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Data sources: Medical and psychological search
engines (PubMed, PsychArticles and Academic Search
Elite) were used to identify all those studies published
in peer-reviewed journals, relative to the association
of reading difficulties, dyslexia, or learning disorders/
disabilities, and internalizing symptoms, anxiety, or
depression.
Results: The present review of studies confirms dyslexia
as a specific risk factor for an increased internalizing,
anxious and depressive symptomatology. The severity of
dyslexia, its comorbidity with attention deficit disorder/
hyperactivity disorder, the level of perceived social support
and female gender are some of the factors that mostly
influence its psycho-social outcomes.
Conclusion: Findings of this review confirm that
suitable social, health and school policies aimed at
identifying and treating dyslexia as a cause of discomfort
are called for, and confirm the clinical need to assess and
contrast additional risk factors that may increase the
probability of this suffering in dyslexic students.
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Introduction

P

sychological
literature
describes
learning
difficulties as an important risk factor for current
and future psychological discomfort. Learning
difficulties are associated with increased comorbidity,
especially depression and anxiety.[1,2] From an empirically
derived perspective about child behavior classification,
these types of social-emotional and behavior problems
are conceptualized as internalizing:[3] internalizing
problems are characterized by depressive and
anxious-like symptoms or social withdrawal, whereas
externalizing problems are indicated by overactive,
impulsive, or aggressive behaviors.
Bandura et al[4] showed how poor school
performance can predict an increase in depressive
symptomatology; failure in achievement tasks may
constitute a stress factor that can trigger depressive
symptoms,[5,6] whereas school problems in first grade
represent a risk factor for anxiety symptoms six years
after,[7] and academic problems in 8-year old boys have
a predictive power on depressive disorders even up to
early adulthood.[8]
Among academic difficulties, learning disorders (or
learning disabilities, LD) result to be one of the most
important issues. Learning disabilities cross-culturally
describe significant and impairing difficulties within
the reading, writing, and math domains, measured by
individually administered standardized tests, that are
substantially below that expected given the person's
chronological age, measured intelligence, and ageappropriate education (cut-off is usually between 1.5
and 2 standard deviations). If sensory, or neurological
deficit is present, the difficulties are in excess of those
usually associated with it.[9] The most important and
studied learning disability is dyslexia. The core of
its definition is cross-culturally shared and refers to
significant difficulties with accurate and/or fluent word
recognition.
Common clinical experience and qualitative
researches indicate that in the presence of dyslexia
there is a higher likelihood of psychological disorders
in comorbidity, also (but not only) because mainstream
class teaching and academic requests may put dyslexic
students at a disadvantage with peers.[10] Furthermore,
this disorder, especially under certain conditions, may
interfere with future psycho-social adjustment. We
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Background: Over the last ten years a considerable
amount of literature has described the socio-emotional
discomfort that is often associated with learning
disorders at all ages, but a comprehensive review about
internalizing symptoms in dyslexia is needed.
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also share the belief that learning ability is still a very
important factor in the third and fourth decade of the
academic or professional life of many people, so that
learning disorders continue to interfere in adults of
many countries where modern society is characterized
by a constant request to update and change job
demands; this is why learning disabilities may indeed
be a constant hindering factor to the full development
of individuals' potentials, even after compulsory
education.[11] As a matter of fact, dyslexia continues
to produce stress in jobs where reading, writing and
calculation skills are highly used.[12]
ICD-10[13] lists emotional problems, low selfesteem, and problems in peer relationships as common
associated features of reading disabilities, and DSMIV[14] indicates the possibility of elevated rates of
depression and dysthymia. A comprehensive review
about internalizing symptoms in dyslexia is nowadays
lacking. However, such scientific contribution would
provide knowledge that could stimulate political
interest to protect dyslexic children from likely current
and future discomfort and maladjustment. Knowing
the existing evidence about the specific factors that
represent further risk would enable each party involved
(institutions, school policies, teachers, parents, and
clinicians) to outline priorities for the identification,
prevention and reduction of the discomfort.
This review wishes to contribute to the growth
of the international cultural awareness about mental
health correlates in dyslexia, so that national school and
health systems may wish to remove identified obstacles
to the quality of life of children and young persons with
this disorder.
An important aspect relative to the homogeneity of
the studied samples concerns the frequent comorbidity
of learning disabilities with attention deficit disorder/
hyperactivity disorder (ADHD), defined as a persistent
(and relatively precocious) pattern of inattention and/
or hyperactivity-impulsivity that is dysfunctional
and significantly frequent or severe.[9] In fact, ADHD
per se is highly associated with both internalizing
and externalizing problems; so when the studies use
heterogeneous groups of children (e.g., dyslexic-only,
dyslexic-plus-ADHD) the results are clouded by the
possibility of a comorbidity-effect: psychopathological
symptomatology could be explained as a result of
ADHD. In this review, we intend to deal with this issue.
We also report those studies which examine
populations that include but are not limited to dyslexic
people (reading difficulties, learning disabilities, high
incidence disorders), so that future research may be
stimulated to replicate very interesting investigations
with the dyslexic population only.
Let us now introduce the reader to the overlaps

