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Q -109] A Vo] o] 239 3% 3373l (hyperkinetic conduct disorder) 2]
& EE AT A% A7E MY ol 98 A wier FodAY Y
TEA BATAA FRFNE FEIVTE /12 AF AFr) glonz, vz Ty 3
T FAHAY RYLFAN FEe AEE 2AHdAT. AE LS Ed4GE Ay
Be AT AYT, Y ETOR 419E sty o, 22 AlE Connersd] B3}
Hxo} DSM-NI-Re o8 ¥5 Hr} Ax$E AYsgn das oen 2.
D FYZ FATAM gzo] Vst Conners®) 2 #H7b HE 9 DSM-II-Re| o3 2@
Wb HmolA FoHAY HYFFoh Art g YA e Ao Yyt
2) FFZN AT N th 2Tl vlste] FolBAY FYLEF o FEL0] on] QA BT
o449 A= nFo] FFe] BAA TN FAHAY HYSLEHoN ] FHo| oA ErtE

e @ F UL, G B F EFFAG W BREst 94 9.
S B AT A - UE B
A = (attention deficit hyperactivity disorder), ¥F8}%o}
(opposirional defiant disorder) 2] 37}A Hdho] o]
DSM-III-R(APA, 1987) 9] A 7|50l 98 “5} gt 4 Tol XFET o] F EFRFol e FH oA 4~10
B 540" (disruptive behavior disorder)= 4o} A %(Ablkoffg} Klein 1992)0] ol2& E§ Afoln

Az N 71 ESA Fehe AV F9 FU2(es AU, £AD ¥ AR Foz 54 AojAE Ay

sies 1987 ; Kashani% 1987 ; Elizabeths 1988 ; At A A} 2718 e S4 otz O

Hectors 1988 5 McGee®d 1990 JoseZ 1994) & 1994). A FHF<9 1CD-10(WHO, 1992)9] ot
ol (conduct disorder), F}H A Y Y2 Z1EE Rol-ALdY] WY $F 2 AA Ho

x L?«l 8= 19949 109 219 AAE A 373 DA NG &7 F2uFolA 74 HPL.

T 199495 Mgt A4 A7u|(#155)e] BEE o]Folhe
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(behavioral and emotional disorders with onset usually
occurring in childhood and adolescence) & 54 &%
21 Zof (unspecified mental disorder)o] A 3} A2
E3RNE HYEEF N2 (hyperkinetic disorders)
o T = BT A9 (hyperkinetic conduct
disorder), ¥ 3 A o] EAA F o (mixed disor-
ders of conduct and emotions)o] EFHE A
F 37l (depressive conduct disorder) 2 ¥,
Bgel g ¥dste 2 WY FP3 o) (conduct
disorders) = T2 Hoz BEF3r}. o9 2ol
FPdN e HAY A NEFHE B2 Ao Holx
A oS A3t AEEA EFHAC

o] ol ICD-109] HYEF FJFMe H#YL
THlY JG JIEH FEFRY Td VEE BT

HEAACL e 71EE AL Yo, ol TE
Agolzte uldA 2od FoEAY BYSERF
of EApzell A FAZ FA7E Yu A FESL
don, vtz FPgo BTN FYEEY 3
FLEY B AP FEHT gL
o #Je T FIF e 1 Ve Re
Aol EAGTE e HAT F Y& Aol

H# A9 AT (Biedermans 1987, 1992b; Kerim%
1987) &2 FYLEZN 829 30~50% oA F3
ezt ‘31‘5}‘3] 35~60% | A= vragol o Fut
v Ae B F2 Joh wEA B dFAANE
ol¢} ¥t B2 FYF o] BN FYLFFNE
Hole AT} FoA EA}=XE A58 4
st ATt &, FYEF FIZZN AF3e
g0 HdAZ EAFSAE Golr7] AT U
ElZ % (content validity) & ZAVetLA 8l o] 2
AT 71EAA 5H ol

ok ofN

AT CHA W

1. oI CHa

e 1993 99 BE 19943d 5974 A
9 ojRo] M3 1998 118 A] 19943
79 7;}1] Aoy AN oS B I
Had 2988 dAes gt A¥Es BF ‘é
=y 2 gobrt A g A
olygich %L BT 1448+ 1.9241%}.

