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A Study about Long-Term Effects of Attention-Deficit Hyperactivity Disorder
Medication on Height and Weight in the Korean School-Aged Boys with
Attention-Deficit Hyperactivity Disorder Based on Observation of Natural Course

Chan-Woo Yeom, M.D.", Tae-Kyung Eun, M.D."”, Hoon-Sub Park, M.D.",
Kyu-Young Lee, M.D., Ph.D."”, Eui-Joong Kim, M.D., Ph.D.",
Eun-Jeong Joo, M.D., Ph.D."”, and Young-Jin Koo, M.D., Ph.D.”
Department of Neuropsychiatry, Eulji General Hospital, Eulji University School of Medicine, Seoul, Korea
?Department of Child and Adolescent Psychiatry, Eulji General Hospital, Eulji University School of Medicine, Seoul, Korea

Objectives : This study was conducted naturalistically in order to observe the long-term effects of attention-deficit hyperactiv-

ity disorder (ADHD) medications on growth rates among Korean school-aged boys with ADHD.
Methods : Participants in the study were boys with ADHD aged 6 to 11 years who have taken ADHD medication, methylphe-

nidate (extended release) or atomoxetine. They attended scheduled visits monthly or bimonthly for clinical assessment with mea-

surement of height and weight. In this study, 35 boys with ADHD (mean age at baseline=7.90£1.77 years ; mean age at endpoint=

12.54+1.91 years) were included, with a mean follow-up period of 4.64 years (£1.62 years), ranging from 2 to 9.7 years. Height,

weight, and body mass index (BMI) measurements were converted to “age-corrected Z-scores” using data from Growth Charts

provided by the Korean Center for Disease Control and Prevention from 2007.

Results : Age-corrected endpoint growth parameters (height, weight, BMI Z-scores) did not differ significantly from the baseline
values (height t=0.027 ; weight t=-0.61 ; BMI t=-1.86, in paired t-test). Especially high correlation was observed between the

baseline and endpoint height Z-scores (=0.876, p<.001), for which the coefficient of determination r* was 0.767, meaning that

the amount of variability in endpoint height Z-scores explained by the baseline height Z-scores was 76.7%.

Conclusion : Our results suggested that the long-term effects of ADHD medications on growth parameters to be tolerable in

Korean school-aged boys with ADHD.

KEY WORDS : ADHD - Pharmacotherapy + Long-Term Effects on Growth.
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Table 1. Differences in growth parameters between baseline and endpoint measurements

Growth variables Mean (SD) Paired t-test
(N=35) Baseline Endpoint t-value p-value

Age (year) 7.90 (1.77) 12.54 (1.91) =16.91 .00

Height Z-score 0.62 (0.98) 0.62 (1.03) 0.03 .98

Weight Z-score 0.01 (0.53) 0.08 (0.70) -0.61 .54

BMI Z-score —0.46 (0.17) —0.26 (0.63) -1.86 .07

Mid-parental height Z-score (cm) 0.10 (0.60) [173.9 (3.36)]
SD : standard deviation
Table 2. Correlations between baseline and endpoint growth Z-scores

N=35 Baseline Endpoint
Age Height Weight BMI Age Height Weight BMI

Baseline

Age 1

Height -.016 1

Weight 137 .302 1

BMI 7077 .359* .346* 1
Endpoint

Age 6147 .090 135 4487 1

Height —.042 876" .134 275 .085 1

Weight —-.121 4741 .359* .064 —.144 A421* 1

BMI -.120 .428* .038 .009 =177 406* 886" 1
Mid-parental height —-.157 194 —-.197 —.154 -.312 129 —.047 182

. correlation is significant at the 0.05 level (2-tailed), T : correlation is significant at the 0.01 level (2-tailed)
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Fig. 2. Scatterplots demonstrating general frends in growth Z-scores during follow-up periods. ADHD : attention-deficit hyperactivity
disorder, BMI : body mass index
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