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Abstract Children with ADHD are often non-compliant
with parental instructions. Various methods have been used
to reduce problem behaviors in these children, with med-
ication and manipulation of behavioral contingencies being
the most prevalent. An objection often raised by parents is
that these management strategies require them to impose
external control on the children which not only results in
the children not learning self-control strategies, but also
does not enhance positive interactions between them and
their parents. Studies have shown that providing mindful-
ness training to parents, without a focus on reducing
problem behaviors, can enhance positive interactions with
their children and increase their satisfaction with parenting.
We were interested to see what effects giving mindfulness
training to two mothers, and subsequently to their children,
would have on compliance by the children. Using a mul-
tiple baseline across mothers and children design, we found
that giving a mother mindfulness training enhanced com-
pliance by her child. When the children were subsequently
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given similar training, compliance increased even more
markedly, and was maintained during follow-up. The
mothers reported associated increases in satisfaction with
the interactions with their children and happiness with
parenting. We suspect that the mindfulness training
produces personal transformations, both in parents and
children, rather than teaching strategies for changing
behavior.
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Introduction

Attention-deficit/hyperactivity disorder (ADHD) is a
highly heritable neurobehavioral disorder that affects
between 8 and 12% of children worldwide (Polanczyk et al.
2007). The prevalence of ADHD in the United States varies
between 2 and 16%, depending on the sample size, diag-
nostic criteria used, informants, impairment status, age and
gender of the children, and clinical versus community
samples (Biederman and Faraone 2005; Froehlich et al.
2007). Although children with ADHD are typically char-
acterized by inattention, hyperactivity and impulsivity,
many display behavior problems such as non-compliance
and aggression. It is likely that the children displaying
these behaviors also have comorbid psychiatric disorders
(e.g., oppositional disorder, mood, anxiety) and learning
disorders (dyslexia, executive function deficits) (Pliszka
et al. 1999).

Pharmacotherapy is the standard treatment for ADHD,
with the stimulants (i.e., methylphenidate, amphetamine)
being the first choice of drugs. Research evidence suggests
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that the average effect size for stimulants (0.9 for imme-
diate release and 0.95 for long acting) is much higher than
for non-stimulants (0.62) (Faraone 2003). However, recent
studies suggest that the non-stimulant, atomoxetine, may
be moderately effective (Newcorn et al. 2008). The
14 month multimodal treatment study of children with
ADHD (MTA) showed that the combination of intensive
medication management and multi-component behavior
therapy was superior to behavior therapy alone and routine
community care (The MTA Cooperative Group 1999).
However, the superiority of the combined treatment dis-
appeared at the 3 year follow-up (Jensen et al. 2007). A
recent meta-analysis of behavioral treatments for ADHD
reported an average effect size of 0.83 for between-group
studies and 0.70 for pre-post studies, suggesting strong
evidence for the effectiveness of behavioral treatments
(Fabiano et al. 2008).

In both of these approaches, pharmacotherapy and
behavior therapy, treatment is provided to the children by
external agents, a physician or parents trained in behavior
management. Although effective, there are inherent limi-
tations to both approaches. With pharmacotherapy, there
are well documented problems with unintended side
effects, as well as the finding that between 10 and 20% of
children with ADHD are non-responsive to medication
(Greenhill et al. 1999). With behavior management, there
are a number of implementation issues including the fact
that many parents fail to apply the prescribed contingencies
consistently, often not instigating them at all in the absence
of crises. Further, neither of these approaches includes self-
management techniques, so children do not have the
opportunity to learn self-control strategies that may assist
them in controlling their behavior.

The weight of current evidence suggests that parent
training programs based on behavioral or cognitive behav-
ioral principles are reasonably effective in producing
behavioral changes both in children with ADHD and in their
parents and family members (Anastopoulos and Farley
2003; Barkley 2000; Pelham et al. 1998; van den Hoof-
dakker et al. 2007). With the current zeitgeist being on using
positive methods, of possible concern is that extant parent
training studies typically include some form of aversive or
punishment contingencies (for an exception, see Ducharme
et al. 2000). For example, in the MTA study of children with
ADHD, the parent training program included time-out and
response cost procedures (Wells et al. 2000a, b). While
effective in the short term, these procedures typically do not
teach the children socially acceptable replacement behav-
iors and their use by parents may, in fact, initiate coercive
parent—child interactions with some children, especially
those with oppositional defiant disorder. Thus, there is a
need for parent training studies that do not include pun-
ishment contingencies as part of the training. An example of
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this type of parent training would include recent studies
based on mindfulness-based methods (e.g., Altmaier and
Maloney 2007; Singh et al. 2006b, 2007).

