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ABSTRACT 
BACKGROUND AND OBJECTIVE: Attention deficit hyperactivity disorder (ADHD) is one of the most 
common mental disorders in children. Nutritional deficiency may play a role in the etiology of this disorder. The 
purpose of this study was to determine and compare the nutritional status (dietary intake and anthropometric 
indices) of boys with and without ADHD.  
METHODS: This case-control study was conducted on 36 boys with ADHD (case group) and 37 normal children 
(control group), aged 6-12 years. The case subjects were assesssed by an expert psychiatrist via clinical evaluations 
and psychiatric questionnaires. Height, weight, and body mass index (BMI) of the subjects were measured. Dietary 
intake was recorded, using a three-day food record (three non-consecutive days including one holiday and two 
weekdays) and analyzed using Nutritionist IV software. 
FINDINGS: The mean weight, height, and BMI values were higher in children with ADHD, compared to the 
control group (p<0.05); the mean±SD of BMI was 17.28±2.44 in the case group and 15.14±2.34 in the control 
group (p<0.001). There was no significant difference in terms of energy, macronutrient, or micronutrient intake 
between the two groups. However, folate and selenium intake in the two groups was lower than the recommended 
dietary allowance. 
CONCLUSION: The results showed no signifcant difference between the energy intake of children with ADHD 
and healthy boys. However, boys with ADHD were taller and heavier than healthy subjects, and their BMI was 
higher. 
KEY WORDS: Attention Deficit Hyperactivity Disorder, Nutritional Status, Anthropometric Indices. 
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Introduction 
Attention deficit hyperactivity disorder (ADHD) 

is a psychiatric condition in children (1). This term is 

used to describe hyperactive, irritable children with 

attention deficit (2, 3). In fact, ADHD is the most 

common psychiatric disorder in children and 

adolescents (4). The onset of ADHD symptoms leads 

to developmental problems, attention deficiet, 

educational issues, and impulsivity in children with 

hyperactivity (5). Moreover, this disorder may cause 

difficulties in interpersonal relationships with peers, 

family members, and tearchers (6). Although ADHD 

seems to mainly affect children and adolescents, if left 

untreated, this disorder can affect one’s life in family, 

school, and society, and the consequent problems may 

even continue into adulthood (7).  

The American Psychological Association 

estimated the incidence of ADHD to be 3-5% in 

school-aged children, based on the Diagnostic and 

Statistical Manual of Mental Disorders, 4th edition 

(DSM-IV), while other sources have reported a higher 

prevalence of 13.5% (8-11). Many studies have also 

shown that the incidence of ADHD is 9.2 times higher 

in boys than girls (12-15). In Iran, various studies have 

indicated the high prevalence of ADHD in preschool 

and school-aged children (5.8-16.3%) (16-19). As a 

study by Amiri et al. indicated, the prevalence of 

ADHD among elementary school students was 9.7% in 

Tabriz (20). Although the etiology of ADHD is 

unknown, multifactorial and biological factors seem to 

be involved. Moreover, the role of genetic factors has 

been noted in many studies (21-23).  

In some studies, environmental pollutants, 

neurotransmitter imbalance, food coloring agents and 

preservatives, food allergies, and malnutrition have 

been shown to be associated with ADHD (24-26). 

Nutritional factors including the impaired metabolism 

of glucose or fatty acids (i.e., deficiencies of 

tryptophan, vitamins, and minerals) have been shown 

to affect brain function (27-30). Moreover, children 

with ADHD are prone to many types of nutritional 

deficiets, given the therapeutic effects of medications 

on their appetite and their inattention while sitting at 

the table or eating (31). Studies on school-aged 

children and adults have shown that ADHD can be 

also caused by malnutrition (32). According to a study 

conducted in Taiwan, no difference was observed 

between the dietary intake of children with ADHD and 

normal children, with the exception of vitamin C and 

iron intake (33). In a study by Antalis et al., the 

percentage of energy intake from saturated fatty acids 

(SFA) in children with ADHD was 30% higher than 

the control group; however, the intake of other 

nutrients showed no significant difference (34). In 

another study by Ng et al., the dietary intake of 

arachidonic acids was lower in children with ADHD, 

and the dietary intake of linolenic acid was higher in 

ADHD children, compared to the control group (of the 

same age) (35).  