among various conditions that have been studied
when considering learning disabilities. The first
category of population is characterized by "highincidence disorders" which include dyslexia, but also
include mild mental retardation and emotional and
behavioral disorders. The second category is children
with "reading difficulties", subjects with dyslexia but
also with milder reading problems and milder reading
problems or reading problems due to other causes. The
third category of subjects is represented by children
with any type of "learning disability", therefore both
dyslexic children and children with other types of LD.
The results of studies on the last category of children
may not be generalized to dyslexics, because children
presenting a neuropsychological profile compatible
with non-verbal disorder may have participated
in, and according to some authors, they show even
more serious psychopathologies in comorbidity than
dyslexics.[15,16] Caution in generalizing results to
the dyslexic population is needed when examining
psychosocial correlates in groups taken from the
aforementioned different populations because of the
only partial overlapping between each condition and
dyslexia.
This review not only deals with depressive and
anxious disorders, but also with emotional problems;
in fact, those who suffer from dyslexia may experience
problems in the emotional area, without receiving an
additional diagnosis of mood or anxiety disorder.[17]

Methods

Original articles from peer-reviewed journals were
selected from medical and psychological search
engines (PubMed, PsychArticles and Academic
Search Elite). Searches were conducted for the subjects
heading reading difficulties, or dyslexia, or learning
disorders/disabilities, AND internalizing symptoms.
We calculated the effect size from a comparison, that is
Mc – MD
d = ——————
(Sc + SD) / 2
where Mc and MD are the means for the comparison
and the dyslexic groups, respectively, and Sc and
SD are the standard deviations for the two groups.[18]
According to Cohen,[19] a large effect size is 0.80 or
more, a medium effect size is around 0.50, and a value
of 0.20 or less is considered to be small.

