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From Research to Practice

Introduction

Having ADHD can have an important impact on the life of 
children with ADHD and their parents. Symptoms of inat-
tention and hyperactivity-impulsivity are at the core of 
this neurodevelopmental disorder (American Psychiatric 
Association, 2013). However, the ADHD population is 
very heterogeneous regarding profiles of core symptoms, 
co-morbidities (e.g., sleep, mood, anxiety, substance use, 
autism spectrum disorders [ASD]), cognitive deficits (e.g., 
in cognitive control, reward sensitivity, timing), functional 
impairment (e.g., school failure, family conflict, low self-
esteem) as well as positive traits (e.g., creativity, integrity, 
energy, humor) (Faraone et al., 2015; Sedgwick et al., 
2019). Quality of life of children and their parents is nega-
tively affected by child-ADHD, and rated lower in the 
presence of co-morbidities of the child and negative per-
ceptions of the parent regarding the experience of raising 
a child with ADHD (Cappe et al., 2017; Hakkaart-van 
Roijen et al., 2007). Furthermore, parental psychopathol-
ogy—which is more prevalent among parents of children 
with ADHD—has an impact on parenting, the child’s  
mental health and reduces efficacy of evidence-based 

treatments for child-ADHD (Deault, 2010; Evans et al., 
2018b; Rasmussen et al., 2018). Family mindfulness-
based intervention (MBI) is a new approach in the treat-
ment of child-ADHD with the potential to improve the 
lives of both children and parents (Bögels et al., 2008). At 
this early stage along the intervention development and 
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Abstract
Objective: We describe qualitative results on facilitators and barriers to participating in a family mindfulness-based 
intervention (MBI) for youth with ADHD and their parents and perceived effects on child and parent. Method: Sixty-nine 
families started the 8-week protocolized group-based MBI called “MYmind.” After the MBI, individual semi-structured 
interviews were conducted with a purposive sample of parents (n = 20), children (n = 17, ages 9–16 years), and mindfulness 
teachers (n = 3). Interviews were analyzed using Grounded Theory. Results: Facilitators and barriers regarding contextual 
factors (e.g., time investment), MBI characteristics (e.g., parallel parent–child training), and participant characteristics 
(e.g., ADHD-symptoms) are described. Perceived effects were heterogeneous: no/adverse effects, awareness/insight, 
acceptance, emotion regulation/reactivity, cognitive functioning, calmness/relaxation, relational changes, generalization. 
Conclusion: MYmind can lead to a variety of transferable positively perceived effects beyond child ADHD-symptom 
decrease. Recommendations on MYmind participant inclusion, program characteristics, mindfulness teachers, and evaluating 
treatment efficacy are provided. (J. of Att. Dis. 2021; 25(13) 1931-1942)
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evaluation trajectory (Medical Research Council [Dunning 
et al., 2019)]), qualitative research can be used to inform 
and optimize treatment programs, assessment batteries 
and implementation. We describe a qualitative study to 
gain insight in facilitators and barriers to participate in a 
family MBI, and to explore the scope of perceived treat-
ment effects of children with ADHD and their parents.

Mindfulness is often defined as the trainable capacity 
to pay attention to experiences in the present moment, on 
purpose, in a non-judgmental, non-reactive, and open-
hearted way (Kabat-Zinn, 1990, 2003). One proposed 
mechanism of mindfulness meditation is that attention 
control, emotion regulation, and self-awareness are core 
components that jointly enhance self-regulation (Tang 
et al., 2015). Impairments in self-regulation are implicated 
in various psychiatric disorders like ADHD, depression, 
anxiety, and substance abuse, which explains the impact 
mindful awareness can have on a broad range of psycho-
pathology (Wielgosz et al., 2019). In family MBI, both 
intrapersonal and interpersonal processes play a role. 
Examples of mindful awareness in the parent–child rela-
tionship are “attention in listening to the child,” “reactiv-
ity in parenting,” and “responsiveness to child’s needs and 
emotions” (Duncan et al., 2009).

