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82 H:9x57} ded F9a9/7dE ol (attention deficit/hyperactivity disorder ; ©18F ADHD) 3o}
(o]

=t
Aghke 635 (G2} 587, o} 5%) Lo}, AW ol HEA] HAEE B8 UY A FEA, ¥
g, g3td BA, 7S84, AAAQAHAL AT, X8R 52 AR
Q3% 4% ADHD $olo] Uil 11.6 o 1 A8 H7F B3I Q3L 5.34(63.6mo, SD

24.3mo) Frt. FEP A= E3 Aol (Conduct disoder ; CD)7} 353 (55.6%) 0.2 71 wokm, AARAA 249
(38.1%), 71273 53(7.9%), B3l L F21ao] 4(6.4%), Hrha utat Fof 39 (5.0%) oItk 4d A9 7
A= ADHD®) 273l 43 797} 239 (36.5%) 01313, ADHDe| ojAH o2 g Eaaoljo] FAFiTel 435
7397} 3795 (58.7%) oAk, Fuket vigh ] A2k A)7)= B 9.041(108.2mo, SD28.8mo) 2 ADHD o] F 7
3.6'd(42.9mo, SD32.0mo) F-ofl H]o] A2 Qi) ADHD 2 A]7|7} wE 4% u)3io] wha] Vebdth(p<0.05).

2 B ddAsst Bad Ae ADHD $otel We] Aal, A8d E4, A4 A2 o)W AFelx A}
g Al 2] ADHD $ole] EAT} v]58lith ADHD 225 Byt 5,34, Fukst njaie] Az Ap7)= 3
7 9.04IZ ADHD #d £ He 3.6d9] 73t Fof A @315y, ADHD Zdo] WETE viage] AZA7)7} @ik

d4e A9 FE FAlE oA o E UEd CDY SM|FEAD o] 7H8 BT oF 88.9%71 FRPAIRANE 714
T UBeH Ch7t 7wtk
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Fol3 A - 79) 3ol (Attention deficit/hyperactivity,
0|3} ADHD) + 598 A9 (inattention), %4 (impulsi-
vity), & (hyperactivity) & §822 sh= LoPgald
o7 ofFlel 7 &3t Aopgali} Ao F9] shiolnt,

2589 2~20%7F ADHDel| o]gkg]o] glon #HZe] o

SolA= ADHD #H8S ~18%= A 51 e
2ueke] ADHD &2 M3 tjixed 2583 4,
5, 68dS oz 3 AFolA 7.6%, EEAY 25T
o] ATl 1.99% % RuHUL, LoPyas 9z gold]
8.7%7} 0] AojE 3 k= R} YO0 pru)
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e 98799 o)§3 vlgE Frfsla QuPeiond,

HZ T3l thall Bdo] AXEA Aot Fad A
A1t FAAME FEFAZol tigt Rt S7kst e
dl, 2o Fad AAH A shg ulAs Aoz wa
5 ADHD 4], B 33PN E ki) 7 &3t
TEGoN= ey A% Folol Sk 3 (Conduct
disorder, |3} CD) £} i3 W&kl (Oppositional defiant
disorder, ©)3} ODD) 2, ADHD $o}2] 40~70%9)4 CD
7} &P 93%9)4 CDY} ODD7} &Y. w3t 259
oA BeAolS, 30%0lA 718N, 20~25%)14 357t
of, 3%l F3l FolE 7HTky HuET Utk olFA F
A e g ulg W ooy} T FEF|, &
ADHD7} 323719k AR1717H] x45E Zol2 Qlsd
A 1 F2A40] © #4593 QepPeos,