A& &aA Fta 28hd Y E Foll A

=
BN
#H
tlo
o

2 ALY FF AP #Yd 95t 5
33%’2}91 A7 #AHA] Fyvta A2E A 41

S ooz dgor 2 8%, 94T H
°ﬂ"ﬁ°l &ty ddse SAES ddez A
At o] EoAl ZF Connerss) RE H7 =
9}, DSM-TI-Re] 93 2w 9y =8 APsgr).
2T 3L 1446+ 1194 2 AT =T
AFL 9n A= Zol7k AAHF=0.08, P>0.01)

DSM-II-Rel| ¢jgt 25 F7} 7—1E§E FYFNE
BEA 7 FAE AY3Ah ©]E-L DSM-II-RS
A 71&d dASS 137)F 3744 %5 EAt 6
A o) A&HEe FadEA)

2) o =7

(1) Connerd ¥3% Hr7} Hx

ol Y- Ay Hrl A2 FoHAY JYL

Sgoloke] Hrte) o] & & & JA=E 1tE Foln,
A Ao &l8te] FrF o] TEAA Aotk WA} 48
N Egoz o]FoA glon, FAHHY J’P]f_’
TFNtENAAN BEHE FAY B, A
%32 BF & TR agHALH, ?——]_"?*
ol Fof, AAAA F4, I A, xHEHS
A &3 FFE0 TFH Ut o] Az F
2o sty “#3 23 Foi(0)”, “Ft a¥G
()7, “A2d 2829()”, e 28462 @
FEE o] glojA AA FF7E 0~144F Abolo)
AE7t BEHEE IAFHAG

(2) DSM-MI-Re| % F2 H7}P J=

o] AxE At 9dtd nYE Aoz, e
8% Aof (distuptive behavior disorder) 2] ¥ ol
&3le 3709 FBE, & F4EAY YT,
EF9g] L wighgel ) g V)E S F RS0 HrHE
T Jde % Eﬂi REAT F 36702 EFoE TE
olx gleH, ‘FoYgZdY HIYLFZN 14EF,
“FYFN” 138, g d)” 9B o2 Hof JlA,
2t gl diste] “Ad 28A &oi0)”, "t 1
()7, 833 2FH2)”, “oiF IFT(B)° 2
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GetA Hoi ol AA HEIh 0~10840) o) 2R

HeE BEe Ao

Fﬁ

0I>!

3) Z Moo cist MEx ¥ EfEr FH

Connersd] 2% 7t Ao gislads, & A A
gate A e D g% fFol Ay HA(E4H
o HE Zg, 1990, AAF— A AN AF = 0.89, P
0.05, W& d#A4 G AF 0.82, P<0.05, oY 20}
PE Hrt Aoty FTE HYE, Feobd, 059,
2, 0.68, 25 P<0.05). DSM-II-Ro] 93 L%
Hed dig A & e Hrte B Azl 9
o FriHAcH(ESA, o] THd A7, 1990, A
A=A AF R, F9EHEYE FY&EAH, 081,
E o, 0.79, ¥F&Fol, 0.81, EF, P<0.05, g
2o}l 5 Hrt oo FEEIE, 247 0.90, 0.90,
0.89. 2% P<0.05).

4) BTN 2ot =Ml REE

olo W&t DSM-MI-Rel| &3 32 7} A co
g&te] A4t Rt o] HAxe 7 FFd Wity
BEEo] “Ay 2¥8X uh(0)” “ofzF 2g(1)”
“ge 2R ‘e 2RGE)"R gIEE

Tt e, DSM-II-RY A 7]50] Z49 A
o] WE ARAX 7]%F(dimensional criteria)©] o}l
o] §-%o W& WFE 715 (categorical criteria) Y
g 23t “ekzt 1"‘4‘4(1)” “AE guh(2)”
“df¢- 2gu(3)" et gek 3o Aol ofdte
“Gg Fo"e 1379 EFF 37H o]l A=
gx5e Ad-g Agsged, ‘FAudy RYE
AN S 14 BFF 870 o1F A, AT

971 9] =

e lg 295 57 o3 A%
Mord BE YEE FRSHL

=]

epy HU

5) 84 24

(1) F 79 FFA 9 Aelo) thsto] S one-way
ANOVAZ A %3ttt

(2) 7 ¥ HEE Aolo] dHME Chi-
square testE A3},

P<O.05E 7L R FAHA YUl Fosirt

£ Ao o8 ¥ computer packager SPSS/PCT
et

ol ot Mo X 2te 2t KT
imi

Table 164 Hy »
Ao Hxg £ =
Ao AL g2 FR]E Aol UrE}
W Q@ AT, 36,05+ 22,76, HRT, 19.10+ 12
12, F=16.25, P<{0.01). DSM-III-ROI] o8 Ry w3y}
Ao odte] Hrisk Aol ME FoYAY Y
FEFNG Wt Fxd JoME gue
Aotz AR UAHFAEZAY FILFFN, 83
T, 1548+ 7.76, )=F, 7.10% 5.57, F=27.75, P<0.
001, W&ol SR 8.90+6.13, hEE, 3.07+2.
70, ¥=29.16, P<(0.01).

