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Comorbidity and Diagnosing Developmental Disorders
Introduction
Reducing complex human experiences and behavior into a
cohesive gestalt and arriving at the appropriate diagnosis can be
a daunting task at times. Several issues complicate this process
and these include the fact that not only are many diagnoses
not mutually exclusive, but having one may increase the risk of
having particular other diagnoses. Moreover, diagnostic criteria
and nomenclature have recently changed. For example, some
diagnoses such as ADHD no longer have exclusionary criteria for
people with Autism Spectrum disorder and some diagnoses such
as Asperger’s Disorder are no longer made. Many of the diagnoses
listed in the DSM-5 and other sources tend to have diagnostic
criteria based on constellations of behaviors or symptoms that
may overlap with many different diagnoses.
Neurodevelopmental disorders are now known to have a higher
incidence and higher rate of comorbidities than was suggested
by past research. The term comorbidity is often used to refer to
the co-occurrence of conditions more frequently than would be
expected by chance. In the past, comorbidity was thought to be
the exception whereas it now known to be the rule with several
developmental disorders such as ADHD comorbid with anxiety
disorder and other disorders. Understanding rates of comorbidity
helps the differential diagnosis process. The diagnostic process
involves determining if the symptoms are setting specific and if
they are of sufficient severity to warrant a diagnosis. For some
children the clinician must determine if the child has all the
potential disorders that could be made based on their symptom
presentation, or if there is a parsimonious explanation that could
account for all the symptoms with the fewest possible diagnoses.
Since many disorder have no real pathognomonic signs, it may be
important for the clinician to keep track of how many assumptions
they may be making and also to understand the comorbidities of
each disorder and how having one disorder may increase the risk
of other disorders.
The diagnostic process is even more difficult when considering
how developmental disorders, early life brain injuries, and
psychiatric disorders often have overlapping symptoms. The
majority of neurodevelopmental disorders have a high incidence
of comorbid conditions and there can be similar symptoms
between different disorders. For example, some developmental
disorder issues in the clinical literature suggest: [1] that ADHD
may look like Bipolar Disorder, Bipolar Disorder may be over
diagnosed, genetic disorders are often misdiagnosed as Autism
Spectrum Disorder, and that ADHD and Learning Disorders are
often comorbid though clinicians may often assume that ADHD
cause diminished academic performance when in fact it may be
that the child has both disorders.
The assessing clinician must weigh the goal of diagnostic
accuracy and parsimony against the high risk of comorbidity and
the likelihood that the child with one developmental disorder may
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have a second or third. Also, the clinician must make a distinction
between a behavioral and/or academic problem versus a
diagnosable disorder may be very difficult. This issue may be even
further complicated by clinicians feeling less bound by the DSM-V.
Insight into the correct diagnosis, helps drive appropriate and
timely treatments and has great implications for these children
[2]. Especially since these disorders often overlap, differential
diagnosis is necessary to provide appropriate services. In the
past our diagnostic manuals (past versions of the DSM) precluded
comorbid diagnoses of disorders such as autism and ADHD, this
exclusionary criteria is no longer present in the proposed DSM-V.
This is the recognition that although symptoms may overlap, a
child with autism and ADHD is distinctly different from a child
with autism alone; thus, may require different intervention
services.

Research evidence suggests that 50 - 80 % of children with
any diagnosis meet criteria for at least one other diagnosis [3].
The co-occurrence of ADHD and dyslexia is well established [4]
with the rates of overlap typically estimated from 30-50% [5,6].
Several studies have also demonstrated that children with ADHD
display a high prevalence of language problems [7]. Similarly, a
number of studies have reported that many children with learning
disabilities also display developmental coordination disorder [8].
One study found [9] found that 58% of our sample of children
with ADHD also displayed reading disabilities and 27% of these
children with ADHD had Developmental coordination disorder
(DCD). Moreover, 82% of their sample with DCD had a comorbid
disorder.

Comorbidity with ADHD

Attention Deficit Hyperactivity Disorder (ADHD) has a very
high level of comorbidity and also is known to be difficult to
differentially diagnosis from Bipolar disorder. The comorbidity
of ADHD with other disorders is between 60% and 80%. Some
research has suggested that the attention issues contribute to the
development of reading skills, however, several cognitive deficits,
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including processing and naming speed, were later shown to
be shared between the disorders [10], in line with a common
etiology model. A comorbid diagnosis of ADHD and depression
occurs in approximately 20% to 30% of individuals, and ADHD
and anxiety in more than 25% of people [11]. Some research
suggests that approximately 20% of adults with Bipolar disorder
may also ADHD [12].

Comorbidities with Learning Disorders

Learning disorders are also known to have a high rate of
comorbidy with an estimated 60% of individuals with reading
disorder also meeting the diagnostic criteria for at least one
neuropsychiatric disorder [13]. Estimates of the comorbidity
between reading disorder and ADHD have varied greatly
between samples and ranged from 10% to 50% [14]. Margari
and colleagues [15] analyzed sample of individuals with learning
disorders and they found that Language Disorder was present in
28.6%, and Developmental Coordination Disorder in 27.5%.

Conclusion

The appropriate diagnosis and treatment of childhood
disorders can change the entire trajectory of a childs’ education
and life. Some of the most common developmental disorder
such as ADHD and Learning disorders have very high rates of
comorbidy. Misdiagnosis is avoidable and its cost incalculable.
Understanding disorder base rates, comorbidity rates and
understanding the need for great diligence in adhering to strict
diagnostic criteria is essential.
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