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Abstract

for at least one additional diagnosis.

Background: One of the most consistent findings in childhood psychopathology literature is that children with
dyslexia frequently presented with additional psychiatric disorders. Over 60% of children with dyslexia meets criteria

Aim of results: Dyslexia shows high comorbidity with ADHD, ODD, and CD (18%, 14%, and 8%, respectively) than
ccontrols that affect dyslexic boys more than girls. Dyslexic group show marked increase in internalizing and
externalizing syndromes than control group. Dyslexic girls show more internalizing behaviors than dyslexic boys,
unlike externalizing syndromes which was more evident in boys).

Conclusion: High comorbidity of other psychiatric disorders with dyslexia gets attention to evaluate students with
dyslexia for other psychiatric comorbidity and referring them for psychiatric management.
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Background

Learning is a process by which individuals acquiring
new, or modifying existing, knowledge, behaviors, skills,
values, or preferences and may involve synthesizing dif-
ferent types of information [1]. Dyslexia is defined as
reading achievement below the expected level for a child’s
age, education, and intelligence, with the impairment
interfering significantly with academic success or the daily
activities that involve reading. According to DSM-IV-TR,
if a neurological condition or sensory disturbance is
present, the reading disability exhibited exceeds that usu-
ally associated with the other condition [2]. The British
Dyslexia Association definition describes dyslexia as a
learning difficulty that primarily affects the skills involved
in accurate and fluent word reading and spelling” and is
characterized by “difficulties in phonological awareness,
verbal memory and verbal processing speed [3].

The prevalence of dyslexia shows considerable cross-
national variation. An estimated 4% of school-age chil-
dren in the USA have dyslexia [4]. In Australia, approxi-
mately 10% of the students suffer from dyslexia [5].
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In Egypt, it was found that, the prevalence of reading
difficulties among the population surveyed in Assiut City
(among 2878 children from the 2nd and 3rd grades in
elementary schools ) was 1% and boys to girls ratio was
2.7 to 1 [6]. The prevalence was far lower than that re-
ported in western countries. Another study was carried
out at Abbassia District in Cairo, Egypt, and found dys-
lexia among primary school children was 2.6% [7]. How
the Arabic language is written and read probably, con-
tributes to the low prevalence of reading difficulties
among Arabic speaking populations [6].

One of the most consistent findings in the childhood
psychopathology literature is that children with dyslexia
frequently presented with additional psychiatric disor-
ders, over 60% of children with dyslexia meets criteria
for at least one additional diagnosis [8].

Understanding comorbidity is important because the
presence of an additional disorder may affect the expres-
sion and severity of the clinical picture, requiring specific
treatments and interventions. Patients with comorbidity
compared to those without comorbidity usually exhibit
more severe neurocognitive impairment, negative aca-
demic experience, social outcomes, and lower treatment
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response. Also, children with comorbid problems have
more secondary problems, such as low self-esteem, be-
havioral problems, and dropping out of school [9].

The aim of this study is psychiatric evaluation of a
group of children and adolescents with dyslexia.

Methods

The dyslexic participants of this study are students previously
diagnosed as dyslexia according to DSM IV-TR, which include
screening of 1080 students from 7 to 15 years. They were all
student detected to have dyslexia through screening of pri-
mary school children in Assiut City [10]. Diagnosis of dyslexia
in the previous study and the present study is based on clinical
presentation and confirmed through Dyslexia Diagnostic
Scale. The original dyslexia diagnostic scale was developed by
Sherman, 1985. Translation of the original dyslexia diagnostic
scale into Arabic language to suit the Egyptian culture was
carried out by Professor Nasra Abdel megied Galgel, Kafer
Elshikh, Tanta University, Faculty of Education, (2006). This
scale was used to confirm the diagnosis of dyslexia. The stud-
ied population included 50 students (27 males and 23 females)
with dyslexia and a control group of 50 students (26 males
and 24 females) without dyslexia. They were pair-wise
matched on age, gender, and cognitive level.

Study tools

Stanford Binet Test

One of the first intelligence tests is the Binet-Simon test
with its versions quickly gained support in the psycho-
logical community, many of which further spread to the
public.

The Stanford-Binet Intelligence Test: Fourth Edition
(SB: FE) is a standardized test that measures intelligence
and cognitive abilities in children and adults, from age 2
through mature adulthood [11].

Socio economic status
This scale is an Arabic version designed by Abd-El-
Tawab, in 2004 [12], to measure the socioeconomic level
of families.

