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Abstract: Objective  To study the clinical features and risk factors of co-morbid tic disorder (TD) in children
with attention deficit hyperactivity disorder (ADHD). Methods A total of 312 children with ADHD were involved
in this study. Subtypes of co-morbid TD, incidences of TD in different subtypes of ADHD (ADHD-I, ADHD-HI and
ADHD-C) were observed. Thirteen potential factors influencing the comorbidity rate of TD in ADHD were evaluated by
univariate analysis and multiple logistic regression analysis. Results ~ Forty-two of 312 children with ADHD suffered
from co-morbid TD (13.5%). Comorbidity rate of TD in children with ADHD-C (24.1%) was significantly higher than
in those with ADHD-HI (10.9%) and ADHD-I (8.8%) (P<0.05). There were 21 cases (50.0%) of transient TD, 12 cases
(28.6%) of chronic TD, and 9 cases (21.4%) of Tourette syndrome. The univariate analysis revealed 6 factors associated
with comorbidity: addiction to mobile phone or computer games, poor eating habits, infection, improper family
education, poor relationship between parents and poor relationship with schoolmates. Multiple logistic analysis revealed
two independent risk factors for comorbidity: improper family education (OR=7.000, P<0.05) and infection (OR=2.564,
P<0.05). Conclusions The incidence of co-morbid TD in children with ADHD is influenced by many factors, and early
interventions should be performed based on the main risk factors. [Chin J Contemp Pediatr, 2014, 16(9): 892-895]
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L TD E IR REE RSN, B4 ADHD
AR I B TR R K
1 #RERE®
1.1 HRIH
2009 4F- 2 H % 2014 4 3 A fEHIITT AR E
Bt /N L2 LR 12802 BI85y /N E A T
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SRR F 2 RE AR BRFAG B EAT e 110 M5 3
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312 {4 ADHD [ JLHr, 55 234 4] (75.0% ) ,
2 78 1] (25.0% ) . ADHD f4) 3 S8, ADHD
% 7 — wp 3 & (ADHD-HI) 119 fi] (38.1%) ,
ADHD 1 Z Bfg® (ADHD-1) 114 1] (36.5% ) ,
ADHD B4 % (ADHD-C) 79 #4] (253%) . 3 4
VR (14 5 2 S 2 R 25 S TG R L (=
0.168, P>0.05) o 3 A0 R [ B 4F % 43 5 A -
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ADHD-C 82+ 1.6 %, 2R A Git¥E X (F=7.223,
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ADHD-1 5 ADHD-C & LY 22 7 ¥ g1t 22 8 XL
(P>0.05) .

ADHD Ft:58 TD 42 ], F:HCR K 13.5%, Hip
P31 73.8% ), 1141 26.2% ), 5 : 2 2.82:1,
ADHD Ht8 TD 7 5] 5 ADHD H 8 25 55 L4 i
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TG it 3 (r {H53 590 0.320, 0.160, 0.127,
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#£1 ADHD #%E TD BEZES  [n(%)]
LB TD  FLHR TD
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DB T HLE R R 10137.4)  24(57.1)  5.895 0.015
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FIEHH ITAAY 11542.6)  26(61.9) 5473 0.019
G I 27(10.0)  11(26.2)  8.907 0.003
AR T 15 129(47.8)  27(64.3) 3.962 0.047
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AR b S, Wald P  OR 95%CI
T 25 .
%Bfiifﬁﬁﬁ 1.946 0.954 4.158 0.041 7.000 1.078~45.437
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3 it
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