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Abstract

Parents of children with intellectual disabilities and/or autism have been shown to
experience higher levels of stress and mental health problems than other parents.
Despite such data having been available for several decades, the evidence base for
psychological interventions to support parental well-being is small. Recent data suggest
that both mindfulness and acceptance processes are associated with decreased
psychological distress for parents of children with intellectual disability and/or autism.
In addition, some controlled evaluations of mindfulness-based interventions for these
parents have resulted in positive outcomes for mothers in particular. In the present
study, we recruited 18 mothers and three fathers via special schools who then attended
a Mindfulness Based Well-Being for Parents (MBW-P) group for two hours per week for
eight weeks. Parents completed questionnaire measures before attending the group and
at the end of the course. Statistical analysis using paired t tests showed significant
reported increases in mindfulness and self-compassion, and a reduction in general
stress, from pre- to post-intervention. Parents also reported reductions in anxiety and
depression, although with much smaller effect sizes and these changes were not
statistically significant. No significant reductions in their child’s behaviour problems or
increases in the child’s prosocial behaviour were found. Parents also reported high
levels of satisfaction with the MBW-P group, with all but one parent reporting that they
would recommend the course to others. These preliminary data suggest that further
more robustly designed research studies would be worthwhile to test the effectiveness

of the MBW-P course to improve parents’ psychological well-being.
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Population-based research suggests that being a parent is associated with
improved psychological well-being (Helbig, Lampert, Klose & Jacobi, 2006). However,
parenting a child with an Intellectual Disability (ID) or an Autism Spectrum Disorder
(ASD) has regularly been associated with elevated psychological distress. Data from
recent population-based samples demonstrate increased risk for negative well-being
outcomes in mothers of children with ID or ASD, and that these differences emerge early
(by the time the child is five years old; Totsika, Hastings, Emerson, Berridge & Lancaster
2011; Totsika, Hastings, Emerson, Lancaster & Berridge, 2011).

Given that parents of children with intellectual and developmental disabilities
(IDD) clearly have significant support needs, researchers have for some time reported
evaluations of a variety of parent support interventions. Previous support interventions
have tended to focus on increasing functional and adaptive skills in their children
and/or decreasing challenging behaviours through behavioural parent training
(Crockett et al., 2007; Chadwick, Momcilovic, Rossiter, Stumbles & Taylor, 2001;
Feldman & Werner, 2002; Gillet & LeBlanc, 2007; McIntyre, 2008; Solomon et al., 2007;
Whittingham, Sofronoff & Sheffield &Sanders, 2009). In addition, cognitive behavioural
(CBT) techniques (e.g. restructuring cognitive distortions or irrational beliefs) have
been used to directly target parental mental health (Gammon & Rose, 1991; Greaves,
1997; Hastings & Beck, 2004; Nixon & Singer, 1993; Singer, Ethridge & Aldana, 2007).

A difficulty with existing parent interventions is a potential lack of attention to
stressors other than the child with IDD, with many parents exposed to a variety of
stressors both directly and indirectly associated with their child. Using CBT techniques
may not always be appropriate either since many of the stressors experienced may
transcend unhelpful cognitions (Singer, 1993). Parents may well benefit from
interventions that teach them different ways to respond to potential stressors and that

may build a more general resilience.



Interventions incorporating mindfulness-based techniques have a growing
evidence base, and have been shown to decrease psychological distress and improve
well-being in a variety of populations. Mindfulness can be described as an awareness
which “emerges when we pay attention to experience in a particular way: on purpose
(the attention is deliberately placed on particular aspects of experience); in the present
moment (when the mind slips into the past or the future we bring it back to the
present); and non-judgmentally (the process is infused with a spirit of acceptance of
whatever arises)” (Crane, 2009, p. 4). When attending more fully to the present moment
individuals are able to generate more response options, and might be described as
having greater psychological flexibility (Hayes et al., 2006). Mindfulness is developed
through meditation techniques, and although these techniques derive from Buddhist
practices, mindfulness in the current context is secular. Jon Kabat-Zinn’s eight-week
Mindfulness-Based Stress Reduction (MBSR) programme (Kabat-Zinn, 1990) has proved
effective in a variety of medical contexts (Grossman et al., 2004; Shigaki et al, 2006), and
psychological therapies incorporating mindfulness techniques have a developing
evidence base, including Mindfulness-Based Cognitive Therapy (Hofmann, Sawyer, Witt
& Oh, 2010; Teasdale et al., 2000) and Acceptance and Commitment Therapy (Hayes,
Strosahl & Wilson, 1999; Powers, Zum Vorde Sive Vording & Emmelkamp, 2009).
Mindfulness and acceptance approaches do not focus on trying to change cognitions, but
instead encourage noticing clearly and turning towards difficulties as they unfold.