It includes four domains:

Parents’ educational level including eight items.
Parents’ occupation including two items.

Total family monthly income including six items.
The lifestyle level including three items.

Ll e

The sums of scores give the total score of the variable,
then calculation of mean and standard deviation of
scores of the total sample. Classification of individual
was performed according to the following: score higher
than (mean + 1SD) is considered high socioeconomic
level, score lower than (mean - 1SD) is considered low,
and score in between is considered middle.
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Arabic version of Child Behavioral Checklist of Achenbach
(Achenbach T. M., 1991) [13]

In the present study, behavioral symptoms were assessed
by application of Child Behavioral Checklist (CBCL) par-
ent form, which is a widely used method for identifying
problem behavior in children. Problems are identified by
a respondent who knows the child well, usually a parent
or other care giver.

In the revised version (2001) of the CBCL\6-18 it is
made up of eight syndrome scales: withdrawn behavior,
somatic complaints, anxious depressed, social problems,
thought problem, attention problems, delinquent behav-
ior, and aggressive behavior. These groups are classified
into two higher orders: internalizing and externalizing
syndromes. The CBCL also scored for Competence Scale
(optional) for activities, social relations, school, and total
competence score [14].

Competence Scale, which is divided into activities,
school, and social subscales

Problem Scale, which is also divided into

— Internalizing manifestation calculated by summation
of first three sub scales (withdrawn , anxious, and
social problems)

— Externalizing manifestation calculated by summation
of last two sub scales (delinquent and aggressive
behaviors)

Arabic version of Mini Kid rating scale: (David Sheehan
1998 [15] “translated by Ghanem M. 1999”")
The Mini International Neuropsychiatric Interview-Kid
(MINI-Kid) is a structured interview for psychiatric
evaluation and outcome-tracking in clinical psycho-
pharmacology trials and epidemiological studies. It takes
approximately 15 min to complete. Its sensitivity was
substantial and specificity was excellent.

The MINI-kid is divided into modules identified by let-
ters, each corresponding to a diagnostic category.

o At the beginning of each diagnostic module (except
for psychotic disorders module), screening
question(s) corresponding to the main criteria of the
disorder are presented in a gray box.

e At the end of each module, diagnostic box (es)
permits the clinician to indicate whether diagnostic
criteria are met.

Participants were subjected to confirmatory tests for
diagnosis of dyslexia (wide range achievement test).
After the confirmation of the diagnosis, IQ was exam-
ined by a trained psychologist through Stanford Binet
Test for both patient and controls. Evaluation of socio-
economic status was carried out, after explanation of the
steps and aims of the research for parents and
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participants, and a written informed consent was taken
from the parents. Both patients and control were exam-
ined through MINI kid scale for different psychiatric dis-
orders in an individual base in the outpatient psychiatric
clinic of Assiut University Hospital. Parent form of
CBCL was given to the parents (caregiver in case of ab-
sence of parents) to answer the questionnaire or if they
cannot read the examiner ask them the question and put
the marks according to the response of the parent.

Statistical methods

The studied variables were coded for computerized data
entry. For easy manipulation and accurate statistical ana-
lysis, software package SPSS Ver. 16 (SPSS Inc. Chicago,
IL, USA) and excel for figures were used.

Descriptive statistics, e.g., frequency, percentage, mean,
standard deviation, standard errors were calculated. p
value considered significant when it is “ 0.05.

For inferential analysis of effect of gender on different
variables of CBCL items factorial ANCOVA and Stu-
dent’s £ test, chi-square test was used.

Ethical consideration

The protocol and study design of this thesis was ap-
proved by ethical committee of faculty of medicine,
Assiut University. An informed written consent was ob-
tained and signed from parents or caregivers of the par-
ticipants to participate in the study. Confidentiality was
maintained during the whole study. The subjects in the
study were not exposed to any risk and the provided
health service was not affected by their participation in
the study. The steps and results of the investigations in
the work were explained to them. If any clinical problem
with the participant was found they were informed and
referred to be managed accordingly.

Results

Demographic characteristics

The mean age of dyslexic group was 9.68 + 1.77 years,
and 68% of them fall in the middle socioeconomic status
(SES); males represent 54% of them. They have mean IQ
of 94.44 + 4.19. The control group is cross-matched as
regards age SES and IQ with no significant difference
among both groups (Table 1).