There is a very small literature on the use of cognitive-
behavioral interventions with children diagnosed with
ADHD that focus on self-management skills such as self-
reinforcement, problem-solving, self-instructions, commu-
nication, cognitive restructuring, and self-redirection. A
meta-analysis of these studies showed that treatment out-
comes varied markedly, with effect sizes ranging from 0.08
to 2.08 on cognitive outcome measures (Toplak et al.
2008). Further, if a behavioral treatment component was
not included, there was minimal change in behavioral
outcomes. In addition to these approaches, there has been
some reported success in using yoga, meditation and
mindfulness-based strategies with children and adolescents
diagnosed with ADHD (Harrison et al. 2004; Grosswald
et al. 2008; Zylowska et al. 2008).

In the present study, we were interested in exploring the
effects of providing mindfulness-based training initially to
mothers of children with ADHD, then subsequently to their
children. Typically, in parent training studies, the training
is provided only to the parents, but in the present study we
planned on providing similar training sequentially to par-
ents and their children. Instead of focusing on behaviors
associated with ADHD per se (e.g., attention, hyperactiv-
ity, impulsivity, executive functioning), we focused on the
children’s compliance to their mother’s requests. Compli-
ance with parental requests is a pivotal behavior in the
developmental trajectory of a child. For example, research
in developmental psychopathology indicates a negative
correlation between child compliance to parental requests
and later maladaptive behavior (Loeber and Hay 1994).
Our specific focus was on whether customized mindful-
ness-based training, without teaching specific parenting
skills to the mothers or specific self-management skills to
the children, would result in transformational changes in
both the mothers and their children, as measured by the
children’s compliance to their mother’s requests.

Method
Participants

Two mothers and their sons with ADHD participated. Judy
was 34 at the beginning of the study and had attended a
12-session behavioral parent training course to learn how to
communicate better with her son, Chris. Chris was 12 years
old, diagnosed with ADHD, and was on methylphenidate.
His ADHD was reasonably well controlled at school in
terms of attention and impulsivity. Denise was 36 years old
at the beginning of the study, and had worked with her
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family physician and school psychologist to help her son,
Will, cope with ADHD. Will was 10 years old, diagnosed
with ADHD, and was on methylphenidate and clonidine.
His behavior was not well controlled at school, where he
was placed on a behavior management program by the
school psychologist. Both mothers chose to participate in
the study because of the low compliance of their child to
parental requests and the fear that this may lead to more
serious oppositional behavior as their child grew older.

Definitions and Recording Procedures

A request was defined as a clear instruction by the mother
for her child to perform an action in a timely manner, as
jointly determined by the child and his mother. The actual
time to comply was dependent on the nature of the request.
Compliance was defined as the child responding appro-
priately and promptly to the mother’s requests, without
concomitantly engaging in maladaptive behavior, either
verbal or physical. Each mother collected data on her
requests and her child’s compliance for 4 h a day: an hour
before school, an hour after school, an hour leading up to
and including dinner, and an hour after dinner. Using an
event recording procedure, each mother recorded on a Palm
PDA each time that she made a request and whether her
child complied with the request. The mother and child
jointly determined a time by which a request could be
completed and compliance was recorded only if her child
responded appropriately and within the agreed time.

The mothers also completed two single-item rating
scales, once at the end of each experimental phase: satis-
faction with self in interactions with my child (SSIMC) and
subjective units of happiness with my child (SUHMC). The
SSMIC was rated on a 0-5 scale (0 = totally unsatisfied,;
5 = totally satisfied) and the SUHMC was rated on a 0—
100 scale (0 = totally unsatisfied; 100 = totally satisfied).

Informal Interviews

During the last week of the follow-up phase, both mothers
and children were individually interviewed about their
experiences and perceived outcomes of mindfulness train-
ing. Among other topics discussed, the following were
pertinent to the present study: (a) meditation practice; (b)
use of mindfulness in daily life; and (c) the relationship
between mother and child.

Inter-Rater Agreement

The mothers were the primary data collectors. During the
study, the mindfulness trainer collected data on six occa-
sions, for an hour each time. An agreement was defined as
both the mother and the trainer recording an instance of a

child’s compliance with the mother’s request within the
time limit agreed upon by the mother and child. Percent
inter-rater agreement was calculated by dividing the total
number of agreements by the total number of observations
made by the mother and multiplying by 100. The mean
inter-rater agreement for the mothers’ requests was 94%
(mean = 91-100%) and the mean for the children’s com-
pliance was 92% (mean = 87-100%).

Experimental Design

We used a multiple baseline across participants design
(Barlow et al. 2009).

Baseline

No training in mindfulness was provided to either the
mothers or their children during baseline. Data on each
mother’s requests and her child’s compliance were
collected for 4 weeks for Mother—Child 1 (Judy—Chris) and
for 7 weeks for Mother—Child 2 (Denise—-Will).

