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Abstract

:

Since atopic disease and inflammatory cytokines are both involved in attention deficit hyperactivity disorder (ADHD), in this study, we examined the relationship among cytokine levels, neuropsychological function, and behavioral manifestations in patients with ADHD and atopic diseases. Participants were categorized into individuals with ADHD and atopic disease (n = 41), those with ADHD without allergy (n = 74), individuals without ADHD but with allergy (n = 23), and those without ADHD or allergy (n = 49). We used the Swanson, Nolan, and Pelham IV Scale (SNAP-IV), Conners’ Continuous Performance Test (Conners CPT), and Conners’ Continuous Auditory Test of Attention (CATA) to assess patients’ behavioral symptoms, visual attention, and auditory attention, respectively. Participants’ IFN-γ, IL-1B, IL-6, IL-10, IL-13, IL-17, MCP-1, and TNF-α plasma levels were assessed using multiplex assays. We found that the prevalence rates of atopic diseases (asthma, allergic rhinitis, or atopic dermatitis) were similar between individuals with ADHD and those without ADHD. ADHD behavioral symptoms (SNAP-IV), CPT omission scores, and CATA detectability scores demonstrated significant differences between individuals with ADHD and those without ADHD, regardless of atopic diseases. However, plasma levels of cytokines (TNF-α, IFN-γ, and IL-17) were negatively correlated with inattention symptoms. This study demonstrates a potential relationship between cytokine levels and neuropsychological function among patients with ADHD and atopic diseases.
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1. Introduction


Attention-deficit/hyperactivity disorder (ADHD), one of the most well-known neuropsychiatric diseases in childhood, has an international prevalence rate of about 3–5% [1]. ADHD is commonly characterized by symptoms of inattention, hyperactivity, and impulsivity. The correlation between atopic diseases and ADHD is still a matter of debate [2,3]. However, patients with certain allergic immune diseases, such as allergic rhinitis [4], asthma [5], and eczema [6], are believed to be at a higher risk of developing ADHD. A recent meta-analysis study indicated that atopic diseases may be involved in the severity of ADHD symptoms [7]. Furthermore, many of the previous studies have either researched diagnosis comorbidities or the severity of behavioral symptoms between ADHD and atopic diseases [8], but few studies have investigated neuropsychological performance in patients with comorbid ADHD and atopic diseases [9].



Cytokines released during allergic inflammation may hinder the development of the neurotransmitter system and prefrontal cortex, thus influencing ADHD development [10,11]. However, studies focused on inflammatory biomarkers in ADHD or atopic diseases have been inconsistent. For instance, children with ADHD have higher levels of IL-6 and IL-10 than controls [12,13,14], but some studies have shown that the IL-6 or TNF-α levels in the plasma of ADHD patients did not differ significantly from that of the control group [15]. Furthermore, IFN-γ, TNF-α, IL-16, and IL-13 levels are related to clinical manifestations and the scores of a neuropsychological test (Conner’s CPT) among children with ADHD [16,17,18]. The influence of certain cytokines, particularly IL-4, along with TNF-α, GM-CSF, IL-1, IL-2 and IL-6, has been recorded in nasal biopsies and/or nasal secretions of allergic rhinitis patients [19]. Such cytokines as IL-4, IL-13, and IL-5 have been shown to contribute to the induction of allergy and asthma [20]. Th2 cytokines like IL-4 and IL-13 are considered key players in atopic dermatitis [21].



Studies comprehensively investigating the relationship among ADHD, atopic diseases, and cytokine levels are rare. In this study, we propose that immunological dysregulation plays a role in altering atopic diseases. Therefore, we recruited individuals with and without ADHD and with or without atopic diseases to compare the cytokine levels, behavioral symptoms, and neuropsychological function between these groups.




2. Material and Methods


2.1. Study Participants


The Institutional Review Board (IRB) at Chang Gung Memorial Hospital in Taiwan approved the research protocol for this study. We enrolled suitable patients with ADHD from the Outpatient Clinic of Child Psychiatry at Kaohsiung Chang Gung Children’s Hospital in Taiwan. Before the participants and their parents or guardians were entered into this study, the study protocols were explained to them. Their written informed consent was also acquired upon their agreement.



Patients with ADHD were required to meet the following three criteria to be included: (a) a clinical diagnosis of ADHD made by a senior child psychiatrist through structured interviews utilizing the Diagnostic and Statistical Manual of Mental Disorders (DSM–5) [22,23]; (b) age in the range of 6 and 16 years; and (c) no earlier history of getting any medical treatment for ADHD. Meanwhile, the exclusion criteria of this study are described below: (a) patients who had a history of major neuropsychiatric diseases, including autism spectrum disorder, substance use disorders, intellectual disabilities, psychotic disorders, or mood disorders; and (b) patients having any major physical illnesses, like congenital diseases, severe head injury, or epilepsy.



