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Background and Objectives: Nutritional and dietary habits may affect children’s behaviors and learning. The
etiology of attention-deficit/hyperactivity disorder (ADHD), a common neurodevelopmental disorder in children,
may be associated with unhealthy diets or nutrients deficiencies. The purpose of this study was to examine
whether children with ADHD exhibited different dietary habits or nutrient profiles from healthy control subjects.
Methods and Study Design: We recruited 42 patients with ADHD (mean age: 8.1 years) and 36 healthy children
as the control group (mean age: 9.8 years). We adopted the ADHD Rating Scale and the Swanson, Nolan, and
Pelham Version IV Scale to interview both the ADHD patients and the control subjects and then evaluated participants’ dietary intake with a food frequency questionnaire. Logistic regression models were utilized to produce a
composite dietary/nutrient score, while receiver operating characteristic (ROC) was adopted to differentiate between the two participant groups. Results: Compared to the control children, children with ADHD demonstrated
a higher intake proportion of refined grains (p=0.026) and a lower proportion of dairy (p=0.013), calcium
(p=0.043), and vitamin B-2 (p=0.024). We observed that the composite score of dietary and nutrient could significantly distinguish patients with ADHD from healthy controls (p<0.001). The composite dietary/nutrient score
demonstrated a significant correlation with the severity of ADHD clinical symptoms (p<0.05). Conclusions:
ADHD children and healthy controls have different dietary patterns and that dietary and nutrient factors may play
a role in the pathophysiology of ADHD. Clinicians should consider dietary habits and specific nutrients in the
routine assessment of children with ADHD.
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INTRODUCTION
Attention-deficit/hyperactivity disorder (ADHD), a psychiatric disorder that often affects children and adolescents, is characterized by inattention, hyperactivity, and
impulsivity.1 This disorder affects 3% to 10% of schoolage children worldwide,2 with one study reporting a local
prevalence of 7.5% in Taiwan.3 ADHD is generally considered a highly genetic disorder, but environmental factors may also contribute to children’s susceptibility to
ADHD.4 Current evidence supports the belief that nutritional and dietary habits affect children’s behavior and
learning.5 For example, the intake of sweetened desserts,
fried foods, and salt has already been associated with
children’s learning and behavioral problems.6 In contrast,
healthy dietary habits and balanced nutrients intake have
been observed to benefit children’s learning achievement.6 Since ADHD is a neurodevelopmental disorder
characterized by behavioral problems and learning disabilities, some researchers have proposed that ADHD may
be associated with “unhealthy” diets or nutrient deficiencies.5,7,8 Therefore, dietary habits and certain nutrients
should be considered when evaluating children with

ADHD.
Nearly half of ADHD children have suboptimal nutrition, while only 11.1% of typically developed children
demonstrate such a condition.9 Compared to the healthy
controls, ADHD patients were more likely to have a poor
diet, regardless of whether they were undergoing drug
therapy.10 A “Western-style” diet, which is high in fat and
refined sugars, resulted in an increased risk of ADHD,
while a “healthy diet” that contained fiber, folate, and
omega-3 fatty acids was considered a protective factor
against ADHD.8 Previous evidence has shown that fatty
acids may influence hyperactivity in children with specific learning disabilities. Furthermore, some food additives
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(colorings, flavorings, and preservatives) may increase
hyperactivity in children with behavioral problems.7 Another study has indicated that poor adherence to a Mediterranean diet may contribute to developing ADHD.11 Not
only does a child’s nutrients deficiency act as a risk factor
of ADHD, but an unhealthy prenatal diet may also be
associated with ADHD in the subsequent offspring due to
increased epigenetic changes.12 However, whether specific dietary habits or nutrient deficiencies contribute to
ADHD is still with a matter of considerable debate.
Dietary habits and nutrient status vary across different
countries and cultures. However, studies on the diet and
nutrient status of ADHD children in Taiwan is scarce.
Only one prior study has indicated that no dietary differences were observed in children with ADHD except for
the intake of iron and vitamins.13 In this study, we have
hypothesized that children with ADHD exhibit an unhealthy dietary pattern and nutrient deficiency. This study
aimed to investigate whether children with ADHD and
healthy controls demonstrated distinguishable dietary and
nutrient patterns, as well as examine the potential correlation between ADHD symptoms and dietary/nutrient status.
METHODS
Study participants
Our research protocol was approved by the Institutional
Review Board (IRB) at Chang Gung Memorial Hospital
in Taiwan (IRB number: 105-0354C). We recruited 42
patients with ADHD treated in the outpatient Department
of Child Psychiatry at Chang Gung Children’s Hospital in
Taiwan and 36 healthy control children.
The criteria for ADHD patients consisted of the following: (a) a clinical diagnosis of ADHD based on the criteria of the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition, Text Revision (DSM-IV-TR)
through structured interviews conducted using the Chinese version of the Schedule for Affective Disorders and

Figure 1. Conceptual diagram of study procedures and data analysis.