Results

Dyslexia
Apart from Miller et al,[20] who found different results,
there is a growing body of evidence showing that
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risk of psychopathology. ADHD per se adds high rates
of emotional discomfort.[37,38] Considering that 20% of
dyslexic children may have ADHD,[39,40] as partially
hereditary,[41,42] and that a recent meta-analysis of 72
researches[43] revealed a clinically significant presence
of learning (especially reading) disorders in subjects
with ADHD, authors underline the likely role played
by impulsiveness and inattention in reading. Willcutt
and Pennington's study[40] on children and adolescents
shows that the association between dyslexia and other
psychopathological disorders may be related to the
likely presence of ADHD in comorbidity, whereas,
the internalizing symptoms (anxious-depressive,
with social isolation and somatic complaints) are still
higher in females with dyslexia without ADHD than
in those without dyslexia. Hence, psychopathological
symptomatology has partly been explained as a result
of an ADHD-related factor. The question is that:
is psychopathology mostly to be found in dyslexic
children with ADHD or also in those without ADHD?
Trzesniewski et al[44] found a significant comorbidity
(not due to genetic reasons) between conduct disorders
and dyslexia without ADHD. Regarding situational
hyperactivity or attention deficits (only association
with school context) as a sign of discomfort (e.g., lack
of concentration, restlessness, fidgetiness because of
inappropriate academic requests), their association with
dyslexia[45,46] may also be interpreted as an anxiousdepression symptom.
Finally, high IQ, high socioeconomic status and
the long-lasting remedial work at school are likely
other relevant factors for positive outcome in terms of
psychiatric symptoms in adulthood.[47]
Regarding other characteristics, dyslexia is often
associated with a mathematical disorder and presents
with other characteristics that may more or less be
dysfunctional to the learning process and daily life of
children. The association with calculation disorders
at junior secondary schools seems to be an additional
risk factor for lower global self-esteem, experience or
perception of a lower social support (by the classroom,
parents and friends), higher attention deficit, higher
emotional and depression symptoms, and higher school
maladjustment.[48,49]

Reading difficulties
Maughan et al's[50] research was conducted on children
with persistent reading difficulties under the 6th
percentile, children who were therefore very similar to
those with a diagnosis of dyslexia. They also found that
attention deficit in comorbidity plays a significant role
in connecting the correlation with psychopathology,
especially the externalizing one (e.g., delinquency).
However, before 13 years of age, the association
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individuals with dyslexia have increased internalizing
symptoms at all ages. Seven-year-old dyslexic
children experience social integration difficulties[21]
and 8-year-old dyslexic children are found to be
more anxious and report less happiness than children
of the control group.[22] Similarly, higher levels of
depressive symptoms are associated with dyslexia
in primary school children in the Netherlands.[23]
Heiervang et al[24] found higher rates of internalizing
(and externalizing) symptoms in 10 to 12-year-old
children with dyslexia, and lower levels of school selfesteem[25] and clinically significant levels of anxiety in
10 to 11-year-old children.[26] There is a considerable
level of insecurity regarding their intelligence and
a strong sense of unsuitability is present in 12-yearold children with dyslexia.[27] Similarly, Backer and
Neuhauser[28] found higher levels of internalizing
(and externalizing) symptoms in 77 dyslexic children.
Boetsch et al[29] found a higher level of depressive
symptoms and a lower level of self-esteem in a large
sample of dyslexic children and adolescents. Snowling
et al[30] found a higher level of internalizing symptoms
(corresponding to the emotional area of Goodman's
Strength and Difficulties Questionnaire) and a lower
level of academic self-esteem in a group of 12-yearold dyslexics coming from families at a high-risk
for dyslexia. A lower level of global self-esteem, a
lower level of school self-esteem, a moderate level
of depression,[31] and a higher level of disruptive
behavior[32] have been found in dyslexic females
compared to those without dyslexia at the same age. At
university, dyslexia is a risk factor for higher social and
school anxiety in both sexes, particularly in females.[33]
Young adults with a history of dyslexia report higher
psychiatric symptoms on average.[34]
Knivsberg and Andreassen[35] found a very high
incidence of internalizing problems in students with
severe dyslexia. As mentioned, the severity of dyslexia
(in terms of higher impairment of the reading and
writing processes) determines higher disadvantage
and stress levels and, at the same time, renders more
likely the presence of an evident dyslexia at a more
advanced age (e.g., secondary school). Furthermore,
characteristics that are often associated with
dyslexia, such as attention, memory, language, or
social difficulties, may determine other adaptive and
emotional problems. Clearly, psychosocial dysfunction
associated with dyslexia is also dependent on its
severity, type and number of associated characteristics
and activated vicious circles. These observations are
supported by Maughan's review[36] on the outcomes of
reading disabilities.
It has been noted that the very frequent comorbidity
between dyslexia and ADHD puts the child at a higher
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between dyslexia and a higher depressive risk still
exists when taking into account the possible role played
by attention deficit and hyperactivity. Children and
adolescents with reading difficulties show a higher
incidence of generalized anxiety and separation
disorders (as school phobia),[51] irrespective of the
connecting role played by an attention deficit.[52]
Fifteen-year-old children with reading difficulties
(cut-off at the 18th percentile) report higher depression
and anxiety levels and higher somatic complaints,
whereas (in the opinion of parents) they perform a
larger number of illegal behaviors (the "rule-breaking
behavior" area in Child Behavior Checklist) taking
ADHD and variables as the socioeconomic status under
control.[53] Apart from leaving school with a six times
higher percentage than other teenagers, adolescents
with reading difficulties also show three times the
suicidal thoughts and acts,[54] an impact of mood
disorders which is about twice higher and an impact
of anxiety disorders which is three times higher than
teenagers without reading difficulties.[55]
Children attending third grade at elementary
schools who have reading difficulties report more
loneliness, a larger number of rejections by teachers
and a weaker sense of coherence.[56] The latter is
measured with Children's Sense of Coherence
Scale,[57] which evaluates three areas concerning the
familiarity with the surrounding environment: how
much the surrounding environment is perceived as
understandable by the child (e.g., "I feel I do not
understand what I have to do in the classroom."), and
how much the child sees the surrounding environment
as manageable and rewards as accessible, how much
the child is motivated and interested in committing
to several activities (e.g., "I am interested in many
things.").
A study[58] shows the mechanisms of acquired selfhelplessness in children with reading difficulties. The
children approach homework with fewer expectations
of success, give up more easily, attribute failure to
lack of ability and success to factors going beyond
their control. Therefore there is a further reduction in
expectations of success as a result of failure.
As to additional risk factors, another interesting
aspect is suggested by Ackerman et al:[59] reading
difficulties have a predictive power on future
internalizing problems in children from economically
deprived families. Some authors found more
internalizing symptoms in children with a borderline
cognitive heritage and significant reading difficulties.[60]
Medium and large effect sizes (d) of significant
differences found in recent publications relative to
higher internalizing correlates in dyslexia and reading
difficulties are presented in Table.

