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Abstract—Attention deficit hyperactivity disorder can 

interfere significantly with an individual’s life. It is often treated 

mainly with medication. However, a combination of 

psychotherapy and medication is in many cases more successful. 

If a patient does not respond adequately to treatment, both, the 

medication and the psychotherapeutic approach, should be 

reassessed. Given the broad range of psychopharmacological and 

psychotherapeutic tools, the objective should be a complete 

remission of symptoms 

 
Index Terms—ADHD, attention deficit disorder, treatment 

resistant, treatment, medication, psychotherapy, psychiatry 

 

 

 

I. INTRODUCTION 

TTENTION DEFICIT HYPERACTIVITY DISORDER affects 

children and teens and can continue into adulthood. 

ADHD is the most commonly diagnosed mental disorder of 

children. Children with ADHD may be hyperactive and unable 

control their impulses. Or they may have trouble paying 

attention. These behaviors interfere with school and home life. 

ADHD is usually discovered during the early school years, 

when a child begins to have problems paying attention. Adults 

with ADHD may have trouble managing time, being 

organized, setting goals, and holding down a job. They may 

also have problems with relationships, self-esteem, and 

addiction. Current worldwide estimates of the prevalence of 

adult ADHD range between 4% and 5%. About one in five 

psychiatric outpatients suffer from undiagnosed ADHD.  

There is now significant evidence for ADHD in adults, 

although discussions continue. Studies in genetics and 

neuroimaging demonstrate the disorder’s biological continuity 

across the lifespan. Longitudinally followed cohorts 

demonstrate symptom persistence with associated impairments 

in 60%–70% of pediatric cases. At the same time, the 

proposition that ADHD is a form of depression is not going 

away. Maybe the problem has more to do with our diagnostic 

systems than correctly identifying the condition we call 

ADHD. Basically, ADHD is as in many other cases a 

consequence of variations in chemical and receptor patterns, 

 
 

and by extension in the neural network itself. 

 

A. The emergence of adult ADHD 

Over time, the conceptualization of ADHD has shifted from 

being only a childhood condition to one that, while it begins in 

childhood and adolescence reaches well into adulthood. The 

DSM-IV still regarded ADHD in adulthood as a, rather rare, 

exception. 

Since then, clinical experience has fueled research on adult 

ADHD. It is now regarded as common, causing significant 

individual suffering in personal, educational and profession 

realms, and leading to significant secondary depression, 

anxiety and stress. 

Fortunately, the diagnostics manuals have followed this still 

developing situation regarding adult ADHD. The DSM-5 has 

decreased the number of required inattentive or 

hyperactive/impulsive symptoms from six to five for 

individuals age 17 or older, increasing the required age at 

symptom onset from 7 years to 12 years, dropping the 

requirement for early onset of impairment, and expanding text 

descriptions of symptom expression and functional difficulties 

commonly seen in adults. 

While some quarters are still resistant to the diagnosis of 

adult ADHD, it has arrived safely and soundly in the 

mainstream and will be here to stay. This does not mean, 

however, that it will morph into a different diagnosis over 

time. There are still discussions about the possibility of 

overlaps  between atypical depression and ADHD, for 

example. (Haverkampf, 2010c, 2013) 

 

B. Nature vs Nurture 

It is important to keep in mind that a psychiatric condition 

does not only depend on the biological substrate, but also on 

the information that is received and processes, as the 

information can change the biological substrate, the neural 

network in all its complexity. This is also true for ADHD, 

where biological and psychotherapeutic approaches should go 

hand in hand. 

Correcting maladaptive cognitive, behavioral and emotional 

processes does not necessarily have to target the cause or 

causes directly. Psychotherapy can be used to reduce the  

effects of biological variations in neuronal networks and 
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neurotransmitter systems, while medication can support 

learning processes in psychotherapy. (Haverkampf, 2010b) 

This is particularly important in the case of ADHD, where too 

frequently only one approach is use, such as medication or 

only psychotherapy, where there could be significant 

synergies from using both. 

 

C. Therapy in Adults 

It has been estimated that only one in ten individuals 

suffering from adult ADHD is actually diagnosed with the 

condition. This is very likely a result of insufficient 

knowledge about adult ADHD among providers of healthcare 

and counselling services, and a reluctance of many to diagnose 

it in adults. Added to this is a widespread skepticism, or even 

hostility, towards the most effective psychopharmacological 

treatment, the psychostimulants. However, it has been shown 

that dependency is usually not an issue when the medication is 

used in the treatment of ADHD. 

Among adults being treated for mood disorders one in eight 

has undiagnosed ADHD, one in nine of those treated for 

substance abuse disorder and one in ten of those treated for 

anxiety disorder. 