Based on a study by Colter and colleagues, it was 

concluded that hyperactive adolescents receive more 

energy and fat, compared to healthy children. 

However, no significant difference was observed in 

omega-3 and omega-6 inatake between hyperactive 

children and healthy subjects (15). In a study by 

Kiddie and colleagues, children with ADHD recieved 

lower amounts of zinc and copper than the standard 

values reported by the Canadian Community Health 

Survey (CCHS).  

However, no signficant differencce was reported 

in the energy intake or the percentage of received 

energy from calories, proteins, fats, or carbohydrates 

(31). In a study by Dura'-Trave et al., the intake of 

energy and nutrients in children with ADHD was 

lower than normal children; however, both groups 

received the Recommended Dietary Allowances 

(RDA). The mean weight, height, and BMI values in 

the ADHD group were significantly lower than those 

reported in the control group (36). By reveiwing 

previous research, which aimed to evaluate the 

nutritional status of children with ADHD, it can be 
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            weight (kg) 
BMI= 
             (height (m))2 

said that the reported results are inconsistent and 

insufficeint.  

Considering the limited number of studies in our 

country, the high prevalence of ADHD, and the 

subsequent problems of this condition, we aimed to 

assess and compare the dietary intake and 

anthropometric indices of ADHD boys and healthy 

subjects. Considering the higher incidence of ADHD 

in boys and for eliminating the factor of gender, only 

male subjects were evaluated in this study. 

 
 
Methods  

This case-control study was performed on 36 boys 

with ADHD (case group) and 37 boys without ADHD 

(control group), selected via easy accessible sampling. 

The case group included ADHD children, referring to 

psychiatric clinics. They were assessed by an expert 

psychiatrist via clinical evaluations, a semi-structured 

diagnostic interview (K-SADS-PL) (37), Diagnostic 

and Statistical Manual of Mental Disorders (DSM-IV) 

criteria (6), and ADHD rating scale questionnaire 

(parent version) (38).  

The control subjects were selected among 

children, referring to the otolaryngology clinic of 

Tabriz Children’s Hospital. They were selected after 

evaluation by Strengths and Difficulties Questionnaire 

(SDQ) (39) and ADHD rating scale (parent version). 

Finally, 6-12-year-old boys were included in the study 

in case they did not have ADHD or other psychopatic 

disorders. The exclusion criteria were as follows: 1) <6 

years of age or>12 years; 2) being a female; 3) 

concurrent mental diseases; 4) endocrine disorders 

(e.g., thyroid disorders and diabetes); 5) hypertension, 

6) inherited metabolic disorders (familial 

hyperlipidemia or hyperchylomicronemia); 7) use of 

anti-inflammatory medications; 8) following a special 

diet (high-fat diets such as ketogenic diet); 9) use of 

dietary supplements including dietary fatty acids and 

antioxidant vitamins; and 10) prior history of fatty acid 

consumption over the past 6 months. The objectives of 

the study were explained to the parents and written 

consents were obtained. For each subject, after 

completing the required forms, the demographic 

questionnaire was completed. Then, the three-day food 

record sheet was distributed among parents and 

children to be completed at home. Afterwards, the data 

gathered by the food record forms were analyzed, 

using Nutritionist IV software. The average daily 

intake of calories (mean of three days), macronutrients 

[carbohydrates, proteins, fats, SFA, monounsaturated 

fatty acids (MUFA), polyunsaturated fatty acids 

(PUFA), oleic acid, linoleic acid, linolenic acid, 

eicosapentaenoic acid (EPA), docosahexaenoic acid 

(DHA), and cholesterol], and micronutrients (vitamin 

B12, A, E, C, and folate and minerals such as iron, 

zinc, magnesium, and selenium) was recorded. The 

dietary intake of micronutrients was compared with 

RDA values.  

The subjects’ weight was calculated, using Seca 

scale with 500 g accuracy (with clothes and without 

shoes). Also, the subjects’ height was measured using 

a tape with 0.5 cm accuracy. Finally, BMI was 

calculated, using the following formula: 

 

 

 

Then, the children’s BMI was compared with 

BMI-for-age percentile, suggested by the Center for 

Disease Control and Prevention (CDC). Based on CDC 

classification, 0-5th percentile is regarded as 

underweight, 5th-85th percentile as normal weight, 85th-

95th percentile as overweight, and > 95th percentile as 

obesity (40). Kolmogorov-Smirnov, independent 

sample t-test, Mann-Whitney U, and Chi-square tests 

were perfomred, using SPSS version 19. P-value < 

0.05 was considered statistically significant. 

