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Abstract 

This is the first controlled randomized study investigating the effectiveness of hypnothera-
py in treating adults with attention-deficit/hyperactivity disorder (ADHD). Results of the 
nine hypnotherapy participants and 10 controls are presented. Self-report questionnaires, 
independent evaluations, and computerized neurocognitive testing were used before and 
after the treatment to evaluate change. As assessed by the self-evaluations, seven of the 
nine participants comprising the hypnotherapy group and two of the 10 controls improved. 
Using independent evaluations, six of the hypnotherapy and three participants of the con-
trol group improved. There was no treatment-related improvement in cognitive perfor-
mance. These promising results warrant further studies with more participants and with 
longer treatment duration. 

Key words: �attention-deficit/hyperactivity disorder (ADHD), adult ADHD treatment, hyp-
nosis, hypnotherapy

Introduction

Attention-deficit/hyperactivity disorder (ADHD) is a developmental neurobiological disabil-
ity that emerges in childhood and often continues into adulthood. In adults, the prevalence 
of ADHD has been estimated to be as high as 4.4% (Kessler et al., 2006). According to the 
child diagnostic criteria of DSM-IV (American Psychiatric Association, 1994), ADHD is char-
acterized by deficits in attention and/or symptoms of hyperactivity and impulsivity that 
result in marked impairment in at least two areas of life. Problems in executive functioning, 
such as organizing and prioritizing, are typical. There are frequently deficits in areas such as 
processing speed, regulating alertness, modulating emotions, and utilizing memory (Brown, 
2005). The core neurobiological impairments can lead to continued behavioural deficit and 
maintenance of symptoms. Life-long experiences of failure or underachievement reinforce 
this cycle via negative cognitions and beliefs (Safren et al., 2004; Safren, 2006) and may 
often result in problems of self-esteem. Moreover, psychiatric comorbidities are common 
including: anxiety, depression, bipolar disorder, personality disorders, and substance abuse 
(Biederman, 2004; Jacob et al., 2007; McGough et al., 2005; Sobanski et al., 2007; Sprafkin 
et al., 2007). Adults with ADHD often have considerable difficulties in managing finances, 
work, personal economy, and/or social relationships (Goodman, 2007).

Hypnotherapy for Adults with Attention Deficit 
Hyperactivity Disorder: A Randomized Controlled Study
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The management of ADHD in adulthood is currently a topic of both scientific and pub-
lic debate, and effective treatments are needed. The most extensively studied treatments 
are pharmacological (for reviews see, for example, Pliszka, 2007; Wilens, 2003). During the 
last 10 years, studies on psychological interventions have also emerged. Both individual 
cognitive-behavioural therapy (CBT) (Rostain & Ramsay, 2006; Safren et al., 2005; Wilens 
et al., 1999) and group interventions (Hesslinger et al., 2002; Philipsen et al., 2007; Salakari 
et al., 2010; Solanto et al., 2008; Stevenson et al., 2002; Virta et al., 2008; Zylowska et al., 
2008) have yielded promising results in treating ADHD adults. In a meta-analysis, Arns et al. 
concluded that neurofeedback treatment is efficacious in treating ADHD (Arns et al., 2009).

In a meta-analysis of 18 studies targeting different patient groups (i.e. patients with 
pain, insomnia, obesity, or anxiety), it was found that hypnosis substantially enhanced the 
effectiveness of the CBT (Kirsch et al., 1995). There are no controlled experiments on either 
hypnotherapy alone, or hypnotherapy combined with CBT in adults with ADHD. Howev-
er, one case report about the efficacy of CBT and hypnosis in an ADHD-adult has been 
published with encouraging results (Low, 1999). A novel multimodal approach of cogni-
tive hypnotherapy, based on CBT but also utilizing hypnotherapy techniques, was recently 
described by Alladin (2008; 2009). The effectiveness of cognitive hypnotherapy has been 
shown at least for depression (Alladin & Alibhai, 2007), which is a common comorbidity in 
ADHD. 

In children with attention deficit disorder or hyperactivity, there is some evidence that 
relaxation training (Denkowski & Denkowski, 1984; Dunn & Howell, 1982; Raymer & Pop-
pen, 1985) and hypnotherapy (Calhoun & Bolton, 1986; Copeland, 1980) may be effective. 
In paediatric studies by Barabaszs’ and their colleagues (Anderson et al., 2000; Barabasz & 
Barabasz, 1995; Warner et al., 2000), instant alert hypnosis used in conjunction with neuro-
therapy (EEG feedback) yielded improvements quicker than neurotherapy alone. Hypnosis 
has also been found to be effective in improving academic performance and self-esteem in 
children with learning disorders (for a review see Russell, 1984). Self-esteem is also usually 
low in adults with ADHD.

The aim of this study was to examine the feasibility and efficacy of hypnotherapy in 
adults with ADHD and its impact on ADHD symptoms, mood, quality of life, and cogni-
tive performance. To the best of our knowledge, this is the first study of hypnotherapy for 
ADHD adults. 

Method

Participants
Participants were recruited by announcements in an ADHD magazine, in an adult ADHD 
internet discussion forum, and by informing local physicians and clinics specializing in 
treating ADHD in adults. The inclusion criteria were as follows: (1) 18–49 years of age, (2) 
ADHD diagnosis made by a physician, (3) no diagnosis of psychosis, severe depression, or 
paranoia, (4) deficits of attention, executive functions, or working memory found by neu-
ropsychological evaluation, (5) no current alcohol dependency or drug use, (6) not retired, 
(7) no participation in our previous group rehabilitation study, (8) currently not undergoing 
any other psychological rehabilitation, and (9) no medication or medication that has been 
stable for at least three months. 