Schizophrenia for School-Age Children, epidemiologic
version (K-SADS-E);14 (b) between the ages of 6 and 16
years old; and (c) never treated for their ADHD with
medications. We excluded patients who had major physical illnesses (such as genetic, gastrointestinal, or infectious diseases) or a history of major comorbid neuropsychiatric diseases (such as intellectual disabilities, autism
spectrum disorder, bipolar disorders, major depressive
disorders, psychotic disorders, substance use disorders,
epilepsy, or severe head trauma).
The healthy control participants were children without
ADHD, Han Chinese ethnicity, and between the ages of 6
and 16 years old within the same catchment area. Children were excluded if they had any known major physical
illness or any of the aforementioned major neuropsychiatric diseases. The study procedures and data analysis are
summarized in the conceptual diagram in Figure 1.
Dietary intake assessment
We used a validated food frequency questionnaire (FFQ)
in order to evaluate participants’ dietary intake during the
previous year.15 This questionnaire included the frequencies and amounts of 49 food items consumed from eight
food groups. It had a fixed format and open-ended questions regarding major staple foods, oils/fats, sugars, and
supplements and their consumption frequency. We recorded the standard portion size and frequency in order to
estimate the daily intake of foods and nutrients. Daily
dietary patterns and nutrient intake levels were calculated
by multiplying the amount of food eaten daily, the level
estimated from frequency, and the nutrient concentrations,
while energy intake level was determined by adding up
the calories from the food consumed. All nutrients were
represented as nutrient density (each nutrient index divided by total energy intake). To complete the FFQ, the participants and their caregivers were interviewed by a
trained research assistant. The validity of this FFQ has
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been verified for both adults and children in previously
published studies.16-20
Clinical measurements
A senior psychiatrist interviewed both the ADHD and
healthy control children using the K-SADS-E diagnostic
tool and ADHD Rating Scale (ADHD-RS), and an experienced child psychologist conducted the Wechsler Intelligence Scale for Children–Fourth Edition (WISC-IV)
with individual subjects in a room designed to reduce
variability in testing conditions. The Swanson, Nolan, and
Pelham Version IV Scale (SNAP-IV) parent form and
SNAP-IV teacher form were completed by the subjects’
parents and teachers, respectively.
The K-SADS-E is a semi-structured diagnostic interview designed to evaluate current and past episodes of
psychopathology in children and adolescents according to
DSM-III-R and DSM-IV criteria.14 The K-SADS-E was
used in this study to interview the parent(s) and the child
to achieve summary ratings. The validity and reliability of
the Chinese version of K-SADS-E has been previously
established in Taiwan.21
The WISC-IV Chinese version is an individually administered and norm-referenced instrument created to
measure the intelligence of children between the ages of 6
and 16.22 The WISC-IV contains 10 core and 5 supplemental subtests. The core subtests form four factor indexes, including the Verbal Comprehension Index (VCI), the
Perceptual Reasoning Index (PRI), the Working Memory
Index (WMI), and the Processing Speed Index (PSI),
while the Full Scale Intelligence Quotient (FSIQ) was
formed from the 10 core subtests. The factor indexes and
FSIQ each have a population mean of 100 and a standard
deviation of 15.23
The SNAP-IV is a 26-item questionnaire used to evaluate ADHD symptoms and their severity to be completed
by parents and teachers.24 The 26 items include 18 items
that address ADHD symptoms (9 for inattention and 9 for
hyperactivity/impulsivity) and eight for oppositional defiant disorder (ODD) symptoms as defined in the DSM-IV.
Each item is scored on a Likert scale from 0 to 3. The
Chinese version of the SNAP-IV parent form25 and the
SNAP-IV teacher form26 has satisfactory levels of reliability and concurrent validity.
The ADHD-RS is a validated instrument through
which clinicians assign ratings based on information from
