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Abstract
Introduction Attention-deficit hyperactivity disorder
(ADHD) has been related to increased rates of
unintentional injuries. However, the magnitude of the
effect and to which extent variables such as sex, age or
comorbidity can influence this relationship is unknown.
Additionally, and importantly, it is unclear if, and to which
degree, ADHD medications can decrease the number of
unintentional injuries. Due to the amount of economic
and social resources invested in the treatment of injuries,
filling these gaps in the literature is highly relevant from a
public health standpoint. Here, we present a protocol for
a systematic review and meta-analysis to estimate the
relationship between ADHD and unintentional injuries and
assess the impact of pharmacological treatment for ADHD
Methods and analysis We will combine results from 114
bibliographic databases for studies relating ADHD and
risk of injuries. Bibliographic searches and data extraction
will be carried out independently by two researchers. The
studies’ risk of bias will be assessed using the NewcastleOttawa Scale. Articles reporting ORs or HRs of suffering
an injury in ADHD compared with controls (or enough
data to calculate them) will be combined using Robust
Variance Estimation, a method that permits to include
multiple non-independent outcomes in the analysis.
All analyses will be carried out in Stata. Age, sex and
comorbid conduct disorders will be considered as potential
causes of variance and their effect analysed through
meta-regression and subgroup analysis. Sensitivity
analyses will exclude articles with longer follow-ups, nonstringent definitions of ADHD or controls and statistically
uncontrolled/controlled outcomes. Studies implementing
a self-controlled case series methodology to investigate if
ADHD drugs reduce the risk of injuries will be combined
with a generalised linear mixed model using the Poisson
distribution and a log link function.
Registration details PROSPERO—Prospective Register of
Systematic Reviews (CRD42017064967)

Strengths and limitations of this study
►► Search and data extraction conducted independently

by two authors in three major databases (PubMed,
Scopus, Web of Science) and a results aggregator
searching simultaneously in 113 databases, without
time or language limitations.
►► Analytical plan including two different metaanalyses aimed at answering two different but
related questions: risk of injuries in attentiondeficit hyperactivity disorder (ADHD) and possible
protective role of ADHD drugs for this risk.
►► Clinical importance of answering whether ADHD
medications have a significant influence on the risk
of injuries.
►► Usage of Robust Variance Estimation: a recent
statistical methodology that permits the combination
of non-independent outcomes.
►► It is expected that the scope of this review will
be limited by the number of studies reporting the
relationship between medication for ADHD and risk
of injuries.

Introduction
Unintentional injuries in childhood
According to WHO, injury can be defined
as, 'The physical damage that results when a
human body is suddenly subjected to energy
in amounts that exceed the threshold of
physiological tolerance or else the result of a
lack of one or more vital elements, such as
oxygen'.1 Therefore, unintentional injuries
in children and young people (CYP) include
traffic injuries, drowning, poisoning, falls or
any other traumatic injury and burns.
Childhood unintentional injury is a major
cause of death and disability among children
and adolescents: over 5 00 000 children die
worldwide every year from unintentional injuries and many more are left with permanent
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disabilities.1 Injuries are especially relevant in childhood
compared with adulthood. Developmental factors make
CYP more prone to unintentional injuries compared with
adults. Additionally, their anatomical fragility, smaller size
and brain immaturity lead to more serious injuries and
sequelae.2 Injury risk varies by sex, with a higher risk in
males. It also varies with age. According to the WHO 2008
report on child injury prevention,1 in high-income countries children under 1 year and over 15 years have greater
risks of death from unintentional injuries (28 and 23.9
death rates per 1 00 000, respectively). Socioeconomic
deprivation is an additional factor associated with the
probability of unintentional injury. Rates (per 100 000) of
estimated mortality due to unintentional injuries in CYP
in high-income countries were 12.2 as opposed to 41.7
in low-income and middle-income countries in this same
report by WHO.1
Moreover, CYP from families from low socioeconomic
areas have a higher incidence of unintentional injuries
compared with those less deprived,1 for example, a study
found that across England rates of serious injury in children as pedestrians were higher in the most deprived
areas than in the least deprived (rate ratio (RR) 4.1;
95% CI 2.8 to 6.0 domestic product).3 As a result of
the higher incidence of unintentional injuries in more
economically deprived CYP, there is a contribution to
ongoing inequalities between children within nations
and comparing children from different nations.
There is little evidence on the evidence of the economic
costs of injuries as a proportion of gross domestic product
globally. However, acute treatment costs of unintentional
injuries sum €4000 million worldwide every year,4 whereas
the National Health Service in the UK calculated that the
extra cost of healthcare of injured children compared
with non-injured children was €45 million.5 The injuries
that occurred in the year 2000 in CYP under the age of
14 years from the USA will have an estimated lifetime
cost from medical treatments of US$11 899 million and
US$38 664 million from lost productivity.6
Importantly, an issue that makes unintentional injuries
an even bigger healthcare priority is the fact that most
of the times their consequences could be prevented or
minimised with the proper educational, legal or environmental measures. In fact, injuries are the first preventable
cause of death and disability.5
Attention-deficit hyperactivity disorder
Attention-deficit hyperactivity disorder (ADHD) is the
most common neurodevelopmental disorder, with
an estimated worldwide prevalence between 3% and
5% among children and adolescents, being three to four
times more prevalent in males than females.7–9 The most
recent version of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5), defines ADHD as a disorder
characterised by a persistent pattern of hyperactivity/
impulsivity and/or inattention, affecting both development and functioning. The symptoms need to be present
in at least two settings and influence negatively academic,
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occupational or social activities from childhood to adult
life.10
The economic burden of ADHD is very high. Healthcare spending in patients with ADHD has been estimated
to be between US$600 and US$2000 greater than for
an individual without ADHD.11 12 Importantly, a significant part of such increase in healthcare expenditure is a
direct consequence of the higher likelihood of injuries
in individuals with ADHD.13 The relationship between
ADHD and the risk of unintentional injuries has been
widely studied.14 15 However, available studies present with
caveats and sample sizes and study methods have differed
significantly across studies. Case-control studies are the
most frequent in the literature, but, quite often, they
assessed only one type of injuries such as dental,16 fractures of specific body bones17 or burns.18 An important
limitation of this type of studies is that they have typically
relied on a small sample size, which hinders the statistical
control of confounding factors that could be leading to a
spurious correlation between ADHD and unintentional
injuries. Nevertheless, studies tend to show a higher incidence of injuries in ADHD CYP. Longitudinal cohort
studies have also been conducted on the relationship
between ADHD and physical injuries. Although few in
number, they included large sample sizes, hence permitting an increased statistical rigour. Estimates of the differences have varied greatly between studies. In a large
sample, Rowe et al found an OR of 1.6 (95% CI 1.6 to 2.3)
for a statistically significant increased risk of fractures in
ADHD compared with controls, while others have found
ORs over 3.19–21
Furthermore, comorbidity with oppositional defiant
disorder (ODD) and conduct disorder (CD) has been
related to an increased risk of unintentional injuries
in some studies, so that it could be argued that both
disorders, highly comorbid with ADHD, could play a
major role in the relationship between ADHD and unintentional injuries. However, while a recent European
study with a total sample of 4517 individuals found no
differences between children with ADHD and controls
(OR 0.91, 95% CI 0.56 to 1.48) when comorbidity and
other variables were controlled for,22 another study found
a similar risk of injuries when ADHD with conduct problems were compared with controls than when ADHD
without conduct problems were compared with controls
(OR close to 1.5).23 Another factor that could contribute
to the differences in the risk estimation between studies
could be an interaction between diagnosis and variables
that influence the risk of injuries in the general population, namely age and sex.
Summarising, while there is evidence supporting a
higher risk of injuries in ADHD CYP, the magnitude of
the difference remains unclear. Additionally, to which
extent variables such age and sex which could influence
the possible association deserve further investigation.24
Finally, the suggestion that comorbidity with ODD and
CD25 could lead to a higher risk of unintentional injuries
needs to be more rigorously tested.
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Unintentional injuries and ADHD medication
ADHD medications are effective for treating symptoms
and improving academic achievement, at least in the
short term.26 27 There is evidence to suggest that the use
of ADHD medication in children and adolescents could
be associated with a reduced risk of drug abuse and criminality.28–30 ADHD medication may also reduce the risk of
unintentional injuries, but results are inconsistent across
studies.31–34
Estimating and interpreting the effect of medication is
not straightforward. For example, patients who receive
medication could have more severe ADHD symptoms
and, hence, they could have an increased risk of unintentional injuries.35 Recent methodologically sound studies
have taken advantage of the short half-life of stimulants
and used it to compare the risk of accidents of individuals
when taking the medication compared with themselves
when not taking it. This statistical method is known as
self-controlled case series and allows the control for all
time time-invariant individual confounders (including
sex, socioeconomic background and more importantly,
severity of symptoms).36 Importantly, the self-controlled
case series methodology (SCCS from now on) requires
that all study subjects have suffered at least one outcome
(injury in our case) of interest. This, combined with the
fact that unintentional injuries are not highly frequent,
leads to the need of very large sample sizes to confidently
estimate whether medication influences the risk of injuries. The first study using the self-controlled case series
design in ADHD had a sample size of 328 individuals with
ADHD who had suffered an injury and found a protective
effect of medication only for male adolescents.31 Similarly, Mikolajczyk et al found a protective effect only for
the risk of traumatic brain injuries in a sample of 2128
injury cases among individuals with ADHD, whereas a
more recent study with over 4000 patients concluded
that medication decreases the risk of unintentional injuries.37 Whereas the effect of medication on the risk of
injury could theoretically only be rigorously assessed in
randomised controlled trials, practical constraints associated with this design make them unsuitable to test the
effect of a possible protective effect of medication on risk
of injuries in the long term.
The short-term and long-term effects of medication
should be taken into account when weighting the clinical decision of prescribing drugs for ADHD. A possible
protective effect of ADHD medications on unintentional
injuries could be an additional key factor to be considered when assessing the possible benefits and harms
of the pharmacological treatment for ADHD. Gaining
insight into the effects of ADHD drugs on injuries may
have important implications for the day-to-day clinical
practice. For instance, a sizeable number of practitioners
recommend stopping medication during school holiday
periods. Assuming that ADHD drugs do have a protective effect on the occurrence of injuries, such practice
should be discouraged, at least in individuals with ADHD
at higher risk (eg, adolescents).