The control group consisted of children without an ADHD diagnosis or a history of major neuropsychiatric diseases. The control children (age between 6 and 16 years) were recruited from the communities surrounding Kaohsiung Chang Gung Memorial Hospital or from children who had upper respiratory tract infections (URI) but whose symptoms were currently remitted.




2.2. Atopic Profiles


Both patients with ADHD and control subjects were assessed by pediatricians in Chang Gung Children’s Hospital in Taiwan to confirm the diagnoses of atopic diseases (allergic rhinitis, asthma, or atopic dermatitis). Their parents or guardians provided information about children’s health, home environmental exposures, and other relevant factors using a modified Chinese version of the International Study of Asthma and Allergies in Childhood (ISAAC) questionnaires [24]. All participants were then categorized into the following four groups: with ADHD and atopic disease [ADHD+, Allergy+], with ADHD without allergy [ADHD+, Allergy−], without ADHD but with allergy [ADHD−, Allergy+], and without ADHD or allergy [ADHD−, Allergy−].



Participants’ blood tests were taken at about 8 o’clock in the morning. To check the levels of cytokines in plasma, a standard capture sandwich assay was developed with the Luminex Flowmetrix system (Luminex, Austin, TX, USA). We coupled each capture antibody to a different bead set (Upstate Biotechnology Beads, NY; Luminex, Upstate Biotechnology Inc., Lake Placid, NY, USA). Standards (recombinant cytokines) diluted in pooled blank plasma gathered from healthy grown-ups and test sera from patients or controls were analyzed using multiplex assays as previously reported, including IFN-γ, IL-1B, IL-6, IL-10, IL-13, IL-17, MCP-1, and TNF-α. Following a sequence, we incubated the beads with diluted standards or plasma and then with detection antibodies for 2 h each at room temperature, with biotin as a reporter for 1.5 h and with fluorescent dye-conjugated streptavidin–phycoerythrin for 30 min. We utilized a flow cytometer to estimate cytokine levels, which were then analyzed with Flowmetrix software, and then we mixed 50-μL samples with multiplexed antibody-conjugated beads prior to multichannel detection of the bead array.




2.3. Clinical Measurements


The Conners’ Continuous Performance Test (Conners CPT) [25] and Conners’ Continuous Auditory Test of Attention (CATA) [26] were used to assess patients’ visual and auditory attention, respectively. Previous evidence has indicated that the CPT3 and CATA neuropsychological tests provide objective information about ADHD cases [27]. The measures used in the analyses are Omissions, Commissions, and Detectability (d’). In a room designed to diminish variability in testing conditions, an experienced child psychologist individual led the Conners CPT and CATA with each patient.



We utilized the Swanson, Nolan, and Pelham IV Scale (SNAP-IV), which is a 26-item questionnaire for assessing ADHD symptoms and severity [28]. The 26 items contain 18 that relate to ADHD symptoms (nine for inattention and nine for hyperactivity and impulsivity) and eight that pertain to oppositional defiant disorder symptoms. Every item is scored on a three-point Likert scale. The Chinese versions of the SNAP-IV parent form [29] have been reported to have good concurrent validity and reliability.




2.4. Statistical Analysis


The statistical software package SPSS, version 16.0 (SPSS Inc., Chicago, IL, USA), was used to perform data analysis. Two-tailed p-values < 0.05 were considered statistically significant. We presented variables as either the mean (standard deviation) or frequency. Serum cytokine levels all exhibited significant levels of positive skewness, and arithmetic log transformations were used to create approximate normal distributions. To compare the ratios of atopic diseases between ADHD patients and controls, we applied either chi-square test or Fisher’s exact test, as appropriate. Independent t-test was used to examine the age difference between the ADHD group and the control group.



Furthermore, one-way analysis of variance (ANOVA) was utilized to examine the age difference across the four groups of children (with ADHD and atopic disease (ADHD+, Allergy+), with ADHD without allergy (ADHD+, Allergy−), without ADHD but with allergy (ADHD−, Allergy+), and without ADHD or allergy (ADHD−, Allergy−)). We adopted multivariate analysis of covariance (MANCOVA) to compare clinical characteristics and cytokine levels among the aforementioned four groups. We set age and gender as covariates in the MANCOVA model. LSD post-hoc analyses were used for multiple comparison adjustments. Pearson’s correlation was performed to investigate relationships between cytokine levels, ADHD clinical symptoms, and neuropsychological performance (CPT3 and CATA).





3. Results


3.1. Demographic Data


For this study, we recruited 115 children with ADHD (80% male, mean age: 8.9 years old) and 72 control subjects (59.7% male, mean age: 9.9 years old). The characteristics of the ADHD and control groups are summarized in Table 1. Regarding the distribution of atopic diseases, 24.3% and 26.4% of ADHD children and controls had allergic rhinitis; 13.9% and 16.7% of ADHD children and controls had asthma; and 6.1% and 6.9% of ADHD children and controls had atopic dermatitis, respectively. In total, 35.7% of ADHD children and 31.9% of controls had at least one atopic disease. We observed no significant difference in distribution in any of the aforementioned atopic diseases between ADHD children and controls (p > 0.05).