In total, 71 interested candidates contacted the researchers and were briefly telephone-
screened for the inclusion criteria. Of these, 17 individuals were excluded for not meeting 
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all the inclusion criteria: 11 for having no neuropsychological examination and six for rea-
sons such as diagnosis of psychosis, severe depression or paranoia, age, retired, current 
psychological rehabilitation. If the medication was not stabilized, the candidate was put on 
a waiting list until that criterion was met.

A total of 54 potential candidates were invited to a psychologist’s interview. The aim 
of the interview was to screen for the inclusion criteria more closely, to explain the study 
protocol in more detail, and to obtain the informed consent of each candidate before re-
cruitment. Medical records were evaluated to ensure the diagnosis of ADHD and accurate 
fulfilment of inclusion criteria 3 and 4. Seven candidates cancelled their participation be-
fore the interview or did not attend the interview. At the end of the interview, candidates 
filled in a questionnaire of detailed background information and the Wender Utah Rating 
Scale (WURS) (Ward et al., 1993). On the basis of the collected information, the psycholo-
gists (A.S., M.V.) verified that the candidate met the DSM-IV criteria (American Psychiatric 
Association, 1994). Only one candidate was excluded at this stage because of lack of re-
quired neuropsychological deficits. Thus, there were 46 accepted participants who were 
randomly assigned to one of four groups: hypnotherapy, individual cognitive-behavioural 
therapy, computerized cognitive training, or control group. Four of the accepted partici-
pants cancelled their participation and three discontinued during the study (none of these 
were from the hypnotherapy or control groups). Thus, there were a total of 39 partici-
pants. Here we present results for the hypnotherapy and control groups; the results of 
manualized, 10 session individual cognitive-behavioural therapy and 20 session computer-
ized cognitive training developed to include training of attention, executive functions, and 
working memory are under review elsewhere (Virta et al., forthcoming). 

After the randomization, there were 10 participants each in the hypnotherapy and con-
trol groups. One participant of the hypnotherapy group was excluded from the analysis 
because of an acute non-treatment-related life crisis. Thus, the results are reported for nine 
participants in the hypnotherapy and 10 in the control group. Demographic data of the two 
groups are presented in Table 1. Seven of the nine participants of the hypnotherapy group 
were receiving medication for ADHD: six of them took methylphenidate and one took dex-
troamphetamine. One individual’s dose of methylphenidate (Concerta) was reduced from 
54 to 36 mg during the study period. Seven of the 10 participants of the control group 
received medication for ADHD: five took methylphenidate, one received modafinil, and 
one received atomoxetine (which was changed to methylphenidate during the follow-up 
period). 

Of the hypnotherapy participants, two had completed lower secondary education only 
(i.e. Finnish compulsory education) and the remaining seven had received a higher ed-
ucation. In the control group, one individual had completed lower secondary education, 
whereas the remaining nine had additional formal education. Of both groups, seven par-
ticipants were working (at least in a part-time job) or studying at the beginning of the 
treatment. The two groups did not differ (as analysed by t-test or chi-square test) in age, 
gender, education, work-status, WURS score, severity of the ADHD (measured by Clinical 
Global Impressions, CGI), or number of participants having psychiatric comorbidity (all ps 
> 0.05). 

The study was approved by the Ethics Committee of Helsinki University Central Hos-
pital, Finland, and performed in accordance with the ethical standards laid down in the 
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1964 Declaration of Helsinki. All participants gave their written informed consent prior to 
participating in the study. The participation was free of charge.

Hypnotherapy
The base theory of our treatment lies in cognitive hypnotherapy, thus the interventions 
used in this study were hypnotherapeutic. The themes of the treatment sessions were se-
lected to cover the main symptoms set out in the DSM-IV diagnostic criteria (American 
Psychiatric Association, 1994), and by Brown (2000, 2005) when suitable for the hypno-
therapy. 

Before the hypnotherapy, participants were evaluated by a psychiatrist (R.V.) to ensure 
that there were no contraindications for hypnosis. None of the participants were excluded. 
Hypnotic susceptibility was evaluated using the Finnish version (Kallio, 1996; Kallio & Iha-
muotila, 1999) of the Harvard Group Scale of Hypnotic Susceptibility, Form A (HGSHS:A) 
(Shor & Orne, 1962). The mean susceptibility was 5.9 (range from 2 to 10).

The hypnotherapy consisted of 10 weekly sessions led by a psychologist experienced in 
hypnosis and ADHD (M.V.). The themes and content of the sessions are presented in Table 
2. The first six sessions and the last session were the same for all participants, though al-
lowing for some individual modification. Sessions seven, eight, and nine were individually 
tailored. Each theme could be dealt with in two sessions. For example, it was possible to 
have self-esteem (session six) as one of the individually chosen sessions or impulsivity 
(not in sessions one to six) in two individual sessions. The psychologist followed a semi-
structured written manual. The duration of a session was 40 to 60 minutes. Each session 

Table 1: Characteristics of participants

Hypnotherapy Controls

Participants (n) 9 10
Age

     mean (range) 33.9 (21–48) 34.0 (22–49)
Gender 

     man/woman 3/6

 

 4/6
ADHD medication (n) 7 7
Antidepressant drugs (n) 1 2
Psychiatric comorbidity (n)

    depression (n)

    anxiety (n)

    personality disorder (n)

4

2

3

1

3

3

2

0
WURS score

    mean (SD) 51.6 (17.4) 51.0 (15.3)

Severity of ADHD (CGI)

    mean (SD)

3.67 (0.7) 3.40 (0.5)
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Table 2: Content of the hypnotherapy