Due to the high prevalence of ADHD, and the fact that
unintentional injuries represent a source of major impairment for society as a whole, decreasing the risk of injuries
in ADHD should be a public health priority.
In view of the inconsistencies in the literature and
the significance of this research, a systematic review and
meta-analysis on the differential risk between individuals
with and without ADHD and on the effect of medications
will allow to provide meta-analytic support to address
these important gaps in the literature. Results will directly
inform clinical practice and healthcare planning.
We note that during the final stages of the preparation of this manuscript (and after our protocol had been
registered in Prospective Register of Systematic Reviews
(PROSPERO)), a systematic review and meta-analysis on
the risk of injuries in ADHD was published by Amiri et
al,38 showing a significant association between ADHD and
risk of injuries (pooled OR 2.04 (95% CI 1,59 to 2,63)).
We deem that the present systematic review/meta-analysis
expands and complements the work by Amiri et al in a
number of ways. First, the bibliographic searches in Amiri
et al were conducted for articles published between 2000
and 2014. Of note, in the last 3 years there has been a
surge of high-quality articles relevant for our meta-analysis. Second, we aimed to control for gender effects, an
important confounder. Third, and perhaps more importantly, we address a very relevant clinical and public
health question, namely the effect of ADHD drugs on the
risk of injuries. Finally, the fact that the current project
is registered and follows reporting guidelines (including
the publication of the protocol) should give further
confidence in the precision of its results. For all these
reasons, we believe that the current meta-analysis will
help to advance our current understanding of ADHD and
contribute to build the evidence for programmes aiming
to prevent unintentional injuries in CYP.

Hypothesis and objectives
The overarching aim of the study will be to assess the
degree of association between ADHD and unintentional
physical injuries and to estimate the impact of the pharmacological treatment of ADHD on the association.
Main review questions and hypothesis
1. Is the risk of unintentional physical injuries
significantly higher in children and adolescents
compared with those without ADHD?
We hypothesise that children and adolescents with
ADHD will have a significantly higher probability of
suffering an unintentional injury compared with individuals without ADHD.
2. Do ADHD medications affect the risk of unintentional
injuries in ADHD individuals?
Our research hypothesis is that the pharmacological
treatment of ADHD symptomatology significantly decreases the risk of unintentional injuries.
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Additional review questions
Do age, gender and psychiatric comorbidities (ODD or
CD) moderate differences in the risk of unintentional
physical injuries in individuals with versus individuals
without ADHD?
Our hypothesis is that comorbid behavioural disorders (ODD or CD) will increase the risk of unintentional
injuries. However, we predict that the increased risk of
injuries will still be significant after controlling for these
comorbidities. Additionally, it has not been previously
tested if there is an interaction between age or sex and
diagnosis in relation to the risk of injuries and we do not
have a priori hypotheses on the effect of this interaction.
Methods
We will follow healthcare and epidemiology meta-analytic research guidelines, namely: 1) the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA,39 40), a 27-item checklist and associated
information that includes aspects deemed essential for
transparent reporting of a systematic review, and its counterpart for the reporting of protocols (PRISMA-P41 42) and
2) the Meta-Analysis of Observational Studies in Epidemiology,43 a framework highlighting the specificities of
meta-analysing population-based studies.
Eligibility criteria
Participants/population
The population to be studied will consist of children and
adolescents with ADHD aged <18 years. The presence
of ADHD will be defined operationally as one of the
following:
1. A categorical diagnosis according to standardised
criteria, either the DSM (III, III-R, IV, IV-TR or 5)
or the diagnosis of hyperkinetic disorder as per
International Statistical Classification of Diseases and
Related Health Problems, 10th Revision (ICD-10) or
previous versions.
2. A positive answer to the question: ‘Have you ever been
told that you have ADHD by a doctor?'
3. Being prescribed ADHD medication(s).
4. Being above a pre-established threshold in a validated
psychometric scale for the screening of ADHD symptoms. This threshold can also be a percentile of the
sample. Studies in which the severity of ADHD symptoms is related to injuries, but no explicit diagnostic
threshold is used, will not be included.
5. ADHD-related codes in medical, healthcare or
administrative registries.
Operational definitions #1–3 have been designed to
include articles identifying children with clinically known
or recorded ADHD diagnoses. Operational definitions
#4–5 have been chosen to include articles that evaluate
ADHD in community studies or healthcare systems.
Studies will be included regardless of medication status
(specific medications for ADHD or any other medication)
or sex ratio. Comorbidities (psychiatric or other) in all
4