Parent Mindfulness Training

Following the final baseline session, an experienced
mindfulness trainer met with each mother—child dyad and
explained the study parameters, the nature of the proposed
training, data collection, and the philosophy of mindful-
ness. They were told that the trainer would provide the
mother with a 12-session training program, followed by a
similar 12-session training program for the child. The
training program and the topics covered in each session are
presented in Table 1. The training program was adapted
from our earlier studies (i.e., Singh et al. 2006b, 2007).
Formal training in mindfulness was terminated following
the 12th session of mindfulness training. Each mother was
encouraged to practice mindful behavior with her family
during and following the mindful training phase.

Child Mindfulness Training

The 12-session mindfulness training for each child fol-
lowed the general outlines of the training provided to the
mothers. However, the content was customized and pre-
sented at the cognitive level of each child, with simple
examples that were meaningful to each of them. The
training was interactive, with the trainer presenting the
principles, the children asking questions and then
the trainer customizing the actual meditation practices for
each child. The practices were based on the trainer’s own
experience as well as from children’s books. For example,
basic meditation practices were adapted from Fontana and
Slack’s (1997) book on teaching meditation to children and
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Table 1 Outline of

. .. Sessions
mindfulness training program

Outline of training

The basics

Discussion of basic philosophical differences between mindfulness training and other
parent training models

Session 1

Other parent trainings are typically focused on techniques parents can use to control or
manage their child’s behavior

Mindfulness training focuses on how the parent can change her behavior so that it
positively impacts her child’s behavior
Holistic and interactional perspectives
Conceptualization of mindfulness in everyday life
Session 2 Mindfulness in everyday life
Being open to new information
Being able to see old information in new ways
Having an awareness of multiple perspectives
Avoiding premature cognitive commitment
Understanding mindfulness and mindlessness
Appreciating the positive aspects of mindlessness
Session 3 Basic meditation exercise
Mindfulness is an having the experience without thoughts
Meditation on mindful breathing
Conscious returning of attention to the breath when the mind wanders away
Session 4-7 Meditation exercises
Being in the present moment
Loving kindness
A beginner’s mind
Letting go
Sessions 8-11  On being mindful
Personal practice
Active observation of oneself, other, and the “problem”
Accepting life is as it is
Knowing and experiencing “I am not my thoughts”
Being compassionate
Listening with calm attention
Seeing through other’s eyes
Engaging in loving kindness
Being in the present moment
When in trouble, breathe!
Session 12 Putting it all together
Applications of mindfulness in family life, especially in parent—child interactions
Overcoming history of mindless parenting practices and freeing the spirit within
Being in the present moment with your child

Being loving, kind, compassionate and interacting with wisdom

Hanh’s (2002) illustrated book for children was used to
teach them about living in the present moment.

interactions. The mothers continued to collect data, but
only for 1 week in every three, for a total of 24 weeks.

Follow-up
Results
During this phase, the mother—child dyads were given no

further training in mindfulness, but they were encouraged
to use the methods they had learned in their daily
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Figure 1 presents the number of times per week each
mother made requests and the number of times her child
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complied with her requests during baseline, mindfulness
training for mother and child, and follow-up. Figure 2
presents the percentage of times per week each child
complied with the mother’s requests during baseline,
mindfulness training for mother and child, and follow-up.

Table 2 presents, for each experimental phase, the mean
number of each mother’s requests and her child’s compli-
ance, and the percentage of requests that resulted in
compliance. For both children, compliance with their
mother’s requests, independent of the number of these
requests, increased across the phases. The mean percentage
of Chris’ compliance with his mother’s requests increased
by 155.1% from baseline to parent training, by 128.8%

15 20 25 30 35 40 45 50 55
WEEKS

from parent training to child training, and by 10.8% from
child training to follow-up. The mean percentage of Will’s
compliance with his mother’s requests increased by 74.6%
from baseline to parent training, by 262.7% from parent
training to child training, and by 10.2% from child training
to follow-up.

For both children, the mean numbers of compliant
responses changed across the different phases, although
somewhat differently for the two children. Chris’ compli-
ance increased by 53.0% from baseline to parent training
and by 57.4% from parent training to child training, and
then decreased by 37.7% from child training to follow-up.
Will’s compliance increased by 53.5% from baseline to
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Fig. 2 Weekly percentage
compliance by each child to his
mother’s requests during
baseline, mother’s mindfulness
training, her child’s mindfulness
training and mindfulness
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Table 2 Mean number of requests by mothers and compliance by their child and mean percent of compliance to request

Mother—child 1

Mother—child 2

Mother’s Child’s Percent compliance Mother’s Child Percent compliance
requests compliance to requests requests compliance  to requests
Baseline 38.75 5.50 14.2 20.86 2.71 13.0
Mother mindfulness training 23.25 8.42 36.2 18.33 4.17 22.7
Child mindfulness training 16.00 13.25 82.8 21.83 18.00 82.4
Follow-up 9.00 7.25 91.7 25.88 23.50 90.8

parent training, by 322.0% from parent training to child
training, and by 30.6% from child training to follow-up.
The mean number of each mother’s requests also changed
successively across the experimental phases, with some
differences between mothers. Judy’s requests successively
decreased across phases, by 40.0% from baseline to parent
training, by 31.2% from parent training to child training,
and by 43.8% from child training to follow-up. Denise’s
requests decreased by 12.1% from baseline to parent
training, and then increased by 19.1% from parent training
to child training, and by 18.5% from child training to fol-
low-up.

