinions of the stakeholders
(Hammell, Carpenter & Dyck, 2000; Lincoln & Gub®&8b). Therefore, member-checking took
place during the interviews themselves by havimgitivestigator paraphrase and restate key
comments made by HRP (i.e., “So what I'm hearimgrfiyou is that you are concerned about
whether this disorder would cause her to lose barevcompletely.”) Once codes had been
sorted into categories, emails were sent out tetatly participants to verify that the categorical
data were authentic representations of their coiscand recommendations for the applicant.
Although not all of the participants took the titeerespond to the email, those that did respond
(n=14) had feedback that was both positive and cmatiory.
Transferability

The term transferability is used in qualitatiesearch to refer to the process that the reader

or consumer of such research uses in attemptiagpty the findings of the study to his/her own



146

life or experiences (Barnes et al., 2005). Tovallor potential transferability to occur, a
researcher is charged with the task of “purpossdutpling” to ensure that the data base (i.e.,
participant demographics) can allow for consumémsioh research to make potential
transferability judgments (Lincoln & Guba, 1985)he HRP patrticipants in this study
represented a wide variety of ages (29-60) andsyafdniring experience (3-25). More females
than males were included, yet this was deliberatiha latest figures indicate that approximately
72% of human resources personnel in the UnitecéStae female (Dill, 2014). Groups were
balanced as much as possible in terms of job-tyfh,the following jobs being represented in
both conditions: social media, manufacturing, sadesounting, human resources, executive,
administrative, information technology, softwareselepment, engineering, finance,
management, marketing, analysts, customer seancegeneral office staff. Although not all
potential job types were represented, the diverdijpbs and levels of hiring experience that
were included helped to ensure a wide range oppetives on the benefits and risks of
disclosure across a number of professions.

Post-Disclosure Results

Question 4: Apparentness of Symptoms

HRP in both conditions were told through the aapit’'s disclosure that she had a
diagnosis of spasmodic dysphonia. They were thienotpthe investigator that the diagnosis the
speaker mentioned is a type of voice disorder. MRR then asked if this disclosure 1)
clarified a voice problem they had noticed eariering Phase 1, or 2) revealed a voice problem
that they would have not noticed. Responses atmtbsgroups of participants can be found in

Table 4.8.
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Table 4.8

Apparentness of Symptoms by Severity Level

Mild condition Severe condition
Disclosure clarified a voice problem
noticed earlier 0% (0/16) 94% (15/16)
Disclosure revealed a voice problem that
would not have been noticed 100% (16/16) % (6/16)

A Chi-Square statistical analysis revealed thatetheas a significant difference in the
percentage of participants who initially noted alppem with the applicant’s voice; HRP in the
severe condition found that disclosure clarifiacb&ce problem significantly more than HRP in
the mild condition, X (1, N=32) = 28.24, p<.001. The one person in there condition who
said the disclosure revealed a voice problem staggtdshe had initially attributed the quality of
the applicant’s voice to advanced age, rather thampresence of a disorder or “voice problem”
per se. Conversely, all participants in the mdddition stated that this disclosure revealed a

voice problem they would not have noticed.
Question 5: Information Needed/Job Related Concerns

At this point in the experiment, human resources@anel (HRP) had only been given the
name of the diagnosis (spasmodic dysphonia) anththehat it was a voice disorder.
Therefore, HRP in both conditions were asked wheéthey had any questions or concerns about
SD. Hearing only “spasmodic dysphonia” and “vadesorder” raised some similar issues for all
HRP, regardless of which severity condition theyenassigned. Therefore, results of common

guestions/concerns that emerged across both gesagmesented first, followed by the specific



148

issues that were unique to either the mild or segendition. A schematic of categories for

these employer questions and concerns is presgnkegure 4.2.

Figure 4.2. Schematic of categories for employe&stjons and concerns

Questions and Concerns

Questions and Concerns Across Both Conditions

Job Type/Performance
It was deemed important to HRP across both gréiff,n=25) that they know the type
of position for which the applicant was intervieginOften, the questions and concerns were

tied to specific jobs and the ability to perfornosle roles. Jobs that required a greater amount of
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speaking elicited a greater degree of concernekample, S9 felt that a job that involved
minimal communication did not raise the same camcas one where “she’s going to be
greeting the public,” working “as a trainer”, oridg any kind of “public speaking.” There also
tended to be general concerns related to positi@isvere client-facing, sales oriented, or
involved public contact in general. However, samged that there are certain jobs where a
voice disorder should not pose that much of a grmbM?9 felt that “it's going to be particular to
the job. . . because there are plenty of rolesiarganization that are very much computer, e-
mail, spreadsheets, online systems, etc.” Spgoifi€ mentioned that elicited fewer concerns for
someone with a voice disorder were jobs in humaauees, accounting, software engineering,
lab work, manufacturing, data entry, warehouse,jabsl internal to an organization (rather than
public-facing.)

There were specific work tasks, however, thatewepeatedly mentioned as being
potentially problematic for a person diagnosed itloice disorder. Phone use (53%17),
presentations (25%=8), and meetings (13%s4) were cited most consistently. Participant S3
went as far as saying that his ultimate decisiomr®the applicant would depend on whether

she was required to spend time on phones.

Accommodation Needs

Another consistent concern across both sevenitgitions was a desire to know how SD
would impact a person’s ability to work. Half df HRP (50%,n=16) framed this question in
the form of inquiring about whether the applicangim need a reasonable accommodation. In
some cases, this desire for accommodation infoomatias so strong that it was the only
concern present. For example, in response tontresiigator asking if there was anything else

she would be curious to know about, M14 respondéu iMo. As a trained HR person it's
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really about the accommodation more than anythisg 'eOf those who inquired about a general
need for an accommodation, 44#&7/16) wondered about the specific type of modiiares

that could be made. There was often an underlyomgern that someone with a voice disorder
could have difficulty speaking for extended pericaisd thus accommodations might need to be
in place to address this limitation. Participante8fually jumped to the conclusion that “first of
all, you're going to put her on breaks.” Puttihg tapplicant on breaks to rest her voice (16%,
n=5) and/or a special phone (6%2) were the accommodations that most HRP imagshed

might require.

Questions/Concerns About SD

A majority of all employers (88%1=28) had questions related to the nature and gtolo
of SD. These questions were either general (Mghat is it? What does it mean?”), or more
specifically related to how the symptoms might nmestion the job for a person with this
condition (69%n=22). Specific questions could be broken down thtise involving the course
of disease (e.g., progressive, episodic), the autswmptoms (e.g., volume issues,
intelligibility, speaking time), and the personahsequences on the applicant (e.g., soreness,
fatigue, choking, willingness to speak). There se@émo be a special emphasis on what might
trigger an episode and/or exacerbate existing symgt Some HRP wondered if symptoms
could be triggered by emotional factors (e.g. giadi, anger, excitement) or environmental
irritants (e.g., dust, perfumes, heating ventsgaality). HRP often tried to use clues within the
label “spasmodic” to infer what might occur:

M1. I mean when | hear like spasmodic | think hepat is gonna be spasming and like. .

could she choke? What. . Does this mean she nedwsdrinking lots of fluids? Does this
mean she can only talk a certain amount of tiereday?
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A number of employers (32%z=10) actually wondered if this diagnosis might mézat she

would lose her voice entirely:

M16: Will all of a sudden they won't be able to &2 You would need to know that. . . Or
even if it's spasmodic. . . which kind of gives the impression that it's kind of random.
Sometimes. . . but not other times. Will she heshaving a conversation and maybe her
voice. . .it won't work anymore?

Condition Dependent Concerns

Some of the concerns noted by HRP were cond#pmtific. Those in the pre-BOTOX
(i.e., severe) group had concerns about how otheutd perceive the applicant, whereas a
subset of HRP in the post-BOTOX (i.e., mild) grdwgal no concerns whatsoever. These findings

are outlined below.

Severe: Perception of Others

There was an increased emphasis in the severetioonalbout how the applicant’s voice
might cause her to be perceived by communicatiotmees. Sixty-three percent of HRP in the
severe conditionn=10) raised concerns with how she might be perdedteing the interview,

by co-workers, or by the public.

HRP repeatedly spoke about how the sound ofd@hers applicant’s voice might directly
affect the dynamics of the job interview itself13Ssaid that for the first 30 seconds of the
interview, “during the entire time that they weadking about their strengths” she was
wondering “Do you need to take a break every howguot out for a smoke break?” Some felt that
there was a mismatch between what the applicansayag during the interview and the
thoughts that were running through their minds:

Her actual content about being able to jump @rétand organize a closet . . .|

remember thinking ‘If you're a smoker, can yoallsejust jump in there? . .. ‘Oh are
you older? Can you really? Do you need assistrideat's why | hate to say it.
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Because as HR people we really should be justreimgy the content, but part of it is

like reading the person over the phone (S13).