or part of the study participants will not be exclusionary.
Studies including only preschool children will not be eligible
as diagnosis at this age range is controversial. Studies based
on the diagnosis of deficits in attention, motor control and
perception,44 or equivalent constructs,45 will not be included
as the motor control problems required for their diagnosis
and not needed in the case of ADHD diagnosis could be
related to specific kinds of injuries or a different incidence
of them, hence adding an extra source of variability.46
Intervention(s), exposure(s)
As the first part of this meta-analysis evaluates the risk of
unintentional injuries in patients with ADHD compared
with controls, no intervention will be assessed.
Regarding our second research question, we aim to
evaluate the impact of any ADHD medication (ie, intervention) on the incidence of injuries and hence, we will
be comparing only patient samples. ADHD medication
intake will be deﬁned as the medical advice for taking a
drug containing dextroamphetamine, methylphenidate
or atomoxetine as included in a medical registry, or the
purchase of these compounds. To be included in this
analysis, studies will have to compare the risk of injuries
during periods with and without medication. Studies
comparing the incidence of injuries in groups of medicated and unmedicated patients will be excluded since
medication usage is related to confounding variables for
our research question, such as symptoms severity.35
Unintentional injuries
The WHO definition of unintentional injuries will be
followed to decide inclusion of articles. Hence, articles
reporting injuries covered with the codes S00-T98 of the
19th chapter of the ICD-1047 will be deemed eligible. An
exception will be studies specifically on traumatic brain
injury (TBI) or concussions. These will not be included
in the systematic review as they may introduce bias, since
traumatic brain injury can increase attentional and impulsivity problems, as well as the risk of an ADHD diagnosis.48
Studies on intoxications will not be included either,
as results would probably be influenced by the greater
access of individuals with ADHD to medications and not
the intrinsic characteristics of ADHD.49
We will include studies where injuries were documented
in a medical setting, reported through medical registries,
recorded in medical histories or self-reported. Articles
in which the injuries were self-induced will be excluded.
Examples of the latter type of injury include self-mutilation and fight-related injuries.
Studies in which individuals suffered an unintentional injury before being diagnosed will be included.
Indeed, there is no reason to suspect a temporal relationship between injuries and diagnosis once TBI studies
are omitted. Finally, studies reporting risk of injuries in
general, that is, without discriminating between intentional or unintentional injury, will be included in the
meta-analysis, as the majority of injuries in children or
adolescents are expected to be unintentional in nature.
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Controls
We will define controls as children and adolescents under
the age of 18 without ADHD. Specifically, we will include
as controls: 1) individuals recruited from samples thought
to represent the general population that do not have
any psychiatric or neurological disorder, 2) individuals
thought to represent the general population that do not
have ADHD but could have other psychiatric or neurological disorders or 3) individuals who were recruited specifically from other clinical populations other than ADHD
that a priori were not judged by the study authors to be
related to an increased risk unintentional injuries.
Types of studies to be included
We will pool the results from any published or unpublished study that contrasts unintentional injuries in
children or adolescents with ADHD and in typically developing individuals (meta-analysis of risk), or alternatively
in patients with ADHD while taking and not taking medication (meta-analysis on the effect of medications, which
will compare time points with or without medication).
Empirical papers that include statistical analyses (ie, typically not reviews, letters, commentaries and editorials)
with any kind of design will be accepted (mainly cohort
studies, case and controls and cross-sectional studies but
also clinical trials). Any temporality of the design (ie,
prospective, retrospective or cross-sectional) or setting
(clinical or general population) will also be accepted.
It is well known that the risk of unintentional injuries
is highly related to male gender. Similarly, ADHD diagnosis is fourfold more prevalent in males. Any outcome
derived from a control and ADHD sample with a different
proportion of sexes between them that is not statistically
controlled will be doomed to show an spuriously high risk
of injuries in the ADHD group due to this co-correlation.
Therefore, we will only include studies that control for sex
differences between individuals with ADHD and controls
either by sample selection or statistically. It must be noted
that the meta-analysis by Amiri et al did not take into
account this confounder when selecting their outcomes
and this could be yielding higher estimates of risk.38
When evaluating medication effects, only studies using
a SCCS methodology will be included a priori.31 Studies
that controlled for individual differences between the
medicated and unmedicated groups with different techniques than the SCCS will be judged on a case-by-case
basis for inclusion in a secondary comparison aimed at
evaluating the robustness of the main comparison in
addition to SCCS studies. This could include randomised
controlled trials, studies comparing a short period before
and after starting medication usage or other designs not
foreseen.
We will not limit the inclusion for papers to any specific
language.
Information sources
Electronic searches will be performed separately in the
following databases:

PubMed (Medline Plus)
Scopus
Web of Science Core Collection
A similar search will be carried out in UNIKA (http://
www.unav.edu/en/web/biblioteca), an institutional reference aggregator that uses the EBSCO discovery service
(http://support.ebsco.com/help/index.php?lang=en&
int=eds) to provide a combined list of references from
both internal (library) and external (database vendors)
sources. For a list with the 113 most important databases
for medical research scoped through this service see the
online supplementary file. We will perform searches in
these databases from their inception to date without
limiting the type of study, language or year. Additionally, the International Clinical Trials Registry Platform
Search Portal and ClinicalTrial.gov will be checked to
find ongoing or recently ended trials and, conversely,
PROSPERO will be searched for ongoing or recently
completed systematic reviews. Once the electronic search
is completed, references from each pertinent paper will
be checked in order to find out if there are any relevant studies which had been missed during the database
searches.

►►
►►
►►

Search strategy
The following search syntax will be used to find relevant
terms in reference titles, abstracts or keywords (any field
in the case of Medline-PubMed). Search terms and syntax
will be adapted for each specific database: all the different
searches can be found in the online supplementary file.
(ADHD OR adhd OR attention deficit disorder with
hyperactivity OR syndrome hyperkinetic OR hyperkinetic
syndrome OR hyperactivity disorder OR hyperactive
child syndrome OR childhood hyperkinetic syndrome
OR attention deficit hyperactivity disorders OR attention
deficit hyperactivity disorder OR adhd attention deficit
hyperactivity disorder OR adhd OR overactive child
syndrome OR attention deficit hyperkinetic disorder
OR hyperkinetic disorder OR attention deficit disorder
hyperactivity OR attention deficit disorders hyperactivity
OR child attention deficit disorder OR hyperkinetic
syndromes OR syndromes hyperkinetic OR hyperkinetic
syndrome childhood) AND ((fracture OR fractures OR
traumatism OR traumatisms OR traumatology OR wound
OR wounds OR drowning OR poisoning OR burning) OR
((trauma OR traumat* OR harm OR lesion OR lesions
OR injury OR injuries) AND (emergency OR emergency
visit OR emergency room OR hospital OR hospitaliz* OR
er OR inpatient))).
The whole process of article selection will be presented
in a diagram following the PRISMA guidelines.