Most MBI’s used in a clinical setting are based upon the 
8-week group Mindfulness-Based Stress Reduction (MBSR) 
program of Kabat-Zinn (2011). MBI’s have been adapted to be 
applied in children and also to cultivate mindful parenting. A 
meta-analysis on the effects of MBI’s in children and adoles-
cents demonstrated positive effects on executive function, 
attention, negative behaviors, depression, anxiety/stress, and 
mindfulness (Dunning et al., 2019). A meta-analysis on mind-
ful parenting training showed reductions of parenting stress 
which in turn had a positive effect on externalizing and cogni-
tive outcomes of the child (Burgdorf et al., 2019). Regarding 
families with a child with ADHD specifically, MBIs for chil-
dren and/or their parents resulted in improvements for children 
in ADHD-symptoms, internalizing and externalizing behavior, 
academic performance, and parent-rated social functioning 
and self-esteem; parents improved on ADHD-symptoms, sat-
isfaction, and happiness; and improvements in parent–child 
relationships were found (Cairncross & Miller, 2020; Evans 
et al., 2018a; Zhang et al., 2018). However, most of these stud-
ies were small, uncontrolled, non-randomized, and/or had 
unblinded raters). Except for ADHD-symptoms, little is known 
about what other outcomes would be relevant to assess. To 
address methodological limitations of previous studies, we ini-
tiated the MindChamp study (Siebelink et al., 2018): a well-
powered pre-registered RCT of a family MBI for children with 
ADHD and their parents. Alongside this RCT, we conducted 
qualitative research to allow a more open bottom-up explora-
tion of personal narratives and do more justice to the heteroge-
neity of experiences and the perspective of the people receiving 
healthcare (Greenhalgh et al., 2016).

The aim of the present qualitative study is to gain insights 
in facilitators, barriers, and perceived effects of participa-
tion in an MBI for families with a child with ADHD 
(MYmind). For this, we conducted semi-structured indi-
vidual interviews with both parents and children (aged 
9–16 years) who participated in the MBI, and mindfulness 
teachers who administered the intervention. The present 
study builds on a previous mixed-method pilot study on 
MYmind for children aged 8 to 12 years and their parents 
(N = 11 families) from Hong Kong, which was conducted in 
an entirely different geographical location and culture 
(Zhang et al., 2017).

Methods

Study Design

This qualitative study is conducted along with the 
MindChamp RCT which examined the additional value of a 
family MBI to care-as-usual for children with ADHD and 
their parents. The study protocol was ethically approved by 
CMO Arnhem-Nijmegen and registered under number 
2015–1938. Written informed consent was obtained from 
parents and children from the age of 12. The interviews were 
scheduled at least after the 2-month follow-up assessments 
for the RCT. We followed the Consolidated Criteria for 
Reporting Qualitative Research (COREQ; Tong et al., 2007; 
see Supplemental Table 1).

Participants

Interviews were conducted with parents and children who 
received family MBI, and mindfulness teachers who pro-
vided the training. Participants were derived from four dif-
ferent MBI groups, across a period of 1 year. Eligibility 
criteria were: (a) child has a clinical ADHD diagnosis 
based on the Diagnostic and Statistical Manual of Mental 
Disorders-5 (American Psychiatric Association, 2013), (b) 
child is 8 to 16 years old, (c) child and parent have an esti-
mated IQ > 80, (d) child and parent have adequate mastery 
of Dutch language, and (e) child and parent have no psy-
chosis, bipolar illness, active suicidality, untreated post-
traumatic stress disorder, or substance use disorder that 
impedes functioning.

Purposive sampling was used to obtain a diverse sam-
ple reflecting a broad scope of experiences and views 
(Boeije, 2016). To this end, we first recruited families that 
were eligible at the time the interviews started. In the next 
step, we recruited all subsequently eligible families that 
would help diversify the sample regarding child age, eth-
nical background, ADHD-medication use, and MBI atten-
dance. Sampling ended when data saturation was reached, 
that is, when no new relevant knowledge was being 
obtained from new participants (Tong et al., 2007). Finally, 
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20 parents (n = 6 fathers) and 17 children (9–16 years old, 
n = 10 boys) from 19 families (demographics in Table 1), 
and all mindfulness teachers (n = 3, all female) partici-
pated in the qualitative study (Figure 1). Three families 
that discontinued with the MBI were approached for an 
interview, but only one parent approved to participate. 
Eighteen families completed the MBI with an average 
attendance rate of 7.4 out of 8 sessions (range 5–8).

