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Abstract:
disorder (ADHD) ,in order to provide guidance for clinical intervention in children with ADHD. Methods A total of 376

Objective  To analyze the body composition of school-age children with attention-deficit/hyperactivity
children were recruited as ADHD group from January to December 2022 in the Department of Child Health Care in Children’s
Hospital of Soochow University. Meanwhile,94 children who took physical examination in this hospital were selected as the
control group. The body composition of all children was assessed by bioelectrical impedance analysis. Results  The
weight,body fat (BF), body mass index (BMI), fat mass index (FMD) , percentage of body fat (PBF) and waist hip ratio
(WHR) of children in ADHD group were higher than those of children in control group (r=2.400,3.618,3.358,3.901,
3.458,2.935, P << 0.05) . Furthermore, significant differences were observed in BF, FMI, PBF among children with
predominantly inattentive ADHD, predominantly hyperactive/impulsive ADHD and combined ADHD (F = 3. 295, 3. 362,
4.337,P<0.05).

children. Children with ADHD are at a higher risk of obesity,especially in those with predominantly inattentive ADHD.

Conclusions The body composition of ADHD children is different from that of typicallt developed

Keywords: attention-deficit/hyperactivity disorder; obesity; body composition; body fat
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electrical impedance analysis, BIA) , A& 4> F5 5
A1 45 B K B K 43 (total body water, TBW) (2 4 J5i .
TeHLER KBS i (body fat, BF) | 2 J§ & & (fat-free
mass, FFM) J8 &K 5 (soft lean mass, SLM) . ‘B 8%
i/ (skeletal muscle mass, SMM) . ‘B W ¥ i & &
(bone mineral content, BMC) . 3 il /8 #4] % (basalt
metabolic rate, BMR) | Jlif % H, (waist hip rate,
WHR) & H 43 bt (percent of body fat,PBF),
1.2.2 JFE48bs  THE 4 B KRS 48 b5 AR5 i
5% (body mass index, BMI) = ik & /& &% (kg/
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2.1 ADHD %1 e iE % 3+ B8 20 )L & o9 K A 4 42
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Tab. 1 Comparison of basic characteristics of

children in ADHD group and control group(x £ s)

i H ADHD 41 (n=376) %t H&41(n=94) ¢/y*fi P14

AR 9.07+1.61 9.124+1.63 —0.291* 0.771

P 5] % 236(62.77) 59(62.77) 0. 000" 1.000

% 4 140(37. 23) 35(37.23)

B (em) 135.09411.09 133.75411.96  1.033* 0.302

A (kg) 34.41411. 55 31.614£9.76  2.400° 0.018
Tty fH

2.2 ADHD 41 5 ¢ 8B 48 )L & A K &R 4 3k
ADHD 41 BF,BMI,FMI.PBF.WHR & T %t I8
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Tab. 2 Comparison of body composition measurements

between ADHD group and control group(x +s)

ADHD 4

X B 20

2.3 AR F A ADHD JU & 65 A4k & 5 &
ADHD @4 L4328 3 FhR R T A, B P g B B g

F AL 266 ] (70.74%) . £ s/ vh sh A £ R 30
(7.98%) iR A& AL 80 fi] (21.28%). K [F] i #Y
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M(P<C0.05), KRR L. 25 Laqit#E X
(P>0.05), W3 3. AFIEA ADHD & L5 X |
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i H o 376) ot (i P 2.989) .BF(r=4.272) .BMI(t=3.902) ,FMI(r=
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BMC(kg) 1. 49+0. 37 1.44+0.38 1.018 0.309 & ADHD 225 G0 R X (P>0.05).,
BF(kg) 9.1446. 31 7.1444.34  3.618 <C0. 001 . R
FFM(kg) 25.2746.13  24.4646.23 1.135 0.257 3 i
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SMM (kg) 12.8743.61  12.4043.67 1.129 0. 259 3.1 ADHD L& 5 jepagtak  BEAEOF 2N
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Tab. 3 Comparison of body composition in children with different subtypes of ADHD(x =)
i H ADHD- | % (n=266) ADHD-H % (n=30) ADHD-C H (n=80) Fil Pl
AR () 9.1841. 60 8.754+1.77 8.8041. 54 2.390 0.093
B (em) 135.81411. 22 132.97411. 94 133.53410. 15 1.911 0.149
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