Outcomes
Primary outcomes
Our primary outcome measure will be the OR of ADHD
individuals suffering unintentional injuries that are evaluated at a medical setting (primary care doctor or any
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other type of medical professional, emergency room
or specialist care) compared with individuals without
ADHD. The OR is the most common reported measure
and the only one that can be obtained when comparing
the number of individuals with ADHD in an injured
sample to a non-injured group. The variable ‘injuries’
will have to be described dichotomously, that is, whether
an individual has suffered an injury or not. If OR is not
directly reported in the paper, but data to calculate it are,
we will determine the OR for that particular study.
Since more than one injury can occur in one individual,
the use of Cox Proportional Hazards Models is desirable
since HR estimate the rate to injuries and are independent of the time of follow-up. Whereas this kind of studies
is rare, we will additionally evaluate the average effect size
of studies reporting HR outcomes.
In the case of the meta-analysis evaluating the efficacy
of ADHD medication, the primary outcome will be the
incident rate ratio (IRR) obtained from SCCS studies.
The incident rate is a measure of event frequency during
a period of time. It is defined as the count of events
divided by the observed person-time. The IRR is a relative measure which consists of dividing the incident rates
of two different conditions. We will specifically compare
injury occurrence among subjects with ADHD when
medicated to the periods without medication, taking
into account the fact that the time on medication varies
between subjects. The number of events (injuries) and
the person-time at risk during the periods with and
without medication will be needed for its calculation.
If effect measures other than OR, HR (from Cox
models) or IRR are reported, and OR (or IRR for the
medication case) cannot be calculated from the data in
the studies, the authors will be contacted to gather relevant data.
Identification and selection of studies
Studies identified with electronic and manual searches
will be listed with citation, titles and abstracts in Mendeley
(Elsevier, New York) and duplicates will be excluded both
using the function ‘delete duplicates’ of Mendeley and
manually removing duplicates not discarded automatically. Members of the review team will be trained in software utilisation before starting the review.
Article screening against inclusion criteria will be
carried out independently by two of the authors (MR and
GA), who will try to reach consensus in case of discrepancies between them. A third author (SC) will arbitrate
in the final decision whenever consensus is not reached.
There will be two stages in the articles selection process:
►► The title and abstracts of all non-duplicated papers
will be screened, and studies that clearly do not fulfil
the inclusion criteria will be excluded from further
analysis. If the two evaluators disagree in their ratings,
articles will be moved forward to the next phase.
►► All text of articles remaining from the previous
screening will be downloaded. Eligibility will be judged
following the same scheme than during the previous
6

phase: the same two authors will independently evaluate the studies for eligibility and seek comments
from a third author in case of discrepancy.
As studies may sometimes be published as several
reports, we will actively search for duplicate reporting of
studies, taking into account as main indicators location
of the study, authors and year. Whenever a study includes
data from multiple reports, they will be linked in the data
extraction sheet and data from the largest sample, when
possible, will be used. In the case of prospective studies,
only baseline data will be analysed. Corresponding
authors of the original studies will be contacted to clarify
article eligibility if necessary.
A list of excluded studies will be provided with reasons
for exclusion. This list will include all articles that were
preliminarily retained after stage 1 (selection from title
and abstract) but finally excluded in stage 2.
Data extraction
All articles considered appropriate in the previous stage
will be read and analysed by at least two independent
authors (one will always be MR or GA), who will extract
the key information and include it in a Microsoft Excel
document, with a third author acting as an arbitrator
when consensus on discrepancies is not reached (SC).
This phase will be first piloted with a small number of articles. The Excel file will have as many drop-down lists as
possible to maximise inter-rater reliability, and also space
for notes. Moreover, it will also include in-cell messages
with help texts. A training session will be provided for all
researchers involved in data coding.
Data on publication and data extraction details will be
inserted in an excel sheet as follows: first author, journal,
year of publication, country(ies) where the study was
conducted and a more specific location such as region or
hospital when applicable, final checking of fulfilment of
inclusion and exclusion criteria and date and author of
data extraction.
The description of the study design will include type
of study (cross-sectional, case-control, cohort or clinical
trial); temporal sequence (prospective, retrospective or
cross-sectional, duration of follow-up, participants enrolment (consecutive, non-consecutive); setting (clinical vs
epidemiological population study) and year in which data
acquisition for the study was carried out.
Regarding participant details, we will code sample
size, age, gender distribution, ethnicity and sociodemographic status, characteristics of participants without
ADHD (no ADHD, no ADHD or other conditions or
comparisons with other diagnostic categories other than
ADHD); psychiatric comorbidities of individuals with
and without ADHD (type and prevalence); method to
establish the diagnosis of ADHD (self-reported diagnosis, diagnosis recorded in medical files/registry, structured or semi-structured interview according to DSM or
ICD, questionnaires, per medication usage or positive
answer to the question: "Have you ever been told you
have ADHD?"); medication status of individuals with and
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without ADHD (type of medication and percentage of
treated participants).
The primary outcome will be the OR (or HR)  of
suffering an unintentional injury in individuals with
ADHD versus children and adolescents without ADHD.
In relation to outcomes, data that will be coded include
treatment setting (acute care hospitals, emergency
facilities, general practice, medical specialist or other,
including extended care facilities such as nursing homes,
offices, schools and communities), method to document
injuries (registry, acute treatment, through expert retrospective analysis or self-report), type of injury (traumatology, traffic injuries, drowning, poisoning, burns and
chemical, other unintentional, self-induced, any kind of
accidental injury or any kind of injury) and body location
of the injuries.
To obtain ORs, any numeric data (raw number of accidents in each of the samples or ORs and their CIs) will
be coded including both unadjusted analyses and analyses adjusted for covariates. In the latter case, covariates
will also be included in the data extraction sheet. Finally,
the reporting of any subgroup analysis or comparison of
interest, the presence of other intervention groups and
the main conclusions of the reports will also be annotated.
Whether the incidence of unintentional injuries differs
between individuals with ADHD with medication and
patients with ADHD without it will be assessed in a second
meta-analysis. The data extraction sheet used for this
second analysis will have the same variables and coding,
but IRR instead of OR will be used.
We will extract information on multiple outcomes
per article. Specifically, outcomes from different age or
gender groups, multiple control groups, varying diagnosis
techniques or statistical models will be valid. We will not
include outcomes differentiating by injured body part.
Each outcome or comparison will all be included in the
spread sheet using a different line. A different comparison ID will be used in such case in combination with a
report and study ID to link all related data.
Assessment of study quality and bias in included studies
The evaluation of study quality and possible bias will be individually performed by two researchers for each article. As
there is no agreement about the best method to evaluate
study quality in meta-analyses of observational studies, we will
use an adapted version (included in the online supplementary file) of the Newcastle-Ottawa Scale,50 which has been
used in several previous meta-analyses51 52 and is reviewed
in the Cochrane Handbook. This scale evaluates the sample
selection methods, the comparability among studied groups
and the ascertainment of either the exposure (in case-control studies) or outcome of interest (for cohort studies) of
non-randomised studies.