There are data and theoretical publications supporting the potential benefit of
mindfulness-based approaches with carers of people with IDD. Psychological process
research has suggested that increased acceptance and mindfulness are associated with
lower levels of maternal stress (Jones, Hastings, Totsika, Keane & Rhule, 2014; Lloyd &
Hastings, 2008). Psychological acceptance has also been found to mediate the impact of

child behaviour problems on the psychological well-being of mothers (Jones et al., 2014;



Weiss, Cappadocia, MacMullin, Viecili, & Lunsky, 2012) and fathers (Jones et al., 2014;
MacDonald, Hastings & Fitzsimons, 2010) of children with IDD. These correlational
findings suggest that interventions aimed at developing mindfulness and acceptance
skills in this population of parents may be effective in improving their well-being.

Emerging data do indeed suggest positive effects of mindfulness and acceptance-
based interventions for parents of children with IDD. Blackledge and Hayes (2006)
reported improvements in the well-being of parents of children with autism following a
two-day ACT workshop. Singh and colleagues (2006; 2007) have found mindfulness-
based support delivered to parents of children with ASD/ID on a one-to-one basis to
improve parental well-being and child behaviour problems.

In four recent studies, researchers evaluated mindfulness-based support
interventions for parents of children with IDD delivered in a group format. In a
randomized wait-list controlled trial Benn, Akiva, Arel and Roeser (2012) found parents’
stress and distress reduced following an intensive 5 week mindfulness course (with
parents receiving 36 hours of training over the duration of the course). Increased
mindfulness was shown to mediate the impact of mindfulness training on reduced
negative outcomes. In a pilot randomized trial, Ferraioli and Harris (2013) also found
improvements in parents’ stress and global health levels following mindfulness-based
support. Neece (2014) reported results from a small waiting list controlled randomized
study evaluating standard MBSR for parents of children with IDD. Parenting stress and
depression decreased in the MBSR group, and life satisfaction increased. However, very
few changes in child behaviour problems were found. Finally, Dykens et al. (2014)
randomized 243 mothers of children of any age with IDD to receive MBSR or a positive
psychology intervention. Both interventions were delivered by parents who had

children with IDD who were trained in the intervention and received supervision during



delivery. Outcomes in favour of MBSR included improved maternal anxiety, depression,
sleep and well-being. Child outcomes were not reported.

The aim of the current research was to carry out a pilot evaluation of an eight-
week Mindfulness-Based Well-Being Course for Parents (MBW-P), with parents of
children with ASD and/or ID, by investigating whether parental negative and positive
outcomes improved following intervention, and whether child behaviour problems
would subsequently improve. The present study differs from the four existing studies
(Benn et al., 2012; Dykens et al., 2014; Ferraioli & Harris, 2013; Neece, 2014), and aims
to complement our existing knowledge about the potential utility of mindfulness-based
interventions with this population. Benn et al. (2012) implemented a mindfulness-based
course for parents and educators of children with developmental delays, with the same
curriculum delivered to both groups, and therefore not specifically designed for parents.
Neece (2014) and Dykens et al. (2014) evaluated a generic mindfulness intervention
without being clear whether adaptations were made for parents of children with IDD.
Dykens et al. (2014) also used parents trained to deliver MBSR rather than established
mindfulness teachers. Although Ferraioli and Harris (2013) did implement a course
designed specifically, or adapted, for parents the evaluation of mindfulness-based
courses for parents of children with IDD is in its infancy, and the current study is the

first of its kind implemented outside of the USA.