Session 1: Stillness/calming

Vision about a pond in a forest and calmness; post-hypnotic suggestions about 

hypnosis, hypnotherapy, and the therapy process

Session 2: Motivation to change

Vision of a fountain and drinking strength from it; suggestions about ability to 

change; positively visualizing himself/herself in the future

Session 3: Attention

Developing an anchor for the attentive experience and behavioural rehearsal of it 

in the future; post-hypnotic suggestions about the ability to be attentive 

Session 4: Initiation of activities

Helping the inner ‘starter’; behavioural rehearsal in the future; post-hypnotic 

suggestions

Session 5: Memory

Post-hypnotic suggestions about efficient memory and the use of memory 

strategies

Session 6: Self-Esteem

Image about high self-esteem and developing an anchor for feeling good using a 

stone; post-hypnotic suggestions about good self-esteem

Sessions 7 to 9: Individually chosen topics

For example effort, fear of social situations, learning self-hypnosis/relaxation, 

reducing impulsivity, anger management, or second treatment of previous 

themes

Session 10: The continuation of the process, ending the rehabilitation

Positively visualizing himself/herself in the future; post-hypnotic suggestions 

about the continuation of the process after the therapy 
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followed the same procedure: discussion of the preceding hypnotherapy session, discussion 
of the current theme, induction, hypnotherapy, and discussion.

Outcome measures
As outcome measures we used self-report questionnaires, independent evaluations, and 
computerized neurocognitive testing. For the hypnotherapy group, data were collected be-
fore the treatment (T1) and after the treatment (T2). Data obtained from the control group 
were also collected on two occasions. T2 measurements were scheduled to be taken about 
11 or 12 weeks after T1 to correspond to the time in the treatment group. The mean time 
elapsed between T1 and T2 (questionnaires and neurocognitive testing) was 77 days (range 
63–91) for the hypnotherapy group and 81 days (range 69–91) for the control group. The 
T1 questionnaires and testing were completed 0–12 days before the first hypnotherapy 
sessions and T2 measures 0–7 days after the last session. Independent evaluations were 
collected within two weeks (with one exception of three weeks) of collection of self-report 
questionnaires and neurocognitive testing. The independent evaluator was a clinical psy-
chologist (M.A.) who was blind to the actual study group of the participants. The used 
measures were:

Brown Attention Deficit Disorder Scale – Adult Version (BADDS) (Brown, 1996). BADDS is 
a 40-item inventory from which we used the self-report version. From the BADDS, a total 
score and scores of the five subdomains of activation, attention, effort, affect, and memory 
were derived. Higher scores indicate a greater impairment. 

World Health Organization’s Adult ADHD Self-Report Scale (ASRS) (Kessler et al., 2005). 
ASRS is an 18-item scale reflecting the DSM-IV criteria modified for adults. We used both 
self-report and independent evaluator measurements. We report the total score in which 
the higher the scores the greater the impairment.

Symptom Check List (SCL-90) (Derogatis et al., 1973). SCL-90 is a 90-item self-report 
scale for the measurement of psychiatric symptoms. Several subscales can be calculated 
but we used the total score. Moreover, a 16-item sum score (SCL-16) reflecting the charac-
teristics prominent in ADHD (Hesslinger et al., 2002) was calculated from the SCL-90. The 
higher the scores the greater were the symptoms.

Beck Depression Inventory – Second Edition (BDI-II) (Beck et al., 1996). BDI-II is a 21-item 
scale that evaluates current self-reported symptoms of depression. Higher scores reflect 
greater problems.

Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q) (Endicott et al., 
1993). Q-LES-Q is a 93-item self-report scale, from which 91 items can be grouped into 
eight subscales that indicate: satisfaction with physical health, subjective feelings, work, 
household duties, school, leisure activities, social relationships, and general activities. We 
combined the work and school subscales into a work/study subscale. When a participant 
gave both scores, the main score was used (i.e. if the participant was working full time and 
also taking some educational courses, then the work score was used). Higher scores indi-
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cate a greater enjoyment or satisfaction. The scores are reported as a percentage of the 
maximum score. 

Clinical Global Impressions (CGI) (Guy, 1976). CGI was completed by the independent 
evaluator. At T1, severity of ADHD was evaluated according to the CGI, which is a single 
7-point rating scale of functioning varying from 1 = normal, not at all ill, to 7 = among the 
most extremely ill patients. At T2, global improvement was assessed using a 7-point scale 
varying from 1 = very much improved, to 7 = very much worse (4 = no change). 

CNS Vital Signs (CNSVS) (Gualtieri & Johnson, 2006a; Gualtieri & Johnson, 2006b). 
CNSVS is a computerized neurocognitive test battery comprising seven neuropsychologi-
cal tests: verbal memory, visual memory, finger tapping, symbol-digit coding, the Stroop 
test, the shifting attention test, and the continuous performance test. Five standardized 
domains were obtained from the tests: memory, psychomotor speed, reaction time, cogni-
tive flexibility, and complex attention. In addition, we used the neurocognitive index, which 
is the mean of the domains. A detailed description of the tests in CNSVS have been given 
by Gualtieri and Johnson (2008). 

In addition, the hypnotherapy participants evaluated their benefit of the rehabilitation 
at T2 using a five-option rating scale of no benefit, minor benefit, moderate benefit, clear 
benefit, and substantial benefit.

Statistical analyses
Any missing values on the questionnaires were substituted with that particular respond-
ent’s mean score. However, no replacements were made in Q-LES-Q as the scores were 
calculated as a percentage of the maximum score. Distribution properties of the variables 
were inspected visually and with Shapiro-Wilk tests. Parametric tests were chosen for the 
statistical analyses. The two-way mixed ANOVA, with one between-factor, group (hypno-
therapy vs. control) and one within-factor, time (T1 vs. T2) was performed. The effect sizes 
were quantified by partial eta squared,η

p
2. Where the ANOVA was significant or almost 

significant (p < 0.10) and the effect size was large (η
p

2 > 0.138), paired t-tests were also 
performed for both groups separately. Changes in CGI were analyzed using the chi-square 
test (χ2).