Evaluation of the studied groups through MINI-kid
scale, there are significantly higher percentages of dys-
lexic group have ADHD (18%), CD (8%), and ODD (14
%) than the control group (4%, 0.0%, and 2%, respect-
ively) (p value 0.02, 0.04, 0.02 respectively).

There were two cases of panic disorder (4.0%), one
case of agoraphobia (2.0%), one case of separation anx-
iety disorder (2.0%), and three cases of specific phobias
(3.0%) in dyslexic group in contrast to no case in control
group, however, of insignificant difference.
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Table 1 Demographic characteristics of dyslexic students and

controls

Demographics ~ Dyslexic group Control group t P.
(No=50) (No=50) test value
No. % No. %

Boys 27 54.0 26 520 076 0841

Girls 23 46.0 24 480

Age 9.68+1.77 10.5£2.09 1.7 0.066

1Q 94.44+4.19 94.12+3.44 188 0677

Socioeconomic level

High 12 24 8 16 0.74 0597

Middle 34 68 35 70

Low 4 8 7 14

There were no cases of depression, suicide, manic epi-
sode, dysthymia, social phobia, OCD, post-traumatic stress
disorder, alcohol or drug dependence, tics, psychosis, ap-
petite loss, polyphagia, nor adjustment disorder were de-
tected in both dyslexic and control groups (Table 2, Fig 1).

When comparing boys and girls of dyslexic group, we
found significant higher percentages of boys have ADHD
(22.2%) than girls (13 %,) (p 0.04). Also, boys have sig-
nificant higher percentage of CD (14.8%) in contrast of
no case of CD in girls (p 0.02). In spite of higher per-
centage of dyslexic boys have ODD than girls the differ-
ence is insignificant (Table 3, Fig. 2).

The first part of CBCL is the Competence Scale which
includes three sub-items: activities, social, and school

Table 2 Frequency distribution of different psychiatric disorders
among dyslexic and control groups according to Mini Kid Scale

MINI kids variables  Dyslexic (No.=50) Control (No.=50) x> P.

No. % No. % value
Panic disorder 625 0153
Affected 2 4.0 0 0.0
Agoraphobia 411 0315
Affected 1 20 0 0.0
Separation Anxiety 411 0315
Affected T 20 0 0.0
Specific phobia 6.25 0079
Affected 3 6.0 0 0.0
ADHD 935 0.025*
Affected 9 180 2 40
Conduct Disorder 781  0041*
Affected 4 80 0 0.0
ODD 935 0027*
Affected 7 14.0 1 20
GAD 0.115 1.000
Affected 1 20 1 20
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Fig. 1 Frequency distribution of different psychiatric disorders among dyslexic and control groups according to MINI Kid Scale

items in addition to the total competence score. It was
found that significant higher percentages of dyslexic
group have abnormal levels of total competence (30%),
activities (44%), and school (12%) than the controls (8%,
14%, and 0.0, respectively) (p values 0.01, 0.004, and
0.03). However, the difference as regards social compe-
tence is of insignificance (Table 4, Fig. 3).

Study of the gender differences effect among dyslexic
and control group, showed that significant differences in
activities and school scoring, but the main effect of dys-
lexia is significantly higher in activities without signifi-
cant gender main effect, unlike school subscale which
shows marked gender difference suggesting that females
is affected more in school aspect and males more af-
fected in activities scale (Table 5).

Dyslexics have significantly higher mean scores of
withdrawn, anxious, attention, and delinquent subscales
(p values 0.042, 0.001, 0.004, and 0.026, respectively).
Also, they have significant higher score in internalizing,
externalizing, and total problem mean score (p values:
0.003, 0.007, 0.000, respectively) than controls (Table 6).

Study the interaction between dyslexia and gender on
the internalizing and externalizing symptoms and disor-
ders by comparing the mean scores of dyslexic and con-
trol group on the problem scale of CBCL. It revealed that
significant effect of dyslexia on mean scores of anxiety, at-
tention problems, aggression, and delinquent scales.
Whereas, gender will affect the mean scores of dyslexic
group, being girl significantly increases the mean scores of
withdrawal and anxiety while being a boy increases that of
delinquent behavior. Also, dyslexia significantly increases
the mean scores of both internalizing and externalizing
scales and total problem scale. Whereas, gender affect the
mean scores of dyslexic group; being girl significantly in-
creases the mean scores of internalizing scale and being
boy increases the mean scores of externalizing scale, while
there is no significant effect on the total score of problem
scale of CBCL (Table 7).

