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Abstract

Rationale Brain-derived neurotrophic factor (BDNF) en-
hances the growth and maintenance of several monoamine
neuronal systems, serves as a neurotransmitter modulator
and participates in the mechanisms of neuronal plasticity.
Therefore, BDNF is a good candidate for interventions in
the pathogenesis and/or treatment response of attention deficit
hyperactivity disorder (ADHD).

Objective We quantified the basal concentration and daily
fluctuation of serum BDNF, as well as changes after methyl-
phenidate treatment.

Method A total of 148 children, 4-5 years old, were classified
into groups as follows: ADHD group (n = 107, DSM-IV-TR
criteria) and a control group (CG, n =41). Blood samples were
drawn at 2000 and 0900 hours from both groups, and after
4.63 £ 2.3 months of treatment, blood was drawn only from
the ADHD group for BDNF measurements. Factorial analysis
was performed (Stata software, version 12.0).
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Results Morning BDNF (36.36 + 11.62 ng/ml) in the CG was
very similar to that in the predominantly inattentive children
(PAD), although the evening concentration in the CG was
higher (CG 31.78 + 11.92 vs PAD 26.41 + 11.55 ng/ml).
The hyperactive—impulsive group, including patients with co-
morbid conduct disorder (PHI/CD), had lower concentrations.
Methylphenidate (MPH) did not modify the concentration or
the absence of daily BDNF fluctuations in the PHI/CD chil-
dren; however, MPH induced a significant decrease in BDNF
in PAD and basal day/night fluctuations disappeared in this
ADHD subtype. This profile was not altered by the presence
of depressive symptoms.

Conclusions Our data support a reduction in BDNF in un-
treated ADHD due to the lower concentrations in PHI/CD
children, which is similar to other psychopathologic and cog-
nitive disorders. MPH decreased BDNF only in the PAD
group, which might indicate that BDNF is not directly impli-
cated in the methylphenidate-induced amelioration of the neu-
ropsychological and organic immaturity of ADHD patients.

Keywords ADHD - ADHD subgroups - Human - Children -
BDNF - Methylphenidate - Serum - Daily rhythms -
Depressive symptoms - Comorbidities

Introduction

Theories supporting the neurobiological basis of attention
deficit hyperactivity disorder (ADHD) are based on two
complementary models, both of which are based on the
dysregulation of interacting neural pathways, i.e. inhibito-
ry noradrenergic fronto-cortical activity on dopaminergic
striatal structures (Wiltschko et al. 2010) and increasing
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dopamine circuits in the limbic system (Nigg and Casey
2005). Although ADHD has a multifactorial origin with a
strong genetic component (Biederman and Faraone 2005),
there are age-related changes in discrete brain areas and
connectivity that parallel behavioural improvement and in-
creased efficiency in cognitive task performance
(Matthews et al. 2014).

In addition to the key features of ADHD, which in-
clude the core problems of inattention, hyperactivity and
impulsivity, the vast majority of ADHD patients have at
least one comorbid condition, e.g. conduct disorder, de-
pressive symptoms or sleep disorders. While both ADHD
subtypes have depressive symptoms with severities equal
to non-ADHD psychiatric control groups and are greater
than community control groups, externalising behaviour
problems and aggression appear to be related to the hy-
peractive—impulsive ADHD symptom domain and overall
ADHD symptom severity (Connor and Ford 2012).

Among the genetic factors related to ADHD, polymor-
phisms related to the activity of brain-derived neurotrophic
factor (BDNF) seem to be correlated with the incidence,
clinical manifestations, endophenotypes or treatment re-
sponse in ADHD (Hong et al. 2011). BDNF is highly
expressed in the central nervous system, and it is able to
cross the blood-brain barrier in both directions. BDNF
operates by binding to the tropomyosin-related kinase B
(TrkB) receptor, enhancing the growth and maintenance
of several monoamine neuronal systems, serving as a neu-
rotransmitter modulator and participating in neuronal plas-
ticity mechanisms (Simchon Tenenbaum et al. 2015), such
as long-term potentiation and learning (Thoenen 1995).

The pharmacological approach to ADHD treatment in-
cludes psychostimulants, norepinephrine reuptake inhibi-
tors and alpha-2 agonists (Molina-Carballo et al. 2016).
The norepinephrine transporter (NET) is known to trans-
port dopamine (DA) with a higher affinity than norepi-
nephrine (NE) with preferential activation within the pre-
frontal cortex, where dopamine transporter (DAT) density
is low and NET density is higher. Stimulants, such as
methylphenidate, block the reuptake of DA and NE
(Wilens 2008), increasing the catecholaminergic tone act-
ing through alpha-2 receptors, thus activating the
hypofunctional medial prefrontal and orbitofrontal cortex.
BDNF is closely related to DA pathways and dopaminergic
function (Li et al. 2010). DAT/NET recovery via enhanced
BDNF signalling is important for the pharmacological ac-
tivities of methylphenidate (MPH) (Nam et al. 2014).

Conversely, dopamine intervenes in the developmental reg-
ulation of striatal BDNF expression, suggesting that the ef-
fects of dopamine on inhibitory GABAergic cells could be
intertwined with BDNF action. Therefore, BDNF plays an
important role in the development and functioning of the do-
pamine system because the induction of BDNF expression
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might constitute a downstream response to D1-like dopamine
receptor activation (Williams and Undieh 2009).

The serotonergic system is influenced by genetic vari-
ations in BDNF (Henningsson et al. 2009). Conversely,
the administration of selective serotonin reuptake inhibitor
antidepressants enhances BDNF gene expression. BDNF
promotes the survival and differentiation of serotonin neu-
rons (Lyons et al. 1999). Serotonin and BDNF are two
distinct signalling systems that play regulatory roles in
many neuronal functions, including survival, neurogenesis
and synaptic plasticity. Additionally, they both regulate
the development and plasticity of neural circuits involved
in mood disorders, such as depression and anxiety
(Martinowich and Lu 2008). Additionally, the circadian
regulation of cognition might involve rhythms of BDNF/
TrkB expression in the hippocampus (Martin-Fairey and
Nunez 2014).

Therefore, BDNF is crucial for dopaminergic, serotonergic
and glutamatergic neurotransmission. In addition to BDNF
regulation of the monoaminergic systems, it plays a pivotal
role in synaptic remodelling during development (Garcia et al.
2010; Zhang et al. 2013).

In addition to strong genetic factors for ADHD occur-
rence, social (non-intact family, young maternal age, low
paternal education and low income) and environmental
(premature birth/low birth weight, prenatal smoking or il-
licit drug use, maternal depression and paternal history of
antisocial behaviour) risk factors also affect ADHD, espe-
cially if these factors are present in the pre and early post-
natal periods during the development of the brain (Sagiv
et al. 2013). In particular, all of these factors are associated
with reduced neonatal weight, which is a recognised bio-
marker for future risk of morbidity. Both newborns with low
birth weights and those who are large for their gestational
ages have increased rates of metabolic and mental disorders,
including ADHD, anxiety and depression. Abnormal
BDNF gene activity probably underlies the mechanism by
which these early life adverse experiences persistently mod-
ify brain and behavioural plasticity (Roth and Sweatt 2011).
These mechanisms are related to DNA methylation, leading
to disruptions in the cell cycle during development and gene
expression in adulthood. Alterations in BDNF with a pla-
cental origin during gestational growth might be one mech-
anism by which DNA methylation is altered in the develop-
ing CNS (Lipsky 2013).

