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KEY MESSAGES

� We evaluated the first GP-centred paediatric primary care programme in Germany for 6494 children and
adolescents with ADHD.

� Children and adolescents with ADHD enrolled in strong paediatric primary care are at lower risk of mental
disorder-related hospitalisation.

� The prescription rate for stimulants was lower in the intervention group. There was no statistically signifi-
cant difference in the participation rate of patients in cognitive behavioural therapy between groups.

ABSTRACT
Background: General practitioners (GPs) play an essential role in the sustainable management
of attention-deficit/hyperactivity disorder (ADHD). To our knowledge, the healthcare programme
described here is the first integrated care programme for paediatric ambulatory care embedded
in GP-centred-healthcare in Germany.
Objectives: To compare the health-service-utilisation of patients with ADHD enrolled in a GP-
centred-paediatric-primary-care-programme with usual care in terms of disease-related hospital-
isation, pharmacotherapy and psychotherapy.
Methods: In 2018, we conducted a retrospective cohort study of 3- to 18-year-old patients with
ADHD in Baden-Wuerttemberg, southern Germany. The intervention group (IG) comprised
patients enrolled in a GP-centred-paediatric-primary-healthcare-programme and consulted a par-
ticipating GP for ADHD at least once. GP-centred-paediatric-primary-care provides high continu-
ity of care, facilitated access to specialist care, extended routine examinations and enhanced
transition to adult healthcare. Patients in the control group (CG) received usual care, meaning
they consulted a non-participating GP for ADHD at least once. Main outcomes were disease-
related hospitalisation, pharmacotherapy and psychotherapy. Multivariable logistic regression
was performed to compare groups.
Results: A total of 2317 patients were included in IG and 4177 patients in CG. Mean age was
8.9±4.4. The risk of mental-disorder-related hospitalisations was lower in IG than CG (odds ratio
(OR): 0.666, 95% confidence interval (CI): 0.509–0.871). The prescription rate for stimulants was
lower in IG (OR: 0.817; 95% CI: 0.732–0.912). There was no statistically significant difference in
the participation rate of patients in cognitive behavioural therapy between groups (OR: 0.752;
95% CI: 0.523–1.080).
Conclusion: Children and adolescents with ADHD enrolled in GP-centred-paediatric-primary-care
are at lower risk of mental-disorder-related hospitalisation and less likely to receive stimulants.
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Introduction

Primary care plays a substantial role in managing
mental disorders in minors [1]. It is unclear who
should be responsible for delivering care to patients
with ADHD but a stepped approach would appear to
be the most suitable strategy [2]. NICE 2018 guidelines
consider continuity of care to be the most crucial fac-
tor in managing ADHD. This means general practi-
tioners (GPs) should take on a central role for patients
and family members and collaborate with paediatric
and psychiatric colleagues where necessary. Moreover,
guidelines note that collaborative models have
strengthened the role of GPs in pharmacological treat-
ment of ADHD [3]. However, GPs participate in differ-
ing patient care programmes; to our knowledge, there
is little research on their effectiveness.

We considered the number of hospitalisations for
mental disorders, prescriptions of psychopharmaceuti-
cals, and the need for psychotherapy as possible for
comparison between usual care and novel models.

GP-centred paediatric primary care

The paediatric care programme described in this study
is part of the GP-centred care programme by AOK
health insurance in Baden-Wurttemberg, Germany,
focusing on children and adolescents. The benefits
and components of GP-centred care have been
described elsewhere [4,5]. Further details and the legal
framework can be found in the German Social Code,
Book 5 (SGB V) §73c [6]. In GP-centred paediatric pri-
mary care, patients receive care from a single GP
responsible for coordinating care and referring them
to specialists. In contrast to treatment, as usual, GP-
centred paediatric primary care includes extended pre-
ventive paediatric check-ups and innovative services
such as advanced screening for diseases in children
and adolescents, as well as hearing and vision tests
(extended amblyopia screening). In addition, financial
incentives are provided to encourage GPs to extend
consultation times for young patients with psycho-
social problems. We analysed in our study whether
these differences in coordination of care affected pre-
scriptions of psychopharmaceuticals and the need for
psychotherapy when comparing usual care and
novel models.

Furthermore, waiting times for specialist appoint-
ments were reduced compared to usual care. GPs and
paediatricians participate in the programme, whereby
enrolment is voluntary for patients and doctors.
Regular care also involves contacting GPs and

paediatricians but there are no official obligatory fur-
ther requirements except for routine check-ups.