Results

Table 3 contains mean scores of the self-report measures for the hypnotherapy and control 
groups. There were no differences between the groups at T1 for any measure (all ps > 0.05). 
The two-way ANOVA, with one between-factor, group (hypnotherapy vs. control), and one 
within-factor, time (T1 vs. T2) was performed. There was a significant Time x Group inter-
action in BADDS memory [F(1,17) = 6.30, p < 0.05, η

p
2 = 0.27] and total scores [F(1,17) = 

4.53, p < 0.05, η
p

2 = 0.21]. Moreover, a trend was found for BADDS activation [F(1,17) = 
4.37, p = 0.05, η

p
2 = 0.21], BADDS attention [F(1,17) = 3.32, p = 0.09, η

p
2 = 0.16], and in 

SCL-16 [F(1,17) = 3.09, p = 0.10, η
p

2 = 0.15]. These results are reflected by a decrease of 
symptoms mainly in the hypnosis group (see Table 3). There were no statistically significant 
interactions for BADDS effort and affect scores, BDI-II or SCL-90. In Q-LES-Q there was a 
statistically significant interaction with the satisfaction in work/study subscale [F(1,17) = 
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4.95, p < 0.05, η
p

2 = 0.28], but no statistically significant interactions in general activities 
or other subscales (all ps > 0.10). There were no statistically significant interactions in do-
mains or tests for CNS Vital Signs (all ps > 0.10). 

For those measures for which the ANOVA indicated significant or almost significant 
interactions and effect sizes were large, paired t-tests were performed for both groups 
separately. There were no differences between T1 and T2 in any measures for the control 
group (all ps > 0.05). In contrast, there was significant decrease of symptoms between T1 
and T2 in BADDS activation [t(8) = 2.69, p < 0.05, η

p
2 = 0.48], attention [t(8) = 3.41, p < 

0.01, η
p

2 = 0.59], memory [t(8) = 2.62, p < 0.05, η
p

2 = 0.46], and total scores [t(8) = 3.71, 
p < 0.01, η

p
2 = 0.63], and SCL-16 [t(8) = 3.53, p < 0.01, η

p
2 = 0.61] for the hypnotherapy 

group. In addition, there was a trend for improvement of satisfaction in the Q-LES-Q work/
study subscale [t(7) = 2.23, p = 0.06, η

p
2 = 0.41].

The participants were also classified into two groups according to their individual im-
provement or non-improvement during the study period. The participant was defined as 
‘improved’ when he or she had reduced self-reported symptoms in all ratings of ADHD-
symptoms, namely the BADDS total score, SCL-16, and ASRS. In cases of either symptom 
elevation or no change in any of the measures, the participant was classified as ‘not-im-
proved’. Seven of the nine participants (78%) in the hypnotherapy group were improved 
compared with two of 10 (20%) in the control group. The difference was statistically sig-
nificant (χ2 = 6.34, df = 1, p < 0.05).

Table 3:  Mean (standard deviation) scores for participants’ self-ratings at T1 (before treatment) 
and T2 (after treatment)

Hypnotherapy Controls
P-value 

(ANOVA)
T1 T2 T1 T2

BADDS
     Activation 18.0 (5.0) 14.6 (6.1) 17.2 (6.1) 16.8 (6.1) ns (0.052)
   Attention 19.2 (4.7) 16.6 (5.3) 19.3 (3.3) 19.1 (3.2) ns (0.086)

   Effort 15.3 (5.5) 14.0 (4.8) 15.6 (5.9) 14.4 (6.1) ns
   Affect 9.2 (3.8) 7.7 (3.6) 9.1 (3.1) 8.7 (4.4) ns
   Memory 12.4 (4.0) 10.4 (2.4) 10.4 (4.4) 11.0 (4.1) 0.022
   Total 74.2 (16.0) 63.2 (16.6) 71.6 (16.3) 70.0 (14.2) 0.048
BDI II 11.3 (10.3) 8.9 (10.4) 11.0 (7.7) 9.5 (11.6) ns
SCL-90 85.3 (44.2) 62.2 (38.1) 94.1 (37.8) 89.7 (48.0) ns
SCL-16 27.9 (11.6) 20.7 (9.4) 31.5 (11.9) 30.2 (11.5) ns (0.010)
ASRS 48.1 (8.3) 42.4 (11.6) 50.8 (7.7) 47.8 (12.0) ns
Q-LES-Q
   General 56.6 (15.4) 63.8 (13.7) 54.1 (11.7) 59.0 (21.2) ns
   Work/studya 59.9 (19.5) 67.9 (24.4) 75.4 (10.5) 62.0 (28.2) 0.044

Notea N=8 in hypnotherapy and N=7 in control groups 
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According to the independent evaluators’ CGI ratings, six of the nine (67%) participants 
in the hypnotherapy group and three of 10 individuals (30%) in the control group improved 
from T1 to T2. However, this difference was not statistically significant (χ2 = 2.55, df = 1, p 
= 0.11). Moreover, there was no statistically significant change for the independent evalu-
ator rated ASRS [F(1,17) = 1.43, p = ns, η

p
2 = 0.08]. 

In the participants’ self-evaluations of the treatment benefit, eight of nine hypnothera-
py participants reported at least a moderate benefit.