All participants were categorized into the ADHD+ Allergy+ group (n = 41, with ADHD and atopic disease), ADHD+ Allergy− group (n = 74, with ADHD without allergy), ADHD− Allergy+ group (n = 23, without ADHD but with allergy), or ADHD− Allergy− group (n = 49, without ADHD or allergy). The characteristics of the four groups are listed in Supplementary Table S1. Of the four groups, the ADHD− Allergy− group had the oldest age (10.1 years) and the highest proportion of females (51%).




3.2. Clinical Assessments


The SNAP-IV scores of the four groups are illustrated in Figure 1. The three subscales of SNAP-IV (inattention: F3219 = 62.34, p < 0.001; hyperactivity/impulsivity: F3219 = 42.02, p < 0.001; and opposition scores: F3219 = 22.20, p < 0.001) revealed significant group differences, and we observed a similar distribution among the four groups. The post-hoc analyses showed that the children with ADHD (ADHD+ Allergy+ group and ADHD+ Allergy− group) demonstrated a higher severity of ADHD core symptoms than children without ADHD (ADHD− Allergy+ group and ADHD− Allergy− group), regardless of the presence of atopic diseases.



The visual attention (measured by Conner’s CPT) and auditory attention (measured by CATA) of the four groups are shown in Figure 2. The CPT Omission scores (F3219 = 2.97, p = 0.033), CATA Omission scores (F3219 = 3.58, p = 0.015), and CATA Detectability scores (F3219 = 8.53, p < 0.001) indicated significant group differences. However, the CPT Commission scores (F3219 = 2.15, p = 0.095), CPT Detectability scores (F3219 = 1.91, p = 0.128), and CATA Commission scores (F3219 = 2.54, p = 0.057) revealed no significant differences between groups. The post-hoc analyses revealed that omission scores of the CPT in the ADHD+ Allergy+ group were higher than those in the ADHD− Allergy+ and ADHD− Allergy− groups; meanwhile, the CPT Omission scores in the ADHD+ Allergy− group were higher than those in the ADHD− Allergy− group. The CPT Detectability scores in the ADHD+ Allergy− group were higher than those in the ADHD− Allergy+ group.




3.3. Immunological Profile


The plasma levels of IFN-γ, IL-1B, IL-6, IL-10, IL-13, IL-17, MCP-1, and TNF-α among the four groups are displayed in Figure 3. We observed no significant group differences in the plasma levels of IFN-γ (F3219 = 1.84, p = 0.142), IL-1B (F3219 = 1.43, p = 0.237), IL-6 (F3219 = 0.87, p = 0460), IL-10 (F3219 = 1.12, p = 0.344), IL-13 (F3219 = 0.05, p = 0.986), IL-17 (F3219 = 0.85, p = 0.247), MCP-1 (F3219 = 0.70, p = 0.555), and TNF-α (F3219 = 2.12, p = 0.100). Nevertheless, the post-hoc tests revealed that IFN-γ levels in the ADHD+ Allergy− group were lower than those in the ADHD− Allergy+ group. The IL-17 levels in the ADHD+ Allergy+ group were lower than those in the ADHD− Allergy− group. In addition, the TNF-α levels in the ADHD+ Allergy+ group were lower than those in the ADHD− Allergy+ group. The plasma levels of IL-1B, IL-6, IL-10, IL-13, and MCP-1 did not differ significantly among the four groups. Age had no significant effects on the aforementioned cytokine levels, but sex had significant effects on IFN-γ, IL-1B, and IL-17.



Among all participants, the plasma levels of IL-17 were negatively correlated to SNAP-IV inattention scores (r= −0.197, p = 0.008) and CATA Commission scores (r= −0.183, p = 0.014). The levels of TNF-α (r= −0.186, p = 0.013) and IFN-γ (r= −0.218, p = 0.003) also showed negative correlation with SNAP-IV inattention scores. We found no significant correlation between levels of IL-1B, IL-6, IL-10, IL-13, and MCP-1, ADHD clinical symptoms, and neuropsychological tests.





4. Discussion


Our results demonstrated the prevalence rates of atopic diseases (asthma, allergic rhinitis, or atopic dermatitis) to be comparable between ADHD patients and control groups. Three dimensions of ADHD symptoms, surveyed utilizing the SNAP-IV, showed significant differences between participants with ADHD and without ADHD, regardless of the presence of atopic diseases. Compared with their counterparts, children with ADHD are more likely to have allergic conjunctivitis, allergic rhinitis, asthma, and atopic dermatitis [30,31]. A meta-analysis research demonstrated that atopic diseases were related to not only ADHD but also ADHD symptoms’ severity. The relation was even noticed in children with subthreshold ADHD, demonstrating that atopic diseases may influence the spectrum of ADHD symptom severity [7]. However, a time-series study demonstrated that the connection between ADHD and atopic diseases in children was discovered to be heterogeneous within the study population [32]. In our study, we found no differences in ADHD symptoms between ADHD patients with or without atopic diseases or among children without ADHD.