Beyond the interview itself, many HRP speculabdut how the severe applicant might
be perceived by co-workers. S6 feared that therseapplicant’s voice would cause her to not
receive as much respect from her peers at worlcifggadly, it was noted that the speech was
“slow”, “challenged”, “strained”, and involved “jisoo much effort” to the point that her co-
workers would “lose patience.” S8 spoke about hlosvapplicant’s co-workers in the tech world
may not react favorably to her “delayed communardtiduring quick 5-10 minute exchanges
known as scrum meetings. He thought that “maylopleewill avoid asking her questions
because they don't want to deal with that delagsdanse.” Many HRP expanded that line of
reasoning to speculate how the applicant’s voiagghintause her to be perceived by the public as
well. S7 wondered “Will they (the public) not listat all to what she's saying because they're so

concerned about how she sounds?” S10 had thevialjcto say:

She might not come across well on the other sidéf someone calls in to our tech
support and they would get this person on thenphibey would be like “Who'’s this
granny? And what does she know?. . . Does slig keew the back end of our
software?”. .. Well if you think of the computege of where we are, there are not many
in that 65 to 75 and older that really get corepsitright?

Two HRP in the severe condition also brought umates related specifically to how the non-
native English speaking public might potentiallyqave the applicant. The fear was that the

quality of the applicant’s voice might cause hentd be understood by non-native speakers.

In two cases, however, it bears noting that thieevof the severe applicant was thought to
potentially influence the perceptions of others ipositive, rather than negative, manner. S16
thought that being perceived as a smoker mighnlkesaet if the person were hired to work in

the HR department and cater to certain employetsanhiigh smoking prevalence. S4 thought
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that her slower cadence might actually be advaoiagyg she needed to convey numbers over

the phone.

Mild: Not Concerning

As was mentioned earlier, there were a number e$iipns across both groups dealing
with whether the applicant might need a potenttabanmodation and/or whether specific job
tasks (i.e., phone use) might be problematic. H@weat was only in the mild condition that
some HRP (25%1)=4) could unilaterally state that the applicantéce did not cause any

concerns at all:

Her speech pattern seemed completely reason®lelg. clear and the pacing was
good. So even in a job where she would havelaegontact with people, | wouldn’t
have any concerns about what she sounded liee(NEL 2).

Question 6: Disclosure Preferences

After addressing their concerns, HRP rated &sea supplementary disclosure statements
that the applicant (in that condition) could poiaihy mention during the interview. These 13
statements were rated individually on 100 mm visuglogue scales in terms of perceived
importance. The specific instruction wdgdte how important you feel it would be for the
applicant to mention each of the following statetaeuring the interview Independent t-tests
conducted for each statement individually usingfBmmni corrections revealed that there were
no significant differences between mean scoresch statement as a function of severity
condition  >.05). Additionally, when the statements werekrardered in each severity
condition from high to low according to mean scotke same 4 statements made the top 5 in
both conditions. Therefore, scores were pooledsacgroups. Mean scores of each statement

summed across all participants are presented ite Ba®.
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Preferences for Specific Disclosure Statements AmdrEmployers
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Statements

Mean Score on VAS

In my case, | won't require any accommodationsakw

| feel that it won't affect my ability to do my job
My voice quality may vary, but with continued tneaints, people seem

to understand me

My last boss can attest to the fact that | waseatgemployee

It's a voice disorder that causes spasms of thal vocds
Once every 4 months, | may need a couple hours affder to receive my

treatments

It's not a progressive condition

It's actually not a big deal anymore, since I'va@dd pretty well

I would need to make sure that the insurance glémsjob covers my treatments
It's a chronic condition with no cure

It's not contagious

I'm currently receiving treatment that involveseijons of BOTOX into my voice

box

It's uncontrollable, so you should know that | didause this myself

81.5 (SE=3.84)
66.1 (SE=5.60)

66.0 (SE=3.85)
65.6 (SE=6.17)
63.0 (SE=4.98)

56.0 (SE=5.90)
55.8 (SE=5.72)
55.1 (SE=5.78)
42.7 (SE=5.68)
39.4 (SE=5.76)
35.0 (SE=6.31)

17.4 (SE=4.0)
13.6 (SE=3.66)

SE=standard error of mean

Additional Statement Suggestions. A few additional statements were also suggdsyed

participants. One potential statement broughtythb very first HRP participant was “There is

nothing environmentally at the workplace (i.e., therfumes) that could exacerbate my

symptoms.” This was subsequently offered as a piatestatement to all other subsequent HRP

participants. Participants were divided on thatipalar statement suggestion, with

approximately half of all HRP feeling that technigahis should already be covered under “In

my case, | won't require any accommodations at Woflhere were two other additional

suggestions that involved the applicant’s presevellof functioning. Some participants wanted
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clarification regarding the “My voice quality magny” statement, and suggested things such as
“My voice right now is the worst it will ever getr “The voice you’re hearing right now is my
80% voice”. Knowing how the current voice that #mployers were hearing over the phone
would relate to the best/worst the voice could fidgget was deemed important to know. One
participant was curious specifically about the kngf time since the applicant’s diagnosis and
whether she had stabilized. If the applicant lmad 4've had this for 20 years. It's not getting
any better. It's not getting any worse. If somebbdg told me that right up front I'm like ‘Oh

cool. You can work for 10 years then.””(S15).
Question 7: Timing Preferences

HRP were given the opportunity to express whebherot the timing of the applicant’s
disclosure was appropriate. The options Welier would have been better”, “At the end
seemed best”, “Earlier or later makes no differehcand“Probably best to refrain from
disclosing at all”. The timing preferences across both severity gg@up presented in Figure

4.3.



156

Figure 4.3Timing preferences for disclosure of spasmodic Hysja.
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Disclosure Timing Preferences

The most requested strategy for HRP who heardgpkcant in the severe condition was that
she should have disclosed earlier in the inter{e0%0,n=8/16). In contrast, the most
recommended strategy for the applicant in the wolddition was that she refrain from
disclosing entirely (56%)=9/16).
Question 8: Overall Disclosure Recommendation

HRP were required to discuss their thoughts aghtpthis applicant should or should not
have disclosed as well as their timing justificatiddichotomous results for whether disclosure

was ultimately recommended are presented in Tah 4
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Table 4.10

Overall Disclosure Recommendation by Severity Level

Mild condition Severe condition
Disclosure recommended 7/16, or 44% 133L81%
Disclosure not recommended 9/16, or 56% 6,33t 19%

In the severe condition, disclosure was preferoeabindisclosure 81% to 19%. However, results
were more equally divided in the mild conditionthwefraining from disclosure being slightly
preferred, 56% to 44%.

Qualitative data related to the underlying ragierfor disclosure recommendations in each
severity condition were also analyzed. The majtegaries are presented in the schematic in

Figure 4.4.
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Figure 4.4. Schematic of disclosure advice

Timing and Disclosure Advice
Condition-Specific Advice
Severe Condition

With virtually all employers having immediatelgramented on the severe applicant’s
voice quality during the initial interview (Experent 1), the overarching rationale in advocating
for disclosure in the severe condition was thatating the diagnosis served to address and
clarify what was already noticeable to employerthatoutset. Although 81% or 13/16 HRP in
the severe condition ultimately suggested thaafi@icant disclose, differences were noted as to
when this disclosure should occur. Those who resended an earlier disclosure (62%,

n=8/13) mentioned that the applicant’s symptoms weteeable, often distracting, or may lead
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to misperceptions about the applicant. Particif@it equated the applicant’s speaking voice to
“lingling your earrings” or “doing something thatstracting throughout the interview.”

Participant S4 chose to offer personal advice écajbplicant:

What would I tell her? | would say that first offsigoing to be noticed, and if you

don't kind of handle it right at the beginninigen I'll spend more of my attention

during the interview thinking about it. It's pdss it'll distract the interviewer from

actually listening to what you're saying.
Beyond just the fact that the voice quality wadrdiging, many HRP talked about the
misperceptions and judgments that were made abewtgplicant based upon the way she
sounded. S8 suggested she should “get it out infika . . . or talk about the elephant in the
room in advance. So that way the other person efirtk isn't going to like form judgments or
jump to conclusions that aren't true.” Particip@fhtconfessed that he wondered if the applicant
were “very sick” and actually thought that she niighve been smoking during the interview
itself. If the applicant had disclosed earlier3$4lt that “it would have helped me pay attention
more actually to the content.” S11 talked abouwt lessential it was that the employer not be led
to believe that throat cancer or another seridnssk could be responsible for the vocal quality.

Her fear was that this applicant might automatych# misperceived as being a high risk for the

company’s insurance plan.