FHIollz 4 A7), ohE o g oish ME OB 31 3
5, AEEQ A Ay}, FubgARese A B}

24 Aoz AEdtshs d77F APHLD 9= 5,

ADHDZ ojsfalel =80} A&E 1 Q™ ®,
ADHD?] g ) Ak8)eha 2w AR
0] 25 "adAT F23 Mg 22 TFAFLTEA
(psychostimulant) o™, FEX G2 ZE3 XE2anE Ho
= 297 BPOB | 728 o)) ivio] g &
3l2, 49 5k A%E 2. 18y JeXgs
3 AR A% ADHD $3& Role dobso] sl ¢
A 59k W StolEo vis] iAo g o 4% ADHD
5 HolAv} FEAL AAY FRPEANANL o Be
RoR e & glon, AACER Y IS 71 A
o2 gt TE2 JUXEE 23K ADHD $ots
o] YAAEG Bt A= YHoEY ALFEHCRE 7}
ojty. 781} 4% ADHDZE ULA8S Q3=
3 PAATE AY o]FoiRA] & AAo|tt.
B d7Es ALY 2obad A Qlgds
ADHDE #3202 Jad 6339 8ol thyoz A}
2 54 4 ek, AT 58 AHECEH
JYx g2 o3k= 413 ADHDS ¥4 SA3 gk Ay
£ AuEm, Ay JFS vixE QAE AHECEN
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OZHE - s - FaH
g9 A ADHDZ HF A ¥ 633 (o} 589, oo} 5
3) 9] EA1FS FEH o7 35 2AEL o &
5L B9 Al DSM-1VY ADHD 2st7|Ee) & ADHD
2 #HF A Wkl

2o AE SJaL 191, AF2 2] #A|E AEE F3
g AAsly, ZARE Wl A4, Ag4A, #48 &
729 A, FAENEAE Bt

HER] AEE T ol #xe] 43 T 24|, 4
3 B4, dgE (duxqd, Few dad 7ke)r), WY
(ADHDZEAE, vl A7), Fabalgof, F52
e, A5E(HS FAHX 5 3 A%, A5 D
3 A3, JLBAY FEAF), AL HAEAMEH, A
t-AAEE ZAAA 3 (Bender Gestalt Test, ©]3} BGT),
TISEA A SHEA, HUFY A 55 AR, o8 |
Ao gt F7IRE PSSt & A7V F AL
#7212 7158 Fs A AdE 71533

A9 Al B3t R st FEARE Bk 719E &
A el et SRRk A5AHAL HA3HAL BGT 2
AL FRO AAadE, FR o]y, BeY T A}
A GPAY Hudk] e AeE 7 Ak Jeolst
7\7ke] tigt M B Y 7 ZARI

S 259 AL SPSS/window 10.0 versiond
ARESIGTE BE o] dieir] RzEEs) WSS 85
B b 3 AT Yo, YLBAIY o], ADHD
FdollA] HSE A AlZ7EAY] 717E A 5hAME ] Bda)
AAE F517] Y3 D HBEA S Si9lth & o)
AR89 FUAY 17, A8kRY] F, AEAA S, 7}
737 dEA A, HuAR AT, BGT A 7
W} o 58 WS 53 pearson 1 tests A
A3t

ADHD &<, u|8) 5542 ddA)7], ADHD 2d
oAlA v HEEA LK 7zt Aol Qe AAE
golry] A3 t—testE AME3I AE, 7IAEAAA}L A8
A, SO g, 29X AT, Haold 77, BGTS 7]
A4 AP B S ARG T, AR
o ATHEAE G AgANE AWEr)gE Bl
A HEAe] 7159 948 ¥ S (clinical global impres-
sion scale ; CGDA#E ©]§33ith CGI/t 43t 43
FTE 3HoE Hrid FolE ¥ AN FOE ot

: o

N R R
B AN

)
o
>

vhro] AR Q182 9L, YAPAAETH T—test B L3t
BA30) 3R] ABe e dxkE Faskic
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A5t FOHAW/AY RS0 2ol YYEY
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1. 23 A 917 W ADHD &8pid

FYASHY 2obgad dgESolN ddxgE
aot Fad Fox H4 A ADHDZ HF A o
+ 639 (dol 589, oo} 5) 02 FiAHE= 11.9 of 1
Z ot £ i HaAdES 11.241(134.6+
28.4mo)°)n, ‘doh= B 11.141(133.1£27.6mo), %o}
= 7 12.74/(152.4 + 38.8mo) Pt} ADHD H&AH ] 3
72 5.341(63.6 £24.3mo), B} 5.641(66.9£21.7mo), %3
A} 4.74(56.3147.2mo) ATHTable 1). 54| u]gke]] 2t
Foky B 1E Slop= 28, SAlelA 7AlE 209, 74 0%
£ 15°]dt}HFig. 1).