Method

Participants
Twenty-one participants completed the study - three fathers and 18 mothers
(including one mother-father couple). Nineteen of the participants were biological

parents, and two were adoptive mothers. Seventeen of the participants were married or



living with a partner and four participants were divorced, single or widowed.
Participants were on average 45 years of age (SD = 6.48), and all participants described
themselves as being of White-British ethnicity. The majority of participants (N = 15)
were educated below university degree level, and 16 participants were currently in
employment. Median household income was £25,000 - £35,000 per year (British pounds
sterling, approximately $39,000- $55,000 US Dollars).

Parents reported on their child’s characteristics, including what diagnostic label
their children had received, length of time since receiving the diagnosis, and details of
who provided the diagnosis. Sixteen children had a diagnosis within the autism
spectrum, one child had Down syndrome, two children had Cerebral Palsy, and two
were diagnosed with a general intellectual disability. Children had received their
diagnoses on average 5 years previously (SD = 4.50 years). Thirteen of the children were
male and 8 were female. Children were on average 10.53 years of age (SD = 3.16, range 4
to 16) at the start of the study. Fourteen of the children attended a Special School, five
children were in mainstream school with additional support, and two children were in
mainstream school without additional support. All children lived at home with their
parent(s), and most (N = 14) had at least one sibling. All of the children scored within
the range typical of children with ID on a measure of global adaptive functioning (the
Vineland Adaptive Behavior Scales, Adaptive Behavior Composite standard score) or
within error limits (M = 59.43, SD = 5.64, range 51-72). Thus, all of the children

experienced significant developmental delay.

Measures
Participants completed a set of questionnaires at two time points: pre-
intervention (T1) and post-intervention (T2). At T1, participants completed a consent

form, a demographics questionnaire to collect the information described above, as well
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as the primary outcome measures measuring their child’s behaviour, their own positive
and negative psychological well-being (general and child-related), and psychological
process questionnaires. At T2, participants completed the same primary outcome
measures as T1 and a brief questionnaire rating satisfaction with different aspects of the
MBW-P course. Participants also completed a measure of their child’s adaptive
functioning, in the form of a semi-structured interview, over the telephone, as a baseline

measure only at T1.

Child measures

The Vineland Adaptive Behavior Scales - 2nd Edition (VABS II; Sparrow, Cicchetti
& Balla, 2005) was used as a measure of the child’s adaptive functioning. The VABS Il is
administered as a semi-structured interview, and was conducted over the telephone.
The VABS II consists of items arranged in developmental sequence, measuring
behaviours across four domains: socialization, communication, daily living skills and
motor skills (motor skills domain only administered to children below the age of 7). An
overall adaptive behaviour composite score was used to confirm children’s
developmental delay.

The Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) was used to
measure children’s prosocial behaviour and behavioural difficulties. The SDQ is a well-
validated and widely used 25-item scale measuring behavioural and emotional
adjustment across five domains: a prosocial behaviour domain and four problem
behaviour domains (emotional symptoms, conduct problems, hyperactivity, and peer
problems). Respondents rate statements about their child as either not true, somewhat
true, or certainly true. Example items include “Nervous or clingy in new situations, easily

loses confidence” (emotional symptoms); “Often lies or cheats” (conduct problems);
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“Restless, overactive, cannot stay still for long” (hyperactivity); “Rather solitary, tends to
play alone” (peer problems); “Helpful if someone is hurt, upset or feeling ill” (prosocial
behaviour). A total difficulties score is generated by summing the scores of the four
problem behaviour domains. When previously used with parents of children with IDD
the SDQ has displayed good internal consistency for both the prosocial behaviour
(Cronbach’s a = .85) and total difficulties subscales (Cronbach’s a = .82) (MacDonald et

al, 2010).