Those in the severe condition advocating forsaldsure at the end (31%4/13) stressed
that the diagnosis itself, as unfamiliar as it wamjld divert focus. Some HRP brought up the
tendency to use the internet during phone intersiaWaiting until the end would at least prevent
the employer from searching the internet for clalesut the disorder while the applicant was still
speaking. Some argued that merely bringing u@gndisis at the outset of the interview could

take focus away from the applicant’s answers. i€paint S7 stated that “I think if she started
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that way (with a disclosure), it sets the tonetfar interview that serves as a ‘I have this thing'.

. I think that keeping the focus on you and youllsis really at the forefront.”

In summary, reasons for favoring a disclosurgdreless of timing) in the severe
condition were similar. All HRP wanted the focugémain on the applicant’s answers.
However, those favoring early disclosure felt ttmatvoicequality was distracting them from

listening, whereas those favoring later disclogaltethat thediagnosisitself might divert focus.

How to Disclose

Because more employers in the severe conditisacaded for disclosure overall (81%,
n=13/16), employers in the severe group tendedfty tdngible advice in terms of the manner
in which the disclosure should occur. In gendtadre was an emphasis on disclosures being
brief, with some HRP choosing to incorporate sofnh® statements about SD that they had just

rank ordered:

S4: Give it a name. Take away any concerns, lagl turn it to the idea of “This thing isn't
going to affect my work and you could talk to fagt boss about that.” . . . And | guess |
picked the five things that | did in the ordeatthdid (disclosure statements), because that
would be my advice to her. So you say what i¥@u get that very brief. . . and then

finish off with it doesn't affect my work and ntast boss can attest to that. So by the time
I'm done all I'm hearing is this thing isn't aplem . . . Now we can talk about how | do
the job.

Some HRP wove the fact that voice symptoms werneewgttle into the disclosure itself. S4
mentioned that the applicant could say “You propaigtice that my voice has a little different
sound to it and explain it away.” S8 offered “Setjto throw this out there, | have this disorder.
So if I sound a little funny that's why.” Similarl$$2 suggested “I have this condition that affects
the way that I'm communicating to you right now! don't want you to have unanswered

guestions or assumptions.” S3 and S11 arguedHbatplicant would not necessarily even have
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to use the term spasmodic dysphonia itself. Usinge layman’s terms like it's “a cramp in my

vocal cords that doesn't affect any other part phdy” was offered as a potential suggestion.
Mild Condition

In contrast to the severe condition, a slightansgj of HRP in the mild condition believed
the applicant would be better served by not remgdiier diagnosis (56%, n=9/16). It was
precisely because symptoms waot apparent, that disclosure was often felt to beeuassary
or entirely irrelevant. M11 noted that if it haddpe*noticeable, you know, that would've been a
different thing. If they had to stop or there wasg stuttering and they had to explain.” M7 felt
that “if you feel that your interview went greahcasomebody didn't notice, don't tell. Don't tell!
Because we aren't supposed to know it anyway. 8o @d us! . . . I'm not allowed to ask, so I'd
prefer that you not tell me.” An unnoticeable daarfor which accommodations would not be

required was by extension entirely irrelevant tthbd15 and M12:

M12: Because I've heard people that probably almesainly don't have spasmodic
dysphonia sound worse than that. . . so | wduldave noticed a thing. | don't think she
should say it. . . I don't think it's relevahdlon't think it's any more relevant than saying
I've got diabetes.

M11 mentioned that it would be akin to bringingthp fact that the applicant relies on spell
check. “It's irrelevant to the whole situation, lalltof a sudden you're thinking ‘Well, this guy's
got a writing problem.” No I'm like everyone eldekly on spell check and calculators. But |
brought it up.” Bringing up a disorder that was not noticeable se®mingly irrelevant, could
paint the applicant as someone who simply overshamaecessary information. M11 made a
comparison with regard to oversharing unnecessdoymation:

And sometimes people will go “Well, | don't feat not sharing that.” So

if you're selling a car, and someone's buyi@pevette, why bring up its poor
performance as an off-road vehicle? | was ngweerg to use it as that. It never
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bothered me. It really drives people crazy.dSclosing it. . . a disability. . . If it's
irrelevant to the entire situation, does fatbithat category of ‘Well, this person just
likes to talk about. . . It's all about themeYVtwant to talk about their health issues, or
their personal problems, or whatever the dealBgcause that was completely
irrelevant to the business. Business is abangbefficient. . . So to me this is just an
example of something that comes up every daypeDple having a misplaced belief
about honesty which falls into oversharing.

However, numerous HRP in the mild conditaid appreciate her disclosure (44%,
n=7/16), stressing that it allowed them to bettepare for future circumstances and that it
conveyed honesty on the part of the applicant. skdéed “It just shows that you are up front.
You're honest.” HRP also felt that disclosure helgfeem to better plan for future circumstances
and support that worker to a better degree. M18dcthat she appreciated the disclosure
because “if something comes up down the line, timemware of this issue.” All HRP who
recommended that the mild applicant disclose broughmagined future circumstances. They
mentioned various scenarios, many of which werelbeaed, regarding how this voice disorder

couldpotentiallymanifest on the job:

M1: While someone might say ‘I don't need an accaowfation’, but if something
happened at work. . like she's sitting nextrt@i@ vent and that triggers it. | mean. . She
didn't tell me . what if she's sick and she it?0this is a work-related. . you know like
we've triggered this. So it brings up the “Yowtnyou really should have told us
something in the beginning.”
M6 explained that most people in a hiring positieould rather know up front that a condition
“is not going to affect anything, than to haveatree back to them later. . . ‘Oh why didn’t you
ever tell me about this?"™ It is important to nobat of the employers assigned to the mild

condition who appreciated the disclosure, nonetheit it should have come earlier in the

interview. The most popular timing request in slegere condition (earlier disclosure) was never
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suggested for the mild applicant. M5 even provided&xample for why there would be

absolutely no need for the applicant to addresstedition at the outset:

M5: Easily at the end seems best. . .Because gntiagppear to be a major

problem. In other words | haven't been spendiregithole interview struggling to
understand her. Or wondering. There wasn't ailgeling questions during the

interview of “Why does she sound like that?” Sioh't need to know that at the
beginning. . . Whereas you know it would be Weal just came from getting a root canal,
and you got on the phone and you are a littlgestlisounding, you would want to say right
at the very beginning.. . But there was nonéo§é questions implicit in the sound of

her voice. So at the end is a fine time.

Common Risks in Disclosing: Both Conditions
Across both severity conditions, many employersdcthe same two fundamental risks in
disclosing. These two risks were: 1) Disclosune gat the interviewer in an uncomfortable

position, and 2) Disclosure may directly hurt tipplecant’s chances for hire.

The precise reason for this discomfort for HRRllrcases stemmed from the legal
implications surrounding disclosure and the lavet girohibit employers from asking questions
about medical conditions during job interviews. Wiapplicants do bring up disability
information, some HRP stated that they would prederot hear it or at least not dwell on the
topic. S4 mentioned “Because you want to be carefuto disclose too much. You'll find that a
lot of us HR folks, we don't want to know some &tWe don't want to hear it.” S16 said
“Perhaps if somebody disclosed something and theyt wato a lot of detail | would ask them
maybe to even stop. . . We haven't collected tifatmation, but they are sharing it.”
Discomfort also manifested in fears surroundingepbél lawsuits. Upon disclosing, an
applicant now has grounds to file a discriminattaim against the company if he/she is not
hired. This scenario actually occurred for one lewygr, and in her opinion there are individuals

who deliberately disclose medical conditions agaegic move:
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S5: So I think it's fair, you know, to think thatreebody who does that (discloses) wants
to try to secure a position. And that they knbattby disclosing it, you potentially can't
discriminate against them, or that they may heagase against you to discriminate. So it's
definitely a concern that the people who do #ratdoing it intentionally. . . And that has
proven in my past to be the case. Where sometisdipsed something and then said
‘Well because | said this, you didn't hire me.’ Even if you're not doing it intentionally,
you might cause an employer to then feel uncotailbbe.

M10 felt similarly and added that “it puts the intewer in a very peculiar and uncomfortable
predicament . . . If she mentions that, and sha'sined, she could come back and sue the

company for wrongful hiring.”

The second major risk was that disclosure magctly hurt the applicant’s chance for hire.
Even if under the law a disability should not bedisagainst someone, multiple HRP in both
groups could easily imagine scenarios where thgatigre might prevent someone from being

hired:

S14: There might be somebody who says ‘I'm not gémtouch this. I'm not going to go
anywhere near it. We're just going to move hearaw this other pile.’. . . | think you're
putting yourself a little bit more at risk by dgiit (disclosing) that early in the process.

Participant S9 said that revealing the diagnosiS@fwould mean that this applicant “already
got one click mark against her” and that applicamésoften better off “not saying anything at all
until you get the job actually. Because it's ngimased to be a biased environment, but this is

the real world.”