Based on these experimental and clinical data, which were
recently reviewed (Liu et al. 2015) and postulated a role for
neurotrophic BDNF in both the pathogenesis and the response
to the treatment of ADHD, the aims of our study were to
examine the BDNF serum levels and their daily fluctuations
in children with ADHD before and after chronic methylphe-
nidate treatment and to investigate whether these relationships
were related to depressive symptomatology.



Psychopharmacology (2017) 234:267-279

269

Methods
Subjects

A total of 148 children (115 males and 33 females) between
the ages of 5 and 14 years old (mean 9.61 + 2.54 years) were
included in a prospective, quasi-experimental, open clinical
study in a hospital-based sample, which primarily reported
objective neuroendocrine measurements of response.

The sample consisted of the following two groups: an
ADHD group, in which each included patient was assessed
at least twice and, consequently, could be considered as his/
her own control, and a control group, which served only as a
reference. A total of 107 children who met the DSM-IV-TR
(Diagnostic and Statistical Manual of Mental Disorders,
fourth edition, text revision)/ICD-9 (International
Classification of Diseases, ninth revision) criteria for ADHD
were included in the ADHD group after completing the clin-
ical protocol to exclude main comorbidities. We included a
control group (CG, n = 41), mainly composed of the siblings
(n = 35) of the ADHD subjects (recruited simultaneously to
his/her brother or sister) or unrelated subjects (z = 6) who were
healthy children, all of whom had adequate academic
performance.

Clinical methods

Each child with ADHD was assessed at least twice. We ob-
tained a personal medical history and physical examination
and distributed the following documents: (a) DSM-IV-TR
criteria assessment, which was completed by the child’s teach-
er; (b) an EDAH scale (Spanish acronym for the evaluation of
deficit of attention and hyperactivity scale) (Sanchez et al.
2010), in duplicate, one was completed by the teacher and
the other by the child’s parents; (c) the Children’s
Depression Inventory (CDI), which was completed by sub-
jects aged >8 years old; and (d) a sleep diary, which was
completed for 1 week. The EDAH contains some of the main
criteria recommended in the DSM-IV-TR to aid in identifying
children with ADHD and conduct disorder (CD). The EDAH
questionnaire is a 20-item scale (Farré-Riba and Narbona
1997) that utilises structured observation by teachers and is
divided into two 10-item subscales for ADHD and CD. Based
on EDAH scores, the ADHD group was quantitatively sub-
classified into the following two clinical subgroups: children
with predominant attention deficits (predominantly inattentive
children (PAD); if attention deficit (AD) >9, hyperactivity-
impulsivity (HI) <10 and total score <30) and children with
the predominant hyperactive—impulsive subtype with comor-
bid conduct disorder (PHI/CD; if AD <10, hyperactivity (H)
>9 and/or total score >29). Therefore, of the 78 children who
were included in the PHI/CD group, 34 (44 %) met the criteria
for the diagnosis of HI without CD. Of the 44 children with

symptoms of CD, 33 showed a predominance of symptoms of
HI among the symptoms of CD, while the remainder of the
children (11/78; 14 %) had a prevalence of symptoms of CD
among the symptoms of HI. Only 26 of 78 children in this
group (33 %) did not meet further criteria for attention deficit.

The d2 Test is a measure of attention, particularly visual
attention. The d2 Test measures processing speed, rule com-
pliance and quality of performance, allowing for a neuropsy-
chological estimation of individual attention and concentra-
tion performance by the quantification of the following two
scoring keys: errors of omission and errors of commission.
The test has been fully validated and includes extensive
norms, according to age, sex and education.

The CDl is a self-report assessment of depression for chil-
dren, the two subscales of which (negative mood and negative
self-esteem) consist of items that are most unique to depres-
sion and least related to anxiety. To define the subgroups, we
considered the sum of both subscales with a quantitative cut-
off of >17 points considered pathological. The depressive
symptoms were assessed through interviews with the parents
at baseline and during the clinical follow-up and were quanti-
fied by the CDI completed by each child.

All of the children were evaluated with an abbreviated in-
telligence test as a screening of cognitive ability (Kaufman
Brief Intelligence Test (KBIT)), and they also completed the
Spanish version of the Sleep Diary of the National Sleep
Foundation for 1 week (data not shown), with the ADHD
group completing the diary once again after treatment.

Written informed consent was obtained from all of the par-
ents and children >12 years of age, and informed assent was
obtained from all of the participants. No control subjects were
treated with any drug for ethical reasons, and only one assess-
ment was performed. The study design and outcome variables
were approved by the Hospital Ethics Committee and the
Health Research Fund of the Spanish Ministry of Science
and Innovation.

The exclusion criteria were as follows: (1) KBIT <85, (2)
preexisting or actual treatment for epilepsy, (3) other treat-
ments for ADHD or other conditions and (4) revocation of
previous informed consent.

The somatometric characteristics, vital signs and haemato-
logical and biochemical data from the study groups are pro-
vided in Table 1

Treatment

The only drug used in the study was prolonged release meth-
ylphenidate (PRMPH, OROS formulation), initially at 0.5 mg/
kg/day. The dosage was adjusted as a function of the response
and tolerance to treatment (absence of adverse symptomatol-
ogy). The mean initial dose of methylphenidate was
25.81 £10.35 mg, and the final dose at the time of the second
evaluation was 31.85 + 10.68 mg. At inclusion, all of the
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Table 1 Somatometrics, vital

signs and haematological and Control (n = 41) PAD (n =29) PHI/CD (n=178) Statistics

biochemical data for the control

group and the ADHD groups t p
Age (year) 10.22 +2.58 9.59+2.77 933+241 1.81 0.07
Sex (M/F) 30/11 24/5 61/17 X =067 0.41
Height (m) 147 +£0.18 1.37+0.19 1.37+0.16 3.06 0.001%#*
Weight (kg) 44179 £ 15.14 35.54 £ 13,12 36.87 £ 16.21 2.39 0.003#*
BMI (kg/m?) 19.8 £4.14 18.40 £3.53 18.90 + 4.40 1.14 0.254
HR (bpm) 79.81 +£12.96 77.75 £11.49 79.22 £10.36 0.37 0.71
SBP (mm Hg) 105.42 +13.80 102.58 +14.50 101.36 +13.97 1.41 0.16
DBP (mm Hg) 64.11 £8.57 65.73 £17.51 63.57 £10.95 0.241 0.81
Hb (g/1) 13.87 £1.02 13.79 £ 0.84 13.90 =0.79 0.40 0.69
Hct (%) 39.18£2.40 37.84 +6.87 40.19 +£5.83 0.39 0.70
MCV (fl) 78.16 £ 8.90 77.49 £7.51 79.66 + 8.99 0.37 0.71
Iron (mg %) 84.68 +29.76 77.73 +£29.02 89.12 £ 31.31 0.10 0.92
Ferritin (ng/l) 38.12+13.53 40.32 + 15.55 41.94 +£21.25 1.07 0.29
TSH (uIU/) 244 +£1.26 2.62£0.98 3.00 + 1.44 1.77 0.08
KBIT score 107.88 £12.29 103.16 + 10.35 104.06 = 11.15 0.77 0.21

M male, F female, BMI body mass index, HR heart rate, SBP systolic blood pressure, DBP diastolic blood
pressure, ¢ ¢ test for unrelated samples, MCV mean corpuscular volume, 7SH thyroid-stimulating hormone,
KBIT combined punctuation of the Kaufman abbreviated intelligence test

*Significant differences between the CG and the ADHD group with p values (0.001 and 0.003) already included
in the column. None of the comparisons of the data for the ADHD groups were significant. Data are expressed as

the mean + SD

patients were naive to any medication, and no other treatment
(pharmacological or psychological) was administered before
the conclusion of the protocol.