The performance of neuropsychological tests (visual attention measured by Conner’s CPT and auditory attention measured by CATA) was less consistent with ADHD behavioral symptoms. However, higher CPT Omission scores and CATA Detectability scores were observed in children with ADHD (ADHD+ Allergy+ group and ADHD+ Allergy− group), regardless of the presence of atopic diseases. A previous study compared attention deficits among patients with allergic rhinitis (AR), patients with ADHD, and healthy controls [9]. The results indicated that, when compared to the control group, allergic rhinitis patients had significant increases in perseverations in CPT and commission errors, while the ADHD group had the poorest outcome in variability and hit RT standard error [9]. Our findings suggest that visual attention measured by Conner’s CPT and auditory attention measured by CATA are associated with ADHD diagnosis, regardless of the presence of atopic diseases.



Regarding the plasma level of cytokines, IL-1B, IL-6, IL-10, IL-13, and MCP did not differ significantly between the four study groups. Meanwhile, cytokines TNF-α, IFN-γ, and IL-17 were negatively correlated with ADHD symptoms. Previous studies have also shown that TNF-αplasma levels in the ADHD group were significantly lower than those in the control group [33,34]. However, another study demonstrated that TNF-α did not differ significantly between the ADHD group and the control group, nor was there significant correlation with parent-assessed ADHD symptoms [35]. In an animal study, anti-TNF-αtreatment attenuated proteoglycan-induced arthritis progress and adjusted gut microbiota and intestinal barrier function [36]. Previous studies also reported significantly higher levels of IL-6 in ADHD patients than in controls [13,33,35]. One study revealed that increased variability of neuropsychological tests was related to lower TNF-α but to higher IFN-γ levels [17]. The role of IL-17 has been previously shown to be involved in the pathogenesis of neuroinflammatory and neurodegenerative diseases [37]. The discrepancy in the findings of our study may be associated with the small sample size and varieties in characteristics of the patients, such as environment and allergens. The dynamic roles of TNF-α, IFN-γ, and IL-17 have also been reported in the maintenance of homeostasis and neuroprotection in active neuroinflammation [38,39,40]. The correlation between cytokines, ADHD, and atopic diseases remains inconsistent among studies, and more studies are needed to further clarify the correlation [12]. Additional evidence is warranted to clarify whether the production of varied cytokines is involved in the comorbidities of ADHD and atopic diseases.



Strengths and Limitations


This study is the first to divide patients into four group (ADHD and allergy) to investigate the possible effects on cytokines and neuropsychological tests. Another strength of this study includes adequate blood samples that measured eight biomarkers. Nevertheless, several limitations should be noted in this study. First, its sample size was small, with a notable disparity of the sample sizes across the four groups. This issue may reduce statistical power for studying behavioral measures and their correlates. Second, age and sex were not perfectly matched among the patients with or without ADHD or atopic diseases. Age and sex differences may be confounding factors of cytokines and psychological function. Third, atopic diseases were based on clinical diagnosis and the ISAAC, but IgE levels were not collected in this study. Cytokine levels other than plasma were not examined (e.g., sputum), and some essential type 2 cytokines, such as IL-4 and IL-5, were not examined in this study. Atopic diseases thus may have been misclassified. Fourth, the influence of atopic disease on cytokines or psychological function was not individually analyzed. Participants were mainly outpatients from a single hospital, and the age range was limited to ages 6 to 16 years.





5. Conclusions


The findings in this study indicate that the prevalence rates of atopic diseases (asthma, allergic rhinitis, or atopic dermatitis) are comparable between patients with ADHD and control groups. ADHD behavioral symptoms, CPT Omission scores, and CATA Detectability scores showed significant differences between individuals with ADHD and without ADHD, regardless of atopic diseases. However, the plasma levels of certain cytokines (IL-17, IFN-γ, and TNF-α) were inversely correlated with ADHD inattention symptoms. This study demonstrates a potential relationship between allergic immune function and ADHD, and we suggest surveying for atopic diseases and immune function among children with attention deficits.








Supplementary Materials


The following supporting information can be downloaded at: https://www.mdpi.com/article/10.3390/jpm12071155/s1, Table S1. Characteristics of children with ADHD and with atopic disease (ADHD+ Allergy+ group, n = 41), children with ADHD and without allergy (ADHD+ Allergy− group, n = 74), children without ADHD and with allergy (ADHD− Allergy+ group, n = 23), and children without ADHD and without allergy (ADHD− Allergy− group, n = 49).