Discussion

The aim of the present study was to evaluate the feasibility of hypnotherapy treatment 
and its impact on ADHD symptoms, mood, quality of life, and cognitive performance of 
adults with ADHD. Across the self-report measures, participants randomized to hypno-
therapy showed significantly more improvement than those randomized to control group. 
This was mainly seen in BADDS activation, attention, memory, and total scores subscales, 
SCL-16 and Q-LES-Q work/study subscale. The results were also evident in effect sizes, 
which indicated large benefits of hypnotherapy. According to the self-reports, seven of the 
nine participants (78%) of the hypnotherapy group and two of the 10 (20%) of the control 
group were classified as improved. In the independent evaluations, 67% of participants of 
the hypnotherapy group were assessed as improved (vs. 30% of the control group), but 
this improvement was not statistically significant. In addition, participants’ self-evaluations 
regarding the benefit of the treatment were quite high; eight of the nine participants re-
ported at least a moderate benefit. There were no drop-outs during the therapy period. 
Thus, the hypnotherapy seemed to be well tolerated in addition to being beneficial. This 
is in line with the few studies or case reports in which hypnotherapy has been used with 
children with attention deficits (Calhoun & Bolton, 1986; Copeland, 1980).

Most of our participants were medicated at the beginning of the treatment (seven of 
the nine individuals of the hypnotherapy group and seven of the 10 individuals of the 
control group). Medication was required to be stabilized for three months before entry to 
study and there were only minor changes of medication during treatment. Therefore, the 
treatment improvement was clearly not related to medication. A benefit of the CBT in al-
ready medicated adults with ADHD has been previously shown (Rostain & Ramsay, 2006; 
Safren et al., 2005). 

In self-report questionnaires, the treatment benefit was mainly seen in measures as-
sessing ADHD symptoms but there were no changes in mood. This is similar to that found 
in the study of CBT in adults with ADHD (Virta et al., 2008) in which the improvement was 
manifested in BADDS and SCL-16 ratings but not in BDI-II and SCL-90 scores. However, 
in some other studies on CBT, a decrease in depression and/or anxiety was found as well 
(Rostain & Ramsay, 2006; Safren et al., 2005). In the quality of life measures, an increase 
in satisfaction was only found for the work/study subscale, not in other subscales or gen-
eral activities. The improvement of satisfaction in work or study was to be expected, as it 
followed the improvement of ADHD symptoms. The absence of change in other subscales 
of Q-LES-Q is puzzling, however. It is perhaps possible that the Q-LES-Q scale is not sensi-
tive enough for assessment of the adult ADHD population and new measures specifically 
tailored for adults with ADHD should be considered for future studies (Brod et al., 2006; 
Landgraf, 2007). Although the importance of assessing the quality of life in intervention 
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studies of ADHD has been emphasised (Weiss et al., 2008), to the best of our knowledge 
this is the first reported intervention study in adults with ADHD that measured the changes 
in the quality of life of subjects. 

Measuring treatment benefit in terms of cognitive functioning has been done previ-
ously in two studies of adult ADHD (Hesslinger et al., 2002; Zylowska et al., 2008). In a 
study on mindfulness training (Zylowska et al., 2008), improvements in tasks measuring 
attention and cognitive inhibition were found. In a pilot study that used a structured skills 
training programme in a group setting (Hesslinger et al., 2002), neuropsychological testing 
was used at baseline and following treatment, and some tendency towards improvement 
was found. However, either the study had no control group (Zylowska et al., 2008) or if it 
did the control group did not undergo neuropsychological testing (Hesslinger et al., 2002), 
and therefore the practice effect cannot be ruled out. We did not find treatment-related 
improvement in cognitive functioning as measured by the CNCVS (that is, there was no 
more improvement for the hypnotherapy group than for the control group). In a study of 
Gualtieri and Johnson (2006b) the patients with ADHD were found to be impaired in meas-
ures of psychomotor speed, reaction time, cognitive flexibility, and attention measured by 
the CNSVS compared to normal controls. In our sample, some participants had difficulties 
in cognitive functioning measured by CNSVS whereas some others had no difficulties even 
though deficits had been reported in their previous neuropsychological examinations. The 
ceiling effect was also present in many participants in some of the tasks. Therefore other, 
perhaps more sensitive, measures of cognitive functioning may also be needed.

There were no statistically significant changes in independent evaluations (CGI and 
ASRS) although a tendency was found with CGI assessment. In general, it is well founded 
to use independent evaluator measures, but there are also some problems. An evaluator 
has only a short time to assess the severity of ADHD or its change. In some cases in our 
study, therapists evaluated the participants as being more severely ill than did the inde-
pendent evaluator. This might be due to several reasons: the impairments may not be so 
clearly apparent in short discussions, or participants may want to give a better impression 
of themselves.

For Finnish norms (Kallio & Ihamuotila, 1999) the mean hypnotic susceptibility was 7.26 
as measured by HGSHS:A (Shor & Orne, 1962). The mean susceptibility in our study was 
lower at 5.9. However, larger studies are needed for conclusions on the hypnotic suscepti-
bility of ADHD adults.

The reported results are part of a larger randomized controlled study where participants 
were assigned to one of four groups: hypnotherapy, individual cognitive-behavioural thera-
py (CBT), computerized cognitive training (CT), and control group. Results of the CBT and CT 
are under review elsewhere together with a full description of the treatments (Virta et al., 
forthcoming). However, it is worth investigating whether the hypnotherapy was different 
from the two other treatments in its efficacy. A two-way ANOVA, with one between-factor, 
group (hypnotherapy vs. CBT and hypnotherapy vs. CT), and one within-factor, time (T1 vs. 
T2) was performed. There were no significant interactions in any dependent variables be-
tween the hypnotherapy and short 10 session CBT (N = 10) (all ps > 0.1). For hypnotherapy 
vs. CT comparison, there was a significant interaction in SCL-16 [F(1,16) = 7.38, p = 0.01, 
η

p
2 = 0.32], CNS Vital Signs attention domain [F(1,16) = 6.61, p < 0.05, η

p
2 = 0.29], and a 

trend in SCL-90 [F(1,16) = 4.43, p = 0.05, η
p

2 = 0.22] (mean±SD in the CT group 20.9±8.1, 
67.6±31.4, and 98.7±16.6 in T1 and 22.9±9.2, 68.0±34.0, and 98.1±15.9 in T2 respectively; 
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in the hypnotherapy group CNS attention 89.7±12.7 in T1 and 101.4±10.8 in T2) with 
greater improvement taking place in the hypnosis group. According to the ‘improved’ vs. 
‘not-improved’ classifications, there was no clear difference between the hypnosis and CBT 
group (78% vs. 60%) whereas the hypnosis and CT group did differ (78% vs. 20%). A similar 
pattern was found in the independent evaluators’ CGI ratings (67% were improved in hyp-
nosis group, 70% in CBT, and 22% in CT). Thus it seems that in our sample, hypnotherapy 
was more effective than CT but did not significantly differ from CBT in its effectiveness.