 

 

Results 
The mean weight, height, and BMI values were 

signifcantly different between the two groups 
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(p<0.05); the mean BMI was 17.28±2.44 in the case 

group and 15.14±2.34 in the control group 

(p<0.001).Overall, 25% of ADHD children had begun 

using stimulant medications to control their disease 

one month before the study (table 1). As the results 

indicated, 19.7% and 8.1% of subejcts in the case and 

control groups were over the 85th percentile, 

respectively. Chi-square test results showed a 

significant difference in the percentage of obesity 

between the two groups (p=0.018) (table 2). 
 

Table 1. Demographic characteristics and 

anthropometric measurements in the two groups 

Group 

Variable 

WithADHD 

(n=36) 

Mean±SD 

WithoutAD

HD (n=37) 

Mean±SD 

p-value* 

Age(years) 8.7±1.70 8±1.86 0.06** 

Weight(kg) 31.0±8.43 24.68±8.33 0.002 

Height(cm) 13.04±10.71 13.91±13.79 0.016 

BMI(kg/m2) 44.28±2.17 15.14±2.34 <0.001 

*Independent sample t-test, **Mann-Whitney U test 

 

Table 2. Frequency distribution and percentage of 

subjects in the case and control groups, based on 

BMI Percentile 

Group 

BMI 

Percentile 

With ADHD 

N(%)(n=36) 

WithoutADHD 

N(%)(n=37) 
p-value 

Underweight  

(0-5th) 
0(0) 6(16.2) 0.018 

Normal  

(5th-85th) 
29(80.6) 28(75.7)  

Overweight 

(85th-95th) 
4(11.4) 2(5.4)  

Obese(>95th) 3(8.3) 1(2.7)  

 

The mean values of energy and macronutrient 

intake were not significantly different between the two 

groups. There was also no significant difference 

regarding the intake of the following nutrients between 

the two groups: the mean and standard deviation of 

fatty acids (SFA, MUFA, and PUFA), oleic acid, 

linoleic acid, linolenic acid, EPA, DHA, cholesterol, 

folate, B12, vitamin A, E, and C, iron, zinc, 

magnesium, and selenium. Also, the mean percentage 

of energy from macronutrients was not significantly 

different between the two grups (table 3).  

 

Table 3. Mean and standard deviation of energy 

and macronutrient intake in the two groups 

Groups 

Variables 

with ADHD 

(n=36) 

Mean±SD 

WithouhtADHD 

(n=37) 

Mean±SD 

p-value* 

Energy 

(kcal/day) 
1941.9±290.1 1936.1±361.6 0.95 

Protein 

(g/day) 
61.2±15.9 58.3±18.8 0.58 

Percentage of 

protein intake 
12.5±3.1 12.6±2.7 0.93 

Carbohydrate 

(g/day) 
260.2±60.4 263.6±52.3 0.84 

Percentage of 

energy from 

carbohydrates 

52.7±7.6 54.3±4.6 0.38 

Fat (g/day) 75.5±19.3 73.2±19.6 0.68 

Percentage of 

energy from 

fats 

34.8±7.4 33.0±4.8 0.34 

SFA (g/day) 21.1±7.8 18.3±5.3 0.17 

MUFA 

(g/day) 
23.9±8.6 22.3±9.3 0.54 

PUFA 

(g/day) 
20.1±9.4 20.6±8.6 0.88 

Oleic acid 

(g/day) 
19.5±8.04 17.5±8.2 0.43 

Linoleic acid 

(g/day) 
19.06±9.4 19.0±8.04 0.98 

Linolenic 

acid (g/day) 
0.27±0.22 0.35±0.28 **0.25 

EPA (g/day) 0.003±0.005 0.009±0.003 **0.69 

DHA (g/day) 0.02±0.016 0.023±0.09 **0.68 

Cholesterol 

(mg/day) 
243.5±113.06 197.1±77.4 0.09 

*Independent sample t-test, **Mann-Whitney U test 
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The mean folate, B12, vitamin A, E, and C, iron, 

zinc, magnesium, and selenium intake was not 

significantly different between the two groups (table 

4). On the other hand, the amount of nutritional intake 

was lower than RDA values for folate intake and 

selenium in both groups; however, the intake of other 

nutrients was within the normal range. 