Analysis plan
All analyses will be carried out in Stata, R and Matlab.

Meta-analysis of differences in risk between ADHD and
controls
ORs will be calculated from the reported data if they
cannot be directly extracted. OR and HR above 1 will indicate a higher risk of unintentional injuries in the ADHD
population compared with the non-ADHD groups. All
valid outcomes from articles will be included in a single
database. These will include any unadjusted or adjusted
OR or HR which would fulfil independently the inclusion criteria of our meta-analysis. Multiple valid outcomes
within the same report are expected, often due to studies
using different diagnosis strategies, reporting results
in subgroups or including different valid treatment
settings. This database will also encode other continuous
or dichotomous (dummies) variables of interest for the
meta-regression and subgroup analyses.
If an article reports two separates studies they will be
considered independent, and conversely, if two articles
report results on the same data or database they will be
considered as multiple outcomes from the same study.
Heterogeneity and small sample bias
Q-Cochran’s53 and the I2 index54 will be used to evaluate
heterogeneity between studies. Cochran’s Q is calculated
as the weighted sum of squared differences between
individual study effects and the meta-analytic estimate.
Weights are the same as in the meta-analysis (basically
sample sizes), and hence, this measure is known to
have low power when there are few and small studies.
Conversely, the test has excessive power with many or
big studies. The I2 index is a newer, complementary
measure that describes the percentage of total variation
across studies that is due to heterogeneity, and it does not
depend on the number of studies considered. The higher
the l2 value the higher the heterogeneity in the results,
with values >50% indicating substantial heterogeneity.
Begg’s adjusted rank correlation test55 will be used to
formally assess the presence of ‘small-sample’ bias (which
encompasses publication bias); an approach that will be
combined with the use of funnel plots for a qualitative
visual analysis, and statistical testing of asymmetry.56
A single effect size will be used per study to calculate
the degree of between-study heterogeneity and the risk
of small-sample bias. The most general and statistically
controlled outcome per study will be used. If there is
more than one possible outcome fulfilling these criteria,
it will be chosen at random from the available outcomes.
Dependency among outcomes
Effect sizes are assumed independent in standard
meta-analytical procedures. A common way to deal with
the non-independence of outcomes has been to compute
a mean outcome and use the study-level combined
measure in the meta-analysis,57 but this approach leaves
out potentially relevant information. A recent alternative is Robust Variance Estimation (RVE), a statistical
technique that models the nested structure between
outcomes of the same study.58 RVE empirically estimates
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the sampling variance in a way that is robust to misspecification of the weights and regarding the assumptions on
distributions of the effect. Estimation of the meta-analytic
parameters through RVE is adequate for dichotomous
outcomes when enough studies are included.59 60 Moreover, RVE has been shown to produce similarly unbiased
results to other, more complex, methods of dealing with
multiple outcomes and it is more efficient than averaging
effects within studies.61 A main advantage compared with
other methods is that it does not require to have information on the covariance structure of the effect sizes, an
information that is typically hard to acquire.
Whereas this method yields valid results regardless of the weights used, a strategy using approximate
inverse-variance weights has been proposed for efficiency purposes: a random-effects model with variation
of effect sizes between studies (τ2) and equicorrelation
(p) between same-study effect sizes (I2) is assumed.58
This strategy is efficient to estimate a mean model from
outcomes which are typically correlated at the study
level, but are usually independent between studies. We
will use p=0.8, similarly to previous studies,62 but these
same studies and simulations by the RVE authors have
shown little change with different values of p.63 Moreover, a sensitivity analysis with varying levels of p can be
carried out to check the influence of such decision.58
RVE has been implemented in Stata and R and there
are published guidelines for it.64 65 This implementation
includes an improved estimation for small samples.66 We
will use RVE for the inference of a mean effect size and
meta-regression analyses. Regarding meta-regression,
as df are obtained from the number of studies (instead
of outcomes) and variables are likely to be correlated,
it will be performed separately for each variable (bivariate regressions). RVE distinguishes between interstudy
effects (variability due to factors that change at the
study level but are maintained for different outcomes)
and intrastudy effects (variability due to factors that
change at the outcome level). An example of the former
would be publication date, and an example of the latter
would be sex in the case of those studies that report ORs
separately for boys and girls. It must be noted however,
that factor can vary both interstudies and intrastudies,
for example, mean age also changes between studies.
Mean effect sizes
We will first calculate a population-average effect size
(ORs and HRs separately) through the combination
of the most general and better statistically controlled
outcome per study. If there is more than one possible
outcome fulfilling these criteria they will all be included
in the analysis.
Initial sensitivity analyses for this average effect size will
be: 1) to vary in 0.1 steps the p correlation parameter,
2) to compare articles with a follow-up of a year or less
to articles with a longer follow-up (including variable
follow-ups). Since an individual can have more than one
injury along their life, but only dichotomous outcomes
8

