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Abstract
This pre-registered ‘ADHD: Medication or Meditation’ trial presents the effects on parental outcomes comparing a
mindfulness-based intervention (MYmind) for both parents and children with medication (methylphenidate) for children’s
ADHD. Additionally, we examined correlations between meditation practice and outcomes in the mindfulness group.
Parental scores were compared across treatments at four time points (pre-test, 2-, 4- and 10-months follow-ups). MYmind
consisted of 8 weekly group-based 1,5 h mindfulness sessions for children and parallel mindful parenting for their parents,
and a booster 2 months later. Medication treatment consisted of 4 months short-acting methylphenidate. Parents (70 mothers
and 29 fathers) filled out self-reports on four domains: Parental stress (general stress, parenting stress and competence,
parenting discipline styles), mindfulness (general mindfulness, mindful parenting, self-compassion), parental ADHD
(hyperactivity/impulsivity, inattention), and parental well-being (overall well-being, externalizing and internalizing
symptoms, attention problems, sleep). Regression analyses of significant interaction effects for time and condition showed
that mothers in the mindfulness group improved more than mothers in the medication group on levels of overreactive
parenting, self-compassion and quality of sleep. Fathers in the mindfulness group had larger improvements over fathers in
the medication group on parental stress, mindful parenting, self-compassion, internalizing and attention problems. Positive
relations were found for mothers only between amount of meditation practice and general mindfulness, parental stress,
internalizing symptoms and sleep. All improvements between groups favored the family mindfulness intervention over
medication. Our findings suggest that parents fair far better when families of children with ADHD take part in a mindfulness-
based program compared to treating only the child with medication.

Keywords Mindfulness ● ADHD ● Parent training ● Medication

Highlights
● Overall, parents of children with ADHD do far better when they take part in a family mindfulness-based program

compared to treating only the child with medication;
● Mothers in the mindfulness group showed larger improvements than mothers in the medication group on overreactive

parenting, self-compassion and quality of sleep;
● Fathers in the mindfulness group showed larger improvements than fathers in the medication group on parental stress,

mindful parenting, self-compassion, internalizing and attention problems.

Introduction

Parental stress occurs when the demands of parenting
exceed parents’ resources (Deater-Deckard, 1998). Parent-
ing stress is very common; 36–50% of parents experience
some degree of stress around parenting, child behavior or
child development (e.g., Reijneveld et al., 2008). Parenting
stress affects the parent-child relationship (e.g., Eo et al.,
2018), higher levels of parenting stress are associated with
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parental depression and anxiety and a lower quality of
parenting skills (Fang et al., 2021). In addition, parental
stress levels have a tendency to elevate when a child with
ADHD is in the household (Theule et al., 2013; Wiener
et al., 2016). ADHD is very common with a global average
prevalence of around 5% and at least another 5% of children
show overactivity, impulsivity or attention problems that
are just below the threshold to meet full diagnostic criteria
for ADHD (Sayal et al., 2018). A national survey showing
ADHD prevalence estimates as high as 11.4% for US
children aged 3–17 years (Danielson et al., 2024). This
same study showed that almost half of the children with
ADHD also show behavior or conduct problems and around
40% of them also have anxiety problems.

ADHD is classified as a neurodevelopmental disorder
composed with primary symptoms of inattention, and
hyperactivity-impulsivity which both can interfere with
daily functioning and development. Symptoms are gen-
erally present before the age of 12 and manifest in at least
two environments, such as school and home (American
Psychiatric Association, 2013). Most children with ADHD
experience significant challenges with respect to executive
functioning, such as cognitive flexibility, self-regulation,
working memory and diminished problem-solving skills
(Barkley, 2015).

There are several individual characteristics of parents and
children that can have an impact on the level of stress of
parents with children with ADHD (Moen et al., 2016;
Mofokeng & van der Wath, 2017). Children with ADHD
are generally less attentive, can be prone to angry outbursts,
more easily frustrated and less capable to follow rules than
their peers (Heath et al., 2015; Kent et al., 2011). Additional
stressors for parents can come from higher medical bills,
unfulfilled needs of professional and personal support,
marital distress and social stigma (Laugesen & Groenkjaer,
2015). In addition, parents of children with ADHD have a
higher chance of also having ADHD, adding to their overall
equation of limited resources to deal with mounting pro-
blems (Theule et al., 2011). In one meta study, it was found
that a prevalence of 20% of parents of children with ADHD
also have ADHD (Cheung & Theule, 2016). And in cases of
clinically referred parents, around 60% have children with
ADHD (Minde et al., 2003). Parents’ own ADHD symp-
toms can also be a major predictor of parental stress in
families of children with ADHD (Theule et al., 2011).
Although parental stress might be part of everyday life,
elevated stress of parents is associated with many negative
outcomes for children with ADHD as well as for their
parents. Among the negative outcomes are exacerbated
ADHD symptoms, the child being less responsive to
interventions, a deterioration in the quality of the parent-
child relationship and a decline in parental psychological
well-being (Deault, 2010; Graziano et al., 2011; Haack

et al., 2016; Theule et al., 2013). The increase in ADHD
symptoms of the child can be explained through negative
child-rearing methods that result in the parent’s elevated
levels of stress such as disciplinary and hostile parenting
styles (Venta et al., 2016) that lead to reinforcing a child’s
undesired behaviors (Choe et al., 2013; Patterson, 2002;
Pinquart, 2017).

Undesirable behavior in children can raise parents’ stress
level, due to parents feeling a sense of incompetence (Heath
et al., 2015; Kent et al., 2011). It has been found that raising
children with ADHD is associated with higher parenting
stress and lower self-efficacy (Ben-Naim et al., 2019). A
parent’s lower sense of competence can lead to a continuing
cycle in which the child’s behavior leads to more parental
stress and the child’s unwanted behavior becomes entren-
ched, both of the latter feeding one another. Sense of par-
ental self-efficacy (e.g. a parent’s optimistic sense of
competence or confidence to be able to influence their
child’s behavior) is one of the best predictors of more
challenging child behaviors later in life (Durand, 2021).

Parental well-being, particularly parenting stress and its
sometimes consequential parenting styles and behavior play
a large role in the exacerbation of ADHD symptoms of the
child (Choe et al., 2013; Patterson, 2002). Subsequently this
aggravated ADHD behavior may in turn have a negative
effect on parental well-being (Heath et al., 2015; Kent et al.,
2011; Patterson, 2002). Stress can lead to more authoritarian
or permissive parenting styles, which in turn can exacerbate
executive functioning difficulties found in children with
ADHD (Hutchison et al., 2016). Li and Lansford (2018)
found that among parents of children with ADHD, higher
stress levels lead to harsher parenting styles, which lead to
their concluding that treating parental stress could lead to
more consistent parenting and better child outcomes.
Another longitudinal study examining the bidirectional
relationship between family functioning and childhood
ADHD found that particularly maternal overreactive par-
enting was predictive of more ADHD symptoms in the
child, and more ADHD symptoms in the child in turn
predicted more maternal life stress and depression. The
authors suggest that interventions targeting ADHD symp-
toms of the child, maternal overreactive parenting and
maternal stress would hold promise for breaking the nega-
tive cycle between child ADHD symptoms and family
functioning in the long run (Breaux & Harvey, 2019).

Guidelines of Treatment for (Symptoms of) ADHD in
Children

There are different guidelines available for the treatment of
childhood ADHD, with mainly overlapping conclusions but
also some subtle differences across countries and health
care systems as pointed out by the European ADHD
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Guidelines Group (EAGG; Coghill et al., 2023). For
instance, the guidelines of the American Academy of
Pediatrics (AAP) state that for children aged 4–6 parent and/
or classroom interventions are the first treatment of choice
and if these do not lead to significant improvement and
serious problems remain, medication can be used (CDC,
2024). Although the guidelines in the Netherlands are
generally similar, they place more emphasis on psycho-
education and parent and/or teacher training, and explicitly
state that medication is not registered for this young age
group, that safety has been insufficiently studied, and health
care professionals should be reluctant prescribing medica-
tion for this age group. Whereas for children of 6 years and
above the AAP guidelines refer to a combination of medi-
cation and behavior therapy (CDC, 2024), the Dutch
guidelines also seem to be more cautious when it comes to
medication. Only for children with severe ADHD plus
behavior problems should parent/teacher training be com-
bined with medication. For moderate ADHD, the guidelines
are more reluctant to advise medication and for mild ADHD
they recommend parent and/or teacher training should be
sufficient (Akwa, 2019).

Medication and Behavioral Parent or Teacher
Training for ADHD

Medication can decrease ADHD symptoms, improve qual-
ity of life, lead to better daily adaptive functioning (Coghill
et al., 2017) and improve cognitive executive functioning
(Tamminga et al., 2016). Stimulant medication (methyl-
phenidate) is effective for 70% of children (Storebø et al.,
2015). However, medication comes also with dis-
advantages. It is not effective for 20–35% of children with
ADHD (Childress & Sallee, 2014). Medication has a low
usage adherence (roughly only 25%; Brinkman et al.,
2018), and side effects such as loss of appetite, sleep dis-
turbance, headaches (Graham et al., 2011; Storebø et al.,
2015). Further, there is debate about whether it is effective
in the long run (Swanson, 2019). Medication is only
effective when being used (Abikoff et al., 2004). This
means that children must continue usage of medication in
order for it to be effective (Thiruchelvam et al., 2001). And
since medication is an external agent, it is unlikely to give
the child (or the parent) a sense of self-mastered skills or
empowerment.

Meta-analyses show that non-pharmacological interven-
tions for ADHD symptoms, such as behavior training for
parents, are certainly effective but less effective than med-
ication (Sonuga-Barke et al., 2013; Van der Oord et al.,
2008). Further, although short-term benefits of parent
training on the ADHD behavior of the child, parental stress
and sense of competence have been demonstrated, its long-
term effects remain uncertain, as children with ADHD may

struggle to learn self-regulation without ongoing parental
supervision (Zwi et al., 2011). In addition, there are several
effective teacher-based behavior trainings for children with
behavioral difficulties (e.g. see review of Alperin et al.,
2021). However, another meta-analysis found limited evi-
dence for effective use of cognitive behavioral training in
the reduction of ADHD symptoms in children (Daley et al.,
2014).

In addition, parents under stress can be impaired from
effectively implementing techniques they have learned from
parental training courses. This in turn leads to more feelings
of frustration for parents and can further lead to increased
parent-child conflict (Bögels et al., 2014). While there is a
general pattern of evidence that parent training helps reduce
noncompliant and oppositional ADHD symptoms in chil-
dren and improves parenting, there is a lack of evidence that
parental training alone reduces ADHD core symptoms
(Daley et al., 2018).

To improve outcomes for parent and child, several stu-
dies have recommended that in addition to ADHD behavior
being the main target of the intervention, attention should
also be paid to the well-being of the parents, such as their
stress levels (Theule et al., 2013). This way the vicious
cycle of behavior of parent and child might be interrupted.
An intervention that simultaneously approaches the beha-
vior of the child (inattentiveness, impulsivity and hyper-
activity) as well as parental well-being may be a promising
approach for these families (Chan et al., 2018). Family-
based mindfulness interventions are designed do exactly
that (Bögels et al., 2010; Duncan et al., 2009; Kabat-Zinn &
Kabat-Zinn, 2021; Parent & DiMarzio, 2021). Mindfulness-
based interventions aim to make participants more aware of
their impulses instead of mainly responding automatically
(Kabat-Zinn, 2003). One learns to better focus the attention,
notice when the mind wanders, become more aware of
thoughts, feelings, and impulses and instead of impulsive
reacting, take a pause and act with more attention and
thoughtful consideration. Since core symptoms of ADHD
are difficulties with attention, concentration, impulsivity
and inhibition, it seems to make sense for these children
(and their parents) to explore if mindfulness is a helpful
intervention to them.

The current study concerns one of these family-based
mindfulness programs (MYmind) but examines only the par-
ental outcomes (child outcomes are presented by Meppelink
et al., 2024). There is a growing field of mindfulness-based
interventions designed for psychotherapeutic use. The two most
widely used mindfulness-based programs are Mindfulness
Based Stress Reduction (MBSR; Kabat-Zinn, 1982, 2003) and
Mindfulness Based Cognitive Therapy (MBCT; Segal et al.,
2002a), which are conducted with a protocol of 8-week group
based training sessions that include home practice between
sessions. MBCT is largely based on the MBSR program with
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cognitive behavioral therapy components. While MBSR was
originally developed for people with chronic pain and later
adapted to help people reduce automatic negative reaction to
stress, MBCT is geared towards those with chronic depression
(Segal et al., 2002a).