In both care models, it is not only GPs and paedia-
tricians involved in the therapeutic process but also
other specialists (e.g. psychologists, psychiatrists, neu-
rologists, child psychiatrists and psychotherapists).
ADHD is diagnosed according to World Health
Organisation recommendations and German guide-
lines for ADHD treatment [6,7]. In summary, this
requires attention deficit (for AD disorder) and/or
hyperactivity and impulsivity (for ADHD or hyperactiv-
ity disorder) with symptoms present for longer than
six months, start of symptoms before age seven, sig-
nificant impairment of functioning or suffering in
more than one context (i.e. in school and at home),
and no other mental disorders to adequately explain
these symptoms (i.e. no autism, affective or anxiety
disorder) [7].

Patient empowerment and shared decision making
are recommended components of guideline compliant
therapy [8] in both treatment settings. Cognitive
behavioural therapy and psychopharmacological treat-
ment with stimulants are considered the cornerstones
of evidence-based treatment of ADHD. However, as
some symptoms of ADHD may result from other fac-
tors, careful exploration of patients and family circum-
stances is necessary to avoid jumping to erroneous
conclusions prematurely [9]. Data on the treatment of
ADHD in primary care settings in Germany is scarce.
Apart from studies based on local data [10], little is
known about health care utilisation in this patient
group in (southern) Germany.

The present study aims to assess whether the GP-cen-
tred paediatric primary care programme effectively
reduces psychiatric hospitalisation rates, prescriptions of
psychopharmaceuticals, and the need for psychotherapy.

Methods

Study population and setting

We conducted a retrospective cohort study based on
claims data from 1,555,707 patients with mental health
disorders, of whom 193,296 were 18years old or
younger. Claims data were provided by the statutory
health insurance fund ‘Allgemeine Ortskrankenkasse’
(AOK) in Baden-Wuerttemberg, southern Germany, for
2016 to 2018. Baden-Wuerttemberg had about 11.1 mil-
lion inhabitants [11], of whom 5.1 million were insured
by AOK (about 1.9 million underages) in the study
period. AOK is the largest health insurance fund in this
federal state, covering about 80% of the insured popula-
tion [12]. In 2018, about 5000 doctors and 1.6 million
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patients were enrolled in GP-centred care. Overall, 383
doctors (paediatricians and GPs in private practice) and
168,901 patients were enrolled in GP-centred paediatric
primary care in 2018.

Patient data

Inclusion criteria for patients were: diagnosis of ADHD
(ICD-Code: F90.0–F90.9) in 2017, continuous insurance
status, residence in Baden-Wuerttemberg, and aged
18 years or younger.

Patients under three years of age were later
excluded. Inclusion criteria are shown in Figure 1. The
follow-up period ended in 2018. Patients’ comorbid-
ities and baseline characteristics (i.e. sex, congenital
malformation, allergies, asthma, obesity and ADHD
diagnosis) were recorded in 2017, and the relevant
Charlson comorbidity index, age and nursing level (i.e.
medical level of care, reaching from 1 to 5 for chil-
dren) in 2018. The intervention group comprised
patients enrolled in the GP-centred paediatric care
programme that had consulted a GP enrolled in the
paediatric care programme when ADHD was first diag-
nosed. When a specialist or another health care pro-
vider (not a GP) was responsible for the initial

diagnosis of ADHD, the first GP contact following that
diagnosis was assessed. The control group consisted
of patients not enrolled in either the GP-centred
paediatric care or the GP-centred care programme and
had consulted a GP that did not participate in the GP-
centred care programme at least once.

The patients or their legal representatives had to
provide their written informed consent before enrol-
ment in the programme. Ethical approval was
obtained from the local ethics committee of the
Department of Medicine of Goethe-University in
Frankfurt (No. 470/13).

Articles on this study were prepared following the
STROBE Statement and the German reporting standard
for secondary data analysis (STROSA) [13]. The study is
part of an extensive evaluation report on GP-centred
care in Germany (HZV-Brosch€ure [14]).

