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A note before we begin

If you have read the first book in this series, welcome back. If this is the first one you have picked up, welcome. Both are fine. This book can be read on its own. But if Book One was about understanding what ADHD is and what it has done to you, Book Two is about what you do next. And the question of what comes next is one I have heard from more women than I can count, in more or less the same form.

I understand it now. I have the diagnosis. I have read the things. I know what is happening and why it has been happening for as long as it has. And yet I am sitting here on a Tuesday afternoon and my desk looks the same as it always did and the thing I was supposed to do this morning is still not done and I do not know how to make it actually different.

That gap, between understanding and change, is what this book is about. It is real and it is specific and it does not close on its own just because the knowledge is in place. Understanding the mechanism of a thing and knowing how to live with it are two separate skills, and this book is about the second one.

A word about how this book works. It is organised around the domains of daily life rather than the features of ADHD, because we are past the explaining stage. We know what ADHD does. Now we are asking: in this specific area of my life, with this specific brain, what actually helps. The chapters are more practical than the first book. Some of them have more structure. None of them have a list of seven steps that will fix everything, because you deserve better than that.

The voice is still mine. The honesty is the same. I will not pretend things work when they do not or that the progress is more linear than it is. What I will do is share everything I have learned, and everything I have watched other women learn, about building a life that fits rather than fighting the one that does not.

That is the whole project. It takes longer than you want it to. It is also completely possible. Let us get into it.

How to use this book

Start wherever the itch is. If you are in the middle of a work crisis, go to Part Three. If your relationship is the thing that feels most urgent right now, go to Part Four. If you are just sitting with the aftermath of a difficult few months and cannot quite locate where to begin, Chapter One is probably right.

The chapters build on each other within each part, so if you jump in partway through a section it is worth going back to the beginning of that section once you have addressed the immediate need. But do not let the desire for the correct order stop you from starting.

This is a book about an ADHD brain. It should be possible to use it with an ADHD brain. That means entering wherever the pull is strongest, following the thread, and trusting that the rest will be there when you need it.

	[image: ]
	 	[image: ]


[image: ]

Part one
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Starting from where you are

The gap between understanding and change, and how to begin closing it
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Chapter One
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You understand it now. So why is nothing different yet?

It was about six weeks after my diagnosis when I had what I can only describe as a crisis of expectation.

I had done everything you are supposed to do. I had read the books. I had looked up the research. I had sat in the consulting room and asked the right questions and come away with a framework that finally, genuinely, made sense of things that had been senseless for thirty-six years. I understood, in a way I never had before, why the afternoons disappeared and why the emails went unanswered and why the gap between who I meant to be and who I was managing to be had never fully closed no matter how hard I tried to close it.

And then I sat down at my desk on a Monday morning and the afternoon disappeared. The emails went unanswered. The gap was exactly where it had always been.

I remember the specific quality of the disappointment. It was not the ordinary disappointment of a plan not working. It was something more deflating than that, something that carried the particular weight of a hope that had been very large and had not been acknowledged as a hope until it did not come true. I had believed, without quite articulating the belief, that understanding would be enough. That the knowledge would do the work. That the diagnosis would be the thing that made things different.

It was not enough. It is not enough. Understanding is the beginning of the work, not the end of it, and the gap between those two positions is real and significant and almost nobody prepares you for it.

I want to spend some time here before moving into the practical chapters, because the failure to understand this gap is what derails more ADHD management attempts than almost anything else. Women who have worked hard to get their diagnosis, who have researched the condition thoroughly, who arrive at treatment with genuine commitment and realistic expectations about everything except this one thing, find themselves a month later feeling like the diagnosis was supposed to do something it has not done. And the feeling, because it is unexpected and because it comes after a period of real hope, tends to be accompanied by a particularly corrosive disappointment.

* * *
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The gap exists for a specific reason that is worth understanding clearly, because understanding why the gap exists is the first step toward actually closing it.

Knowledge and behaviour are processed in different parts of the brain and they do not automatically communicate with each other in the way we tend to assume they do. Knowing that you have ADHD, knowing the mechanism, knowing why the task initiation fails and why the working memory drops things and why the emotional regulation is unreliable, none of this directly changes the neurological systems that produce those outcomes. The knowledge is in the prefrontal cortex, in the conscious reasoning mind. The ADHD is in the regulatory systems underneath it, in the dopamine pathways and the executive function networks that do not respond to being told things. They respond to being supported. To being given different conditions. To having the environment changed around them in ways that make certain outcomes more likely.

This is the central distinction of this whole book. Knowing about ADHD changes what you understand. Changing the conditions changes what you can do. Both matter enormously. They are not the same thing and they require different kinds of effort.