 

Table 4. Mean and standard deviation of 

micronutrient intake in the two groups 

 

Group 

Micronutrients 

WithADHD 

(n=36) 

Mean±SD 

WithoutADHD 

(n=37) 

Mean±SD 

p-value* 

Folate(μg/day) 150.8±76.3 166.1±74.6 0.5 

B12(µg/day) 5.6±9.5 4.2±7.10 **0.6 

Vitamin A(RE/day) 613.6±379.2 986.23±868.0 0.07 

Vitamin E(mg/day) 11.03±7.5 11.04±9.3 0.99 

Vitamin C(mg/day) 46.2±12.3 50.0±16.8 0.39 

Iron(mg/day) 11.6±2.4 13.1±4.4 0.28 

Zinc(mg/day) 5.7±1.9 6.5±2.6 0.27 

Magnesium(mg/day) 150.7±36.5 163.7±26.6 0.1 

Selenium(mg/day) 0.085±0.05 0.095±0.07 **0.83 

*Independent sample t-test, **Mann-Whitney U test 

 
Discussion 

This study showed that the mean weight, height, 

and BMI values in children with ADHD were higher 

than those reported in the control group; the number of 

overweight children was also higher than the control 

group. Therefore, we can conclude that children with 

ADHD are probably more prone to obesity, compared 

to healthy children. The relationship between ADHD 

and weight, height, and BMI has been discussed in 

many studies. In a study by Kiddie et al., it was shown 

that ADHD children were heavier and taller than 

normal children (31).  

In a study by Cortese et al., weight and BMI were 

higher in individuals with ADHD, which was 

consistent with our findings (41). However, Dura'-

Trave et al. showed that the mean weight, height, and 

BMI values of ADHD children were significantly 

lower than those of the control group (36).  

The prolonged use of drug therapy was mentioned 

as an effective factor for the appetite, food intake, and 

anthropometric indices of these children. Although it is 

not clear why ADHD children were taller than healthy 

subjects, three mechanisms have been proposed 

regarding the relationship between obesity and ADHD: 

1) obesity and the associated factors may occur as 

ADHD symptoms; 2) ADHD and obesity may have 

common genetic and neurobiological functions that 

affect the dopaminergic system or other systems in the 

body; and 3) inattention and impulsivity in ADHD lead 

to obesity due to irregular eating patterns (41); also, 

differences in physical activity can affect energy 

consumption.  

In this study, among micronutrients, the intake of 

folate, B12, iron, zinc, magnesium, selenium, vitamin 

A, vitamin E, and vitamin C was studied. The average 

amounts of protein, carbohydrate, fat, SFA, MUFA, 

PUFA, EPA, DHA, oleic acid, linoleic acid, linolenic 

acid, and cholesterol showed no significant difference 

between the groups.  

Also, the percentage of calories from proteins, 

carbohydrates, and fats did not differ between the 

groups with and without ADHD. In relation to 

micronutrients, the mean intake of folate, B12, iron, 

zinc, magnesium, selenium, vitamin A, vitamin E, and 

vitamin C was similar in the two groups. In a previous 

cross-sectional study, no significant difference was 

observed between ADHD children and the controls in 

terms of the intake of energy, protein, carbohydrates, 

vitamins, or minerals. However, the group with ADHD 

consumed more fats and PUFA, compared to the 

control group (3). In another study, children with 

ADHD received more energy and fat than healthy 

children. However, the intake of omega-3 and omega-6 

in children with ADHD and healthy children was of no 

significant difference (15).  

Kiddie and colleagues in a study showed that 

children with ADHD recieved lower amounts of zinc 
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and copper, compared to the standard values suggested 

by CCHS; however, the energy intake and the 

percentage of energy received from proteins, fats, and 

carbohydrates were almost similar (31). In a study by 

Chen and colleagues, children with ADHD had higher 

dietary intake of iron and vitamin C, compared to the 

control group, while the intake of other dietary 

nutrients was not significantly different between the 

two groups (33).  

Moreover, Antalis and colleagues in their study 

concluded that the percentage of calories from SFA in 

the ADHD group was 30% higher than that of the 

control group; however, no significant difference was 

observed in the intake of other nutrients between the 

two groups (34).  