Intervention

MYmind MBI (Bögels, 2020) comprised eight weekly 
90-min group sessions for children with ADHD, and par-
allel group sessions for parents. The child-group with one 
mindfulness teacher and a co-teacher was separate from 
the parent-group with another mindfulness teacher. Only 
parts of session 1, 5, 8, and the follow-up session took 
place together. Groups started at 4:30, 6:00, 6:30, or 7:30 
p.m. and consisted of five to eight families. The program 

consisted of regular mindfulness exercises (e.g., sitting 
meditation, body scan, breathing space) alternated with 
yoga and exercises addressing specific issues of families 
with a child or adolescent with ADHD (van de Weijer-
Bergsma et al., 2012; van der Oord et al., 2012). Children 
were taught to practice non-reactivity and to be aware of 
impulses and judgments in a friendly, curious way. Parents 
were taught mindful parenting, including mindfulness 
skills and compassion for themselves. Daily homework 
was required (15 and 30–45 min for child and parent, 
respectively), for 6 days a week, supported by a child- and 
parent-workbook and audio-meditations. A reward sys-
tem was incorporated to motivate children for the ses-
sions and at-home practice. The mindfulness teachers 
closely adhered to the MYmind program. In groups with 
children with comorbid ASD, mindfulness teachers made 
practices predictable and used less metaphors. Three 
experienced mindfulness teachers were involved, with a 
background in educational studies and/or social work 
with children with special needs. All mindfulness teach-
ers met internationally acknowledged quality criteria (see 
Siebelink et al., 2018), in accordance with UK Network 
for Mindfulness-Based Teachers (2011).

Procedure

Individual semi-structured interviews were conducted. 
Parent interviews were conducted by experienced and certi-
fied female interviewers (SK and CG), child interviews also 
by two trained female research interns (FvH and JH), and 
mindfulness teachers by SK. Interviewers were not involved 
in providing the MBI or conducting assessments for the 
RCT. SK invited participants by phone. Prior to the inter-
views, the researchers explained their reasons for the inter-
view, as well as their role in the qualitative study. Interviews 
took place at a location preferred by participants, mostly 
their homes. In a few cases other family members were at 
home but they did not interfere with the interview. The inter-
viewers followed a pilot-tested topic guide (Supplemental 
Table 2) and used open-ended questions (e.g., “Can you tell 
me about the mindfulness homework?”). Participants were 
also asked about possible adverse effects. Researcher obser-
vations from the interview were kept in a logbook. All inter-
views were audio-recorded and transcribed verbatim. In the 
member-check all participants agreed on the accuracy of the 
transcription of their interview and did not censor the con-
tent. No repeat interviews were carried out. Interviews lasted 
between 30 and 60 minutes.

Qualitative Analysis

The transcripts of the interviews were analyzed based on 
Grounded Theory (Glaser & Strauss, 2008) using a quali-
tative software package (Atlas.ti version 8.0, Scientific 

Table 1. Demographic Characteristics of the Interviewed 
Participants After the MYmind Mindfulness-Based Intervention: 
Children With ADHD (n = 17) and Their Parents (n = 20).

Characteristics Children Parents

Age in years at interview, M (range) 12 (9–16) 45 (38–59)
Gender, male, n (%) 10 (59) 6 (30)
Intelligence quotient (IQ), n (%)
 Low Average (80–89) 2 (12) 0 (0)
 Average (90–109) 7 (41) 5 (25)
 High average (110–119) 4 (24) 4 (20)
 Very high (120–129) 2 (12) 3 (15)
 Extremely high (130 and higher) 1 (6) 3 (15)
 Missing 1 (6) 5 (25)
Education, n (%)
 Special needs primary education 2 (12)  
 Primary education 9 (53)  
 Secondary education 6 (35)  
 Secondary vocational education 3 (15)
 Higher professional education 10 (50)
 University education 6 (30)
 Missing 1 (5)
Ethnicity, n (%)
 Western European 15 (88) 18 (90)
 Arabic 1 (6) 1 (5)
 East Asian 1 (6)  
 Eastern European 1 (5)
ADHD-medication, n (%) 11 (65) —
Previous ADHD-treatment, n (%) 16 (94) —
Comorbid diagnosis, n (%)
 No 11 (65) —
 Yesa 5 (29) —
 Missing 1 (6) —

aDyslexia/language disorder (n = 2), autism spectrum disorder (n = 2), 
Tourette’s disorder (n = 1).
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Software Development GmbH, Berlin, Germany). That 
is, participants’ quotes were the starting point leading  
to the creation of (sub)themes; a bottom-up approach. 
After familiarizing with the data of the first interviews, 
researchers started focused coding of the data segments 
that were relevant for answering the research question. 
Two researchers coded independently, followed by com-
paring codes and discussing differences to derive inter-
coder reliability. The obtained list of codes was used for 
the successive interviews in order to efficiently address 
further information gaps. This way, data collection and 
analysis alternated, following an iterative process (Charmaz, 
2014). This process included the construction of themes 
and subthemes by combining codes during a meeting with 
AS, CG, SK, and FvH. Any further adjustments to the 
codes or themes were made after discussion and verifica-
tion of the data by at least two of the researchers, subse-
quently proposed to the whole team. These steps were 

repeated where needed until agreement among all authors 
was reached. Participants were not involved in the analy-
ses of the data.