The woman who has just been diagnosed and is waiting for the knowledge to fix things is doing something completely understandable and something that will not work. Not because she is wrong to hope for change. Because she is directing the hope at the wrong mechanism. The change will not come from understanding alone. It will come from building different structures around herself, from adjusting the environment, from finding the tools and supports that actually work with her particular brain, and from doing all of that in the full and patient knowledge that the building takes time.

There is also something that happens in the weeks immediately after diagnosis that nobody quite prepares you for: the way the diagnosis changes how you experience the same old difficulties. Before the diagnosis the bad days were just bad days. They were frustrating and they carried the weight of the old shame-based story, but they were at least familiar. After the diagnosis the bad days carry a new layer. Now I know what this is. Now I know why this is happening. And it is still happening. The knowing sits alongside the difficulty in a way that can feel, in the worst moments, almost worse than not knowing. At least before, I could tell myself I had simply not found the right system yet. Now I know the system is not the problem. The neurology is. And the neurology is not going anywhere.

What does the beginning of the longer process actually look like? In my experience, and in what I have watched other women navigate, it tends to involve three things happening more or less simultaneously, in no particular order, with a great deal of overlap.

The first is stabilisation. Getting the treatment basics in place. If medication is going to be part of the picture, finding the right one at the right dose. If therapy or coaching is going to be part of the picture, finding the right person. Getting sleep taken seriously as a medical priority rather than a lifestyle consideration. Addressing the most acute and destabilising symptoms first, not because the other things do not matter but because trying to build new structures on an unstable foundation tends to produce structures that do not hold.

Stabilisation is not glamorous. It involves a lot of waiting and adjusting and trial and error and appointments where very little seems to happen. It is also non-negotiable. The work that comes after it is significantly more effective when it is built on a stable base. I know women who skipped this phase in their impatience to get to the building part and found, six months later, that they were back at the beginning because the foundation had not held. The stabilisation is the foundation. Take it as seriously as it deserves.

There is also a specific kind of grief that belongs in the stabilisation phase and that tends to be rushed past in the urgency to get to the practical work. The grief for the years of not knowing. The grief for the things that were harder than they needed to be for so long. The grief for the version of herself that might have existed with better support earlier. This grief is legitimate and it deserves time. Rushing past it in order to get to the strategies tends to mean it surfaces later, in inconvenient places, with more force than it would have had if it had been attended to when it arrived.

The second is excavation. Going back through the patterns of your life with the new information and identifying specifically, concretely, where the ADHD is showing up and what it is costing you. Not in a general oh yes I have all the ADHD symptoms kind of way. In a specific this is the exact sequence that happens on Sunday evenings, this is the precise mechanism by which the Tuesday report ends up being done on Thursday night, this is what happens in my body when a plan changes unexpectedly and why the reaction is always larger than the situation warrants.

Specificity matters enormously here. Generic ADHD knowledge is the starting point. Your specific ADHD, with your specific history and your specific triggers and your specific environment and your specific version of every pattern, is what the work is actually about. The book you are holding can give you the general picture. Only you can fill in the specific one.

Excavation is also the process of separating the ADHD from the adaptations that grew around it. The coping strategies, some of which work and some of which create their own problems. The shame that has accumulated around certain patterns and that now makes those patterns harder to address because the shame itself is part of the obstacle. The beliefs about yourself that were formed in the absence of the right information and that are now operating as facts rather than as the working hypotheses they always were. All of this needs to be looked at, sorted through, kept where it is useful and revised where it is not.

* * *
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The third thing happening in this early period is the slow, uneven work of building. And I want to be specific about what building means in this context because it is different from what most productivity or self-help frameworks describe.

Building, for an ADHD brain, is not about creating a comprehensive system and then implementing it. Comprehensive systems built all at once for ADHD brains almost never survive contact with real life, because real life is variable and comprehensive systems require consistent implementation and consistent implementation is exactly the thing that ADHD makes unreliable.

Building for an ADHD brain is iterative and small and patient. It is identifying one thing, one specific thing, one specific friction point or dropped ball or recurring failure, and addressing that one thing. Finding a workaround or a structure or a support that addresses it specifically. Testing the workaround. Adjusting when it does not work as expected. Keeping the adjustment when it does. And then, only then, moving to the next thing.

This is slow. It is much slower than the before-and-after story that most diagnosis narratives imply. It is also the only approach that produces durable change for most ADHD brains, because durable change is built one small working adjustment at a time rather than through the adoption of a new complete system that feels transformative for two weeks and then collapses.