Author Contributions


Conceptualization, L.-J.W. and H.-C.K.; formal analysis, L.-J.W.; investigation, W.-J.C. and C.-S.T.; resources and investigation, W.-J.C. and C.-S.T.; data curation, writing—original draft preparation, S.-J.C.; writing—review and editing, L.-J.W. and S.-Y.L.; supervision, L.-J.W. and H.-C.K.; project administration, L.-J.W., H.-C.K., W.-J.C. and C.-S.T.; funding acquisition, L.-J.W. and H.-C.K. All authors have read and agreed to the published version of the manuscript.




Funding


This work was supported by grants from the Chang Gung Memorial Hospital (research grant CMRPG8K0761 and CPRPG8J0611-2) and the Taiwan Ministry of Science and Technology (MOST 108-2628-B-182-001 and MOST 109-2314-B-182-045-MY2).




Institutional Review Board Statement


The study was conducted in accordance with the Declaration of Helsinki, and approved by the Institutional Review Board of Chang Gung Memorial Hospital in Taiwan (protocol code 201900465A3 on 29 November 2019).




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


The data of the current study are available from the corresponding author on reasonable request.




Acknowledgments


The authors would like to thank Min-Jing Lee for assisting to recruit participants, Wei-Tsun Soong for granting us the use of the Chinese version of the K-SADS, and Shur-Fen Gau for granting our use of the Chinese version of the SNAP-IV. Shung-Jie Chang and Ho-Chang Kuo are co-first authors and contributing equally to this manuscript.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Posner, J.; Polanczyk, G.V.; Sonuga-Barke, E. Attention-deficit hyperactivity disorder. Lancet 2020, 395, 450–462. [Google Scholar] [CrossRef]

	



Pelsser, L.M.; Buitelaar, J.K.; Savelkoul, H.F. ADHD as a (non) allergic hypersensitivity disorder: A hypothesis. Pediatr. Allergy Immunol. 2009, 20, 107–112. [Google Scholar] [CrossRef]

	



Chua, R.X.Y.; Tay, M.J.Y.; Ooi, D.S.Q.; Siah, K.T.H.; Tham, E.H.; Shek, L.P.-C.; Meaney, M.J.; Broekman, B.F.P.; Loo, E.X.L. Understanding the Link Between Allergy and Neurodevelopmental Disorders: A Current Review of Factors and Mechanisms. Front. Neurol. 2020, 11, 603571. [Google Scholar] [CrossRef] [PubMed]

	



Garg, N.; Silverberg, J.I. Association between childhood allergic disease, psychological comorbidity, and injury requiring medical attention. Ann. Allergy Asthma Immunol. 2014, 112, 525–532. [Google Scholar] [CrossRef] [PubMed]

	



Instanes, J.T.; Halmoy, A.; Engeland, A.; Haavik, J.; Furu, K.; Klungsoyr, K. Attention-Deficit/Hyperactivity Disorder in Offspring of Mothers With Inflammatory and Immune System Diseases. Biol. Psychiatry 2017, 81, 452–459. [Google Scholar] [CrossRef]

	



Lin, Y.-T.; Chen, Y.-C.; Gau, S.S.-F.; Yeh, T.-H.; Fan, H.-Y.; Hwang, Y.-Y.; Lee, Y.L. Associations between allergic diseases and attention deficit hyperactivity/oppositional defiant disorders in children. Pediatr. Res. 2016, 80, 480–485. [Google Scholar] [CrossRef] [PubMed]

	



Chuang, Y.-C.; Wang, C.-Y.; Huang, W.-L.; Wang, L.-J.; Kuo, H.-C.; Chen, Y.-C.; Huang, Y.-J. Two meta-analyses of the association between atopic diseases and core symptoms of attention deficit hyperactivity disorder. Sci. Rep. 2022, 12, 3377. [Google Scholar] [CrossRef]

	



Tistarelli, N.; Fagnani, C.; Troianiello, M.; Stazi, M.A.; Adriani, W. The nature and nurture of ADHD and its comorbidities: A narrative review on twin studies. Neurosci. Biobehav. Rev. 2020, 109, 63–77. [Google Scholar] [CrossRef]

	



Yang, M.T.; Lee, W.T.; Liang, J.S.; Lin, Y.J.; Fu, W.M.; Chen, C.C. Hyperactivity and impulsivity in children with untreated allergic rhinitis: Corroborated by rating scale and continuous performance test. Pediatr. Neonatol. 2014, 55, 168–174. [Google Scholar] [CrossRef]

	



Buske-Kirschbaum, A.; Schmitt, J.; Plessow, F.; Romanos, M.; Weidinger, S.; Roessner, V. Psychoendocrine and psychoneuroimmunological mechanisms in the comorbidity of atopic eczema and attention deficit/hyperactivity disorder. Psychoneuroendocrinology 2013, 38, 12–23. [Google Scholar] [CrossRef]

	



Anand, D.; Colpo, G.D.; Zeni, G.; Zeni, C.P.; Teixeira, A.L. Attention-Deficit/Hyperactivity Disorder And Inflammation: What Does Current Knowledge Tell Us? A Systematic Review. Front. Psychiatry 2017, 8, 228. [Google Scholar] [CrossRef] [PubMed]