Discussion
It has long been recognized that dyslexia often co-occurs
with a range of other behavioral problems [16].

Table 3 Frequency distribution of ADHD, CD, and ODD in boys and girls of studied groups according to MINI kids scale

MINI Boys Girls X P

\}jia?isables Dyslexic (N=27) Control N=26) Dyslexic (N=23) Control (N=24) value
No. % No. % % No. %

ADHD 1.1 0.042*

Affected 6 22.2 1 3.7 13.0 1 3.7

Conduct D 128 0.023*

Affected 4 14.8 0 0.0 0.0 0 0.0

ODD 6.63 0276

Affected 4 14.8 1 37 1. 1 37

*» < 0.05
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The present study revealed that ADHD, CD, and ODD
are increasingly associated with individuals with dyslexia.

Many researches tried to study the comorbidity of ADHD
in dyslexia, the results were widely variable which ranged from
18% to approximately 60%, with a median prevalence of
38.2% across studies. The prevalence of ADHD among stu-
dents with dyslexia in previous studies is roughly seven times

Table 4 Frequency distribution of different levels of
competence scale of CBCL among dyslexic and control group

CBCL variables Dyslexic group Control X P.
No.~50 No=50 value
No. % No. %

Activities 1338  0.004**

Normal 13 26.0 23 46.0

Borderline 15 300 20 40.0

Abnormal 22 44.0 7 14.0

Social 7.78 0.107

Normal 43 86.0 48 96.0

Borderline 3 6.0 2 40

Abnormal 4 8.0 0 0.0

School 1.1 0.039%

Normal 42 84.0 47 94.0

Borderline 2 4.0 3 6.0

Abnormal 6 120 0 0.0

Total Competence 133 0.015*%

Normal 25 50.0 36 720

Borderline 10 20.0 10 20.0

Abnormal 15 300 4 8.0

*p> 0.05

*p > 001

***¥p < 0.001

Normal subject (T score more than 33)
Borderline (T score between 30 and 33)
Abnormal subject (T score below 33)

higher than the prevalence of ADHD in the general popula-
tion, which is approximately 5% [17]. These recorded figures
are higher than that reported in the present study (18%).

The wide variability of ADHD prevalence across stud-
ies is most likely due to different reasons. First, children
with ADHD are assessed with different clinical instru-
ments, and ways of recruitment using different diagnos-
tic criteria (DSM or International Classification of
Disease-Tenth Revision [ICD-10]). Moreover, the preva-
lence of dyslexia varies across different cultures depend-
ing on the complexity of the orthographic rules [18].

Between the two disorders, there is a bidirectional rela-
tionship since the comorbidity is very high if one exam-
ines children with dyslexia for ADHD or children with
ADHD for dyslexia. That could be explained as ADHD
and dyslexia shares a common, biological etiology that is
based in a genetic predisposition to both disorders. Many
studies have identified specific alleles that may be associ-
ated with increased risk for both ADHD and dyslexia [19],
and a genetic link between symptoms of ADHD and aca-
demic achievement has also been supported by twin stud-
ies [20]. It is possible that deficits may be related to
working memory and processing speed, as such difficulties
are shared across ADHD and dyslexia [21].

In the present study, dyslexic group have high incidence of
ODD (14%) than the control, also, dyslexic boys have high
prevalence (14.8%) than girls (11.1%). Willcutt and Penning-
ton, (2000b) [22] were on agreement with this as they re-
ported that although dyslexia is associated with elevations of
possibility of ODD in both boys and girls, this effect is stron-
ger for boys.

On the other hand, few studies tried to identify the rela-
tion between dyslexia and comorbid CD, all of it demon-
strated that learning disabilities are accompanied by
personality characteristics that predispose the individual to
conduct disorder [23].
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Fig. 3 Frequency distribution of different levels of competence scale of CBCL among dyslexic and control group

In addition, dyslexic youth have been described by par-
ents as having more externalizing behaviors than peers in
the community and have been reported to engage in vio-
lence twice as often as non-dyslexic youth. Persistence of
such problems was reflected in higher rates of antisocial
personality disorder diagnoses at age 19 among males with
language impairments relative to males without RD [24].

Also, Goldston et al. (2007) [25] found that disruptive be-
havior disorders increased markedly in poor reader than in
typical reader including conduct and oppositional disorders

It may be suggested that early reading delay causally
influences later tendencies to antisocial behavior as a re-
sult of a series of processes that may include lower levels
of attachment to the social order and feelings of frustra-
tion or lowered self-esteem [26].