are considered, different observation periods could
modify differences between groups.
Additional sensitivity analyses will derive from the variety
of designs accepted and the definitions of patients and
controls. Data will be reanalysed excluding case-control
studies (comparing injured vs non-injured individuals).
Similarly, an analysis only using the most stringent definitions of ADHD (DSM, ICD, registry or clinical history) and
controls (excluding studies with clinical control groups) will
be carried out. Studies in which injuries are self-reported
will be eliminated in another analysis. Risk of bias (number
of stars in the Newcastle-Ottawa Scale) will be considered a
continuous variable and its effect evaluated. A final analysis
will compare the effect size of studies in which data were
acquired before and after the year 2000.
Two other population average models will be obtained
by 1) computing a mean effect size only including unadjusted OR and 2) computing a mean effect size only
including adjusted OR.
Effect sizes whose 95% CIs do not cover zero will be
considered significant. All the effects described in this
section are interstudy.
Subgroup analyses and meta-regression
We will also assess, if feasible, the moderating role of
clinical and design variables at the intrastudy and interstudy levels. The former include gender, age, comorbidity
(mainly ODD and CD), medication status and prevalence of ADHD, whereas the latter includes the setting
of treatment. The data to be used in these analyses will
include any outcome which would independently fulfil
the inclusion criteria as long as they differ in something
else than the statistical model used to obtain them: If
there is more than one statistical model for the same
data, the outcome derived from the model controlling
for more covariates will be used. Percentage of medicated
patients, age (ideally the mean or median of the whole
group, otherwise midpoint in the interval of ages) and
prevalence of ADHD (percentage of ADHD that a given
diagnostic strategy yields in a cohort) will be included as
continuous variables and their effect estimated through
meta-regression. We will also explore the feasibility of
conducting the following subgroup analyses: 1) male vs
female participants, 2) three age groups (4–8, 9–13 and
14–17 years), 3) clinical setting (physician office visits,
emergency department visit and hospitalisation). In all
these cases, differences between groups will be statistically
tested (p<0.05 will be considered significant). In the case
of sex, intrastudy outcomes reported only in males will
be compared with outcomes of studies in which ORs are
reported for both boys and girls, and the same will be
done for outcomes in females.
The evaluation of the effect of comorbidity is important
in our meta-analysis, but such an effect is difficult to metaanalyse since studies handle it very differently. We are
especially interested in disentangling the effect ODD and
CD from that of ADHD. We will compare outcomes from
studies in which the rate of ODD/CD is not controlled to
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those in which the presence of ODD or CD is controlled
in the patient sample by design (excluding subjects with
ODD or CD) or statistically, and to those in which all
patients have comorbidity with these disorders. If feasible,
a similar analysis including any other comorbidities will be
executed.
Sensitivity and meta-regression analyses will be carried
out only for the combination of ORs, as we do not expect
enough studies to carry out this kind of analyses for the
combination of HRs.
Meta-analysis on the effect of medication
The second objective of the present project will be to
assess the medication effect in the probability of non-intentional injuries occurrence. For this purpose, the
chosen measure of association will be the IRR. Heterogeneity and presence of ‘small-sample’ bias will be evaluated
as in the first meta-analysis.
A generalised linear mixed model using the Poisson
distribution with the log link function will be implemented.67 Specifically, since it is expected that a small
number of studies will be included in this meta-analysis, a fixed effects Poisson regression model will be
carried out. In this model, the dependent variable is
set as the logarithm of the total number of counts, the
logarithm of the person-time is included as an offset
and the medication is included as an explanatory variable. Additionally, the model incorporates dummy variables as study-specific fixed effects, in order to preserve
the within studies comparison of medicated versus
non-medicated groups.
Sensitivity analyses will be performed based on the
exclusion of studies which do not implement a self-controlled case series design.
Planned contributions to the meta-analysis
The tasks regarding the systematic review and the meta-analysis will be as follows: MRG and GA will conduct searches,
screen papers and retain those that fulfil inclusion criteria.
SC will arbitrate discrepancies between these researchers
regarding article inclusion. MRG GA, NA, SM, EL and
PdCM will read the included papers and extract the data.
MAS, GA, MRG and SC will carry out the statistical analysis.
PdCM, SC and CS will provide expertise on issues related to
child and adolescent psychiatry and results interpretation/
implications. GA and MR will draft the article discussing the
results and SC and CS will further edit it. All collaborators
will approve the final article.
Ethical considerations and dissemination plans
No ethical issues are predicted. All the authors will
declare if they have any competing conflict of interest.
The results will be published in a peer-reviewed journal
and presented at national and international conferences
of psychiatry, psychology, paediatrics and traumatology.

Registration and status
Before data extraction completion, the protocol of this
meta-analysis was registered in PROSPERO, an international register of protocols for health-related systematic
reviews supported by the National Institute of Health
Research (NIHR) and maintained by the University
of York (UK). Registration date: 8 May 2017, protocol
number CRD42017064967. Writing of the protocol and
preliminary searches started by June 2016. Data piloting
commenced in September 2016. Data extraction started
in December 2016 an ended in August 2017. Data analysis
is estimated to end by August 2017.
Author affiliations
1
Servicio Navarro de Salud-Osasunbidea, Servicio de Urgencias Extrahospitalarias,
Pamplona, Spain
2
Center for Innovation in Mental Health, University of Southampton, Academic Unit
of Psychology, Southampton, UK
3
Faculty of Medicine, Clinical and Experimental Sciences (CNS and Psychiatry),
University of Southampton, Southampton, UK
4
Department of Child and Adolescent Psychiatry, NYU Langone Medical Center, New
York, NY, USA
5
Facultad de Educación y Psicología, Universidad de Navarra, Pamplona, Spain
6
Departamento de Psiquiatría y Psicología Médica, Unidad de Psiquiatría Infantil y
Adolescente, Clínica Universidad de Navarra, Pamplona, Spain
7
Instituto Cultura y Sociedad (ICS), Grupo Mente-Cerebro, Universidad de Navarra,
Pamplona, Spain
Contributors GA is the guarantor of the project, MRG had the idea for the project,
GA and MRG drafted the protocol, MAS provided statistical expertise and revised
the analysis section, CS and SC provided feedback on ADHD, SC edited the first
drafts and gave feedback on protocol and meta-analysis design. MRG, SC, MAS,
SM, NAZ, EL, PdCM, CS and GA helped on the overall design of the meta-analysis
and approved the final version of the protocol.
Funding This research is supported by the 2016 research programme of the
Health Department of the Government of Navarre (grant number 89/2016),
Spain. This programme is 50% cofinanced by the operational programme
of the European Regional Development Fund (ERDF) 2014-2020 of Navarre.
This systematic review is also supported by the University of Navarra, which
will provide database and bibliographic access, and licences for proprietary
programmes (Mendeley institutional and STATA). The sponsor of this review is
the Child and Adolescent Psychiatry Unit, Department of Psychiatry and Medical
Psychology, University of Navarra Clinic, which has the final responsibility over
the study.
Competing interests SC has received grant/research support from the Solent
National Health Service (NHS) Trust, UK. He has received honorarium and travel
expenses from the Association for Child and Adolescent Mental Health (ACAMH).
PdCMhas received research funds for his department from Caja Navarra Foundation
and Shire and she has served as Consultant for the Alicia Koplowitz Foundation. CS
has received compensation for serving as consultant or speaker for, or him or the
University of Navarra has received research support or royalties from the following
companies or organisations: Alicia Koplowitz Foundation, DOYMA, Editorial Médica
Panamericana, Eli Lilly, EUNETHYDIS (European Network on Hyperkinetic Disorder),
EUNSA, Janssen, Lundbeck, Mayo Ediciones, Medice Group, NeuroTech Solutions
Ltd, Rubió, Shire, Spanish Health Ministry Quality Plan (Clinical Practice Guidelines
on ADHD and Clinical Practice Guidelines on Depression), TEVE, Universidad
Internacional de La Rioja (UNIR) and Universidad Internacional Menéndez Pelayo. All
other authors do not have any conflicts of interest to disclose (for full disclosure of
COIs see the supplementary file).
Provenance and peer review Not commissioned; externally peer reviewed.
Open Access This is an Open Access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited and the use is non-commercial. See: http://creativecommons.org/
licenses/by-nc/4.0/

Ruiz-Goikoetxea M, et al. BMJ Open 2017;7:e018027. doi:10.1136/bmjopen-2017-018027

9

Downloaded from http://bmjopen.bmj.com/ on January 13, 2018 - Published by group.bmj.com

Open Access
© Article author(s) (or their employer(s) unless otherwise stated in the text of the
article) 2017. All rights reserved. No commercial use is permitted unless otherwise
expressly granted.