Mindfulness-based Interventions for Parents

Mindful Parenting is a more recent intervention in mental
health care deriving from MBSR and MBCT that is targeted
to parents with a lot of stress in relation to their parenting
and parent-child interactions (Bögels & Restifo, 2013). In
the 8-week training, parents learn general mindfulness
techniques from MBSR and MBCT, specifically acceptance
and how to see themselves and their child in a non-
judgmental manner. In addition, the program focuses on
parental well-being and stress reduction with exercises
geared towards management skills for parental stress
(Bögels et al., 2008; Bögels et al., 2010). Parents learn how
to recognize stress, take a breathing moment and accept
they can’t change the waves of life and parenting, but they
can learn how to surf them. Parents also learn to address and
give attention to their own needs (Bögels & Restifo, 2013).

Mindful Parenting further addresses parents stress by
intervening in the feedback loop between parental stress and
dysfunctional parenting styles. As stated above, parents
with stress can be reactive and dismissive when interacting
with their children (Venta et al., 2016), which can lead to a
cycle of discord and conflict. The feedback pattern has a
capacity to create and strengthen thought schemas, emo-
tional feelings and overall interaction patterns. In Mindful
Parenting, parents learn to create a moment of contempla-
tion before reacting to a stressful moment with their child,
thus allowing them to better evaluate the actual circum-
stances of interactions with their children as opposed to
being trapped in reactionary behavior to their own auto-
matic thoughts. This allows the parent to consciously act as
opposed to reacting to a situation, making a choice instead
of following behavioral patterns (Duncan et al., 2009). In a
pre- post-treatment study investigating mindfulness-based
programs in comparison to Treatment as usual (TAU), i.e.
medication, (Liu et al., 2021) found that parents of children
with ADHD that took part in a Mindful Parenting program
saw greater reductions in stress levels and an increase in
overall mindfulness compared to parents in the TAU-group.
The main starting point of mindful parenting is the
acknowledgement and recognition that parental stress is an
inevitability to be managed.

Family-based Mindfulness Interventions and ADHD

Among the burgeoning interest in mindfulness-based pro-
grams (Lee et al., 2021), there are several meta studies

specifically about mindfulness-based programs and benefits
for youth with ADHD (e.g. Chimiklis et al., 2018; Evans
et al., 2018; Lee et al., 2022; Oliva et al., 2021). Also,
essential elements such as self-awareness, non-judging,
acceptance, compassion or decentering that may be driving
the outcomes have been identified for youth (Felver et al.,
2022). Further, there are studies finding effects of
mindfulness-based interventions on reducing stress in child
rearing environments in both clinical and non-clinical
populations (Bögels et al., 2014; Burgdorf et al., 2019;
Neece, 2014; Potharst et al., 2019). (Lo et al., 2020) also
found greater reductions in stress levels for parents of
children with ADHD who participated in a family-based
mindfulness intervention.

Previous Studies on the MYmind Program for
Children and Parents

Research specifically on the MYmind program further
found that parents of children with ADHD reported a
reduction in stress from pre- to post- treatment (Haydicky
et al., 2013) whereas parents from a waitlisted control group
experienced no reduction in stress. The parents from the
treatment group continued to see reductions in stress at the
6-week follow-up, indicating that parents continued to
experience benefits of the intervention over the course of
time. Those in the MYmind training also saw increases in
mindful parenting. However, this study was limited by the
small sample (n= 18), the lack of randomized control group
and the reliance on self- and parent-reports. Similar results
have been found in more recent and methodologically
strong studies. (Bögels et al., 2021) compared MYmind
treatment to a waitlist group and found reductions in
overreactive parenting styles and increased mindful par-
enting at post-test as well as 1-year follow-up. Parental
stress was found to decrease up to 1-year follow-up and this
study covered a large sample (n= 167). Further, a Rando-
mized Controlled Trial (RCT) using the MYmind program
randomised children with remaining ADHD symptoms after
TAU to MYmind next to further TAU (n= 55) versus
further TAU alone (n= 48; Siebelink et al., 2021). In this
study TAU consisted mainly of medication, which is indeed
part of national and international treatment guidelines for
ADHD (e.g., Akwa GGZ, 2019; EAGG, 2023; CDC, 2024).
Post training improvements on parent outcomes were
shown on their own ADHD symptoms, well-being and
mindful parenting, and at follow-up, additional beneficial
effects of the mindfulness-based program appeared on other
psychological symptoms and self-compassion. Effects on
parents were larger than effects on children. In a waitlist
control RCT (n= 15 in both conditions) with MYmind as
the active condition, (Valero and colleagues, 2021)
observed decreases in parental stress and improved
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parenting styles at post-test in addition to reductions in
parental stress at both post-test and 6-month follow-up.
MYmind has also been examined for acceptability and
feasibility in a non-Western culture (Chan et al., 2018;
Zhang et al., 2017). Families in Hong Kong were rando-
mized over MYmind (n= 69) versus an active control
group of Cognitive Behavior Therapy (CBT; n= 69) and
both interventions were found to be effective in reducing
attention and behavior problems (Wong et al., 2023).

Although the evidence base is steadily growing, current
treatment guidelines still place mindfulness programs for
childhood ADHD in the innovative and experimental cate-
gory, stating that although they are popular and sometimes
helpful if other treatments do not work, more research is
still needed (e.g., Akwa, 2019).

Aim of the Current Study

The aim of the current study is to examine treatment out-
comes for parents of children with ADHD, comparing
parents whose children receive methylphenidate to treat
ADHD symptoms to both parent(s) and child following the
8-week family mindfulness-based program MYmind.
Children’s outcomes were described elsewhere (Meppelink
et al., 2024). In short, both treatments were effective in the
reduction of the child’s ADHD symptoms but medication
was more effective than family mindfulness at 2- and
4-months according to multi-informant questionnaires but
not according to objective (neuropsychological and blind
observer) measures. Differences between treatments
diminished after 4-months and disappeared at 10-months.
For the current parental outcomes, we hypothesized that in
comparison to parents whose child takes ADHD medication
(the medication group), parents in the mindfulness group
will do better on four domains of parental functioning, that
is: (1) experience less parental stress, (2) show higher par-
ental mindfulness and self-compassion, (3) show a larger
decrease of parental ADHD symptoms, and (4) show a
larger increase in parental well-being. In addition, we
explored the relation between amount of time spent in
meditation practice and parental outcomes. It was expected
that more parental meditation practice would be positively
correlated to more improvements in outcomes.

Methods

Design and Procedure

Data was collected for a pre-reregistered trial (https://
onderzoekmetmensen.nl/nl/trial/22179). The Medical Ethi-
cal Committee of the Amsterdam Medical Center approved
the RCT and in line with CONSORT-guidelines the trials

protocol was published prior to results being analysed
(Meppelink et al., 2016). Parents and children from the age
of 12 had given their consent to randomisation. Families
were randomized to conditions of either medication use for
the child or the 8-week mindfulness-based intervention for
child and at least one parent. Stratified randomization was
used to make sure both conditions included an equal number
of boys and girls. Allocation to condition was carried out by
a computer-generated list of random numbers. Sample size
was calculated a priori for the number of children as reported
in the study’s protocol (Meppelink et al., 2016). In addition,
a preference trial was set up for ethical reasons for families
that insisted on one form of treatment over the other. Due to
non-randomness of missing data as well as a low number of
parents participating, analysis of the preference trial was not
conducted. Attempts at merging the two studies also lead to
data not missing at random. While parents were randomized
along with their children, parents themselves were allowed
to choose which parent, or both parents, participated. This
introduces an element of bias, as factors such as level of
involvement in child care or parental own ADHD can affect
likelihood to participate (Bögels et al., 2021). Assessments
took place at pre-test, 2-months follow-up (short-term)-,
4-months follow-up (medium-term) and 10-month follow-up
(long-term) (see also the CONSORT flow chart in Meppe-
link et al., 2024).

Participants

Families (n= 85) were recruited via referrals from general
practitioners, mental health care professionals, the website
for the study, posters, flyers and local media outlets
(including newspapers, radio, magazines and social media
sources). Children were assessed for eligibility at either
Buro van Roosmalen or UvA minds in accordance with the
study’s published protocol (Meppelink et al., 2016) and
then assigned to either take medication or mindfulness
training. Parents were eligible if they were able to speak and
understand sufficient Dutch language to take part in the
group and follow the exercises. In the mindfulness group
2.7% of mothers and 4.8% of fathers scored above the
clinical threshold for attention problems; for hyperactivity/
impulsivity problems this was 0% and 4.8% respectively. In
the medication group 8.1% of mothers and 6.1% of fathers
scored above the clinical threshold for attention problems;
for hyperactivity/impulsivity this was 2.7% and 0%
respectively. Further baseline characteristics of parents in
both groups can be found in Table 1.

Intervention and Treatment Integrity

Families were randomly assigned to one of two treatment
conditions: the family mindfulness-based intervention
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MYmind or methylphenidate for the child. At least one
parent needed to take part in MYmind. Parents of children
who took medication (methylphenidate) did not receive any
further treatment between 0 and 4 months. Families in both
conditions were provided with psycho-education about
ADHD. MYmind was composed of 8 weekly 1.5 sessions
for children and their parents in parallel. Most of the ses-
sions children and parents were in separate groups but at the
beginning, halfway and at the end, part of the sessions took
place with all children, parents and trainers together to to
share experiences within and across families. Parents learn
to be more present with and non-judgmental towards their
child, to be more compassionate towards themselves, and to
calmly respond rather than overreact to challenging beha-
vior of their child. The importance of parents practicing
daily is emphasized, to learn to embody mindfulness, to be a
role model for their child who is also invited to practice
daily at home, and for their own inattention and/or hyper-
activity/impulsivity symptoms, if present. Session themes
and main practices of the MYmind program for parents and
children are presented in Table 2.

Parents and children were encouraged to continue med-
itating and given a 1.5 h booster session 2-months after the
end of the training (4-months after pre-test). The MYmind
-Treatment Adherence and Competence Scale (MYmind
-TACS) was used to assure treatment integrity, and 169
(70%) of parent sessions were recorded for assessment. The
Adherence part of the MYmind -TACS assesses to what
extent the different exercises of each session are adminis-
tered by the trainers. This was rated on a scale of 0–2. The
Competence part of the MYmind -TACS assesses the extent
to which mindfulness trainer skills are demonstrated during
the sessions. This part was based on the Mindfulness-Based
Interventions Teaching Assessment Criteria (MBI-TAC;
Crane et al. 2013), and the Mindfulness-Based Cognitive

Table 1 Baseline Characteristics (pre-test) of Mothers and Fathers

Mothers Fathers

Total number 74 54

Age (M; SD) 44.86 (5.25) 47.26 (4.45)

Educational level - No (%)

University or college 54 (72.9%) 31 (57.4%)

Vocational school 11 (14.9%) 14 (25.9%)

Secondary school or less 9 (12.2%) 9 (16.8%)

Treatment preference – No (%)

Strong Mindfulness 37 (50.0%) 23 (42.6%)

Light Mindfulness 19 (25.7%) 14 (25.9%)

No preference 10 (13.5%) 7 (13.0%)

Light Medication 5 (6.8%) 7 (13.0%)

Strong Medication 2 (2.7%) 3 (5.6%)

Missing 1 (1.4%) 0 (0.0%)

Ta
bl
e
2
S
es
si
on

T
he
m
es

an
d
C
or
e
P
ra
ct
ic
es

of
th
e
M
Y
m
in
d
P
ro
gr
am

S
es
si
on

S
es
si
on

T
he
m
e

C
or
e
pr
ac
tic
es

ch
ild

re
n

C
or
e
pr
ac
tic
es

pa
re
nt
s

W
ee
k
1

M
an

fr
om

M
ar
s
(B
eg
in
ne
rs

m
in
d)

M
an

fr
om

M
ar
s;
B
re
at
hi
ng

m
ed
ita
tio

n
M
or
ni
ng

st
re
ss
;
C
hi
ld

as
a
ra
is
in
;
B
re
at
hi
ng

m
ed
ita
tio

n

W
ee
k
2

H
om

e
in

yo
ur

bo
dy

B
od

ys
ca
n
w
ith

st
re
tc
hi
ng

/r
el
ea
si
ng

;
R
ag
do

ll
ro
bo

t;
Y
og

a
B
od

ys
ca
n;

M
or
ni
ng

st
re
ss

fr
om

pe
rs
pe
ct
iv
e
of

fr
ie
nd

W
ee
k
3

T
he

br
ea
th

B
re
at
hi
ng

sp
ac
e;

R
ub

be
r
du

ck
B
re
at
hi
ng

sp
ac
e;

M
ed
ita
tio

n
of

bo
dy

an
d
br
ea
th

W
ee
k
4

D
is
tr
ac
to
rs
!