Impact of dyslexia on social, school, and general activities
In the present study, dyslexic individuals showed impair-
ment in their general activities, abnormal social, and
school competence.

In adolescence, dyslexic students who have a school
performance comparable to the control group still show
a weaker sense of school and social effectiveness, less

hope, poor self-esteem, and motivation in committing to
homework [27]. In support of this, Mai Eissa, (2010) [28]
demonstrated that dyslexia affect self-esteem negatively.
It was because feeling inferior to the others’ with poor
school achievement. Also, About 60% felt that their
reading problems had influenced their peer relations
negatively. They claimed that they had been teased or
bullied because of their reading and writing difficulties.
As regards impaired school competence, it is more in
girls than in boys, in the present study, it could be ex-
plained by the difference between boys and girls, in our
society parents and teachers tend to value boys academic
achievement more than girls so greater effort done for
boys than girls. On the other hand, activities affected more
in boys may be attributed to attention problems which are
more common in boys that may have an impact on activ-
ities. Also increase in male disruptive manner making par-
ticipation in sports and day time activities more difficult.

The relation between dyslexia and internalizing
symptoms

Analysis of data show marked difference in internalizing
manifestation between dyslexic and control individuals

Table 5 Gender effect on competence scale scores of CBCL among dyslexic and control groups

CBCL variables Boys Girls Main effects Group x

Dyslexic Control Dyslexic Control Group Gender .Gender.
interaction

Mean+ SD Mean+ SD Mean+ SD Mean+ SD F F F

Activities 27.8+8.2 322448 303+79 34.6+58 10.12** 323 0.00

Social 44.1+£109 46.1+6.7 47.5+8.1 44.4+7.5 0.13 0.24 2.20

School 474465 44.8+6.8 393483 40.2+6.8 040 20%* 1.54

Total Competence 349+78 36.6+4.2 34+7.3 36.1+6.6 2.06 032 0.02

*p > 0.05

**p < 0.01

®%p < 0.001

Lower scores mean more affection
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Table 6 Mean Scores of dyslexics and controls on measures of
Problem Scale of CBCL

CBCL variables Dyslexic (N=50)  Control (N=50) t P.
Mean= SD Mean= SD test  value
Withdrawn 56.52+8.21 53.744+4.65 430  0.042%
Somatic 51.92+3.86 514+2.62 1.06 0432
Anxious 54.68+7.25 51.1+237 993  0.001**
Social Problems 51.76+4.09 50.94+2.95 189 0253
Thought Problem  50.88+2.8 51.08+3.1 082 0736
Attention 55.12+9.21 51.06+3.03 990  0.004**
Delinquent 55.28+844 52.14+5.06 430 0.0206*
Aggressive 53.72+6.14 52.06+2.42 083 0078
Internalizing 49.26+11.96 42.9+8.26 992  0.003**
Externalizing 48.06+12.14 42.16+8.86 9.8 0.007**
Total Score 49.54+9.99 42.5+848 966  0.000**
Other 342+2.68 2.32+2.02 429  0023*
*p > 0,05
*p < 0.001

mainly in depressed—anxious manifestation but there is
some gender difference as these manifestations are more
in girls than boys.

These results are consistent with the study of
Capozzi et al. (2007) [29]. They found that 52% re-
corded a pathological score on the internalizing scale,
26.4% recorded a pathological score on the externaliz-
ing scale, and the remaining 20.5% had a pathological
score on both scales, while 31.5%, obtained a patho-
logical score on the Anxiety-Depression Scale. Lower
percentages were recorded in the scales assessing
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somatic complaints (17.2%), withdrawal symptoms
(15.5%), and thought disorders (20%).

Strong relation between dyslexia and internalizing
manifestation specially anxiety among poor readers than
control group was found also, in the study done by
Goldston et al. (2007) [25].

Gender also show some difference in rating internaliz-
ing factors among children with dyslexia as in Willcutt
and Pennington, (2000) [22]. They found marked gender
difference in Withdrawn and Anxious- Depressed
narrow-band scales similar to the broadband findings,
which made the authors suggest that dyslexia is associ-
ated more strongly with elevations in these areas in fe-
males than males.