R L
H3APF Hask Q1 A9 FEAHS 8493 A3t ADHD

Table 1. Epidemiology of inpatient ADHD children & adolescent

wsk

-

Sox Male 58/63(92.1%)
Female 6/63(7.9%)
Age on the admission 134.6+28.4mo
Onset of ADHD 63.6+24.3mo
Age at st visit on 111.5+32.4mo
Mental hedlth care center 4.6+ 2.1mo
duration of admission
Delinguent problem 108.2+28.6mo
Interval between ADHD & delinquency 42.9+32.0mo

Percent

Befor Syr

5-7yr 7-10yr

10-12yr

Fig. 1. Onset of ADHD : measured by month. 28 children have the
onset age before 60mo age (5yrs). some children was re-
ported that they have onset after 7yrs age.

9] ST ADHDo] o213 08 W= CDY 4
FE WroRE Aoz Yeth o1% DSM-IV J¢ 71&

EdiE AEsisie] 239, Aods, 54875 A 5
ol gt FAA, Aite] B3, A7) e B4, A%
191t 71el #8712 Witk ol 634 5 ADHD

ST 43k 447t 229 (34.9%) 08 1 F BE
FEAGCR s goprt 19, JoidE 199, 3%
0121, CDE] S/l &3 3971 389 (60.3%)
24 9%, APl e 54 167, A7 A
, At 19T, YElE BRdE, AYEs, ut
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Fig. 2. Chief complaint on the admission. White bar : ADHD symp-
tom category. Gray bar : CD symptom category.
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Fig. 3. This scatter shows the relation between ADHD onset and
onset of delinquency. As earlier ADHD onset, earlier delin-
quency appears(bivariate correlation analysis, p<0.05,
0.000).
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Table 2. Comorbidity of inpatient ADHD children & adolescent

OIFE - w8l - T

Table 3. Factor of affecting the freatment response

Pure ADHD 7(11.1%)
Conduct disorder 35(55.6%)
Mental retardation 24(38.1%)
Mood disorder 5( 7.9%)
Tourette's dis 4
oDbD 3
Others 7
Comorbid 2 disorder 35
Comorbid 3 disorders 17
Comorbid 4 disorders 4

g AT} 9ot 9 Al FEAIES ADHD?| S
Hrh= ADHD obgollA] ojaba ez ddse CDY F4<I
7397F Wkt CDY 444 FEANoR Qs ¥ &
ol A= #ohehE (Hyperactivity) ©) 7H3 29 (Fig. 2).

25L& CDY & FEAZ YdskA skAe 1 %
14%5& HBEA Tk A2E HuHAr.

3. HIBQ YA

A Aol B|AEAE B3 ADHD $olE tjatos B
AL Badk WE-E 710 % v AlZA)E ALY
t}. v BF 9.041(108.2% 26.8mo) ol A2 QIck 3k
ADHD 2 A]7]9} wlae] A2A717Ee) 217 AL
= 3F 3.63(42.9£32.0mo) $tH(Table 1). ¥ ADHD

o) ZFA7I9 BB AlF AZIE deduEd S e,

T A5HFTEY A (positive) 0] UFEHATHP<0.05,
Fig. 3).

4, FEINTFA

AA 63950} 82} 5 ADHD @507 gk slolr} 7/
638 (11.1%), 7 AE A ke glolr} 359, Al 71
A Ag 179, ¥ 7HA) A2 4903 HH 2.2709) A
& FA Aty FEFAANZ CDE Ak golrt
35/63%(55.6%), BAR)A] 24/63%(38.1%), 7124l 5
o, 52t Aol 49, Ad)A wka Aol (oppositional deviant
disorder, ODD) 3%, 71€} Aukx et Aol sh&aloll 74
o, S, AT, B ALS Aol o F
2EFHAN Bl So] YTHTable 2).

