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W

we are just beginning the exploration of psychotherapeutic
treatment methods for individuals with AD/HD. Neurocognitive
psychotherapy, a model for the treatment of individuals with
AD/HD, involves environmental changes, structure and support.1 It was developed over many years of clinical work with
these individuals. Although this approach is more appropriate
for treating adolescents and adults, these concepts can be very
useful for working with children with AD/HD and their parents.
Neurocognitive treatment combines techniques borrowed from the field of cognitive rehabilitation, as
well as others used in cognitive-behavioral psychotherapy—thus the term “neurocognitive psychotherapy.” This approach emphasizes the need for structure
and goals—both in individual therapy sessions, as
well as in the daily life of a person with AD/HD.
Neurocognitive psychotherapy involves helping an
individual to move beyond self-defeating blame and
toward a more constructive, problem-solving approach
to the challenges of AD/HD. Developing better lifemanagement tools, building a lifestyle that is more
AD/HD friendly, and learning how to set and reach
realistic long-term life goals are all part of the process.

Addressing the Neurobiological Aspects of AD/HD
For treatment to be effective, a clinician must always
keep in mind that AD/HD is a neurobiological condition with challenges that must be addressed in concrete and practical ways. Too often, therapists focus on
the psychological “baggage” of AD/HD (e.g., depression, anxiety, low self-esteem), while never addressing
the AD/HD issues that generate these feelings. Neurocognitive psychotherapy addresses both psychological distress and concrete problems in daily living in
an integrated fashion, moving back and forth between
the practical and the emotional, between the present
and the past, and between AD/HD and related or coexisting conditions. Although neurocognitive psycho-

December 2003 / attention @ chadd.org–27

Neurocognitive Psychotherapy and AD/HD

Neurocognitive psychotherapy addresses both psychological
distress and concrete problems in daily living in an integrated
fashion, moving back and forth between the practical
and the emotional, between the present and the past, and
between AD/HD and related or co-existing conditions.
therapy involves a dynamic interweaving of focus—
attending to the emotional and the cognitive, to the
inner world of feelings and the outer world of life
challenges—it is easier to discuss by deconstructing it
into its component parts.

Cognitive-Behavioral Techniques
Cognitive behavioral therapy focuses on changing
attitudes and thought patterns as well as behaviors.
The beginning steps of the therapeutic journey start
with learning to understand AD/HD, what it is and
how an individual is specifically affected by it. The
therapist guides the client to not only better understand
AD/HD, but to “reframe” AD/HD in a more balanced,
constructive way that can lead to both acceptance and
constructive problem-solving. As an individual develops a growing understanding of AD/HD, he or she
can develop a more positive self-concept and realistic
sense of potential. An effective therapist helps an individual identify traits related to AD/HD that, while
detrimental in some environments, may actually serve
a beneficial purpose in others. As a client moves from
asking “what’s wrong with me?” to asking “what are
my strengths and weaknesses?,” the therapist can
begin to guide the individual in finding a good match
between interests, abilities and traits that can help the
person reach real potential at school or work.
Cognitive Rehabilitation Aspects
The therapeutic effects of understanding, reframing
and accepting AD/HD can set the stage for an individual to take charge of his or her AD/HD through:
■ Improving cognitive functions
■ Developing compensatory strategies
■ Restructuring the environment to be more
AD/HD friendly
Improvement of Cognitive Functions

Stimulant medication, at present, is the best understood approach to improving cognitive functioning in
those with AD/HD; however, medication doesn’t work
for everyone, and many individuals have a strong

desire to find a different form of treatment. The clinician and client should work together on many levels
to identify and change factors that interfere with good
cognitive functioning. Cognitive functioning is strongly
affected by stress levels, hormonal fluctuations, sleep,
exercise, health habits and other environmental factors. The therapist can work closely with the client to
help identify healthy daily habits such as improved
diet, exercise and sleep patterns that can help to
improve cognitive functioning.
Compensatory Strategies

Even if medication is part of the treatment program,
stimulant medication cannot magically solve all AD/HDrelated challenges. Adults with AD/HD need to
develop techniques to compensate for their difficulties
by developing new habits, using visual cues, and using
programmable watches or time management software.
Many therapists relegate this critical aspect of treatment to a coach or organizer, not realizing that formulating and consistently using compensatory strategies
constitutes the heart of learning to take charge of
AD/HD. A coach or organizer can provide increased
support, but treatment is more effective if the therapist
is also involved in helping to develop daily life management skills and strategies to reduce problematic
AD/HD patterns.
Creating Environmental Changes

Helping to bring about beneficial changes in the client’s environment is an essential part of neurocognitive psychotherapy. In neurocognitive psychotherapy,
the therapist takes an active role in guiding the client
to develop an AD/HD-friendly environment—at work,
at home and in relationships with others. Together,
the therapist and client need to identify factors that
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increase stress and AD/HD symptoms and then strategize to make changes. It is often appropriate and
helpful to involve others in the treatment process. This
may include consulting with a supervisor at work
about helpful accommodations or inviting significant
others into the therapeutic process so they can better
understand AD/HD and how it affects all involved.