In a study by Ng and colleagues, it was revealed 

that the dietary intake of arachidonic acids in ADHD is 

lower, while linolenic acid intake was higher than the 

general population of the same age (35). Also, 

Azadbakht and colleagues examined the dietary 

patterns of ADHD children. ADHD children had lower 

vitamin B1, B2, calcium, iron, and zinc intake, 

compared to normal children. In the mentioned study, 

the population consisted of both sexes and the 

evaluation was carried out using a food frequency 

questionnaire (42).  

Moreover, in a recent study, it was shown that the 

energy intake in the control group was significantly 

higher than the ADHD group (43). The main reason 

behind these contradictory results is unclear. However, 

by comparing the incosistent results of various studies 

and differences in the evaluated anthropometric indices 

in the current research, it can be concluded that 

irregular and possibly differing dietary patterns, 

varying levels of physical activity, use or non-use of 

medications, and duration of medication use can be 

among the influencing factors for the dietary intake 

and anthropometric indices of ADHD children, despite 

the similarity in their food intake. 

Although it seems that ADHD children should 

consume more energy during physical activity, in our 

study, there was no difference between the groups in 

terms of energy intake. Therefore, it seems essential 

that future studies examine the physical activity of 

children with ADHD. The stregnths of this study 

included selecting uni-sex groups and use of a 

questionnaire for screening the two groups. The 

constraints of 3-day food record form including under-

reporting, over-reporting, non-reporting, and 

inaccurate recording are the limitations of this study; 

however, in most previous studies, the same method 

has been applied for assessing the nutritional intake. 

Non-recording of physical activities and the small 

sample size are other limitations of  

this study.  

Therefore, further research with a larger sample 

size and an emphasis on ADHD children’s physical 

activity is suggested. In the current study, there was no 

meaningful difference between the dietary intake of 

children with ADHD and healty children. However, 

ADHD children were heavier and taller than healthy 

ones (higher BMI in the case group). The dietary 

intake of some micronutrients in both groups was 

lower than RDA values, although further research is 

required to clarify this issue. 

 

 

Acknowledgments  
Hereby, we would like to thank the deputy of 

research at Tabriz Univerity of Medical Sciences for 

the financial support and Mrs. Samira Pourmoradian 

for helping with the manuscript. We also express our 

deepest gratitude to all the patients and their parents 

for their cooperation. 

 

 

References 
1. Gow RV, Matsudaira T, Taylor E, Rubia K, 

Crawford M, Ghebremeskel K, et al. Total red blood 

cell concentrations of omega-3 fatty acids are 

associated with emotion-elicited neural activity in 

adolescent boys with attention-deficit hyperactivity 



34                                                                                                     The Effects of Humor Therapy on the Fatigue.....; M. Rad, et al  

 

disorder. Prostaglandins Leukot Essent Fatty Acids. 

2009;80(2-3):151-6. 

2. Leung PW, Luk SL, Ho TP, Taylor E, Mak FL, 

Bacon-Shone J. The diagnosis and prevalence of 

hyperactivity in Chinese schoolboys. Br J Psychiatry. 

1996;168(4):486-96. 

3. Stevens LJ, Zentall SS, Deck JL, Abate ML, Watkins 

BA, Lipp SR, et al. Essential fatty acid metabolism in 

boys with attention-deficit hyperactivity disorder. Am 

J Clin Nutr. 1995;62(4):761-8. 

4. Sadock BJ, Sadock VA, Kaplan HI. Kaplan and 

Sadock’s Comprehensive Textbook of Psychiatry, 7th 

ed. Lippincott Williams & Wilkins; 2000. p.2679-93. 

5. Barkley RA. Behavioral inhibition, sustained 

attention, and executive functions: constructing a 

unifying theory of ADHD. Psychol Bull. 

1997;121(1):65-94. 

6. [No authors listed]. Diagnostic and statistical manual 

of mental disorders: DSM-5. American Psychiatric 

Association. 2013. 

7. Barkley RA, Biederman J. Toward a broader 

definition of the age-of-onset criterion for attention-

deficit hyperactivity disorder. J Am Acad Child 

Adolesc Psychiatry. 1997;36(9):1204-10. 