T

2. SAZolet T ZoM e FoHAE USRS
|
<

X
SCEEL IEDES S BRI e PRt
“ORRE I THL)”, AR 2R TH(2)”, “u S 1R
(82 $98 2457} DSM-I-RY A 7)Zo]
Aste] 871 049l A8 N o2 & AT, EPH

Table 1. Means and differences of each subdomain conduct disorder and normal subjects

Mean of subdomain(Mean# S.D)

Subdomain F-score

Conduct disorder(N=29) Control(N=41)
Age 14.48% 1.92 14.48% 1.19 0.003
Conners parent ratng scale(CPRS) 36.03% 22.76 19.10% 12.12 16.25%
ADHD(DSM-II-R) 15.48% 7.76 7.10% 5.57 27.75*
Conduct(DSM-II-R) 9.52% 0.90 591+ 0.89 84.80%
Oppositional (DSMII-R) 8.90% 6.13 3.07+ 270 29.16*

*p<0.001

ADHD(DSM-II-R) : Parent rating form for awenton deficit hyperacdvity disorder based on DSM-II-R
Conduct(DSM-II-R) : Parent rating form for conduct disorder based on DSM-II-R

Oppositional(DSMIII-R) : Parent ratng form for oppositonal defiant disorder based on DSMII-R
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Table 2. Prevalence rate of attention deficit hyperactivity disorder and oppositional defiant disorder in conduct

disorder and control group

% of combined ADHD

% of combined ODD

Conduct disorder(N=29) 72.4%(21/29) 51.7%(15/29)
Conuol(N=41) 41.5% (17/41) 26.8% (11/41)
X2 11.48* 10.82%*

ADHD : Auention deficit hyperactivity disorder
=1 df=1, P<0.001 **:df=1, P<0.01

AN E 2985 219 (72.4%) 0] Y AY T
PFEZo e Aol 7bE gon, T E 41
35 178 (41.5%) A Ado] AR ol B4
Aoz {Fo3Y(X2=11.48, df=1, P<0.001).

wegolel Aee oM E8F 9 o¥dg
(17, “433 289(2)", ‘v 2¥8906)"F 3
U2 293 497t DSM-NII-RY I 7]Fof oA
3t 570 o] 32 A E VEo R 42 AH, FRF
AT E 298 F 158 (51.4%), HERTINA = 41
BE 113(26.8%)0] wggoje] A 7|Eo] ¥7
ol A FT e 2ol 7} ANTH(XE=10.82,
df=1, P<0.01)(Table 2).

o

[

2 479 7183 3L ICD-10(WHO, 1992) ¢
A 71Eo) A2e] 718 #YEF FAFNY 7
o e FAFe] AAZ EAsert e AE
FolB = W4 B9 % (content validity) & ZAMSIE
, FFHo2E o B AF3 F{ATY
A3 A7, g 1R} AT 712 ARE
g Aol o] dtd Fo¥gdy AYE
14 #2384 F34H7 Fter] e
ofell A fo3tA FAHEH FIL TN
718 AFdte Bl AH-HY.

DSM-II-Re] £F AA = A3 P55 Flge &
WEYo] B2 FYLETN, e HEFNE
A TEANA2TA, o] Al o] NE THT &
A7t &g BdFn Ut oo dste Fo¥
Z2Y FYEFTZNAA FAZA7 FETEe AT
E2(x437 HA< 19905 Peter’s 19895 Bark-
leys 1991 ; Abikoff$} Klein 19925 August$} Garfi-
nkel 1993)®o] ey}, 2 Wt o ¢z FPA
oA FYAY FILEHol7t Fulgde 21

off od off e 2 W al ey
oo o) N % 9
2 4]
_ng.l[m

oo

ODD : Oppositional defiant disorder

(Abikoffs} Klein 1992)= 13 BA @l weA &2
AT ME FAFRNA FAHEY ALEF T
7t ButEEAE gQstuz, R e
A AW A Conners®] X 37} ¢} DSM-II-Roj
9% BE Bt 2 E AMREe FAHAY FYL
F34e TEEE AU

AN & & Ae vtk Zo] FYF AT
o A Conners®] 2237} H % (AT, 36.08+ 22.76,
o2, 19.10+ 12,12, F=16.25, P<0.01)1} DSM-III-
Rl 9% BE H7l Hxo FAHAY FYLE 0
H 2 ($AE, 15481 7.76, hEF, 7.10% 5.57, F=27.
75, P<0.001) oA 2% tiz73 ¢l gle 2olg
2900 dagdo] Hroyr e AR
AT 8.90% 6.13, )2, 3.07+ 2.70, F=29.16, P<0.
01).