Co-existing Conditions
AD/HD rarely exists in a vacuum. To be effective in
treating AD/HD, the neurocognitive psychotherapist
needs to be extremely familiar with the diagnosis and
treatment of many common co-existing conditions
such as anxiety disorders, depression, learning disabilities, bipolar disorder and substance abuse disorders.
Treatment of these conditions must be interwoven
with approaches designed to address AD/HD challenges.
Structuring the Psychotherapy Session
Not only is it important to introduce structure into the
living environment of an individual with AD/HD, it is
equally important to introduce structure into the therapy session itself. Structure, compensatory strategies
and reminders are needed in daily life, as well as
within the therapy session.

Just as unfocused activity rarely helps an individual with
AD/HD reach a goal, unfocused, rambling interaction during
a psychotherapy session is rarely productive.
continued on page 46

CHADD DOES NOT ENDORSE PRODUCTS, SERVICES, PUBLICATIONS, MEDICATIONS OR TREATMENTS, INCLUDING THOSE ADVERTISED IN ATTENTION! ®

MTA Study continued from page 24
available evidence indicates that the symptoms of untreated AD/HD also pose other
risks that have been documented in followup studies of AD/HD, including increased
chance of school failure, poor peer interactions, problems with substance abuse,
juvenile delinquency, car accidents, etc.
Parents and caregivers have to consider
the tradeoffs in the face of uncertainties—
the uncertainty of not knowing “for sure”
whether there are (or the magnitude of )
long-term effects on height and weight and
the uncertainty of whether stopping an
effective medication treatment will result in
the return of or increase in a child’s difficulties.
Although the children who received
medication demonstrated reduced symptoms
of AD/HD, they also experienced some
effects on weight and height (with height
effects ranging from ¼ to ¾ inch at the 24month assessment, depending upon the
comparison group used to estimate this
effect). Of note, some AD/HD investigators have suggested that such growth suppression effects are seen mainly only after a
child first starts medication, after which more
normal growth rates resume, but the MTA
study showed that these effects are manifested at least into the second year of treatment. We cannot yet predict with certainty
whether such effects will persist past that
point, but because we are following these
children into adolescence and young adulthood, our future reports should provide
more definitive information on the issue of
whether there are persisting effects on longterm growth outcomes. ■
Disclaimer: The opinions contained in this article are
the private views of the authors and are not to be
construed as official or as reflecting the views of the
National Institute of Mental Health, the National
Institutes of Health, or the Department of Health and
Human Services.
Disclosure: Although the MTA Study was supported
entirely by federal funds, most of the MTA investigators receive research support or consulting/speaking
fees from pharmaceutical companies distributing medications for AD/HD.
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It is important to remember that each client is a unique and complex
individual who is challenged by, but not defined by, AD/HD.

For example, just as unfocused activity
rarely helps an individual with AD/HD
reach a goal, unfocused, rambling during a
psychotherapy session is rarely productive.
A neurocognitive psychotherapy session
should be structured to help a client review
issues discussed in earlier sessions, review
issues related to other professionals (medication issues, coaching issues, etc.), set priorities for the focus of the current session,
and set goals or tasks to work on between
sessions.
Memory difficulties are very common
in adults with AD/HD. There may be no
real sense of continuity from session to session without added structure from the therapist. Audiotaping or notetaking during
sessions can be extremely helpful, allowing
the client to review issues and goals
between sessions. Each session needs to
involve setting goals and priorities and then
establishing realistic steps to work toward
those goals.

Care Coordination
Because AD/HD typically exists in a complex nest of several related conditions and
affects many aspects of life, a number of
professionals may become involved in the
treatment process over time. If the psychotherapist is not the prescribing physician,
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the most important care coordination needs to take place
between the therapist and physician. A coach, professional
organizer, career counselor or
marriage counselor may also be
involved in the treatment of an
individual with AD/HD. The
psychotherapist needs to take on
the role of care coordinator,
referring the client to other professionals, as needed, and communicating and coordinating
treatment among the various professionals
involved.

Bringing it All Together
AD/HD is a complex, but highly treatable
disorder. However, to be effective, a psychotherapist must remember that the condition is both neurological and psychological in nature. To work effectively with individuals with AD/HD, a therapist may need
to rethink and alter the less structured, nondirective treatment approaches that have
been previously used. Directive structure,
support and strategies, in the therapy session and in daily life, form the foundation
of neurocognitive psychotherapy, with a
focus on feelings, attitudes and coexisting
conditions skillfully interwoven around this
supporting foundation. It is important to
remember that each client is a unique and
complex individual who is challenged by,
but not defined by, AD/HD. ■
Kathleen G. Nadeau, Ph.D., is a licensed clinical psychologist and director of Chesapeake Psychological
Services of Maryland. She has authored many books
on the topic of AD/HD and is a frequent presenter on
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