Learning disabilities
The results of subjects with specific learning disorders
are very similar to those described. The high incidence
of associated psychopathological symptoms are
reconfirmed: 15%-25% for externalizing symptoms,
20%-25% for internalizing symptoms, 33% for
normal, 14% for somatic complaints, 20%-28% for
hyperactivity, and 15% for anxious symptoms.[15]
Children with LD are more likely as the target of
bullyism at school,[61] in depression,[62] and committing
suicide.[63]
There is a possible role played by the associated
ADHD. Almost 40% of children with LD have an
associated ADHD.[64] Regardless of associated ADHD,
children with LD are less persistent, and show more
fidgeting, lower self-esteem and life satisfaction. They
have more interpersonal problems, more conflicts with
friends, more problems in making up with friends,
more social anxiety, depressed mood and a weaker
relationship with their mothers. Finally, they become
victims of direct (shoves, insults, derisions) and indirect
bullyism (threats, gossip and group exclusion) to a
greater extent.[65-68] Studies have shown how children
and adolescents with LD present a weaker sense of
school competence[69] and a lower social acceptance by
children and adolescents of the same age.[70] However,
children with learning disabilities who have comorbid
psychiatric diagnoses have a significantly higher
amount of peer victimization than children without a
comorbid psychiatric condition.[71]
Other observations on subjects with LD appear to
be more original and leave room to the possibility of
being applied to the subset of dyslexics, although such
a generalization requires caution. Others[72-74] reported
the state of the art on social environments of children
and adolescents with LD. It is isolation or social
rejection that arises from one or more of the following
factors: language and/or communication disorders,
poor social skills, difficulty in processing social
information (recently reconfirmed[75]), low self-esteem
and insecurity, attention and self-regulation deficits,
school problems, and depression aspects. Vallance et
al[76] suggest the lack of social skills is a risk factor in
children with LD and linguistic problems, which is
related to additional behavioral problems.
Eight to eleven-year-old children with specific
learning disabilities have lower scores than controls
in terms of expectation and attachment. The latter is
measured by a questionnaire filled in by the child, and
the attachment security style, by Kerns, Kleplac and
Cole,[77] which assesses how the child perceives the
relationship with his/her parents as secure. The total
score is integrated by items concerning the perception
of how sensitive and available parents are, how
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Table. Recent publications (2000-2008) indicating medium to large effect size (ES) relative to higher internalizing correlates in dyslexia and
reading difficulties, and studies with published odds ratio (OR)
Reference