Unlike the severe condition, where the applicaight be subjected to discrimination
based upon the way she sounded at the outset,fetirtteat the mild applicant would not have
been discriminated againsitil she brought up the disorder. M10 remarked “ihégra good

interview, an otherwise pretty fair interview inta.and people may not say that they won't hire
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her, but they would put her application at the cmotof the stack.” In bringing up her spasmodic
dysphonia, M10 felt that the momentum of the intawcame to a halt:
M10: I think she did the interview questions vergllw. . | think that she

answered very articulately. She gave some gmeawers. She was nailing it until
she got to the end. She went from 60 to 0 whemsentioned ‘Oh, and by the

way I'm sick.” . . . And you want to always emdl a good note. Things are great, and
then at the end when they say is there anytisg you wanna mention? It's not about
illness.

Two employers specifically mentioned the new Affalote Care Act (ACA) as a potential reason

for disqualification. They felt that employers amdy going to want to hire healthy applicants:

M10: An interviewee thinks about insurance Because I'm not going to hire someone
that | know initially is going to need to userdoenefits. Because right now with the
way that the benefits cost, and the ACA, andyaree has to be covered. Everyone. . .
So benefits are a great concern to every compawy It's going to mean more to them
than salary. . .and they definitely want to bsusied that a person is not coming into the
company using their benefits.

Discussion

The purpose of Phase 2 was to gauge employeroeadb a disclosure of ADSD within
the context of a simulated job interview. A mixadthod design was used to measure a number
of post-disclosure outcomes between the two sgveoitditions (mild vs. severe). In general,
most employers in the severe condition recommetititdhe applicant disclose earlier during
the interview due to the distracting nature of $ygnptoms. In contrast, all employers in the mild
condition were not initially aware of a voice pretsl, and a slight majority suggested that she
refrain from mentioning her disorder. These resnéied comparison with studies from the
broader disability literature to interpret meanargl generate clinical implications for those with
ADSD. In addition, limitations and future direct®will be discussed.

Post-Disclosure Reactions According to Severity Caiition
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Every HRP who heard the mild applicant statedl ttie eventual disclosure of spasmodic
dysphonia revealed a voice disorder they wouldhaot noticed. The opposite trend occurred
for the HRP assigned to the severe condition. fidsalt suggests that unlike a discrete
disability that is either clearly apparent/overg(ewheelchair use), or completely
concealable/covert (e.g., migraines), the variableymptom severity may determine whether or
not a voice disorder is detectable by the averag@ayer. This also implies that in certain
cases, it is at least feasible that a person widisB. who has a good outcome at some point
during the BOTOX cycle may have the option of rigfirag from disclosure without the
employer ever detecting a vocal impairment. Theceams, preferences, and recommendations
that employers might have regarding a disclosure@$%D are discussed next.

Information Needed/Job-Related Concerns.Many of the HRP in both conditions had similar
concerns related to how the symptoms of ADSD miganifest on the job, how the disorder
might impact specific work tasks (e.g. phone useetngs, presentations), and whether or not
accommodations would be required.

However, there were some concerns that were arnmthe severe condition. HRP
assigned to the severe condition were concernedt &lowv listeners (e.g., interviewers, co-
workers, public) might interpret the severe speakercal quality, whether it would send the
“right message”, and whether or not that type a€&anight pose intelligibility issues for people
who are non-native English speakers. Even postedise, when all HRP were provided the
same diagnosis, the severe applicant’s symptortiseelia unique subset of concerns.
Applicants with ADSD may think that if they simpéxplain their diagnosis during the
interview, any concerns as to why that person ssualydphonic will immediately be addressed.

However, this study demonstrated that while emptyleemselves received that clarification,
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many were still worried about how othevghoutthe benefit of disclosure would react to the
speaker’s voice. Unfortunately, there may not beasy method to remedy this type of concern.
For example, one previous study (Gilmore, 1974gsatigated how information might affect
attitudes of business professionals toward twoviddals who used esophageal speech after total
laryngectomy. Consistent with the present study hihsiness professionals assigned these
esophageal speakers to jobs that required litt@bkoontact, indicating that they too were
concerned about others’ perceptions.

It is also important to note that when provided hame of the diagnosis alone, many HRP
tried to infer what the disorder might entail basedhe term “spasmodic”. Some HRP
wondered if “spasmodic” might mean that it is teged by emotions (e.g., excitement, anger,) or
environmental factors (e.g., poor air quality).h@s questioned whether the applicant might
lose her voice entirely or if her voice might pregsively deteriorate over time. Few, if any, of
these concerns are actually grounded in the reaflinow the symptoms of ADSD manifest
(Tanner et al., 2011). These findings illustré&iat the revelation of the diagnosis alone may lead
to lingering questions and/or unnecessary fearatahd particular disorder. The fundamental
lack of information that these employers had reigarthe nature of this voice disorder provides
justification for education efforts in this arelRP who are actively involved in the hiring and
accommodation requests of applicants with disaslitould benefit from training focused on
increased awareness of voice disorders. Furthesmone of the questions that were raised by
HRP during this study could ever be verbalizedrmyan actual job interview. This is because
the only question an employer is legally allowe@st upon disclosure of a disability is whether
the applicant might need a reasonable accommodatiparform job tasks (ADA, 1990; EEOC,

1995). Even when a disability is mentioned, an leygy cannot ask a single question related to
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the cause, treatment, or symptoms of a heath ¢ondigob applicants with ADSD now have
insight into the concerns employers might have,mthese concerns would otherwise have
remained hidden. When and how a person might discadiagnosis of ADSD is the focus of
the next section.

Disclosure StatementsA rating task assessed employer preferences fdypies of statements
deemed most important to use in a disclosure. Madhyiduals contemplating a disclosure of
ADSD may not have realized that from a hiring pecijpve, a mention of accommodations
appears to be just as critical as an explanatiavhat the disorder entails. The results of the
rating task in this study seemed to imply a cersaiategy in terms of how disclosure
information might be presented. More specificalighe top 5 highest rated statements are
examined, HRP in this study thought it was impdrtan1) Mention whether accommodations
would be required, 2) Make personal assurancestibatondition will not affect job
performance, and 3) Give a succinct descriptiowltdt the condition involves. Points 2 and 3
from above are strategies that have been recomrddadether disability groups (Donoghue,
1994; NCWD, 1985), but the strong emphasis on aotodation needs above all else was an
unexpected finding in the current investigatiomoling what HRP are hoping to hear, and the
relative importance of that information could bépifid in counseling individuals with voice
disorders who are contemplating disclosure. Whettisrapplies to other communication
disorders should be a focus of future study.

Timing Preferences. Although HRP in both conditions were not unanisautheir timing
preferences, some clear trends emerged. Thehiacthte most recommended strategy for the
severe applicant (earlier disclosure) was not reoended by a single employer in the mild

condition is important to note. Earlier disclosuras recommended exclusively on the basis of
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symptoms being noticeable and/or distracting inséere condition. Since a vocal impairment
was not apparent in the mild condition, there wapl/ never a need for an earlier, preemptive
disclosure. This was perhaps the clearest indicdliat the apparentness of symptoms plays a
large role in terms of timing preferences.

However, caution must be taken before assumiaigath earlier disclosure is always best
in severe cases. The concerns raised by some &tRiRding easy access to the internet during
phone interviews casts some doubt as to whethereaptive disclosure, even when symptoms
are clearly apparent, is truly best. IndividualfwADSD might be counseled that because their
voice disorder is rare, they do run the risk ofe@mtering an employer who may become so
intrigued that he/she begins to search the intefluenhg the phone interview itself. However,
this phenomenon should only occur during phoneeratian face-to-face interviews. One
potential compromise might be to mention to the leygr at the outset that voice quality might
sound unusual, but to use a more layman’s desmmnijti the condition. This tactic was actually
suggested by certain participants, but was notifspaty tested in the current investigation. Not
divulging the actual diagnostic label would at teaxssure that internet searches involving ADSD
could not occur during the interview itself.

Overall Disclosure Recommendations HRP who heard the applicant in the severe canditi
were most consistent in their opinions, with 81%/{6) recommending that she disclose. This
falls in line with the literature on apparent digiéies, since individuals who used wheelchairs or
who stuttered benefitted by acknowledging theirdibons (Collins & Blood, 1990; Hastorf et
al., 1979; Hebl & Skorinko, 2005). However, HRRe mild condition were almost equally
divided in terms of whether or not the applicardidd have mentioned her condition, with

slightly more HRP suggesting that she refrain. Jihgation becomes more conclusive,
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however, when a key point is taken into consideratiEven if some of the HRP in the mild
condition felt that her ultimate disclosure waspall because it provided information about her
condition, it would never have beanticed These HRP never suspected that the mild applicant
had a vocal impairment in the first place. So altffosome claimed to have appreciated the
knowledge of ADSD and the potential ramificatiohsauld have on the job, these were
individuals who according to the ADA (1990) werd eatitled to know any information at that
point. In other words, had the applicant said mghHRP in the mild condition would have
never suspected a disability.