Parental measures

To measure psychological distress at a general level, the Hospital Anxiety and
Depression Scale (HADS; Zigmond & Snaith, 1983) was used. The 14-item tool was
originally constructed to allow quick measurement of generalized anxiety and
depression in hospital settings, but has since been used widely in community research,
including with parents of children with autism and other disabilities. Seven items
measure each construct, generating subscales scores, which were used in the current
research. Respondents rate statements on a four-point scale, for example “I get a sort of
frightened feeling as if something awful is about to happen” is rated as either very
definitely and quite badly, yes, but not too badly, a little, but it doesn’t worry me, or not at
all; and “I feel as if  am slowed down” is rated as either most of the time, a lot of the time,
from time to time, or not at all. The measure has shown good reliability when previously
used with parents of children with IDD (MacDonald et al., 2010) with internal
consistency (Cronbach’s o) of .88 for the anxiety subscale, and .83 for the depression
subscale.

We used the stress subscale from the Depression Anxiety Stress Scale (Lovibond
& Lovibond, 1995; Short Form) to measure general stress. The 21-item scale measures

the three negative emotional states, with seven items measuring each construct. Good
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psychometric properties have previously been obtained, and the scale has previously
been used in mindfulness-based intervention research (Ree & Craigie, 2007). We used
only the seven items measuring general stress, as depression and anxiety were
measured using the HADS. Respondents rated how statements such as “I felt [ was
rather touchy” and “I found it hard to wind down” applied to them over the preceding
week, as either did not apply to me at all, applied to me to some degree, or some of the
time, applied to me a considerable degree, or a good part of the time, or applied to me very
much, or most of the time. The scale has shown good levels of internal consistency in a
previous study of parents of children with IDD (Cronbach’s a = .94; Plant & Sanders,
2007).

The Parent and Family Problems Subscale of The Questionnaire on Resources
and Stress-Short Form (QRS-F; Friedrich, Greenberg & Crnic, 1983) was used to
measure general parenting stress associated with the child with ID/ASD. The 20-item
measure includes five items relating to depression (Gidden & Floyd, 1997), which were
excluded from analysis in the current study to avoid measurement overlap, as
depression was measured separately with the HADS. Respondents rated the remaining
15 items as true or false. Example items include “There is a lot of anger and resentment
in our family” and “In the future, our family’s social life will suffer because of increased
responsibilities and financial stress”. The QRS-F has previously been used in research
with parents of children with ASD, with good reliability (Kuder-Richardson coefficient =
.90; MacDonald et al., 2010).

The positive affect subscale from the Positive and Negative Affect Scale (PANAS;
Watson et al.,, 1988) was used as a measure of general positive psychological well-being.
Respondents rate to what extent ten items, including “Interested”, “Alert”, “Inspired”,
and “Enthusiastic” have applied to them during the past week, on a scale from very

slightly or not at all, a little, moderate, quite a bit, to extremely. The scale was chosen for
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the current study because of its briefness to administer, and previous use with this
population of parents with good reliability (Cronbach’s a =.92; Griffith et al., 2011).

The Positive Gain Scale (PGS; Pit-ten Cate, 2003) is a seven-item tool measuring
positive perceptions relating to parenting a child with a disability, with items measuring
perceived benefits to parents personally, and as a family. Respondents choose whether
they strongly agree, agree, not sure, disagree, or strongly disagree with statements such
as “Since having this child I feel I have grown as a person” and “Since having this child,
my family has become more tolerant and accepting”. Lower scores on the PGS indicate
higher levels of positivity. High internal consistency has previously been obtained with

parents of children with IDD (Cronbach’s o =.87; Jones et al., 2014).

Process measures

General dispositional mindfulness was measured using the Five Facets
Mindfulness Questionnaire (FFMQ; Baer, Smith, Hopkins, Krietemeyer & Toney, 2006).
The FFMQ is a well-validated 39-item instrument, measuring a general tendency to be
mindful in day-to-day life. The FFMQ measures five underlying constructs of
mindfulness (Baer et al., 2006): observing (noticing experiences), describing (labeling
experiences with words), acting with awareness (deliberately attending to moment-to-
moment behaviours and activities), non-reactivity (to inner experience), and accepting
without judgment (taking a non-evaluative stance towards inner experience).
Respondents rate statements as either never or very rarely true, rarely true, sometimes
true, often true, or very often or always true. Example items include: “I notice how foods
and drinks affect my thoughts, bodily sensations, and emotions.” (observe); “My natural
tendency is to put my experiences into words” (describe); “I find myself doing things
without paying attention” (acting with awareness); “In difficult situations, I can pause

without immediately reacting” (non-reactivity); “I criticize myself for having irrational