M
ed
ita
tio

n
w
ith

di
st
ra
ct
or
s;
S
ou

nd
s
m
ed
ita
tio

n
S
ou

nd
s
an
d
th
ou

gh
ts
m
ed
ita
tio

n;
C
hi
ld

as
di
st
ra
ct
or

W
ee
k
5

S
tr
es
s

H
al
fw

ay
ev
al
ua
tio

n;
B
od

y
sc
an

re
le
as
e
on

ly
;
S
tr
es
s
an
d
br
ea
th
in
g

sp
ac
e

H
al
fw

ay
ev
al
ua
tio

n;
C
ho

ic
el
es
s
aw

ar
en
es
s;
C
op

in
g
m
ed
ita
tio

n
pa
re
nt
al

st
re
ss

W
ee
k
6

H
ig
hw

ay
,
w
al
ki
ng

w
ay

H
ig
hw

ay
an
d
br
ea
th
in
g
sp
ac
e;

W
al
ki
ng

m
ed
ita
tio

n
R
up

tu
re

an
d
re
pa
ir
;
W
al
ki
ng

m
ed
ita
tio

n

W
ee
k
7

A
ut
on

om
y
(a
nd

ac
ce
pt
an
ce

fo
r

pa
re
nt
s)

R
ep
et
iti
on

se
ss
io
ns

w
ith

qu
iz
;
C
hi
ld
re
n
as

m
ed
ita
tio

n
an
d
yo

ga
te
ac
he
rs

Im
ag
in
at
io
n
pr
ac
tic
e
on

ac
ce
pt
an
ce

an
d
au
to
no

m
y;

R
ol
ep
la
y
lim

its

W
ee
k
8

T
he

fu
tu
re

C
hi
ld
re
n
as

m
ed
ita
tio

n
an
d
yo

ga
te
ac
he
rs
;
M
ed
ita
tio

n
pl
an

fo
r
th
e

co
m
in
g
8
w
ee
ks

M
ed
ita
tio

n
an
d
yo

ga
gu

id
ed

by
th
e
ch
ild

re
n;

M
ed
ita
tio

n
pl
an

fo
r
th
e

co
m
in
g
8
w
ee
ks

W
ee
k
16

S
ta
rt
in
g
an
ew

ag
ai
n
ea
ch

tim
e

R
ep
ea
tin

g
al
l
m
ed
ita
tio

ns
;
S
ha
ri
ng

ex
pe
ri
en
ce
s
pa
st
8
w
ee
ks
;

M
ed
ita
tio

n
pl
an

R
ep
ea
tin

g
al
l
m
ed
ita
tio

ns
;
S
ha
ri
ng

ex
pe
ri
en
ce
s
pa
st
8
w
ee
ks
;

M
ed
ita
tio

n
pl
an

2644 Journal of Child and Family Studies (2025) 34:2639–2660



Therapy Adherence Scale (MBCT-AS; Segal et al., 2002b)
but simplified to fit the clinical practice of teaching mind-
fulness to children with ADHD and their parents. Example
items are: “To what extent does the trainer show a curious
attitude?”; ”To what extent does the trainer facilitate the
group learning process?”. These skills were rated on a scale
from 1–5. Trainers were (clinical) psychologists with a lot
of experience in working with children with ADHD, and
their families, who had completed an 8-day teacher training
of the MYmind program. Prior to taking part in this teacher
training, they completed a mindfulness training for them-
selves (i.e., MBCT), at least one 5-daymeditation retreat,
and had at least a year of own mindfulness practice.

Two psychology graduate students were trained by the
first author of the study’s protocol (R. Meppelink) to be
participant observers. Interrater reliability of MYmind
-TACS was assessed by the trainer and one trainee ran-
domly scoring seven sessions of the parent groups. Per-
centages of absolute agreement for the parent groups were
94.7% for adherence and 86.6% for competence. Further,
Intra Class Correlation (ICC) was excellent; 0.86 for
adherence and 0.88 for competence. Subsequently, 50 ran-
domly selected parent sessions were rated: 91.6% of the
program was adhered to by the trainers, 3.8% was partially
adhered to and 4.7% was not delivered. Trainer competence
was rated at 4.60 out of 5 (SD= 0.27).

Parents in the medication group received no further treat-
ment themselves, but their child was prescribed short-acting
methylphenidate by a child psychiatrist (parents are present in
these meetings with the child psychiatrist), hereby following
the multidisciplinary guidelines ADHD (e.g. Stijntjes et al.,
2014). The initial dosage was three times daily 2.5 or 5 mg
and the psychiatrist kept in weekly contact with the family
until optimal titration was obtained. Medication was also
taken at school and therefore both parents and teachers were
included as informants to observe potential changes in the
child’s behavior. After one week the psychiatrist contacted the
family: when the medication already had the desired effect,
the dose was not increased further. However, when medica-
tion was not yet effective, the dose was increased by 2.5 or
5 mg. Every four weeks after that the child and parent(s) came
to the treatment center to evaluate with the psychiatrist. Every
time the dose was increased, the psychiatrist contacted the
family the week after to evaluate. If needed, the dose was
increased further with another 2.5 or 5 mg with a maximum of
20mg methylphenidate per dose until optimal titration was
achieved. Every four weeks the child and at least one of the
parents were invited to come to the treatment center for a
face-to-face consultation with the child psychiatrist and a
physical examination. When methylphenidate was not effec-
tive or the child suffered from severe side effects, a change in
dose or medication type was made after consultation by the
psychiatrist.

Measures

Parental Stress

Parents self-reported their levels of general stress using the
10-item Perceived Stress Scale (PSS; Cohen, 1988).
Reliability was measured for pre-test, 2-, 4- and 10-month
follow-ups: α= 0.86, 0.83, 0.87 and 0.90. Example items
are ‘How often have you found that you could not cope with
all things that you had to do?’; ‘How often have you felt
nervous and stressed?’. The 17-items Parenting Sense of
Competence Scale (PSOC; Ohan et al., 2000) was employed
to look at specific parenting stress and the feeling of par-
enting competence. Reliabilities for the four assessment
points were: α= 0.85, 0.88, 0.87 and 0.89. The PSOC
covers the subscales of Efficacy and Satisfaction, but in this
study only the total score was used. Example items are
‘Being a parent is manageable, and any problems are easily
solved’; ‘Being a parent makes me tense and anxious’.

The Parenting Scale (PS; Arnold et al., 1993) consists of
30 items looking at parenting discipline patterns. The sub-
scales Over-Reactivity and Laxness were included in this
study, with items being scored on a continuous scale
offering 2 extremes. Reliabilities of the sub-scale Over-
reactivity (10 items) at pre-test, 2-, 4- and 10-month follow-
ups were: α= 0.78, 0.78, 0.79 and 0.74. For the 11 item
sub-scale for Laxness, reliabilities were: α= 0.80, 0.79,
0.81 and 0.80. Example items are ‘When my child mis-
behaves I raise my voice or yell ------- I speak to my child
calmly’; ‘When my child does something I don’t like I do
something about it every time it happens ------- I often let it
go’.

Parental Mindfulness and Self-compassion

The 24-items short form of the Five Facet Mindfulness
Questionnaire (FFMQ; Bohlmeijer et al., 2011) was used to
measure overall mindfulness. The FFMQ is composed of
the following subscales: Observing, Describing, Acting
with awareness, Nonjudging, and Nonreactivity. In the
current study only the total score was included. Reliability
was measured for pre-test, 2-, 4- and 10-month follow-ups:
α= 0.77, 0.83, 0.85 and 0.85. Example items are ‘I rush
through activities without being really attentive to them’;
‘Usually when I have distressing thoughts or images, I step
back and am aware of the thought or image without getting
taken over by it’. The 29-items Interpersonal Mindfulness
in Parenting Scale (IM-P; de Bruin et al., 2014; Duncan,
2007) was used to look at levels of mindfulness in the
parenting relationship. The IM-P is comprised of the fol-
lowing six sub scales: Listening with Full Attention,
Compassion for Child, Non-judgmental Acceptance of
Parental Functioning, Emotional Non-reactivity in
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Parenting, Emotional Awareness of Child, and Emotional
Awareness of Self. In the current study only the total score
was included. Reliabilities were good: α= 0.87, 0.89, 0.89
and 0.86. Example items are ‘I am listening to my child
with full attention’; ‘I am usually unaware of my child’s
feelings’. The 12-items Self Compassion Scale (SCS; Raes
et al., 2011) looked at parents’ sense of self compassion,
also showing good reliabilities at all four time points:
α= 0.85, 0.87, 0.90 and 0.89. The SCS covers six sub-
scales: Self-Kindness, Self-Judgment, Common Humanity,
Isolation, Mindfulness, and Over-identification, but in the
current study only the total score was used. Example items
are ‘When I’m going through a very hard time, I give
myself the caring and tenderness I need’; ‘When I feel
inadequate in some way, I try to remind myself that feelings
of inadequacy are shared by most people’.

Parental ADHD

The subscales of Attention Problems (11 items) and
Hyperactivity/Impulsivity (12 items) of the Self-Report
Questionnaire on Attention Problems and Hyperactivity/
Impulsivity (SQAH; Kooij et al., 2005) were administered.
Reliability of Attention Problems and Hyperactivity/
Impulsivity at the four time points was good: α= 0.90,
0.88, 0.87 and 0.88 and α= 0.81, 0.81, 0.80 and 0.81
respectively. Example items are ‘I have difficulty organiz-
ing tasks and activities’; ‘I am always on the go or act as if
driven by a motor’.

Parental Well-being

The World Health Organization Five Well-being Index
(WHO; Topp et al., 2015) is composed of five questions on
well-being with good reliability in our sample: α= 0.85,
0.89, 0.89 and 0.90. An example item is ‘The last weeks I
have felt calm and relaxed’. The Pittsburgh Sleep Quality
Index (PSQI; Buysse et al., 1989) is comprised of seven
subscales, of which in this study only the subscale of Sleep
Quality was used. Given that this subscale consisted of only
item (‘How would you rate the quality of your sleep?’), a test
of construct internal consistency was not possible. In addi-
tion, the 8 items Insomnia subscale of the Holland Sleep
Disorder Questionnaire (HSDQ; Kerkhof et al., 2013) was
used. This subscale showed good to excellent reliabilities in
our sample: α= 0.88, 0.91, 0.92 and 0.91. An example item
is ‘At night, I lie awake for a long time’. Last, the Adult Self-
Report (ASR; Achenbach & Rescorla, 2003) is a 123 items
assessment of adaptive and maladaptive functioning for
adults between the ages of 18 and 59. For our study, we
examined the subscales Internalizing Problems (39 items, i.e.
‘I feel worthless or inferior’), Externalizing Problems (35
items, i.e. ‘I have a hot temper’) and Attention Problems (15

items, i.e., ‘I have trouble concentrating or paying attention
for long’). Reliabilities for the Internalizing Problems were
excellent: α= 0.92, 0.92, 0.92 and 0.91, for Externalizing
Problems were good: α= 0.84, 0.84, 0.81 and 0.86, as were
reliabilities for Attention Problems at the four time points:
α= 0.88, 0.88, 0.88 and 0.91.

Mindfulness Dosage

The amount of mindfulness practice parents in the mind-
fulness group were exposed to per week was defined in
three ways: number of classes attended, number of home
sessions and minutes of meditation. For the number of
classes, parents were asked to select the number of sessions
they attended (0 - 8) between pre-test and 2-months follow-
up. The parents were further asked to select the frequency
with which they meditated at home per week between pre-
test and 2-months follow-up. And last, parents in the
mindfulness group were asked to state the number of min-
utes per week that they meditated at home on average
between pre-test and 2-months follow-up. These questions
were reported retrospectively at 2-months.