The nature of this study allowed HRP to be ptivynformation that they simply would
never have known about that applicant. Participdbd even addressed this fact during his
interview by stating “The circumstances that yowseeup. There's things that | wouldn't know
that | couldn't know. So if she never disclosed don't think it would've made any difference.
But | really know it wouldn't have made any diffece because | wouldn't have known.”
Employers might ideally appreciate having accesmtapplicant’s entire health history, as that
would also help them be informed about any potérssaies that could arise. Under current law,
however, that practice is illegal. Some HRP inrthikel condition claimed to have appreciated
the disclosure, but the mild applicant simply coluéle chosen to disclose after a job offer was
made. What this study ultimately revealed is thatapplicant with milder symptoms had more
options. She could have refrained and her heathsivould not have been questioned. The
applicant in the severe condition simply did notdn¢ghat choice. She was already labeled as
impaired by 15/16 employers at the outset (Phasant) her voice quality ultimately distracted

the employers from focusing on the content of ksponses during the interview.
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Limitations of the Study

Using a single speaker with ADSD recorded attiwie points is perhaps the greatest
strength and also the chief limitation of this skeéxperiments. In using the same applicant,
diagnosis, and script across both listening comaktj the variable of symptom severity could be
isolated. Using a single speaker could also allowvitie selection of certain demographic
variables that might hold true for a typical indiual with this disorder in a job interview (i.e.,
female gender, pre-retirement age). However, dmger lies in attempting to generalize these
findings to a broader pool of speakers with thimesaoice disorder. These experiments were
exploratory in nature, so while there were notdfitcBnces in how the applicant’s voice was
described, many of these descriptions may not tno&lfor all individuals with ADSD. Yet,
because some of these descriptions appear to Bestart with findings from previous studies
(Baylor et al., 2005; Isetti et al., 2014; Naglekt submitted; Silverman & Hummer, 1989), the
validity of the results appear to be strengthened.

This study simulated a phone interview, but tiggtal recordings were of high quality and
the participants listened to the recordings viadpbanes rather than an actual telephone. ltis
unknown how the use of a speech coder, to try atigroreplicate an actual phone call, could
have influenced results. There are a number &éréift speech coders used in our modern
telecommunications systems, with some that degtaelaudio quality of disordered voices more
than others (Jamieson, Parsa, Price, & Till, 2002)erefore, there would likely be variability in
terms of call quality between phone companies dsasdetween landline versus cell phones.
Due to this variability in call quality, Phase ieshpted to assess how a speaker might be

perceived at baseline, without any attempt to dgthe acoustic signal.
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Additionally, the 32 employers used in these igtsidid not hire for all potential job types,
nor were they representative of HRP beyond thetgr&eattle area. Many of the participants
said that because they were in the human resofiet@sthey were accustomed to dealing with
applicants who had various health conditions. HRP stated that they were either familiar or
extremely familiar with the Americans with Disabgis Act (1990). Some participants even
urged caution in assuming that direct hiring mamageuld have the same reactions or opinions
as individuals who are trained in human resour©e® additional requirement was that all HRP
in this investigation needed to hire for some jtitz involved a degree of communication with
the public. Therefore, any recommendations madadainst disclosure may not hold true for
jobs requiring minimal voice use.

Implications and Future Directions

These results have implications in teofisow individuals with voice disorders such as
ADSD are counseled regarding disclosure duringhtheg process. The majority of studies
conducted thus far on disclosure have involveddinesnsional disabilities that are either
visibly apparent such as wheelchair use (Hastaaf,€t979) or completely hidden such as
transverse myelitis (Roberts & Macan, 2006). Ipsthstudies, researchers have attempted to use
one applicant in order to generalize to an entgutation of interest. This study offers
preliminary support for the assertion that clinigahould not be able to make a blanket
disclosure recommendation for all individuals wdBSD based upon diagnosis alone. This goes
back to the nature of the disability itself: in ttese of a voice disorder such as ADSD, severity
of symptoms seems to strongly determine whethecdhdition expresses as an overt or covert
impairment. If a single applicant with ADSD mereécorded at two different time points in her

BOTOX cycle can yield different outcomes in terniglisclosure, then this finding demonstrates
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that disclosure should be considered on a casebgoasis. Voice disorders such as ADSD
operate on a continuum of severity, and this vé&iahould not be underestimated when
evaluating how an applicant might be perceivedwhether disclosure is recommended from an
employer’s perspective.

What these experiments did not examiedla specific acoustic events that employers
used to determine which voices sound impaired coatb@® others. For example, HRP assigned
to the severe condition often speculated that pipdiGgant had an illness that she did not possess.
It would be important to know exactly which aspeaftshe speech signal contributed most to
making that determination. With her voice beingmlately described as “strained”, “weak”,
“broken”, “lacking in flow”, “low pitched”, and “gw”, it is unknown if one specific aspect of
her voice contributed most to a negative judgmétowing, for example, that it was primarily
the voice breaks associated with ADSD rather thslower rate of speech that contributed most
to negative inferences might give clinicians clasgo which patients might be regarded as
sounding more impaired than others. As a coneeenple, if two individuals both had ADSD,
but one person exhibited more strain while the tghaice was characterized primarily by
voice breaks, would one person be regarded bybsseas sounding more impaired? A better
understanding of what specific acoustic eventsaaseciated with a “severe” or “mild” voice
disorder might allow clinicians to be able to coeirgatients based upon their specific
symptoms.

This line of research only examined disclosuoenfthe perspective of the interviewer.
Future studies should also explore the disclostoegss from the point of view of individuals
with various types of voice disorders. Disclosstrategies utilized by successfully employed

individuals with ADSD could potentially be helpfidr others with this condition. Expanding
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this line of research to include other types oftceailisorders (i.e., unilateral vocal fold paralysis
or other communication disorders (i.e., dysarthe@)ld also be a focus of future studies.
ADSD is one of many chronic communication disordeith symptoms that exist along a
continuum of severity levels. It stands to reawt employers might make very different
assumptions about an applicant based upon thegyiolf a particular disorder, and the
information deemed most important to include instldsure may also vary according to
diagnosis.

The aim of this research was not to suggesttiigae is one strategy that will benefit all
applicants with a voice disorder such as ADSDfati, these results only reinforce the fact that
disclosure is a complex process, with benefitsraskd that are often dependent upon an
individual’'s symptoms. However, before making sachimportant decision, it is arguably
important to be armed with as much information essgble. Studies of this nature, which reveal
the otherwise hidden concerns and preferences pliogers, allow applicants with
communication disorders to make more strategiciafiodmed decisions surrounding disclosure

during hiring.
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Appendix I: Interview Script

Interview Script

1. What are your strengths?
You know, I'm definitely a team player. | reallyahe cooperation and I think that | work very
well with others. | think most people would sag game about me. I'm also incredibly
organized. Cleaning out my closet would be a fttivily for me, whereas that might be torture
for someone else. Let’s see. . . | listen realyiwThere are two sides to every situation, 89 |
to maintain an open mind and not jump to conclusi@imout someone. I'm also pretty tolerant.
| rarely pass judgment until | have all the infotma. My mom was a counselor, so | feel like
I'm less judgmental because of her.

2. What are your weaknesses?
It's funny. You might not think of this as a wea&ss, but | tend to have an extremely strong
work ethic. . . almost too strong. It's to theahat sometimes | don’t make enough time for
my friends and family. | can become so devotedddk that | sometimes get consumed by it. |
guess | struggle with a work/life balance, and’thatweakness of mine. Oh and chocolate. . .
but everyone has a weakness for chocolate, right?

3. Are you a leader or a follower?
Hmm. . that’'s a great question. | would say thata bit of both. | do love taking charge on
projects that I'm passionate about, but | have nodlems with authority. | actually love
working on the minor details that others might flbating. | guess | would say I'm equally
comfortable in both roles. . . either taking chaage delegating, or completing a smaller part of

a larger project.
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After pre-disclosure reactions were obtained, tifving disclosure occurred midway through
the experimental protocol:

4. Before we end, is there anything else yawuld like to tell me about yourself?
Well, before we end, | should probably mention thadve something called spasmodic

dysphonia.
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ACCOMMODATIONS

JOB ROLE/PERFORMANCE

Job Tasks

QUESTIONS ABOUT SD

Making inferences about SD

INTERVIEW DYNAMICS

OTHERS PERCEPTIONS

NOT CONCERNING

184

Appendix Il: Code Dictionary

_Description

Information related to whatetlpplicant might
need from the employer, or whateheployer
might be expected to provide relate8D.