Our approach was that of cognitive hypnotherapy. This was chosen as there is no uni-
form theory of hypnotherapy. The base theory of cognitive hypnotherapy is derived from 
CBT and the methods are derived from CBT and hypnotherapy (Alladin, 2008; Alladin, 2009). 
However, only hypnotherapy methods were used in this study. There is evidence that cog-
nitive hypnotherapy is more effective in treating depression than CBT alone (Alladin & 
Alibhai, 2007) and CBT has yielded good results in treating ADHD (Rostain & Ramsay, 2006; 
Safren et al., 2005; Salakari et al., 2010; Wilens et al., 1999; Virta et al., 2008). In our study, 
there was no difference between hypnotherapy and short CBT. More research is needed 
to compare the effects of relaxation training, hypnosis, CBT, and cognitive hypnotherapy.

There are some limitations of the study that should be considered when interpreting 
the results. First, the sample sizes had only nine participants in the hypnotherapy group and 
10 in the control group, which is small. Thus, the results must be considered with caution. 
Second, although the participants were randomly assigned to either the control or active 
treatment groups, the participants and the therapist knew whether they were receiving 
active therapy or not. Even so, blinded or sham treatments would be almost impossible to 
carry out reliably in this study setting considering the nature of the treatment. The third 
limitation is the severity of the ADHD symptoms of the participants. In CGI, participants 
were rated mildly to markedly ill, thus leaving the most extreme cases missing. Also, the 
recruitment of the participants may have caused some bias to the more motivated and 
less severely disabled ADHD adults to participate in the study. Thus, the results cannot be 
generalized to the whole ADHD population.

Despite these limitations, our study has many strengths. The diagnoses were made by 
a specialist and duly verified, outcome measures were wide-ranged (self-report question-
naires, independent evaluations, and computerized neurocognitive testing), and we also 
used control group and randomization in the study’s methodology. Treatment benefits 
were obtained, though most of the participants were already receiving medication. In gen-
eral, the findings of this study indicate the effectiveness of hypnotherapy as a potential 
treatment for adults with ADHD. This is the first controlled trial on hypnotherapy for treat-
ing ADHD in adults, and further studies with larger sample sizes and longer treatments are 
needed.

References

Alladin A (2008). Cognitive Hypnotherapy. An Integrated Approach to the Treatment of Emotional Dis-
orders. Chichester, UK: John Wiley & Sons.

Alladin A (2009). Evidence-based cognitive hypnotherapy for depression. Contemporary Hypnosis 
26(4): 245–262.

Alladin A, Alibhai A (2007). Cognitive hypnotherapy for depression: An empirical investigation. Inter-
national Journal of Clinical and Experimental Hypnosis 55(2): 147–166.

CH_27-1 Final.indd   15 10/05/2010   14:26



Copyright © 2010 British Society of Clinical and Academic Hypnosis  
Published by Crown House Publishing Ltd

Virta, Salakari, Antila, Chydenius, Partinen, Kaski, Vataja, Kalska, Iivanainen

27: 5-18 (2010)

16

American Psychiatric Association (1994). Diagnostic and Statistical Manual of Mental disorders, 4th 
edn. Washington, DC: American Psychiatric Association.

Anderson K, Barabasz M, Barabasz AF, Warner DA (2000). Efficacy of Barabasz’ instant alert hypnosis 
in the treatment of ADHD with neurotherapy. Child Study Journal 30(1): 51–62.

Arns M, de Ridder S, Strehl U, Breteler M, Coenen A (2009). Efficacy of neurofeedback treatment in 
ADHD: The effects on inattention, impulsivity and hyperactivity: A meta-analysis. Journal of Clini-
cal EEG and Neuroscience 40(3): 180–189.

Barabasz A, Barabasz M (1995). Attention deficit hyperactivity disorder: Neurological basis and treat-
ment alternatives. Journal of Neurotherapy 1: 1–10.

Beck AT, Steer RA, Brown GK (1996). Beck Depression Inventory – Second Edition (BDI-II). San Antonio, 
TX: The Psychological Corporation.

Biederman J (2004). Impact of comorbidity in adults with attention-deficit/hyperactivity disorder. 
Journal of Clinical Psychiatry 65 (suppl. 3): 3–7.

Brod M, Johnston J, Able S, Swindle R (2006). Validation of the adult attention-deficit/hyperactivity 
disorder quality-of-life Scale (AAQoL): A disease-specific quality-of-life measure. Quality of Life 
Research 15(1): 117–129.

Brown TE (1996). Brown Attention-Deficit Disorder Scales for Adolescents and Adults. San Antonio, TX: 
The Psychological Corporation.

Brown TE (ed) (2000). Attention-Deficit Disorders and Comorbidities in Children, Adolescents, and 
Adults. Washington, DC/London: American Psychiatric Press.

Brown TE (2005). Attention Deficit Disorder: The Unfocused Mind in Children and Adults. New Haven, 
CT: Yale University Press.