Analyses

The data was analyzed with regression analysis using
SPSS 29. After running Little’s MCAR test for mothers
and fathers separately, it was found that data were missing
completely at random for the families that were randomly
assigned. However, data was not missing at random when
running Little’s MCAR for mothers and fathers together.
In order to account for this, regression analyses were run
separately for mothers and fathers. Missing data points
were accounted for through maximum likelihood estima-
tion with an unstructured covariance structure. Analyses
of parents’ outcome scores across the four domains were
conducted by running multilevel modelling (mixed mod-
els) to test interaction or treatment type across time; with
pre-test as the reference category. Analyses investigating
correlations between ‘mindfulness dosage’ and changes in
parents’ outcomes within the mindfulness group were
conducted by looking at correlations between three mea-
sures of self-reported mindfulness practice on a weekly
basis (classes attended, home sessions and minutes of
meditation) and change scores (calculated from pre- to
2-months follow-up for all 15 outcomes from the four
domains. Parents that completed both pre-test and
2-months follow-up for each measure of interest were
included in the analysis. Only parents in the mindfulness
group who took part in the mindfulness training were
included in the analysis. With a medium effect size and an
alpha of 0.05 the power to detect group differences for
fathers was 0.55 and for mothers 0.89.

2646 Journal of Child and Family Studies (2025) 34:2639–2660



Results

Parental Stress

Overall the hypothesis that the decrease in parental stress
would be larger for parents in the mindfulness group was
confirmed by the following measures. Mothers in the
mindfulness group showed a significantly larger reduction
of over-reactivity (PS subscale Over-Reactivity) at
4-months (small ES) than those in the medication group.
However, mothers in the mindfulness condition also had
significantly higher levels on this subscale at pre-test (small
ES). For fathers, the only between groups differences were
found for parental stress (PSOC total score) with higher
levels of improvement for the mindfulness group at
2-months (medium ES) and 4-months (small ES). Fathers in
the mindfulness group however had lower levels of parental
stress (PSS total score) at pre-test (medium ES). For details
of the stress descriptives and parameter estimates, please see
Tables 3 and 4 and Fig. 1.

Parental Mindfulness and Self-compassion

Overall the hypothesis that parents in the mindfulness group
would show a larger increase in parental mindfulness was
confirmed by the following measures. We found significant
between group differences where improvements in the
mindfulness group were bigger than those in the medication
group: for mothers on self-compassion (SCS total score) at
2-months (small ES) and for fathers on mindful parenting
(IM-P total score) at 4-months (medium ES) and self-
compassion (SCS total score) at 2-months and 4-months (both
medium ES). For details of the mindfulness descriptives and
parameter estimates, please see Tables 5 and 6 and Fig. 1.

Parental ADHD

The hypothesis that symptoms of parental ADHD would
decrease more in the mindfulness group was not confirmed:
Parents in the mindfulness group did not differ on
improvements of their own ADHD symptoms compared to
parents in the medication group on both subscales of the
SQAH. However, all parents reported reduced ADHD
symptoms in themselves over time, e.g. at the 10-months
measurement: In the mindfulness group 0.0% of mothers
and 0.0% of fathers scored above the clinical thresholds on
the subscales Attention Problems and Hyperactivity/
Impulsivity. In the medication group 2.7% of mothers and
0.0% of fathers scored above the clinical threshold on the
subscale Attention Problems; for the subscale Hyper-
activity/Impulsivity this was 0.0 and 0.0% respectively. For
further details of parental ADHD measures’ descriptives
and parameter estimates, please see Tables 7 and 8.

Parental Well-being

Overall the hypothesis that parents in the mindfulness group
would improve more on well-being was confirmed by the
following measures. Sleep quality (PSQI) improved more
for mothers in the mindfulness group as compared to the
medication group at 10-months (medium ES). Fathers in the
mindfulness group reported larger reductions on the sub-
scale Internalizing Problems at 2-months (small ES) and on
the subscale Attention Problems at 4-months (medium ES),
as compared to fathers whose children took medication. For
details of the parental well-being domain measures’
descriptives and parameter estimates, please see Tables
9 and 10 and Fig. 1.

Correlations between Meditation and Outcomes

The hypothesis of a higher amount of meditation practice
would be positively related to improved outcomes
was only confirmed for mothers. For fathers no sig-
nificant correlations were found. For mothers, medium
positive correlations were found between number of
classes attended and the subscale Insomnia (HSDQ) and
between minutes of meditation and worse sleep quality
(PSQI). Another medium positive correlation was found
for mothers between number of meditation sessions
at home and improved general mindfulness (FFMQ
total score). Finally, medium positive correlations were
found for mothers between sense of parental competence
(PSOC total score) and number of sessions at home
and minutes of meditation practice. See Table 11 for
details.

Additional Treatment between 4- and 10-months
Follow-up

After 4 months of adherence to the assigned treatment,
families had a free choice of treatment period until the
long-term measurement. In this period almost half
(46.5%) of the families originally assigned to the mind-
fulness group sought medication for their child. About a
third (35%) of the parents chose to add psychosocial
treatment (e.g., CBT, behavior parent training). Of the
families originally assigned to the medication group,
almost a quarter of the children (23.7%) stopped taking
medication in the long-term. Further, about a third
(34.6%) sought mindfulness-related contacts, and almost
a quarter (22.9%) of the families followed additional
psychosocial treatment, which did not differ significantly
from those parents in the mindfulness group. More precise
information about the intensity of these additional treat-
ments was unavailable, we therefore did not further
explore these patterns.

Journal of Child and Family Studies (2025) 34:2639–2660 2647



Discussion

In this paper, we examined the short, medium and long-term
effects on parents of families with a child with ADHD being
treated with a family mindfulness-based program
(MYmind) versus child medication. Although not on all
measures and on all measurement occasions, overall
improvements for parents in the mindfulness condition were
larger than for those in the medication condition for parental
stress, parental mindfulness and self-compassion and par-
ental well-being. This was not the case for parental ADHD.

Parental Stress

Parents in the mindfulness group experienced larger
reductions in parental stress than parents whose children
took medication (i.e. the medication group). In the medium
long term mothers in the mindfulness group showed
greater decreases in over-reactive parenting style in

comparison to mothers whose children took medication. In
line, fathers in the mindfulness group showed greater
improvements on parental stress and parental sense of
competence and efficacy at both short- and medium-term
when compared to fathers whose children were taking
medication. However, mean scores were not equal
between groups, as mothers in the mindfulness group had
significantly higher levels of over-reactive parenting style
at pre-test and fathers in the mindfulness group had sig-
nificantly lower levels of parental stress at pre-test. Even
though the parents in the mindfulness group experienced
greater improvements over time, they did not have better
scores than the parents in the medication condition at the
three follow-ups. The pre-test differences between groups
could be attributed to chance, post-assignment rationali-
zation or self-selection. Rationalization could have the
form of cognitive dissonance: at pre-test parents might find
themselves justifying why they need to take an 8-week
mindfulness class because their child has ADHD. As with

Table 3 Parental Stress: Means
and Standard Deviations for
Mothers and Fathers in the
MYmind and Medication Group
on the Perceived Stress Scale
(PSS), Parenting Stress and
Competence (PSOC), Parenting
Scale – Over-Reactivity and
Parenting Scale – Laxness (PS-
OR and PS-LAX) at Pre-Test, 2-,
4- and 10-months Follow-up

Pre-Test 2-Months 4-Months 10-Months

M SD N M SD N M SD N M SD N

Perceived Stress Scale (PSS)

Mothers

MYmind group 0.23 0.78 35 −0.05 0.75 35 −0.22 0.78 34 −0.39 0.96 30

Medication group 0.35 1.19 35 −0.05 0.98 35 −0.07 1.22 32 −0.02 1.14 30

Fathers

MYmind group 0.12 0.85 18 −0.22 0.84 18 −0.43 0.98 17 −0.09 1.14 17

Medication group −0.01 0.83 11 −0.17 0.51 11 −0.30 0.59 11 −0.30 0.56 9

Parenting Stress and Competence (PSOC)

Mothers

MYmind group −0.06 0.83 35 −0.14 0.94 35 0.00 0.89 34 0.08 1.12 30

Medication group 0.24 0.89 35 0.25 0.92 35 0.41 0.97 32 0.37 0.82 30

Fathers

MYmind group −0.60 0.78 18 −0.18 0.93 18 −0.07 0.96 17 −0.24 0.91 17

Medication group 0.09 0.75 11 −0.02 1.01 11 0.25 0.65 11 −0.13 0.97 9

Parenting Scale – Over-Reactivity (PS-OR)

Mothers

MYmind group 0.39 0.90 35 0.02 0.92 35 −0.06 0.83 34 −0.07 0.72 30

Medication group −0.06 0.87 35 −0.11 1.03 35 −0.17 1.04 31 −0.30 0.95 30

Fathers

MYmind group 0.23 1.21 18 −0.15 0.98 18 −0.14 0.98 17 −0.27 0.79 17

Medication group 0.34 1.35 11 0.03 1.11 11 0.15 1.27 11 0.31 1.09 9

Parenting Scale – Laxness (PS-LAX)

Mothers

MYmind group −0.09 1.06 35 0.09 0.99 35 −0.22 1.00 34 −0.17 0.96 30

Medication group 0.11 0.93 35 0.11 1.08 35 0.00 0.87 31 −0.05 0.83 30

Fathers

MYmind group 0.19 1.09 18 −0.10 1.06 18 0.19 0.83 17 0.06 1.01 17

Medication group 0.04 0.98 11 −0.21 0.85 11 −0.23 0.74 11 0.15 1.03 9
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Fig. 1 A–G. Effects of Mindfulness versus Medication Treatment on
the Outcome Measures Parenting Stress and Sense of Competence
(PSOC) for Fathers, Parenting Scale Over-reactivity (PS-OR) for
Mothers, Mindful Parenting (IMP) for Fathers, Self-compassion (SCS)

for Fathers and Mothers, Sleep Quality (PSQI) for Mothers, Inter-
nalizing Problems (ASR) for Fathers and Attention Problems (ASR)
for Fathers
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Table 5 Mindfulness and Self-
compassion: Means and
Standard Deviations for Mothers
and Fathers in the MYmind and
Medication Group on the Five
Facets Mindfulness
Questionnaire (FFMQ),
Interpersonal Mindful Parenting
Scale (IM-P) and Self-
Compassion Scale (SCS) at Pre-
Test, 2-, 4- and 10-months
Follow-up

Pre-Test 2-Months 4-Months 10-Months

M SD N M SD N M SD N M SD N

Five Facets Mindfulness Questionnaire (FFMQ)

Mothers

MYmind group −0.25 0.93 35 −0.08 0.91 35 −0.08 0.93 34 0.10 1.00 30

Medication group 0.02 0.96 35 0.15 1.03 35 0.07 0.98 31 0.07 1.05 30

Fathers

MYmind group 0.02 0.98 18 0.13 1.07 18 0.24 0.93 17 0.30 1.00 17

Medication group 0.08 0.78 11 0.10 0.74 11 0.28 1.22 11 0.28 0.98 9

Interpersonal Mindful Parenting Scale (IM-P)

Mothers

MYmind group −0.25 0.71 35 −0.11 0.69 35 −0.06 0.67 34 0.02 0.69 29

Medication group 0.09 0.77 35 0.16 0.85 35 0.21 0.97 31 0.21 0.79 30

Fathers

MYmind group −0.37 0.87 18 0.00 0.80 18 0.06 0.72 17 0.06 0.68 17

Medication group −0.15 0.76 11 −0.06 0.66 11 −0.22 0.74 11 −0.17 0.60 9

Self-Compassion Scale (SCS)

Mothers

MYmind group −0.10 0.96 35 0.27 0.94 35 0.23 0.95 34 0.20 0.95 29

Medication group −0.04 0.97 35 −0.08 1.11 35 0.24 1.21 31 0.03 1.14 30

Fathers

MYmind group −0.57 1.10 17 −0.06 0.91 17 0.07 1.01 17 −0.29 1.09 16

Medication group −0.12 0.91 11 −0.24 0.57 11 0.01 0.79 11 −0.37 1.03 9

Table 6 Outcomes comparing the 2-, 4- and 10-months Follow-up with Pretest, Within and Between the MYmind and Medication Group, for
Mindfulness: Standard Parameter Estimates (p-values) of the Five Facets of Mindfulness Questionnaire (FFMQ), Interpersonal Mindfulness in
Parenting (IM-P) and the Self-Compassion Scale (SCS)

Mothers Fathers

FFMQ (PE; SE) IM-P (PE; SE) SCS (PE; SE) FFMQ (PE; SE) IM-P (PE; SE) SCS (PE; SE)

Parents from families in MYmind group

2-months vs. pre-test 0.17 (0.11) 0.14 (0.08)+ 0.37 (0.12) ** 0.12 (0.11) 0.38 (0.12) ** 0.51 (0.17) **