Referencing the natura pérticular position.
Abilities to perform a job, produaty, reliability.
Includes any mention of how SD migave
impacted prior work history or parfance

Specific job duties/tasks thight be problematic
for the applicant (i.e., phones, timgs, sales). Also
includes reasons why those task$iggove
problematic (i.e., clarity, intellglity)

General questions or neganore information
related to the cause, nature, treatror symptoms
of SD. “What is it?” Needing mordarabout what
SD is.

Attempts by empisye infer or assume how SD
might manifest. Includes making asptions about
the effects of SD

Related to how the symptom&SD or the
disclosure of SD would affect whatwors during
the interview itself. This includié® employer’'s
reactions to the applicant, and whatdisclosure
might cause the employer to do dythre interview
itself (i.e., google)

Concerns or scenarioteceta how the symptoms
of SD might cause others to reae aertain way
(i.e., co-workers, the public).

Any mention that SD or thaythe applicant
sounds should not pose a probledoes not elicit
any concerns. Includes cases wheredice might
be an asset.



ADVICE FOR DISCLOSURE

Earlier Better

End Best

How to disclose

ADVICE AGAINST DISCLOSURE

GOOD QUOTE/STORY
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Any rationale or advia fwhy the applicant would
be better served by addressingbedition during
the interview. Can include advisg@the wording
she should use when disclosingulthes the risks
associated with not disclosing.

Specific reasons why disclg SD earlier would
be recommended

Specific reasons why discloSibgtowards the end
of the interview would be recommedd

Advice for how the apptitahould disclose her
diagnosis (i.e., wording, length).

Any rationale or advider why the applicant would
be better served by not addressergcondition
during the interview. Includes tieks associated
with disclosing.

Marker for a particularlyagbquote or story to
illustrate a point



186

CHAPTER 5: GENERAL DISCUSSION

When taken as a whole, the component parts sfdissertation begin to form a picture of
the disclosure process for individuals with voicgodders. Chapter 1 (known as “ADA
Tutorial” for purposes of this Discussion) presena@ overview of the Americans with
Disabilities Act, highlighting the fact that allpaapplicants have the right to refrain from
disclosing a disability during job interviews. Berse the terms speaking and communicating
were only added to the ADA as a result of amendserade in 2008, the basic yet fundamental
information about what constitutes a disability enthe law may not even be something that is
known to individuals with voice disorders. Spedamhguage pathologists who have at least a
general understanding of the ADA, including theetypf accommodations that can be requested,
can serve as resources to patients who are stnggagiiwork.

When the ADA is viewed objectively, the rightrefrain from mentioning a medical
condition during a job interview should be a prtitecfactor for job applicants. However,
although disclosure is not mandated under the AD#mains an individual’s choice, and many
applicants do choose to address their disabilihigsg interviews. In fact, disclosure becomes
essential if any accommodations might be neces€dugpter 2 (known as “Theoretical Model”
for this Discussion) purported that disclosure siecis are often based on multiple factors,
including how apparent the symptoms of a particotardition might be. All individuals can
refrain from disclosure under the ADA, but thoséimd@pparent symptoms often report the need
to address what is noticeable during job interviewbkat was unknown was how to apply the
findings from the broader disability literatureitalividuals with voice disorders. Therefore,
Chapter 3 (known as “Inferring Attributes”) expodetieners to the symptoms of a particular

voice disorder (spasmodic dysphonia/SD) to proaithaseline for how speakers with SD might
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be perceived in a pre-disclosure state. If sagibitping is always an option, then it is critical to
examine in what ways speakers with SD might begreed differently. Although speakers were
evaluated significantly less favorably on particdanensions (i.e., confidence, tearfulness, age,
vocal effort), there was a strong association betwsymptom severity and negative ratings.
This implies that the severity of symptoms, ratian a blanket diagnosis, might be more
important in determining the cause of negative gspions in this particular population.

Chapter 4 (known as “Disclosure” study) reinfartkis fact by demonstrating that far
fewer employers commented on the voice of a joliegut with SD when her symptoms were
milder (i.e., post-BOTOX injection). Her symptomnsthe severe condition (i.e., pre-BOTOX)
elicited a unique set of employer concerns reggrtiow the applicant might be perceived by
others in the workplace, as well as differenceteims of whether she should have mentioned
her diagnosis. Earlier disclosure was recommeibgezmployers more often when severe
symptoms were noted at the outset. Converselyglat shajority of employers in the mild
condition felt that the applicant would be bettenved by not addressing her disorder during the
interview.
The ADA Tutorial

The ADA tutorial essentially laid the groundwork tbe studies that followed. The basic
knowledge of what constitutes a disability anddbgernmentally approved accommodations
that can be requested are key information. Tmsgldmental knowledge surrounding
accommodation was a component of Chapter 2 andheasized to be a major driving force
behind an applicant’s decision to disclose in thedretical Model (Fig 2.1 Chapter 2). If an
individual is simply unaware that his/her medioahdition qualifies for accommodations under

the law, then that lack of knowledge in turn aféeche of the major motivational forces at play
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in the Theoretical Model. The ADA Tutorial also miened the importance of clinicians
becoming more knowledgeable about accommodati@muress offered through the Job
Accommodation Network and the Equal Employment Qfypaty Commission. This in turn
impacts the Theoretical Model, since one of theisss in the model dealt with the need for
speech-language pathologists (SLPs) to be ableunsel individuals who might be struggling
with the disclosure decision-making process. Hguwé clinician and patient who are both
unfamiliar with disability law makes counseling impis in this area difficult.

The ADA Tutorial can also be linked to the resulf the Inferring Attributes study found
in Chapter 3. The Tutorial stipulated that thedamental right to refrain from disclosure was
intended to be a protective factor for individuaigh disabilities. The Inferring Attributes study
demonstrated that at least in the case of a vesoedkr such as SD, the vast majority of
speakers with this condition who did not revealrtdeagnosis were still evaluated more
negatively because of their vocal quality. No nembf SD was made, and yet pre-disclosure
these speakers were penalized compared to healtitgots. This provides preliminary evidence
that the right to refrain from disclosure that viaaghlighted in the ADA Tutorial may not
necessarily be helpful for those with SD. Applisawith hemophilia, Crohn’s disease, or
fibromyalgia could easily refrain from disclosunedabe assured that they will not be evaluated
negatively because of their hidden conditions. [Rferring Attributes study suggests that while
an applicant with SD has the lawful “right” to raifin from disclosure, a typical speaker with SD
might still be evaluated more poorly than a heatihgaker without the disorder.

The Theoretical Model
The Theoretical Model of Chapter 2 opened withsaussion of the reasons why

according to Mitchell et al. (2005), individualstivspeech and voice disorders are subjected to
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disproportionate amounts of hiring discriminatiancampared to those with orthopedic and
visual impairments. The results of the final Dostire study offered clues as to why an
individual with a voice disorder might be the reem of discrimination during hiring. Prior to
mentioning her condition, the applicant with sev@R2was thought to be a heavy smoker, have
throat cancer, lung cancer, emphysema, or be esprator, among many others. Forty-two
different negative descriptors were used to desdrdr voice in the severe condition. Perhaps
the most intriguing aspect of these results is dipplicants with voice disorders might ultimately
be discriminated against for disordénat they do not even possedisthe average employer
does not know what flaccid dysarthria, spasmodgaptignia, or unilateral vocal fold paralysis
actually sound like, then they may assume thaviddals with communication disorders have
entirely different illnesses altogether. Althoughmpletely speculative, this could at least be one
contributing factor to the disproportionate amoaindiscrimination claims filed by individuals
with speech/voice disorders in the Mitchell et(2D05) study.

Multiple aspects of the Theoretical Model of Cteaif2 were mirrored in the results of the
final Disclosure study. Starting with the Perso@hhracteristics component of the model, it was
hypothesized that certain personality traits (shy, vs. talkative) might lead one person to
disclose more than another during a job intervi@&mployers in the Disclosure study touched
upon the dangers in being perceived as someonéavkoshares” personal health information
during interviews. Some participants brought upittherent discomfort that arose as a result of
applicants sharing information that was not deess=gntial, and one employer went so far as
to say that some job seekers have a “misguideds#riwnesty” in feeling they need to disclose

something that was never asked of them. The corsmeade by these employers do support
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the assertion made in the model that differentqreatity types may disclose to a different degree
during job interviews.

The Communication Disorder Characteristics congpoof the model dealt with such
things as stigma, the prognosis of the disorderattparentness/visibility of symptoms, and
whether the disorder might be relevant to a paddargob. The Disclosure study revealed that
these characteristics are not only important froenapplicant’s perspective, but that these same
areas were also points of interest for employemseds Multiple human resources personnel
(HRP) had questions related to the etiology, symgtaand prognosis of SD, with a special
emphasis on whether or not the voice would detatgoover time. Those who recommended
disclosure often cited the fact that symptoms veoaticeable” or “distracting” at the outset.
Comments related to how noticeable symptoms wetlgeiisevere condition were so numerous
that the rationale for early disclosure was builirely around this issue. This indicates that the
apparentness of symptoms plays a key role both thenperspective of the applicant
(Theoretical Model) and the employer (Disclosutedg). More specifically, how apparent
symptoms are dictates whether an applicant feéshbeshould address those symptoms during
the interview, while at the same time those outveamdptoms often dictate whether employers
feel that disclosure is ultimately warranted.