References

1. Peden M, Oyegbite K, Ozanne-Smith J, et al. World report on child
injury prevention. Geneva, Switzerland, 2008. http://apps.who.int/iris/
bitstream/10665/43851/1/9789241563574_eng.pdf.
2. Bartlett SN. The problem of children's injuries in low-income
countries: a review. Health Policy Plan 2002;17:1–13.
3. Edwards P, Green J, Lachowycz K, et al. Serious injuries in children:
variation by area deprivation and settlement type. Arch Dis Child
2008;93:485–9.
4. Guyer B, Ma S, Grason H, et al. Early childhood health promotion
and its life course health consequences. Acad Pediatr 2009;9:142–9.
5. Ablewhite J, Peel I, McDaid L, et al. Parental perceptions of barriers
and facilitators to preventing child unintentional injuries within the
home: a qualitative study. BMC Public Health 2015;15:280.
6. Corso P, Finkelstein E, Miller T, et al. Incidence and lifetime costs of
injuries in the United States. Inj Prev 2006;12:212–8.
7. Biederman J, Kwon A, Aleardi M, et al. Absence of gender effects
on attention deficit hyperactivity disorder: findings in nonreferred
subjects. Am J Psychiatry 2005;162:1083–9.
8. Polanczyk GV, Salum GA, Sugaya LS, et al. Annual research
review: A meta-analysis of the worldwide prevalence of mental
disorders in children and adolescents. J Child Psychol Psychiatry
2015;56:345–65.
9. Biederman J, Faraone SV. Attention-deficit hyperactivity disorder.
Lancet 2005;366:237–48.
10. American Psychiatric Association. Diagnostic and Statistical Manual
of Mental Disorders. 5th ed. Arlington, VA: US, 2013. doi.
11. Le HH, Hodgkins P, Postma MJ, et al. Economic impact of
childhood/adolescent ADHD in a European setting: the Netherlands
as a reference case. Eur Child Adolesc Psychiatry 2014;23:587–98.
12. Doshi JA, Hodgkins P, Kahle J, et al. Economic impact of childhood
and adult attention-deficit/hyperactivity disorder in the United States.
J Am Acad Child Adolesc Psychiatry 2012;51:990–1002.
13. Swensen A, Birnbaum HG, Ben Hamadi R, et al. Incidence and costs
of accidents among attention-deficit/hyperactivity disorder patients.
J Adolesc Health 2004;35:e1-9:346.e1.
14. Bonander C, Beckman L, Janson S, et al. Injury risks in
schoolchildren with attention-deficit/hyperactivity or autism
spectrum disorder: Results from two school-based health
surveys of 6- to 17-year-old children in Sweden. J Safety Res
2016;58:49–56.
15. Guo NW, Lin CL, Lin CW, et al. Fracture risk and correlating factors
of a pediatric population with attention deficit hyperactivity disorder:
a nationwide matched study. J Pediatr Orthop B 2016;25:369–74.
16. Altun C, Guven G, Akgun OM, et al. Dental injuries and attentiondeficit/hyperactivity disorder in children. Spec Care Dentist
2012;32:184–9.
17. Ozer K, Gillani S, Williams A, et al. Psychiatric risk factors in pediatric
hand fractures. J Pediatr Orthop 2010;30:324–7.
18. Mangus RS, Bergman D, Zieger M, et al. Burn injuries in children with
attention-deficit/hyperactivity disorder. Burns 2004;30:148–50.
19. Rowe R, Maughan B, Goodman R, et al. and Unintentional
Injury: Findings from a National Cohort Study. J Pediatr Psychol
2004;29:119–30.
20. Maxson RT, Lawson KA, Pop R, et al. Screening for attention-deficit/
hyperactivity disorder in a select sample of injured and uninjured
pediatric patients. J Pediatr Surg 2009;44:743–8.
21. Constant A, Dulioust J, Wazana A, et al. Utility of self-reported
mental health measures for preventing unintentional injury: results
from a cross-sectional study among French schoolchildren. BMC
Pediatr 2014;14:2.
22. Keyes KM, Susser E, Pilowsky DJ, et al. The health consequences
of child mental health problems and parenting styles: unintentional
injuries among European schoolchildren. Prev Med 2014;67:182–8.
23. Bruce B, Kirkland S, Waschbusch D. The relationship between
childhood behaviour disorders and unintentional injury events.
Paediatr Child Health 2007;12:749–54 http://www.ncbi.nlm.nih.gov/
pubmed/19030459.
24. Chou IC, Lin CC, Sung FC, et al. Attention-deficit-hyperactivity
disorder increases risk of bone fracture: a population-based cohort
study. Dev Med Child Neurol 2014;56:1111–6.
25. Bruce BS, Ungar M, Waschbusch DA. Perceptions of risk among
children with and without attention deficit/hyperactivity disorder. Int J
Inj Contr Saf Promot 2009;16:189–96.

10

26. Prasad V, Brogan E, Mulvaney C, et al. How effective are
drug treatments for children with ADHD at improving on-task
behaviour and academic achievement in the school classroom? A
systematic review and meta-analysis. Eur Child Adolesc Psychiatry
2013;22:203–16.
27. Punja S, Shamseer L, Hartling L, et al. Amphetamines for attention
deficit hyperactivity disorder (ADHD) in children and adolescents.
Cochrane Database Syst Rev 2016;2:CD009996.
28. Groenman AP, Oosterlaan J, Rommelse NN, et al. Stimulant
treatment for attention-deficit hyperactivity disorder and risk of
developing substance use disorder. Br J Psychiatry 2013;203:112–9.
29. Purgato M, Cortese S. Does psychostimulant treatment in children
with ADHD increase later risk of substance use disorder? Epidemiol
Psychiatr Sci 2014;23:133–5.
30. Dalsgaard S, Nielsen HS, Simonsen M. Consequences of
ADHD medication use for children's outcomes. J Health Econ
2014;37:137–51.
31. Raman SR, Marshall SW, Haynes K, et al. Stimulant treatment and
injury among children with attention deficit hyperactivity disorder: an
application of the self-controlled case series study design. Inj Prev
2013;19:164–70.
32. Mikolajczyk R, Horn J, Schmedt N, et al. Injury prevention by
medication among children with attention-deficit/hyperactivity
disorder: a case-only study. JAMA Pediatr 2015;169:391–5.
33. Man KK, Chan EW, Coghill D, et al. Methylphenidate and the risk of
Trauma. Pediatrics 2015;135:4– http://pediatrics.aappublications.org/
content/135/1/40.short.
34. Dalsgaard S, Leckman JF, Mortensen PB, et al. Effect of drugs on
the risk of injuries in children with attention deficit hyperactivity
disorder: a prospective cohort study. Lancet Psychiatry
2015;2:702–9.
35. Dalsgaard S, Leckman JF, Nielsen HS, et al. Gender and injuries
predict stimulant medication use. J Child Adolesc Psychopharmacol
2014;24:253–9.
36. Petersen I, Douglas I, Whitaker H. Self controlled case series
methods: an alternative to standard epidemiological study designs.
BMJ 2016;354:i4515.
37. Man KK, Chan EW, Coghill D, et al. Methylphenidate and the risk of
trauma. Pediatrics 2015;135:40–8.
38. Amiri S, Sadeghi-Bazargani H, Nazari S, et al. Attention deficit/
hyperactivity disorder and risk of injuries: A systematic review and
meta-analysis. J Inj Violence Res 2017;9.
39. Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement for
reporting systematic reviews and meta-analyses of studies that
evaluate healthcare interventions: explanation and elaboration. BMJ
2009;339:b2700.
40. Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. PLoS
Med 2009;6:e1000097.
41. Moher D, Shamseer L, Clarke M, et al. Preferred reporting items for
systematic review and meta-analysis protocols (PRISMA-P) 2015
statement. Syst Rev 2015;4:1.
42. Shamseer L, Moher D, Clarke M, et al. Preferred reporting items for
systematic review and meta-analysis protocols (PRISMA-P) 2015:
elaboration and explanation. BMJ 2015;349:g7647.
43. Stroup DF, Berlin JA, Morton SC, et al. Meta-analysis of
observational studies in epidemiology: a proposal for reporting.
Meta-analysis Of Observational Studies in Epidemiology (MOOSE)
group. JAMA 2000;283:2008–12.
44. Gillberg C, attention Din. motor control, and perception: a brief
review. Arch Dis Child 2003;88:904–10.
45. Magallón S, Crespo-Eguílaz N, Narbona J. Procedural learning in
children with developmental coordination, reading, and attention
disorders. J Child Neurol 2015;30:1496–506.
46. Hellgren L, Gillberg C, Gillberg IC, et al. Children with deficits in
attention, motor control and perception (DAMP) almost grown up:
general health at 16 years. Dev Med Child Neurol 1993;35:881–92
http://www.ncbi.nlm.nih.gov/pubmed/8405717.
47. World Health Organization. International Statistical Classification of
Diseases and Related Health Problems (International Classification of
Diseases)(ICD) 10th Revision, 2010.
48. Adeyemo BO, Biederman J, Zafonte R, et al. Mild traumatic brain
injury and ADHD: a systematic review of the literature and metaanalysis. J Atten Disord 2014;18:576–84.
49. Hariharan S, Pomerantz W. Correlation between hospitalization for
pharmaceutical ingestion and attention deficit disorder in children
aged 5 to 9 years old. Clin Pediatr 2008;47:15–20.
50. Wells G, Shea B, O’Connell D, et al. The Newcastle-Ottawa Scale
(NOS) for assessing the quality of non randomised studies in metaanalyses. http://www.ohri.ca/programs/clinical_epidemiology/oxford.
asp.