Measurements

None of the samples were obtained in the presence of an acute
or severe illness. Blood samples were obtained at 20:00 and at
09:00 the day following inclusion. In the ADHD group, after
4.61 £+ 2.29 months of daily methylphenidate administered
early in the morning, the identical study protocol was repeat-
ed. Serum was separated into 0.5-ml aliquots for freezing at
=30 °C until analysis.

Analytical methods

BDNF was measured using the enzyme-linked immunosorbent
assay (ELISA) kits (IBL International, Hamburg, ref.
RB59041) with a minimum sensitivity of 80 pg/ml and coeffi-
cients of variability of 10 (intra-assay) and 12 % (inter-assay).

Statistics
To achieve the objectives of the study, factorial analyses
were conducted as described below. For comparisons be-

tween the EDAH and CDI scores (ordinal variables),
Wilcoxon signed-rank tests (paired samples) were used
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for inferential statistics. For comparisons between patients
(cases) and each variable in the study, the factors in the
factorial models were as follows: (a) groups with two cat-
egories: PAD and PHI/CD groups; (b) patients, nested in
groups and subgroups (CDI); (c) hour, with two categories,
day and night, crossed with the groups; and (d) time, with
two levels, before and after treatment; this factor was a
crossed factor with group and hour. Group, hour and time
were fixed effect factors; and patients were a random effect
factor. Comparisons between cases and controls were per-
formed because there was only one measurement for the
controls using the same analysis repeated in two different
situations, which were as follows: baseline in cases com-
pared with controls and after treatment in cases compared
with controls. The factorial model had the following three
factors: (1) group with three categories (controls, PAD and
PHI/CD), (2) subjects (controls and patients) nested in
groups and patients nested in CDI subgroups and 3) hour,
with two categories, day and night, crossed with group.
Group and hour were fixed effect factors, and subjects
were a random effect factor. For both types of compari-
sons, an ANOVA table was built, and higher interactions
were determined. If these interactions were significant,
multiple pairwise comparisons were performed using
Bonferroni correction, and, if not, these corrections were
applied to the principal effects in the table. The experimen-
tal quantities for these comparisons were not ‘¢’, as
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expected, because we used ‘z’, the normal approximations
for ts, because of the global sample sizes. The analyses
reported were crude analyses, and adjusted analyses by
age and sex were performed using ANCOVA methodolo-
gy. In all of the cases, the interactions were studied for
levels less than 0.15, and the latest comparisons were con-
sidered significant at p < 0.05 after applying the correction.
When analysing the variances in different groups, homo-
geneous transformations were performed on data using
natural logarithms to achieve uniformity. We used the
Stata statistical package, version 12.0, for all of the
analyses.

Results

The mean heights and weights were significantly higher in the
control group in part due to the slightly higher mean age than
the ADHD group; however, there were no differences in BMI
(Table 1). After treatment, the average height of the patients
was unchanged, while the weight decreased, which was ex-
pected and previously reported (Molina-Carballo et al. 2013).

Table 2 shows the clinical course data (EDAH, d2 and CDI
scores) for the ADHD group separated into diagnostic groups.
Although not significantly different (data not shown), the inci-
dences of depressive symptoms were 20.7 and 24.4 % in the
PAD and PHI/CD groups, respectively and were more common

in girls than boys (34.8 vs 20.2 %, respectively). More than
80 % experienced improvements (EDAH scores) after methyl-
phenidate treatment based on the parental evaluation data.

BDNF comparisons between groups

At baseline, the children with ADHD (30.16 + 12.63 ng/ml)
had significantly (z = 2.19, p = 0.028) lower concentrations of
BDNF than the control children (34.39 + 11.88 ng/ml); these
differences persisted after adjusting for age and gender
(Fig. 1). The values were higher in the morning
(33.19 £ 12.43) with high statistical significance (z = 2.76,
p =0.006) compared with the night values (29.16 + 12.41).
In the comparison of the CG with the two ADHD sub-
groups, the mean value of BDNF levels of the control group
showed no differences with the PAD-ADHD (30.86 £ 12.9 ng/
ml), but there were differences (z = 2.26, p = 0.024) between
the CG and the PHI-CD group (29.91 + 12.57 ng/ml).
Considering only the hour-of-day factor, there were signifi-
cant differences between day and night (z =2.79, p = 0.0052)
in the whole sample, with higher values in the morning. These
differences were erased in the post hoc pairwise comparisons,
after including both subgroups and hour of day as factors.
Accounting for the presence or absence of depressive symp-
tomatology showed no differences in the morning or at night in
either of the ADHD groups (Table 3). There was a trend
(z=1.87, p = 0.06) towards lower morning values in the PHI/

Table2 Means and standard deviations for the EDAH scale, d2 and CDI scores for the control group and the ADHD subgroups at the study inclusion

Test Score Control group ~ ADHD groups
PAD group PHI/CD group
Baseline Post-PRMPH  Statistics® Baseline Post-PRMPH  Statistics®
Mean = SD Mean + SD Mean + SD z Sig Mean + SD Mean = SD Z Sig
EDAH scale AD 3.75+£3.13 11.07+ 149 8.67+3.01 —2.672 0.008 10.33+2.94 872+29 —4.244 <0.001
H 4.08 £2.73 5.59+£2.51 5.83+£2.55 -0.287 NS 10.44 £2.73 8.18 £2.95 —4.852 <0.001
CD 5.11+£3.26 6.89 £3.18 7.39+£5.81 0.687 NS 15.81 £4.93 1226 £5.08 —4.217 <0.001
AD+H 7.83+4.70 16.76 £2.24  14.5+4.18 -1.699 NS 20.75 +4.42 16.84 £5.19 —5.035 <0.001
Global  12.94 +6.50 23.56 +4.46 21.89+8.75 —1.166 NS 36.56 +7.74 29.14+946 —4.889 <0.001
d2—attention test O 1539+1798 17.57 +£23.33 22.50+4299 —0314 NS 16.09+23.59 894+1238 -1.609 NS
C 943 +£13.94 1596 +18.84 11.89+27.47 —1.891 0.059 15.06+2295 1028+17.17 —2.566 0.01
CON 123 £41.56 83.61 £34.92 111.1+£47.48 2.586 0.01 8859+£39.79 117.21+524 4.195 <0.001
Total 323.11 £82.58 242.8+79.74 303.7+84.87 2949 0.003 247.68 +£77.22 30096 +93.8 4328 <0.001
CDI NM 238+£2.28 4,56 £4.29 411 +£3.23 —0.666 NS 5.54 £3.68 591 +£6.07 -2.591 0.01
NSE 447 +3.32 7.89 £4.08 7.00 +3.25 -1.720 NS 7.99 £3.26 7.12 +£3.16 -3.463 0.001
Total 6.85+5.06 1244 +730 11.11+£6.12 -1.930 0.054 13.44+6.24 12.33+7.80 —3.476 0.001

EDAH Spanish acronym for the evaluation of deficit of attention and hyperactivity scale, AD attention deficit, H hyperactivity, CD conduct disorder, O
number of omissions, C number of commissions, CON concentration score, NM value of the ‘negative mood’ subscale of the Childhood Depression
Inventory (CDI), NSE value of the ‘negative self-esteem’ subscale of the CDI, z z value on Wilcoxon signed-rank test

# Statistical comparison of the ADHD groups between baseline and post-PRMPH data
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Fig. 1 Comparisons of the BDNF serum levels among groups,
subgroups and subtypes. The control group and the ADHD subgroups
(top figure), the ADHD groups and the control groups at baseline (middle
figure) and the control group and the ADHD subtypes post-chronic
treatment with PRMPH. Additionally, the middle figure includes the
significant difference between the day and night for the baseline PAD
group. PAD predominantly attention deficit group, PHI/CD
predominantly hyperactive—impulsive/conduct disorder, B baseline,
Post post-prolonged release methylphenidate (PRMPH)

CD group in the absence vs the presence of comorbid depres-
sive symptoms (28.83 + 11.47 vs 35.64 + 15.2 ng/ml). After
accounting for depressive symptoms in the factor analysis, the

@ Springer

day/night differences continue to have high statistical signifi-
cance (z = 2.79, p = 0.005) and higher morning concentrations.