a child and his or her parent(s).27 This 18-item checklist is
derived from the 18 criteria outlined in the DSM-IV for
diagnosing ADHD. Each item is scored on a 4-point Likert scale from 0 to 3 points. The instrument provides a
total score (the sum of all 18 items) and is divided into
the inattentive (odd numbered items) and hyperactive/impulsive (even numbered items) subscales. A higher
score indicates more severe ADHD symptoms. This scale
has been proven to have good inter-rater reliability.28
Statistical analysis
We analyzed data using the statistical software package
SPSS, version 21.0 (SPSS Inc., Chicago, IL, USA). Variables were presented as either mean±standard deviation
or frequency. Two-tailed p-values <0.05 were considered
statistically significant.
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We applied the Chi-square test or Fisher’s exact test to
compare gender distribution between the ADHD patients
and the control subjects. An independent t-test was utilized to determine the potential difference in age and clinical assessments between the two groups. Furthermore,
we adopted multivariate analysis of covariance (MANCOVA), for which we controlled for age and gender. Differences in the nutrient density of each dietary index between the two groups were also analyzed, while Pearson
correlation was used to assess the correlation between
dietary patterns and the nutrient index. Raw scores of
dietary/nutrient indices were transformed into Z-scores,
which were expressed in terms of standard deviations
from their means.
We adopted logistic regression to examine the predicted probability score (β-value and 95% Confidence Interval) of each dietary/nutrient index on differentiating
ADHD patients and controls, controlling for age and sex.
A composite diet score and a composite nutrient score
were calculated by adding the dietary and nutrient coefficients, respectively. Then we utilized receiver operating
characteristic (ROC) curves and the area under the curve
(AUC) to assess both the specificity and sensitivity of the
two composite probability scores obtained from the logistic regression model. Finally, we used Pearson correlation to analyze the correlation between the probability
scores and ADHD symptoms in all subjects.
RESULTS
Demographic data and nutrient status
The characteristics of both the ADHD patients and the
healthy controls are summarized in Table 1. We recruited
a total of 42 ADHD patients (mean age 8.1 years, 78.6%
male) and 36 healthy control children (mean age 9.8 years,
52.8% male). Compared to the control group, the ADHD
group was more likely to be male (p=0.016) and younger
(p=0.001), with a lower height (p<0.001), lower body
weight (p=0.002), lower intelligence quotient (p=0.001),
higher inattention scores (p<0.001), and higher hyperactivity/impulsivity scores (p<0.001) as rated by parents,
teachers, and clinicians.
The dietary and nutrient status results measured by the
FFQ of the ADHD group and the control group are provided in Table 2. Relative to the control group, children
with ADHD demonstrated a higher intake proportion of
refined grains (p=0.026) and a lower proportion of dairy
(p=0.013), as well as lower intake of calcium (p=0.043)
and vitamin B-2 (p=0.024). No other dietary or nutrients
differences were observed between the two groups.
With regard to the correlation between dietary patterns
and nutrient index, the intake of refined grains demonstrated a negative correlation with vitamin B-2 (r=-0.347,
p=0.002), while the intake amount of dairy was positively
correlated with calcium (r=0.896, p<0.001) and vitamin
B-2 (r=0.878, p<0.001).
Logistic regression model and the composite diet/ nutrient scores
We adopted logistic regression to evaluate the predicted
probability scores of two diet indices and two nutrient
indices with regard to differentiating ADHD patients
from healthy controls (Table 3). We found that refined
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Table 1. Characteristics of patients with ADHD and healthy controls†
Characteristics
Gender
Male
Female
Age (years)
Height (cm)
Weight (kg)
BMI (kg/m2)
FSIQ of the WISC-IV
Clinical measures
SNAP-IV parent form (I)
SNAP-IV parent form (H)
SNAP-IV teacher form (I)
SNAP-IV teacher form (H)
ADHD-RS (I)
ADHD-RS (H)
Primary caregiver
Mother
Other
Caregiver’s age