The mothers’ satisfaction with their interactions and
their subjective units of happiness with their child both
increased across successive experimental phases (see
Table 3). On each measure, there was an increase with the
mothers’ mindfulness training, but the increase following
mindfulness training of their child was much more marked.
Although high levels were reached during the children’s
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mindfulness training, they either stayed at the same level or
increased during follow-up.

Both children were on medication that targeted symp-
toms of their ADHD. While the study was not focused on
their medication, Chris’ family physician began tapering
his medication beginning in the 7th week of the child’s
mindfulness training and discontinued it 3 weeks later.
Will’s family physician began tapering his medication
from the 13th week of the child’s mindfulness training and
discontinued it 6 weeks later. No adverse changes were
evident due to the discontinuation of medication in either
child.

In informal interviews, both mothers reported that they
found the meditation practice to be initially physically and
mentally difficult, and foreign to their way of life. Both
reported that they would have given up the practice within
the first few sessions if they had not personally requested
this training. They noted that they felt obliged to at least
complete the training before making a decision to quit.
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Table 3 Ratings of mothers’
satisfaction

Satisfaction with self in interactions
with my child (5-point scale)

Satisfaction units of happiness
with my child (100-point scale)

Mother 1 Mother 2 Mother 1 Mother 2
Baseline 0 1 22 15
Parent mindfulness training 1 2 30 25
Child mindfulness training 3 4 80 85
Follow-up 4 4 90 95

Both reported that as training and practice proceeded, they
began enjoying the calmness and lightness of being that it
produced, and that they began to actually look forward to
more training and practice. The mothers mentioned that the
mindfulness training was especially helpful in teaching
them to really listen to their children, without premature
judgments. Furthermore, both reported that positive com-
ments about their calmness, made by their spouses and
children, were very rewarding to them and helped them to
maintain their practice. The children reported that they
found the meditation to be fun because they “liked the way
it was taught.” They reported that they liked the trainer
emphasizing that they could “play with their thoughts,
manipulate them, and to make them go away altogether.”
They reported that while they initially thought it was more
like a game, they were “hooked when they could remain
calm and attentive in school.” Most of all, they reported
that they liked the way their mothers became calmer and
stopped yelling at them. Finally, they reported that they
were “thrilled not to have to take medicines at school.”

Discussion

Training mothers in mindfulness increased their child’s
compliance but, in the short-term, probably not enough to
make a substantial difference in the mother—child rela-
tionship. When compared to baseline, there were clear
increases in the children’s compliance levels during their
mother’s training in mindfulness, but these were followed
by even larger increases after the children received the
planned training in mindfulness. Training the children in
mindfulness positively enhanced mother—child interac-
tions, probably to an extent that both mother and child
gradually became rooted in natural communities of rein-
forcement and their transactions moved from being
somewhat negative to a positive pathway (Sameroff 1995).
Total compliance with the mothers’ requests was neither
expected nor achieved because a certain amount of non-
compliance is considered developmentally normal. Con-
sistent and enduring compliance at a high level, however,
was evident during follow-up, suggesting strong response
maintenance.

There were collateral changes associated with mindful-
ness training. Both mothers’ ratings of satisfaction in their
interactions with their child increased following training in
mindfulness, and this showed an even greater increase
following mindfulness training of their child, and some
further increase during follow-up. The ratings by both
mothers of subjective units of happiness with their child
also increased following mindfulness training, again with a
greater increase following mindfulness training of their
child, and some further increase during follow-up. These
ratings were probably because the nature of mother—child
interactions, as evidenced by their child’s rates of com-
pliance, changed substantially when the child received
training in mindfulness. However, it must be remembered
that these data were derived from single-item ratings scales
whose psychometric properties have not been established.

Furthermore, both children’s family physicians tapered
and discontinued their medication during the mindfulness
training phase. Both mothers reported that their child’s
family physician took this initiative because of the
improved behavior in their child. While we may wish to
attribute this to the family physician’s independent
assessment of each child’s behavior, we suspect that it may
well have been due to the mother’s reports of their child’s
behavior at home. Whether some of the improvement in
impulsivity, inattention and hyperactivity noted by the
mothers was due to mindfulness training remains to be
investigated.