BDNF response in the ADHD group

After treatment, the BDNF levels showed a non-significant
decrease (28.05 £ 12.20 vs 30.16 £ 12.63 ng/ml) with similar
day/night differences (z = 3.03, p = 0.0025) from baseline.

In the PAD group, the baseline BDNF concentrations were
very similar to those in the CG, with greater day/night differ-
ences at baseline that reached significant differences (Fig. 2).
Methylphenidate induced a significant decrease in the BDNF
values to the lowest BDNF values (26.97 + 10.3 ng/ml,
z = 1.83, p = 0.021 in the morning; 25.05 + 10.21 ng/ml,
p = NS at night) as shown in Fig. 2. In contrast, in the PHI/
CD group, methylphenidate did not induce any changes in the
BDNF values in the morning or at night. Including depressive
symptomatology as a factor did not change the results. A
significant difference (z = 2.24, p = 0.025) in the day values
before and after treatment was only observed in the PAD
group (Table 3).

The analysis by ADHD groups only showed a trend to-
wards BDNF differences between the basal morning values
in the absence of depressive symptoms (z = 1.95, p = 0.051),
with a higher concentration in the baseline PAD group than
post-treatment.

Discussion

Our study is the first to report BDNF concentrations and daily
fluctuations in children diagnosed with ADHD grouped accord-
ing to ADHD groups (PAD and PHI, including patients with
comorbid conduct disorders) and subgroups (comorbid depres-
sive symptoms) both before and after PRMPH treatment.

The data reported here supported previous reports on child
(Molina-Carballo et al. 2012) and adult patients (Corominas-
Roso et al. 2013), which showed decreased serum BDNF in
ADHD patients compared with healthy controls. Additionally,
we reported that prolonged treatment with methylphenidate
induced further decreases in serum BDNF due to decreases
in predominantly inattentive children without any changes in
predominantly hyperactive children and with no influence on
depressive symptomatology. Although the PHI/CD group had
slightly lower BDNF concentrations, the global profile of the
post-methylphenidate BDNF concentration in the PAD group
was very similar to that of the PHI/CD group before treatment
(middle and bottom images, Fig. 1); consequently, there were
no differences between the ADHD groups after chronic meth-
ylphenidate treatment (Fig. 2). Before methylphenidate treat-
ment, the BDNF profile of the PAD group was comparable to
that of the control group. Other reports have shown conflicting
or opposite results. In particular, there were two reports of
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untreated children that indicated high BDNF concentrations
(Li et al. 2014; Shim et al. 2008), and two other works found
no baseline differences (Sahin et al. 2014; Scassellati et al.
2014) compared to the control group. There have been con-
flicting results for the BDNF changes induced by methylphe-
nidate in children, with only one report indicating a BDNF
decrease (Sahin et al. 2014) and another reporting an increase
in BDNF after treatment (Amiri et al. 2013).

In experimental developmental animal models, exposure to
psychostimulants produced effects that were the opposite of
those observed in drug-exposed adult animals (Brandon et al.
2001). During development, exposure to methylphenidate in-
duced brain region-specific decreases in the BDNF gene with a
reduction in BDNF messenger RNA (mRNA) in the striatum
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and the hypothalamus and a permanent reduction in prefrontal
BDNF transcription and translation upon cocaine exposure in
adulthood (Andersen and Sonntag 2014). Methylphenidate
could enhance neurogenesis in the hippocampi of adolescent
mice by increasing the BDNF level (Lee et al. 2012). The
delayed prefrontal cortex development observed in children
and ADHD adolescents could be activated by prepubertal ex-
posure to psychostimulants, which might also be associated
with reduced substance abuse disorders as adults (Andersen
2005). By translating this basic research into clinical practice,
evidence has emerged that stimulant treatment decreased the
risk for subsequent comorbid psychiatric disorders and academ-
ic failure (Biederman et al. 2009), but actual use of medications
for ADHD did not protect from or contribute to the risk of
substance use by adolescents (Molina et al. 2013). It was sug-
gested that prepubertal treatment with a dopamine D3 receptor
agonist might reduce ADHD behaviours, including the risk for
substance abuse disorders (Andersen and Sonntag 2014).

The postulated predominantly inhibitory changes in brain
activity induced by methylphenidate (Volkow et al. 2013) and
the role of BDNF in synaptic plasticity should be reflected in
the serum BDNF levels. Amiri et al. (2013) found an improve-
ment in hyperactivity symptoms with decreasing baseline
plasma BDNF levels. Although their work also reported an
increase in BDNF in response to methylphenidate, this in-
crease might reflect the induction of BDNF expression as a
downstream response to D1-like dopamine receptor activation
(Williams and Undieh 2009). Nevertheless, as suggested
above, the changes in brain activity induced by methylpheni-
date are probably predominantly inhibitory in nature and
intermediated by activation of D2 and D3 dopamine receptors
(Volkow et al. 2013).

Data reporting differences between ADHD subtypes have
been scarce, and no differences at baseline (Scassellati et al.
2014) or in low-level trends in adults have been observed
(Corominas-Roso et al. 2013). These latter data were in agree-
ment with the significant, positive correlation between BDNF
and the severity of the inattentive symptoms in children (Shim
et al. 2008). In addition to a small sample, the differences in
the evaluations and classifications of children into subtypes
could explain the absence of the detection of differences be-
tween subtypes. In our case, as explained in the ‘Methods’
section, we followed a quantitative method based on EDAH
parent scores to separate children into ADHD groups, with the
PAD group meeting the DSM-IV criteria for the attention-
deficit ADHD subtype and the HI/CD group, which, in addi-
tion to patients with the pure hyperactive—impulsive ADHD
subtype, included patients with comorbid conduct disorders.