4-months vs. pre-test 0.18 (0.11) 0.19 (0.10)+ 0.34 (0.13) ** 0.35 (0.12) ** 0.46 (0.12) *** 0.64 (0.14) ***

10-months vs. pre-test 0.39 (0.13) ** 0.25 (0.09) ** 0.31 (0.13) * 0.30 (0.15)+ 0.47 (0.15) ** 0.32 (0.19)

Parents from families in the Medication group

2-months vs. pre-test 0.13 (0.11) 0.07 (0.08) -0.04 (0.12) 0.03 (0.15) 0.09 (0.15) -0.11 (0.21)

4-months vs. pre-test 0.03 (0.11) 0.09 (0.10) 0.20 (0.13) 0.20 (0.16) -0.07 (0.15) 0.13 (0.17)

10-months vs. pre-test 0.09 (0.13) 0.10 (0.09) 0.08 (0.13) 0.06 (0.20) 0.03 (0.20) -0.20 (0.24)

Interaction effects over time between groups

MYmind vs. medication at pre-
test

-0.26 (0.22) -0.34 (0.17)+ -0.05 (0.23) -0.06 (0.34) -0.23 (0.31) -0.45 (0.38)

MYmind vs. medication *
2-months vs. pre-test

0.04 (0.16) 0.07 (0.11) 0.41 (0.17) * 0.09 (0.19) 0.29 (0.19) 0.62 (0.27) *

MYmind vs. medication *
4-months vs. pre-test

0.16 (0.16) 0.09 (0.14) 0.14 (0.18) 0.15 (0.20) 0.53 (0.19) ** 0.51 (0.22) *

MYmind vs. medication * 10-
months vs. pre-test

0.30 (0.18) 0.16 (0.13) 0.22 (0.18) 0.24 (0.25) 0.45 (0.26)+ 0.52 (0.31)

Parameter Estimates can be interpreted as Cohen’s d effect size
+p < 0.10, *p < 0.05, **p < 0.01, ***p < 0.001
aNot measured
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chance or rationalization, self-selection is an equally likely
candidate in that only one parent needed to participate in
filling out surveys and taking the mindful parenting clas-
ses, although they were welcome to both participate. It
could be that those who felt they had a high stress level
were more inclined to participate in the mindfulness
intervention. These findings are in line with previous
studies showing reductions in parenting stress after parents
take part in for instance an MBSR, MBCT or Mindful

Parenting training (e.g., Liu et al., 2021). The child alone
taking medication might be helpful in alleviating the core
ADHD symptoms (e.g., Meppelink et al., 2024) and also
has a positive effect on some measures of stress for par-
ents, but this study adds that the effects of parents taking a
mindfulness course seems to spread much wider: not only
do they experience decreased stress, decreased over-
reactivity and laxness in parenting but they also report
an increased sense of competence in their parenting role.

Table 7 Parental ADHD: Means
and Standard Deviations in the
MYmind Group and Medication
Group on the Self-Report
Questionnaire Hyperactivity/
Impulsivity (SQAH-HI) and
Self-Report Questionnaire
Attention Problems (SQAH-Att)
at Pre-Test, 2-, 4- and 10-months
Follow-up

Pre-Test 2-Months 4-Months 10-Months

M SD N M SD N M SD N M SD N

SQAH - Hyperactivity Impulsivity (SQAH-HI)

Mothers

MYmind group 0.35 0.81 37 0.01 0.88 37 −0.01 0.80 36 −0.01 0.84 31

Medication group 0.52 1.31 37 0.29 1.24 37 0.02 1.14 33 0.15 1.14 32

Fathers

MYmind group 0.31 1.02 20 0.03 0.96 20 −0.31 0.75 20 −0.19 0.77 18

Medication group 0.01 1.01 33 −0.29 0.66 33 −0.23 0.98 32 −0.47 0.82 28

SQAH - Attention Problems (SQAH-Att)

Mothers

MYmind group 0.11 1.02 37 −0.10 0.83 37 −0.05 0.82 36 −0.15 0.76 31

Medication group 0.37 1.29 37 0.19 1.14 37 0.05 1.19 33 0.17 1.24 32

Fathers

MYmind group 0.31 1.19 20 −0.02 1.06 20 −0.06 0.88 20 0.08 1.00 18

Medication group 0.16 1.13 33 −0.09 0.81 33 0.02 0.89 32 −0.20 0.83 28

Table 8 Outcomes comparing the 2-, 4- and 10-months Follow-up with Pretest, Within and Between the MYmind and Medication Group for
Parental ADHD: Standard Parameter Estimates (p-values) of Self-Report Questionnaire Attention problems and Hyperactivity/Impulsivity (SQAH-
HI and SQAH-Att)

Mothers Fathers

SQAH–HI (PE; SE) SQAH–Att (PE; SE) SQAH-HI (PE; SE) SQAH–Att (PE; SE)

Parents from families in MYmind group

2-months vs. pre-test −0.35 (0.12) ** −0.21 (0.11)+ −0.29 (0.14)+ −0.33 (0.15) *

4-months vs. pre-test −0.39 (0.15) * −0.19 (0.15) −0.62 (0.17) *** −0.37 (0.17) *

10-months vs. pre-test −0.46 (0.12) *** −0.28 (0.12) * −0.51 (0.14) *** −0.29 (0.14) *

Parents from families in the Medication group

2-months vs. pre-test −0.23 (0.12)+ −0.18 (0.11) −0.29 (0.11) * −0.25 (0.12) *

4-months vs. pre-test −0.47 (0.15) ** −0.28 (0.15)+ −0.23 (0.13)+ −0.15 (0.13)

10-months vs. pre-test −0.31 (0.12) * −0.15 (0.12) −0.29 (0.11) * −0.28 (0.11) *

Interaction effects over time between groups

MYmind vs. medication at pre-test −0.16 (0.25) −0.26 (0.27) 0.31 (0.28) 0.15 (0.32)

MYmind vs. medication * 2-months vs. pre-test −0.12 (0.16) −0.03 (0.16) 0.00 (0.18) −0.08 (0.19)

MYmind vs. medication * 4-months vs. pre-test 0.08 (0.21) 0.09 (0.21) −0.40 (0.21) −0.23 (0.21)

MYmind vs. medication * 10-months vs. pre-
test

−0.14 (0.18) −0.14 (0.17) −0.22 (0.18) −0.02 (0.17)

Parameter Estimates can be interpreted as Cohen’s d effect size
+p < 0.10, *p < 0.05, **p < 0.01, *** p < 0.001
aNot measured
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Table 9 Parental Well-being: Means and Standard Deviations in the MYmind and the Medication Group on the World Health Organization Well-
being Index (WHO), ASR Internalizing Scale (ASR-Int), ASR Externalizing Scale (ASR-Ext), ASR Attention Problems Scale (ASR-Att),
Pittsburg Sleep Quality Index (PSQI) and Holland Sleep Disorders Questionnaire (HSDQ) at Pre-Test, 2-, 4- and 10-months Follow-up

Pre-Test 2-Months 4-Months 10-Months

M SD N M SD N M SD N M SD N

World Health Organization Well-being Index (WHO)

Mothers

MYmind group −0.10 0.87 35 −0.20 0.90 35 −0.10 0.76 34 −0.43 0.66 30

Medication group 0.20 0.90 35 0.01 1.07 35 −0.22 1.10 31 0.02 1.10 30

Fathers

MYmind group 0.26 1.05 18 −0.03 1.01 18 −0.09 0.90 17 0.09 1.31 17

Medication group 0.63 1.13 11 0.27 1.24 11 −0.26 0.89 11 −0.10 0.84 9

ASR Internalizing Problems (ASR-Int)

Mothers

MYmind group 0.13 0.93 35 −0.24 0.97 35 −0.20 1.01 34 −0.08 0.97 29

Medication group 0.24 0.98 34 −0.19 1.11 34 −0.28 1.03 30 −0.17 1.04 29

Fathers

MYmind group 0.30 0.96 18 −0.11 0.92 18 −0.20 0.98 18 0.13 1.06 17

Medication group 0.52 0.51 11 0.43 0.52 11 0.06 0.76 11 0.15 0.82 9

ASR Externalizing Problems (ASR-Ext)

Mothers

MYmind group 0.27 0.89 35 −0.02 0.98 35 −0.17 0.99 34 −0.07 0.90 29

Medication group 0.39 1.10 34 −0.08 1.06 34 −0.20 1.03 30 −0.06 1.09 29

Fathers

MYmind group 0.23 1.00 18 −0.29 1.01 18 −0.36 1.03 18 −0.19 1.13 17

Medication group 0.18 0.82 11 0.07 0.79 11 0.06 0.72 11 −0.14 0.69 9

ASR Attention Problems (ASR-Att)

Mothers

MYmind group 0.06 1.05 35 −0.17 0.97 35 −0.09 0.99 34 −0.15 0.83 29

Medication group 0.25 1.09 34 0.06 0.98 34 −0.01 1.00 30 0.11 1.24 29

Fathers

MYmind group 0.34 1.41 18 −0.09 0.97 18 −0.23 0.88 18 0.14 1.36 17

Medication group −0.11 1.15 11 −0.05 0.74 11 −0.14 0.89 11 −0.46 0.61 9

Pittsburg Sleep Quality Index (PSQI)

Mothers

MYmind group −0.18 0.95 35 −0.18 0.82 35 −0.19 0.66 34 −0.63 0.73 29

Medication group 0.06 0.99 35 −0.06 1.01 35 0.02 1.02 31 0.16 1.13 30

Fathers

MYmind group 0.40 0.81 17 0.23 1.12 17 −0.36 0.99 17 0.24 1.03 16

Medication group 0.06 1.11 11 −0.07 1.01 11 −0.07 1.01 11 −0.10 1.12 9

Holland Sleep Disorders Questionnaire (HSDQ)

Mothers

MYmind group −0.12 0.84 35 −0.22 0.81 35 −0.26 0.81 34 −0.36 0.79 29

Medication group 0.23 0.86 35 0.06 1.06 35 0.04 1.11 31 0.02 1.11 30

Fathers

MYmind group 0.10 0.86 17 −0.03 0.86 17 −0.37 0.69 17 0.13 1.19 16

Medication group 0.03 0.60 11 −0.12 0.91 11 −0.36 0.82 11 -0.13 0.68 9
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Parental Mindfulness and Self-compassion

Parents in the mindfulness group reported greater increases
in self-compassion and mindful parenting when compared
to the parents in the medication group. This seems to be one
of the strongest differences between the groups which was
to be expected since the mindful parenting training is
designed to improve mindful parenting and self-
compassion. However, when children’s behavior becomes
more easy to parent because of medication, this can also
make parents more mindful in their parenting and more self-
compassionate, so the larger improvement on parental
mindfulness measures in the mindfulness group are
important findings. These findings are in line with other
Mindful Parenting studies reporting increased mindful
awareness, self-compassion or being more attentive to the
child (e.g. Bögels et al., 2021; Potharst et al., 2019).
Increased mindfulness in parenting is also known to predict
a decrease in symptoms of the child, underlining the ben-
efits of mindful parenting training even more (Meppelink
et al., 2016).

Parental ADHD

For both groups positive effects were found on different
aspects of parental ADHD, with treatment of the parents
and the children through the family mindfulness program

not differing in effectiveness from treatment of only the
child with medication. With parents responding calmer,
more attentive and less reactive after the Mindful Parenting
training it is not hard to imagine that parental ADHD
symptoms such as inattentiveness and hyperactivity/impul-
sivity reduce. Other studies of mindfulness-based programs
for adults with ADHD also showed that MBCT as a sup-
plement to treatment as usual is an effective approach in
alleviating symptoms of ADHD and improving mindfulness
and self-compassion skills, also at 6-months follow-up
(Janssen et al., 2018). Interestingly, this also happened
when the child took medication and the parent received no
further treatment other than accompanying the child for the
evaluation of the medication effects. A possible explanation
could be co-regulation: children’s and parent’s ADHD
symptoms are likely to exacerbate each other (Bögels et al.,
2021): for example, if a child is restless the parent becomes
restless too, or if a parent talks excessively the child does so
too. So if children’s ADHD symptoms are effectively
reduced by medication, that may indirectly affect similar
symptoms in their parents.