CDE FEHNFNE Az 9k $of 28 F, AT
717t Fof] Qe slol= 100U ET 21 = 670] CD
02 FEAGE wigh).

5. AlsdAL BGT, STHyA

KEDI-WISC A57AHE= 4670l AAs1gT, AAA%
AFE BF 74.6124.6, AN ASAFE BT 745+

Group of treatment response

Factor High response  Low response P vaiue
group (D) group (SD)
Age at the admission 131.85(29.743) 146.79(24.661) 0.093*
(n=60)
Onset age of ADHD 61.02(23.258) 64.08(22.636) 0.679
(n=55)
Onset age of 104.63(25.132) 118.93(37.629) 0.203

delinquency (n=54)
SD : Standard deviation, ADHD : Attention deficit and hyperac-
tivity disorder, * @ Statistically not significant but clinicatly frend
(independent T-test)

Table 4. Comorbidity affecting the treatment response

Group of treatment response
High response Low response P value

Comorbid diagnosis

group(SD) group(SD)
Not comobid (n=25) 22 3 0.079*
Cormorbid (n=35) 24 11
Not comobid (n=38) 28 10 0515
Cormorbid (n=22) 18 4
Number of comorbidity  2.11(0.682)  2.14(0.535) 0.858

CD : Conduct disorder, MR : mental retardation, (pearson x?
test)
215, TR AsATE Hd 78.3+£23.4%ch
AR 41904 ST 0] F 107 (24.4%) ©]
ol3A7AE Yehidtl BGTE 349ol AAEL o]
12(35.3%) 914 7144 oldo) Aktsle At gk

6. 5

587l wEA} olg wasiglon Aoz eyt
2 838 Yobh 209, Yexe) R Bobrh 29%o]
ek, Wglde] Bud Ho} 3 oj|do] 137, #5544
ol 1%, ol $5XA =5 g oz} 15901k
gadl Te)ls 4399 BEA} wasiglon o 3 149
o]t F2l17} Adsigicka Btk

7. 1E22(R 2 HEYE N otF 3L

AN F2 FgR7E YR obd A9t 631 F 16
3 (25.4%)°151th. ARt obd A Al 2 FRARE Z
711302 7P wokon, AR, 7150 obd AR, o}
2 37 Folqitt. dA| FEAP} R-EQ B9t 639 F
2590l 1, 71 flele= AR 129, A 133, ARze A
1871 8 Qe 357t 4%, IHo] 59, A¥K 37} 3%,
AFd Z$7t 15010} FARRI} o EdpAY, HE F
Y, T REIF 7EES 73971 30 (47.6%) 01tk Sol
7} 2ee Ry Sg wolgitky B9 397} 339 (52.4%)
ol o] F AAguirt 199, A&} 19, ANF &
(3 5 neglect) 7} 1380)3]t}. 713 A AAA £
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A8 FO|HAF/ ARSI B0l AHEY
& 7o) 3%, Fol 331, 37} 27F0]3ck
8 A& X [
A Alell A e FFUAETEA(67/63%), 71

ZA(mood stabilizer 26/63), BHAHEE(24/639), A
93 AZEd Zd8A|(SSRI 13/633F), ‘?ﬂ}_‘:}o]"]‘ﬂlmﬂ](ly
637 ol eH, FFANFEEA F vEsAdo)E
HEHo F2Ud 780] AME3I Y, 68 %—rﬂ"évv:
Aol hgk F2goF ARRSEA] Qtrh oFEQ HE
27117} 228 (33%) 2.2 71 W9ka 37k 149 171R]
7} 193 47}1]7} 8Hog H 22709 A4S t“%é}“"’
Hagels FFNAFEEAY SSRI(7/448), F53A74TE
A 71 228A (6B, FPNFLRE(BE), TRANETE
A, 718 28A), FANELE 37k1] A9 HE(5Y), F