In the Theoretical Model, it was suggested thatdharacteristics of each particular
condition (i.e., stigma, etiology) may differenlyghffect disclosure decisions. While stigma
was not addressed directly in the Disclosure stitdyas interesting to note that some employers
did allude to how stigma might shape decisions:

M3: If this had fallen into a category that's #ditmore controversial like a mental health

issue. . .. If it had fallen into that buckehight recommend not disclosing. Versus
disclosing for something like this is benign heal
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Employers were never asked directly how stigmatizarvoice disorder might be as compared to
other types of disabilities. Nonetheless, it wdsresting to note that employers brought up
comparisons between “controversial’ versus “benidigabilities. Similarly, participant M12
mentioned diabetes within the context of speaklmuaa completely irrelevant disability.
Because the mild applicant’s symptoms seemed tmimpletely irrelevant and unnoticeable to
him, he stated “I don’t think it's any more relevadman saying I've got diabetes. . . | don't care.”
Although diabetes qualifies as a disability under ADA, it was clear at least to M12 that a
diagnosis of diabetes did not raise the same coadcbat M3 mentioned in relation to mental
illness. These types of statements merely reieftie model's attempt to convey that the type
of disability does seem to play a role in termslistlosure decisions. Even participant M11
mentioned that if the mild applicant's symptoms baén more obvious, or if there had been
“some stuttering” then she probably would have destter off addressing those symptoms.
This indicates that even among communication desrstuttering vs. SD) the characteristics of
each disorder can shape disclosure recommendatioqdoring recommendations relative to
specific communication disorders warrants furthedsg.

The Workplace Factors component of the Theoreticalel dealt primarily with the
precise job duties that would be required of thaliapnt for a particular role. It was
hypothesized in the model that if certain task®imwmg heavy verbal communication would not
be required (i.e., phone use, presentations) tiismtight lessen an applicant’s need to disclose
and ask for accommodations. These very same $3 taere points of concern for employers
as well. It was also theorized under the Workpkaetors component of the model that perhaps
the organizational policies in place at a particwark setting might be more encouraging of

applicants with various disabilities. An individumight feel safer disclosing to an organization
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where these policies were clearly being enforcgithough organizational policies were not
directly assessed in the final Disclosure studmeemployers touched upon this issue on their
own during the interviews. For example, M15 tookl@ in saying:

Maybe this is partly from working with (compangme), because we have a very broad

race and social justice initiative, accommodapoocess. . . We have a lot of supported

employees. Folks with mental and physical disiadsl are very hugely accommodated.

So we have a little different attitude towards.th
Similarly, M7 mentioned that her organization enyglonultiple people with disabilities, and M9
stressed that a “larger organization, with a boirely probably have a ton of people at different
levels of accommodations. They are probably bigliearsity.” These employers were
essentially validating the fact that the organmaai policies mentioned in the model do seem to
matter when it comes to the issue of disabilitgldisure.

Disclosure Self-Efficacy from the Theoretical Mxbdealt with the precise wording of the
disclosure itself in terms of word choice and cdefice that the intended message was received.
The efficient use of the phrases “I have diabetes have arthritis” were used as examples to
illustrate how for many diseases, three simple wah convey clear diagnostic information and
even lead to inferences about common treatmerrogti The Disclosure study revealed just
how little diagnostic information is actually coryesl with the phrase “I have spasmodic
dysphonia.” Not only were all employers completeéhaware that this voice disorder existed,
many questioned whether the applicant might chlose, her voice completely, or whether
symptoms might suddenly be triggered by emotioss, @xcitement), dust, or perfume. The
Disclosure study revealed that a complete messagd oot be conveyed through the diagnosis
of SD alone. Instead, the statements employeesteel and ranked as being most essential to

accompany that diagnosis can be offered to indal&lwho would like to disclose, but who are

unsure where to begin. One of the implicationshef Theoretical Model is that disclosure self-
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efficacy should be fostered by clinicians. Theutessof the Disclosure study may be a first step
to providing tangible statement suggestions forgebkers with SD to increase that self-efficacy.
Knowing what is important to convey from the em@og perspective can enable applicants to
help formulate the essential information to be star

The Motivational Factors section of the TheowdtModel dealt with the main reasons
why an applicant might choose to disclose the mesef a disability during a job interview, as
well as the fears that might keep a disclosure foaourring. The fears applicants might have
around being labeled, being placed in “another’ pdebeing immediately disqualified for
certain jobs were confirmed by many HRP. Thedeapressed by applicants in the model
were therefore validated by risks such as “Disdlesuay directly hurt the applicant’s chances
for hire” that were generated out of employer comtse The final study served to illustrate that
these are not unfounded fears existing solelyemtimds of individuals with disabilities, but are

instead grounded in the reality of the hiring psxe

Perhaps most interesting of all were the seemmisgnatches that existed in the Theoretical
Model and the Disclosure study with regard speailjcto these motivating factors. It was
theorized that many applicants with disabilitieghialso disclose as a means of self-advocacy,
to raise awareness of their particular disease ev®m accommodations are not required. This
may still hold true in some cases, as participaatidd the following to say:

| do know some employees are very individualgbeol hey want to announce. They
want people to know that ‘I have this.” Likeat disability rights. ‘I have multiple
sclerosis, and | want you to know. | have cankcerant you to know.’

However, the results from the Disclosure studyaatkd that employers may not always respond
favorably to this type of advocacy. If fact, imnegely following her comments from above,

M4 stated:
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But as the interviewer in the interviewer rdléhink I'm focused on a lot of other things
and probably | think that might discolor. . light. . uhh. . My filters depending upon
who | am might go up. In terms of ‘Oooh. . Hathis going to affect this person?’ Or
‘Do | need to hire someone with a disability?’

Common concerns across both severity conditiors‘liksclosure puts the interviewer in an
awkward position” and “Disclosure might hurt thephgant’s chance for hire” suggest that
disclosure simply for the sake of sharing informatmight not always be advantageous.
Knowing that disclosure is often an uncomfortablei¢ for some employers due to fears around
lawsuits suggests that although some applicantbtmignt to advocate or spread awareness
about their conditions, many employers may prederurtail the conversation entirely.

This leads to another interesting mismatch toatiored surrounding motivational factors.
Some HRP in the final study suggested that cedplicants might disclose deliberately, with
the intention of being able to sue the companlgefstare not hired. This particular issue was
never addressed in the Theoretical Model and atgwatuld not have come to light without
certain HRP claiming to have personal experiendb this scenario. The difficulty here is that
the discrimination claims reported in the Discl@sstudy were viewed entirely through the lens
of the employer, and so it becomes difficult toeatin what the true motivation of thgplicant
might have been in those reported cases. Nevestheh strategic disclosure designed to
somehow threaten the employer if the applicanbtshired was never a motive that was
anticipated. As a result, this potential motivatiagtor deserves future consideration and study
before it is incorporated into the model.

Finally, the last conclusions that will be drabetween the Theoretical Model and the
Disclosure study deal with the Feedback Loop tred used in the model. It was postulated that
each disclosure experience, either positive or thegehas the capability of influencing future

disclosure decisions on the part of the applic#at.applicant who discloses, gets the job, and
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has a wonderful work experience might be more meclito disclose at his next place of
employment. What the final Disclosure study regdalas that employers themselves may let
their own history of disclosure experiences inflceetheir feelings around this issue. Multiple
HRP brought up specific instances in which they hiaeld individuals with disabilities who
wound up being valuable team members. For exarppléicipant M7 noted that she had a deaf
employee whose use of an interpreter providee littino barrier to his working for the
organization. Yet participant S5 mentioned th& wias accused of discrimination by someone
who disclosed during an interview, and as a reshdtfelt uneasy about the disclosure process.
The model focused solely on the experience of g@kers, but it was interesting to note that
positive/negative experiences surrounding disclsan even affect those in positions to hire as
well. As such, it must always be remembered thattntext of an employment interview
always includes at least two communication partmtis previous experiences, biases, etc. This
interaction must be considered in predicting outeem
Inferring Attributes and Disclosure Studies