Informal interviews with the mothers and children were
salutary. Clearly, these mothers found the meditation
practice to be foreign to their lifestyle, and may well have
given up if they had simply volunteered for the training
instead of seeking it out. The dropout rate in parent training
programs is high, such as the almost 60% reported by
Ducharme et al. (2000), and the mothers’ comments show
an inclination consistent with this. Their comments about
mindfulness resulting in calmness and in experiencing
lightness of being accords well with participants in other
mindfulness studies (e.g., Singh et al. 2006a, 2009) as well
as in the literature from wisdom traditions (e.g., Ajahn
Chah 2002; Kornfield 2008; McLeod 2001). The children’s
views were also very interesting. Although they would be
at the lower end of the age range considered appropriate for
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participation in cognitive behavior therapy (Davies 2004),
their self-report indicated they were able to participate fully
in the mindfulness training. In this form of training, the
children were able to change their relationship to their
thoughts rather than being required to correct faulty cog-
nitions as with cognitive behavior therapy (Singh et al.
2008). As in cognitive behavior therapy, and as noted by
the children, the outcome can be only partially attributed to
the posture and skill of the therapist (Kendall et al. 1995),
with the weight of the changes coming from the training
itself.

The report by the mothers that mindfulness training
enabled them to “really listen” to their children resonates
with the reports of meditators. At an experiential level,
most of us really do not listen to others in conversation. We
appear to listen to others because we make eye contact with
them when they are speaking, but more often than not, we
are listening only partially and busy thinking about other
things, such as things that we need to do or, more likely, of
an answer or a retort even before the person has finished
speaking. While the other person is speaking, we are
engaged in an internal dialog that sometimes leads us to
interrupt the speaker, miss the import of what is being said,
or ask mindless questions. Mindful training results in true
listening when we stop our internal conversations and
simply hear what the other person is saying to us. Both
mothers suggested that their enhanced listening enabled
them to stop making premature judgments about their
children. This is akin to premature cognitive commitment
to an action in the presence of only partial data.

This was an exploratory study of the effects of cus-
tomized mindfulness training for mothers and their
children with ADHD. We did not set out to investigate the
mechanisms for change because that would have been
premature. We have speculated in related studies why
mindfulness may produce the changes that it does. We
have noted that participants of mindfulness training
gradually begin to exhibit loving kindness, patience, non-
judgmental acceptance, calmness, and similar behaviors
with meditation practice (Singh et al. 2006a, b, 2007). For
example, we have noticed that the calmness resulting from
sustained personal meditation practice is manifest in the
parents in many ways, most commonly in the non-escala-
tion of potentially negative interactions with their children,
thus producing peace and calmness in both themselves and
their children. Similarly, with loving kindness, parents and
children gradually develop unconditional love for each
other, and this provides the underpinnings of their social
interactions, regardless of the actual content of the inter-
actions, and increases empathy in both parent and child.

The customized mindfulness training used in our current
and previous studies include, at varying depths, three of the
four components of training the mind (Singh et al. 2008).
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These components include a personal meditation practice
based on concentration and/or contemplative meditation
exercises, behavioral practices (e.g., loving kindness,
compassion, and generosity), cognitive strategies (e.g.,
reflection on the transitory nature of events and the emp-
tiness of self), and empathic strategies (e.g., the alternate
giving of happiness and taking of suffering [fonglen prac-
tice]). Our training focuses on a personal meditation
practice, some behavioral practices, and rudimentary cog-
nitive strategies. However, we must clearly emphasize that,
in this context, the word mind in training the mind does not
pertain to the Western concept of the center of intellect and
cognition. Rather, it pertains to the Eastern, especially
Buddhist, concept of experience. As noted so succinctly by
McLeod (2001), the “mind is everything we experience”
(p. 58). The basis of our mindfulness training is that it
produces personal transformation in what is experienced,
rather than teaching procedures or techniques. This trans-
formation cannot be fully specified in conceptual terms and
for it to reliably occur, the training needs to be conducted
by an experienced meditator (c.f., Segal et al. 2002; Singh
et al. 2008). The training, however, does follow defined
procedures and at least some of its effects can be measured
objectively, as shown by the compliance data, or more
subjectively, as shown by the mothers’ ratings and the
comments made by both mothers and children.

This study has several limitations including the issue of
experimental control. A multiple baseline design provides
evidence of control when the behavior change closely
follows the introduction of training or treatment. Although
only two baselines are needed to demonstrate the effects of
training or treatment, the consensus of opinion is that a
minimum of three is required to show experimental control
(Barlow et al. 2009). In this study, we used only two
baselines, although the baselines were replicated across
mothers and children. Thus, future studies must demon-
strate experimental control with the use of a stronger
experimental design. The study reported inter-rater agree-
ment data based on only six sessions, but future studies
should increase the number of sessions to about 20% of all
sessions across mother—child dyads. The effects of the
mindfulness training were measured only on a behavioral
metric and not on any of the core symptoms of ADHD that
the children exhibited, such as inattention, impulsivity, and
hyperactivity. Observational or rating scale data on these
variables could have contributed to our understanding of
the broader impact of the mindfulness training.