ADHD
(N=42)

Controls
(N=36)

33 (78.6)
9 (21.4)
8.1±1.7
129±10
29.3±9.4
17.2±3.9
99.1±10.6

19 (52.8)
17 (47.2)
9.8±2.7
141±15
37.5±12.2
18.4±3.1
109±12.8

16.2±6.7
14.1±6.8
15.5±6.1
12.1±7.1
8.6±0.7
7.0±2.8

4.6±5.5
3.1±4.5
3.5±3.9
2.4±3.0
0.5±1.6
0.4±1.5

37 (88.1)
5 (11.9)
38.8±5.0

35 (97.2)
1 (2.8)
40.1±2.2

Statistic
(χ2 or t)
5.804

p-value
0.016*

3.342
3.893
3.292
1.442
3.623

0.001*
<0.001*
0.002*
0.153
0.001*

8.272
8.461
10.143
7.697
30.829
13.289
2.274

<0.001*
<0.001*
<0.001*
<0.001*
<0.001*
<0.001*
0.209

1.467

0.149

FSIQ: Full Scale Intelligence Quotient; WISC-IV: Wechsler Intelligence Scale for Children–Fourth Edition; I: inattention scores; H: hyperactivity/impulsivity scores.
†
Data are expressed as N (%) or mean±SD.
*
p<0.05

grains, dairy, calcium, and vitamin B-2 all significantly
differentiate ADHD patients and controls in the adjusted
model (controlling for age and sex).
We also applied the composite diet score (refined
grains and dairy) and composite nutrient score (calcium
and vitamin B-2) obtained from the logistic regression
model to differentiate between ADHD cases and controls,
respectively. The ROC curve revealed that the composite
diet score demonstrated a sensitivity of 75% and a specificity of 76.2% (Figure 2A, AUC: 0.806, p<0.001), while
the composite nutrient score showed a sensitivity of
63.9% and a specificity of 78.6% (Figure 2B, AUC: 0.771,
p<0.001).
We observed that the composite diet score was negatively correlated with the inattentive symptoms evaluated
by parents (r=-0.428, p<0.001), teachers (r=-0.451,
p<0.001) and clinicians (r=-0.546, p<0.001), as were the
hyperactivity/impulsivity symptoms evaluated by parents
(r=-0.492, p<0.001), teachers (r=-0.509, p<0.001), and
clinicians (r=-0.570, p<0.001).
The composite nutrient score was also negatively correlated with the inattentive symptoms evaluated by parents
(r=-0.458, p<0.001), teachers (r=-0.390, p=0.001) and
clinicians (r=-0.493, p<0.001), as were the hyperactivity/impulsivity symptoms evaluated by parents (r=-0.507,
p<0.001), teachers (r=-0.518, p<0.001), and clinicians
(r=-0.549, p<0.001).
DISCUSSION
This study’s results indicate that dietary patterns and nutrient status may be involved in the underlying pathophysiology of ADHD. Compared to healthy controls, we
found ADHD patients to have fewer intakes of calcium
and vitamin B-2. Various minerals, such as zinc, phosphorus, selenium, and calcium, have previously been
found to be protective against ADHD symptoms in Chi-

nese children.29 Intracellular calcium signaling has a crucial role in microglial functions and also contributes to
the process of neurodevelopment.30 Mutations of the voltage-gated calcium channel genes have been associated
with neurodevelopment disorders.31 Furthermore, vitamins may play a vital role in neuron development,32 with
a lack of B vitamins being associated with ADHD diagnosis and B-2 and B-6 deficiencies potentially being related to high ADHD symptom severity.33 Folic acid, B-12,
B-6, and B-2 are sources of coenzymes that contribute to
carbon metabolism and have been linked to thymidine
synthesis. Thymidine is used to synthesize purines, which
are involved in RNA and DNA structure formation.34 In
general, our findings herein support the important role of
calcium and vitamin B-2 in ADHD.
Compared to the control group, the ADHD patients had
a higher intake proportion of refined grains. The processing of refined grains removes many essential vitamins
and minerals, so they offer less nutritional value.35 In contrast, whole grains are relatively more natural and typically minimally processed and are thus rich in vitamins,
minerals, and fiber. We found that ADHD patients had
lower vitamin B-2 than controls, which was associated
with a greater intake of refined grains. Currently, no data
have directly shown a correlation between refined/whole
grains and ADHD. Only one Iranian study has demonstrated that the consumption of refined grains was significantly associated with depression and anxiety in women.36 Therefore, the intake proportion of refined/whole
grains may be related to individuals’ moods or behaviors.
Our study showed that ADHD subjects may intake more
refined grains in their diets than healthy children, which
may be due to either the children’s own preference or the
children’s parents’ provision. This finding suggests that
while children with ADHD had a similar intake of grains
as the healthy children, they may receive fewer vitamins,
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Table 2. Dietary and nutrient status between children with ADHD and healthy control children†
ADHD
(N=42)