Bryan et al. (2004) suggested a vicious circle explaining
the pathology of internalizing symptoms and disorders.
Starting from the sense of scarce school self-efficacy, demo-
tivation for homework, frequent mechanisms of learned
helplessness, and difficulties in social integration, dyslexic
children not only experience more suffering, but risk in-
volving in vicious circles where failure, demoralization, poor
metacognitive awareness, and lack of interest for school du-
ties grow hand in hand. Other vicious circles may add to, if
not precede, the above-mentioned ones, due to probable
linguistic, attention, and self-regulatory difficulties con-
nected with deficits of social skills, that seem to appear fre-
quently in dyslexia [30].

The relation between dyslexia and externalizing
symptoms

The association between psychopathological symptom-
atic behaviors in dyslexic subjects was recorded to be

Table 7 Mean scores of boys and girls on measures of Problem Scales of CBCL

CBCL variables Boys Girls Main effects Group x

Dyslexia Control Dyslexia Control Group Gender ﬁw’iggi;on

(N=27) (N=26) (N=23) (N=24)

Mean= SD Mean= SD Mean= SD Mean= SD F F F
Withdrawn 542+7.5 524+38 571489 55.2+5.1 1.94 4.4% 0.00
Somatic 515433 51£24 524445 51.8+£28 0.67 1.8 0.01
Anxious 52.746.1 50.5+1.6 5779 51.7£29 12.8%* 7.0%* 24
Social Problems 51.6+4.1 50.6£2.1 52442 513437 13 0.52 0.01
Thought Problem 50.6+2.01 51.2435 513435 51+2.7 0.08 0.21 052
Attention 55.1+£9.8 50.8+£2.9 552487 51.3£3.2 8.5%* 0.04 0.02
Delinquent 57.6+9.7 514432 52.6+58 52.9+46.5 4.6% 1.54 5.75%
Aggressive 54.74+6.7 50.8+2.1 525453 51.34+2.8 7.6%* 091 2.05
Internalizing 459+11.2 44.3+7.6 532+119 47.7+8.7 32 7.2%% 097
Externalizing 50.8+12.2 42.7+7.2 448+115 41.6+10.5 7.3%* 291 1.39
Total Score 49.6+9.8 423+64 494+104 42.7+104 13.8% 0.01 0.03
*p> 0.05
**p < 0.01

*%p < 0001
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61.0% (Capozzi et al. (2007) [9]. Also, they found that
26.4% recorded a pathological score on the externalizing
scale: attention/hyperactivity subscale was in which the
children’s scores most frequently fell within the clinical
range. In fact, 46.5% of the sample obtained a score within
the pathological range on the attention/hyperactivity scale.
Only a minority of the sample obtained pathological
scores on the two scales measuring aggressive and delin-
quent behavior (18% and 15%, respectively).

Gender also shows some difference in rating external-
izing factors among children with dyslexia as in Willcutt
and Pennington, (2000) study [22]. Individuals with dys-
lexia exhibited higher scores than individuals from the
family control group on all externalizing measures.

Although both boys and girls with dyslexia exhibited
higher levels of externalizing behaviors than individuals
without dyslexia, significant interactions revealed a
stronger association between dyslexic aggressive behav-
iors among males. One hypothesis is that boys with dys-
lexia may be more likely to act out in a disruptive
manner and will therefore be identified more frequently
by parents and teachers as in need of clinical attention.
In contrast, an alternative hypothesis would propose that
parents and teachers tend to value male academic
achievement more than female academic achievement,
and consequently expend greater effort to correct read-
ing problems in male children. The results reported here
are consistent with the first hypothesis, in that boys with
dyslexia tended to exhibit elevations of externalizing be-
haviors, whereas girls with dyslexia exhibited higher
levels of internalizing symptomatology that might be less
apparent to parents or teachers.

In conclusion, the present study added an evidence for
the high comorbidity of ADHD, ODD, and CD with dys-
lexia. Also, dyslexic boys show higher rates of external-
ized syndromes and girls show higher rates of
internalized syndromes.

Recommendations

Assessment of children and adolescents with speech dis-
orders for psychiatric disorders especially ADHD and
opposition defiant disorder, have to be constant part of
assessment of those patients. Also attention should be
directed to internalized syndromes for girls and external-
ized syndromes for boys. This evaluation enables the
psychiatrists to manage these children appropriately.

Conclusion

High comorbidity of other psychiatric disorders with
dyslexia gets attention to evaluate students with dyslexia
for other psychiatric comorbidity and referring them for
psychiatric management.
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