515 % 459 P E SRR E Vol.15 No.9
2013 49 A Chin J Contemp Pediatr Sep. 2013

DOI:10.7499/j.issn.1008-8830.2013.09.005

JU s GBS 25 2h B 3% 5o B Zh fiE B 7S

A4 ET R4 FHEE 4FR

(P RFHRIEERILE, #d K 410008)
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# (63.8% vs 37.4%, P<0.05) . ADHD-C 41 % 37 ib H0 M AT 8 % & 4= %65 F ADHD-T 41 (P<0.05) o X7 id
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Comorbidities and functional impairments in children with attention deficit
hyperactivity disorder

XIAO Zhao-Hua, WANG Qing-Hong, LUO Tian-Tian, ZHONG Le. Department of Pediatrics, Xiangya Hospital, Central
South University, Changsha 410008, China (Zhong L, Email: zhongLe.(@csu.edu.cn)

Abstract: Objective To assess comorbidities and functional impairments in children with attention deficit
hyperactivity disorder (ADHD), and to investigate their relationship with the core symptoms (attention deficit and
hyperactivity) of ADHD. Methods A total of 319 children with suspected ADHD were included in the study. The
Vanderbilt ADHD Parent Rating Scale (VADPRS) was completed by their parents. Diagnosis and classification were
performed based on the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition. Comorbidities and functional
impairments were evaluated according to the VADPRS. Children with various types of ADHD were compared in terms
of comorbidities and functional impairments, and their relationship with the core symptoms of ADHD was analyzed.
Results  Of the 319 children, 196 were diagnosed with ADHD, including 84 cases of predominantly inattentive type
(ADHD-I), 35 cases of predominantly hyperactive-impulsive type (ADHD-HI) and 77 cases of combined type (ADHD-C);
123 did not meet the diagnostic criteria for ADHD. At least one other psychiatric disorder (oppositional defiant disorder,
conduct disorder or emotional disorder) was seen in 63.8% (125/196) of the children with ADHD, versus 37.4 % (46/123)
of the children without ADHD (P<0.05). The incidence of oppositional defiant disorder and conduct disorder in the
ADHD-C subgroup was significantly higher than in the ADHD-I subgroup (£<0.05). The sums of oppositional defiant
disorder, conduct disorder and emotional disorder symptoms were weakly correlated with the sums of hyperactive-
impulsive and inattentive symptoms (P<0.01). Up to 89.8% of children with ADHD and 74.8% of children without
ADHD showed functional impairments (P<0.05). The ADHD-C subgroup had a significantly higher overall incidence
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of functional impairments than the ADHD-I and ADHD-HI subgroups (P<0.05). The sum of inattentive symptoms was
weakly correlated with the scores of learning ability, sibling relationship and participation in organized activities ( P<0.01),
and the sum of hyperactive-impulsive symptoms was weakly correlated with the score of sibling relationship (P<0.01).

Conclusions

The incidence of comorbidities and functional impairments among children with ADHD is high,

especially in those with ADHD-C. The severity of core symptoms in children with ADHD can influence the occurrence
of comorbidities and functional impairments. The incidence of psychiatric disorders and functional impairments is also
high in children with suspected ADHD who do not meet the diagnostic criteria for ADHD, so attention also needs to be

paid to interventions among these children.

[Chin J Contemp Pediatr, 2013, 15(9): 728-732]
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ANHEAEZ B hgh i E G A (ADHD-T) 5 g
BILUAFIEZ shohsh, ANIFTETE R B N £ g
Zh# ( ADHD-HI) ; s JLRE A7 7E v Bl b
L2 83 MRS A (ADHD-C) . (2) %%
LRHEIE DSM-1V AREZ W ADHD () LEAR Y
VADPRS Z5 AT XIS B P . S A TRERS R 45 i
(AL FE T 2 K I RER FETAS o X sr kb s H AR
= 4 4. VEAFE 2 Vb, WCRAFAERT S p i
5, YT B = 3 4%, TP E2 LI, W
AR AT SR8 /AR 2 B = 3 4&%0T
SAE2 UL, WICAAAER 25T, DLl 3 34T 1
ey, 1 WAL BHE R A o . R ISR D
8 A 1 & 1 4L EvEdr= 441, WICHAFAED)
REfE .
1.4 SFitEDH

K FH SPSS 16.0 #4417 Ge it 24 0 b, 114K
PERLAGIE (EA ) FoR, A EESRH K
55 TR PORHIIE = frvEZE (x+s) FoR, 4l
SR ¢ K sl S R R Oy 2200815 M Bk
Spearman FHOC3 T, P<0.05 A2 5 A G5 X,

2 #HR

2.1 ADHD JLEARE S EHREE

319 1 % & &L gk i2 L T, 196 ] 4% 2 Wi
i ADHD, 12 Wi FH P % 61.4%., H v 5 7% 166
i, %30 %1, B 4Bk 5.5:1, ADHD-I %!
84 1] (42.9% ) , ADHD-HI A 35 4] (17.9% ) ,
ADHD-C 8 77 f5] (39.3% ) . B %M ADHD 43
RIM R 22 RG24 X (=077, P>0.05)
123 )L # A ADHD &, Hp B 13 41, &
1% 10 %, B4y 11.3:1, 5 ADHD 4H 5 ZoH)
W ERTG 2 E L ('=3.55, P>0.05) .