It could be argued that the baseline in this study was
confounded with an intervention. That is, during baseline
and in the following experimental conditions, the mother
and child explicitly agreed on time parameters for the
child’s response to each request made by the mother. Of
course, because this condition was not typical of their prior
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interactions, it could be viewed as an intervention that
produced some or all of the changes in compliance rates in
the baseline and the experimental conditions that followed.
While this is a distinct possibility in terms of the experi-
mental design used in this study, the data suggest that this
condition did not substantially impact the children’s
behavior. For example, as evident in Fig. 2, baseline
compliance was either variable but stable or showed a
slight decline, and compliance increased when mindfulness
training was introduced for the mothers, and particularly so
when the children were provided the training.

Notwithstanding these limitations, our study suggests
that mindfulness training for mothers of children with
ADHD improves mother—child interactions as measured by
the child’s rate of compliance to the mother’s requests.
Further, compliance increases greatly when the mother’s
training is followed by similar training for the child. The
effects of training mother and child together, or individu-
ally but concurrently, remain to be investigated. If the
findings in our study can be replicated, then we believe
mindfulness training will provide a positive approach to
parent training, without resorting to any form of punish-
ment contingencies.

Acknowledgments This paper is based on a presentation by the
second author at the Third International Conference on Child and
Adolescent Mental Health, Brisbane, Queensland, Australia, June
2004.

References

Altmaier, E., & Maloney, R. (2007). An initial evaluation of a
mindful parenting program. Journal of Clinical Psychology, 63,
1231-1238. doi:10.1002/jclp.20395.

Anastopoulos, A. D., & Farley, S. E. (2003). A cognitive-behavioral
training program for parents of children with attention-deficit/
hyperactivity disorder. In A. E. Kazdin & J. R. Weisz (Eds.),
Evidence-based psychotherapies for children and adolescents
(pp. 187-203). New York: Guilford Press.

Barkley, R. A. (2000). Issues in training parents to manage children
with behavior problems. Journal of the American Academy of
Child and Adolescent Psychiatry, 39, 1004—1007. doi:10.1097/
00004583-200008000-00015.

Barlow, D. H., Nock, M. K., & Hersen, M. (2009). Single case
experimental designs: Strategies for studying behavior change
(3rd ed.). New York: Allyn & Bacon.

Biederman, J., & Faraone, S. V. (2005). Attention-deficit hyperac-
tivity disorder. Lancet, 366, 237-248. doi:10.1016/S0140-
6736(05)66915-2.

Chah, Ajahn. (2002). Food for the heart: The collected works of
Ajahn Chah. Boston: Wisdom.

Davies, D. (2004). Child development: A practitioner’s guide (2nd
ed.). New York: Guilford Press.

Ducharme, J. M., Atkinson, L., & Poulton, L. (2000). Success-based,
noncoercive treatment of oppositional behavior in children from
violent homes. Journal of the American Academy of Child and
Adolescent Psychiatry, 39, 995-1004. doi:10.1097/00004583-
200008000-00014.

Fabiano, G. A., Pelham, W. E., Jr, Coles, E. K., Gnagy, E. M.,
Chronis-Tuscano, A., & O’Connor, B. (2008). A meta-analysis
of behavioral treatments for attention-deficit/hyperactivity dis-
order. Clinical Psychology Review, 29, 129-140. doi:10.1016/
j.cpr.2008.11.001.

Faraone, S. V. (2003). Understanding the effect size of ADHD
medications: Implications for clinical care. Medscape Psychiatry
and Mental Health, 8(2). Downloaded from http://www.med
scape.com/viewarticle/461543 on December 4, 2008.

Fontana, D., & Slack, 1. (1997). Teaching meditation to children: A
practical guide to the use and benefits of meditation techniques.
Dorset: Element Books Ltd.

Froehlich, T. E., Lanphear, B. P., Epstein, J. N., Barbaresi, W. J.,
Katusic, S. K., & Kahn, R. S. (2007). Prevalence, recognition, and
treatment of attention-deficit/hyperactivity disorder in a national
sample of US children. Archives of Pediatrics & Adolescent
Medicine, 161, 857-864. doi:10.1001/archpedi.161.9.857.

Greenhill, L. L., Halperin, J. M., & Abikoff, H. (1999). Stimulant
medications. Journal of the American Academy of Child and
Adolescent Psychiatry, 38, 503-512. doi:10.1097/00004583-
199905000-00011.

Grosswald, S. J., Stixrud, W. R., Travis, F., & Bateh, M. A. (2008). Use
of the transcendental meditation technique to reduce symptoms
of attention deficit hyperactivity disorder (ADHD) by reducing
stress and anxiety: An exploratory study. Current Issues
in Education, 10(2). Available at http://cie.ed.asu.edu/volume 10/
number2/.