There is a specific failure mode worth naming here because it catches a great many ADHD women: the system that is built for the good week. When the executive function is available and the motivation is high and the novelty of the new approach is still fresh, building a comprehensive system feels not just possible but genuinely exciting. She builds it in that state. And then the week changes, the mood drops, the stress arrives, the executive function is lower, and the comprehensive system requires exactly the resource that is no longer available. The system built for the good week fails on the ordinary week, which is the week she actually needs it.

The antidote is to build for the hard week, not the good one. The system that works when the executive function is at its lowest, that has the minimum number of steps, that requires the minimum amount of initiation, that produces an acceptable outcome even when the conditions are not ideal. That system will also work on the good week. The reverse is not true.

I want to say something about the timeline, because this is where most women's expectations diverge most sharply from reality and where the divergence causes the most discouragement.

Real, durable change in how you function with ADHD tends to take years. Not months. Years. The first year tends to be mostly stabilisation and excavation, with some small building beginning toward the end. The second year tends to be where the building gets more established and some of the structures start to hold reliably. The third year is where the new patterns start to feel like the default rather than the effortful exception. And even then, the default is not a fixed state. It is something that requires ongoing maintenance and that will be disrupted by life events, by hormonal shifts, by changes in circumstances, and will need rebuilding in different forms across different seasons.

This is not a counsel of despair. It is an accurate description of what the process looks like, offered so that you do not hit month three with nothing fundamentally different and conclude that you are beyond help or that this approach does not work for you. Month three is still stabilisation. Month six might still be mostly excavation. The building comes after those, and the holding comes after the building, and the whole thing is slower and messier and more iterative than the story suggests.

What keeps most women going through that process is not the promise of a fixed endpoint. It is the accumulation of small evidence that the approach is working. The specific thing that used to go wrong every week that has gone less wrong for the past three weeks. The conversation that used to produce a disproportionate emotional reaction that was handled differently last time. The bill that was paid on time because the system for paying it has been changed in a way that compensates for the working memory. These small evidences accumulate. They are the fuel for the longer project.

* * *
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There is one more thing I want to address before we move into the practical chapters, and it is about perfectionism and its role in the change process.

Women with ADHD tend toward a specific and counterproductive relationship with change efforts. They begin with enormous enthusiasm and high standards. The new system is going to be comprehensive and consistent and finally going to address all the things. The first week goes well. The second week goes reasonably well. Sometime in the third week something breaks, a bad day or an unexpected demand or simply the erosion of novelty, and the system is not followed perfectly.

At which point many ADHD women do not adjust the system. They abandon it. Because the imperfect implementation feels, to the perfectionist ADHD brain, like evidence that the system does not work or that they cannot do it, and abandonment feels cleaner than the messiness of adjusting and continuing imperfectly.

This is perfectionism as self-sabotage, and it is extremely common, and it is worth naming clearly because naming it is part of how you catch it happening in real time rather than only recognising it afterward.

The antidote is not to lower your standards exactly. It is to change what you are holding yourself to. Not perfect implementation of a system. Continued engagement with the process, even when the implementation is imperfect. A system followed six days out of seven is not a failed system. It is a working system with a normal human error rate. A structure that held for three months and then broke under an unusual amount of pressure is not evidence that the structure does not work. It is evidence that unusual pressure breaks things, which is true of every structure and every brain.

Keep going when it breaks. Adjust rather than abandon. Treat the imperfect week as data rather than as verdict.

The chapters that follow go into specific domains. Work. Money. Relationships. The daily structure. The inner life. Each chapter is built around the question of what actually helps in that domain, for this brain, in real conditions rather than ideal ones.

None of it is magic. None of it is guaranteed. All of it is the accumulated learning of someone who has been doing this work for a long time, who has made most of the available mistakes, and who has watched enough other women move through the same process to know what tends to work and what tends to fail and why.

You are not starting from zero. You already understand the terrain. That is more than you had before, and it is more than it might feel like right now.

Start there.
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Chapter Two
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What treatment actually looks like over time

The psychiatrist who diagnosed me told me at the end of our first appointment that we would need to meet again in six weeks to review how things were going. Six weeks felt like a long time to wait. I had waited thirty-six years; six more weeks was nothing in that context, but in the immediate aftermath of finally having a name for things, six weeks felt interminable.

We met again in six weeks. And then again six weeks after that. And then the appointments became monthly, and then every three months, and then twice a year. Each one involved a version of the same conversation: how is it going, what is working, what is not, do we need to adjust anything. The conversation changed over time as the answers changed. But the structure of it, the regular intentional review of how the treatment was landing, turned out to be one of the most useful things about the whole process.