Results

Two result sections on (1) facilitators and barriers and (2) 
perceived effects are divided into a main section based on 
the interviews with parents about themselves and about 
their children, and a triangulation section based on the per-
spectives of children and mindfulness teachers.

Facilitators and Barriers

Three broad themes of perceived facilitators and barriers 
were extracted from the parent interviews: (a) contextual 
factors, (b) MBI characteristics, and (c) participant char-
acteristics. These themes could be further divided into 

Figure 1. Participant flow through the study.
Note. RCT = randomized controlled trial; MBI = mindfulness-based intervention.
aMBI participants were primarily families that were randomized to the intervention-group for the MindChamp RCT (RCT-MBI). If there were remain-
ing places on the MBI, these were filled with families who had already completed the control-group of the RCT (RCT-control), and families that only 
participated in the qualitative study.
bn = 6 discontinued.
cReasons: lack of time and interest.
dOf one family, both parents participated in the MBI and in the qualitative study.
eReasons: lack of time and interest (n = 3), interviewing was considered too demanding for the children (n = 2).
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subthemes, respectively: (a) participating as a family, 
where and when, and time investment, (b) content of MBI, 
mindfulness teachers, and other participants, and (c) per-
sonal characteristics, view on mindfulness, and child age. 
All (sub)themes could act as both facilitator and barrier, 
and applied to both parents and children (except child 
age). Illustrative quotes per subtheme are provided in 
Supplemental Tables 3 and 4.

Contextual factor: Participating as a family. The main facilita-
tor, mentioned by almost every parent, was that parent and 
child acted as a co-teacher for each other. Parents reminded 
their children of the MYmind homework, guided them in 
how to practice or adapted the environment to facilitate 
their children’s practice. In turn, children reminded their 
parents to apply learned mindfulness practices in stressful 
situations. Other facilitating elements for parents were sup-
port and involvement of their partner and their love for their 
children. Barriers were interference of the MBI with the 
regular family structure for both parents and children. Fur-
ther, the MBI evoked jealousy of some siblings and some 
children were embarrassed to practice at home with family 
members present.

Contextual factor: Where and when. Children found the time 
slot of the MBI sessions hindering (just before or just after 
dinner time, or ending too late), especially when combined 
with long traveling. On the other hand, traveling was some-
times experienced as quality time together. For both chil-
dren and parents, overlap of the MBI sessions with other 
activities were perceived as a barrier. Furthermore, parents’ 
opinions on the MBI locations were mixed, but rooms also 
varied across groups.

Contextual factor: Time investment. For both parents and 
children, the joint parts of the MBI (e.g., practicing mind-
fulness together; talking about the MBI) was perceived as 
positive quality time together, which motivated them to 
continue the MBI. However, they also struggled making 
time for the MBI and considered the homework too time-
consuming. For parents, a busy schedule and everyday hus-
tle and bustle were perceived to be most limiting in attending 
the MBI, home practice and applying learned techniques. 
Most families did not continue longer meditations after 
MBI completion because it was too time-consuming. On 
the other hand, most did continue the “breathing space” 
and/or informal mindfulness practices.

MBI characteristics: Content of MBI. Within this subtheme 
parents considered the variety in training content and prac-
tices, supportive materials, and parallel training as facilitat-
ing. Forming a shared language was perceived as an 
opportunity to remind each other to be mindful (e.g., 
“you’re on the highway” when reacting on autopilot). From 

many interviews it emerged that both parents and children 
found the “breathing space” easy and helpful to implement 
in daily life. Some parents missed depth and preferred lon-
ger sessions, others considered the sessions rather long with 
regard to time investment. Several parents thought more 
sessions were necessary to fully implement mindfulness in 
their lives. For most children, the 1.5-hr sessions with one 
short break were too long regarding their abilities to con-
centrate. Lack of movement during meditations was also 
mentioned as barrier for children; the yoga-exercises were 
essential because they allowed them to physically move.

MBI characteristics: Other participants. This was a key facili-
tator for parents, especially the opportunity to exchange 
(sharing and hearing) experiences with parents of children 
with ADHD. Feeling supported and understood by others 
was facilitating. On the other hand, strong personalities and 
other parents harshly expressing their opinion were per-
ceived as barriers. Few described a small group size as a 
barrier, as there were only a few others to connect with. For 
children, being in a group with other children with ADHD 
made them feel connected and they recognized themselves 
in one another. However, it was sometimes perceived as a 
barrier when other participants expressed excessive hyper-
active or unpredictable behavior.