E3 Ao Aol A DSM-TI-RY &3 B2 A 5 o
FAHZYE AIEFAN & T3 AAE I
o2 FYFd) FAToM FAEEY FAYLFF
9} TEIE HSL 724%FT WERTEL 415% 2,
FAZAA §-2 3 Ekon (X2=11.48, df=1, P
0.001) wtetztofolo] F& ulE T3 FRATAAN §
A Egth(x2=10.82, df=1, P<0.01). o]
A9 @F AH(HectorT 1988 ; Abikoffe} Klein
1992) 8 fAtE Zolth o)A dzFAN F9
HEY FILFZN7t 41.5%2 2 vy & {FH
g B9 olg Ag 77 AF BAE WIY
ol i BEE F§ HEo|AUthe Ao| sy
7vE F JoH B o e g 18 d(1)”
} g 71& TFH}7] e Re=z
g4
AFNA Bggole FE HAEE Fo] AR
AL 3ed PF FATLAME &4 dEA}olo A2
2FE dBAS AMEte dF(EFEY 3%
1990 5 Marting 1992)7} Y T Zzte] A3to)

, o 2
N
N&ﬁ.Lr

H fo o W Mo
T
i

o X oxt
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¥ o &0 (Jeffery 1994) +& 5}
23 gF Folote] BAE 47 Asted ARt
17HA] o) 4e] Zob HAHA Aol
-% 48 dolg F 9t B HoE
7] 9 o} F-o A AN A Ao £
BFE 55%0]3L @A st Agiol
2 < L2 & 288 wob H
g Zéﬂiﬂr FeolMe EtnE F2Y% dH o=
a7
A

~N
-

i ok
o RUNY

b A (Jessies 1987). o] Z& AZ e =g
el A= DSM-TI-RO) Y} ICD-106] 415 = 4 3}
A GFelAA] ZEgon, gty FE A9
shed i BAZS A LRy o
A& FE F= YA Eric 1994). o] AAHEL
8 Aol HAEI}, A J)FEo] FHHAE

oi}ED'é

58 ML o R

Shz7h, ofd S¥EE dder UR AR
AT AL b, & APo] dd b AEy
E7 SRTE Avlste AL ohdr), 3 o) B
AR P HEE oRE AL ohdr} Fo] a2Ro|d)
ARE vl BE Aolehe AL AWA) 5
A AR E AS, TE g0 Yyt 4

Zre) ujgle FATOR FAHT 3 Ay e
Ao AL FAT e Ao ML 4 Qe
Aol (Chantal®} Michael 1991 ; Lovell® Reiss 19
98).

]— '6} H‘H?ﬁ 2}
M Fod Ay FYLE5Fo) 9] o] rh
B317F JAcH( Hectors 1988). %—4
Ao NA 7HE EsHA WESE =

o]l thgo] whaage), Bohatof ol —rH Elr“ 237}
A tH(Biederman® 199125 Martins 19923 Au-
gust9 Garfinkel 1993). &% lotje] Fo2Z g 7
EEZA NN RGN zFo vl 68%
Bt FHGAE 39% 7 2RvhE Rk Q13 (Ba
rkley 1991). o] ICD-100]A4 % o] ¥ Age =7
T AWTLR ITPIT Y v, F ATE WL
g B Ao Molx £ £ st Foddy
dEEFNE FELAG a3 HEae g5
o HEWTT P on ol ozl gxpeA

=3y Z}oﬂ gllrz‘ﬂxol-o

_CL-E
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U Fog Aohd B3 31931 (Peter’s 1989), Ab
koft9} Klein(1992) 52 YA T4 F=HAY Ho
EE% ool A g g} FPFE Lo) 7
A3 Qe H&E 20% (Barkleys 1991)0) A4 60%
(Biederman 1987)7bA Uehvta loba ®Bastgl
o #9889 FJLEFo oA Ty, vz
A, AN, BEAFel, SEgort 3] Furya
BAAA, T8 Fdr FEEGn Bu A
TAYEYE HYLETFNE S Agd g A

T3 T 4 3D, o)l 94U 4 AT, FBe
B3l Apol7t ok 3¢ tH(Biedermans 1991b).