Quality of data

The quality of the claims data used in this study was
subject to several quality checks. First, the Association
of Statutory Health Insurance Physicians and
Pharmacies provided data that had been submitted to a
data collection and verification service by physicians

Figure 1. Study population with inclusion criteria.
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provided by AOK health insurance. Secondly, the data
was transferred to the aQua data management institute,
an independent centre in Goettingen, Germany, where
they were subjected to further quality controls and
aligned with our definition of variables and indicators.
The following quality checks were part of the aQua qual-
ity controls performed with SPSS: acceptance and first
check of data (data kind, number of data and readabil-
ity), reading in and reviewing the data tables (file size,
etc.), checking of data integrity (especially linkability of
Tables), checking the completeness of the data (related
to the number of observations in tables, characteristics
within tables or also in linked tables, missings, duplica-
tions) and plausibility check (related to frequencies of
characteristic expressions as well as to simple distinct
values like mean, min, max, SD etc.) The expressions are
then also compared with those from previous years. The
data manager in our study team also performed a
plausibility check.

Outcomes

The primary outcome in this study was hospitalisation
for a mental disorder (ICD-10-F-code) on at least one
occasion in 2018. Hospitalisation due to a mental dis-
order (¼disease-related hospitalisation) was defined as
the use of an in-hospital medical service by a patient
diagnosed with a mental disorder. Further clinical out-
comes included the prescription of a psychopharma-
ceutical on at least one occasion and psychotherapy
in 2018. ATC codes used for psychopharmaceuticals
were those for stimulants (N06BA12, N06BA21,
N06BA09, N06BA01, N06BA02, N06BA03, N06BA04). All
measures were based on administrative data. Other
results were assessed as part of the evaluation study.

Statistical analysis
Descriptive statistics. Initially, all target and influenc-
ing variables were analysed descriptively. The number
of non-missing values and values for the mean, stand-
ard deviation, median, first and third quartile,

minimum and maximum were specified for continuous
variables, and absolute and relative frequencies calcu-
lated for categorical variables.

Regression model. Dichotomous variables were eval-
uated using the multivariable regression model.
Depending on the outcome variable, either logistic or
negative-binomial regression models were used.
Results were presented as odds ratios (OR) for binary
variables and rate ratios (RR) for count variables, with
95% confidence intervals. We considered two-sided p-
values and labelled p-values <0.05 as statistically
significant.

Covariables were defined based on literature and
prior evaluation studies. The model used the following
covariables: age, sex, nursing level, congenital malfor-
mations, allergies, asthma, obesity, Charlson comorbid-
ity index and rural area of residence. Baseline
characteristics are displayed in Table 1.

All descriptive and comparative analyses were car-
ried out using SAS (version 9.4) and IBM SPSS
Statistics (version 25).

Results

Overall, 6494 cases met our inclusion criteria: patients
aged 3–18years diagnosed with ADHD. We included
4177 insurants in the control group and 2317 in the inter-
vention group, respectively. Results are shown in Table 2.

Disease-related hospitalisation

Before adjustment for relevant comorbidities, disease
(mental health disorder)-related hospitalisation was
lower in the intervention group (3.4% vs. 5.0%). After
adjustment, differences between groups remained sig-
nificant and the chance of hospitalisation continued to
be lower in the intervention group (OR 0.666; 95% CI
0.509–0.871; p¼ 0.003).

Table 1. Baseline characteristics of study groups.
Baseline characteristics Control group (n¼ 4177) Intervention group (n¼ 2317) p-Valuea

Age (all) mean [SD] 12.1 ± 3.4 11.9 ± 2.9 0.010
Sex (female) 23.9% 26.2% 0.043
Charlson Comorbidity Index

mean [SD]
0.2 ± 0.5 0.1 ± 0.4 0.018

Nursing level 6.8% 5.0% 0.004
Congenital malformation 9.1% 9.% 0.808
Allergies 3.6% 3.6% 0.904
Asthma 9.4% 10.7% 0.100
Obesity 6.2% 8.4% <0.001
Urban area 49.2% 52.8% 0.005
Diagnosed with ADHD in 2017 92.7% 93.8% 0.073
at-Test for count and continuous variables, chi-square test for binary variables.
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Psychostimulant and psychotherapy
prescription rates

Prescription rates of stimulants to minors were lower in
the intervention group than in the control group (38.5%
vs. 34.5%). Multivariable logistic regression revealed that
assignment to the intervention group was associated
with fewer stimulant prescriptions per patient (OR: 0.817;
95% CI: 0.732–0.912; p¼ 0.0003)

Descriptive analysis indicated a lower rate of cognitive
behavioural therapy in the intervention group (7.8% vs.
10.2%) but the difference between groups was not sig-
nificant (OR 0.752; 95% CI: 0.523-1.080; p¼ 0.122).