I am telling you this because most women arrive at an ADHD diagnosis with an implicit model of treatment that goes something like: you get the diagnosis, you get the medication or the referral or the strategy, and then treatment is done and life is different. Treatment as an event rather than as an ongoing relationship.

That model is wrong, and being wrong about it causes a specific and avoidable kind of discouragement. When the medication that worked brilliantly in October is less effective in January, and nobody has told you this can happen, you do not conclude that the dosing needs adjusting. You conclude that the medication has stopped working and feel the particular despair of something taken away. When the therapy that helped with the shame has stopped progressing because what you need now is not more understanding but more practical coaching, and nobody has told you these are different things, you conclude that therapy does not work for you and stop going. Treatment as an ongoing relationship requires knowing what the relationship is supposed to look like across time. This chapter is about that.

It is also worth saying explicitly that the shape of the treatment relationship changes not just over months but over years and decades. The woman who has been managing her ADHD for two years has a different relationship with treatment than the woman who has been managing it for ten. The two-year woman is still in the building phase, still establishing what works and what does not, still encountering unexpected failure modes in systems she thought were solid. The ten-year woman has more settled knowledge of her own particular pattern, more confidence about what she needs and what does not help, and a relationship with her treatment team that has been calibrated through long shared experience. Both are valid stages of the treatment relationship. Neither is the final one.

* * *
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Medication for ADHD, when it is part of the treatment picture, is not a static thing. It is a living variable in a system that is itself changing.

In the early months the work is finding the right medication at the right dose. This is more iterative than most people expect. Different stimulant medications have different profiles, different durations, different side effect patterns, and what works well for one person is not predictable from what worked for another. The prescriber is making educated guesses that need to be tested against real experience and adjusted based on what the real experience reveals. This takes time. It sometimes takes several attempts. The woman who tries one medication, finds it helpful but not quite right, and gives up rather than requesting an adjustment has left significant benefit on the table.

The adjustment period after any medication change deserves specific mention because it is one of the most commonly misinterpreted periods in ADHD treatment. When a medication is changed or a dose is adjusted, the brain is adapting to a new neurochemical environment. During this adaptation the effects can be unpredictable: the new medication may feel worse than the old one before it feels better, side effects that were not present at first may appear and then resolve, the coverage may feel inadequate before the optimal dose is established. The woman who interprets this adjustment period as evidence that the change was wrong and reverts before the adaptation is complete has not given the change a fair trial.

Once the right medication and dose are established, there is a period of relative stability that can last months or years. During this period the medication does what it does and the work of building new structures and patterns can happen more effectively because the neurochemical foundation is more solid.

And then something shifts. It might be a hormonal change, the menstrual cycle or perimenopause. It might be a significant life change that increases demands or disrupts routines. It might be a gradual tolerance effect where the same dose produces less benefit over time. Whatever the cause, the medication that was working well starts working less well, and if nobody has prepared you for this possibility you will almost certainly attribute it to the wrong cause.

The hormonal interaction with medication is the one that catches most women most completely off guard, because it happens cyclically and therefore repeatedly, and each time it happens it can feel like a new problem rather than a predictable feature of the treatment landscape.

Oestrogen supports dopamine regulation. When oestrogen drops, as it does in the days before menstruation, the medication that was providing adequate coverage may provide less. The woman who tracks her symptoms carefully will notice that certain days of the month are consistently harder, that the medication feels less effective at specific points in the cycle, that the executive function failures that were under control most of the time reliably return at the same phase every month.

The appropriate response to this observation is a conversation with the prescriber about whether cyclical dose adjustment makes sense. This conversation does not happen as often as it should, partly because women do not know to ask for it and partly because prescribers are not always aware that it is a relevant variable. Ask for it anyway. Bring the tracking data if you have it. The case is easier to make with evidence.

Tracking the menstrual cycle alongside ADHD symptoms is one of the more practically useful things that can be done, and yet it is rarely recommended. A simple daily note of symptom severity and cycle day, even just a number from one to ten for how the executive function feels, over a few months, produces a map of the hormonal-neurological interaction that is specific to her particular pattern. This map is useful not only for the medication conversation but for planning: knowing that the week before menstruation is reliably harder allows for proactive reduction of demands in that week rather than reactive management of the collapse it produces.

Perimenopause, when it arrives, tends to amplify this dynamic significantly. The gradual decline in oestrogen means the buffer that was compensating for the ADHD-related dopamine deficit starts to thin over years rather than days. The medication dose that was right at thirty-eight may be genuinely insufficient at forty-five, not because of tolerance but because the hormonal landscape has changed. Understanding this protects against the conclusion that the medication has failed or that the ADHD has inexplicably worsened, and opens the possibility of a treatment review that actually addresses what is happening.