Samples, n

Investigated symptoms

Significant differences

Quantitative data

Snowling et al, 21 dyslexics (D)
2007 (UK)
17 control subjects (C)

A=12

Emotional difficulties
(SDQ, Goodman)
Academic self-esteem
(Harter Self-Perception Profile)

D>C

ES=1.33

D>C

ES=1.86

Carroll & Iles, 16 dyslexics (D)
2006 (UK)
16 control subjects (C)

A=around 21

Social anxiety
(Anxiety questionnaire, Iles)
Academic anxiety
(Anxiety questionnaire, Iles)

D>C

ES=1.38

D>C

ES=2.59

Martinez,
2000 (USA)

30 dyslexics (D)
30 reading + math
disability (RMD)
30 control subjects (C)

G=6th-8th

Sense of inadequancy
(Behavior Assessment System
for Children Self-Report of
Personality, Reynolds &
Kamphaus)
Depression

D>C

ES=0.87

RMD>C

ES=0.85

Willcutt &
Pennington,
2000 (USA)

192 dyslexics (D)
A=8-12
209 control subjects (C)

D>C

ES=0.62

D>C

ES=0.54

Arnold et al,
2005 (USA)

94 poor readers (PR)
94 control subjects (C)

Internalizing symptoms
(Child Behavior Check List,
Achenbach)
Depression
(Children Depression Inventory,
Kovacs)
Depression
(Beck Depression Inventory)

A=15

Carroll et al,
2005 (UK)

289 children with
A=9-15
reading/writing
difficulties (RD)
5463 control subjects (C)

Ackerman
et al, 2007
(USA)

64 children with reading A=8-12
problems (RP)
41 control subjects (C)

Goldston et al, 94 poor readers (PR)
2007 (USA) 94 control subjects (C)

A=15

Maughan et al, 134 dyslexic children (D) A=7-13
2003 (USA) 1282 control subjects (C)

Anxiety
(State-Trait Anxiety Inventory,
Spielberger et al)
Somatic complaints
(Youth Self Report, Achenbach)
Generalized anxiety diagnosis
(Development and Well-Being
Assessment, Goodman et al)
Separation anxiety diagnosis

PR>C

RD>C

Affective disorder

Trend for RD>C

Depressive mood
(Mood and Feelings
Questionnaire, Angold)

For 7/10 yrs-old
D>C

Loneliness
(Self-report questionnaires)
Sense of coherence
Appraisal of teacher as rejecting
the child (Children's Appraisal
of Teacher as a Secure Base,
Al-Yagon & Mikulincer)

Daniel et al,
2006 (USA)

94 poor readers (PR)
94 control subjects (C)

Suicidality
(Schedule for Affective
Disorders and Schizophrenia
for School Aged Children-E,
Shaffer et al)
Major depression

ES=0.30

RD>C
OR=3.52
(after inattention scores CI 95%=1.52–8.11
had been controlled)
P<0.01
RD>C
OR=4.18
CI 95%=2.06–8.47
P<0.001

Anxiety disorders

118 poor reading
G=3rd
children (PR)
148 control subjects (C)