After treatment, we noted a decrease in BDNF only in the
PAD group. In some patients, the clinical response to methyl-
phenidate was of lower intensity (Table 2) and resulted in no
BDNF changes in the PHI/CD group. Nevertheless, the treat-
ment resulted in the alleviation of clinical symptoms.
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Similar to our results with methylphenidate, in adult
ADHD subjects treated with atomoxetine, the inattentive
group showed a decrease in serum BDNF, while the concen-
tration remained unchanged in the combined ADHD subtype
(Ramos-Quiroga et al. 2014). However, it was suggested
(Fumagalli et al. 2010) that atomoxetine and MPH exert op-
posite modulation of the BDNF system, primarily in the pre-
frontal cortex. The Ramos-Quiroga group previously reported
low baseline serum BDNF levels in adults with ADHD com-
pared to controls, suggesting that these low levels might con-
tribute to neurodevelopmental deficits in these patients
(Corominas-Roso et al. 2013). In the work of Ramos-
Quiroga et al. (2014), the magnitude of the difference in serum
BDNEF levels between patients and controls was much greater
than the change in serum BDNF after chronic treatment with
ATX. In our study, this result was not observed because the
baseline BDNF concentrations in healthy children and PAD
patients did not have any differences, and methylphenidate
treatment erased the differences between the ADHD groups,
eliminating the statistically significant differences between the
control and the PHI/CD group. It is noteworthy that the clin-
ical efficacies of both stimulant and non-stimulant treatments
for ADHD have been associated with similar decreases in
BDNF concentration. Hypothetically, long-term effects (i.e.
neural circuitry reorganisation or neuronal plasticity) induced
by ADHD medications previously administered to adult pa-
tients (Ramos-Quiroga et al. 2014) might have induced a
prolonged and progressive decrease in BDNF levels, which
would explain the greater difference between inattentive adult
patients and control patients than those observed for the group
of predominantly inattentive children.

Although ADHD has a strong genetic basis (Biederman and
Faraone 2005), several meta-analyses of reported differences in
serum BDNF levels in ADHD patients have not found any
evidence for differences in the frequency of BDNF genotypes
in ADHD (Sanchez-Mora et al. 2010; Zhang et al. 2012). In
addition to these yet undefined genetic influences, a variety of
stressful events experienced during pregnancy predicted
ADHD (Ronald et al. 2010). These events could act as epige-
netic mechanisms at the interface between BDNF polymor-
phisms and ADHD symptoms (Lasky-Su et al. 2007). For ex-
ample, smoking induces both significant decreases in striatal
and cortical dopamine and serotonin and reductions in BDNF
mRNA and proteins, resulting in the long-term downregulation
of BDNF expression (Toledo-Rodriguez et al. 2010). These
data were in agreement with the behavioural alterations ob-
served in epidemiological studies linking maternal smoking
to ADHD. Another toxic factor, prenatal alcohol exposure,
could affect both BDNF expression and neurogenesis via epi-
genetic mechanisms (Ungerer et al. 2013). Although the neu-
ropsychological effects of alcohol exposure in intrauterine life
might be clinically differentiated from those in children with
ADHD (Mattson et al. 2013), an exacerbated relationship

between alcohol exposure and ADHD in conduct disorders
and externalising behavioural problems in children has been
shown (Ware et al. 2014). In addition to reduced morning se-
rotonin concentrations (the entire ADHD group), ADHD chil-
dren in the PHI/CD group showed reduced baseline serum
BDNF (Molina-Carballo et al. 2013). Innately, low BDNF ex-
pression due to genetic polymorphisms or other causes could
play a role in the mediation of the reinforcing effects of ethanol
and the control of ethanol intake (Raivio et al. 2014) at later
ages, in turn accentuating serotonin system dysfunction
(Riikonen et al. 2005). BDNF exerts trophic properties on the
serotonin neurons; that is, in animal models of foetal alcohol
syndrome and prenatal stimulant (cocaine) administration, ac-
tivation of the serotonin-1A receptor induced the growth of
atrophic neurons and reversed microcephaly, a key characteris-
tic of alcohol-related foetal spectrum disorders (Azmitia 2001).

The decreased serum BDNF levels in the ADHD group and
more specifically in the PHI/CD group, as well as in the adults
with ADHD (lower BDNF levels in the combined group than
in the inattentive subtype) (Corominas-Roso et al. 2013), ap-
peared to contradict the results of Shim et al., who reported
significantly higher BDNF levels in ADHD children than in
controls. These authors suggested a compensatory mechanism
in the response of abnormal and late brain maturation in
ADHD children (Shim et al. 2008). Corominas-Roso et al.
suggested (2013) that patients whose ADHD persisted into
adulthood could be a subgroup with lower intrinsic BDNF
activity, which might contribute to maintaining the disorder.

One of the most frequent confounding factors when study-
ing serum BDNF levels is the presence of depressive symp-
toms. Depression has been consistently associated with a de-
crease in BDNF levels in the serum (Bus et al. 2011), which is
normalised with antidepressant treatment. We found no influ-
ence of BDNF on depressive symptomatology in children.
Our study protocol did not specifically exclude the presence
of anxiety symptoms, although low BDNF levels have been
reported in female patients with anxiety disorders (Molendijk
et al. 2012). Although we reported statistical data adjusted for
age and sex, other authors have shown no sex differences in
serum BDNF levels in adult ADHD patients. Together, these
data further suggested that low serum BDNF levels are a char-
acteristic of a subset of ADHD patients.

These results for BDNF were consistent with the previous
work of our group (Mufioz-Hoyos et al. 2011) and of others
(Girdler and Klatzkin 2007), suggesting that low basal neuroen-
docrine mediator levels in response to chronic stress and inade-
quate responses to stimuli are the consequences of repeated
biological adaptations to increased life stress. Some
neurosteroids evoke this type of response (Molina-Carballo
et al. 2014). Neuroactive steroids can be synthesised in neuronal
and glial cells independent of peripheral steroidogenesis. These
steroids have modulatory effects on the release of multiple neu-
rotransmitters. Furthermore, they have important functions in
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development (Melcangi et al. 2014). Among them, dehydroepi-
androsterone has been suggested to be a biological marker for
ADHD (Wang et al. 2011). In contrast, the published data on the
interactions among serotonin, dehydroepiandrosterone and
BDNF (Martinowich and Lu 2008) have included BDNF as a
mediator of DHEA activity in the brain, resulting in a significant
increase in serotonin levels after DHEA administration (Svec
and Porter 1997). Allopregnanolone, another key neurosteroid
derived from progesterone, has a low serum concentration dur-
ing depressive episodes in humans with a blunted increase in
response to acute stress (Girdler and Klatzkin 2007). In agree-
ment with these data, methylphenidate induced a significant
increase in serum allopregnanolone only in PAD-ADHD chil-
dren without depressive symptoms, while in the PHI/CD group,
it induced a decrease, which had statistical significance only in
the presence of depressive symptoms (Molina-Carballo et al.
2014). Finally, sex differences in the expression and/or re-
sponses to neurosteroids of the nigrostriatal dopaminergic sys-
tem (Gillies et al. 2014) have been proposed to explain the
gender differences in the incidence of ADHD. Steroidogenic
antidepressants could increase allopregnanolone synthesis
(Evans et al. 2012), which, in turn, might upregulate the
BDNF content in the cortico-limbic neurons, exerting trophic
effects (Nakao et al. 2011).

The daily fluctuations in BDNF showed significant day/
night fluctuations with higher morning values and no signifi-
cant changes after treatment. Neuroendocrine changes in
ADHD might involve disturbances to various aspects of the
biological rhythms that normally exhibit circadian oscillations
(Kohyama 2011). Irregular sleep—wake patterns and delayed
sleep in individuals with ADHD were associated with delays
and dysregulations of the core and skin temperatures (Bijlenga
et al. 2013). We previously reported that subtle changes in the
daily fluctuations and concentrations of serotonin and melato-
nin (Molina-Carballo et al. 2013) and melatonin metabolisation
(Cubero-Millan et al. 2014) might contribute to marked clinical
improvements in the key symptoms of ADHD.