13
or inappropriate emotions.” (non-judging). The FFMQ has shown good psychometric
properties when used with a variety of populations, including meditating and non-
meditating samples (Baer et al., 2008). Five subscale scores can be derived from the
scale, and a total score, which was used in the current study. The measure has displayed
good internal consistency when previously used with parents of children with IDD
(oo =.93; Jones etal,, 2014).

The Bangor Mindful Parenting Scale (BMPS; Jones et al,, 2014) was used as a
measure of situational mindfulness in the parenting context. The BMPS is a 15-item
instrument, based on items selected from the FFMQ amended to relate specifically to
parenting, generating a total score representing a general tendency to be mindful whilst
parenting. Respondents rate items as either never true, sometimes true, often true, or
always true, with example items including: “I rush through activities with my child
without being really attentive to him/her”, “I pay attention to how my emotions affect
the way I act towards my child”, “When I get upset with my child I am able to keep calm”,
and “I think some of my emotions towards my child are bad and I shouldn’t be feeling
them”. Internal consistency (Cronbach’s a) obtained in a previous study with parents of
children with IDD was .79 (Jones et al., 2014).

The Acceptance and Action Questionnaire-Intellectual Disability Parent version
(AAQ-ID; MacDonald et al., 2010) was used in the current study to measure
psychological acceptance in relation to parenting a child with ASD/ID. The AAQ-ID is an
eight-item tool adapted from the ‘Acceptance and Action Questionnaire-II’ (Bond et al.,
2011), with items re-worded to refer specifically to children with a disability.
Respondents rate statements on a 7-point scale, ranging from never true to always true.
Example items include “I'm afraid of my feelings about my child with ASD/ID” and “I

worry about not being able to control my worries and feelings about my child with
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ASD/ID”. When used in a previous study of parents of children with IDD the measure
displayed good internal consistency (Cronbach’s a) of .80 (MacDonald et al., 2010).

The Self-Compassion Scale-Short Form (Raes, Pommier, Neff & Van Gucht, 2011)
was used to assess a construct related to mindfulness that was a theme within the
intervention. The Short Form was selected for inclusion because of its brevity and near
perfect correlation with the original long form (Raes et al, 2011). Respondents rate
items such as: “When I fail at something important to me I become consumed by feelings
of inadequacy” and “I try to see my failings as part of the human condition” on a five-
point scale, ranging from almost never to almost always. To our knowledge the scale has
not previously been used with parents of children with IDD but internal consistency

(Cronbach’s a) in the current study was .87.

Procedure

The Research Ethics and Governance Panel at Bangor University approved the
study protocol. Three schools in North Wales agreed to host a MBW-P course each on
their premises (one specialist autism school, and two general intellectual disability
special schools). Invitations were sent to parents through the schools. Invitations were
also extended to parents of children with ASD and/or ID attending other local schools
within the vicinity, advertising via charities and word of mouth. Invitation packs
distributed included a Participant Information Sheet outlining the research, a Course
Information Sheet briefly outlining the content of the MBW-P course, and a Contact
Form for people to complete and return to the team in a prepaid envelope if they were
interested in attending. Self-referrals were also accepted. When Contact Forms were
returned to the team, prospective participants were contacted by telephone by the first
author to discuss the MBW-P course in more detail. All participants were invited and

encouraged to attend an orientation session before the eight-week course began. The
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orientation session was an opportunity for attendees to meet each other, to meet the
mindfulness teacher, and to experience a short mindfulness meditation practice. If
participants were unable to attend the orientation session, the mindfulness teacher
contacted them by telephone before the MBW-P course began. Approximately 300
invitation packs were distributed, with 30 parents showing an initial interest. Five of the
initial enquirers decided not to participate and 25 began the course. Four individuals
across the three intervention groups formally dropped out of the study after attending
an average of two sessions. None of these four parents provided T2 data. Their reasons
for not completing the course were the time commitment (x3) and family bereavement.

