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Eating behaviors and growth status in children with attention deficit and hyperactivity disorder/CHEN Shuwjin, WU Dan-
dan, HUANG Rong, LI Rong, CHEN Mengying, HUANG Yiyang, LIN Shuang, LI Xiaonan. Department of Children Health Care,
Children’s Hospital of Nanjing Medical University, Nanjing (210008), China

[Abstract] Objective To discuss the correlation between growth status and eating behaviors in children with attention deficit
and hyperactivity disorder ( ADHD), providing reference data for management and dietary behavior guidance among ADHD chil-
dren. Methods A total of 703 children aged 4—13 years old were collected from the ADHD patients from Children’s Health Depart-
ment of Children’s Hospital of Nanjing Medical University from June to September, 2019. The demographic characteristics and infor-
mation regarding children’ s eating behaviors were collected by self-designed questionnaire and Chinese version of the parent-com-
pleted Children’ s Eating Behavior Questionnaire( CEBQ) . The correlation physical growth with dietary behaviors among the ADHD
children were analyzed. Results Food avoidant behaviors, including satiety responsiveness, slowness in eating and emotional un-
dereating in ADHD children with thinness scored significantly higher than that of children with short stature, overweight and obesity
(F=17.57, 29.32, 4.07, P<0.01), while food approach behaviors, including food responsiveness, enjoyment of food, desire to
drink and emotional overeating scored higher in obese children, compared to other three groups( F'=24.54, 47.44, 2.96,5.85, P<
0.05) . Multiple linear regression analysis showed that, after adjusting for the confounders, satiety responsiveness, slowness in eat-
ing were still negatively associated with BMI-Z score of the ADHD children( B=-0.05, -0.07, P<0.01). Food responsiveness,
enjoyment of food and emotional overeating had a positive association with the BMI-Z score( B=0.04, 0.09, 0.05, P<0.05). Con-
clusion Emotional eating and high food responsiveness in ADHD children are associated with the overweight and obesity, while
long eating time and high satiety responsiveness is associated with underweight among ADHD children. For clinical doctors and par-
ents, problematic eating behaviors among ADHD children should be concerned regarding its negative effects on growth and develop-
ment, besides core symptoms of ADHD.
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Table 1 Comparisson of body mass component ratio of ADHD children in different groups
2053 LI N 498 EH HH HE XA P1E
= i IR LT 265 12(4.5) 181(68.3)  46(17.4) 26(9.8) 12.75 0.17
e R 183 5(2.7) 128(69.9)  34(18.6) 16(8.7)
K& RAR 221 12(5.4) 136(61.5)  37(16.7)  36(16.3)
A K UL E 20 17(85.0) 2(10.0) 1(5.0)
BEsE2E IR LT 301 12(4.0) 201(66.8)  58(19.3)  30(10.0) 5.44 0.79
i K 150 4(2.7) 101(67.3)  27(18.0) 18(12.0)
K& BAFR} 215 13(6.0) 145(67.4)  32(14.9)  25(11.6)
it K U - 11 0 7(63.6) 2(18.2) 2(18.2)
FUEAEWL A/ TT TG <1 39 31(79.5) 3(7.7) 5(12.8) 10.61 0.30
1~<15 460 23(5.0) 300(65.2)  84(18.3)  53(11.5)
15~<100 177 6(3.4) 123(69.5)  31(17.5) 17(9.6)
=100 6 4(66.7) 0 2(33.3)
A2 3% BMI T 16 15(93.8) 1(6.3) 0 58.88 0.00
1EH 273 14(51.9) 204(46.4)  43(38.4)  12(16.2)
HE 269 13(4.8) 175(65.1)  47(17.5)  34(12.6)
JE 95 46(48.4)  21(22.1)  28(29.5)
B3 BMI HE 49 5(10.2) 35(71.4) 6(12.2) 3(6.1) 29.12 <0.01
% 419 20(4.8) 299(71.4)  63(15.0) 37(8.8)
T 136 2(1.5) 76(55.9)  34(25.0)  24(17.6)
At 42 1(2.4) 24(57.1) 9(21.4) 8(19.0)
H L HL F Bt ) /h =3 195 6(3.1) 130(66.7)  29(14.9)  30(15.4) 12.64 0.05
1~2 305 17(5.6) 195(63.9)  58(19.0)  35(11.5)
<1 127 4(3.1) 98(77.2)  17(13.4) 8(6.3)
() WECT R R % 5 3553 TR AT 15 BBk
R2 AFEEIFIRG ADHD JLERKEAT R TS I (xts)
Table 2 CEBQ scores for four groups of children(x+s)
i K ik ikt T
B I A 7 Sl L] P (e AR Yy Ry T EERYCE TSR E
THE 29 15.8+2.8 12.6+3.3 16.3£2.9 10.9£2.9 8.9+3.4 10.1£3.0 8.2+3.4 5.3£1.9
EH 474 14.4+3.4 11.5+3.3 15.8+3.4 11.2+3.4 11.1+4.4 11.3£3.5 8.2+3.3 6.4+2.6
A 120 12.9+2.9 9.4£2.9 15.123.5 10.1£3.6 13.1+4.9 14.124.0 8.2+3.4 6.8+3.0
AE e 80 12.2+3.0 8.8+2.5 15.3+3.8 10.5+3.6 15.1+5.9 15.6+3.5 9.4£3.5 7.5£3.9
F 1 17.57 29.32 1.85 4.07 24.54 47.44 2.96 5.85
P1iE 0.00 0.00 0.14 0.01 0.00 0.00 0.03 0.00
£33 LERETHNEENS BMI-Z [HZ504E B2 [ B (H(B 5 95%CI) ,n="703]
Table 3 Multiple linear regression between CEBQ score and BMI-Z value[ B(95%CI) ,n=703]
WEATHR A 0 IR 1 LAY 2
S AR -0.05(-0.08~-0.02) * * -0.05(-0.08~-0.02) * * -0.05(-0.09~-0.02) * *
i -0.09(-0.12~-0.05) * * -0.08(-0.12~-0.05) * * -0.07(=0.11~-0.04) * *
798 -0.03(-0.06~0.00) * -0.03(-0.06~0.01) -0.03(-0.06~0.01)
i 4 AR B -0.01(-0.04~0.02) -0.02(-0.05~0.01) -0.02(-0.05~0.01)
YR i 0.05(0.02~0.07) * * 0.04 (0.01~0.06) * * 0.04(0.01~0.06) * *
Y i 0.09(0.06~0.12) * * 0.08(0.05~0.11) * * 0.09(0.06~0.12) * *
T ERORE 0.02(-0.01~0.05) 0.03(0.00~0.06) 0.02(-0.01~0.06)
fif g Pt B R 0.05(0.01~0.08) * * 0.05(0.01~0.08) * 0.05(0.01~0.08) *

i x P<0.05, % = P<0.01, $5 0 {UAA T CEBQ #3054 #5411 ZERAY 0 AYJERE L, &2 1 ADHD JL3E H A= R B FIACHE BMI A58 2 FEAR A 1
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