A=25

PR>C
ES=0.53
(even when controlling
for ADHD)
PR>C
ES=0.62

Internalizing
(Teacher Rating Form, Achenbach)
3rd grade
RP=C
5th grade
RP>C
Negative emotion experiences
RP>C
(Differential Emotions Scale,
Izard)

Al-Yagon &
Margalit,
2006 (Israel)

Review article

Age (A) or
Grade (G)

For 13 yrs-old
D=C
RD>C

ES=0.57
ES=1.02
OR=3.80, SE=1.42
P<0.001
OR=1.99, SE=0.68
P=0.04
OR=3.0,
95% CI=1.6–5.4,
P<0.001
ES=0.30

RD>C
RD>C

ES=0.454
ES=0.457

PR>C

OR=3.78, SE=1.95
P=0.010

PR>C

OR=4.87, SE=3.11
P=0.013
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much support children ask their parents in stressful
moments, how easy and how much interest children
find in communicating with their parents. On average,
the attachment style with mothers is more anxious,
avoidant and less secure in mother/child dyads with LD
compared to the controls.[78] Likewise, children with
LD have higher scores on average in a loneliness and
social dissatisfaction scale.[79] Mothers of the children
basically have less confidence in themselves and use
more avoidant strategies with respect to stressful events
(e.g., trying to avoid questions rather than tackling
them to find a solution). The study goes beyond,
attempting to find possible relations between variables
related to children and those related to mothers. Results
seem to support the fact that the more a mother avoids
an active coping the more a child with LD feels lonely.
Furthermore, the more a mother assumes an avoidant
relational style with her dear ones (e.g., "I prefer not
to show my deep feelings."), the more a child with LD
perceives the relation with her as insecure and the less
the child appears to be confident with the results of his/
her actions.
Even in adolescence, LD 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.[80]

High-incidence disorders during the developmental
age
A study on children with high-incidence disorders
(LD subjects together with subjects with other
disabilities) showed interesting correlations between
psychopathological or adjustment indices and indices
related to the quality, perceived by the child, of the
relation between the child himself and his social
partners.[81] Regarding anxious symptoms, these indices
are correlated to dissatisfaction with peers, teachers
and, to a lesser extent, parents. Depressive symptoms
are correlated to dissatisfaction, poor communication
and mistrust to parents (e.g., "they do not respect my
feelings; they do not accept me the way I am; they
do not give me the attention I need; they do not show
how proud they are of me; I cannot rely on them;
I do not get along with them.") and dissatisfaction
to the relation with teachers and classmates. A bad
relation with school in general (e.g., "I do not like to
go to school; I do not feel safe there; I do not care; I
am not interested in.") is correlated to a poor sense
of educational competence and with putting illegal
behaviors into effect (e.g., stealing, breaking and
entering). Finally, the positive and confident relation
with parents and teachers, and the importance given to

friends in doing prohibited things (e.g., "If I was told
to play truant or drink alcohol, I would do it.") are also
correlated with the implementation of illegal behaviors.
The authors suggest clinicians to investigate the areas
of satisfaction, trust, communication, security towards
parents, teachers and mates of the same age.