MBI characteristics: Mindfulness teachers. Most parents felt 
supported by the mindfulness teachers and mentioned their 
overall pleasant attitude, expertise, and understanding. 
Also, the pleasant, calming voice of a teacher was often 
mentioned. On the other hand, some parents and children 
thought that teachers should lead the group more strictly 
and address strong personalities in the group more directly. 
For one parent this resulted in being reluctant to share per-
sonal experiences and feelings in the group.

Participant characteristics: Personal characteristics. Limiting 
factors for parents were falling back into old habits like 
being on auto-pilot and rushing on in everyday life. Experi-
encing ADHD-symptoms themselves was considered both 
a barrier and facilitator. One father with ADHD perceived 
lack of concentration and being distracted easily while 
practicing mindfulness as a barrier. On the other hand, a 
mother reported that being less mindful because of her 
ADHD-symptoms was motivating her to practice mindful-
ness. Being conscientious such as making personal dead-
lines and structuring the practice of mindfulness tasks was 
found helpful by the parents. For children, ADHD-symp-
toms and comorbidity (e.g., ASD, behavior disorders or 
Tourette’s disorder) were mentioned as barriers due to dif-
ficulty concentrating on the exercises and processing infor-
mation, overstimulation, the urge to move, and oppositional 
behavior. Having a social nature was reported as a facilita-
tor for children to participate in the group.
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Participant characteristics: View on mindfulness. Mindfulness 
was viewed as an alternative for ADHD-medication by 
some parents and children, which motivated them to start 
and/or keep up with the MBI. Other parents saw MBI as a 
possibility to support their children alongside ADHD-med-
ication. Investing in mindfulness now for future use was 
another facilitating view. Parents described this as “planting 
a seed” or “owning a toolbox with mindfulness exercises” 
ready for use when a specific situation calls for it. One par-
ent reported her aversion against the “bodyscan” exercise 
and for one child his aversion to mindfulness exercises in 
general was a barrier. Some parents felt sceptical about 
mindfulness at first, but this feeling changed as they noticed 
mindfulness was helpful.

Participant characteristics: Child age. Variations in age in the 
child group were perceived as barriers by parents. Further-
more, parents described barriers for their children such as 
the inability to grasp the essence of mindfulness, a lack of 
insight in causes and effects and difficulty with initiating 
practices. Parents related those barriers with their child 
“being (mentally) too young.”

Triangulation (based on child and mindfulness teacher inter-
views). Contrary to what parents said, age differences in the 
child-group were not perceived as barriers by children. Most 
children mentioned that they connected with other group 
members, regardless of age. One child had expected in 
advance that the children would be “weird and a bit crazy,” 
but they turned out to be quite ordinary. Most children liked 
being in the group because they could be themselves and felt 
accepted. What decreased the mutual connectedness in the 
group was when other children were too noisy and exces-
sively hyperactive. Children wanted the mindfulness teachers 
to interfere, but this did not always happen. On the other hand, 
the non-judgmental attitude, as well as the calm approach of 
the mindfulness teachers were important facilitators for chil-
dren. Further, contrary to the parents, children did not mention 
negative experiences concerning the training room.

In general, mindfulness teachers’ views were in line with 
the statements made by parents on perceived facilitators 
and barriers. They stressed the facilitating effects for the 
participants of attending MBI as parent–child dyad and 
with a peer group, but also acknowledged challenges with 
severe disruptive child behavior and parental psychopathol-
ogy (e.g., ASD). A low-stimulus room for the child sessions 
was recommended by mindfulness teachers. Further, time 
pressure by following the protocol during MBI sessions 
was a barrier for teachers, especially when parents felt the 
need to share experiences. Some parents also wished to dis-
cuss more practical parenting issues. Furthermore, all teach-
ers wanted to have more say in who was included in the 
MBI. They had doubts regarding the inclusion of children 
with severe behavioral problems (e.g., oppositional deviant 

disorder), the low age-limit of 8 years and the low IQ-limit 
of 80. Further, they preferred not too many children per 
group (e.g., 6/7) within roughly the same age range (e.g., 
max. 3 years apart). Lastly, the medication dose of the chil-
dren was essential for teachers to provide the MBI properly. 
That is, too much medication resulted in apathy, worn off or 
forgotten medication could result in excessive hyperactivity 
and disturbing the group.