Table 5. Neuropsychological test relating the treatment response

Group of treatment

Test - response pvalue
High response Low response
group(SD)  group(SD)
Normal(n=29) 22 7
EEG 0.714
Abnormal(n=17) - 7 10
No organicity 16 5
suspected(n=21) :
BeT Orgc‘rD\icify suspected 10 2 0.629
(n=12)
Verbal 1Q 74.26(22.853) 76.00(18.012) 0.827
Performance 1Q 76.64(24.154) 84.90(21.804) 0.339

EEG : Electroencehalography, BGT : Bender-Gestailt test (EEG,
BGT : pearson x2test; verbol 1Q, performance 1Q : indepen-
dent T-test)

15

FNAEEA, 718 234, IR, AEtiololw 4
) A WG £ BT

e Aol Q4 FIHE(CCD & 71E0R &2 A gnt
& o] 467, @& A8 wheTo] 1490Iqit) X8 34
Eo 9Fe & 9AE 7] A8 F 29 A9 A 99,
ADHD9] @A, v|PEAS HHAF S vlwsiict &

AR FAr|E 5L oMAATL #& A& WSl
got2] 919l A9 dyo] Br o) AEE HATHP=0.093)

(Table 3). 28|12 FE8AFl] w2t vlage o o
TERZAA o= xol7h gglo, w2 AR whe-Fold CD
£ IEPARNE 7HAA] e AEE 2ASG(=0.079)
(Table 4). & 715873204, AZAYHE AxAAY o7
HEZE v FEIGEE, T 2] 2o)7) 9l o]F AdxR=
A gkl #-2J%t °=‘f‘z> ulx]%l %= AHE HvH(Table
5, 6) = x4 A BE 3AL B Aog Hrly
o] dAF a7t & ﬁi A= BAA ng 7&
st7]elle AlS7E Ak

=1

ADHDE @2t #f3&0] B0 ¥oh. 91 Hle 2 o
164 9 tf 13=0]d?, gr|ael Jg Sole] A¢
Lgn)7H 10 o 1, PuilTellE 3 of 1ojehs Bavt 9l
oFY, B a7l guiddelE 11.9 o 1 2 dolld 9%
= ol 71| a7ERe) vlsed ARgict $ie) ADHD
o) ofgelM = zte]7} o, EAtelM = #HUEH (hype-

Table 6. Family and environmental factor relating the treatment response

Group of treatment response

Factor pvalue
High response group Low response group

High & middle (n=35) 27 8

SES 9 ¢ 0918
Low(n=25) 19 6
Both biclogical parent (n=24) 20 4

Parent Single biological parent(n=24) 17 7 0.585
Cther(n=9) 9 3
) Not divorced (n=32) 25 7

Divorced of parent 0.775
Divorced (n=28) 21 7
No abuse hx(n=32) 24 8

Abuse hx o abuse hx( 0.744
abuse hx present (n=28) 22 6
) Lag(n=27) 21 6

Development milestone 0.854
No lag(n=33) 25 8
Absent(n=39) 31 8

Psychopathology of mother 0.633
Present(n=11) 8 3
Absent(n=38) 31 7

Psychopathol of father 0.277
yehopalnology Present(n=12) 8 4

SES : Socio-economic status (pearson x 2 test)
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ractive type) # %48 (impulsive type)©] $Al8k1 o=}
oA B30 (inattentive type)©] $-A5161P10% ol
A 8 AAe BAE op)sty, 9y T8 A7) HE v
FEAZL HotellA AR ez wr) Wi Aztdc