2.2 ADHD JLEXBHFESF

196 1] ADHD JL # 1, 125 5] (63.8% ) 174F
g, Hopdt xS hu vk AT o8 fi, FLAR
TrBERs 23 4, JLBRE L5 25 (. %Ei2°% ADHD
H 1 2R 35 2032 Wi ks v 1Y L 38 H ARG foh B i & A=
Wik 37.4%, Hob 40 GIFFAE XS SLb Bt RS,
3 BIFEAEAATIRNS , 13 BIfEAElh R, Ho G2
Bafig A&/ %5 ADHD B ML, 1 ADHD JLEE St
FR B R A R RSB TR A TR AT R A R )
%5 T9E ADHD JL # ( P<0.05) . ADHD 7~ [a] W %1
FHEE, ADHD-T 41 Lt o e AR SR Ik, X S7
TP AT AL AT B AT A A R KT ADHD-C 4
( P<0.05) . ADHD-HI 11 ADHD-C 2 JL# b,
B ERS E AR E ST E L R 1.

FEAZ O RE IR 5 3 RO AT A S 4 B R I,
X ST B PR AT A BH A 4% B B £ 8 shsh i
S BH R AR 2% H AR S5 AHOCHE, S5 23
BIAHSEME (r 205900 034, 026, ¥ P<0.01) B&
T 5EBEEE A (r, 25100 022, 021, 3
P<0.01) 5 TiIELEBaT-5 A RER A B 55 1Y
G (e 2850 015, 0.19, 34 P<0.01) .
2.3 ADHD JLEINRERED T

ADHD JLEE B S DR & A R 51k 89.8%,
KRN i ZARMK IR Ry 2= 2] [l (90.3% ) , FE
HAUE S P AETE IR ME (30.6% ) , TR FEE R iE
(194%) , FMEXERERBF (127%) , EFLER
PiE (102%) . JR4EAE ADHD JLEE R DR & e
S FLUE D e P F & A4 %L T ADHD JLE, {HH
INREE KAk R Ik 74.8%, =2F > )k &
} 68.3%. ADHD-C L2 Dy RE#1 % 85 K BT hE
1 & A2 #1258 T ADHD-I 8 Fi1 ADHD-HI %!
(P<0.05) , Hrp2a>] [k A R IR & T ADHD-I
AR ADHD-HI A ( P<0.05) . W3 2.

*1 ADHD ILEHBREEBR [ (%) ]
415 Jilk L XISz PR A TR W4 A
3E ADHD 123 46(37.4) 40(32.5) 3(2.4) 13(10.6)
ADHD 196 125(63.8)" 98(50.0)" 23(11.7)" 25(12.8)
ADHD-I 84 46(54.8)" 28(33.3)" 5(6.0)" 8(9.5)
ADHD-HI 35 22(62.9) 19(54.2) 3(8.6) 5(14.3)
ADHD-C 77 57(74.0) 51(66.2) 15(19.5) 12(15.6)

a: 54F ADHD 4 4, P<0.05; b: 5 ADHD-C 4H %, P<0.05

PRz O aE R S D Re Bt F AT A O AT, &
PR B b PR A5 B8 S 22 > R, [ OCG
AP E S LN B U 55 AH M Cr, 20900k 0.20
0.23. 0.25, ¥ P<0.01) , H5EFRAMEILT
X (r=0.13, ¥ P<0.05) , SREXLRBTEAN

K (r=-0.001, P>0.05) ; ifiZ 3hwhsh HYEE
PRAF BB 5 R OC R 30 F A 59 M (=028,
P<0.001) 4k, H2EJ R, ETRERE . FE
KA E AL sh I EIC I AR (r, 2050
0.11, 0.18, 0.08, 0.19, P>0.05) .
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2051 BIE ThaReiiE By DI kAR EJR R XRARNE FMCEBE FEXRNE A8U53) N8
4 ADHD 123 215+12 92(74.8) 86(68.3) 10( 8.1) 7(5.7) 17(13.8) 21(17.1)
ADHD 196 238+1.2" 176(89.8)" 168(90.3)" 21(10.7) 25(12.7)" 38(19.4) 60(30.6)"
ADHD-I 84 232+12" 76(90.5)" 73(89.3)" 6(7.1) 8(9.5) 9(10.7)" 26(31.0)
ADHD-HI 35 21.0+12" 26(74.3)" 21(77.1)° 4(11.4) 3(8.6) 7(20.0) 8(22.9)
ADHD-C 77 26012 74(96.1) 74(97.4) 11(14.3) 14(18.2) 22(28.6) 26(33.8)

a: 59F ADHD 4 [b%¢, P<0.05;h: 5 ADHD-C 4H 03¢, P<0.05
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