Hanh, T. N. (2002). A pebble in your pocket. Berkley, CA: Parallax
Press.

Harrison, L. J., Manocha, R., & Rubia, K. (2004). Sahaja Yoga
meditation as a family treatment programme for children with
attention-deficit hyperactivity disorder. Clinical Child Psychol-
ogy and Psychiatry, 9, 479-497. doi:10.1177/13591045040
46155.

Jensen, P. S., Arnold, L. E., Swanson, J. M., Vitiello, B., Abikoff, H.
B., Greenhill, L. L., et al. (2007). Three-year follow-up of the
NIMH MTA study. Journal of the American Academy of Child
and Adolescent Psychiatry, 46, 989-1002. doi:10.1097/CHI.
0b013e3180686d48.

Kendall, P. C., Panichelli-Mindel, S. M., & Gerow, M. A. (1995).
Cognitive-behavioral therapies for children and adolescents: An
integrative overview. In H. P. J. G. van Bilsen, P. C. Kendall, &
J. H. Slavenburg (Eds.), Behavioral approaches for children and
adolescents: Challenges for the next century (pp. 1-18). New
York: Plenum Press.

Kornfield, J. (2008). The wise heart: A guide to the universal
teachings of Buddhist psychology. New York: Bantam.

Loeber, R., & Hay, D. F. (1994). Developmental approaches to
aggression and conduct problems. In M. Rutter & D. F. Hay
(Eds.), Development through life: A handbook for clinicians (pp.
488-516). Oxford: Blackwell Scientific Publications.

McLeod, K. (2001). Wake up to your life: Discovering the Buddhist
path of attention. San Francisco, CA: Harper Collins.

Newcorn, J. H., Kratochvil, C. J., Allen, A. J., Casat, C. D., Ruff, D.
D., Moore, R. J., et al. (2008). Atomoxetine and osmotically
released methylphenidate for the treatment of attention deficit
hyperactivity disorder: Acute comparison and differential
response. The American Journal of Psychiatry, 165, 721-730.
doi:10.1176/appi.ajp.2007.05091676.

Pelham, W. E., Jr, Wheeler, T., & Chronis, A. (1998). Empirically
supported psychosocial treatments for attention deficit hyperac-
tivity disorder. Journal of Clinical Child Psychology, 27, 190—
205. doi:10.1207/s15374424jccp2702_6.

Pliszka, S. R., Carlson, C. L., & Swanson, J. M. (1999). ADHD with
comorbid disorders: Clinical assessment and management. New
York: Guilford Press.

@ Springer


http://dx.doi.org/10.1002/jclp.20395
http://dx.doi.org/10.1097/00004583-200008000-00015
http://dx.doi.org/10.1097/00004583-200008000-00015
http://dx.doi.org/10.1016/S0140-6736(05)66915-2
http://dx.doi.org/10.1016/S0140-6736(05)66915-2
http://dx.doi.org/10.1097/00004583-200008000-00014
http://dx.doi.org/10.1097/00004583-200008000-00014
http://dx.doi.org/10.1016/j.cpr.2008.11.001
http://dx.doi.org/10.1016/j.cpr.2008.11.001
http://www.medscape.com/viewarticle/461543
http://www.medscape.com/viewarticle/461543
http://dx.doi.org/10.1001/archpedi.161.9.857
http://dx.doi.org/10.1097/00004583-199905000-00011
http://dx.doi.org/10.1097/00004583-199905000-00011
http://cie.ed.asu.edu/volume10/number2/
http://cie.ed.asu.edu/volume10/number2/
http://dx.doi.org/10.1177/1359104504046155
http://dx.doi.org/10.1177/1359104504046155
http://dx.doi.org/10.1097/CHI.0b013e3180686d48
http://dx.doi.org/10.1097/CHI.0b013e3180686d48
http://dx.doi.org/10.1176/appi.ajp.2007.05091676
http://dx.doi.org/10.1207/s15374424jccp2702_6

166

J Child Fam Stud (2010) 19:157-166

Polanczyk, G., de Lima, M. S., Horta, B. L., Biederman, J., & Rohde,
L. A. (2007). The worldwide prevalence of ADHD: A systematic
review and metaregression analysis. The American Journal of
Psychiatry, 164, 942-948. doi:10.1176/appi.ajp.164.6.942.

Sameroff, A. J. (1995). General system theories and developmental
psychopathology. In D. Cicchetti & D. J. Cohen (Eds.),
Developmental psychopathology. Vol. 1: Theory and methods
(pp. 659-695). New York: Wiley.

Segal, Z., Williams, M., & Teasdale, J. (2002). Mindfulness-based
cognitive therapy for depression: A new approach to preventing
relapse. New York: Guilford Press.

Singh, N. N., Lancioni, G. E., Wahler, R. G., Winton, A. S. W., &
Singh, J. (2008). Mindfulness approaches in cognitive behavior
therapy. Behavioural and Cognitive Psychotherapy, 36, 659—
666. doi:10.1017/S1352465808004827.