8. Scahill L, Schwab-Stone M. Epidemiology of 

ADHD in school-age children. Child Adolesc 

Psychiatr Clin N Am. 2000;9(3):541-55. 

9. Polanczyk G, de Lima M, Horta B, Biederman J, 

Rohde LA. The worldwide prevalence of ADHD: a 

systematic review and metaregression analysis. Am J 

Psychiatry. 2007;164(6):942-8. 

10.Breton JJ, Bergeron L, Valla JP, Berthiaume 

C, Gaudet N, Lambert J, et al. Quebec Child Mental 

Health Survey: Prevalence of DSM‐III‐R Mental 

Health Disorders. J Child Psychol Psychiatry. 

1999;40(3):375-84. 

11.Rowland AS, Lesesne CA, Abramowitz AJ. The 

epidemiology of attention‐deficit/hyperactivity 

disorder (ADHD): A public health view. Ment Retard 

Dev Disabil Res Rev. 2002;8(3):162-70. 

12.Martin A, Volkmar FR, Lewis M. Lewis's child and 

adolescent psychiatry: a comprehensive textbook. 

Lippincott Williams & Wilkins; 2007.p.431-40. 

13.Kim HW, Cho SC, Kim BN, Kim JW, Shin MS, 

Kim Y. Perinatal and familial risk factors are 

associated with full syndrome and subthreshold 

attention-deficit hyperactivity disorder in a korean 

community sample. Psychiatry Investig. 2009; 

6(4):278-85. 

14.Golmirzaei J, Namazi S, Amiri S, Zare 

S, Rastikerdar N, Hesam AA, et al. Evaluation of 

Attention-deficit hyperactivity disorder risk factors. Int 

J Pediatr 2013; 2013:953103. 

15.Colter AL, Cutler C, Meckling KA. Fatty acid 

status and behavioural symptoms of attention deficit 

hyperactivity disorder in adolescents: a case-control 

study. Nutr J. 2008; 7:8. 

16.AliShahi MJ, Dehbozorgi GR, Dehghan B. 

Prevalence rate of attention deficit Hyperactivity 

disorder among the students of primary schools. J 

Zahedan Uni Med Sci(Tabib-E-Shargh). 2003; 

5(1):61-7. 

17.Abdellahian E, Shakeri M, Vosoogh E. A study of 

attention deficit hyperactivity disorder (ADHD) 

prevalence in pre-school age children from March 

2003 to June 2003 in Mashhad. Med J Mashad Uni 

Med Sci. 2004; 47(85):275-80. 

18.Akhavan Karbasi S, Golestan M, Fallah R, Sadr 

Bafgi S. Prevalence of attention deficit hyperactivity 

disorder in 6 year olds of Yazd city. J Shahid Sadoughi 

Univ Med Sci. 2008;15(4):29-34. [In Persian] 

19.Moradi A, KhabbazKhoob M, Agah T, 

Javaherforushzadeh A, Rezvan B, Haeri Kermani Z, et 

al. The prevalence of attention deficit hyperactivity 

disorder (ADHD) among school children of Nishaboor 

Iran during 2006. J Gorgan Univ Med Sci. 

2008;10(2):37-42. [In Persian] 

20.Amiri S, Fakhari A, Maheri M, Mohammadpoor 

Asl A. Attention deficit/hyperactivity disorder in 

primary school children of Tabriz, North-West Iran. 

Paediatr Perinat Epidemiol. 2010;24(6):597-601. 



J Babol Univ Med Sci; 17(1); Jan 2015                                                                                                                                                                         35 

 

21.Tripp G, Wickens JR. Neurobiology of ADHD. 

Neuropharmacology. 2009;57(7-8):579-89. 

22.Spencer TJ, Biederman J, Mick E. Attention-

deficit/hyperactivity disorder: diagnosis, lifespan, 

comorbidities, and neurobiology. J Pediatr Psychol. 

2007; 32(6):631-42. 

23.Malek A, Amiri S, Sadegfard M, Abdi S, Amini S. 

Associated factors with attention deficit hyperactivity 

disorder (ADHD): a case-control study. Arch Iran Med 

(AIM). 2012; 15(9):560-3. 

24.Needleman HL, Gunnoe C, Leviton A, Reed 

R, Peresie H, Maher C, et al. Deficits in psychologic 

and classroom performance of children with elevated 

dentine lead levels. N Eng J Med. 1979; 300(13):  

689-95. 