Parental Well-being

On the domain of well-being we saw greater improvements
in the mindfulness group over the medication group on
sleep quality, internalizing symptoms (e.g., depression and

Table 11 Correlations between
Change Scores (pre-test vs.
2-months Follow up) on
Outcomes and Meditation
Dosage for Parents in the
MYmind Group

Outcome Mothers Fathers

# Classes
Attended

# Home
Sessions

# Minutes
Meditating

# Classes
Attended

# Home
Sessions

# Minutes
Meditating

Parental stress

PSS −0.17 −0.05 −0.06 −0.21 0.05 0.05

PSOC 0.15 0.34* 0.34* 0.07 0.13 0.15

PS−OR 0.05 −0.15 0.20 −0.27 −0.19 −0.26

PS-LAX 0.14 0.08 0.25 −0.15 −0.25 −0.31

Parental mindfulness

FFMQ 0.18 0.40* −0.02 −0.04 0.09 0.35

IM-P 0.07 0.14 −0.07 0.08 0.12 0.31

SCS 0.08 0.04 0.04 0.28 0.39 0.48+

Parental ADHD

SQAH-Att 0.16 −0.00 −0.20 0.11 0.16 0.01

SQAH-HI 0.17 0.17 0.12 −0.07 −0.03 −0.14

Parental wellbeing

WHO −0.05 −0.14 −0.12 −0.16 −0.13 0.11

ASR-Int 0.33+ 0.38* 0.11 0.40 0.29 −0.13

ASR-Ext 0.16 0.25 0.13 0.22 0.26 0.10

ASR-Att 0.31+ 0.26 0.10 0.39 0.30 0.28

PSQI 0.17 0.28 0.36* −0.03 −0.21 −0.24

HSDQ 0.38* 0.23 0.07 −0.12 −0.27 −0.37

+p < 0.10, *p < 0.05, **p < 0.01, ***p < 0.001.
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anxiety) and attention problems. Benefits of mindfulness
training on overall sleep quality have been shown before
(Rusch et al., 2019), however since we found it only found
in the long term when findings may have been confounded
by other treatments, we need to interpret this with caution.
Further, it is known that mindfulness-based programs
effectively reduce anxiety and depression (e.g. Salari et al.,
2024) which is what was also seen in this study. Thus, when
parents of children with ADHD have attention and inter-
nalizing problems themselves it is more beneficial to them
to take part in a family mindfulness program than for their
child to take medication.

Mindfulness Dosage

For mothers, all outcomes, apart from parental ADHD, were
correlated to mindfulness dosage. The fact that none of
these findings were found for fathers too could perhaps
simply be explained by a much smaller sample size of
fathers that took part in the family mindfulness program.
Surprisingly, it was found that more minutes spent medi-
tating was associated with poorer sleep quality and higher
class attendance was associated with increased insomnia.
The association with poorer sleep quality is in contrary with
previous studies showing a positive relationship between
more mindfulness practice and better sleep quality (e.g.
Rusch et al., 2019). Perhaps this is related to the fact that in
the current study sleep quality was measured by only one
item, but apart from that we are unsure how to explain these
findings. The negative relationship with insomnia can be
understood in the light of previous studies somewhat better
since items measuring insomnia partly cover amount of
sleep per night. There is evidence from studies with
experienced meditators (note: our sample concerned
beginner meditators) of an interaction that takes place with
larger amounts of meditation that lead to higher states of
wakefulness and less sleeping hours (Britton et al., 2014).

Further, as expected, it was found that more meditation
sessions at home were correlated with increased levels of
general mindfulness, lower parental stress and lower inter-
nalizing symptoms; and more minutes spent meditating
with an increased sense of competence in parenting. The
findings of more home practice being associated with
increased mindfulness outcomes are rather intuitive and
support previous study findings of more frequent daily
meditations to lead to more mindfulness responses to daily
life events (Lacaille et al., 2018). Also, the association
between more practice and less parental stress was shown
before (e.g., Liu et al., 2021; Lo et al., 2020) as was the
association between more mindfulness and a decrease in
anxiety and depression (e.g., Parsons et al., 2017). How-
ever, we need to be aware that measurement of ‘mind-
fulness dosage’ was self-reported, retrospectively from

memory by the participants, and therefore needs to be
interpreted with some caution.

Clinical Implications

This study is supporting evidence to be optimistic about
treating parental outcomes with mindfulness-based pro-
grams for families with children with ADHD, as a potential
alternative to medicating the child. Since the same was
shown for children’s outcomes (Meppelink et al., 2024), it
can be recommended when a family with a child with
ADHD visits mental health care services, to offer the option
of mindfulness training, as a complement to or prior to
medication and behavioral parent/teacher training. Espe-
cially when it comes to issues such as over- reactive par-
enting, parental stress and sense of competence in parenting,
comorbid attention and internalizing problems of the par-
ents, mindfulness in parenting and self-compassion it may
be worth considering this option. Mindfulness skills are
learned for life, once integrated in a person’s life they
become internal qualities which may which may foster a
sense of empowerment. A parent can rely on his/her own
skills instead of an external agent like medication that also
wears of once its usage stops. Further, the effects of
mindfulness might spread throughout other domains of life,
such as work or the work-private balance.

Limitations, Strengths and Suggestions for Future
Research

Our study is limited by a couple of significant factors. The
first is that of parental bias in self-selecting to participate in
the mindfulness classes: when a family was randomized to
the mindfulness group, it was compulsory for at least one
parent to take part in the Mindful Parenting part of the
MYmind program. However, parents could chose them-
selves which one of them, or both, wanted to participate in
the actual meditations and home practices. Thus while this
study was a methodologically strong RCT, it’s plausible
that parents with a positive view on mindfulness took part in
the training, and those with a more negative view on
mindfulness did not which therefore did not automatically
guarantee randomness. A future study would benefit from a
randomization of parents to participate. Since the family
mindfulness program is quite intense with parents and
children both taking part in groups and home practices, it
would be interesting to see how effects on parents would
compare of taking only a Mindful Parenting course versus
the parallel parent and child courses. Our study is also
limited by a confounding factor in which families were
allowed to seek additional treatment between 4 and
10 months. While this was done for ethical reasons, it does
add an element of complexity to the study in detangling
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whether it is the mindfulness or the medication (or both)
that impacts the long-term outcomes. Generalizability
across countries and cultures is not possible with the current
study’s data since the sample consisted mainly of Western
European, relatively highly educated participants only.
Although similar findings were shown in samples of studies
on MYmind in Hong Kong (Wong et al., 2023; Zhang et al.,
2017) it is also known from intercultural studies that the
same style of parenting may have different functions in
different countries (e.g. Lansford et al., 2016).

Conclusion

To conclude, this study examined the effects on parental out-
comes between families randomized for a family mindfulness
program (MYmind) versus medication for children with
ADHD. We found parents in the mindfulness-based family
program to improve over parents whose children took medi-
cation for ADHD on parental over-reactivity, self-compassion,
sleep quality, stress, mindful parenting, self-compassion,
internalizing and attention problems. Findings suggest that
family mindfulness has broader effects on the functioning of
the whole family of a child with ADHD than medication.

Author contributions S.B., as principle investigator of the study,
developed the MYmind training, trained and supervised the facil-
itators, and as the director of UvA minds at the time of study, made it
feasible to conduct this study. E.B. wrote the grant application and
supervised R.M. and B.K.Z. All authors contributed to the design and
protocol of the study. B.K.Z. carried out the statistical analyses. R.M.
collected the data. B.K.Z. drafted the paper and the paper was modified
and supplemented by all other authors. All authors read and approved
the final manuscript.

Funding This study was funded by the Netherlands Organisation for
Scientific Research (NWO; Grant number 406-13-039).

Compliance with Ethical Standards

Conflict of Interest Brett Kosterman Zoller and Renee Meppelink have
no conflict of interest. Susan M. Bögels owns shares in UvA minds,
one of the participating treatment centres, and teaches professionals in
MYmind, for which she earns a salary. Esther de Bruin is the director
of UvA minds.

Ethical Approval The study was approved by the Medical Ethical
Committee of the Amsterdam Medical Centre (no. 2013_383).

Informed Consent Written informed consent was obtained from all
parents and children from the age of 12.

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as

long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

Abikoff, H., Hechtman, L., Klein, R. G., Weiss, G., Fleiss, K.,
Etcovitch, J., Cousins, L., Greenfield, B., Martin, D., & Pollack,
S. (2004). Symptomatic improvement in children with ADHD
treated with long-term methylphenidate and multimodal psycho-
social treatment. Journal of the American Academy of Child
Adolescent Psychiatry, 43, 802–811.

Achenbach, T. M. & Rescorla, L. A. (2003). Manual for the ASEBA
Adult Forms & Profiles. Burlington, Vermont: University of
Vermont,Research Center for Children, Youth, & Families.
Psychiatry Research, 28, 193–213.

Akwa G. G. Z. (2019). Zorgstandaard ADHD. https://www.ggzsta
ndaarden.nl/zorgstandaarden/adhd/

Alperin, A., Reddy, L. A., Glover, T. A., Bronstein, B., Wiggs, N. B.,
& Dudek, C. M. (2021). School-based interventions for middle
school students with disruptive behaviors: A systematic review of
components and methodology. School Psychology Review, 52,
180–205.

American Psychiatric Association (2013). Diagnostic and statistical
manual of mental disorders (DSM-5®). American Psychiatric
Pub.

Arnold, D. S., O’leary, S. G., Wolff, L. S., & Acker, M. M. (1993).
The Parenting Scale: a measure of dysfunctional parenting in
discipline situations. Psychological Assessment, 5, 137.

Barkley, R. A. (2015). Emotional dysregulation is a core component of
ADHD. In R. A. Barkley (Eds.), Attention-deficit hyperactivity
disorder (4th ed., pp. 81–115). Guilford Publication.

Ben-Naim, S., Gill, N., Laslo-Roth, R., & Einav, M. (2019). Parental
stress and parental self-efficacy as mediators of the association
between children’s ADHD and marital satisfaction. Journal of
Attention Disorders, 23, 506–516.

Bögels, S. M., Hellemans, J., van Deursen, S., Römer, M., & van der
Meulen, R. (2014). Mindful parenting in mental health care:
Effects on parental and child psychopathology, parental stress,
parenting, coparenting, and marital functioning. Mindfulness, 5,
536–551.

Bögels, S. M., Hoogstad, B., van Dun, L., de Schutter, S., & Restifo,
K. (2008). Mindfulness training for adolescents with externaliz-
ing disorders and their parents. Behavioural and Cognitive Psy-
chotherapy, 36, 193–209.

Bögels, S. M., Lehtonen, A., & Restifo, K. (2010). Mindful parenting
in mental health care. Mindfulness, 1, 107–120.

Bögels, S. M., Oort, F. J., Potharst, E., van Roosmalen, R., Williams,
J. M. G., & de Bruin, E. I. (2021). Family mindfulness training
for childhood ADHD: Short-and long-term effects on children,
fathers and mothers. Mindfulness, 12, 3011–3025.

Bögels, S. M., & Restifo, K. (2013). Mindful parenting: A guide for
mental health practitioners. Springer.

Bohlmeijer, E., Ten Klooster, P. M., Fledderus, M., Veehof, M., &
Baer, R. (2011). Psychometric properties of the five facet mind-
fulness questionnaire in depressed adults and development of a
short form. Assessment, 18, 308–320.

Journal of Child and Family Studies (2025) 34:2639–2660 2657

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.ggzstandaarden.nl/zorgstandaarden/adhd/
https://www.ggzstandaarden.nl/zorgstandaarden/adhd/


Breaux, R. P., & Harvey, E. A. (2019). A longitudinal stduy of the
relation between family functioning and preschool ADHD
symptoms. Journal of Clinical Child and Adolescent Psychology,
48, 749–764.

Brinkman, W. B., Simon, J. O., & Epstein, J. N. (2018). Reasons why
children and adolescents with attention-deficit/hyperactivity disorder
stop and restart taking medicine. Academic Pediatrics, 18, 273–280.

Britton, W. B., Lindahl, J. R., Cahn, B. R., Davis, J. H., & Goldman,
R. E. (2014). Awakening is not a metaphor: the effects of Bud-
dhist meditation practices on basic wakefulness. Annals of the
New York Academy of Sciences, 1307, 64–81.

Burgdorf, V., Szabó, M., & Abbott, M. J. (2019). The effect of
mindfulness interventions for parents on parenting stress and
youth psychological outcomes: A systematic review and meta-
analysis. Frontiers in Psychology, 10, 1336.

Buysse, D. J., Reynolds, C. F., Monk, T. H., Berman, S. R. & Kupfer,
D. J. (1989). The Pittsburgh sleep quality index: A new instru-
mentfor psychiatric practice and research. Psychiatry Research,
28, 193–213.