Controls
(N=36)

Statistic
(F-value)

p-value

3.85±0.76
0.35±0.55
3.52±0.98
5.44±1.95
2.45±2.18
1.24±1.12
0.95±0.76
4.06±2.40
0.11±0.17

3.72±0.60
0.10±0.23
3.63±0.72
5.00±2.04
2.33±1.34
1.28±0.97
1.27±0.79
4.58±2.67
0.22±0.41

1.129
5.171
0.029
0.218
0.206
0.205
6.450
0.028
3.007

0.291
0.026*
0.865
0.642
0.651
0.652
0.013*
0.867
0.087

74.6±11.5
0.33±0.10
0.73±0.30
0.59±0.25
1.21±0.20
1.14±0.28
0.27±0.07
10.31±1.43
2.44±0.74
0.88±0.48
5.76±2.78
7.90±2.50
1.23±0.23
1.47±0.46
19.4±5.8
1.56±0.38
5.36±2.66
0.15±0.08
15.9±6.6
0.29±0.13

74.4±12.9
0.36±0.10
0.73±0.19
0.67±0.25
1.25±0.20
1.01±0.27
0.27±0.06
10.11±1.50
2.44±0.66
0.92±0.38
5.85±2.34
8.61±2.35
1.19±0.21
1.64±0.44
18.3±5.4
1.49±0.35
5.70±3.73
0.14±0.06
15.7±5.5
0.31±0.11

0.522
1.034
0.160
4.230
3.060
0.685
0.260
0.022
0.010
0.193
0.038
0.500
0.758
5.316
0.198
1.205
1.103
1.257
0.460
1.479

0.472
0.312
0.691
0.043*
0.084
0.411
0.612
0.882
0.922
0.662
0.846
0.482
0.387
0.024*
0.657
0.276
0.297
0.266
0.500
0.228

Characteristics
Dietary index
Grains, unit
Refined grains, unit
Unrefined grains, unit
Meat (including seafood), unit
Vegetable, unit
Fruit, unit
Dairy, unit
Oil, unit
Nuts/seeds/legumes, unit
Nutrient index‡
Protein, g
Fat, g
Carbohydrate, g
Calcium, g
Phosphorus, g
Ferritin, mg
Magnesium, g
Zinc, mg
Potassium, g
Vitamin A, mg
Vitamin D, ug
Vitamin E, mg
Vitamin B-1, mg
Vitamin B-2, mg
Niacin. mg
Vitamin B-6, mg
Vitamin B-12, mg
Vitamin C, g
Dietary fiber, g
Cholesterol, g
†

Data are expressed as N (%) or mean±SD.
All nutrients are represented as nutrient density (each nutrient index divided by total energy intake).
*
p<0.05
‡

Table 3. Effect of dietary and nutrient indices on participant groups (controls vs. ADHD)
Variables
Refined grains
Dairy
Calcium
Vitamin B-2

z-scores†
ADHD
Controls
0.26±1.22
-0.30±0.52
-0.18±0.97
0.22±1.01
-0.15±0.99
0.17±1.00
-0.17±1.01
0.20±0.96

Unadjusted model
β (95% CI)
p-value
0.18 (0.04-0.81)
0.025
1.69 (0.94-3.05)
0.081
1.00 (1.00-1.00)
0.162
2.30 (0.82-6.44)
0.112

Adjusted model
β (95% CI)
p-value
0.19 (0.04-0.93)
0.040
2.26 (1.16-4.43)
0.003
1.00 (1.00-1.00)
0.050
3.64 (1.15-11.56)
0.028

Unadjusted model: univariate logistic regression model; adjusted model: multivariate logistic regression model, controlling for age and
sex; 95% CI: 95% confidence interval.
†
z-scores are expressed as mean±SD.