Perceived Effects

Perceived effects for both the participating children and 
parents, as reported by the parents, could be fitted into eight 
themes: (a) no/adverse effects, (b) awareness/insight, (c) 
acceptance, (d) emotion regulation/reactivity, (e) cognitive 
functioning, (f) calmness/relaxation, (g) relational changes, 
and (h) generalization. Illustrative quotes per theme are pro-
vided in Supplemental Tables 5 and 6.

No/adverse effects. Many parents initially described that their 
children experienced little to no effects, especially regarding 
their ADHD-symptoms. However, as the interviews moved 
on, all participating parents described several specific per-
ceived effects, as summarized below. Although ADHD-
symptoms did not disappear after MBI, improvement was 
perceived in ADHD-related symptoms and/or other domains. 
Further, adverse effects were mentioned regarding home-
work and the reward system: parents felt pressured by the 
amount of homework for themselves and felt guilty when 
they did not manage to help the child; children were disap-
pointed when they did not get all points and felt frustrated 
when other children got their points unfairly (i.e., ticking off, 
while they did not actually practice at home). In addition, one 
specific adverse effect was described: a child was more 
(hyper)active in the evening following a mindfulness session. 
In contrast to her mother who was calm and relaxed after the 
session, the daughter showed enthusiasm, talked much, and 
had a desire to be physically active and eat.

Awareness and insight. Increased intrapersonal awareness 
for parents and children concerned bodily sensations, 
thoughts, behaviors and habitual patterns. On an interper-
sonal level, parents described that their awareness of their 
child’s problems increased through the MBI, and that they 
became aware of their critical view of their child. Children 
became more aware of their own emotions, (ADHD-related) 
behavior, the effects of this behavior on others and vice 
versa. Furthermore, parents gained insights into their own 
needs, behavior, parenting, and their underlying views. Par-
ents experienced the importance of spending time alone, but 
also mindfully spending time with their child. Parents and 
children developed more insight in and empathy toward 
each other’s emotions, needs and behavior, and that of other 
family members.
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Acceptance. Parents experienced self-acceptance and the 
ability to be kinder toward themselves. Besides, parents 
described that they accepted others more as well, mainly 
their children with ADHD, but also their partner with 
ADHD-characteristics, if applicable. One parent described 
that she now stopped trying to fit her daughter and the rest 
of the family into norms or standards of others. For chil-
dren, self-acceptance improved for both their ADHD-
behavior and cognitive functioning.

Reactivity and emotion regulation. Parents reported becom-
ing less reactive toward their children; thinking more about 
their responses, instead of reacting automatically, and by 
doing so getting angry less quickly. Parents and children 
used the “breathing space” frequently. It helped them to 
regulate emotions in challenging situations and respond 
more calmly and in control. In addition, by pausing or turn-
ing away from stressful situations at school or at home, they 
managed to react less impulsively.

Cognitive functioning. Improved cognitive functioning com-
prised different forms of attention, planning, and keeping 
structure. One parent described how his functioning at work 
improved through breaking down his work in smaller tasks, 
creating overview and improving his ability to plan and esti-
mate quantity, as a result of “taking distance from a mindful-
ness perspective.” Furthermore, parents mentioned getting a 
clearer overview in stressful situations, as well as being bet-
ter in determining a strategy to deal with challenging situa-
tions. The children started planning more themselves and 
some became less forgetful after the MBI.

Calmness and relaxation. Parents described that they felt 
more relaxed in general and that they were better able to 
find peace in themselves. In addition, they took mental and 
physical breaks more often to relax or calm down. Further, 
some parents mentioned that the “bodyscan” helped them 
or their children to better fall asleep. Several parents said 
that their child had learned to actively seek moments of rest, 
for example, finding a quiet place at school when they felt 
their environment was too busy and stressful. By doing this, 
children felt and behaved calmer in general.

Relational changes. All parents described relational changes. 
They experienced an increasingly warmer relationship with 
their child with ADHD. Both quality and quantity of con-
versations increased, in some cases resulting in the preven-
tion of conflicts. Parents mentioned their children had fewer 
quarrels at home and at school. Parents and children shared 
experiences, helped each other, and allowed feedback. 
Acceptance and understanding grew. Some parents lowered 
their expectations for their child because they became aware 
that what they viewed as unwillingness was often inability. 
Others now saw that their child had more abilities than they 

thought, resulting in giving more responsibilities and being 
less controlling. Besides, relationships with other family 
members improved as well.