An important reason for a widespread failure to diagnose 

ADHD is also that the condition is often seen as a residual 

diagnosis that is made when treatment of a depression, anxiety 

disorder, or even a comprehensive neurological assessment, 

have not yielded the desire result or clarification. Since there 

is already a high comorbidity in patients who suffer from 

ADHD, treatment may be limited to another condition. When 

it comes to ADHD in adults, aside from additional education 

of healthcare providers, a more proactive approach in the 

diagnosis and treatment seem needed. Adults with ADHD 

have high lifetime rates of additional psychopathology. Close 

to one half also suffer from anxiety, more than a third from 

depression and about one in six from substance abuse 

disorders.  

 

D. Communication 

ADHD affects communication but is also affected by 

communication patterns. How meaning is identified, 

information is processed, and attention directed and held relies 

on a variety of cognitive and emotional processes. Adjusting 

how information between the outside and inside world is 

communicated  

Perceiving meaning in something is a product of 

communication processes. Thus, if there are communication 

problems, it will be even harder to see meaning in something 

and focus or concentrate on it. Since ADHD affects the 

effectiveness of communication, this leads to additional 

problems in a vicious cycle, as internal communication 

determines where one sees meaning and thus increases 

attention and focus. (Haverkampf, 2010a, 2010b) When 

looking at ADHD, one needs to keep in mind that everything 

that is affected in ADHD les on a spectrum. Thus, focusing on 

individual symptoms of ADHD individually can be more 

helpful from a psychotherapeutic perspective than 

approaching SDHD more generally. 

 

II. DIAGNOSIS 

Only a comprehensive diagnostic interview, preferably with 

the support of questionnaires and neuropsychological tests, 

allows the diagnosis of ADHD. An adult history suggestive of 

ADHD should include reports of symptoms occurring 

continuously from childhood that have led to various 

impairments over time in multiple life domains. Episodic 

symptoms, or those with later ages at onset, are more 

suggestive of other disorders. Concerns have been raised about 

clinical differentiation of long-standing ADHD versus early 

dementia in middle-aged adults, as patterns of cognitive 

dysfunction in both groups share similarities. Although 

additional research is required, it would be expected that a 

history of long-standing symptoms and related impairments is 

more consistent with ADHD, while recent onset of progressive 

memory problems and functional losses suggests incipient 

dementia. 

One study found that participants who had been instructed 

to “fake” ADHD had much higher self-report symptom scores 

and lower cognitive performance scores than those with 

known ADHD or nonclinical control subjects. This suggests 

that clinicians should be particularly wary of adults 

complaining of extreme levels of ADHD symptoms who lack 

a prior childhood diagnosis and objective corroboration of 

long-standing ADHD-related difficulties. 

Neuropsychological testing reveals group differences in 

adults with and without ADHD on measures of executive 

functioning, working memory, processing speed, and 

sustained attention. However, no specific cognitive profile for 

ADHD has been established. While not useful for making an 

ADHD diagnosis, such testing can play a role in quantifying 

levels of impairment to provide a basis for academic and other 

accommodations. 

Working with questionnaires to check for symptoms and 

specific thought and behavioral patterns can be helpful 

because they tend to give a good overview of how a patient 

experiences and interacts with herself and the world around in 

everyday life. 

One main difference between diagnosing ADHD in children 

and adults is that one needs to rely more on self-report in 

adults which has the advantage that the description of the 

symptoms will be more detailed. The risk that a patient could 

simulate the symptoms may be theoretically higher, yet in 

practice a clinician experienced in ADHD usually knows what 

to look for and which questions to ask. Adults suffering from 

ADHD more commonly raise complaints related to perceived 
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depression or anxiety, which requires that the clinician has a 

solid appreciation of the diverse symptomatology of ADHD 

and is alert to anything that may require a shift in diagnosis or 

adding another diagnosis. Among both general practitioners 

and psychiatrists, the failure to identify adult ADHD is further 

confounded by the absence of routine screening, either with 

self-report questionnaires or as part of the general psychiatric 

review of symptoms. At the same time, clinical experience 

shows that even in the case of multiple, appropriate 

combinations of medication can reduce the quality of life 

significantly. For example, a combination of ADHD 

medication with an SSRI in case of ADHD with anxiety and 

moderate depression can help to a relief of symptoms in 

relation to all three conditions. This, however, requires taking 

the time to separate out the anxiety which is not directly 

attached to the ADHD. 

 

III. TREATMENT 

Evidence-based treatments for adult ADHD include 

medication management and various forms of cognitive-

behavioral therapy (CBT). 