minerals, and fiber from their diet. We also observed that
compared to the control group, children with ADHD had
a lower dairy intake. Furthermore, calcium and vitamin
B-2 intakes were positively correlated with dairy intake,
which is an important source of calcium and vitamin B.
This finding supports that nutrients deficiency, which is
derived from ones’ dietary habits, may be associated with
a susceptibility to ADHD.
We found that both the composite diet score (refined
grains and dairy) and composite nutrient score (calcium
and vitamin B-2) could significantly differentiate patients
with ADHD from healthy controls. The composite scores
were also significantly correlated with the severity of
ADHD clinical symptoms. A higher intake of sweetened
desserts, fried foods, and salt have been associated with

an increased risk of ADHD,6,8 and our findings generally
support this point of view. One possible explanation is
that children with ADHD are commonly impulsive, have
difficulty waiting, and seek instant satisfaction. Therefore,
they favor foods with low nutrient density as such foods
tend to be crispy, sweet, or tasty.10 Furthermore, the association between unhealthy dietary habits and ADHD
may be related to underlying poor nutrients intake. Nutrient deficiencies may cause insufficient brain function and
lead to inattention and hyperactivity/impulsivity symptoms in children. However, due to the nature of the crosssectional study, the relationship between nutrient deficiencies and ADHD requires additional investigation in
the future.
This study has several limitations that need to be men-
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Figure 2. Receiver Operating Characteristic (ROC) curve of using the composite diet score (A) and the composite nutrient score (B) to
differentiate children with ADHD from healthy controls. The composite diet score was obtained using refined grains and dairy as
predictors in a logistic regression model; the composite nutrient score was obtained using calcium and vitamin B-2 as predictors in a
logistic regression model.

tioned at this time. First, the nutrient status in this study
was based solely on FFQ measurements. No laboratory
assessments were performed to determine biochemical
markers. Second, our sample size was small, thus reducing the study’s statistical power. Furthermore, while we
used a logistic regression model and ROC curve to differentiate ADHD patients from controls, no additional participants were recruited to verify our findings. Third,
ADHD patients and controls were not age- and gendermatched. Although we set age and gender as covariates in
the MANCOVA model, the imbalanced demographic
characteristics between groups still may have influenced
the results. ADHD is generally heterogeneous and can be
categorized into different subtypes, while psychiatric
comorbidities can be observed in most ADHD patients.37
The nutrient index was based on nutrients density. Although the nutrient status was standardized using data
from previous studies,15 the heterogeneity of ADHD and
controls may have confounded our findings. Fourth, multiple test corrections were not performed in this study, so
the potential for false positives cannot be excluded. Finally, dietary habits may differ based on country and culture.
Additional research is needed to confirm this study’s
findings.
In conclusion, the findings of this study indicate that
children with ADHD tend to intake more refined grains
and less dairy, calcium, and vitamin B-2 compared to
healthy controls. The composite score of dietary patterns
and of nutrient status was capable of significantly differentiating ADHD patients from healthy controls and were
significantly correlated with ADHD clinical symptoms.
These results indicate that dietary and nutrient factors
may contribute to the pathophysiology of ADHD.
ACKNOWLEDGEMENTS
We would like to thank Professor Wen-Harn Pan for granting us

the use of the FFQ, Professor Wei-Tsun Soong for the use of the
Chinese version of the K-SADS, and Professor Shur-Fen Gau
for use of the Chinese version of the SNAP-IV.
AUTHOR DISCLOSURES
All authors declare to have no conflicts of interest. This work
was supported by a grant from the Chang Gung Research Project (CMRPG8E1441).
REFERENCES
1. Thapar A, Cooper M. Attention deficit hyperactivity
disorder. Lancet. 2016;387:1240-50. doi: 10.1016/S01406736(15)00238-X.
2. Polanczyk GV, Willcutt EG, Salum GA, Kieling C, Rohde
LA. ADHD prevalence estimates across three decades: an
updated systematic review and meta-regression analysis. Int
J Epidemiol. 2014;43:434-42. doi: 10.1093/ije/dyt261.
3. Gau SS, Chong MY, Chen TH, Cheng AT. A 3-year panel
study of mental disorders among adolescents in Taiwan. Am
J Psychiatry. 2005;162:1344-50. doi: 10.1176/appi.ajp.16
2.7.1344.
4. Thapar A, Cooper M, Jefferies R, Stergiakouli E. What
causes attention deficit hyperactivity disorder? Arch Dis
Child. 2012;97:260-5. doi: 10.1136/archdischild-2011-300
482
5. Sinn N. Nutritional and dietary influences on attention
deficit hyperactivity disorder. Nutr Rev. 2008;66:558-68.
doi: 10.1111/j.1753-4887.2008.00107.x
6. Park S, Cho SC, Hong YC, Oh SY, Kim JW, Shin MS, et al.
Association between dietary behaviors and attentiondeficit/hyperactivity disorder and learning disabilities in
school-aged children. Psychiatry Res. 2012;198:468-76. doi:
10.1016/j.psychres.2012.02.012.
7. Stevenson J. Dietary influences on cognitive development
and behaviour in children. Proc Nutr Soc. 2006;65:361-5.
doi: 10.1017/S0029665106005118.
8. Millichap JG, Yee MM. The diet factor in attentiondeficit/hyperactivity disorder. Pediatrics. 2012;129:330-7.
doi: 10.1542/peds.2011-2199.