Centers for Disease Control and Prevention CDC. (2024). ADHD
treatment recommendations. Downloaded from: https://www.cdc.
gov/adhd/hcp/treatment-recommendations/index.html

Chan, S. K. C., Zhang, D., Bögels, S. M., Chan, C. S., Lai, K. Y. C.,
Lo, H. H. M., Yip, B. H. K., Lau, E. N. S., Gao, T. T., & Wong,
S. Y. S. (2018). Effects of a mindfulness-based intervention
(MYmind) for children with ADHD and their parents: protocol
for a randomised controlled trial. BMJ open, 8, e022514.

Cheung, K., & Theule, J. (2016). Parental psychopathology in families
of children with ADHD: A meta-analysis. Journal of Child and
Family Studies, 25, 3451–3461.

Childress, A. C., & Sallee, F. R. (2014). Attention-deficit/hyperactivity
disorder with inadequate response to stimulants: approaches to
management. CNS Drugs, 28, 121–129.

Chimiklis, A. L., Dahl, V., Spears, A. P., Goss, K., Fogarty, K., &
Chacko, A. (2018). Yoga, mindfulness, and meditation inter-
ventions for youth with ADHD: Systematic review and meta-
analysis. Journal of Child and Family Studies, 27, 3155–3168.

Choe, D. E., Olson, S. L., & Sameroff, A. J. (2013). Effects of early
maternal distress and parenting on the development of children’s
self-regulation and externalizing behavior. Development and
Psychopathology, 25, 437–453.

Coghill, D., Banaschewski, T., Cortese, S., Asherson, P., Brandeis, D.,
Buitelaar, J., Daley, D., Dankaerts, M., Dittmann, R. W.,
Doepfner, M., Ferrin, M., Hollis, C., Holtmann, M., Paramala, S.,
Sonuga-Barke, E., Soutullo, C., Steinhausen, H.-C., Van der
Oord, S., Wong, I. C. K., & Simonoff, E. (2023). Review: The
management of ADHD in children and adolescents: bringing
evidence to the clinic: perspective from the European ADHD
Guidelines Group (EAGG). European Child and Adolescent
Psychiatry, 32, 1337–1361.

Coghill, D. R., Banaschewski, T., Nagy, P., Otero, I. H., Soutullo, C.,
Yan, B., Caballero, B., & Zuddas, A. (2017). Long-term safety
and efficacy of lisdexamfetamine dimesylate in children and
adolescents with ADHD: A phase IV, 2-year, open-label study in
Europe. CNS Drugs, 31, 625–638.

Cohen, S. (1988). Perceived stress in a probability sample of the
United States. In S. Spacapan & S. Oskamp (Eds.), The social
psychology of health (pp. 31–67). Sage Publications, Inc.

Crane, R. S., Eames, C., Kuyken, W., Hastings, R. P., Williams, J. M.
G., Bartley, T., Evans, A., Silverton, S., Soulsby, J. G., & Sur-
awy, C. (2013). Development and validation of the Mindfulness-
Based Interventions–Teaching Assessment Criteria (MBI: TAC).
Assessment, 20, 681–688.

Daley, D., Van der Oord, S., Ferrin, M., Cortese, S., Danckaerts, M.,
Doepfner, M., Van den Hoofdakker, B. J., Coghill, D., Thomp-
son, M., & Asherson, P. (2018). Practitioner review: current best

practice in the use of parent training and other behavioural
interventions in the treatment of children and adolescents with
attention deficit hyperactivity disorder. Journal of Child Psy-
chology and Psychiatry, 59, 932–947.

Daley, D., Van der Oord, S., Ferrin, M., Danckaerts, M., Doepfner,
M., Cortese, S., Sonuga-Barke, E. J., & Group, E. A. G. (2014).
Behavioral interventions in Attention-Deficit Hyperactivity Dis-
order: a meta-analysis of randomized controlled trials across
multiple outcome domains. Journal of the American Academy of
Child Adolescent Psychiatry, 53, 835–847.e835.

Danielson, M. L., Claussen, A. H., Bitsko, R. H., Katz, S. M.,
Newsome, K., Blumberg, S. J., Kogan, M. D., & Ghandour, R.
(2024). ADHD prevalence among U.S. children and adolescents
in 2022: Diagnosis, severity, co-occurring disorders, and treat-
ment. Journal of Clinical Child and Adolescent Psychology, 53,
343–360.

de Bruin, E. I., Zijlstra, B. J., Geurtzen, N., van Zundert, R. M., van de
Weijer-Bergsma, E., Hartman, E. E., Nieuwesteeg, A. M., Dun-
can, L. G., & Bögels, S. M. (2014). Mindful parenting assessed
further: Psychometric properties of the Dutch version of the
Interpersonal Mindfulness in Parenting Scale (IM-P). Mind-
fulness, 5, 200–212.

Deater-Deckard, K. (1998). Parenting stress and child adjustment:
Some old hypotheses and new questions. Clinical psychology:
Science and Practice, 5, 314.

Deault, L. C. (2010). A systematic review of parenting in relation to
the development of comorbidities and functional impairments in
children with Attention Deficit Hyperactivity Disorder. Child
Psychiatry Human Development, 41, 168–192.

Duncan, L. G. (2007). Assessment of mindful parenting among parents
of early adolescents: Development and validation of the Inter-
personal Mindfulness in Parenting scale. The Pennsylvania State
University.

Duncan, L. G., Coatsworth, J. D., & Greenberg, M. T. (2009). A
model of mindful parenting: Implications for parent–child rela-
tionships and prevention research. Clinical Child and Family
Psychology Review, 12, 255–270.

Durand, V. M. (2021). Supporting families with children who display
severe challenging behavior. Research and Practice for Persons
with Severe Disabilities, 46, 199–207.

Eo, Y.-S., & Kim, J.-S. (2018). Parenting stress and maternal-child
interactions among preschool mothers from the Philippines,
Korea, and Vietnam: A cross-sectional, comparative study.
Journal of Transcultural Nursing, 29, 449–456.

Evans, S., Ling, M., Hill, B., Rinehart, N., Austin, D., & Sciberras, E.
(2018). Systematic review of meditation‑based interventions for
children with ADHD. European Child and Adolescent Psy-
chiatry, 27, 9–27.

Fang, Y., Boelens, M., Windhorst, D. A., Raat, H., & van Grieken, A.
(2021). Factors associated with parenting self-efficacy: A sys-
tematic review. Journal of Advances in Nursing, 77, 2641–2661.

Felver, J., Cary, E., Helminen, E., Schutt, M., Gould, L., Greenberg, M.,
Roeser, R., Baelen, R., & Schussler, D. (2022). Identifying core
program components of Mindfulness-based Programming for youth:
Delphi approach consensus outcomes. Mindfulness, 14, 1–14.

Graham, J., Banaschewski, T., Buitelaar, J., Coghill, D., Danckaerts,
M., Dittmann, R. W., Döpfner, M., Hamilton, R., Hollis, C., &
Holtmann, M. (2011). European guidelines on managing adverse
effects of medication for ADHD. European Child Adolescent
Psychiatry, 20, 17–37.

Graziano, P. A., McNamara, J. P., Geffken, G. R., & Reid, A. (2011).
Severity of children’s ADHD symptoms and parenting stress: A
multiple mediation model of self-regulation. Journal of Abnormal
Child Psychology, 39, 1073–1083.

Haack, L. M., Villodas, M. T., McBurnett, K., Hinshaw, S., & Pfiffner,
L. J. (2016). Parenting mediates symptoms and impairment in

2658 Journal of Child and Family Studies (2025) 34:2639–2660

https://www.cdc.gov/adhd/hcp/treatment-recommendations/index.html
https://www.cdc.gov/adhd/hcp/treatment-recommendations/index.html


children with ADHD-inattentive type. Journal of Clinical Child
Adolescent Psychology, 45, 155–166.

Haydicky, J., Shecter, C., Wiener, J., & Ducharme, J. M. (2013).
Evaluation of MBCT for adolescents with ADHD and their par-
ents: impact on individual and family functioning. Journal of
Child and Family Studies, 24, 76–94.

Heath, C. L., Curtis, D. F., Fan, W., & McPherson, R. (2015). The
association between parenting stress, parenting self-efficacy, and
the clinical significance of child ADHD symptom change fol-
lowing behavior therapy. Child Psychiatry and Human Devel-
opment, 46, 118–129.

Hutchison, L., Feder, M., Abar, B., & Winsler, A. (2016). Relations
between parenting stress, parenting style, and child executive
functioning for children with ADHD or autism. Journal of Child
and Family Studies, 25, 3644–3656.

Janssen, L., Kan, C. C., Carpentier, P. J., Sizoo, B., Hepark, S., Schel-
lekens, M. P. J., donders, A. R. T., Buitelaar, J. K., & Speckens, A.
E. M. (2018). Mindfulness-based cognitive therapy v. treatment as
usual in adults with ADHD: a multicentre, single-blind, randomised
controlled trial. Psychological Medicine, 49, 55–65.

Kabat-Zinn, J. (1982). An outpatient program in behavioral medicine
for chronic pain patients based on the practice of mindfulness
meditation: Theoretical considerations and preliminary results.
General Hospital Psychiatry, 4, 33–47.

Kabat-Zinn, J. (2003). Mindfulness-based interventions in context:
past, present, and future. Clinical Psychology: Science and
Practice, 10, 144–156.

Kabat-Zinn, J., & Kabat-Zinn, M. (2021). Mindful parenting: per-
spectives on the heart of the matter. Mindfulness, 12, 266–268.

Kerkhof, G. A., Geuke, M. E. H., Brouwer, A., Rijsman, R. M.,
Schimsheimer, R. J. & van Kasteel, V. (2013). Holland Sleep
DisordersQuestionnaire: a new sleep disorders questionnaire
based on the International Classification of Sleep Disorders-2.
Journal of Sleep Research, 22, 104–107.

Kent, K. M., Pelham, Jr, W. E., Molina, B. S., Sibley, M. H.,
Waschbusch, D. A., Yu, J., Gnagy, E. M., Biswas, A., Babinski,
D. E., & Karch, K. M. (2011). The academic experience of male
high school students with ADHD. Journal of Abnormal Child
Psychology, 39, 451–462.

Kooij, S. J., Buitelaar, J. K., Van den Oord, E., Rijnders, C. A., &
Hodiamont, P. P. (2005). Internal and external validity of
Attention-Deficit Hyperactivity Disorder in a population-based
sample of adults. Psychological Medicine, 35, 817–827.

Lacaille, J., Sadikaj, G., Nishioka, M., Carrière, K., Flanders, J., &
Knäuper, B. (2018). Daily mindful responding mediates the effect of
meditation practice on stress and mood: The role of practice duration
and adherence. Journal of Clinical Psychology, 74, 109–122.

Lansford, J. E., Bornstein, M. H., Deater-Deckard, K., Dodge, K. A.,
Al-Hassan, S. M., Bacchini, D., Bombi, A. S., Chang, L., Chen,
B.-B., Di Giunta, L., Malone, P. S., Oburu, P., Pastorelli, C.,
Skinner, A. T., Sorbring, E., Steinberg, L., Tapanya, S., Alampay,
L. P., Uribe Tirado, L. M., & Zelli, A. (2016). How international
research on parenting advances understanding of child develop-
ment. Child Development Perspectives, 10, 202–207.

Laugesen, B., & Groenkjaer, M. (2015). Parenting experiences of
living with a child with Attention Deficit Hyperactivity Disorder:
a systematic review of qualitative evidence. JBI Evidence
Synthesis, 13, 169–234.

Lee, J., Kim, K. H., Webster, C. S., & Henning, M. A. (2021). The
evolution of mindfulness from 1916 to 2019. Mindfulness, 12,
1849–1859.

Lee, Y.-C., Chen, C.-R., & Lin, K.-C. (2022). Effects of mindfulness-
based interventions in children and adolescents with ADHD: A
systematic review and meta-analysis of randomized controlled
trials. International Journal of Environmental Research in Public
Health, 19, 15198.

Li, J. J., & Lansford, J. E. (2018). A smartphone-based ecological
momentary assessment of parental behavioral consistency:
Associations with parental stress and child ADHD symptoms.
Developmental Psychology, 54, 1086.

Liu, P., Qiu, S., Lo, H. H. M., Song, X., & Qian, Q. (2021). Applying
the mindful parenting program among Chinese parents of chil-
dren with ADHD: A randomized control trial. Mindfulness, 12,
1473–1489.