Participants were given the T1 Questionnaire Pack either during the Orientation
Session (if they were present) to complete at home and return in a prepaid envelope, or
they were mailed the Questionnaire Pack a week before the intervention began.
Participants were provided with the T2 Questionnaire Pack at the end of the final
session, asked to complete it as soon as possible, and return it to the research team in
the prepaid envelope provided. At T2 all questionnaire packs were returned for the 21

parents who completed the course.

Description of the MBW-P Intervention

The mindfulness training program delivered in the current study was a new
Mindfulness-Based Well-Being Course for Parents (MBW-P), developed by the Centre for
Mindfulness Research and Practice (CMRP), Bangor University, UK. The MBW-P follows
an eight-week format with participants attending two-hour sessions on a weekly basis
with home practices each week (similar to MBSR and Mindfulness-Based Cognitive
Therapy). The primary aim of the program is to increase participants’ mindful
awareness, whilst recognizing the shared experiences and difficulties encountered by

different groups of parents. Each weekly session included mindfulness practice
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exercises, periods to reflect on the practices (inquiry) as a group and in pairs,
orientation to the home practices set for the following week, and reflection on home
practices from the previous week.

This particular group of parents is likely to be multiply-stressed and it was
therefore anticipated that parents may struggle to find time to engage in lengthy
practices between classes. Given the importance of practicing mindfulness techniques
between the classes and attempting to incorporate mindfulness techniques into daily
life, participants were provided with a CD of short practices ranging in length from five
to 20 minutes, as opposed to the more standard 30-45 minute practices seen in other
programs. As well as the CD practices, home practices included bringing mindful
awareness to routine daily tasks, to communications, and to reactivity patterns.
Participants were also encouraged to engage in nurturing activities, by being kind to
themselves and making time to engage in an activity they enjoyed. Table 1 presents an
overview of the weekly classes and the home practices.

The mindfulness teacher and was available to support participants over the
telephone between sessions if participants felt the need. The mindfulness teacher would
also contact any participant who may have become upset or distressed during any of the
sessions. The mindfulness teachers who delivered the MBW-P intervention groups are
employed by the CMRP, are experts in their field, and all met rigorous criteria for
competence in delivering mindfulness-based interventions described by Crane et al.
(2012). The CMRP has been delivering mindfulness courses for over ten years, with
teachers trained and supervised by expert teachers at the Centre for Mindfulness

Massachusetts, where courses have been delivered for 30 years.

Results
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Completer analyses were conducted. Paired-samples t-tests compared
participants’ pre and post-treatment scores on all measures. Effect sizes were calculated
and interpreted using Cohen’s d. Given the relatively small sample, analyses were
repeated using Wilcoxon tests as a non-parametric equivalent to the t-test. No
differences in the pattern of results were obtained and so only the t-test results are
reported.

Significant differences pre-post intervention were found for measures of general
mindfulness (p =.008), self-compassion (p =.039), and general stress (p =.031), with
participants reporting increased mindfulness and self-compassion, and decreased
general stress over time. Table 2 displays mean scores on all measures at T1 and T2, the
results of the pre-post comparisons, and effect sizes. When interpreting effect sizes,
Cohen (1992) suggested d = 0.2 be considered a small effect size, 0.5 a medium effect
size and 0.8 a large effect. Medium effects were found in relation to increased general
mindfulness (d = 0.49) and reduced general stress (d = 0.49), with small effects for
improvements in positive gain (d = 0.31), increased self-compassion (d = 0.39),
reductions in anxiety (d = 0.26) and reductions in depression (d = 0.21).