- Reeves5(1987) & FAHAR HYLE4NL ¢
i ] Ble] FHgolst FutE T o AbgE
H332 7Y &30 0% ddHeS B3
T«l'ﬁ@% Zole] 2 4PN dzzq
o] @Akl B, 8 &%, il Fo)r)
)ﬂ»oﬂ .ﬁ..‘?.% 61'/'*7&}0}]_4 SL& " }zgl.v
< & A de TR Y o2 Yy
°] o] o] ZA (BEK)S Fster) v%é
© F4E 39 H(Kerim% 1987). 353
] % FBZ opEol Hl3lyo
o ¥o] AIZ‘%EJQ Aso 54 Y e
A B3 T2 ey, o)
<, '7‘{:7]3] < JdE 47%]7} A
75 z 23}, 93 A EYFY Se
124]7} Hrha gt g o} (effery 1994). T3
@% HYEEZNY FPF7} 2ol Y
Al 5 *—4%01 Z%Ol A A A Fo)
’éMi«] 7}2!1011*1 3%

w® o rl,r W

rzﬁql,ku

L 2
9 rlo ™
rﬁm

L e
)LOIF

lo

o}

O

N‘n

E

z

2

A ood 4N o HT fZ o om0 W

_a:;jﬁ—{ojzg'mmﬁﬂrﬁ
J&J},

T
it e g

0,

L P & &
=
ﬁnbﬁo;«w.sa

AH4Y HYEEFq
3t tH(Biedermans 1992a; FaraoneX 1991). %j
A 22 5 712 Ago] FEste BN AR A2
3¢5

2} & (neurostimulant drugs) o] o & ¥Hg&
FFor WA

o} Bz o533 o) $ &5
Ageie Adegel FHFNY 99 Ax7t 5o
2% o2 FYRse de 49 ue Fz8 g
A & Aol AL (Rappores 1985).
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Aoz B4 & QAo Fre AHdE B
F1 goa ¥ 5 Ao weA, AIF FBAC
g AL kA FEe] =
1ol EAgths DsMe} A Ao vgt] @
A%e A 1CDY Ag AA ZEe A<,
Az, Be dFd 3T A7 2o o FET £
£83 & 4 IoH(Prendergast® 1988 5 Eric 1994).

2 A7 ASHE 27HA SolBE AA, vl
ZYFo o AL FAvke A A, GALE
o gaez ddoe A7 A& F A vA
2oz ICD-108] F#E DsMAD 7|E s 2
At BPEE ATt #A7 2714 5 9R
=2
B AT AR HYLT FRFN B8 BT
=7t YFHA G o] Adte] F SHE AHOEMY
§24< us #4387 saie EF o] A
Aste ALY S ¥ A7, F3, B,
A ge uhg, 35 #E A7k v TR AR
Aztdd.
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A STUDY OF CONTENT VALIDITY IN HYPERKINETIC
CONDUCT DISORDER

Seong-Iil Jeon, M.D.* Soo-Churi Cho, MD.*
Tae-Won Jin, M.D.** Min Nam, M.D.***

Department of Psychiatry, College of Medicing, Seoul National University, Seoul*
Department of Newropsychiatry Ge-yo Hospital**
Department of Newropsychiatry Inje University Medical College, Sanggye Paik Hosprtal

Conduct disorder is a heterogenous disorder of various etiology affecting 4—10% of school-age
children. There is suggestive evidence that the comorbid group of conduct disorder and attention
deficit hyperactivity disorder is different from these two separated diseases groups. These findings
suggest that this comorbid group may present a meaningful subgroup.

This study is conducted to examine the content validity of hyperkinetic conduct disorder that
accepted first in International Classification of Disease 10th edition.

The results are summarized as follows :

1) Using Conners Parenting Rating Scale, Parent Rating Scale Form for DSM-III-R, the mean
scores of attention deficit hyperactivity disorder in conduct disorder were significantly higher compared
with those of normal controls.

2) 724% of conduct disorder and 41.5% of normal control groups showed simultaneous attention
deficit hyperactivity disorder. The diffenence between conduct disorder and normal control groups
was significant.

There were many previous informations that children with attention deficit hyperactivity disorder
had conduct disorder as comorbid disorder and these result show that children with conduct disorder
also significantly had attention attention deficit hyperactivity disorder reversibly.

Then these show that hyperkinetic conduct disorder-diagnosis used when both the overall criteria
for hyperkinetic disorders and the overall criteria for conduct disorders are met-have salisfactory
content validity. Biological, familial or long term studies are needed to further validate this diagnostic
category.

KEY WORDS : Hyperkinetic conduct disorder + Content validity.
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