	



Donfrancesco, R.; Nativio, P.; Di Benedetto, A.; Villa, M.P.; Andriola, E.; Melegari, M.G.; Cipriano, E.; Di Trani, M. Anti-Yo Antibodies in Children With ADHD: First Results About Serum Cytokines. J. Atten. Disord. 2020, 24, 1497–1502. [Google Scholar] [CrossRef] [PubMed]

	



Darwish, A.H.; Elgohary, T.M.; Nosair, N.A. Serum Interleukin-6 Level in Children With Attention-Deficit Hyperactivity Disorder (ADHD). J. Child Neurol. 2019, 34, 61–67. [Google Scholar] [CrossRef]

	



Donfrancesco, R.; Nativio, P.; Borrelli, E.; Giua, E.; Andriola, E.; Villa, M.P.; Di Trani, M. Serum cytokines in paediatric neuropsychiatric syndromes: Focus on Attention Deficit Hyperactivity Disorder. Minerva Pediatr. 2016, 73, 398–404. [Google Scholar]

	



Corominas-Roso, M.; Armario, A.; Palomar, G.; Corrales, M.; Carrasco, J.; Richarte, V.; Ferrer, R.; Casas, M.; Ramos-Quiroga, J. IL-6 and TNF-alpha in unmedicated adults with ADHD: Relationship to cortisol awakening response. Psychoneuroendocrinology 2017, 79, 67–73. [Google Scholar] [CrossRef]

	



Oades, R.D.; Dauvermann, M.R.; Schimmelmann, B.G.; Schwarz, M.J.; Myint, A.M. Attention-deficit hyperactivity disorder (ADHD) and glial integrity: S100B, cytokines and kynurenine metabolism--effects of medication. Behav. Brain Funct. 2010, 6, 29. [Google Scholar] [CrossRef] [PubMed]

	



Oades, R.D.; Myint, A.M.; Dauvermann, M.R.; Schimmelmann, B.G.; Schwarz, M.J. Attention-deficit hyperactivity disorder (ADHD) and glial integrity: An exploration of associations of cytokines and kynurenine metabolites with symptoms and attention. Behav. Brain Funct. 2010, 6, 32. [Google Scholar] [CrossRef]

	



Cortese, S.; Angriman, M.; Comencini, E.; Vincenzi, B.; Maffeis, C. Association between inflammatory cytokines and ADHD symptoms in children and adolescents with obesity: A pilot study. Psychiatry Res. 2019, 278, 7–11. [Google Scholar] [CrossRef]

	



Broide, D.H. Allergic rhinitis: Pathophysiology. Allergy Asthma Proc. 2010, 31, 370–374. [Google Scholar] [CrossRef]

	



Ngoc, P.L.; Gold, D.R.; Tzianabos, A.O.; Weiss, S.T.; Celedon, J.C. Cytokines, allergy, and asthma. Curr. Opin. Allergy Clin. Immunol. 2005, 5, 161–166. [Google Scholar] [CrossRef]

	



Sugaya, M. The Role of Th17-Related Cytokines in Atopic Dermatitis. Int. J. Mol. Sci. 2020, 21, 1314. [Google Scholar] [CrossRef] [PubMed]

	



Association, A.P. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; DSM-5; American Psychiatric Press: Washington, DC, USA, 2013. [Google Scholar]

	



Chen, Y.L.; Chen, W.J.; Lin, K.C.; Shen, L.J.; Gau, S.S. Prevalence of DSM-5 mental disorders in a nationally representative sample of children in Taiwan: Methodology and main findings. Epidemiol. Psychiatr. Sci. 2019, 29, e15. [Google Scholar] [CrossRef] [PubMed]

	



Wong, G.W.K.; Li, J.; Bao, Y.-X.; Wang, J.-Y.; Leung, T.F.; Li, L.-L.; Shao, J.; Huang, X.-Y.; Liu, E.-M.; Shen, K.-L.; et al. Pediatric allergy and immunology in China. Pediatr. Allergy Immunol. 2018, 29, 127–132. [Google Scholar] [CrossRef] [PubMed]

	



Conners, C.K. The computerized continuous performance test. Psychopharmacol. Bull. 1985, 21, 891–892. [Google Scholar] [PubMed]

	



Kim, Y.; Shin, M.S.; Kim, J.W.; Yoo, H.J.; Cho, S.C.; Kim, B.N. Neurocognitive effects of switching from methylphenidate-IR to OROS-methylphenidate in children with ADHD. Hum. Psychopharmacol. 2009, 24, 95–102. [Google Scholar] [CrossRef] [PubMed]

	



Wang, L.-J.; Lee, S.-Y.; Tsai, C.-S.; Lee, M.-J.; Chou, M.-C.; Kuo, H.-C.; Chou, W.-J. Validity of Visual and Auditory Attention Tests for Detecting ADHD. J. Atten. Disord. 2021, 25, 1160–1169. [Google Scholar] [CrossRef]