Singh, N. N., Lancioni, G. E., Winton, A. S. W., Curtis, W. J.,
Wahler, R. G., Sabaawi, M., et al. (2006a). Mindful staff
increase learning and reduce aggression in adults with develop-
mental disabilities. Research in Developmental Disabilities, 27,
545-558. doi:10.1016/j.ridd.2005.07.002.

Singh, N. N., Lancioni, G. E., Winton, A. S. W., Fisher, B. C.,
Wahler, R. G., McAleavey, K., et al. (2006b). Mindful parenting
decreases aggression, noncompliance, and self-injury in children
with autism. Journal of Emotional and Behavioral Disorders, 14,
169-177. doi:10.1177/10634266060140030401.

Singh, N. N., Lancioni, G. E., Winton, A. S. W., Singh, J., Curtis, J.
W., Wahler, R. G, et al. (2007). Mindful parenting decreases
aggression and increases social behavior in children with
developmental disabilities. Behavior Modification, 31, T49-
771. doi:10.1177/0145445507300924.

Singh, N. N., Lancioni, G. E., Winton, A. S. W, Singh, J., Singh, A.
N., Adkins, A. D., & Wahler, R. G. (2009). Training in mindful
caregiving transfers to parent—child interactions. Journal of
Child and Family Studies, in press.

@ Springer

The MTA Cooperative Group. (1999). A 14-month randomized
clinical trial of treatment strategies for attention-deficit/hyper-
activity disorder. Archives of General Psychiatry, 56, 1073—
1086. doi:10.1001/archpsyc.56.12.1073.

Toplak, M. E., Connors, L., Shuster, J., Knezevic, B., & Parks, S.
(2008). Review of cognitive, cognitive-behavioral, and neural-
based interventions for attention-deficit/hyperactivity disorder
(ADHD). Clinical Psychology Review, 24, 801-823. doi:
10.1016/j.cpr.2007.10.008.

Van den Hoofdakker, B. J., van der Veen-Mulders, L., Sytema, S.,
Emmelkamp, P. M. G., Minderaa, R. B., & Nauta, M. H. (2007).
Effectiveness of behavioral parent training for children with
ADHD in routine clinical practice: A randomized controlled
study. Journal of the American Academy of Child and Adoles-
cent Psychiatry, 46, 1263-1271. doi:10.1097/chi.0b013e
3181354bc2.

Wells, K. C., Epstein, J. N., Hinshaw, S. P., Conners, C. K., Klaris, J.,
Abikoff, H. B., et al. (2000a). Parenting and family stress
treatment outcomes in attention-deficit/hyperactivity disorder
(ADHD): An empirical analysis in the MTA study. Journal of
Abnormal Child Psychology, 28, 543-553. doi:10.1023/A:1005
131131159.

Wells, K. C., Pelham, W. E., Jr, Kotkin, R. A., Hoza, B., Abikoff, H.
B., Abramowitz, A., et al. (2000b). Psychosocial treatment
strategies in the MTA study: Rationale, methods, and critical
issues in design and implementation. Journal of Abnormal Child
Psychology, 28, 483-505. doi:10.1023/A:1005174913412.

Zylowska, L., Ackerman, D. L., Yang, M. H., Futrell, J. L., Horton,
N. L., Hale, T. S., et al. (2008). Mindfulness meditation training
in adults and adolescents with ADHD: A feasibility study.
Journal of Attention Disorders, 11, 737-746. doi:10.1177/
1087054707308502.


http://dx.doi.org/10.1176/appi.ajp.164.6.942
http://dx.doi.org/10.1017/S1352465808004827
http://dx.doi.org/10.1016/j.ridd.2005.07.002
http://dx.doi.org/10.1177/10634266060140030401
http://dx.doi.org/10.1177/0145445507300924
http://dx.doi.org/10.1001/archpsyc.56.12.1073
http://dx.doi.org/10.1016/j.cpr.2007.10.008
http://dx.doi.org/10.1097/chi.0b013e3181354bc2
http://dx.doi.org/10.1097/chi.0b013e3181354bc2
http://dx.doi.org/10.1023/A:1005131131159
http://dx.doi.org/10.1023/A:1005131131159
http://dx.doi.org/10.1023/A:1005174913412
http://dx.doi.org/10.1177/1087054707308502
http://dx.doi.org/10.1177/1087054707308502

	Mindfulness Training for Parents and Their Children  With ADHD Increases the Children’s Compliance
	Abstract
	Introduction
	Method
	Participants
	Definitions and Recording Procedures
	Informal Interviews
	Inter-Rater Agreement
	Experimental Design
	Baseline
	Parent Mindfulness Training
	Child Mindfulness Training
	Follow-up

	Results
	Discussion
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