Continuity and coordination of care

Children and adolescents in GP-centred paediatric care
were more likely to receive coordinated care, and unco-
ordinated visits to specialists without GP referrals were
lower (RR: 0.914; 95% CI: 0.855–0.976; p¼ 0.0076).
Additionally, the risk of consulting a GP was higher in
the intervention group (RR: 1.073; 95% CI:
1.042–1.104; p< 0.0001).

Discussion

Main findings

In this retrospective cohort study of 6494 ADHD
patients aged 3–18 years old (female 24.7%), we found
that children and adolescents with ADHD enrolled in
GP-centred-paediatric-primary care are at lower risk of
mental-disorder-related hospitalisation and less likely
to receive stimulants.

Multivariable logistic regression analysis of adminis-
trative data for children and adolescents with ADHD
revealed that participation in GP-centred paediatric
primary care reduced the risk of mental health dis-
order-related hospitalisation. Furthermore, patients in
the intervention group had a lower stimulant prescrip-
tion rate while there was no statistically significant

difference in the participation rate of patients in cog-
nitive behavioural therapy between groups.

Interpretation

We chose to include children aged three years and
older to comply with German guidelines for ADHD
[15]. In the United States, studies describe greater
prevalence of ADHD in boys than girls (147 vs. 62 per
1000), with a stimulant prescription rate of about 80%
per visit [16]. Another study reports up to 90.1% [17].
Our results are consistent in terms of higher distribu-
tion of ADHD in males. The Anatomical Therapeutic
Chemical codes used in this study are the same as in
the previous cohort study [18].

Our results show lower rates of stimulant prescrip-
tions in patients enrolled in the GP-centred paediatric
primary care programme. This is important because
other studies have shown a trend towards increased
use of prescription stimulants in recent years [18] –
possibly in conjunction with over-diagnosis of ADHD
[9]. Unfortunately, we cannot claim whether prescrip-
tion of stimulants was necessary in the groups or
whether patients, in fact, required a higher amount of
prescriptions since we do not know the clinical cir-
cumstances. Similarly, most recent research has shown
that 9-year-old children treated for ADHD have more
emotional and peer relationship problems, worse pro-
social behaviour, and poorer self-concept [19]. Careful
evaluation of the need for stimulant prescriptions in
minors with symptoms of hyperactivity and inatten-
tion may require more time than is available to GPs in
standard treatment settings. Therefore, the difference
in time available for therapy could be an essential rea-
son for differences in prescription rates.

Recent research indicates that an intervention
addressing both individual staff and organisational fac-
tors may effectively improve the implementation and
quality of mental health services in paediatric primary
care [20]. Another important feature of the intensified

Table 2. Descriptive statistics and results of the multivariable analysis.

Outcome
Control group

n¼ 4177
Intervention group

n¼ 2317 ORa RR 95%-confidence interval p-Value

Disease-related
hospitalisation [%]

5.0% 3.4 % 0.666 N.A 0.509 0.871 0.003

prescribed stimulants [%] 38.5% 34.5 % 0.817 N.A 0.732 0.912 0.0003
cognitive behavioural

therapy [%]
10.2% 7.8 % 0.752 N.A 0.523 1.080 0.122

number of uncoordinated
specialist visits (quarterly,
maximum 4) mean [SD]

n¼ 1106
2.46 ± 1.36

n¼ 586
2.25 ± 1.46

N.A 0.914 0.855 0.976 0.0076

GP visits (quarterly, maximum 4)
mean [SD]

3.02 ± 1.05 3.23 ± 0.87 N.A 1.073 1.042 1.104 <0.0001

aFor count variables we estimated the rate ratio (RR), for binary variables the odds ratio (OR). The presented OR and CI are adjusted results.
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treatment programme described here is the structured
transition from paediatric to adult healthcare. ADHD
patients could particularly benefit from such health-
care continuity [2].

Psychotherapy can help patients with ADHD,
whether or not a patient is taking stimulants [21]. We
should consider that we might not have measured all
the psychotherapy interventions the patients received
since we only included those accepted by the health
insurance. Lack of resources available for these inter-
ventions seems to be a known problem and could be
one explanation for only 8–10% of patients in both
groups receiving psychotherapy [22].