Calhoun G, Bolton J (1986). Hypnotherapy: A possible alternative for treating pupils affected with 
attention deficit disorder. Perceptual and Motor Skills 63: 1191–1195.

Copeland ET (1980). A hypnotherapy strategy for the treatment of hyperactivity. Hypnosis Quarterly 
23: 17–18.

Denkowski KM, Denkowski GC (1984). Is group progressive relaxation training as effective with hy-
peractive children as individual EMG biofeedback treatment? Biofeedback and Self-Regulation 9: 
353–364.

Derogatis LR, Lipman RS, Covi L (1973). SCL-90: An outpatient psychiatric rating scale – Preliminary 
report. Psychopharmacology Bulletin 9(1): 13–28.

Dunn FM, Howell RJ (1982). Relaxation training and its relationship to hyperactivity in boys. Journal 
of Clinical Psychology 38(1): 92–100.

Endicott J, Nee J, Harrison W, Blumenthal R (1993). Quality of Life Enjoyment and Satisfaction Ques-
tionnaire: A new measure. Psychopharmacology Bulletin 29(2): 321–326.

Goodman DW (2007). The consequences of attention-deficit/hyperactivity disorder in adults. Jour-
nal of Psychiatric Practice 13(5): 318–327.

Gualtieri CT, Johnson LG (2006a). Reliability and validity of a computerized neurocognitive test bat-
tery, CNS Vital Signs. Archives of Clinical Neuropsychology 21(7): 623–643.

Gualtieri CT, Johnson LG (2006b). Efficient allocation of attentional resources in patients with AD/
HD: Maturational changes from age 10 to 29. Journal of Attention Disorders 9(3): 534–542.

Gualtieri CT, Johnson LG (2008). A computerized test battery sensitive to mild and severe brain in-
jury. Medscape Journal of Medicine 10(4): 90.

Guy W (1976). ECDEU Assessment Manual for Psychopharmacology. Rockville, MD: Department of 
Health, Education, and Welfare, Public Health Service, Alcohol, Drug Abuse, and Mental Health 
Administration, NIMH Psychopharmacology Research Branch, Division of Extramural Research 
Programs.

Hesslinger B, Tebartz van Elst L, Nyberg E, Dykierek P, Richter H, Berner M, Ebert D (2002). Psycho-
therapy of attention deficit hyperactivity disorder in adults: A pilot study using a structured skills 
training program. European Archives of Psychiatry and Clinical Neuroscience 252(4): 177–184.

CH_27-1 Final.indd   16 10/05/2010   14:26



Experimental clinical report: Hypnotherapy for Adults with ADHD

Copyright © 2010 British Society of Clinical  and Academic Hypnosis  
Published by Crown House Publishing Ltd

17

27: 5-18 (2010)

Jacob CP, Romanos J, Dempfle A, Heine M, Windemuth-Kieselbach C, Kruse A, Reif A, Walitza S, Ro-
manos M, Strobel A, Brocke B, Schafer H, Schmidtke A, Boning J, Lesch KP (2007). Co-morbidity of 
adult attention-deficit/hyperactivity disorder with focus on personality traits and related disor-
ders in a tertiary referral center. European Archives of Psychiatry and Clinical Neuroscience 257(6): 
309–317.

Kallio S (1996). Harvardin hypnoosiherkkyysasteikko ryhmien arviointiin, Muoto A. Publication of the 
Society for Scientific Hypnosis in Finland. [Finnish version of the Harvard Group Scale of Hypnotic 
Susceptibility, Form A, Shor & Orme, 1962.]

Kallio S, Ihamuotila MJ (1999). Finnish norms for the Harvard Group Scale of Hypnotic Susceptibility, 
Form A. International Journal of Clinical and Experimental Hypnosis 47(3): 227–235.

Kessler RC, Adler L, Ames M, Demler O, Faraone S, Hiripi E, Howes MJ, Jin R, Secnik K, Spencer T, Ustun 
TB, Walters EE (2005). The World Health Organization Adult ADHD Self-Report Scale (ASRS): A 
short screening scale for use in the general population. Psychological Medicine 35(2): 245–256.

Kessler RC, Adler L, Barkley R, Biederman J, Conners CK, Demler O, Faraone SV, Greenhill LL, Howes 
MJ, Secnik K, Spencer T, Ustun TB, Walters EE, Zaslavsky AM (2006). The prevalence and correlates 
of adult ADHD in the United States: Results from the National Comorbidity Survey Replication. 
American Journal of Psychiatry 163(4): 716–723.

Kirsch I, Montgomery G, Sapirstein G (1995). Hypnosis as an adjunct to cognitive-behavioral psycho-
therapy: A meta-analysis. Journal of Consulting and Clinical Psychology 63(2): 214–220.

Landgraf JM (2007). Monitoring quality of life in adults with ADHD: Reliability and validity of a new 
measure. Journal of Attention Disorders 11(3): 351–362.

Low CB (1999). Attention deficit hyperactivity disorder: Dissociation and adaptation (a theoretical 
presentation and case study). American Journal of Clinical Hypnosis 41(3): 253–261.

McGough JJ, Smalley SL, McCracken JT, Yang M, Del’Homme M, Lynn DE, Loo S (2005). Psychiatric 
comorbidity in adult attention deficit hyperactivity disorder: Findings from multiplex families. 
American Journal of Psychiatry 162(9): 1621–1627.

Philipsen A, Richter H, Peters J, Alm B, Sobanski E, Colla M, Munzebrock M, Scheel C, Jacob C, Perlov E, 
Tebartz van Elst L, Hesslinger B (2007). Structured group psychotherapy in adults with attention 
deficit hyperactivity disorder: Results of an open multicentre study. Journal of Nervous and Mental 
Disease 195(12): 1013–1019.