 

A. Medication 

The safety and efficacy of ADHD medications in adults has 

been demonstrated in numerous randomized placebo-

controlled trials. The treatment effect sizes (Cohen’s d) are 

around 0.8 (large) for stimulants and 0.5 (medium) for 

atomoxetine. 

Medication that has been considered in the treatment of 

ADHD or is being used includes the following. The estimated 

efficacy is hours has been included. 

Simulants 

3-4 h 

Methylphenidate, immediate release (Ritalin) 

4-6 h 

Dexmethylphenidate, immediate release (Focalin) 

Mixed amphetamine salts, immediate release (Adderall) 

6-8 h 

Methylphenidate, biphasic extended release (Metadate CD) 

Methylphenidate, extended release (Ritalin LA) 

8-12 h 

Dexmethylphenidate, extended release (Focalin XR) 

Methylphenidate, extended release (Concerta) 

Mixed amphetamine salts, extended release (Adderall XR) 

Lisdexamfetamine (Vyvanse, Tyvanse) 

 
Non-Stimulants 

8-12 h 

Clonidine, extended release (Kapvay) 

24 h 

Atomoxetine (Strattera) 

Guanfacine, extended release (Intuniv) 

 

The extended-release stimulants and the nonstimulant 

atomoxetine have been approved by the Food and Drug 

Administration (FDA) in the US for adult ADHD. Some 

medication is approved in children and used off-label in 

adults, such as the extended-release alpha-2 agonists. 

Other agents with catecholaminergic activity, such as 

bupropion, modafinil, and tricyclic antidepressants, have 

various levels of established efficacy in randomized controlled 

trials and are preferred by clinicians who are reluctant to 

prescribe stimulants, but none of these agents has FDA 

approval as an ADHD medication in any age group. Unless 

there is good and solid evidence for  

For uncomplicated ADHD, absent any contraindications or 

comorbidity, the general recommendation is to initiate a 

stimulant trial and to determine optimal medication and 

dosing, although many clinicians decline to follow this 

approach because of concerns about malingering and potential 

drug misuse, as described previously. Broadly, both 

amphetamine and methylphenidate formulations have large 

ADHD treatment effects, similar tolerability profiles, and 

similar patient response rates. Some individuals exhibit a 

preferential response to one stimulant group or the other, 

which can only be determined with prospective clinical 

titration. Since individuals both with and without ADHD can 

experience improved attention and decreased restlessness 

while taking stimulants, medication response is not a basis for 

diagnosing the disorder. 

It is usually advisable to start with a very low dose of the 

short acting formulations and then gradually titrate the 

medication up to reduce and capture early side effects early on 

and to determine the lowest dose which achieves the desired 

effects. Extended-release and prodrug formulations may be 

preferred later for single daily dosing, increased adherence, 

and decreased risk of abuse and misuse, although the latter is 

in clinical practice very rarely, if at all, an issue in patients 

with moderate to severe cases of ADHD. 

DOSE INCREASE 

With appropriate monitoring, total daily doses that slightly 

exceed FDA labeling are sometimes required to optimize 

response. In unique cases, significantly higher doses may be 

needed and tolerated well. However, a slow and gradual 

titration, frequent monitoring and availability of the prescriber 

for questions and concerns is recommended in all cases. 

SWITCHING 

If the first trial does not work, clinical experience still 

provides grounds for optimism that a second stimulant 

selected from an alternative group will work. Once an 

effective medication and dose are identified, a second dose or 

a complementary dose of a short-acting form can be added to 

achieve the required duration of effect. 
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ATOMOXETINE 

After failure of two stimulant trials, or if stimulants are 

contraindicated, treatment with atomoxetine, also FDA 

approved for adults, is generally the next step. 

In adults, an initial dosage of 40 mg/day of atomoxetine for 

at least a week, followed by an increase to 80 mg/day, 

minimizes the risk of side effects. Compared with stimulants, 

response to atomoxetine is more gradual and can take several 

weeks at full dosing to achieve maximum effects.  

COMMUNICATION 

Once an optimal medication regimen has been found, 

follow-up visits should be scheduled at least every 3 months. 

Careful documentation of diagnosis, target symptoms and 

response, and prescription refills demonstrates good practice. 

However, even beyond these basics, the communication 

between prescriber, therapist and patient is of utmost 

importance. In all branches of medicine, but particularly in 

psychiatry, how messages are communicated between all 

involved plays a large role in the treatment process. After all, 

it is the effect of medication and psychotherapy on internal 

and external information transmission which brings about 

changes that lead to symptom remissions. 

 

IV. MANAGING CO-MORBIDITY 

Adults with ADHD have high lifetime rates of additional 

psychopathology. Close to one half also suffer from anxiety, 

more than a third from depression and about one in six from 

substance abuse disorders.  

