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Attention Deficit Disorder (ADD) with or without hyperactivity is one of the most This study utilized claims data from a German sickness fund (AOK PLUS), covering
frequent neurodevelopmental disorders in children with a persistence rate into the study period of 1/1/2015-30/6/2021. In order to be included in the study population
adulthood varying between 40 and 50% [1]. Additionally, in Germany, the prevalence the following inclusion criteria must have been met:

rate of ADD In adults is approximately 4.7% [2]. 1. At least 1 inpatient or outpatient confirmed or suspected diagnosis of depression

(ICD-10 GM code: F32 or F33) by a specialist (I.e. psychiatrist or psychotherapist)
from 1/1/2016 until 30/6/2021

. No confirmed ADD (ICD-10 GM code: F90.0, F90.1 or F90.9) diagnosis before the
first observed depression diagnosis

Studies show prevalence rates of ADD for adult females are higher than for girls which
iIndicates underdiagnosed of ADD in girls [3]. With depression being one of the most
frequent comorbidities of ADD with a prevalence of 35-70% [4], literature highlights that 5
ADD Is oftentimes misdiagnosed as depression and it can especially be seen In
females due to the overlapping symptoms and the tools used to diagnose ADD In
children and adults [5]. 3.

Must have been continuously insured by AOK PLUS during the entire study period

However, there has been no real-world evidence studies conducted in Germany to test
this hypothesis.

The patient specific index date was defined as the date of the first depression
diagnosis. Baseline characteristics such as age, sex, CCl and mental health
comorbidities were measured within 12 months before index. In addition, incidence
rate of ADD by any physician and frequency of mental health comorbidities were
observed from the patient’s specific index date until the end of the follow-up period, or
the patient’s death. Additionally, to assess the risk factors associated with potential
misdiagnosis, a multivariate cox regression analysis was conducted.

Thus, the objective of this study was to estimate the incidence rate of ADD In
females and males previously diagnosed with depression, as well as to
determine factors associated with the potential misdiagnosis.

Results
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The AOK PLUS database contains data from routine
practice, thus may exhibit missing data and coding
errors regarding outpatient diagnoses. However, the
coding of German claims data is generally considered
to be of high quality.

The potential for misclassification of disease status,

exists because patients are

identified through

*Charlson Comorbidity Index

**|International Classification of Diseases — German modification

Conclusions

Despite the literature that states that females are
more likely to be misdiagnosed with depression,
males are more likely to be diagnosed with ADD after

an initial depression diagnosis.
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Further research should be conducted to measure the
sexual bias of existing ADD diagnostic tools.

Additionally, there Is no exact measure of
misdiagnosis within the dataset, therefore, a proxy
was used to estimate the potential misdiagnosis.
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