Given that 16 of the 21 participants were parenting children reported to have a
diagnosis of ASD, analyses were repeated for this subgroup of parents alone. The same
overall pattern of results was obtained. Some differences were found when interpreting
significance levels of the t-test results for the ASD parent subgroup: a significant
increase in general mindfulness levels was still observed (p =.029), with improvements
in self-compassion (p =.055) and general stress (p =.109) no longer reaching statistical
significance at the .05 level. However, an increase in positive gain for these parents was
approaching significance (p =.055) which had not been the case for the entire sample’s
data (p =.151). Although some differences were observed when comparing significance

levels, effect sizes were similar for both the subgroup of parents and the overall sample.
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Participants also completed a brief Satisfaction Questionnaire post-intervention.
Table 3 displays participants’ satisfaction ratings with different aspects of the MBW-P
course.

Discussion

Participants’ self-reported levels of general mindfulness and self-compassion
significantly increased following the MBW-P course. Significant improvements were also
reported for parents’ general stress levels. Family level stress was also measured, but no
statistically significant or meaningful levels of change were observed. Results were also
less robust in terms of the other outcomes measures.

Although not at statistically significant levels, improvements (albeit small) were
found when interpreting effect sizes of changes in scores on anxiety, depression and
positive gain measures, and given the small sample in the current study statistical
significance alone is not a meaningful measure of change in outcome. In relation to the
small change in depression scores, the small effect may not necessarily be due to a lack
of treatment effect, but possibly because of relatively moderate levels of depression
presented by the current sample, with a pre-intervention mean scores of 6.75, and a
recommended cut-off score for clinical levels of depression suggested at 10/11
(Crawford, Henry, Crombie, & Taylor, 2001).

As well as measuring stress at a parent-child/familial level, we also measured
mindfulness specifically in the parenting context. No significant or meaningful changes
were observed in participants’ levels of mindfulness whilst parenting. Given that general
dispositional mindfulness increased following intervention, and general levels of stress
reduced, a lack of improvement in child-related stress may be due to an absence of
enhanced mindfulness in the parenting context.

Although the mindfulness intervention was designed for parents by recognizing

parents’ shared experiences and difficulties, the intervention’s main intention was to
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increase participants’ mindful awareness at a general level, which was achieved. The
results suggest that to target child-related stress more focus should be placed on
increasing mindfulness skills specifically in the parenting context. It was hoped that
equipping parents with general mindfulness skills would enable parents to utilize these
skills across varying contexts, given the multiple stressors parents often experience.
Child behaviours were also measured, to investigate whether child behaviours would be
indirectly affected. No changes in child behaviours were observed immediately
following the intervention.

The current study has a number of methodological weaknesses that need to be
considered when drawing inferences from the results. There was no comparison group.
Therefore, it is difficult to conclude whether the improvements in well-being observed
are a result of the mindfulness intervention, and not effects of attending a group and
developing a greater support network. Future research should include an active control
condition of some kind that also includes group support aspects. It was also difficult to
track engagement in home practice. Participants were provided with a Home Practice
Record Sheet each week to track their mindfulness activities on a daily basis, however,
completion rates of the form was very low (at approximately 30%) and it is difficult to
conclude whether this represents a lack of engagement in the home practice, or the
impracticality of completing a record form.

The MBW-P intervention was a new course for parents of children with IDD,
evaluated for the first time in the current study. Different mindfulness teachers
delivered each intervention group, and although the program was manualized,
treatment fidelity data were not collected. A well-established mindfulness program may
have been more effective. Future research is needed to compare different mindfulness
programs whilst controlling for the effects of peer/group support. The current sample

scored moderately on the negative well-being measures thus it is questionable whether



20
we recruited the most hard-to-reach parents who may be more negatively affected and
in need of support. It is also important to note that, as well as being a relatively small
sample of 21 parents overall, only three of these were fathers. Therefore, it is not
appropriate to infer positive outcomes for fathers generally following the mindfulness
course.

Efforts were made to make the course as accessible as possible, with courses
delivered during school hours so parents would not have to arrange child care (unless
they had younger children who were not attending school), and financial assistance was
available for parents who would not be able to attend otherwise (up to £10 per session
towards the cost of child care or travel to the classes). However, it is unclear whether
the parents recruited are representative of the typically highly-distressed parents
frequently reported in the literature. Participants volunteered for the current study, and
this self-selection recruitment procedure may have produced a biased sample of parents
who are actively engaged with/seeking support services. In future, referrals by
social/health professionals could help recruit parents who are experiencing greater
distress, and provide a more representative sample of parents - at least those known to
services. In future replications, it will also be important to investigate whether any
changes are maintained or even increased over time (e.g., relating to continued
mindfulness meditation practice).