Stimulant monotherapy can reduce anxiety in several cases 

considerably, particularly if it is tightly linked to the ADHD. 

If anxiety persists, a selective serotonin reuptake inhibitor 

(SSRI) can be safely added. Alternatively, atomoxetine 

monotherapy, shown to reduce both ADHD and anxiety, can 

be employed, although the medication is not FDA approved 

for anxiety. 

With comorbid depression, clinicians must determine which 

disorder is more impairing. With mild to moderate depression, 

one option again is to initiate stimulant monotherapy and 

subsequently add antidepressant treatment for residual mood 

symptoms. With moderate to severe depression, or when 

mood symptoms appear to cause greater difficulties, 

antidepressant monotherapy is the preferred choice, followed 

with stimulant augmentation if necessary, for persistent 

ADHD symptoms. 

Some clinicians, in the interest of maintaining monotherapy, 

choose to treat ADHD and comorbid depression with 

bupropion, which has demonstrated efficacy for both 

conditions. This approach requires off-label bupropion use for 

ADHD. No trials have been conducted to compare bupropion 

and the combination of a stimulant and an antidepressant for 

ADHD and comorbid depression. In individuals with bipolar 

disorder, stimulants have been safely added to lithium or 

divalproex once euthymia is achieved. While careful 

monitoring for exacerbations of mania or psychosis is 

essential, stimulants do not appear to increase the risk of 

recurrence of bipolar symptoms, provided mood-stabilizing 

agents are maintained. 

There are particular concerns about treatment of ADHD 

with co-occurring substance use, and no consensus guidelines 

are available for this comorbidity. Given that recreational drug 

use, particularly with alcohol and marijuana, is normative 

among nonclinical adults, there is little justification for 

denying ADHD treatment to those with intermittent 

nonimpairing use. With more frequent and clinically 

meaningful use, concerns arise over potentially harmful drug 

interactions and potential worsening of underlying substance 

use difficulties. Both stimulants and atomoxetine have 

successfully decreased ADHD symptoms even while patients 

actively used recreational drugs and alcohol. Available 

research suggests that ADHD medications used concurrently 

with recreational drugs neither worsen nor improve the 

underlying substance use disorder. 

The decision to provide ADHD pharmacotherapy follows 

careful assessment of the type, patterns, frequency, and 

consequences of concurrent substance use. Nonstimulant 

treatments, including atomoxetine or off-label use of 

bupropion, provide appealing alternatives when co-occurring 

substance use is of major concern. With heavy use or 

dependence, implementation of structured approaches to 

substance abuse treatment, including evidence-based therapies 

and medication, if necessary, and maintenance of some period 

of sobriety are recommended before an attempt at managing 

ADHD is made. 

College students as a group pose a substantial risk of misuse 

of stimulants because of the high levels of stress, selecting the 

‘right’ area of study, social pressures and expectations and 

several other factors. However, if the prescriber takes the time 

to assess the client this is a risk that can probably be avoided 

in most cases. 

Misuse for academic purposes seems highest among white 

male students attending academically competitive colleges 

who are in fraternities, are in academic distress, and have past 

histories of conduct-disordered behaviors and recreational 

drug, alcohol, and nicotine use. In groups at highest risk, 

clinicians should preferentially consider extended-release or 

prodrug stimulants or nonstimulant options. Clinicians should 

also routinely counsel patients on the need to safeguard 

medications and obtain commitments that prescriptions will 

not be diverted to others. Careful record keeping and 

insistence on regular clinic follow-up visits are likewise 

essential. 
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A. Psychotherapy 

Several psychotherapeutic approaches, including CBT, have 

proven to be useful in the treatment of ADHD. While long-

term benefits of academic or occupational accommodations 

have not been systematically examined, they are routinely 

employed and are felt to be useful anecdotally. Also useful 

have been other interventions, including ADHD coaching, 

dialectical behavioral therapy, and mindfulness-based 

therapies. 

Communication-focused therapy (CFT) was developed by 

the author to improve the patient’s internal and external 

communication and so deal with maladaptive communication 

processes and several of the negative consequences of ADHD. 

(Haverkampf, 2010b) 

 

 

V. CONCLUSIONS 

Aside from failing to diagnose ADHD and initiating 

treatment, the biggest mistakes are to exclusively focus on one 

treatment tool, such as medication alone, and to ignore any 

other symptoms and conditions the patient may have. It is also 

imperative to change and adjust the medication until one has 

found a regimen that works well. Given the broad spectrum of 

medication with stimulants and non-stimulants, as well as 

short and long acting ones, one should pursue the elimination 

of all symptoms that interfere with the patient’s life. 
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