Considering the BDNF decrease in morbidly obese chil-
dren, the co-occurrence of both obesity and ADHD (Cortese
et al. 2013) and the role of BDNF in cognition (Carlino et al.
2013), further phenotypical studies on the concentrations of
BDNEF in children and adults are warranted. Our patients and
those of Scassellati et al. (2014) had similar BMI values for
both the ADHD subtypes and the controls. Future studies on
BDNF and other neuroendocrine mediators of ADHD in
humans should correct for the time of blood withdrawal,
age, sex, sociodemographic variables, smoking status and
food and alcohol intake, and these studies should stratify
ADHD patients according to their BMI so that several other
ADHD subclassifications can be defined based not only on
symptomatology but also on biology (Wallis 2010).

Our study, which reported the objective neuroendocrine
responses after chronic treatment, had several limitations as
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follows: (1) the study included a small control group largely
composed of the siblings of the patients. Nevertheless, our
sample might be homogeneous with respect to the genetic
and epigenetic variables related to the expression of BDNF
and other variables that could alter BDNF levels, because a
high-fat diet (Kaczmarczyk et al. 2013) and exercise (Heyman
et al. 2012) rapidly impact dopamine metabolism in the brain.
(2) There were small numbers of females, adolescents and
patients belonging to the PAD group. (3) A large proportion
of the ADHD children had comorbid CD.

In summary, our results showed both a decrease in the
baseline serum BDNF levels of children with ADHD, due to
a lower value in predominantly hyperactive—impulsive/con-
duct disordered children, and that methylphenidate treatment
eliminated these baseline differences in BDNF concentrations
between ADHD groups by lowering BDNF in the PAD group.
Despite region-specific differences in BDNF expression and
synaptogenesis during brain development (Ninan 2014), if
decreases in BDNF serum concentrations are a common fea-
ture of a subset of children and adult ADHD patients, it must
be confirmed with additional studies including larger samples
and groups with homogeneous semiology.

Acknowledgments Funding for this study was provided by the Health
Research Fund (FIS; Spanish Ministry of Science and Innovation), FIS-
P107-0603; the FIS played no further role in the study design; in the
collection, analysis and interpretation of data; in the writing of the report
or in the decision to submit the paper for publication.

We wish to thank Mrs. Puri Ubago-Corpas for her supervision and
support.

Compliance with ethical standards

The study design and outcome variables were approved by the Hospital
Ethics Committee and the Health Research Fund of the Spanish Ministry
of Science and Innovation.

Contributors AMC, JU and AMH designed the study and wrote the
protocol. ICM, MJRR, SMS, LFL, PTP, ARL and IMC performed the
sample collection and managed the literature searches and analyses.
AMC, AMH and JDLC undertook the statistical analysis; and ICM,
MIJRR and AMC wrote the first draft of the manuscript. All of the re-
searchers contributed to and have approved the final manuscript.

Contflict of interest
interest.

The authors declare that they have no conflict of

References

Amiri A, Torabi Parizi G, Kousha M, Saadat F, Modabbernia MJ, Najafi
K, Atrkar Roushan Z (2013) Changes in plasma brain-derived neu-
rotrophic factor (BDNF) levels induced by methylphenidate in chil-
dren with attention deficit-hyperactivity disorder (ADHD). Prog
Neuro-Psychopharmacol Biol Psychiatry 47:20-24



Psychopharmacology (2017) 234:267-279

271

Andersen SL (2005) Stimulants and the developing brain. Trends
Pharmacol Sci 26:237-243

Andersen SL, Sonntag KC (2014) Juvenile methylphenidate reduces pre-
frontal cortex plasticity via D3 receptor and BDNF in adulthood.
Front Synaptic Neurosci 6:1

Azmitia EC (2001) Neuronal instability: implications for Rett’s syn-
drome. Brain and Development 23:S1-s10

Biederman J, Faraone SV (2005) Attention-deficit hyperactivity disorder.
Lancet 366:237-248

Biederman J, Monuteaux MC, Spencer T, Wilens TE, Faraone SV (2009)
Do stimulants protect against psychiatric disorders in youth with
ADHD? A 10-year follow-up study. Pediatrics 124:71-78

Bijlenga D, Van Someren EJ, Gruber R, Bron TI, Kruithof IF, Spanbroek
EC, Kooij JJ (2013) Body temperature, activity and melatonin pro-
files in adults with attention-deficit/hyperactivity disorder and de-
layed sleep: a case-control study. J Sleep Res 22:607-616

Brandon CL, Marinelli M, Baker LK, White FJ (2001) Enhanced reac-
tivity and vulnerability to cocaine following methylphenidate treat-
ment in adolescent rats. Neuropsychopharmacology 25:651-661

Bus BA, Molendijk ML, Penninx BJ, Buitelaar JK, Kenis G, Prickaerts J,
Elzinga BM, Voshaar RC (2011) Determinants of serum brain-derived
neurotrophic factor. Psychoneuroendocrinology 36:228-239

Carlino D, De Vanna M, Tongiorgi E (2013) Is altered BDNF biosynthe-
sis a general feature in patients with cognitive dysfunctions?
Neuroscientist 19:345-353

Connor DF, Ford JD (2012) Comorbid symptom severity in attention-
deficit/hyperactivity disorder: a clinical study. J Clin Psychiatry 73:
711-717

Corominas-Roso M, Ramos-Quiroga JA, Ribases M, Sanchez-Mora C,
Palomar G, Valero S, Bosch R, Casas M (2013) Decreased serum
levels of brain-derived neurotrophic factor in adults with attention-
deficit hyperactivity disorder. Int J] Neuropsychopharmacol.
doi:10.1017/S1461145712001629

Cortese S, Ramos Olazagasti MA, Klein RG, Castellanos FX, Proal E,
Mannuzza S (2013) Obesity in men with childhood ADHD: a 33-
year controlled, prospective, follow-up study. Pediatrics 131:e1731—
el738

Cubero-Millan I, Molina-Carballo A, Machado-Casas I, Fernandez-Lopez L,
Martinez-Serrano S, Tortosa-Pinto P, Ruiz-Lopez A, Luna-del-Castillo
J, Uberos J, Munoz-Hoyos A (2014) Methylphenidate ameliorates de-
pressive comorbidity in ADHD children without any modification on
differences in serum melatonin concentration between ADHD sub-
types. Int J Mol Sci 15:17115-17129

Fumagalli F, Cattanco A, Caffino L, Ibba M, Racagni G, Carboni E,
Gennarelli M, Riva MA (2010) Sub-chronic exposure to
atomoxetine up-regulates BDNF expression and signalling in the
brain of adolescent spontaneously hypertensive rats: comparison
with methylphenidate. Pharmacol Res 62:523-529

Garcia N, Santafe MM, Tomas M, Lanuza MA, Besalduch N, Tomas J
(2010) Involvement of brain-derived neurotrophic factor (BDNF) in
the functional elimination of synaptic contacts at polyinnervated neuro-
muscular synapses during development. J Neurosci Res 88:1406-1419

Gillies GE, Pienaar IS, Vohra S, Qamhawi Z (2014) Sex differences in
Parkinson’s disease. Front Neuroendocrinol 35:370-384

Girdler SS, Klatzkin R (2007) Neurosteroids in the context of stress:
implications for depressive disorders. Pharmacol Ther 116:125-139

Henningsson S, Borg J, Lundberg J, Bah J, Lindstrom M, Ryding E,
Jovanovic H, Saijo T, Inoue M, Rosen I, Traskman-Bendz L, Farde
L, Eriksson E (2009) Genetic variation in brain-derived neurotrophic
factor is associated with serotonin transporter but not serotonin-1A
receptor availability in men. Biol Psychiatry 66:477—485