Lo, H. H., Wong, S. W., Wong, J. Y., Yeung, J. W., Snel, E., & Wong,
S. Y. (2020). The effects of family-based mindfulness interven-
tion on ADHD symptomology in young children and their par-
ents: A randomized control trial. Journal of Attention Disorders,
24, 667–680.

Meppelink, R., de Bruin, E. I., & Bögels, S. M. (2016). Meditation or
Medication? Mindfulness training versus medication in the
treatment of childhood ADHD: a randomized controlled trial.
BMC Psychiatry, 16, 1–16.

Meppelink, R., de Bruin, E. I., Kosterman, B., Oort, F. J. A., &
Bögels, S. M. (2024). Comparing mindfulness training with
medication in the treatment of childhood ADHD: Results from an
RCT and a preference trial. Mindfulness, 15, 1–15. https://doi.
org/10.1007/s12671-024-02305-w.

Minde, K., Eakin, L., Hechtman, L., Ochs, E., Bouffard, R., Green-
field, B., & Looper, K. (2003). The psychosocial functioning of
children and spouses of adults with ADHD. Journal of Child
Psychology and Psychiatry, 44, 637–646.

Moen, ØL., Hedelin, B., & Hall-Lord, M. L. (2016). Family func-
tioning, psychological distress, and well-being in parents with a
child having ADHD. SAGE Open, 6, 2158244015626767.

Mofokeng, M., & van der Wath, A. E. (2017). Challenges experienced by
parents living with a child with Attention Deficit Hyperactivity Dis-
order. Journal of Child and Adolescent Mental Health, 29, 137–145.

Neece, C. L. (2014). Mindfulness-based stress reduction for parents of
young children with developmental delays: Implications for
parental mental health and child behavior problems. Journal of
Applied Research in Intellectual Disabilities, 27, 174–186.

Ohan, J. L., Leung, D. W., & Johnston, C. (2000). The Parenting
Sense of Competence Scale: Evidence of a stable factor structure
and validity. Canadian Journal of Behavioural Science/Revue
canadienne des Sciences du comportement, 32, 251–261.

Oliva, F., Malandrone, F., di Girolamo, G., Mirabella, S., Colombi, N.,
Carletto, S., & Ostacoli, L. (2021). The efficacy of mindfulness-
based interventions in attention-deficit/ hyperactivity disorder
beyond core symptoms: A systematic review, meta-analysis, and
meta-regression. Journal of Affective Disorders, 292, 475–486.

Parent, J., & DiMarzio, K. (2021). Advancing mindful parenting
research: An introduction. Mindfulness, 12, 261–265.

Parsons, C. E., Crane, C., Parsons, L. J., Fjorback, M. L. O., &
Kuyken, W. (2017). Home practice in Mindfulness-Based Cog-
nitive Therapy and Mindfulness-Based Stress Reduction: A sys-
tematic review and meta analysis of participants’ mindfulness
practice and its association with outcomes. Behaviour Research
and Therapy, 95, 29–41.

Patterson, G. R. (2002). Etiology and treatment of child and adolescent
antisocial behavior. The Behavior Analyst Today, 3, 133.

Pinquart, M. (2017). Associations of parenting dimensions and styles
with externalizing problems of children and adolescents: An
updated meta-analysis. Developmental Psychology, 53, 873.

Potharst, E. S., Boekhorst, M. G., Cuijlits, I., Van Broekhoven, K. E.,
Jacobs, A., Spek, V., Nyklíček, I., Bögels, S. M., & Pop, V. J.
(2019). A randomized control trial evaluating an online mindful
parenting training for mothers with elevated parental stress.
Frontiers in Psychology, 10, 1550.

Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction
and factorial validation of a short form of the self-compassion scale.
Clinical Psychology and Psychotherapy, 18, 250–255.

Journal of Child and Family Studies (2025) 34:2639–2660 2659

https://doi.org/10.1007/s12671-024-02305-w
https://doi.org/10.1007/s12671-024-02305-w


Reijneveld, S. A., de Meer, G., Wiefferink, C. H., & Crone, M. R.
(2008). Parents’ concerns about children are highly prevalent but
often not confirmed by child doctors and nurses. BMC Public
Health, 18, 124. https://doi.org/10.1186/1471-2458-8-124.

Rusch, H. L., Rosario, M., Levison, L. M., Olivera, A., Livingston, W.
S., Wu, T., & Gill, J. M. (2019). The effect of mindfulness
meditation on sleep quality: A systematic review and meta-
analysis of randomized controlled trials. Annals of the New York
Academy of Sciences, 1445, 5–16.

Salari, N., Heidarian, P., Hassani, R., Babajani, F., Abdolmaleki, A., &
Mohammadi, M. (2024). Comparison of the effectiveness of
treatments based on compassion, acceptance and commitment,
and mindfulness on anxiety disorders and depression: A sys-
tematic review and meta-analysis. Journal of Affective Disorders
Reports, 18, 100847.

Sayal, K., Prasad, V., Daly, D., Ford, T., & Coghill, D. (2018). ADHD
in children and youg people: Prevalence, care pathways, and
service provision. The Lancet Psychiatry, 5, 175–186.

Segal, Z. V., Teasdale, J. D., Williams, J. M., & Gemar, M. C.
(2002a). The Mindfulness-Based Cognitive Therapy Adherence
Scale: inter-rater reliability, adherence to protocol and treatment
distinctiveness. Clinical Psychology Psychotherapy, 9, 131–138.

Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2002b).
Mindfulness-based cognitive therapy for depression: A new
approach to preventing relapse. Guilford.

Siebelink, N. M., Bögels, S. M., Speckens, A. E., Dammers, J. T.,
Wolfers, T., Buitelaar, J. K., & Greven, C. U. (2021). A rando-
mised controlled trial (MindChamp) of a mindfulness-based
intervention for children with ADHD and their parents. Journal
of Child Psychology and Psychiatry, 63, 165–177.

Sonuga-Barke, E. J., Brandeis, D., Cortese, S., Daley, D., Ferrin, M.,
Holtmann, M., Stevenson, J., Danckaerts, M., Van der Oord, S.,
& Döpfner, M. (2013). Nonpharmacological interventions for
ADHD: systematic review and meta-analyses of randomized
controlled trials of dietary and psychological treatments. Amer-
ican Journal of Psychiatry, 170, 275–289.

Stijntjes, F., Hassink-Franke, L., Kruishoop, A., Beeres, M. P. J., Eekhof,
H., van Manen, S., Stoffelsen, R., Wensing, C. L., Fliers, E. A., Van
der Zalm, M., Wiersma, T. J., Verduijn, M. M., Burgers, J. S., De
Vries, L., & van Avendonk, M. J. P. (2014). Dutch Association of
General Practitioners (Nederlands Huisartsen Genootschap [NHG]) -
ADHD in children (M104). Downloaded: https://richtlijnen.nhg.org/
standaarden/adhd-bij-kinderen

Storebø, O. J., Ramstad, E., Krogh, H. B., Nilausen, T. D., Skoog, M.,
Holmskov, M., Rosendal, S., Groth, C., Magnusson, F. L., &
Moreira-Maia, C. R. (2015). Methylphenidate for children and
adolescents with Attention Deficit Hyperactivity Disorder.
Cochrane Database of Systematic Reviews, 11, CD009885.

Swanson, J. M. (2019). Debate: are stimulant medications for Atten-
tion Deficit Hyperactivity Disorder effective in the long term?.
Journal of the American Academy of Child and Adolescent
Psychiatry, 58, 936–938.

Tamminga, H., Reneman, L., Huizenga, H., & Geurts, H. (2016).
Effects of methylphenidate on executive functioning in
Attention Deficit Hyperactivity Disorder across the lifespan: a
meta-regression analysis. Psychological Medicine, 46,
1791–1807.

Theule, J., Wiener, J., Rogers, M. A., & Marton, I. (2011). Predicting
parenting stress in families of children with ADHD: Parent and
contextual factors. Journal of Child and Family Studies, 20,
640–647.

Theule, J., Wiener, J., Tannock, R., & Jenkins, J. M. (2013). Parenting
stress in families of children with ADHD: A meta-analysis.
Journal of Emotional and Behavioral disorders, 21, 3–17.

Thiruchelvam, D., Charach, A., & Schachar, R. J. (2001). Moderators
and mediators of long-term adherence to stimulant treatment in
children with ADHD. Journal of the American Academy of Child
Adolescent Psychiatry, 40, 922–928.

Topp, C. W., Ostergaard, S. D., Sondergaard, S., & Bech, P. (2015).
The WHO-5 Well-Being Index: A systematic review of the lit-
erature. Psychotherapy and Psychosomatics, 84, 167–176.

Valero, M., Cebolla, A., & Colomer, C. (2021). Mindfulness training
for children with ADHD and their parents: a randomized control
trial. Journal of Attention Disorders, 26, 755–766.

Van der Oord, S., Prins, P. J., Oosterlaan, J., & Emmelkamp, P. M.
(2008). Efficacy of methylphenidate, psychosocial treatments and
their combination in school-aged children with ADHD: a meta-
analysis. Clinical Psychology Review, 28, 783–800.

Venta, A., Velez, L., & Lau, J. (2016). The role of parental depressive
symptoms in predicting dysfunctional discipline among parents at
high-risk for child maltreatment. Journal of Child and Family
Studies, 25, 3076–3082.

Wiener, J., Biondic, D., Grimbos, T., & Herbert, M. (2016). Par-
enting stress of parents of adolescents with Attention Deficit
Hyperactivity Disorder. Journal of Abnormal Child Psychol-
ogy, 44, 561–574.

Wong, S. Y. S., Chan, S. K. C., Yip, B. H. K., Wang, W., Lo, H. H.
M., Zhang, D., & Bögels, S. M. (2023). The effects of mind-
fulness for youth (MYmind) versus group cognitive behavioral
therapy in improving attention and reducing behavioral problems
among children with Attention Deficit Hyperactivity Disorder and
their parents: A randomized controlled trial. Psychotherapy and
Psychosomatics, 92, 379–390. https://doi.org/10.1159/
000534962.

Zhang, D., Chan, S. K. C., Lo, H. H. M., Chang, C. Y. H., Chan, J. C.
Y., Ting, K. T., Gao, T. F., Lai, K. Y. C., Bögels, S. M., & Wong,
S. Y. S. (2017). Mindfulness-based intervention for Chinese
children with ADHD and their parents: A pilot mixed-method
study. Mindfulness, 8, 859–872.

Zwi, M., Jones, H., Thorgaard, C., York, A., & Dennis, J. A. (2011).
Parent training interventions for Attention Deficit Hyperactivity
Disorder (ADHD) in children aged 5 to 18 years. Cochrane
Database of Systematic Reviews, 12, CD003018. https://doi.org/
10.1002/14651858.

2660 Journal of Child and Family Studies (2025) 34:2639–2660

https://doi.org/10.1186/1471-2458-8-124
https://richtlijnen.nhg.org/standaarden/adhd-bij-kinderen
https://richtlijnen.nhg.org/standaarden/adhd-bij-kinderen
https://doi.org/10.1159/000534962
https://doi.org/10.1159/000534962
https://doi.org/10.1002/14651858
https://doi.org/10.1002/14651858

	Randomized Controlled Trial of Parent and Child Mindfulness Training (MYmind) versus Medication
	Abstract
	Highlights
	Introduction
	Guidelines of Treatment for (Symptoms of) ADHD in Children
	Medication and Behavioral Parent or Teacher Training for ADHD
	Mindfulness-based Interventions for Parents
	Family-based Mindfulness Interventions and ADHD
	Previous Studies on the MYmind Program for Children and Parents
	Aim of the Current Study

	Methods
	Design and Procedure
	Participants
	Intervention and Treatment Integrity
	Measures
	Parental Stress
	Parental Mindfulness and Self-compassion
	Parental ADHD
	Parental Well-being
	Mindfulness Dosage

	Analyses

	Results
	Parental Stress
	Parental Mindfulness and Self-compassion
	Parental ADHD
	Parental Well-being
	Correlations between Meditation and Outcomes
	Additional Treatment between 4- and 10-months Follow-up

	Discussion
	Parental Stress
	Parental Mindfulness and Self-compassion
	Parental ADHD
	Parental Well-being
	Mindfulness Dosage
	Clinical Implications
	Limitations, Strengths and Suggestions for Future Research

	Conclusion
	Compliance with Ethical Standards

	ACKNOWLEDGMENTS
	References