25.Carter CM, Urbanowicz M, Hemsley R, Mantilla 

L, Strobel S, Graham PJ, et al. Effects of a few food 

diet in attention deficit disorder. Arch Dis Child. 

1993;69(5):564-8. 

26.Anastopoulos AD, Barkley RA. Biological factors 

in attention deficit-hyperactivity disorder. Behav Ther 

1998; 11(3):47-53. 

27.Barclay LL, Gibson GE, Blass JP. The string test: 

an early behavioral change in thiamine deficiency. 

Pharmacol Biochem Behav. 1981; 14(2):153-7. 

28.Innis SM. Dietary (n-3) fatty acids and brain 

development. J Nutr 2007; 137(4):855-9. 

29.De Marte ML, Enesco HE. Influence of diet on 

plasma tryptophan and brain serotonin levels in mice. 

Experientia 1985; 41(1):48-50. 

30.Zametkin AJ, Nordahl TE, Gross M, King 

AC, Semple WE, Rumsey J, et al. Cerebral glucose 

metabolism in adults with hyperactivity of childhood 

onset. N Eng J Med. 1990; 323(20):1361-6. 

31.Kiddie JY, Weiss MD, Kitts DD, Levy-Milne R, 

Wasdell MB. Nutritional status of children with 

attention deficit hyperactivity disorder: a pilot study. 

Int J Pediatr. 2010; 2010:767318. 

32.Ottoboni F, Ottoboni A. Can attention deficit-

hyperactivity disorder result from nutritional 

deficiency. J Am Physicians Surgeons. 2003; 8(2):  

58-60. 

33.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(8):467-72. 

34.Antalis CJ, Stevens LJ, Campbell M, Pazdro R, 

Ericson K, Burgess JR. Omega-3 fatty acid status in 

attention-deficit/hyperactivity disorder. Prostaglandins 

Leukot Essent Fatty Acids. 2006; 75(4-5):299-308. 

35.Ng KH, Meyer BJ, Reece L, Sinn N. Dietary PUFA 

intakes in children with attention-deficit/hyperactivity 

disorder symptoms. Br J Nutr. 2009; 102(11):1635-41. 

36.Dura´-Trave´ T, Gallinas-Victoriano F. Caloric and 

nutrient intake in children with attention deficit 

hyperactivity disorder treated with extended-release 

methylphenidate: analysis of a cross-sectional nutrition 

survey. JRMS Open. 2014;5(2):1–7. 

37.Ghanizadeh A, Mohammadi M, Yazdanshenas A. 

Psychometric properties of the Farsi translation of the 

kiddie schedule for affective disorders and 

schizophrenia-present and lifetime version. BMC 

psychiatry. 2006; 6(1):10. 

38.DuPaul GJ, Power TJ, Anastopoulos AD, Reid R. 

ADHD Rating Scale IV: Checklists, norms, and 

clinical interpretation. New York,NY,US:Guilford 

Press; 1998. p.vii 79. 

39.Tehrani-Doost M, Shahrivar Z, Pakbaz B, Rezaie 

A, Ahmadi F. Validity of Farsi Version of Strengths 

and Difficulties Questionnaire (SDQ). Adv Cogn Sci. 

2007, 8(4): 33-9. [In Persian] 

40.National Center for Health Statistics, CDC Growth 

charts, Center for Disease Control and prevention 

(CDC), Washington, DC,USA, 2000. Available at: 

http://www.cdc.gov/growthcharts/clinical_charts.htm 

41.Cortese S, Vincenzi B. Obesity and ADHD: 

Clinical and neurobiological implications. Curr Top 

Behav Neurosci. 2012; 9:199-218. 

42.Azadbakht L, Rouhani MH, Esmaillzadeh A. 

Dietary patterns and attention deficit hyperactivity 



36                                                                                                     The Effects of Humor Therapy on the Fatigue.....; M. Rad, et al  

 

disorder among Iranian children. Zahedan J Res Med 

Sci (ZJRMS). 2012;14(2):21-30. 

43. Woo HD, Kim DW, Hong YS, Kim YM, Seo 

JH, Choe BM, et al. Dietary Patterns in Children with 

Attention Deficit/Hyperactivity Disorder (ADHD). 

Nutrients. 214;6(4):1539-53. 

 
 

 