ADHDS] $94& 1% 3Aoll= vERY, o] A)7]efli= ADHD
2 o] 7hssitta gtk AR AR E 24 o)F
FE ob5e] &0l F7Isk7] WEel] 54 o]Fel o] FolE
A3 F ¢ do) ot ADHDS) kg7l 1
Are Brolol WA (interview) ), B RS0 15
Aol digt qlajo] RISy, AP FAE FEEIA B
18k B3P AMgEE A97)Foht X F % (con-
ner’s scale) 59 H7HET G Foprig gHA7)9)
S AdE BYsiA] X3tz A, QEE 99 g2
ADHD %739 Rl & F85 71g0]x] gk A= 54 o]
A Agoe) ol ol F s RoP®, w e I
&e] BAlE 7A o)Ff 2¥3k= ADHDel| #3t Zojt), &
AL 15N LAARE 74 o] F2 BK=1l|, DSM—
Wellde 74 o]d B¥E A|FEo R 3tn PAT I
Aoz} o]gF o2 TA o]Fe] ADHDY) o] 535
T 7] aEel'? o] )& 2ol A7I=z Tk

ADHDY} 3711} #4544 B9, A8y, F5401A
gh 2 el B0, M, Be2E, FEME ZElE Bl
ok 37RR] @SR ONE 7 8]9] F4Ee] Sl 715 F
FAHE o HAEA 122 ¢ Ak F 3AA olge, 57
BE 271829 odg, 339F il gurt A3 3
SR Bty 29w, £3 HHEEHE AH S oW 3
ok HRAEEAE AF () S AFEHA Hi, d= ol &
AEo] ADHD #ote] 8 A2 757, F2338% )
2717 JFPF, B AFoME 2o 9% ADHD &
o] FEAE BHL w, ADHDS Ao &3k 3%
7} 34.9%, ADHDe]| o]xt&8 o 2 ¥§¥ CD ST ) &
= 497t 60.3% 2 CDY Ad7|Fo) &3h= A7) o
ottt o] T EH4l A CDE 342 2k glo}
+ 55.6% CDZE x| ¢ $o} Foljr] AF7]|7H5
AYAE 107 7 690] ths 9 A CDE Jehidgks=o),
ojgd ARoA FFE = Ax L YAAgI) ey
g Al ADHD @opelld F&A7} = 22 ADHDS 3
7ER] BAFAARCHE o)2 1202 dEd B|gEAelY, 1 5
7 CDY) A |Eg wEshs 5948 Hole Zog
vebddh 3 CDE 5 g 23] eigtnzls 3% yo)
A7 o CDZE e 297 @okorng gapl 3%
9] Aol F73] FAE 7180 A3E Agde) e A
o2 gz,

fo

O|ZHE - wMs) - Hsi

Hob

A9 F<9 ADHD ol i 2.7718] FEFNZNE
7R3 Qloka &ha, 919E ADHD 3ote] 40~70%, )&
ADHD $o}9) 30~50%7 FE8AZNE 7HX| 2 Qv
. B A7AF e FT 2.2709) FEPANFNE 7}
23 QI em, CDY TEEE 55.6%, FAIXA 38.1%, 71
Bl 8.0%, T Aol 6.3% H)A widbgel 4.7%9) F
EEE B9 o]y A+ FAR AnE B 3E
A7l o] Futo] ADHDS HAZAEE wtddivh= szt o
Eu??, 9198 ADHD $olellA 9@ ADHD &o} Bt} 3
EQN) FHkgo) & AL o] A AAFTty B &
Ack

CD7} &8} 9+& ADHD % CD7} 3&% ADHD T
2 oy "HolA g AFAyrt god, HIE
ADHD+CD#3 ADHD 78 M2 t& olgoz B2
37} Sojukn YePPO®  ADHD} CDY HAIE B3|
sElE A7 o8 dAE AFEREE RuEigich WA
CDE 3&%9lZ 7} ADHD $tofe] ¥ e ZAR & A
TolE ADHD 2 & B 429 $o) CD 22, 9x&t
CD(full or subthreshold CD)7} 288}tk Hnalic®,
2 AFex= Raake] 3] o dolelA nlsaiEol
PG AJAE-E vjgio] A)abet Al712 sk, ADHDS
W it 3.6 o viREAVL 2RSS ¢ 5 A
o5, o) o)A ArAue} SAMAL)