Heyman E, Gamelin FX, Goekint M, Piscitelli F, Roelands B, Leclair E,
Di Marzo V, Meeusen R (2012) Intense exercise increases circulat-
ing endocannabinoid and BDNF levels in humans—possible impli-
cations for reward and depression. Psychoneuroendocrinology 37:
844-851

Hong CJ, Liou YJ, Tsai SJ (2011) Effects of BDNF polymorphisms on
brain function and behavior in health and disease. Brain Res Bull 86:
287-297

Kaczmarczyk MM, Machaj AS, Chiu GS, Lawson MA, Gainey SJ, York
IM, Meling DD, Martin SA, Kwakwa KA, Newman AF, Woods JA,
Kelley KW, Wang Y, Miller MJ, Freund GG (2013)
Methylphenidate prevents high-fat diet (HFD)-induced learning/
memory impairment in juvenile mice. Psychoneuroendocrinology
38:1553-1564

Kohyama J (2011) Neurochemical and neuropharmacological aspects of
circadian disruptions: an introduction to asynchronization.
CurrNeuropharmacol 9:330-341

Lasky-Su J, Faraone SV, Lange C, Tsuang MT, Doyle AE, Smoller JW,
Laird NM, Biederman J (2007) A study of how socioeconomic
status moderates the relationship between SNPs encompassing
BDNF and ADHD symptom counts in ADHD families.
BehavGenet 37:487-497

Lee TH, Lee CH, Kim IH, Yan BC, Park JH, Kwon SH, Park OK, Ahn
JH, Cho JH, Won MH, Kim SK (2012) Effects of ADHD therapeu-
tic agents, methylphenidate and atomoxetine, on hippocampal
neurogenesis in the adolescent mouse dentate gyrus. Neurosci Lett
524:84-88

Li B, Arime Y, Hall FS, Uhl GR, Sora I (2010) Impaired spatial working
memory and decreased frontal cortex BDNF protein level in dopa-
mine transporter knockout mice. Eur J Pharmacol 628:104—107

LiH, Liu L, Tang Y, Ji N, Yang L, Qian Q, Wang Y (2014) Sex-specific
association of brain-derived neurotrophic factor (BDNF) Val66Met
polymorphism and plasma BDNF with attention-deficit/hyperactiv-
ity disorder in a drug-naive Han Chinese sample. Psychiatry Res
217:191-197

Lipsky RH (2013) Epigenetic mechanisms regulating learning and long-
term memory. Int J Dev Neurosci 31:353-358

Liu DY, Shen XM, Yuan FF, Guo OY, Zhong Y, Chen JG, Zhu LQ, WuJ
(2015) The physiology of BDNF and its relationship with ADHD.
Mol Neurobiol 52:1467-1476

Lyons WE, Mamounas LA, Ricaurte GA, Coppola V, Reid SW, Bora SH,
Wihler C, Koliatsos VE, Tessarollo L (1999) Brain-derived neuro-
trophic factor-deficient mice develop aggressiveness and hyperpha-
gia in conjunction with brain serotonergic abnormalities. Proc Natl
Acad Sci U S A 96:15239-15244

Martin-Fairey CA, Nunez AA (2014) Circadian modulation of memory and
plasticity gene products in a diurnal species. Brain Res 1581:30-39

Martinowich K, Lu B (2008) Interaction between BDNF and serotonin:
role in mood disorders. Neuropsychopharmacology 33:73-83

Matthews M, Nigg JT, Fair DA (2014) Attention deficit hyperactivity
disorder. Curr Top Behav Neurosci 16:235-266

Mattson SN, Roesch SC, Glass L, Deweese BN, Coles CD, Kable JA,
May PA, Kalberg WO, Sowell ER, Adnams CM, Jones KL, Riley
EP (2013) Further development of a neurobehavioral profile of fetal
alcohol spectrum disorders. Alcohol Clin Exp Res 37:517-528

Melcangi RC, Giatti S, Calabrese D, Pesaresi M, Cermenati G, Mitro N,
Viviani B, Garcia-Segura LM, Caruso D (2014) Levels and actions of
progesterone and its metabolites in the nervous system during physio-
logical and pathological conditions. Prog Neurobiol 113:56-69

Molendijk ML, Bus BA, Spinhoven P, Penninx BW, Prickaerts J, Oude
Voshaar RC, Elzinga BM (2012) Gender specific associations of
serum levels of brain-derived neurotrophic factor in anxiety. World
J Biol Psychiatry 13:535-543

Molina BS, Hinshaw SP, Eugene Arnold L, Swanson JM, Pelham
WE, Hechtman L, Hoza B, Epstein JN, Wigal T, Abikoff HB,
Greenhill LL, Jensen PS, Wells KC, Vitiello B, Gibbons RD,
Howard A, Houck PR, Hur K, Lu B, Marcus S (2013)
Adolescent substance use in the multimodal treatment study
of attention-deficit/hyperactivity disorder (ADHD) (MTA) as a
function of childhood ADHD, random assignment to

@ Springer


http://dx.doi.org/10.1017/S1461145712001629

278

Psychopharmacology (2017) 234:267-279

childhood treatments, and subsequent medication. J] Am Acad
Child Adolesc Psychiatry 52:250-263

Molina-Carballo A, Cubero-Millan I, Ruiz-Ramos M-J, Machado-Casas
I, Contreras-Chova F, Moreno-Madrid F, Uberos J, Munoz-Hoyos A
(2012) Different basal concentration and different response of
BDNF to prolonged release methylphenidate between ADHD sub-
types. Eur J Psychotraumat 82 doi:10.3402/ejpt.v3i0.19393

Molina-Carballo A, Naranjo-Gomez A, Uberos J, Justicia-Martinez F,
Ruiz-Ramos M-J, Cubero-Millan I, Contreras-Chova F, Augustin-
Morales M-d-C, Khaldy-Belkadi H, Mufioz-Hoyos A (2013)
Methylphenidate effects on blood serotonin and melatonin levels
may help to synchronise biological rhythms in children with
ADHD. J Psychiat Res 47:377-383

Molina-Carballo A, Justicia-Martinez F, Moreno-Madrid F, Cubero-
Millan I, Machado-Casas I, Moreno-Garcia L, Leon J, Luna-Del-
Castillo JD, Uberos J, Mufioz-Hoyos A (2014) Differential re-
sponses of two related neurosteroids to methylphenidate based on
ADHD subtype and the presence of depressive symptomatology.
Psychopharmacology 231:3635-3645

Molina-Carballo A, Checa-Ros A, Munoz-Hoyos A (2016) Treatments
and compositions for attention deficit hyperactivity disorder: a pat-
ent review. Expert Opin Ther Pat 26:799-814

Muiioz-Hoyos A, Molina-Carballo A, Augustin-Morales MdC,
Contreras-Chova F, Naranjo-Goémez A, Justicia-Martinez F,
Uberos J (2011) Psychosocial dwarfism: Psychopathological as-
pects and putative neuroendocrine markers. Psychiatry Res 188:
96-101

Nakao T, Radua J, Rubia K, Mataix-Cols D (2011) Gray matter volume
abnormalities in ADHD: voxelbased meta-analysis exploring the
effects of age and stimulant medication. AmJPsychiatry 168:1154—
1163

Nam Y, Shin EJ, Shin SW, Lim YK, Jung JH, Lee JH, Ha JR, Chae JS, Ko
SK, Jeong JH, Jang CG, Kim HC (2014) YY162 prevents ADHD-
like behavioral side effects and cytotoxicity induced by Aroclor1254
via interactive signaling between antioxidant potential,
BDNF/TrkB, DAT and NET. Food and chemical toxicology: an
international journal published for the British Industrial Biological
Research Association 65:280-292