Pliszka SR (2007). Pharmacologic treatment of attention-deficit/hyperactivity disorder: Efficacy, 
safety and mechanisms of action. Neuropsychology Review 17(1): 61–72.

Raymer R, Poppen R (1985). Behavioral relaxation with hyperactive children. Journal of Behavior Ther-
apy and Experimental Psychology 16: 309–316.

Rostain AL, Ramsay JR (2006). A combined treatment approach for adults with ADHD: Results of an 
open study of 43 patients. Journal of Attention Disorders 10(2): 150–159.

Russell RA (1984). The efficacy of hypnosis in the treatment of learning problems in children. Inter-
national Journal of Psychosomatics 31(1): 23–32.

Safren SA (2006). Cognitive-behavioral approaches to ADHD treatment in adulthood. Journal of Clin-
ical Psychiatry 67 (suppl. 8): 46–50.

Safren SA, Otto MW, Sprich S, Winett CL, Wilens TE, Biederman J (2005). Cognitive-behavioral ther-
apy for ADHD in medication-treated adults with continued symptoms. Behaviour Research and 
Therapy 43(7): 831–842.

Safren SA, Sprich S, Chulvick S, Otto MW (2004). Psychosocial treatments for adults with attention-
deficit/hyperactivity disorder. Psychiatric Clinics of North America 27(2): 349–360.

Salakari A, Virta M, Grönroos N, Chydenius E, Partinen M, Vataja R, Kaski M, Iivanainen M (2010). 
Cognitive-behaviorally-oriented group rehabilitation of adults with ADHD: Results of a 6-month 
follow-up. Journal of Attention Disorders 13(5): 516–523.

Shor RE, Orne EC (1962). Harvard Group Scale of Hypnotic Susceptibility, Form A. Palo Alto, CA: Con-
sulting Psychologists Press.

CH_27-1 Final.indd   17 10/05/2010   14:26



Copyright © 2010 British Society of Clinical and Academic Hypnosis  
Published by Crown House Publishing Ltd

Virta, Salakari, Antila, Chydenius, Partinen, Kaski, Vataja, Kalska, Iivanainen

27: 5-18 (2010)

18

Sobanski E, Bruggemann D, Alm B, Kern S, Deschner M, Schubert T, Philipsen A, Rietschel M (2007). 
Psychiatric comorbidity and functional impairment in a clinically referred sample of adults with 
attention-deficit/hyperactivity disorder (ADHD). European Archives of Psychiatry and Clinical 
Neuroscience 257(7): 371–377.

Solanto MV, Marks DJ, Mitchell KJ, Wasserstein J, Kofman MD (2008). Development of a new psycho-
social treatment for adult ADHD. Journal of Attention Disorders 11(6): 728–736.

Sprafkin J, Gadow KD, Weiss MD, Schneider J, Nolan EE (2007). Psychiatric comorbidity in ADHD 
symptom subtypes in clinic and community adults. Journal of Attention Disorders 11(2): 114–124.

Stevenson CS, Whitmont S, Bornholt L, Livesey D, Stevenson RJ (2002). A cognitive remediation 
programme for adults with attention deficit hyperactivity disorder. Australian and New Zealand 
Journal of Psychiatry 36(5): 610–616.

Ward MF, Wender PH, Reimherr FW (1993). The Wender Utah Rating Scale: An aid in the retrospec-
tive diagnosis of childhood attention deficit hyperactivity disorder. American Journal of Psychiatry 
150(6): 885–890.

Warner DA, Barabasz AF, Barabasz M (2000). The efficacy of Barabasz’s alert hypnosis and neurother-
apy on attentiveness, impulsivity and hyperactivity in children with ADHD. Child Study Journal 
30(1): 43–49.

Weiss M, Safren SA, Solanto MV, Hechtman L, Rostain AL, Ramsay JR, Murray C (2008). Research 
forum on psychological treatment of adults with ADHD. Journal of Attention Disorders 11(6): 
642–651.

Wilens TE (2003). Drug therapy for adults with attention-deficit hyperactivity disorder. Drugs 63(22): 
2395–2411.

Wilens TE, McDermott SP, Biederman J, Abrantes A, Hahesy A, Spencer TJ (1999). Cognitive therapy 
in the treatment of adults with ADHD: A systematic chart review of 26 cases. Journal of Cognitive 
Psychotherapy: An International Quarterly 13(3): 215–226.

Virta M, Salakari A, Antila M, Chydenius E, Partinen M, Kaski M, Vataja R, Kalska H, Livanainen M 
(forthcoming). Short cognitive behavioural therapy and cognitive training for adults with ADHD: 
A randomized controlled pilot study. 

Virta M, Vedenpää A, Grönroos N, Chydenius E, Partinen M, Vataja R, Kaski M, Iivanainen M (2008). 
Adults with ADHD benefit from cognitive-behaviorally oriented group rehabilitation: A study of 
29 participants. Journal of Attention Disorders 12(3): 218–226.

Zylowska L, Ackerman DL, Yang MH, Futrell JL, Horton NI, Hale S, Pataki C, Smalley SL (2008). Mind-
fulness meditation training in adults and adolescents with ADHD: A feasibility study. Journal of 
Attention Disorders 11(6): 737–746.

Correspondence to Maarit Virta, Psyyke, Töölönkatu 42, 00250 Helsinki, Finland 
Email: maarit.virta@psyyke.fi
Phone: +358 407778281
Fax: +358 9445447

Note: This study was supported by RAY, Finland’s Slot Machine Association. Maarit Virta 
received funding for the preparation of this manuscript from Oskar Öflunds Stiftelse and 
Rinnekoti Research Foundation. We are grateful to Pekka Lahti-Nuuttila for statistical sup-
port. 

CH_27-1 Final.indd   18 10/05/2010   14:26