Generalization. Generalization beyond MBI context entailed 
the transfer of effects to school, work, leisure time activities, 
and other social contacts. A few parents described using 
mindfulness for their own personal growth and development. 
For example, one father approached all sorts of situations in 
a more mindful way; instead of acting immediately and want-
ing to be in control, he stepped back and took a pause to 
reflect on the situation. One parent wanted to become a mind-
fulness teacher herself after following the MBI. Teachers at 
school mentioned to parents that children were able to focus 
better and behave more calmly. Improvement of school 
results was reported, as well as general functioning at school. 
For children, altered social interactions (at school) resulted in 
making new friends. One parent mentioned her child enjoyed 
going to school again since the MBI.

Triangulation (based on child and mindfulness teacher inter-
views). The gathered information from parents about per-
ceived effects was supported by interviews of the children. 
One perceived effect was more pronounced in children, 
which was the use of mindfulness (specifically the 
“bodyscan”), to prepare themselves for sleep and falling 
asleep faster.

Overall, mindfulness teachers confirmed the perceived 
effects described by parents. Additionally, they mentioned 
that mindfulness helped parents with being aware of (paren-
tal) stress or reducing (parental) stress. Also, the adverse 
effect of the reward system was confirmed: for some chil-
dren it mainly brought experiences of failure. One mindful-
ness teacher suggested to target the parents for home 
practice; to let them be a role model.

Discussion

This qualitative study provides a rich systematic exploration 
of facilitators, barriers, and perceived effects that are consid-
ered important by the people receiving and providing a family 
MBI in the treatment of child-ADHD. This study builds on 
previous mixed-method research from Hong Kong (Zhang 
et al., 2017). We described facilitators and barriers within the 
following key themes: contextual factors, MBI characteristics 
and participant characteristics. A facilitator that stood out was 
the parallel parent–child training design. Among others, this 
motivated families to adhere to the MBI. Due to a paucity of 
studies, it is yet unknown to what extent family-based inter-
ventions enhance treatment effects compared to child- or par-
ent-only MBI (Zhang et al., 2018). “Time” in the context of 
planning and time investment was a pronounced barrier for 
both parents and children, consistent with findings of Zhang 
et al. (2017). The MYmind program asks at least twice the 



1938 Journal of Attention Disorders 25(13)

time investment for the mindful parenting part than what is 
considered feasible according to a qualitative co-design study 
with stressed parents of children with ADHD, and healthcare 
providers working with this population (Ruuskanen et al., 
2019). Therefore, future studies could examine the efficacy of 
a program with less homework, sessions, and/or shorter prac-
tices (e.g., Honggui et al., 2020), or with a different schedule 
such as a weekend training (e.g., Taren et al., 2017), and 
whether this could attract a larger proportion of families with 
a child with ADHD who are in need of help. Another format 
used for people for whom a classic MBI (i.e., 8-week group-
based) might be too demanding is an internet-based program; 
not yet investigated as family MBI for ADHD as well. 
Although this provides flexibility in when, where and how 
participants engage in MBI, the absence of practicing in the 
presence of a peer group as well as the type of participant-
teacher contact are examples of barriers (Compen et al., 
2017). Other participants, the physicality of some practices 
and the positive attitude of the mindfulness teachers were also 
pronounced facilitators for parents and children in the present 
study. However, too disruptive behavior of other participants 
was a barrier. Extra guidance beyond the MYmind program 
was required for children with more severe externalizing 
behavior, like in Zhang et al. (2017). The mindfulness teach-
ers also stressed the importance of well-adjusted ADHD-
medication. Whereas hyperactive-impulsive behavior could 
be a barrier for other participants, inattentiveness was rather 
an internal barrier. Nevertheless, also for children with hyper-
active-impulsive symptoms, group-based MBI has advan-
tages: Being confronted with the behavior of others enabled 
positive recognition, awareness and insight of one’s own 
behavior and created an ecologically valid learning situation 
with distractions. Parental ADHD-symptoms were also a 
motivator as parents expected MBI to be helpful for ADHD. 
Hence, psychological symptoms of parents could improve 
compliance with family MBI.