Although we primarily considered patients consult-
ing a GP, it is possible that further care was provided
by specialists and/or paediatricians. Positive effects
such as lower risk of disease-related hospitalisation
may reflect both the intensified treatment programme
and appropriate collaboration with specialists [23].

Strengths and limitations

Major strengths of the study are the high number of
eligible patients and cross-sectoral (inpatient and out-
patient) real-world data. In Germany, we found only a
few studies based on claims data that dealt with men-
tal disorders in minors, especially in outpatient care.

In our study, we used an advanced model for
comorbidity adjustment. Nonetheless, we cannot rule
out residual confounding, as claims data do not reveal
all clinical confounders.

One limitation of the study is that studies con-
ducted in the 1990s showed that children receiving
methylphenidate were more likely to use health serv-
ices, e.g. emergency care [24]. Thus, lower use of pre-
scription stimulants may lead to a decline in
hospitalisation rates and vice versa.

Similar studies have previously described common
limitations associated with the use of claims data
[5,25]. Most importantly, clinical data and information
on disease intensity are not available in secondary
data. We want to point out that GP-centred paediatric
primary care does not focus on ADHD or mental disor-
ders in general, but is a programme that is accessible
to all patients aged under 18 and enrolled in GP-cen-
tred care. Since enrolment in GP-centred care is volun-
tary for both physicians and patients, self-selection
bias should be considered during data interpretation.
It is, for example, possible that the patient cohort in
the intervention group showed greater treatment
adherence. We were also unable to evaluate the con-
sultation and the quality of care in detail, so the

described effects are probably multifactorial. Patients
in the intervention group certainly profited from high
continuity of care and more contact with their GP [26].
Nonetheless, it is possible that consulting different
specialists impacted patient outcomes. Most of the
eligible patients were diagnosed with ADHD, yet in
2017 (Table 1) we have no further information on the
duration of disease or whether inpatient care was pre-
viously necessary.

Conclusion

GP-centred paediatric primary care is associated with a
lower risk of hospitalisation. Children and adolescents
with ADHD enrolled in GP-centred-paediatric-primary-
care are less likely to receive stimulants.

Implications

Our results possibly indicate the need for therapeutic
strategies in outpatient care. Since a lack of education
in ADHD has been identified as a significant problem
[27], implementing educational programmes may be
beneficial in this setting. Process evaluation may also
provide further insights and enable the influence of
individual factors in strengthening outpatient care to
be identified.

Qualitative research on the quality of care in chil-
dren and adolescents with ADHD in a primary care
setting in Germany is recommended.

Acknowledgement

We thank Phillip Elliott for editing the manuscript.

Disclosure statement

AM, OAS, AG, MB, FMG and KK received an institutional
grant from the AOK Baden-Wuerttemberg health to evaluate
GP-centred health-care. MPG and RKM have nothing
to disclose.

References

[1] Anderson LE, Chen ML, Perrin JM, et al. Outpatient
visits and medication prescribing for US children with
mental health conditions. Pediatrics. 2015;136(5):
e1178–e1185.

[2] Coghill DR. Organisation of services for managing
ADHD. Epidemiol Psychiatr Sci. 2017;26(5):453–458.

[3] Hassink-Franke LJA, Janssen MMM, Oehlen G, et al.
GPs’ experiences with enhanced collaboration
between psychiatry and general practice for children
with ADHD. Eur J Gen Pract. 2016;22(3):196–202.

EUROPEAN JOURNAL OF GENERAL PRACTICE 155



[4] Wensing M, Szecsenyi J, Stock C, et al. Evaluation of a
program to strengthen general practice care for
patients with chronic disease in Germany. BMC
Health Serv Res. 2017;17(1):62.

[5] Sawicki OA, Mueller A, Klaaßen-Mielke R, et al. Strong
and sustainable primary healthcare is associated with
a lower risk of hospitalization in high risk patients. Sci
Rep. 2021;11(1):4349.