Diet and nutrients in ADHD
9. Sha'ari N, Manaf ZA, Ahmad M, Rahman FN. Nutritional
status and feeding problems in pediatric attention deficithyperactivity disorder. Pediatr Int. 2017;59:408-15. doi:
10.1111/ped.13196
10. Bowling A, Davison K, Haneuse S, Beardslee W, Miller DP.
ADHD medication, dietary patterns, physical activity, and
BMI in children: a longitudinal analysis of the ECLS-K
Study. Obesity (Silver Spring) 2017;25:1802-8. doi: 10.
1002/oby.21949.
11. San Mauro Martin I, Blumenfeld Olivares JA, Garicano
Vilar E, Echeverry López M, García Bernat M, Quevedo
Santos Y. Nutritional and environmental factors in attentiondeficit hyperactivity disorder (ADHD): a cross-sectional
study. Nutr Neurosci. 2017;21:641-7. doi: 10.1080/1028415
X.2017.1331952.
12. Lange KW. Dietary factors in the etiology and therapy of
attention deficit/hyperactivity disorder. Curr Opin Clin Nutr
Metab Care. 2017;20:464-9. doi: 10.1097/MCO.000000000
0000415.
13. Chen JR, Hsu SF, Hsu CD, Hwang LH, Yang SC. Dietary
patterns and blood fatty acid composition in children with
attention-deficit hyperactivity disorder in Taiwan. J Nutr
Biochem. 2004;15:467-72. doi: 10.1016/j.jnutbio.2004.01.0
08.
14. Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P,
et al. Schedule for affective disorders and schizophrenia for
school-age children-present and lifetime version (K-SADSPL): initial reliability and validity data. J Am Acad Child
Adolesc Psychiatry. 1997;36:980-8. doi: 10.1097/00004583199707000-00021.
15. Lee MS, Pan WH, Liu KL, Yu MS. Reproducibility and
validity of a Chinese food frequency questionnaire used in
Taiwan. Asia Pac J Clin Nutr. 2006;15:161-9.
16. Lee SC, Yang YH, Chuang SY, Liu SC, Yang HC, Pan WH.
Risk of asthma associated with energy-dense but nutrientpoor dietary pattern in Taiwanese children. Asia Pac J Clin
Nutr. 2012;21:73-81. doi: 10.6133/apjcn.2012.21.1.10
17. Huang YC, Lee MS, Pan WH, Wahlqvist ML. Validation of
a simplified food frequency questionnaire as used in the
Nutrition and Health Survey in Taiwan (NAHSIT) for the
elderly. Asia Pac J Clin Nutr. 2011;20:134-40. doi: 10.
6133/apjcn.2011.20.1.19.
18. Tu SH, Hung YT, Chang HY, Hang CM, Shaw NS, Lin W,
et al. Nutrition and Health Survey of Taiwan Elementary
School Children 2001-2002: research design, methods and
scope. Asia Pac J Clin Nutr. 2007;16 Suppl 2:507-17. doi:
10.6133/apjcn.2007.16.s2.02.
19. Chen SY, Lin JR, Kao MD, Hang CM, Cheng L, Pan WH.
Dietary supplement usage among elementary school
children in Taiwan: their school performance and emotional
status. Asia Pac J Clin Nutr. 2007;16(Suppl 2):554-63. doi:
10.6133/apjcn.2007.16.s2.06.
20. Fu ML, Cheng L, Tu SH, Pan WH. Association between
unhealthful eating patterns and unfavorable overall school
performance in children. J Am Diet Assoc. 2007;107:193543. doi: 10.1016/j.jada.2007.08.010.
21. Gau SF, Soong WT. Psychiatric comorbidity of adolescents
with sleep terrors or sleepwalking: a case-control study.
Aust N Z J Psychiatry. 1999;33:734-9. doi: 10.1080/j.14401614.1999.00610.x.
22. Yang P, Cheng CP, Chang CL, Liu TL, Hsu HY, Yen CF.
Wechsler Intelligence Scale for Children 4th editionChinese version index scores in Taiwanese children with
attention-deficit/hyperactivity disorder. Psychiatry Clin