* * *
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Therapy as part of ADHD treatment is most effective when it is understood as serving different purposes at different stages, and when the type of therapy is matched to the current need rather than continued indefinitely on the assumption that more is always better.

In the early post-diagnosis period, the most valuable therapeutic work tends to be the processing of what the diagnosis means. The grief for the years. The anger at the systems that missed it. The revision of the self-story that was built around the wrong framework. This is deep, emotionally intensive work and it needs a relational therapeutic space, a therapist who can hold the complexity of what the late diagnosis means and who is not in a hurry to move to strategies before the emotional processing has been done.

There comes a point, different for every woman, when that processing is sufficiently complete that continuing to excavate the past produces diminishing returns. The grief has been attended to. The story has been substantially revised. The patterns are understood. What is needed now is not more understanding but more effective functioning, and for this a different kind of support tends to be more useful.

ADHD coaching, CBT specifically adapted for ADHD, or practically-oriented therapy with a clinician who understands executive function, tends to be more useful in this second phase. The work becomes less about why things are the way they are and more about what to do about them specifically. How to build the structure that compensates for the working memory. How to intervene in the task initiation failure before it has run for an hour. How to repair a relationship interaction that the emotional dysregulation disrupted. Practical, specific, iterative.

Knowing when to make the transition between these phases is genuinely difficult, because the boundary is not sharp and the need for the first kind of work does not disappear completely when the second kind becomes primary. The grief comes back sometimes. New aspects of the history surface that need processing. The revision of the self-story is not a single event but an ongoing project.

What tends to signal that the phase has shifted is a feeling, which may be tentative at first, that the exploration is going in circles rather than going deeper. The same material being returned to without new insight arising. The session feeling less like revelation and more like repetition. This is not a failure of the therapy or the therapist. It is information about where the therapeutic need has moved to.

It is fine to have this conversation directly with a therapist. A good one will welcome it. Something like: I feel like we have covered the understanding work quite thoroughly and I am wondering whether a more practical focus would serve me better at this point. A therapist who is working well will either agree and shift the work, or explain why they think more of the current work is still needed, or refer you to someone whose approach is better matched to what you need now. Any of those outcomes is useful.

There is also the question of taking breaks from therapy, which is less discussed than it should be. Therapy is most effective when there is active material to work with, when the life is presenting things that need processing and the therapy has somewhere to go. During periods of relative stability, when the management is working and the material is not pressing, taking a scheduled break from therapy and returning when something new arises can be more useful than continuing out of habit or out of fear of what might happen without it. The fear of what might happen without it is worth examining: sometimes it is accurate, and the ongoing support is genuinely needed. Sometimes it is the ADHD anxiety generalising to the therapeutic relationship, and the break would reveal that the functioning is more solid than it felt.

* * *
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Beyond medication and therapy, there are other elements of a treatment picture that tend to be underappreciated because they are not delivered by a professional and do not require a prescription.

Sleep is treatment. Not a lifestyle choice or a health recommendation that you can deprioritise when demands are high. A fundamental regulating input for the ADHD brain that, when it is insufficient, directly worsens every symptom and undermines every strategy. The woman who is sleeping five hours a night is not going to get much benefit from the most carefully calibrated medication regime or the most targeted therapeutic work, because the neurological substrate on which all of those interventions operate is too depleted to respond well. Sleep is not the reward you give yourself after you have done everything else. It is the foundation on which everything else rests.

Exercise is treatment. The evidence for exercise as a dopamine-supporting intervention for ADHD is considerable and consistently underemphasised in clinical conversations. Sustained aerobic exercise, the kind that gets the heart rate up for twenty minutes or more, produces a neurochemical environment in the hours that follow that looks, in some ways, like a mild version of what stimulant medication produces. It is not a replacement for medication for most people. But it is a genuine support, and its effects are cumulative rather than just immediate, meaning that consistent exercise over weeks and months produces measurable improvements in executive function that single sessions do not fully capture.

Nutrition matters in ways that go beyond the general advice to eat well. The blood sugar fluctuations that the food and appetite chapter in Book One discussed have direct executive function consequences. The brain that has been running without adequate fuel for the past three hours is not the same brain that ate a reasonable breakfast two hours ago. The ADHD brain, which already has less neurochemical headroom than average, is particularly sensitive to the effects of blood sugar variability, and the practical work of managing blood sugar through regular, adequate eating is part of the treatment
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