Concerning the results on perceived effects, eight themes 
were found: no/adverse effects, awareness/insight, acceptance, 
emotion regulation/reactivity, cognitive functioning, calmness/
relaxation, relational changes, and generalization. Themes 
included mindfulness-specific (e.g., increased acceptance and 
compassion, less reactivity) and more general perceived effects 
(e.g., improved relationships). The initial reaction of parents 
regarding effects of the MBI was often no or little perceived 
effect on ADHD of the child, although when interviews pro-
gressed also ADHD-related perceived effects were mentioned 
(e.g., less reactive, more calm, improved concentration). A 
possible explanation is that effects did not match the initial 
expectations or hopes of families. Further, lower (developmen-
tal) age was mentioned in the context of less effect for children; 
another MBI program may be better suited for younger chil-
dren (Lo et al., 2020). Few studies on MBI for ADHD have 
evaluated adverse effects and relied on patient-initiated com-
ments (Mitchell et al., 2018). We actively inquired and also 

found no serious adverse events like psychosis, mania, deper-
sonalization, anxiety, panic, traumatic memory reexperienc-
ing, and other forms of clinical deterioration (Van Dam et al., 
2018). It is possible that these effects are more likely to occur 
when meditating more intensively than instructed in MYmind. 
Moreover, in the recruitment phase, participants were excluded 
in the presence of severe disorders. However, adverse effects 
were mentioned regarding the homework reward system, con-
trasting results of Zhang et al. (2017). Many parents and chil-
dren did not manage to accomplish all required homework, 
which could have a stress-inducing effect; also found in behav-
ioral parent training for child-ADHD (Allan & Chacko, 2018). 
The reward system likely reinforced this process because there 
was more at stake and also triggered children’s perception of 
injustice. However, some children and one mindfulness teacher 
considered the reward system helpful.

The heterogeneity of perceived effects, and the effect 
themes are consistent with pilot qualitative research on 
MYmind for ADHD (Zhang et al., 2017) and ASD 
(Ridderinkhof et al., 2019). Many of these effect domains 
are often not assessed as MBI trial outcomes. For example, 
quality of the parent–child relationship is not assessed in the 
MindChamp RCT (Siebelink et al., 2018), although this 
would be indicated based on the qualitative results and lit-
erature showing the importance of this relationship on chil-
dren’s mental health and behavior problems (McPherson 
et al., 2014). Meta-analyses on MBI trials for ADHD focus 
on ADHD-symptom reduction because this is the most con-
sistent reported outcome. However, researchers’ views on 
what is the most important treatment effect may not match 
patients’ (Huber et al., 2016). Moreover, a substantial group 
of children have remaining ADHD-symptoms after receiv-
ing evidence-based treatment (Molina et al., 2009). For 
these children, outcomes like quality of life or acceptance 
might be also relevant. There is currently no core outcome 
set for clinical trials in ADHD (Padilha et al., 2018), 
although this would allow to look beyond ADHD-symptoms 
only (Kirkham et al., 2013). Measures of functionality, 
quality of life, adaptive life skills, and executive function 
are considered important to assess as additional treatment 
responses (Epstein & Weiss, 2012). Another consequence 
of the heterogeneity of perceived effects is that as a result of 
the different individual responses to treatment, measuring 
average effects might not do justice to possible effects that 
the MBI could have on subgroups. We formulated several 
recommendations regarding the MYmind MBI on partici-
pant inclusion, program characteristics, mindfulness teach-
ers, and evaluating treatment efficacy (Table 2).

Strengths and Limitations

This study described an extensive qualitative analysis in 
accordance with COREQ. With the purposive sample we 
aimed to take into account the heterogeneity of the ADHD 
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population, for example considering age, IQ, ethnicity, 
ADHD-medication use, and comorbidity. However, only 
one parent that stopped with the MBI consented with an 
interview, which may have resulted in underreported barri-
ers and adverse effects. A strength is that the interviews 
were conducted individually at a location chosen by the 
participants, where they felt at ease (mostly their home). 
Multiple perspectives were included, from parents, chil-
dren, and mindfulness teachers. The addition of the per-
spective of a more distant and objective “observer” (e.g., 
the schoolteacher, clinician, or researcher) would be valu-
able. An inherent characteristic of qualitative data analysis 
is that coding and categorization in themes involves 
researchers’ interpretation. To limit the subjectivity, this 
was done by multiple researchers with extensive discus-
sion. Further, we were aware of possible confirmation bias 
working with authors who are involved in MBI develop-
ment (AS, SB) but also researchers who are not (CG, JB). 
Future studies could consider interviewing at different 
points in time following MBI, allowing detection of the 
kind of perceived effects that increase or only emerge after 
a longer period of time (Bowen et al., 2014). Further, spe-
cifically interviewing participants that discontinue the 
intervention could help to increase our understanding of 
possible adverse effects (Mitchell et al., 2018).
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