= Th2 Aol ADHDe) CD7F 3238 44, CD7} 3
T3] 92 7-9-xrh ADHDS @A77t W23, ADHD
o) BA 717} 6Au) L Shololla FREP Ao 2] whal-go)
Erh3 S,

£ AP = ADHDS] 23A7)7} vigie] Ajzta)z]gl 4
o] R Lotry] g8l deduEds e W, F A
5] o) 95EATHp<0.05, Fig. 3). &, ADHD
o] BEA)7)7} WESE, H)3e] AJZA7|7E m2oie 0]
. 0]212 ADHD7} 270 SdgE ¥e) Ayt vk o}
my, FHgAgele) ugo) wey AAEE At e o
A9 AFAREFE dx)sh= Aot

ADHDeJA MRo] ¥&3h= A47F SEU: 7189 a7
AP o= g2 E A7 A3 ADHDE €% Fo}
59 Ha AAASATFE 74,608 W9k, £ MR Suke
°] 38.1%% =3ith. ADHD oy} B X 5R|4, 49
7ed ATE 7V S A% ADHD 4402 A8 S
Peg g 7FsAdo) o Aoz Azkgnh 1 vk BGT
NME 35.3%, HIAEARFHANNE 24.2%14 vl
£ B, o) 9 ADHD stolsle] tizF wlwst ¥
3 Rojh

kil

to
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A3t FOBY/ALSSIN ol AYNSY

2 AFeA s ADHDE gt gols2 #7290l
£0| 47.6%, WFE} 8 AFA e A7) 60.3%,
37 Aol sHl7} UAE A7F 52.4%, F ALS) AT E
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CLINICAL CHARACTERISTICS OF CHILD & ADOLESCENT INPATIENT
WITH SEVERE ATTENTION DEFICIT/HYPERACTIVITY
DISORDER AT A CENTER

Chang Hun Lee, M.D., Sunny Park, M.D., Hea Kyung Jhin, M.D., Ph.D.
Department of Child & Adolescent Psychiatry, Seoul National Hospital, Seoul

Objectives - This study is to understand the clinical characteristics and course of inpatient severe ADHD.

Methods : This study retrospectively investigated the chief complaints, history, demographics, neuropsychologic
test, psychosocial status of 63 (male 58, female 5) inpatients from a single center with severe attention deficit/
hyperactivity disorder (ADHD) during January 1, 1996 to October 31, 2002.

Results : The patients with inpatient severe ADHD revealed a male to female ratio of 11.6 : 1 and the average age
of onset was 5.3 years (63.6 months, SD 24.3 months) . Comorbidities were noted in 56/63 (88.9%) patients with
the following frequencies : comorbid conduct disorder, 35(55.6%) , mental retardation (MR), 24 (38.1%) , mood
disorder, 5(7.9%), tic and Tourette’s disorder, 4 (6.4%), oppositional defiant disorder, 4 (5.0%) . Chief complaints
for admission related to ADHD in 23 (36.5%) patients while 37(58.7%) patients admitted due to symptoms asso-
ciated to conduct disorder (CD) . The mean onset age of comorbid delinquency was 9.0 years (108.2 months, SD28.8
months), and the average interval between onsets of ADHD and delinquency was 3.6 years (42.9 months, SD32.0
months) . Patients who showed early delinquency tended to have an earlier onset of ADHD (p<0.05).

Conclusion : The demographics, natural course, and psychosocial factors of hospitalized ADHD patients were
similar to prior studies of ADHD in the general population. The onset of age was 5.3 years, and the onset of
comorbid delinquency was 9.0 years. The earlier symptoms of ADHD manifested, the earlier delinquency appeared.
Most patients were admitted due to chief complaints related to CD. Comorbidities, most of which were CD, were
seen in 88.9% of the patients.

KEY WORDS : Attention deficit/hyperactivity disorder + Child - Adolescent - Inpatient - Comorbidity.
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