[6] Dilling H, Mombour W, Schmidt MH, et al.
Internationale Klassifikation psychischer St€orungen:
ICD-10, Kapitel V (F), klinisch-diagnostische Leitlinien/
hrsg. von H. Dilling, W. Mombour und M. H. Schmidt
[Internet]. Bern: Huber. 1991. [cited 2022 May 19].
Available from: https://apps.who.int/iris/handle/10665/
38221

[7] AWMF. [German ADHD guideline] Langfassung der
interdisziplin€aren evidenz- und konsensbasierten (S3)
Leitlinie "Aufmerksamkeitsdefizit-/
Hyperaktivit€atsst€orung (ADHS) im Kindes-/Jugend-und
Erwachsenenalter" [Internet] [cited 2022 March 9.].
Available from: https://www.awmf.org/uploads/tx_
szleitlinien/028-045l_S3_ADHS_2018-06.pdf

[8] National Institute for Health and Care Excellence.
Attention deficit hyperactivity disorder: Diagnosis and
management. (NICE guideline; NG87). London:
National Institute for Health and Care Excellence;
2018.

[9] Bruchm€uller K, Margraf J, Schneider S. Is ADHD diag-
nosed in accord with diagnostic criteria?
Overdiagnosis and influence of client gender on diag-
nosis. J Consult Clin Psychol. 2012;80(1):128–138.

[10] Bessou H, Zeeb H, Puteanus U. [Methylphenidate pre-
scriptions in the city of Cologne: overrepresentation
of privately insured patients. Results of an analysis
based on prescription data]. Gesundheitswesen2007;
69(5):292–296.

[11] Statistisches Landesamt Baden-W€urttemberg. Basic
information on the population (Eckdaten zur
Bev€olkerung). [Internet] [cited 2021 Jan 3]. Available
from: https://www.statistik-bw.de/.

[12] Selbsthilfef€orderung der gesetzlichen
Krankenversicherung in Baden-W€urttemberg.
Information on self-help promotion of health insur-
ance in Baden-Wurttemberg [Internet] [cited 2021 Jan
3]. Available from: https://www.gkv-selbsthilfefoerder-
ung-bw.de/ueber-uns/#:�:text=AOK%20Baden-W%
C3%BCrttemberg%20Mit%20jetzt%20knapp%204,4%
20Millionen%20Versicherten,i. m%20Land%20zu%
20dem%20Ansprechpartner%20in%20Sachen%
20Gesundheit.

[13] Swart E, Bitzer EM, Gothe H, et al. A consensus
German reporting standard for secondary data analy-
ses, version 2 (STROSA-STandardisierte
BerichtsROutine f€ur Sekund€ardatenAnalysen).
Gesundheitswesen. 2016;78(S 01):e145–e160.

[14] Universit€atsklinikum Heidelberg, Abteilung
Allgemeinmedizin und Versorgungsforschung und
Goethe-Universit€at Frankfurt am Main, Institut f€ur
Allgemeinmedizin. [Evaluation of General Practitioner-
centred care in Baden-Wurttemberg] Evaluation der

Hausarztzentrierten Versorgung (HZV) in Baden-
W€urttemberg: Zusammenfassung der Ergebnisse –
Ausgabe. 2020 [Internet]. [cited 2021 Sep 3]. Available
from: https://prima-diab.de/wp-content/uploads/2021/
01/201210-HZV-Evaluation_Broschuere_HZV-
Evaluation_2020.pdf.

[15] Banaschewski T, Hohmann S, Millenet S. Langfassung
der interdisziplin€aren evidenz- und konsensbasierten
(S3) Leitlinie “Aufmerksamkeitsdefizit-/
Hyperaktivit€atsst€orung (ADHS) im Kindes-, Jugend-
und Erwachsenenalter”: AWMF Registernummer 028-
045. [cited 2022 May 23]. Available from: https://
www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_
ADHS_2018-06.pdf.

[16] Albert M, Rui P, Ashman JJ. Physician office visits for
attention-deficit/hyperactivity disorder in children and
adolescents aged 4–17 years: United States,
2012–2013. NCHS Data Brief. 2017;(269):1–8.

[17] Patel A, Medhekar R, Ochoa-Perez M, et al. Care provi-
sion and prescribing practices of physicians treating
children and adolescents with ADHD. Psychiatr
Serv2017;68(7):681–688.

[18] Boland F, Galvin R, Reulbach U, et al. Psychostimulant
prescribing trends in a paediatric population in
Ireland: a national cohort study. BMC Pediatr2015;15:
118.