	



Bussing, R.; Fernandez, M.; Harwood, M.; Wei, H.; Garvan, C.W.; Eyberg, S.M.; Swanson, J.M. 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, 317–328. [Google Scholar] [CrossRef]

	



Gau, S.S.-F.; Shang, C.-Y.; Liu, S.-K.; Lin, C.-H.; Swanson, J.M.; Liu, Y.-C.; Tu, C.-L. 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. [Google Scholar] [CrossRef]

	



Miyazaki, C.; Koyama, M.; Ota, E.; Swa, T.; Mlunde, L.B.; Amiya, R.M.; Tachibana, Y.; Yamamoto-Hanada, K.; Mori, R. Allergic diseases in children with attention deficit hyperactivity disorder: A systematic review and meta-analysis. BMC Psychiatry 2017, 17, 120. [Google Scholar] [CrossRef]

	



Schans, J.V.; Cicek, R.; de Vries, T.W.; Hak, E.; Hoekstra, P.J. Association of atopic diseases and attention-deficit/hyperactivity disorder: A systematic review and meta-analyses. Neurosci. Biobehav. Rev. 2017, 74, 139–148. [Google Scholar] [CrossRef]

	



Van der Schans, J.; Cao, Q.; Bos, E.H.; Rours, G.; Hoekstra, P.J.; Hak, E.; de Vries, T.W. The temporal order of fluctuations in atopic disease symptoms and attention-deficit/hyperactivity disorder symptoms: A time-series study in ADHD patients. Eur. Child Adolesc. Psychiatry 2020, 29, 137–144. [Google Scholar] [CrossRef] [PubMed]

	



Chang, J.P.-C.; Mondelli, V.; Satyanarayanan, S.K.; Chiang, Y.-J.; Chen, H.-T.; Su, K.-P.; Pariante, C.M. Cortisol, inflammatory biomarkers and neurotrophins in children and adolescents with attention deficit hyperactivity disorder (ADHD) in Taiwan. Brain Behav. Immun. 2020, 88, 105–113. [Google Scholar] [CrossRef] [PubMed]

	



Wang, L.-J.; Li, S.-C.; Li, S.-W.; Kuo, H.-C.; Lee, S.-Y.; Huang, L.-H.; Chin, C.-Y.; Yang, C.-Y. Gut microbiota and plasma cytokine levels in patients with attention-deficit/hyperactivity disorder. Transl. Psychiatry 2022, 12, 76. [Google Scholar] [CrossRef] [PubMed]

	



El-Shorbagy, H.H.; E Elsadek, A.; Al-Shokary, A.H.; E Abdelghani, W.; Kamal, N.M.; O Ibrahim, A.; A Suliman, H.; Barseem, N.F.; Maksoud, Y.H.A.; Azab, S.M.; et al. Serum Levels of Interleukin-6 and Tumor Necrosis Factor Alpha in Children With Attention-Deficit Hyperactivity Disorder. J. Pediatr. Neurosci. 2020, 15, 402–408. [Google Scholar] [CrossRef]

	



Liu, B.; Yang, L.; Cui, Z.; Zheng, J.; Huang, J.; Zhao, Q.; Su, Z.; Wang, M.; Zhang, W.; Liu, J.; et al. Anti-TNF-alpha therapy alters the gut microbiota in proteoglycan-induced ankylosing spondylitis in mice. Microbiologyopen 2019, 8, e927. [Google Scholar] [CrossRef]

	



Milovanovic, J.; Arsenijevic, A.; Stojanovic, B.; Kanjevac, T.; Arsenijevic, D.; Radosavljevic, G.; Milovanovic, M.; Arsenijevic, N. Interleukin-17 in Chronic Inflammatory Neurological Diseases. Front. Immunol. 2020, 11, 947. [Google Scholar] [CrossRef]

	



Hu, M.H.; Zheng, Q.F.; Jia, X.Z.; Li, Y.; Dong, Y.C.; Wang, C.Y.; Lin, Q.Y.; Zhang, F.Y.; Zhao, R.B.; Xu, H.W.; et al. Neuroprotection effect of interleukin (IL)-17 secreted by reactive astrocytes is emerged from a high-level IL-17-containing environment during acute neuroinflammation. Clin. Exp. Immunol. 2014, 175, 268–284. [Google Scholar] [CrossRef]

	



Sun, L.; Li, Y.; Jia, X.; Wang, Q.; Li, Y.; Hu, M.; Tian, L.; Yang, J.; Xing, W.; Zhang, W.; et al. Neuroprotection by IFN-gamma via astrocyte-secreted IL-6 in acute neuroinflammation. Oncotarget 2017, 8, 40065–40078. [Google Scholar] [CrossRef]

	