1331

Neurosci. 2013;67:83-91. doi:10.1111/pcn.12014.
23. Baron IS. Test review: Wechsler Intelligence Scale for
Children-Fourth Edition (WISC-IV). Child Neuropsychol.
2005;11:471-5. doi: 10.1080/09297040590951587
24. Bussing R, Fernandez M, Harwood M, Wei Hou, Garvan
CW, Eyberg SM et al. Parent and teacher SNAP-IV ratings
of attention deficit hyperactivity disorder symptoms:
psychometric properties and normative ratings from a school
district sample. Assessment. 2008;15:317-28. doi: 10.1177/
1073191107313888.
25. Gau SS, Shang CY, Liu SK, Lin CH, Swanson JM, Liu YC,
et al. Psychometric properties of the Chinese version of the
Swanson, Nolan, and Pelham, version IV scale - parent form.
Int J Methods Psychiatr Res. 2008;17:35-44. doi: 10.1002/
mpr.237.
26. Gau SS, Lin CH, Hu FC, Shang CY, Swanson JM, Liu YC
et al. Psychometric properties of the Chinese version of the
Swanson, Nolan, and Pelham, Version IV Scale-Teacher
Form. J Pediatr Psychol. 2009;34:850-61. doi: 10.1093/jpeps
y/jsn133.
27. Zhang S, Faries DE, Vowles M, Michelson D. ADHD
Rating Scale IV: psychometric properties from a
multinational study as a clinician-administered instrument.
Int J Methods Psychiatr Res. 2005;14:186-201. doi: 10.
1002/mpr.7.
28. Gomez R. Item response theory analyses of the parent and
teacher ratings of the DSM-IV ADHD rating scale. J
Abnorm Child Psychol. 2008;36:865-85. doi: 10.1007/s1080
2-008-9218-8
29. Zhou F, Wu F, Zou S, Chen Y, Feng C, Fan G. Dietary,
nutrient patterns and blood essential elements in Chinese
children with ADHD. Nutrients. 2016;8. doi: 10.3390/nu806
0352.
30. Mizoguchi Y, Monji A. Microglial Intracellular Ca(2+)
signaling in synaptic development and its alterations in
neurodevelopmental disorders. Front Cell Neurosci. 2017;11:
69. doi:10.3389/fncel.2017.00069.
31. Yates D. Neurodevelopmental disorders: getting with the
reprogram. Nat Rev Neurosci. 2011;13:1. doi:10.1038/nrn31
67.
32. Cruz JS, Kushmerick C, Moreira-Lobo DC, Oliveira FA.
Thiamine deficiency in vitro accelerates A-type potassium
current inactivation in cerebellar granule neurons.
Neuroscience. 2012;221:108-14. doi: 10.1016/j.neuroscienc
e.2012.06.053.
33. Landaas ET, Aarsland TI, Ulvik A, Halmoy A, Ueland PM,
Haavik J. Vitamin levels in adults with ADHD. BJPsych
Open. 2016;2:377-84. doi:10.1192/bjpo.bp.116.003491
34. Selhub J. Folate, vitamin B12 and vitamin B6 and one
carbon metabolism. J Nutr Health Aging. 2002;6:39-42.
35. Aune D, Norat T, Romundstad P, Vatten LJ. Whole grain
and refined grain consumption and the risk of type 2
diabetes: a systematic review and dose-response metaanalysis of cohort studies. Eur J Epidemiol. 2013;28:845-58.
doi 10.1007/s10654-013-9852-5.
36. Sadeghi O, Hassanzadeh-Keshteli A, Afshar H,
Esmaillzadeh A, Adibi P. The association of whole and
refined grains consumption with psychological disorders
among Iranian adults. Eur J Nutr. 2017;1-15. doi: 10.
1007/s00394-017-1585-x.
37. Taurines R, Schmitt J, Renner T, Conner AC, Warnke A,
Romanos M. Developmental comorbidity in attentiondeficit/hyperactivity disorder. Atten Defic Hyperact Disord.
2010;2:267-89. doi: 10.1007/s12402-010-0040-0.