Discussion

Previous reviews have dealt with learning disabilities
and their association with low self-esteem, social
withdrawal and depressive symptoms. The present
review shows that dyslexia and reading problems
consistently contribute to higher depressive and anxiety
symptoms in students from first grade to university.
Starting from the sense of scarce school selfefficacy, demotivation for homework, frequent
mechanisms of learned helplessness and difficulties in
social integration, dyslexic children not only experience
more suffering, but risk involving in vicious circles
where failure, demoralization, poor metacognitive
awareness and lack of interest for school duties grow
hand in hand.[82,83] Other vicious circles may add to, if
not precede, the above-mentioned ones, due to probable
linguistic, mnestic, attention, and self-regulatory
difficulties connected with deficits of social skills, that
seem to appear frequently in dyslexia.
In dyslexic children it is also possible to find
insecure attachment, lower sense of coherence, higher
degrees of loneliness, more vulnerability to forms
of bullyism, dissatisfaction with the social support
received by parents, teachers and companions of the
same age.
The risk factors for specific emotional suffering of
dyslexic children include the severity of dyslexia, its
symptomatologic complexity (e.g., math problems), its
late diagnosis, the presence of a borderline intelligence
level, the total exclusion from the classroom by
means of special classes,[84] an ADHD in comorbidity
(with other behavioral disorders), the female gender,
inappropriate management of the problem by parents
and teachers, social and problem-solving skills, and
an educational environment where personal and social
well-being is not monitored and encouraged. Wiener[85]
adds poverty and immigration to the list of risk factors.
As a consequence, an effective intervention on dyslexia
may also reduce depressive symptoms.[23]
High-incidence disorders suggest that specific
efforts of social partners may have a positive effect
on the well-being of dyslexics. It would be desirable
for social partners to do their utmost to collaborate[70]
and send signs of attention, understanding, respect
and support to dyslexic children with a view to
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low self-esteem, sense of powerlessness, poor social
support, solitude, poor sense of coherence, poor
attachment to adults, low levels of hope). At the level of
resource organization (political, health, educational and
social), it should be possible to identify categories of
children who are more or less at risk and, consequently,
choose priorities; at the level of actions on individuals,
instructions will be given to respecting, monitoring
and, if possible, reducing (at school, within the family,
outside the school, or through the clinical environment)
the identified discomfort and controlling the risk
factors of future psychological correlates in advance.
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build favorable relations, reciprocal acceptance, and
pleasant involvement in group activities.[86] The sense
of competence and self-effectiveness appears, in fact,
to be normal in contexts where specific care is taken
towards dyslexic persons.[87] On the other hand, Murray
and Greenberg[88] recall how scientific literature on
prevention underscores the importance of interventions
on social partners, aiming at promoting self-image,[89]
higher affective and motivational inclination to learn,[90]
and the development of prosocial and communicative
skills.[91] Galbraith and Alexander[92] reported how
circle time activities, interactive teaching methods and
classroom discussions on problem-solving may increase
self-esteem and the internal controllable attribution of
the locus of control in children with school problems.
There is still interest in identifying protective
factors.[93,94] In this respect, let us mention some
protective factors found in LD samples: feeling in
tune with the school environment and the family, in
particular with mothers[95] and religious identity.[96]
Regarding the evidence of their being part of
mainstream classes, research supports its favorable
aspects only if it doesn't coincide with the lack of
intensive actions targeted at children with special
needs.[97,98]
We must recall how dyslexia adds stress to family
members also, especially to mothers who have higher
levels of stress and depression in comparison to
controls.[30] Mothers usually spend most of their time
with children (helping them with their homework),
communicate with the school, and tackle (at times by
themselves) the child's learning and also social and
self-regulatory limits (and what they involve at the level
of family expectations and hopes), the child's anxiousdepressive expressions, the child's poor educational
and/or reading motivation, the limitations of school and
health institutions,[99] and finally their own anxieties,
disappointments, frustration and guilt.[100,101]
Although the correlational data which have been
presented in this review are not interpreted as strictly
causal in nature (e.g., dyslexia as a cause) since there
might be reciprocal causality or the causal role may
be attributed to a third factor. These data, however,
remain useful under several respects. At a political,
social, health and educational level they provide
identifiable risk indices useful to find out and contrast
the increasing psycho-social discomfort. At a clinicalevaluative level, investigation should first deal with all
risk factors increasing the likelihood of running into
discomfort (e.g., ADHD symptoms, predisposition
to anxiety, poor social support, insecure attachment,
externalizing symptoms) and then the psychological
discomfort spectrum suggested by the literature (e.g.,
depressive symptomatology, anxious symptomatology,
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