Dolga, A.M.; Granic, I.; Blank, T.; Knaus, H.G.; Spiess, J.; Luiten, P.G.; Eisel, U.L.M.; Nijholt, I.M. TNF-alpha-mediates neuroprotection against glutamate-induced excitotoxicity via NF-kappaB-dependent up-regulation of K2.2 channels. J. Neurochem. 2008, 107, 1158–1167. [Google Scholar]








[image: Jpm 12 01155 g001 550] 





Figure 1. The three subscales of SNAP-IV (inattention, hyperactivity/impulsivity, and opposition scores) of children with ADHD and with atopic disease (ADHD+ Allergy+ group, n = 41), children with ADHD and without allergy (ADHD+ Allergy− group, n = 74), children without ADHD and with allergy (ADHD− Allergy+ group, n = 23), and children without ADHD and without allergy (ADHD− Allergy− group, n = 49). Multivariate analysis of covariance (MANCOVA) was used to compare clinical symptoms among the four groups of children, with age and gender as covariates. The three subscales of SNAP-IV (inattention: F3219 = 62.34, p < 0.001; hyperactivity/impulsivity: F3219 = 42.02, p < 0.001; and opposition scores: F3219 = 22.20, p < 0.001) showed significant group differences. *** p < 0.001 for post-hoc between group comparison. 
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Figure 2. The visual attention (measured by Conner’s CPT) and auditory attention (measured by CATA) of children with ADHD and with atopic disease (ADHD+ Allergy+ group, n = 41), children with ADHD and without allergy (ADHD+ Allergy− group, n = 74), children without ADHD and with allergy (ADHD− Allergy+ group, n = 23), and children without ADHD and without allergy (ADHD− Allergy− group, n = 49). Multivariate analysis of covariance (MANCOVA) was used to compare CPT and CATA indices among the four groups of children, with age and gender as covariates. The CPT Omission scores (F3219 = 2.97, p = 0.033), CATA Omission scores (F3219 = 3.58, p = 0.015), and CATA Detectability scores (F3219 = 8.53, p < 0.001) showed significant group differences. * p < 0.05, ** p < 0.01 for post-hoc group comparison. The CATA Omission scores in the ADHD+ Allergy− group were higher than those in the ADHD− Allergy− group. Furthermore, the CATA Commission scores in the ADHD+ Allergy− group were higher than those in the ADHD− Allergy+ group. Regardless of the presence of atopic diseases, children with ADHD (ADHD+ Allergy+ group and ADHD+ Allergy− group) showed higher CATA Detectability scores than children without ADHD (ADHD− Allergy+ group and ADHD− Allergy− group). 
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Figure 3. The plasma levels of IFN-γ, IL-1B, IL-6, IL-10, IL-13, IL-17, MCP-1, and TNF-α of children with ADHD and with atopic disease (ADHD+ Allergy+ group, n = 41), children with ADHD and without allergy (ADHD+ Allergy− group, n = 74), children without ADHD and with allergy (ADHD− Allergy+ group, n = 23), and children without ADHD and without allergy (ADHD− Allergy− group, n = 49). Multivariate analysis of covariance (MANCOVA) was used to compare cytokine levels among the four groups of children, with age and gender as covariates. No significant group differences were found in the plasma levels of IFN-γ (F3219 = 1.84, p = 0.142), IL-1B (F3219 = 1.43, p = 0.237), IL-6 (F3219 = 0.87, p = 0460), IL-10 (F3219 = 1.12, p = 0.344), IL-13 (F3219 = 0.05, p = 0.986), IL-17 (F3219 = 0.85, p = 0.247), MCP-1 (F3219 = 0.70, p = 0.555), and TNF-α (F3219 = 2.12, p = 0.100).* p < 0.05 for post-hoc group comparison. 
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Table 1. Characteristics and allergic diseases of children with ADHD and control subjects.
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Variables

	
ADHD (N = 115)

	
Controls (N = 72)

	
Statistics

	
p-Value




	
Mean or N

	
SD or %

	
Mean or N

	
SD or %






	
Age (years)

	
8.9

	
2.3

	
9.9

	
2.6

	
t =2.543

	
0.012




	
Sex

	

	

	

	

	
χ2 = 9.069

	
0.003




	
Female

	
23

	
20.0

	
29

	
40.3

	

	




	
Male

	
92

	
80.0

	
43

	
59.7

	

	




	
Allergic diseases

	

	

	

	

	

	




	
Allergic rhinitis

	
28

	
24.3

	
19

	
26.4

	
χ2 = 0.098

	
0.754




	
Asthma

	
16

	
13.9

	
12

	
16.7

	
χ2 = 0.264

	
0.608




	
Atopic dermatitis

	
7

	
6.1

	
5

	
6.9

	
χ2 = 0.054

	
0.816




	
At least one allergic disease

	
41

	
35.7

	
23

	
31.9

	
χ2 = 0.270

	
0.603








Note: Data are expressed as mean ± SD or n (%). The t-value and p-value were calculated using the independent t-test; the χ2 and p-value were calculated using chi-square test.
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