The majority of parents rated the course very positively and all but one would
definitely recommend course to others parents in similar a situation to themselves,
suggesting parents clearly feel they benefitted, and the eight-week format was
accessible to this particular group. Considering the small sample size in the study, the
results support the potential utility of mindfulness-based support for parents whilst
highlighting a need for further controlled trials of mindfulness interventions for parents

of children with ASD and other disabilities.
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Table 1. Weekly Outline of Mindfulness Programme
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Session  Topic Activities Home Practice
1 Automatic Pilot Introductions, ground rules; raisin meditation; breath in Breath in body practice; mindful eating; mindful
body practice daily activity
2 Room to Breath in body practice; reflection on home practice; body Body scan; pleasant events diary; mindful daily
Breathe scan; linking awareness of body, thoughts, emotions; activity
planting seeds of kindness
3 Learning about Breath in body practice; reflection on home practice; Mindful movement; unpleasant events diary;
Stress mindful movement practice; three step breathing space notice stress reactions; three step breathing
space
4 Working with Mindful movement practice; reflection on home practice; Awareness of breath practice; daily activity to
Stress three step breathing space; learning about affect systems;  care for self/nurturing activity; use three step
awareness of breath practice breathing space when needed
5 Respondingto =~ Awareness of breath practice; exploring difficulty; learning =~ Awareness of breath practice; sounds and
Difficulties to respond rather than react; mindful movement thoughts practice; three step breathing space
practice; three step breathing space when needed; nurturing activity
6 Communicatio  Sitting practice; reflection on home practice; movement Awareness of breath practice; three step
n practice; mindful listening practice; discussing patterns breathing practice when needed; nurturing
of communication activity; noticing communications
7 Living our Sitting practice; reflection on home practice; movement Participants to choose which practices off the CD;
Lives practice; discussing values; nurturing activity; three step breathing space
when needed
8 Rest of our Sitting practice; reflecting on home practice; discussing how  Plan for continued mindful practice
Lives to continue with practices; movement practice
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Table 2. Mean Scores, Within-Groups Comparisons, and Effect Sizes of Changes in Scores on all Measures between Time 1 and Time 2.

Measure T1 mean SD T2 mean SD t value df p value d value
Process Measures
Mindfulness 115.84 21.10 125.00 15.87 -3.00 18 .008 0.49
Mindful Parenting 27.40 5.68 26.80 5.07 .54 19 .594 0.11
Acceptance 42.76 8.80 42.24 7.44 25 20 .802 0.06
Self-compassion 30.30 8.81 33.50 7.49 -2.22 19 .039 0.39
Well-Being Measures
Anxiety 11.55 3.62 10.55 4.02 1.13 19 204 0.26
Depression 6.75 3.08 6.10 3.14 76 19 459 0.21
General Stress 12.74 4.27 10.53 4.75 2.35 18 .031 0.49
Positive Affect 33.85 7.94 33.20 9.51 29 19 777 0.07
Child Related Stress 6.81 4.12 7.31 4.19 -.739 15 472 0.12
Positive Gain 13.47 3.60 12.43 4.38 1.49 20 151 0.31
Child Measure
Prosocial behaviour 4.65 3.34 4.80 4.07 -211 19 .835 0.04
Behaviour Problems 24.74 7.81 25.95 9.10 -1.02 18 321 0.14
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Table 3. Parent Ratings of Satisfaction with Different Aspects of the MBW-P Course.

Aspect of course N satisfied or N neither N dissatisfied
very satisfied satisfied nor or very

dissatisfied dissatisfied
Location 19 2 0
Demand on time 19 1 1
Support during class 20 0 1
Support between classes 18 2 1

N definitely agree N not sure N not agree
Benefitted from attending 20 1 0
Continue with practices 16 5 0
Recommend to others 20 1 0




