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Abstract: Objective To study the features of various subtypes of attention deficit hyperactivity disorders ( ADHD)
in children. Methods Sex composition, risk factors, comorbidities, intelligence quotient and behavioral problems were
investigated in 175 children with ADHD who met the Diagnostic Statistical Manual of Mental Disorder Criteria (DSM-IV).
The children were classified into three groups: ADHD predominantly inattentive (ADHD-I, n =82), ADHD predominantly
hyperactive-impulsive (ADHD-HI, n =24) and ADHD combined type ( ADHD-C, n =69). Results There were no
significant differences in the sex composition among the three groups. The rates of birth abnormality in the ADHD-I and the
ADHD-C groups were higher than those in the ADHD-HI group. Negative parenting practices were noted more frequently in
the ADHD-HI and the ADHD-C groups than the ADHD-I group. There were no significant differences in the performance
intelligence quotient (PIQ), verbal intelligence quotient ( VIQ) and full intelligence quotient ( FIQ) among the three
groups. However, the incidence of imbalance between VIQ and PIQ in the ADHD-I group was higher than the other two
groups. The rate of comorbidities with oppositional defiant disorder (ODD) and tic disorder (TD) in the ADHD-C and the
ADHD-HI groups was higher than that in the ADHD-I group. Both the ADHD-I and the ADHD-C groups had a higher rate
of comorbidities with learning disorder (LD) than the ADHD-HI group. The implusive/hyperactive and conduct problems
were more severe and the hyperactivity index was higher in the ADHD-C and the ADHD-HI groups than those in the
ADHD-I group, while the learning difficulties in the ADHD-I group were the most severe. Conclusions The children with
ADHD-C or ADHD-HI have higher incidences of comorbidities with ODD and TD than those with ADHD-I who the learning
difficulties and the imbalance between VIQ and PIQ are more severe.

[ Chin J Contemp Pediatr, 2010, 12 (9) ;704 —708 |

Key words: Attention deficit hyperactivity disorders; Clinical feature; Child

[ i H 19912010 01 — 115 [ & [8] H 112010 - 02 - 23

[ 431 11 12009 AEGEIHTRHE R H (BSS7 1) (200002015)
[FEERIAN WSS, B, BRI

R AR | 3Bk, FAEEIW.

- 704 -



55 12 B4 9 1)
2010 49 A

W E % &L &

Chin J Contemp Pediatr

Vol. 12 No.9
Sep. 2010

& ST fE 22 5 45 (attention deficit hyperac-
tivity disorder, ADHD ) J2& % % W09 —Fp JL 217 M 1)
A, ol R R BRI 5 AR AN AR PRI B AR
TR G3 56 3 FE TR 3l I 46 il , I AT R AR
BEf R T BRIMEL . ADHD S22l AR sk 5%
DAL, AR I Bkl 25 A B i FIAL AR AT Sy 19 XL
RORIEHR JLER S ~ 10 A5 0 38 B O e a% 2
WrSEE it T W (26 4 J0) ) (DSM-IV ) AR 415 E R K
ADHD 43 iy 11 Bk i3 29 ( ADHD-T) | £ Zfj-ofr 3y 214
(ADHD-HI) F13E 4 % (ADHD-C) 3 A~iF Ay
HMIFFE I S [A) B ) ADHD 32 SRR | 2 s
BIT MRS BT E AR SERaE
ARWFFEXRT 175 755 ADHD 12 Wi ks i 28 LY s PR
REARFNAHSCIN 55 347 LA, B TEAR 1T ADHD £ 377!
FR G RAFAE 1 25 57
1 RS
L1 FRMK

L2007 4% 3 H 52009 44 AEFEIITHE ARE
Bt ADHD [ 112 8012 BIAF G AdLbRE R 8L BT
R AdbRE: (1) 754 DSM-IV. ADHD 2 ¥ bz
i JEHERROR M R AR B T2 M R E A L E R
P BURE BT S VR R SUAH A5 | A5 I A R 1
P HRE K T B A A A B AR (i R R )
REJTTHEAE ) 145 Fb 25 ) 8 A 1 55 i 3 B0 22 3 e
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R 2l 25 YR

A B SRR S e
ADHD-T 82 42(51.2) 10(12.2)  10(12.2)  9(11.0)
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