Nigg JT, Casey BJ (2005) An integrative theory of attention-deficit/ hy-
peractivity disorder based on the cognitive and affective neurosci-
ences. Dev Psychopathol 17:785-806

Ninan I (2014) Synaptic regulation of affective behaviors; role of BDNF.
Neuropharmacology 76 Pt C:684-695

Raivio N, Miettinen P, Kiianmaa K (2014) Innate BDNF expression is
associated with ethanol intake in alcohol-preferring AA and alcohol-
avoiding ANA rats. Brain Res 1579:74-83

Ramos-Quiroga JA, Corominas-Roso M, Palomar G, Gomez-Barros
N, Ribases M, Sanchez-Mora C, Bosch R, Nogueira M,
Corrales M, Valero S, Casas M (2014) Changes in the serum
levels of brain-derived neurotrophic factor in adults with atten-
tion deficit hyperactivity disorder after treatment with
atomoxetine. Psychopharmacology 231:1389—-1395

Riikonen RS, Nokelainen P, Valkonen K, Kolehmainen AI,
Kumpulainen KI, Kononen M, Vanninen RL, Kuikka JT
(2005) Deep serotonergic and dopaminergic structures in fetal
alcoholic syndrome: a study with nor-beta-CIT-single-photon
emission computed tomography and magnetic resonance imag-
ing volumetry. Biol Psychiatry 57:1565-1572

Ronald A, Pennell CE, Whitehouse AJ (2010) Prenatal maternal stress
associated with ADHD and autistic traits in early childhood. Front
Psychol 1:223

Roth TL, Sweatt JD (2011) Epigenetic marking of the BDNF gene by
early-life adverse experiences. HormBehav 59:315-320

Sagiv SK, Epstein JN, Bellinger DC, Korrick SA (2013) Pre- and post-
natal risk factors for ADHD in a nonclinical pediatric population. J
Atten Disord 17:47-57

@ Springer

Sahin S, Yuce M, Alacam H, Karabekiroglu K, Say GN, Salis O (2014)
Effect of methylphenidate treatment on appetite and levels of leptin,
ghrelin, adiponectin, and brain-derived neurotrophic factor in chil-
dren and adolescents with attention deficit and hyperactivity disor-
der. Int J Psychiatry Clin Pract:1-34

Sanchez CR, Ramos C, Diaz F, Simén M (2010) Validacion de la escala
de evaluacion del trastorno por déficit de atencion/hiperactividad
(EDAH) en poblacion adolescente. Rev Neurol 50:283-290

Sanchez-Mora C, Ribases M, Ramos-Quiroga JA, Casas M, Bosch R,
Boreatti-Hummer A, Heine M, Jacob CP, Lesch KP, Fasmer OB,
Knappskog PM, Kooij JJ, Kan C, Buitelaar JK, Mick E, Asherson P,
Faraone SV, Franke B, Johansson S, Haavik J, Reif A, Bayes M,
Cormand B (2010) Meta-analysis of brain-derived neurotrophic fac-
tor p.Val66Met in adult ADHD in four European populations. Am J
Med Genet B Neuropsychiatr Genet 153b:512-523

Scassellati C, Zanardini R, Tiberti A, Pezzani M, Valenti V, Effedri P,
Filippini E, Conte S, Ottolini A, Gennarelli M, Bocchio-Chiavetto L
(2014) Serum brain-derived neurotrophic factor (BDNF) levels in
attention deficit-hyperactivity disorder (ADHD). Eur Child Adolesc
Psychiatry 23:173-177

Shim SH, Hwangbo Y, Kwon YJ, Jeong HY, Lee BH, Lee HJ, Kim
YK (2008) Increased levels of plasma brain-derived neuro-
trophic factor (BDNF) in children with attention deficit-
hyperactivity disorder (ADHD). Prog Neuro-Psychopharmacol
Biol Psychiatry 32:1824—-1828

Simchon Tenenbaum Y, Weizman A, Rehavi M (2015) The impact of
chronic early Administration of Psychostimulants on brain expres-
sion of BDNF and other neuroplasticity-relevant proteins. J Mol
Neurosci 57:231-242

Svec F, Porter J (1997) The effect of dehydroepiandrosterone (DHEA) on
Zucker rat food selection and hypothalamic neurotransmitters.
Psychoneuroendocrinology 22:S57-S62

Thoenen H (1995) Neurotrophins and neuronal plasticity. Science 270:
593-598

Toledo-Rodriguez M, Lotfipour S, Leonard G, Perron M, Richer L,
Veillette S, Pausova Z, Paus T (2010) Maternal smoking during
pregnancy is associated with epigenetic modifications of the brain-
derived neurotrophic factor-6 exon in adolescent offspring. Am J
Med Genet B Neuropsychiatr Genet 153b:1350-1354

Ungerer M, Knezovich J, Ramsay M (2013) In utero alcohol exposure,
epigenetic changes, and their consequences. Alcohol Res 35:37-46

Volkow ND, Tomasi D, Wang GJ, Telang F, Fowler JS, Logan J,
Maynard LJ, Wong CT (2013) Predominance of D2 receptors
in mediating dopamine’s effects in brain metabolism: effects
of alcoholism. J Neurosci 33:4527-4535

Wallis D (2010) The search for biomarkers for attention deficit/
hyperactivity disorder. Drug News Perspect 23:438-449

Wang LJ, Hsiao CC, Huang YS, Chiang YL, Ree SC, Chen YC, Wu
YW, Wu CC, Shang ZY, Chen CK (2011) Association of sali-
vary dehydroepiandrosterone levels and symptoms in patients
with attention deficit hyperactivity disorder during six months
of treatment with methylphenidate. Psychoneuroendocrinology
36:1209-1216

Ware AL, Glass L, Crocker N, Deweese BN, Coles CD, Kable JA, May
PA, Kalberg WO, Sowell ER, Jones KL, Riley EP, Mattson SN
(2014) Effects of prenatal alcohol exposure and attention-deficit/
hyperactivity disorder on adaptive functioning. Alcohol Clin Exp
Res 38:1439-1447

Wilens TE (2008) Effects of methylphenidate on the catecholaminergic
system in attention-deficit/hyperactivity disorder. J Clin
Psychopharmacol 28:S46-S53

Williams SN, Undieh AS (2009) Dopamine D1-like receptor activation
induces brain-derived neurotrophic factor protein expression.
Neuroreport 20:606—-610


http://dx.doi.org/10.3402/ejpt.v3i0.19393

Psychopharmacology (2017) 234:267-279

279

Wiltschko AB, Pettibone JR, Berke JD (2010) Opposite effects of stim-
ulant and antipsychotic drugs on striatal fast-spiking interneurons.
Neuropsychopharmacology 35:1261-1270

Zhang L, Chang S, Li Z, Zhang K, Du Y, Ott J, Wang J (2012) ADHD
gene: a genetic database for attention deficit hyperactivity disorder.
Nucleic Acids Res 40:D1003-D1009

Zhang Z, Fan J, Ren Y, Zhou W, Yin G (2013) The release of glutamate
from cortical neurons regulated by BDNF via the TrkB/Src/PLC-

gammal pathway. J Cell Biochem 114:144-151

@ Springer






	BDNF...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Subjects
	Clinical methods
	Treatment
	Measurements
	Analytical methods
	Statistics

	Results
	BDNF comparisons between groups
	BDNF response in the ADHD group

	Discussion
	References

	Página en blanco