[19] O’Connor C, McNicholas F. What differentiates chil-
dren with ADHD symptoms who do and do not
receive a formal diagnosis? Results from a prospective
longitudinal cohort study. Child Psychiatry Hum
Dev2020;51(1):138–150.

[20] Baum RA, King MA, Wissow LS. Outcomes of a state-
wide learning collaborative to implement mental
health services in pediatric primary care. Psychiatr
Serv. 2019;70(2):123–129.

[21] Jones JD. Plea for a measure of understanding: the
importance of intensive psychotherapy in the treat-
ment of children with ADHD. Psychother. 2002;39(1):
12–20.

[22] Doepfner M. ADHS und Psychotherapie. Monatsschr
Kinderheilkd. 2008;156(8):776–780.

[23] Yonek J, Lee C-M, Harrison A, et al. Key components
of effective pediatric integrated mental health care
models: a systematic review. JAMA Pediatr. 2020;
174(5):487–498.

[24] Miller AR, Brehaut JC, Raina P, et al. Use of medical
services by methylphenidate-treated children in the
general population. Ambul Pediatr2004;4(2):174–180.

[25] Sawicki OA, Mueller A, Glushan A, et al. Intensified
ambulatory cardiology care: effects on mortality and
hospitalisation-a comparative observational study. Sci
Rep. 2020;10(1):14695.

[26] Wensing M, Szecsenyi J, Laux G. Continuity in general
practice and hospitalization patterns: an observational
study. BMC Fam Pract. 2021;22(1):623.

[27] French B, Sayal K, Daley D. Barriers and facilitators to
understanding of ADHD in primary care: a mixed-
method systematic review. Eur Child Adolesc
Psychiatry. 2019;28(8):1037–1064.

156 A. MUELLER ET AL.

https://apps.who.int/iris/handle/10665/38221
https://apps.who.int/iris/handle/10665/38221
https://www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_ADHS_2018-06.pdf
https://www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_ADHS_2018-06.pdf
https://www.statistik-bw.de/
https://www.gkv-selbsthilfefoerderung-bw.de/ueber-uns/#:<:text=AOK%20Baden-W%C3%BCrttemberg%20Mit%20jetzt%20knapp%204,4%20Millionen%20Versicherten,i
https://www.gkv-selbsthilfefoerderung-bw.de/ueber-uns/#:<:text=AOK%20Baden-W%C3%BCrttemberg%20Mit%20jetzt%20knapp%204,4%20Millionen%20Versicherten,i
https://www.gkv-selbsthilfefoerderung-bw.de/ueber-uns/#:<:text=AOK%20Baden-W%C3%BCrttemberg%20Mit%20jetzt%20knapp%204,4%20Millionen%20Versicherten,i
https://www.gkv-selbsthilfefoerderung-bw.de/ueber-uns/#:<:text=AOK%20Baden-W%C3%BCrttemberg%20Mit%20jetzt%20knapp%204,4%20Millionen%20Versicherten,i
http://m%20Land%20zu%20dem%20Ansprechpartner%20in%20Sachen%20Gesundheit
http://m%20Land%20zu%20dem%20Ansprechpartner%20in%20Sachen%20Gesundheit
http://m%20Land%20zu%20dem%20Ansprechpartner%20in%20Sachen%20Gesundheit
https://prima-diab.de/wp-content/uploads/2021/01/201210-HZV-Evaluation_Broschuere_HZV-Evaluation_2020.pdf
https://prima-diab.de/wp-content/uploads/2021/01/201210-HZV-Evaluation_Broschuere_HZV-Evaluation_2020.pdf
https://prima-diab.de/wp-content/uploads/2021/01/201210-HZV-Evaluation_Broschuere_HZV-Evaluation_2020.pdf
https://www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_ADHS_2018-06.pdf
https://www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_ADHS_2018-06.pdf
https://www.awmf.org/uploads/tx_szleitlinien/028-045l_S3_ADHS_2018-06.pdf

	Abstract
	Introduction
	GP-centred paediatric primary care

	Methods
	Study population and setting
	Patient data
	Quality of data
	Outcomes
	Statistical analysis
	Descriptive statistics
	Regression model



	Results
	Disease-related hospitalisation
	Psychostimulant and psychotherapy prescription rates
	Continuity and coordination of care

	Discussion
	Main findings
	Interpretation
	Strengths and limitations

	Conclusion
	Implications

	Acknowledgement
	Disclosure statement
	References