One of the more significant findings from thednfng Attributes study in Chapter 3 dealt
with the fact on the whole, speakers with ADSD weted significantly more negatively than
healthy speakers without the disorder. The resiiitse Disclosure study certainly support that
contention, since more than 42 different negatvens were used in describing just one speaker
with this condition (see Table 4.6 Chapter 4). Awotkey finding from Inferring Attributes was
that some speakers with very mild SD do not seebetsubjected to these same negative
judgments. The question then became whethercagpéaker with SD might also be free of

negative judgments within the context of an emplegmmnterview.
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The final Disclosure study revealed that it ieaist feasible that an applicant with mild
symptoms will not necessarily be labeled as implagharing a job interview. In fact, 35 positive
gualities were assigned to the mild applicant’sakpeg voice, and not a single employer ever
suspected that the mild applicant had a medicdllpno. However, two of the parameters from
the Inferring Attributes study (age and confidenoeth played prominent roles in the final
Disclosure study. Old age (along with smoking) Wesmost popular suspected reason for the
severe applicant’s vocal quality, while lacking fidance was the most common negative
descriptor used for the mild applicant. This siggg¢hat even when an applicant with SD is not
necessarily labeled as “impaired”, there may beensobtle manifestations of the disorder that
call into question her personal qualities. Durnligh stakes encounter like a job interview, all
impressions are arguably important, beyond whethaont someone has a noticeable
“impairment.” Inferring Attributes demonstratedattspeakers with SD are often rated as
sounding significantly older than their chronoladiages, and the Disclosure study revealed
how this might actually play out during hiring. ®RHRP who described the severe applicant’s
voice as “Little Red Riding Hood’s Grandmother” wem to clarify that she thought the
applicant sounded as if she were 82 years old edddulen. A different employer specifically
stated that the perception that this woman waglgldeuld impact how knowledgeable she
would sound when answering phones to resolve legh-software issues. Inferring Attributes
took the first step in revealing how old a speakith SD might be evaluated relative to a same-
aged peer (i.e., a 35 year-old female with SD sedndlatively older than a 35 year-old female
without). The Disclosure study extended theseitigsito convey the type of impact this age-
related judgment might have during a job intervie@linically, SLPs do not rate how “old” or

“confident” a person might sound. Yet like it ortnboth studies in Chapters 3 and 4 revealed
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that these particular attributes hold special $icgmce when it comes to how unfamiliar
listeners interpret the voices of those with SOlinicians can at least play a key role in helping
patients determine just how apparent their symptaras Since it has been suggested that
individuals with disabilities are often poor judgefshow obvious their conditions are (Jans et al.,
2012), it might be beneficial for the SLP to opeblyt delicately discuss severity level. Have
strangers commented on the person’s speech/voal#ygn the past? If so, what have they
said? These types of questions which gaugedtbershave reacted to a speaker’s voice may
not be standard protocol, but they could easilinberporated into therapy sessions. Auditory-
perceptual evaluation of voice is considered arrdggd component of a thorough voice
evaluation (Kempster, Gerratt, Verdolini AbbottrBaeier-Kraemer, & Hillman, 2009).
However, severity markers are often made solelytferbenefit of the clinician to chart
effectiveness of intervention and may not alwaysliseussed with patients. Individuals with
voice disorders are often asked to complete psydimismeasures (i.e., Voice Handicap Index),
but patients’ self-ratings of voice quality (i.eeverity) are often not in line with clinicians or
even lay listeners (Eadie et al., 2007, 2010).ividdals with voice disorders may simply lack
the objectivity to rate how their own voices aregeéved relative to those in the general public,
and SLPs specializing in voice might be extremelgldjed in this regard. Certain individuals
may have symptoms that are so mild that they maabbeeto pass undetected and disclose later
after a job offer has been made. Others with mote@able symptoms may not have that
luxury, and SLPs who have been exposed to a camirf severity levels can assist in making

that determination.
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Conclusion/Future Directions

This entire line of research was driven by gaéie data that was initially collected by
Baylor et al. (2005) regarding the lived experienceindividuals with SD. Prior to that seminal
work, studies involving SD had largely focused be tause and treatment of this neurological
disorder, rather than the experiences of thosediwith the disease. Although many forms of
research hold value, patient-driven research ghiabine out of the feelings and perceptions of
individuals with communication disorders is essart a helping profession such as speech-
language pathology (Damico & Simmons-Mackie, 2008 better understanding about what an
unfamiliar listener, including a future employerngimt assume about a speaker with a
communication disorder provides the first stepeml able to correct those misperceptions.
However, SD is one isolated disorder among a télshany communication disorders. Unique
perceptions, biases, and advice may come to ligtttare disorder-specific. The opportunity
therefore exists to conduct this same type ofristdbased research on a wide range of other
communication disorders.

Providing disclosure-related information to indivals with communication disorders is
only one part of a larger picture. It became ciledhe final Disclosure study that information
also needs to be disseminated to individuals waorapositions to hire. HRP in the final study
knew nothing about SD, and often had concernswbeat not grounded in the reality of how the
symptoms of this voice disorder manifest. Sincestjons about medical conditions cannot
legally be asked during interviews, one implicatisthat HRP may need continuing education
training regarding communication disorders in gahefmhe Society for Human Resources
Management (SHRM) is the governing body for allfessional human resources employees,

and is similar to ASHA in that members are requieedndertake continuing education credits in
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order to maintain active membership and certifaratNational conferences take place and local
chapters of SHRM exist in virtually every majorycetround the country. Being that HR
professionals are typically at the front linestu# thiring process, perhaps in-services, online
modules, and/or presentations can be created amddyiowards these professionals. If the
participants in the final Disclosure study knewliite about what a diagnosis of SD actually
entails, then it might be safe to assume that niHRE are also lacking in fundamental
knowledge surrounding other communication disordsravell. If they are not at liberty to ask
guestions of applicants who possess communicatgmmders, then perhaps other methods of
disseminating this information are necessary. Nety we convey this information, and whether
it actually impacts the attitudes of communicatu@mtners warrants further investigation (Lallh
& Rochet, 2000).

Regarding disclosure in particular, although ¢heere trends in terms of how severity
may impact disclosure recommendations, the vaagkbpinions even among the relatively small
cohort of employers in Chapter 4 exemplify just hmamplex this process can be. One of the
aims of the Disclosure study was to demonstrateuhigateral disclosure recommendations
should never be made in this population based agndisis alone. Instead, decisions will need
to be evaluated on a case-by-case basis. Thesesuhe final study seem to support that
contention. Since employers in both conditionsted quite differently and had opposing
recommendations for the same speaker recordetbjusiveeks apart in the BOTOX treatment
cycle, this suggests that surely there is not easemmended disclosure strategy that will benefit
all speakers with this disorder. However, straegds were noted which might prove to be of
value for those with SD who are struggling withstbecision. Most notably, 15/16 employers

noticed a problem with the severe applicant’s voacal over 80% of those same employers
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ultimately believed that the applicant should hdigelosed her diagnosis during the interview
itself. Evaluated from a treatment-based perspecifi a particular intervention strategy were
found to be 80% effective, one would think that tieatment might benefit some patients. What
becomes difficult is that the terms “severe” andltihare subjective, and it is unknown how the
results of this study can be applied to a largel pbspeakers with this disorder.

The line at which a disorder becomes apparemsugdnidden is nebulous and is difficult to
guantify objectively. Yet this issue of how “nagable” a condition is lies at the heart of this
research. How detectable the impairment waswdrad assumptions might be made about an
applicant because of those symptoms, were fundainenthe outcomes of both Chapters 3 and
4. In fact, if anything can be gleaned from thizrkvas a whole, it is that the apparentness of
symptoms plays a pivotal role in terms of shapiponi@ns about individuals with SD. Itis
perhaps ironic, therefore, that the key componéttiis research (i.e., how severe/mild a person
may sound) is such a subjective, perceptual phenomeven if severity does underlie how we
both define and evaluate many communication diger(ient, 1996).

One potential line of research might involve mweistigation into which objective acoustic
measures might contribute to one voice soundingerfg®vere” or impaired than another. For
example, Stepp, Sawin, and Eadie (2012) have begexplore an aspect of the acoustic signal
known as relative fundamental frequency (RFF).atistically significant correlation was found
between RFF and vocal effort, which is typicallg hrimary symptom of ADSD. Peterson and
colleagues have also recently used a multidimeasimeasure of overall severity of voice
guality called the Cepstral Spectral Index of Dyspuh (CSID) to predict listeners’ detections of
voice disorders such as SD with good overall reqiileterson et al., 2013). This type of

objective research, linked with listeners’ percapsi, and self-reported measures by patients may
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help us learn about which aspects of the signatesiéy meaningful to both the speaker and
communication partners.

Ultimately, the results of the present line cfearch inform applicants about the reported
benefits and risks of disclosure from the perspeatf employers. Most major decisions of any
kind are best made when adequate information iseraadilable. Being armed in advance with
the information that employers might like to knas, well as the concerns they possess and the
statements they are hoping to hear, can allow pptiGants with voice disorders to make more

informed decisions during the hiring process.
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