Ruiz-Goikoetxea M, et al. BMJ Open 2017;7:e018027. doi:10.1136/bmjopen-2017-018027

Downloaded from http://bmjopen.bmj.com/ on January 13, 2018 - Published by group.bmj.com

Open Access
51. Aune D, Sen A, Prasad M, et al. BMI and all cause mortality:
systematic review and non-linear dose-response meta-analysis
of 230 cohort studies with 3.74 million deaths among 30.3 million
participants. BMJ 2016;353:i2156.
52. Pfister T, Pfister K, Hagel B, et al. The incidence of concussion in
youth sports: a systematic review and meta-analysis. Br J Sports
Med 2016;50:292–7.
53. Cochran WG. The comparison of percentages in matched samples.
Biometrika 1950;37:256–66.
54. Higgins JP, Thompson SG, Deeks JJ, et al. Measuring inconsistency
in meta-analyses. BMJ 2003;327:557–60.
55. Begg CB, Mazumdar M. Operating characteristics of a rank
correlation test for publication bias. Biometrics 1994;50:1088–101.
56. Egger M, Davey Smith G, Schneider M, et al. Bias in meta-analysis
detected by a simple, graphical test. BMJ 1997;315:629–34.
57. Borenstein M, Hedges L V, Higgins JPT, et al. Complex data
structures. Introduction to Meta-Analysis: John Wiley & Sons,
2009:215–49.
58. Hedges LV, Tipton E, Johnson MC. Robust variance estimation in
meta-regression with dependent effect size estimates. Res Synth
Methods 2010;1:39–65.
59. Tipton E. Robust variance estimation in meta-regression with binary
dependent effects. Res Synth Methods 2013;4:169–87.

60. Tipton E. Small sample adjustments for robust variance estimation
with meta-regression. Psychol Methods 2015;20:375–93.
61. Moeyaert M, Ugille M, Natasha Beretvas S, et al. Methods for dealing
with multiple outcomes in meta-analysis : a comparison between
averaging effect sizes, robust variance estimation and multilevel
meta-analysis. Int J Soc Res Methodol 2016;14.
62. deVibe M, Bjørndal A, Tipton E, et al. Mindfulness Based Stress
Reduction (MBSR) for improving health, quality of life, and social
functioning in adults. Campbell Syst Rev 2012;127.
63. Linck JA, Osthus P, Koeth JT, et al. Working memory and second
language comprehension and production: a meta-analysis. Psychon
Bull Rev 2014;21:861–83.
64. Tanner-Smith EE, Tipton E. Robust variance estimation with
dependent effect sizes: practical considerations including a software
tutorial in Stata and spss. Res Synth Methods 2014;5:13–30.
65. Tanner-Smith EE, Tipton E, Polanin JR. Handling complex metaanalytic data structures using robust variance estimates: a tutorial in
R. J Dev Life Course Criminol 2016;2:85–112.
66. Tipton E. Small sample adjustments for robust variance estimation
with meta-regression. Psychol Methods 2015;20:375–93.
67. Bagos PG, Nikolopoulos GK. Mixed-Effects Poisson Regression
Models for Meta-Analysis of Follow-Up Studies with Constant or
Varying Durations. Int J Biostat 2009;5.

Ruiz-Goikoetxea M, et al. BMJ Open 2017;7:e018027. doi:10.1136/bmjopen-2017-018027

11

Downloaded from http://bmjopen.bmj.com/ on January 13, 2018 - Published by group.bmj.com

Risk of unintentional injuries in children and
adolescents with ADHD and the impact of
ADHD medications: protocol for a systematic
review and meta-analysis
Maite Ruiz-Goikoetxea, Samuele Cortese, Maite Aznarez-Sanado, Sara
Magallon, Elkin O Luis, Noelia Alvarez Zallo, Pilar de Castro-Manglano,
Cesar Soutullo and Gonzalo Arrondo
BMJ Open2017 7:

doi: 10.1136/bmjopen-2017-018027
Updated information and services can be found at:
http://bmjopen.bmj.com/content/7/9/e018027

These include:

References

This article cites 58 articles, 13 of which you can access for free at:
http://bmjopen.bmj.com/content/7/9/e018027#ref-list-1

Open Access

This is an Open Access article distributed in accordance with the Creative
Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work
non-commercially, and license their derivative works on different terms,
provided the original work is properly cited and the use is
non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/

Email alerting
service

Receive free email alerts when new articles cite this article. Sign up in the
box at the top right corner of the online article.

Topic
Collections

Articles on similar topics can be found in the following collections
Epidemiology (2239)

Notes

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions
To order reprints go to:
http://journals.bmj.com/cgi/reprintform
To subscribe to BMJ go to:
http://group.bmj.com/subscribe/

